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Diet-related complications according to the timing of
enteral nutrition support in patients who recovered from
out-of-hospital cardiac arrest: a propensity score matched

analysis
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Background: A proper nutritional plan for resuscitated patients is important in intensive care;
however, specific nutritional guidelines have not yet been established. This study aimed to deter-
mine the incidence of diet-related complications that were affected by the timing of enteral nutri-
tion in resuscitated patients after cardiac arrest.

Methods: This retrospective and 1:1 propensity score matching study involved patients who re-
covered after nontraumatic, out-of-hospital cardiac arrest at a tertiary hospital. Patients were di-
vided into an early nutrition support (ENS) group and a delayed nutrition support (DNS) group ac-
cording to the nutritional support time within 48 hours after admission. The incidence of major
clinical complications was compared between the groups.

Results: A total of 46 patients (ENS: 23, DNS: 23) were enrolled in the study. There were no differ-
ences in body mass index, comorbidity, and time of cardiopulmonary resuscitation between the
two groups. There were 9 patients (ENS: 4, DNS: 5) with aspiration pneumonia; 4 patients (ENS: 2,
DNS: 2) with regurgitation; 1 patient (ENS: 0, DNS: 1) with ileus; 21 patients (ENS: 10, DNS: 11)
with fever; 13 patients (ENS: 8, DNS: 5) with hypoglycemia; and 20 patients (ENS: 11, DNS: 9) with
hyperglycemia. The relative risk of each complication during post-resuscitation care was no differ-
ent between groups.

Conclusions: There was a similar incidence of diet-related complications during post cardiac arrest
care according to the timing of enteral nutrition.
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INTRODUCTION

Patients who recover spontaneous circulation after cardiac arrest are among the most com-
plex patients requiring intensive care [1]. Considering the various clinical situations that
occur during the treatment of resuscitated patients after cardiac arrest, including shock con-
ditions, clinicians may use crystalloid fluid, vasopressors, antibiotics for infection control,

targeted temperature management, renal replacement therapy, or extracorporeal membrane
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oxygenation [2-5]. Many patients take time to recover from
shock, and if the target temperature management is provided
or the patient's movement is controlled by administering a
sedative or muscle relaxant, it can also affect bowel move-
ments [6-8].

Patients admitted to the intensive care unit (ICU) are often
in critical condition or in severely stressful situations, which
can increase their metabolic rates and energy requirements
[9]. Supporting nutrition can prevent metabolic degradation
and reduction of body mass in critically ill patients, weaken
the metabolic response and control the immune response fa-
vorably through proper nutrition, reduce the patient's hospital
stay, and decrease morbidity [10].

For various types of critically ill patients, specific guidelines
from the Society of Critical Care Medicine (SCCM) and the
American Society for Parenteral and Enteral Nutrition (ASPEN)
are recommended [11]. Nevertheless, for post-resuscitation
patients after cardiac arrest, specific guidelines for nutrition-
al supplementation have not yet been properly established,
other than the guidelines for maintaining blood sugar levels of
144-180 mg/dl during targeted temperature management [12].
Enteral nutrition is often not considered a priority in clinical
settings due to symptomatic issues such as vulnerable car-
diovascular conditions or the need for intensive mechanical
ventilation [13]. Moreover, it can be clinically burdensome to
apply enteral nutrition prematurely for post-resuscitated pa-
tients. In addition, since the benefits of nutritional support are
not yet confirmed, clinicians are concerned about when to ad-
minister nutritional supplements during the treatment process
and what type of nutritional supplements to choose [14]. Thus,
itis essential to determine a proper time for supporting enteral
nutrition and to identify clinical conditions including possible
complications noted in each post-resuscitated patient.

This study was performed to evaluate the incidence of di-
et-related complications according to the timing of enteral
nutrition in patients who experienced return of spontaneous
circulation after out-of-hospital cardiac arrest (OHCA).

MATERIALS AND METHODS

Ethics Statement
The study design was approved by the Institutional Review

Board of Wonju Severance Christian Hospital, Yonsei Univer-
sity (No. CR320098). The requirement for obtaining informed
consent was waived by the Institutional Review Board because
of the retrospective nature of the study.
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KEY MESSAGES
= Supporting proper nutrition can reduce a patient’s hos-
pital stay and reduce patient morbidity.

= Early nutritional support for resuscitated patients
demonstrated no significant difference in clinical com-
plications when compared to delayed nutritional sup-
port.

Study Design

This retrospective observational study was conducted in pa-
tients with return of spontaneous circulation after non-trau-
matic OHCA and who were admitted to the ICU of Wonju
Severance Christian Hospital between October 2019 and June
2020. Inclusion criteria were age 219 years and admission
to the ICU for post-cardiac arrest care. Patients who did not
respond to verbal instructions after initial resuscitation con-
tinued to receive proper care in the ICU. Patients who had in-
testinal hemorrhage, were presumed to have ileus or intestinal
obstruction on plain radiography, or had other reasons for an
inability to tolerate enteral feeding were excluded.

Definition of Early Nutrition Support

The early nutrition support (ENS) group was defined as the
group of patients who started enteral tube feeding within 48
hours after admission. Other cases of enteral nutrition support
after 48 hours were defined as the delayed nutrition support
(DNS) group.

Study Setting and Data Collection

When the patients with OHCA recovered spontaneous circu-
lation after cardiopulmonary resuscitation in the emergency
room, intensive care including targeted temperature manage-
ment was continued in the ICU. Clinicians tried to prevent fe-
ver by continuous temperature monitoring of the patients who
could not apply target temperature management for other rea-
sons. A Levin tube was inserted as far as the stomach to pro-
vide early nutritional assistance to patients. For patient safety,
enteral nutrition was given with the patient's head up and in
a 45° angle. It was a continuous feeding method through the
nasogastric pathway, and it was applied slowly at an injection
rate of lower than 50 ml per hour using an infusion pump. The
initial enteral feeding volume in the ICU was implemented
within 100-150 ml per day. In addition, a slow infusion meth-
od was maintained for a few hours, rather than the bolus injec-
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tion method [15,16]. At the time of hospitalization, information
about the age, sex, weight, and height of the patients was re-
corded in the electronic medical record, and body mass index
(BMI) was calculated based on these data. Moreover, informa-
tion such as past medical history, first monitored rhythm, ba-
sic life support time, and advanced cardiovascular life support
time was collected from relatives or paramedics. The length of
hospital stay, type and frequency of complications, and neuro-
logic prognosis were also collected from the medical records.

Study Outcomes
The primary outcomes were diet-related complications during

intensive care, including aspiration pneumonia, gastric regur-
gitation, ileus, fever, hypoglycemia, and hyperglycemia after
feeding. Aspiration pneumonia was defined as when gastric or
pharyngeal substances entered the lower respiratory tract and
adversely affected the lungs after resuscitation. The detection
of aspiration pneumonia was based on anteroposterior chest
X-ray and clinical signs of infection. Ileus was defined as a tem-
porary pause or decrease of intestinal movement. The detec-
tion of ileus was based on anteroposterior abdominal radiog-
raphy. Gastric regurgitation was defined as the reflux of gastric
acid contents into the esophagus. Hypoglycemia was defined
as a blood sugar level lower than 70 mg/dl, and hyperglycemia
was defined as a blood sugar level higher than 200 mg/dl. Such
complications, including gastric regurgitation, fever, and hypo/
hyperglycemic events, were recorded by observation or opin-
ions of the medical staff during intensive care. The secondary
outcomes were survival rate and favorable neurologic status
after post-cardiac arrest care. A favorable neurologic state was
defined as a cerebral performance category (CPC) score of one
or two points.

Statistical Analysis
Continuous variables are described as mean+tstandard de-

viation and were compared using the Mann-Whitney U-test
based on the normality assumptions from the Kolmogor-
ov-Smirnov test. Nominal data were calculated as a percentage
of the frequency of occurrence and compared using the chi-
square or Fisher’s exact test, as appropriate. The confounding
variable was corrected by propensity score matching. The
propensity score was estimated using a logistic regression
model. Confusing variables in propensity score matching
included sex, age, advanced cardiovascular life support time,
targeted temperature management, and use of inotropics.
The ENS (n=23) patients were matched 1:1 with DNS patients
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using greedy matching in caliper 0.2. After the propensity
score matching, there was no significant difference in sex, age,
advanced cardiovascular life support time, targeted tempera-
ture management, and use of inotropics between the groups.
To compare the clinical complications between the ENS and
DNS groups, a Poisson regression model was applied, and the
relative risk and 95% confidence interval of each complica-
tion, survival rate, and neurologic prognosis were quantified.
A P-value <0.05 was considered to indicate statistical signifi-
cance. A certified statistician conducted all statistical analyses
using SAS analytics software version 9.4 (SAS Institute, Cary,
NC, USA).

RESULTS

Baseline Characteristics
Between October 2019 and June 2020, 110 OHCA patients were

treated in the emergency department. Sixteen patients aged
<19 years or with non-medical etiologic cardiac arrest were
excluded. In addition, seven patients were excluded because
of inadequate information about enteral nutrition (Figure 1).
Of the 87 patients, 39 were classified into the DNS group and
48 into the ENS group. Propensity score matching was used to
select subjects with similar major characteristics between the
two groups, and a total of 46 patients were enrolled.

The mean age of the patients was 67.4 years, and 33 (71.7%)

110 Adult OHCA patients
who presented to the ED

16 Patients excluded:
6 Age <19 yr
10 Non-medical etiologies

A4

A 4

94 Patients who received CPR

7 Patients excluded: inadequate information
about enteral nutrition

" 41 Patients excluded: 1:1 propensity score

matching

A 4

46 Finally enrolled patients

Figure 1. Study enrollment chart. OHCA: out-of-hospital cardiac arrest;
ED: emergency department; CPR: cardiopulmonary resuscitation.
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were men. The mean BMI was 22.6 kg/m” and the Acute Phys-
iology and Chronic Health Evaluation (APACHE) II score was
19.2. Patients had the following pre-arrest comorbidities: hy-
pertension, 22 patients (47.8%); diabetes, 12 (26.1%); chronic
kidney disease, 8 (17.4%); malignancy, 3 (6.5%); acute coro-
nary syndrome, 4 (8.7%); chronic obstructive pulmonary dis-
ease, 3 (6.5%); cerebrovascular disease, 3 (6.5%); pulmonary
thromboembolism, 1 (2.2%); and hyperlipidemia, 7 (15.2%).
There was no difference in prior comorbidities between the
two groups. There was no significant difference between
initial rhythm (P=0.491), basic life support time (P=0.060),
advanced cardiovascular life support time (P=0.888), inotro-
pic use (P=1.000), and other laboratory findings. The mean
feeding volume for the initial 5 days in the ENS group was sig-
nificantly higher than in the DNS group (1,363.0 ml vs. 100.9
ml) (Table 1).

Primary Outcomes
The DNS and ENS groups had similar ICU hospitalization day

stays (5.9 vs. 9.7, P=0.052). The APACHE II score was also sta-
tistically similar between the DNS and ENS groups (P=0.209).
Regarding complications caused by nutrition support in the
ENS group, aspiration pneumonia was present in four cases,
gastric regurgitation in two, ileus in none, fever in 10, hypogly-
cemia in 8, and hyperglycemia in 11 cases. However, there was
no significant difference in clinical complications between the
ENS and DNS groups (Table 2).

Secondary OQutcomes
The survival-to-discharge rate was higher in the ENS group

than in the DNS group (86.9% vs. 39.1%, P<0.001). Among
the CPC scores 1 and 2 between the ENS group and the DNS
group, 13 patients (56.5%) were in the ENS group, and four pa-
tients (17.4%) were in the DNS group. There were significantly
more patients with a good neurologic prognosis in the ENS
group (Table 2).

Relative Risk of the Clinical Complications According
to Timing of Enteral Nutrition

The researchers calculated relative risk by checking for the
presence of complications according to the timing of enteral
nutrition. Comparing the ENS group with the DNS group, the
relative risk ratios for major complications were similar: as-
piration pneumonia 0.95-fold, gastric regurgitation 1.09-fold,
ileus 0.96-fold, fever 0.92-fold, hypoglycemia 1.20-fold, and
hyperglycemia 1.17-fold. The occurrence of secondary out-
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come-related variables showed a higher relative ratio of 1.90
for good neurologic recovery and 4.67 for survival in the ENS
group (Table 3). In addition, a comparative subgroup anal-
ysis was performed for 35 patients without initial shockable
rhythms; there was also no significant difference in diet-relat-
ed complications during post-resuscitation ICU care (Supple-
mentary Tables 1-3).

DISCUSSION

This study retrospectively compared the occurrence of compli-
cations and prognosis following the implementation of early
oral nutrition for 48 hours in patients who received post-cardi-
ac arrest care. The main finding of the study is that ENS for re-
suscitated patients after propensity score matching had no sig-
nificant difference in clinical complications compared to DNS.
Considering the difference in the severity of patient condition
and the short interval in enteral nutrition, it would be unrea-
sonable to concede the higher survival rate or good neurologic
outcome of the ENS group. Howevey, it is a remarkable finding
that the incidence of diet-related complications between the
two groups was similar. In general, patients who were able to
receive early enteral nutrition would be expected to have a rel-
atively less severe condition. Nevertheless, it could be inferred
that a similar incidence of diet-related complications in each
group might occur at any time during the post-resuscitation
period, regardless of the timing of enteral nutrition support.

Early application of enteral feeding within 24-48 hours in
intensive care has been associated with a decrease in ICU stay
and mortality among critically ill patients [17,18]. However,
many critically ill patients are often exposed to malnutrition,
which increases their mortality and morbidity [19-22]. Ac-
cording to the recent American Heart Association, European
Cardiopulmonary Resuscitation Association, and the Korean
Association of Cardiopulmonary Resuscitation guidelines for
post-resuscitation cardiac arrest patients, there are some rec-
ommendations for specific nutritional supplement guidelines
for these patients [2,23,24].

A literature review reveal opinions among experts based
on the results of a few studies. Gutierrez et al. reported that in
resuscitated patients after OHCA treated with extracorporeal
cardiopulmonary resuscitation and targeted temperature
management, delayed enteral nutrition was associated with
improved neurologically favorable survival. They also found
that adverse events related to enteral nutrition were not cor-

related with the timing of feeding initiation. However, the study
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Table 1. Baseline characteristics of the enrolled patients before and after 1:1 propensity score matching

Before matching (n=87) After matching (n=46)

Variable Delayed nutrition Early nutrition Total Delayed nutrition Early nutrition Total
support support (n=87) P-value support support (n=46) P-value
(n=39) (n=48) (n=23) (n=23)
Age (yr) 66.3+14.2 63.1+£15.8 64.5+15.1 0.332 67.3+13.9 67.4+14.4 67.4+14.0 0.984
Male 28 (71.8) 32 (66.7) 60 (69.0) 0.648 16 (69.6) 17 (73.9) 33 (71.7) 0.743
Body mass index (kg/mz) 22.1+3.2 23.3+4.2 22.8+3.8 0.167 22.7+3.2 22.4+4.5 22.6+3.9 0.839
Weight (kg) 62.0+10.8 63.3+14.4 62.7+129 0.845 62.7+£10.3 60.2+12.0 61.4£11.2  0.455
Height (cm) 167.0+8.1 164.2+9.6 165.449.1 0.233 166.1+8.3 163.3+6.9 164.7+7.7 0.227
Comorbidity
Hypertension 14 (35.9) 20 (41.7) 34(39.1) 0.661 11 (47.8) 11 (47.8) 22 (47.8) 1.000
Diabetes 8 (20.5) 11 (22.9) 19 (21.8) 1.000 4(17.4) 8 (34.8) 12 (26.1) 0.179
CKD 3(7.7) 10 (20.8) 13 (14.9) 0.131 2(8.7) 6 (26.1) 8(17.4) 0.243
Malignancy 2 (5.1) 2(4.2) 4 (4.6) 1.000 1(4.4) 2(8.7) 3(6.5) 1.000
ACS 6(15.4) 3 (6.3) 9(103) 0.288 3(13.0) 1(4.4) 4(8.7) 0.608
COPD 1(2.6) 3(6.3) 4 (4.6) 0.624 0 3(13.0) 3(6.5) 0.233
CVAD 4(103) 3 (6.3) 7 (8.0) 0.696 2(8.7) 1(4.4) 3(6.5) 1.000
PTE 0 1(2.1) 1(1.1) 1.000 0 1(4.4) 1(2.2) 1.000
Hyperlipidemia 8 (20.5) 5(10.4) 13 (14.9) 0.234 4(17.4) 3(13.0) 7(15.2) 1.000
Witnessed cardiac arrest 31(79.5) 41 (85.4) 72 (82.8) 0.572 17 (73.9) 20 (87.0) 37 (80.4) 0.459
First monitored rhythm
VF/pulseless VT 12 (30.8) 21 (44.7) 33(38.4) 0.265 4(17.4) 6 (27.3) 10 (22.2) 0.491
PEA/asystole 27 (69.2) 26 (55.3) 53 (61.6) 19 (82.6) 16 (72.7) 35(77.8)
BLS (min) 12.6£13.9 10.3£12.0 11.3+£129 0.404 15.2£13.9 8.2+10.1 11.7£12.5 0.060
ACLS (min) 10.5£10.2 53473 7.619.0 0.009 74478 7.1488 7.318.2 0.888
Targeted temperature 13 (14.9) 26 (29.9) 39 (44.8) 0.082 9(19.6) 8(17.4) 17 (37.0) 1.000
management
Hypothermia (33°C) 5(5.7) 24 (27.6) 29 (33.3) 0.038 4(8.7) 6 (13.0) 10 (21.7) 0.722
Normothermia (36°C) ) 2(23) 10(11.5)  <0.001 5(10.9) (4.3) 7(15.2) 0.414
Continuous renal 10 (25.6) 5(10.4) 15(17.2) 0.087 5(21.7) (8.7) 7(15.2) 0.414
replacement therapy
Extracorporeal membrane 3(7.7) 0 3(3.4) 0.086 2(8.7) 0 2 (4.4) 0.489
oxygenation
Coronary angiography 6(15.4) 13 (27.1) 19 (21.8) 0.206 3(13.0) 6 (26.1) 9(19.6) 0.459
Inotropic use 35(89.7) 23 (47.9) 58 (66.7) <0.001 19 (82.6) 20 (87.0) 39 (84.8) 1.000
Muscle relaxant use 13 (33.3) 27 (56.3) 40 (46.0) 0.051 9(39.1) 9(39.1) 18 (39.1) 1.000
Initial laboratory value
Hemoglobin (g/dI) 11.31£3.6 12.6£3.0 12.0£3.3 0.071 114129 11.943.2 11.6+3.0 0.582
White blood cell (x10°/L) 13.7£7.2 14.0+£4.7 13.9+6.6 0.660 12.547.2 13.1£5.4 12.846.3 0.750
AST (U/L) 489+1,126 1881322 3244803 0.114 478.3£1251.3 184.3£425.3 331.3£9359 0.295
ALT (U/Y) 261+528 1394200 193+385 0.185 165.8£370.8 114.3£226.2 139.5£303.1  0.580
BUN (mg/dl) 32.9+28.6 32.4+27.7 32.6+£27.9 0.944 27.8+16.9 36.1£29.4 31.94£24.1 0.250
Creatinine (mg/dl) 21422 2.6+3.5 2.40+3.0 0.430 2015 23422 2.1+19 0.639
C-reactive protein (mg/dl) ~ 3.51+8.61 1.89+4.69 2.61+£6.74 0.499 524109 3.1£6.5 4.149.0 0.436
Troponin | (pg/ml) 83.08+£156.53 177.31+547.03 135.07£420.22 0.286 70.9£160.6 41.1+£13.6 56.0+£1384 0.471
Feeding volume within initial 1154362 1,243£1,192 737+£1,074 <0.001 100.9+£340.1 1,363.0+£1,277.4 732.0£1123.1 <0.001

5 days (ml)

Values are presented as meanzstandard deviation or number (%).

CKD: chronic kidney disease; ACS: acute coronary syndrome; COPD: chronic obstructive pulmonary disease; CVAD: cerebrovascular disease; PTE: pulmonary
thromboembolism; VF: ventricular fibrillation; VT: ventricular tachycardia; PEA: pulseless electrical activity; BLS: basic life support; ACLS: advanced cardiovascular
life support; AST: aspartate aminotransferase; ALT: alanine aminotransferase; BUN: blood urea nitrogen.
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Table 2. Clinical outcomes according to timing of enteral nutrition before and after 1:1 propensity score matching

Before matching (n=87)

After matching (n=46)

Variable Delayed nutrition Early nutrition Total Delayed nutrition Early nutrition Total
support support (n=87) P-value support support (n=46) P-value
(n=39) (n=48) (n=23) (n=23)
Intensive care (day) 5.8+5.7 8.0+7.5 7.0+6.8 0.116 59+5.2 9.7+£7.7 7.8+6.8 0.052
Total hospital stay (day)” 7.2+7.4 17.9+30.3 13.1423.6 0.022 50455 13.0+40.3 9.0£29.5 0.078
APACHE Il score 21.4+8.6 15.8+7.5 18.3+8.4 0.002 20.8+9.8 17.547.9 19.2+9.0 0.209
Survival to discharge 16 (41.0) 43 (89.6) 59 (67.8) <0.001 9(39.1) 20 (86.9) 29 (63.0) <0.001
Good neurologic outcome” 8(20.5) 34 (70.8) 42 (48.3) <0.001 4(17.4) 13 (56.5) 17 (36.9) 0.006
Complication
Aspiration pneumonia 6(15.4) 8(16.7) 14 (16.1) 1.000 5(21.7) 4(17.4) 9(19.6) 1.000
Regurgitation 3(7.7) 4(8.3) 7 (8.0) 1.000 2(8.7) 2(8.7) 4(8.7) 1.000
lleus 3(7.7) 1(2.1) 4 (4.6) 0.321 1(4.4) 0 1(2.2) 1.000
Fever 17 (43.6) 22 (45.8) 39 (44.8) 1.000 11 (47.8) 10 (43.5) 21 (45.7) 0.767
Hypoglycemia 10 (25.6) 15 (31.3) 25 (28.7) 0.638 5(21.7) 8 (34.8) 13 (28.3) 0.326
Hyperglycemia 16 (41.0) 14(29.2) 30 (34.5) 0.266 9(39.1) 11 (47.8) 20 (43.5) 0.552
Values are presented as meanzstandard deviation or number (%) unless otherwise indicated.
APACHE: Acute Physiology and Chronic Health Evaluation.
a) Mediantstandard deviation; b) Cerebral performance category <2.
Table 3. Relative risk analysis of the patients with early enteral nutrition compared to those of delayed enteral nutrition
) Before matching (n=87) After matching (n=46)
Variable — —
Relative risk 95% Cl Relative risk 95% Cl
Aspiration pneumonia 1.05 0.55-2.03 0.95 0.19-1.26
Regurgitation 1.05 0.43-2.55 1.09 0.84-1.20
lleus 0.58 0.31-1.07 0.96 0.88-1.04
Fever 1.01 0.63-1.61 0.92 0.54-1.57
Hypoglycemia 1.08 0.64-1.83 1.20 0.83-1.73
Hyperglycemia 0.76 0.48-1.20 1.17 0.70-1.94
Good neurologic outcome 3.62 1.88-6.95 1.90 1.15-3.14
Survival to discharge 3.03 1.93-4.76 4.67 1.565-14.09

Cl: confidence interval.

involved obese patients with an average BMI =30 kg/m’, and
the results may differ from those of patients with a normal BMI
[25]. Martin et al. [24] reported a low incidence of respiratory
complications and mortality rate despite prolonged morbidity
and hospitalization after early enteral nutrition in patients with
an average BMI of 28.5 kg/m”. Although there are differences
in BMI between the patient groups, their results are similar to
those of the present study regarding clinical complications and
neurologic outcomes after intensive care .

Based on expert consensus, the 2016 SCCM and ASPEN
guidelines recommend enteral nutrition should be withheld
until patients are fully resuscitated or in a stable hemody-
namic state [11]. Moreover, the European Society of Intensive
Care Medicine recommended that during the initial target

Acute and Critical Care 2022 Novemebr 37(4):610-617

body temperature maintenance treatment, low-dose early
enteral nutrition should be used, and then the feeding dose
should be increased after rewarming [26]. In addition, they
also recommended not delaying enteral nutrition even when
neuromuscular blocking agents were used [26]. Therefore, al-
though nutritional support has been planned for patients with
spontaneous circulation recovery after cardiopulmonary re-
suscitation in the same way as for other intensive care patients,
it seems necessary in the future to establish basic nutritional
supplementation guidelines specifically for resuscitated pa-
tients based on related studies.

This study has several limitations. First, it was a retrospec-
tive, single-institution, and small-population study. Moreover,
the difference was reduced by performing propensity score
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matching to ensure equivalence between two groups. How-
ever, in this process, the sample size is significantly reduced,
which can be considered a weak point of this analysis. There-
fore, it is difficult to generalize study results to other resuscitat-
ed patients after OHCA. Second, since this study was limited to
enteral nutrition, the effect of parenteral nutrition on patients
could not be found. Third, there is a possibility of changing the
nutritional support method or feeding volume after the initial
enteral support during intensive care. Thus, an exact quan-
titative causal relationship between nutritional support and
clinical complications could not be determined. Fourth, the
difference in mortality and neurologic prognosis confirmed
by the difference in the timing of enteral nutrition may be the
cause rather than the result; therefore, cautious interpretation
is required. Fifth, the DNS group included some cases of early
mortality and inability to provide enteral feeding during inten-
sive care. Thus, the amount of enteral nutrition for the initial 5
days was much lower in the DNS group than in the ENS group.
In conclusion, there was a similar incidence of diet-related
complications during post-cardiac arrest care between the
ENS and DNS groups.
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