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What Is The Ideal Post-Pyloromyotomy Feeding Regimen?

Evidence Level II

How post-pyloromyotomy feeding contributes to emesis, time to full feeds, and length of hospitalization is not well established, resulting in surgeons often

prescribing feeding regimens based on preference.

Results of a systematic literature search did not overwhelmingly favour one feeding regimen over another to reduce emesis; however a late, gradual, standardized

feeding schedule seems to be somewhat protective. Between early and late feeding schedules, late was more commonly favoured as it appears to reduce the

incidence of emesis in both randomized (Turnock 1991) and non-randomized studies (El-Gohary 2010, Georgeson 1993, Lee 2001, van der Bilt 2004, Leahy 1982).

However, several additional studies found no difference between early and late feeding regimens in terms of frequency of emesis (Wheeler 1990, Gollin 2000).

Results were similarly split concerning the effect of ad libitum feedings versus standardized feeding on emesis. While three comparative studies showed no

difference (Adibe 2007, Garza 2002, Adibe 2014), another two studies found ad libitum feedings to increase frequency of emesis (Carpenter 1999, Puapong 2002).

Rapid feeding, however, was conclusively shown to increase postoperative emesis, as compared to a gradual, slow feeding protocol (Castellani 2014). Overall, one

can conclude that postoperative emesis will occur regardless of feeding approach; however it may be reduced by utilizing a late, gradual, standardized feeding

schedule.

When considering time to full feeds, however, the optimal feeding regimen appears to be the opposite. Ad libitum feeding as compared to a standardized schedule

reduces the time required to achieve full feeds in patients (Adibe 2007, Carpenter 1999, Puapong 2002, Garza 2002). It is less clear, however, how an early versus

delayed feeding regimen affects this outcome. While one comparative control study indicated that early feeding shortens the interval to full feeds (Gollin 2000) and

another successfully paired earlier feeding times with an accelerated feeding advancement (Georgeson 1993), other studies show no difference between regimens

(Lee 2001, van der Bilt 2004, Turnock 1991). Therefore, while results are not conclusive, time to full feed may be reduced by an early, ad libitum postoperative

feeding schedule.

Results were also variable in the effect of ad libitum versus structured feeding on length of hospital stay (LOS). While four studies determined that LOS could be

decreased through the utilization of an ad libitum feeding schedule (Carpenter 1999, Garza 2002, Puapong 2002, Ein 2014), an additional three studies concluded

there was no difference (van der Bilt 2004, Adibe 2007, Adibe 2014).  Comparing early versus late feeding, the majority of studies agreed that the timing of feeding

did not affect length of hospitalization (Wheeler 1990, Lee 2001, van der Bilt 2004, Leahy 1982).

Based on the available evidence we recommend an early, ad libitum feeding schedule to decrease time to full feeds and length of hospitalization. While this approach

may increase emesis, this does not appear to adversely affect patient outcomes. These results are similar to a published literature review on this topic which

concluded that following a period of fasting, ad libitum feeding should be initiated post-pyloromyotomy (Graham 2013).  In the future, well conducted randomized

control trials are needed to further clarify the effect of feeding regimens on emesis and associated outcomes.
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