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Background: With regard to critical illness and stress, medication side effects,
decreased appetite, and increased nausea and vomiting; patients admitted to intensive
care units (ICUs) are at particular risk of malnutrition. Feeding behavior i.e. time and
method in these patients has still remained as an unresolved issue. Thus; enteral and
parenteral nutrition, with their own benefits and complications, are two commonly
used methods for such individuals. The present systematic review was to compare the
effects of enteral and parenteral nutrition in patients admitted to ICUs.
Methods: This systematic review investigated a total number of 1642 articles on
nutrition methods in ICU patients during 2010-2019 using keywords of “enteral
nutrition, parenteral nutrition solutions, parenteral nutrition, critical care outcomes,
critical illness, intensive care unit, and ICU” in the databases of SID, Iranmedex,
MEDLIB-ED, PubMed, Scopus, Medline, Embase, Cochrane, Web of Science, and
Google Scholar; and finally, 15 articles were analyzed in relation to the research
objectives.
Results: Studies indicated that patient mortality was not different in enteral and
parenteral nutrition groups. The incidence rate of infectious complications was also
reported higher in parenteral nutrition group. However, there was no significant
difference in the incidence rate of infections in studies meeting total standards for
parenteral nutrition. Besides, there was no significant difference between the duration
of undergoing mechanical ventilation and hospitalization time in both groups.
Furthermore, the incidence rate of hypoglycemia was higher in enteral nutrition
group; but serum protein levels had much better status compared with those in
parenteral nutrition group.
Conclusion: If standards for infusion are observed and provided that rates of
infectious complications are reduced, patients can benefit from starting parenteral
nutrition immediately after admission to ICUs in the absence of enteral method.
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C

ritical illness, stress, trauma, surgery, and burn
cause systemic inflammatory syndromes and
consequently increase nutrient needs of the body
[1]. The onset of parenteral and enteral nutrition to
prevent malnutrition and its complications is thus one of
the essential care needs in patients admitted to intensive
care units (ICUs) [2-3]. Studies have also indicated
protein and calorie deficiency due to increased
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catabolism and reduced nutrient intake in these patients
[4-5]. Accordingly; decreased appetite induced by illness,
increased need for nutrients, and malabsorption are
among major factors affecting occurrence and
exacerbation of malnutrition [6]. The prevalence rates of
malnourishment in ICU patients has been reported to be
44-88% [7]. Thus, the feeding method for these patients
is assumed as a decisive factor shaping type and extent of
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their effects on the body. Enteral nutrition is similar to
normal physiology of patients and in addition to
beneficial nutritional effects, it maintains integrity and
functioning of the digestive system and prevents the
spread of bacteria from the gastrointestinal tract to other
organs of the body [8-10]. Enteral nutrition leads to the
release of bile salts, gastrin, and motilin [11]. It also
causes secretion of immunoglobulin A (IgA) that
prevents bacterial adhesion to the intestinal epithelium
[11-12]. In the absence of enteral nutrition, peristalsis of
the intestines will be reduced, leading to an overgrowth
of harmful bacteria such as Pseudomonas aeruginosa as
well as bacteria adhesion to the intestinal walls,
production of cytokines, and ultimately cell death [13].
However, if there is a digestive dysfunction or a
malabsorption of nutrients in an acute illness, it is
impossible to utilize this nutrition method for patients
[10]. So, the use of parenteral nutrition is safer for these
patients despite its complications [14].
A significant comparison of these two feeding methods
is difficult due to their physiological differences.
Appropriate nutritional clinical outcomes include
mortality, morbidity, quality of life, and care costs, which
need large-scale studies. Moreover, the use of some
simple criteria such as measurement of serum protein
levels or anthropometric indices fail to assess nutrition
adequacy in patients and they can be only used as
predictive factors of the outcomes [15]. The uses of
enteral and parenteral methods in ICU patients have been
reported between 33-92% and 12-71%; respectively.
Several factors also influence the selection of enteral and
parenteral nutrition including estimation of their
advantages and disadvantages [16]. However, none of
nutritional support methods are uncomplicated. In this
regard, immediate onset of enteral nutrition increases
gastric residual volume [17], bacterial colonization in the
stomach, as well as increased risk of pneumonia caused
by mechanical ventilators [18]. On the other hand, the use
of parenteral nutrition results in gastrointestinal smooth
muscle atrophy, overfeeding, hyperglycemia, and higher
risks of infectious diseases and mortality rates [19]. Thus,
proper care reduces the rate of central venous catheter
contamination, despite the fact that its acceptable amount
is zero in ICU patients [20]. However, it leads to safer
utilization of parenteral nutrition since it reduces
infections as the most common difference between these
two feeding methods [21]. In a large-scale clinical trial
by Harvey et al. on 2388 patients, it was reported that the
incidence rate of infection and mortality in patients, who
had received enteral and parenteral nutrition, was not
different [22]. Accordingly; one nutrition method cannot
be completely preferred over the other, and the use of any
nutrition method should be consistent with patient
conditions. Thus, the present systematic review was

conducted to compare the effects of enteral and parenteral
nutrition in patients admitted to ICUs.

Methods
The present systematic review was conducted based on
the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) model to investigate the
effects of both enteral and parenteral nutrition methods in
patients admitted to ICUs using a search for keywords of
“enteral nutrition, parenteral nutrition, parenteral
nutrition solutions, critical care outcomes, critical illness,
intensive care unit, and ICU” with limitations including
adult patients aged over 18 years and the time period of
2010-2019 in articles indexed in the databases of SID,
Iranmedex, MEDLIB-ED, PubMed, Scopus, Medline,
Embase, Cochrane, Web of Science, and Google Scholar.
Inclusion criteria
The inclusion criteria were: a comparative study on
enteral and parenteral nutrition in patients admitted to
ICUs and starting both feeding methods simultaneously
in both groups, with regard to the time limit (2010-2019)
and the age range of over 18 years. The evaluation of the
studies also included mortality rate, comparison of
infectious and gastrointestinal complications, length of
stay in ICU, number of days undergoing mechanical
ventilation, and effect of each method on blood factors
relating to patient nutrition.
Exclusion Criteria
The exclusion criteria were: non-English and Persian
studies, articles on patients aged below 18 years, no
access to the full-texts of articles; abstracts of studies
presented in congresses, seminars, and conferences; a
letter to the editor-in-chief, as well as short reports, and
case reports. It should be noted that some retrieved
articles were reviewed and removed in several steps.
Intervention and Outcomes
The simultaneous onset of enteral and parenteral
nutrition and comparing their effects on mortality,
infectious and gastrointestinal complications, duration of
undergoing mechanical ventilation and hospitalization
time, as well as nutrition-related blood indices were
systematically investigated using 4 steps in PRISMA
model to search the articles. Utilizing the abovementioned keywords, a total number of 1642 articles
were retrieved, and then 1589 studies were obtained after
removing the duplicate ones. Titles and abstracts of the
given articles were then reviewed; and those related to
feeding patients admitted to ICUs were selected, and
finally 15 articles remained for analysis following a focus
on comparison of enteral and parenteral nutrition with
respect to the research objectives as well as consideration
of inclusion and exclusion criteria.
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Figure 1- Process of searching and selecting articles for analysis
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Results
A total number of 1642 articles were initially retrieved
through searching according to the above-mentioned
keywords, and then 1589 articles remained after the
removal of duplicate ones. Titles and abstracts of the
articles were also reviewed and those relating to feeding
patients admitted to ICUs were selected, and finally 15
articles remained by focusing on comparison of enteral
and parenteral nutrition according to the research

No complete use of parenteral
nutrition (n=7)

Small sample size (n=1)

objectives and considering the inclusion and exclusion
criteria for further analysis. The selected articles had
investigated various aspects of effects of both nutrition
methods, but since the main purpose of this study was to
investigate the relationship between type of nutrition and
mortality rate in patients, the results concerning this issue
were initially reviewed. A total number of 9 articles had
evaluated the effect of nutrition method on mortality rate
in patients; however, the difference was not significant in
8 studies. (Table 1) presents results in separate articles.

Table 1- Comparison of mortality rate in patients using enteral and parenteral nutrition methods
Related
studies

Altintas et
al. [23]

Type of
study

Study group

Number of
patients in
enteral group/
died

Number of
patients in
parenteral
group/ died

Effects of both
enteral and
parenteral nutrition
methods on
mortality rate

Multicenter
clinical trial

ICU patients
affected with
various disorders
and undergoing
mechanical
ventilation

30 (8)

41 (18)

There was no
significant difference
in mortality rates of
both groups.
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Tao et al.
[24]

Retrospective
study

Patients with acute
pancreatitis

89 (3)

96 (11)

Mortality rates were
higher in patients
receiving parenteral
nutrition.

Doig et al.
[25]

Multicenter
clinical trial

Patients with
different problems,
admitted to ICU,
and undergoing
mechanical
ventilation

680 (155)

678 (146)

There was no
significant difference
in 60-day mortality
rates between both
groups.

Fan et al.
[26]

Single-center
clinical trial

Patients with brain
trauma

40 (12)

40 (17)

The mortality rate
was lower in enteral
group and the
difference was
significant.

Allingstrup
et al. [27]

Single-center
clinical trial

Patients with
different problems,
admitted to ICU,
and undergoing
mechanical
ventilation

99 (21)

100 (20)

99 (32)

100 (30)

33 (34)

100 (37)

There was no
significant difference
between both groups
in 28-day, 90-day,
and 6-month
mortality rates.

Reignier et
al. [28]

Multicenter
clinical trial

Patients with
different problems,
admitted to ICU,
and undergoing
mechanical
ventilation

1202 (443)

1208 (442)

There was no
significant difference
between both groups
in 28-day mortality
rates.

Harvey et
al. [22]

Multicenter
clinical trial

ICU Patients with
different problems

1195 (409)

1188 (393)

There was no
difference in 30-day
mortality rates
between patients.

In another study in which patients had been divided into
three groups; enteral and parenteral nutrition, and a
combination of parenteral and enteral nutrition, the
mortality rates were 46 (24) patients in the enteral group,
43 (17) individuals in the parenteral group, and 160 (69)
cases in the combined one, so there was no difference
between groups at p=0.440 [29].
Comparison of Enteral and Parenteral Nutrition in
terms of Infection Incidence
A total number of 9 studies had compared the incidence
of infections in both nutrition methods and had provided
quite contradictory results. In patients, fed with
parenteral method, the risk of sepsis was 11.9 times
higher than that in individuals receiving enteral nutrition.
Three factors could also increase the risk of sepsis
including use of parenteral nutrition during stay in ICU
regardless of duration of nutrition, late onset of nutrition,
and delayed completion of nutrition, which could
increase the risk of pneumonia in these patients by 17.9%
compared with the other [30]. The early onset of
parenteral nutrition had also led to more respiratory,
urinary, blood, and ulcerative infections [21].
Comparison of enteral and parenteral nutrition in patients
with pancreatitis also suggested a significant difference

between both groups in terms of incidence rate of
pancreatic abscess and infection (12.89 vs. 25.96 with
p=0.0333). Furthermore, extra pancreatic infections had
been reported lower in enteral nutrition group than
parenteral one (14.99 vs. 27.96 with p= 0.0431), so there
was a significant difference between both groups.
Moreover, 8 cases of central venous catheter infection
were observed in parenteral nutrition group. However,
the number of individuals with urinary tract infections
and ventilator-induced pneumonia was very close
between both groups and thus no statistically significant
difference was observed [24]. The incidence rate of
aspiration-induced pneumonia was 40 (8) in the
parenteral nutrition group, but it was 40 (20) in the enteral
one with pneumonia by 50%; so there was a statistically
significant difference (p=0.01). Given that patients had
underwent head surgery, the rate of intra-cerebral
infections in parenteral and enteral nutrition groups was
13 to 7 and it was statistically significant [26]. In a largescale trial, 113 out of 1202 patients in enteral nutrition
group had ventilator-induced pneumonia, 38 individuals
had been affected with bacteremia, 29 cases were
suffering from catheter-related infections, and 18 patients
had urinary tract infections. On the contrary, 118 out of
1208 patients in parenteral nutrition group had catheter-
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induced pneumonia, 55 of them had been affected with
bacteremia, 27 individuals were suffering from catheterrelated infections, and 16 ones had urinary tract
infections. None of these differences were significant
considering their p-values (0.75, 0.88, 0.79, and 0.73;
respectively) [28]. The incidence rate of ventilatorinduced pneumonia was not significantly different
between both groups [23]. Other researchers also
reported that the incidence rate of infectious
complications between both nutrition groups was not
significantly different [22]. Catheter-related infections
and blood ones were directly related to parenteral
nutrition, so that 20% of patients undergoing this method
had catheter infections, while only 7.7% of patients had
been affected in enteral group (p=0.004). Furthermore,
8.6% of patients with parenteral nutrition had blood
infection, while it was by 8% in enteral nutrition group
(p=0.004) [31]. The incidence rate of blood infections
was not significantly different in enteral and parenteral
groups [29].
Moreover; 5 out of 9 studies, examining infectious
complications, had reported significantly higher
infectious complications in parenteral group than those in
enteral group; and 4 studies had reported the nonsignificant incidence of infectious complications.
Comparison of Enteral and Parenteral Nutrition in
terms of Gastrointestinal Complications
The comparison of gastrointestinal complications
indicated that the amount of treatment-required nausea in
enteral nutrition group (1191 samples) was more than that
in parenteral one (1197 samples) (53 vs. 44) (p=0.41),
and vomiting was higher in enteral nutrition group
compared with that in parenteral group (194 vs. 100)
(p=0.001). The abdominal distension was also higher in
enteral nutrition group (99 vs. 78) (p= 0.12), while the
level of liver enzyme disorder was greater in parenteral
one (212 vs. 179 people), but the difference was not
statistically significant (p=0.047) [22]. Another clinical
trial reported that, 406 out of 1202 patients in enteral
nutrition group had vomiting, 432 of them were suffering
from diarrhea, 19 had been affected with intestinal
ischemia, and 11 had acute colonic pseudo-obstruction.
In parenteral nutrition group; 246 had vomiting, 393 were
suffering from diarrhea, and 3 had been affected with
acute colonic pseudo-obstruction; and all of these
complications were significantly different between both
groups [28]. Tao et al. also reported that 9 out of 89
patients in enteral nutrition group and 3 out of 96
individuals in parenteral one had diarrhea; however, there
was no statistically significant difference (p=0.0545)
[24]. Another study, comparing the effects of
gastrointestinal complications in patients receiving both
enteral and parenteral nutrition methods indicated that the
incidence rate of diarrhea was much higher in enteral
nutrition group than that in parenteral one (24 vs. 6),
while gastric and stress ulcers were higher in parenteral
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one (19 vs. 7), and both groups had a significant statistical
difference [26].
All these three studies agreed that gastrointestinal
complications were greater in enteral nutrition group than
those in parenteral one, and only one article had
examined the extent of gastric ulcers which was higher in
parenteral nutrition group.
Comparison of Enteral and Parenteral Nutrition in
terms of Nutrition-Related Blood Markers
The incidence rate of hypoglycemic attacks was 44 out
of 1191 patients in parenteral nutrition group, while it
was 74 out of 1119 individuals in enteral one (p= 0.006)
[22]. Gavri et al. also reported that the average blood
glucose level was 149 mg/dl (114-182) in patients in
enteral nutrition group, 146 (110-196) in parenteral
nutrition group, and 140 (111-180) in the group receiving
a combination of enteral and parenteral nutrition;
however, the difference of these three groups was not
statistically significant (p=0.783). Serum albumin levels
in patients were significantly different in three groups,
and they were higher in enteral nutrition group with a
mean of 3.1 (2.7- 3.7) than those in other groups [29] Tao
et al. also reported that the incidence rate of
hypoglycemic attacks was higher in enteral nutrition
group than those in parenteral one (32 to 18) with
p=0.0454 and the difference was significant [24]. In
another study, measuring levels of albumin and prealbumin, hemoglobin, and total protein on days 1 and 20
after the onset of study in patients with enteral and
parenteral nutrition, it was reported that their values had
more significant descending trends in parenteral nutrition
group over twenty days, and it was statistically
significant [26]. The intake of calorie and protein by
parenteral nutrition group was better than that in enteral
one and the comparisons of both groups were significant
[32].
Among 4 studies investigating blood markers, the
incidence rate of hypoglycemia was higher in enteral
nutrition group, but the amount of protein markers was
significantly lower in the group receiving parenteral
nutrition.
Comparison of Parenteral and Enteral Nutrition in
terms of Duration of Mechanical Ventilation and
Hospitalization Time
The mean duration of undergoing mechanical ventilation
was 9 (5-16) days in enteral nutrition group, 7 (3-11) days
in parenteral nutrition group, and 15 (9-2) days in the
group receiving a combination of enteral and parenteral
nutrition. These differences were significant with regard
to inter-group comparisons. The length of stay in ICU
was significant and that was 12 (7-17) days in enteral
nutrition group, 8 (5-21) days in parenteral nutrition
group, and 18 (11-30) days in the combined nutrition
group. There were also significant differences between
groups [29]. The hospitalization time was 9 (5-16) days
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in enteral nutrition group, and 10 (5-17) days in
parenteral one, so there was no statistically significant
difference. The hospitalization time was 17 (8- 32) days
in enteral group and 18 (9-33) days in the parenteral one,
and there were no statistically significant differences
[28]. In another study, the duration of undergoing
mechanical ventilation was 7 days with the interquartile
range (IQR) of 4.75- 9.25 in enteral nutrition group and 9
(5-13.5) days in parenteral one, and they had a
statistically significant difference (p=0.023). The length
of stay in ICU was also by 15 (9-22) days in enteral
nutrition group and 14 (10-27) days in parenteral one, so
they had no significant difference (p=0.592).
Furthermore, in one other study, hospitalization time was
32 (14-52.75) days in enteral nutrition group and 28 (1847) days in parenteral one, and there was no significant
difference between both groups (p=0.986) [23]. In
another study, the mean and standard deviation of length
of stay in ICU was 7.6±1.9 days in enteral nutrition group
and 8.3±2.3 days in parenteral group; and hospitalization
time was 21.1±7.3 days in enteral nutrition group and
22.4±4.3 days in parenteral one [24].
Besides, 2 studies had compared the duration of
undergoing mechanical ventilation in patients. In the first
study, the duration was very close in enteral and
parenteral nutrition groups, but it was significantly
different in the group receiving a combination of both
nutrition methods. In the latter study, the mean days of
undergoing mechanical ventilation and the IQR were
close, but a statistically significant difference was
reported.
Moreover, 4 studies had investigated and compared the
length of stay in ICU and hospitalization time. In this
respect, 3 studies had reported close and insignificant
duration in both groups; and in only one study, recruiting
three groups of comparison, the mean time was higher in
the group receiving a combination of enteral and
parenteral nutrition with significant differences, while
there was no significant difference between enteral and
parenteral nutrition groups

Discussion
The results of the present systematic review indicated
no significant difference in mortality rates between
parenteral and enteral nutrition groups. The use of this
nutrition method also had no effect on duration of
undergoing mechanical ventilation, length of stay in
ICUs, and hospitalization time. Considering blood
markers and despite higher incidence rate of
hypoglycemia in enteral nutrition group, the mean blood
glucose level of both groups was in an acceptable range.
However, levels of albumin and other blood-related
markers decreased in parenteral nutrition group and it
could cause a big problem in diagnostic and therapeutic

processes, and consequently increase requests for
laboratory tests as well as treatment costs.
Gastrointestinal complications were higher in patients
with enteral nutrition than those in parenteral group, but
the weaknesses of studies was that the effects of
gastrointestinal problems such as nausea, vomiting, and
diarrhea had been investigated in both nutrition groups,
and the incidence rate of complications was higher in
enteral nutrition group than those in parenteral one. Only
one study had evaluated the incidence rate of gastric
ulcers, and it had been reported higher in enteral nutrition
group. None of the studies had evaluated and reported the
preservation of integrity of patients’ intestinal structure
although it could affect recovery processes and prevent
bacterial invasion from the gastrointestinal tract to the
bloodstream. Thus, the use of total parenteral nutrition
disturbs transitional operation of superficial mucosa
resulting in mucosal atrophy, impairment of the immune
system, and increased risk of infection [33-34]. Studies
had also revealed higher infectious complications in
parenteral nutrition group. The increased risk of
developing multiple infections, especially development
of catheter-related infections and sepsis in patients, could
prove the superiority of enteral nutrition for patients.
Hyperglycemia caused by total parenteral nutrition was
the main cause of infection and other complications [1,
35-36]. However, when there was the contraindication of
enteral nutrition, lack of feeding could result in a
weakened immune system and increased risk of
infections. Some researchers believed that regardless of
nutrition method in critically ill patients, their energy
supply should be provided in any possible way [1, 3739]. However, if standards of care for total parenteral
nutrition are observed, risk of infection will be reduced.
These standard include use of ready-to-administer
injection bags from each of the required materials and
non-combination of materials and maintaining injection
line sterilization [40-41]. In studies, using the abovementioned methods for parenteral nutrition, levels of
blood infections were not significantly different due to
observance of standards [29]. However, other studies had
not mentioned the use of standards, and infection rates,
as the only side effect overshadowing parenteral
nutrition, could be controlled if these methods had met
the standards, and its benefits could be used to improve
nutrition and to increase the immune system immediately
after admission to ICU as long as it would be possible to
carry on enteral nutrition. These effects remind that the
selection and indication of using each nutrition method
for ICU patients should be carefully performed and the
use of nutrition-related guidelines should be taught to
nurses and physicians as priorities in each medical and
educational center. According to the results of some
studies in Iran, ICU patients are suffering from severe
malnutrition and handmade solutions fail to supply
adequate nutrition for them, in a way that their
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anthropometric indices and creatinine levels significantly
decline during hospitalization [42]. Another study had
also stated that gavage solution could not provide patients
with energy, while its protein content was very high. It
could also impair metabolic status of patients and was
harmful to those with renal failure. Although standard
solutions are being used to feed patients in most medical
centers across the world, these materials are unknown for
healthcare staff in Iran [43].
Comparison with other Systematic Reviews
Consistent with the results of the present study, another
systematic review indicated that infection rate in
parenteral nutrition group was higher than that in enteral
one. In patients with malnutrition, the incidence rates of
infection and mortality were higher in enteral nutrition
group, but there was no significant difference in mortality
rates of enteral and parenteral nutrition groups [44]. In
line with both systematic reviews, a meta-analysis in
2004 found that mortality, admission, and duration of
undergoing mechanical ventilation were not significantly
different in enteral and parenteral nutrition groups, and
the incidence rate of infection was the main difference
between both methods (relative risk 0.64, 95%
confidence interval (CI): 0.47 to 0.87, p=0.004). The
enteral nutrition method should be put in the priority to
reduce the incidence rate of infections and costs [16].
Unlike other studies, the mortality rate of parenteral
nutrition group was lower in a systematic review by
Simpson; confirming the benefits of early parenteral
nutrition at the first 24 hours of admission if enteral
nutrition was impossible (Odds ratio (OR): 0.51, 95% CI:
0.27-0.97, p=0.04; heterogeneity I2=0%, statistical
heterogeneity, (p= 0.50). However, in this study, the rate
of infectious complications was greater in parenteral
nutrition group than that in enteral one [45]. In another
meta-analysis, the mortality rates in ICU patients was not
significantly different between both nutrition methods,
but the incidence rate of gastrointestinal complications
such as diarrhea was much higher in enteral nutrition
group compared with parenteral one; whereas infectious
complications, catheter-related infections, and length of
stay in ICU were greater in parenteral nutrition group [1].
The obtained findings for gastrointestinal and infectious
complications were similar to the results of the present
systematic review, but they were different in terms of
length of stay in ICU. Consistent with the results of this
systematic review, a new meta-analysis concluded that
the use of enteral nutrition against parenteral one had no
effect on mortality rate, but it could reduce the risk of
infection and length of stay in ICUs. It seems that
decreased intake of nutrients following the use of enteral
nutrition method could justify this issue. However, in
patients tolerating enteral nutrition, this method will
reduce treatment costs of and length of stay [46]. In
another meta-analysis, examining clinical trials in which
combined parenteral and enteral nutrition had been
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compared with the use of enteral nutrition method alone,
it was reported that a combination of enteral and
parenteral nutrition would reduce respiratory infections
and length of stay in ICUs; and there was no significant
difference between mortality rate and duration of
undergoing mechanical ventilation and length of stay in
ICUs, as well as albumin and pre-albumin levels in both
groups [47]. However, the present study indicated that
levels of albumin and pre-albumin and other nutritionrelated markers were lower in parenteral nutrition group
and that had a significant descending trend during
hospitalization.

Conclusion
Given no difference in the results of studies on the main
goals of the treatment process such as mortality rate,
length of stay in ICU, and duration of undergoing
mechanical ventilation; the beneficial effects of total
parenteral nutrition can be utilized for patients having
enteral nutrition contraindication, in case of controlling
infectious complications of this feeding method.

Limitations
Due to the considerable heterogeneity between studies,
we could not perform meta-analysis.

Funding
The present study wasn’t financially supported.

Authors’ contributions
Aliakbar Keykha: Determining the databases patterns
to search, study design, reviewed titles, abstracts, Full
Text and quality assessment of articles, analysis and
interpretation of data for the work and writing this article.
Abbas Heydari: Determining the databases patterns to
search, study design, consulting and supervision
reviewed titles, abstracts and quality assessment of
articles analysis and interpretation of data for the work.
References

[1]

[2]

[3]

Peter JV, Moran JL, Phillips-Hughes J. A
metaanalysis of treatment outcomes of early enteral
versus early parenteral nutrition in hospitalized
patients. Crit Care Med. 2005; 33(1):213-20.
Doig GS, Simpson F, Sweetman EA, Finfer SR,
Cooper DJ, Heighes PT, et al. Early parenteral
nutrition in critically ill patients with short-term
relative contraindications to early enteral nutrition: a
randomized controlled trial. Jama. 2013;
309(20):2130-8.
Reignier J, Darmon M, Sonneville R, Borel A-L,

48

[4]

[5]

[6]

[7]

[8]

[9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

Heydari et al.: Effects of Enteral and Parenteral Nutrition in Intensive Care Units

Garrouste-Orgeas M, Ruckly S, et al. Impact of early
nutrition and feeding route on outcomes of
mechanically ventilated patients with shock: a post
hoc marginal structural model study. Intensive Care
Med. 2015; 41(5):875-86.
Heyland DK, Dhaliwal R, Drover JW, Gramlich L,
Dodek P. Canadian clinical practice guidelines for
nutrition support in mechanically ventilated,
critically ill adult patients. JPEN J Parenter Enteral
Nutr. 2003; 27(5):355-73.
Kreymann K, Berger M, Deutz Ne, Hiesmayr M,
Jolliet P, Kazandjiev G, et al. ESPEN guidelines on
enteral nutrition: intensive care. Clin Nutr. 2006;
25(2):210-23.
Tadayonfar M, Tajabadi A, Kooshki A. Evaluation
of macro and micro nutrients intake in ICU patients.
2017; 24(1):29-33.
Singer P, Pichard C, Heidegger CP, Wernerman J.
Considering energy deficit in the intensive care unit.
Curr Opin Clin Nutr Metab Care. 2010; 13(2):1706.
Barrett M, Demehri FR, Teitelbaum DH. Intestine,
immunity and parenteral nutrition in an era of
preferred enteral feeding. Curr Opin Clin Nutr
Metab Care. 2015; 18(5):496-500.
McClave SA, Heyland DK. The physiologic
response and associated clinical benefits from
provision of early enteral nutrition. Nutr Clin Pract.
2009; 24(3):305-15.
Cahill NE, Dhaliwal R, Day AG, Jiang X, Heyland
DK. Nutrition therapy in the critical care setting:
what is “best achievable” practice? An international
multicenter observational study. Crit Care Med.
2010; 38 (2): 395-401.
Kudsk KA. Importance of enteral feeding in
maintaining gut integrity. Techniques in
Gastrointestinal Endoscopy. 2001; 3(1):2-8.
Dobbins WO 3rd. Gut immunophysiology: a
gastroenterologist's view with emphasis on
pathophysiology. Am J Physiol. 1982; 242(1): G1G8.
Alverdy J, Zaborina O, Wu L. The impact of stress
and nutrition on bacterial-host interactions at the
intestinal epithelial surface. Curr Opin Clin Nutr
Metab Care. 2005; 8 (2): 205-9.
Dhaliwal R, Cahill N, Lemieux M, Heyland DK. The
Canadian critical care nutrition guidelines in 2013:
an update on current recommendations and
implementation strategies. Nutr Clin Pract. 2014;
29(1):29-43.
Braunschweig CL, Levy P, Sheean PM, Wang X.
Enteral compared with parenteral nutrition: a metaanalysis. Am J Clin Nutr. 2001; 74(4):534-42.
Gramlich L, Kichian K, Pinilla J, Rodych NJ,
Dhaliwal R, Heyland DK. Does enteral nutrition
compared to parenteral nutrition result in better
outcomes in critically ill adult patients? A systematic
review of the literature. Nutrition. 2004; 20(10):8438.

[17] Heyland DK, Konopad E, Alberda C, Keefe L,
Cooper C, Cantwell B. How well do critically ill
patients tolerate early, intragastric enteral feeding?
Results of a prospective, multicenter trial. Nutrition
in clinical practice. 1999;14(1):23-8.
[18] Rello J, Quintana E, Ausina V, Castella J, Luquin M,
Net A, et al. Incidence, etiology, and outcome of
nosocomial pneumonia in mechanically ventilated
patients. Chest. 1991;100(2):439-44.
[19] Kudsk KA, Croce MA, Fabian TC, Minard G, Tolley
EA, Poret HA, et al. Enteral versus parenteral
feeding. Effects on septic morbidity after blunt and
penetrating abdominal trauma. Ann Surg. 1992;
215(5):503.
[20] Oshima T, Hiesmayr M, Pichard C. Parenteral
nutrition in the ICU setting: need for a shift in
utilization. Curr Opin Clin Nutr Metab Care. 2016;
19(2):144-50.
[21] Casaer MP, Mesotten D, Hermans G, Wouters PJ,
Schetz M, Meyfroidt G, et al. Early versus late
parenteral nutrition in critically ill adults. N Engl J
Med. 2011;365(6): 506-17.
[22] Harvey SE, Parrott F, Harrison DA, Bear DE,
Segaran E, Beale R, et al. Trial of the route of early
nutritional support in critically ill adults. N Engl J
Med. 2014; 371(18):1673-84
[23] Altintas ND, Aydin K, Türkoğlu MA, Abbasoğlu O,
Topeli A. Effect of enteral versus parenteral
nutrition on outcome of medical patients requiring
mechanical ventilation. Nutr Clin Pract. 2011;
26(3):322-9.
[24] Tao Y, Tang C, Feng W, Bao Y, Yu H. Early
nasogastric feeding versus parenteral nutrition in
severe acute pancreatitis: A retrospective study. Pak
J Med Sci. 2016; 32(6):1517.
[25] Doig GS, Simpson F, Sweetman EA, Finfer SR,
Cooper DJ, Heighes PT, et al. Early parenteral
nutrition in critically ill patients with short-term
relative contraindications to early enteral nutrition: a
randomized controlled trial. Jama. 2013;
309(20):2130-8.
[26] Fan M-c, Wang Q-l, Fang W, Jiang Y-x, Sun P,
Wang Z-h. Early enteral combined with parenteral
nutrition treatment for severe traumatic brain injury:
effects on immune function, nutritional status and
outcomes. Chin Med Sci J. 2016; 31(4):213-20.
[27] Allingstrup MJ, Kondrup J, Wiis J, Claudius C,
Pedersen UG, Hein-Rasmussen R, et al. Early goaldirected nutrition versus standard of care in adult
intensive care patients: the single-centre,
randomised, outcome assessor-blinded EAT-ICU
trial. Intensive Care Med. 2017; 43(11):1637-47.
[28] Reignier J, Boisramé-Helms J, Brisard L, Lascarrou
J-B, Hssain AA, Anguel N, et al. Enteral versus
parenteral early nutrition in ventilated adults with
shock: a randomised, controlled, multicentre, openlabel, parallel-group study (NUTRIREA-2). Lancet.
2018; 391(10116):133-43.
[29] Gavri
C,
Kokkoris
S,
Vasileiadis
I,

Archives of Anesthesiology and Critical Care (Winter 2020); 6(1): 41-49.

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

Oeconomopoulou AC, Kotanidou A, Nanas S, et al.
Route of nutrition and risk of blood stream infections
in critically ill patients; a comparative study. Clin
Nutr ESPEN. 2016; 12:e14-e9.
Aaben C, Hammarqvist F, Mabesa T, Hardcastle T.
Complications relating to enteral and parenteral
nutrition in trauma patients: a retrospective study at
a level one trauma centre in South Africa. South
African Journal of Clinical Nutrition. 2015;
28(2):62-8.
Matsushima K, Cook A, Tyner T, Tollack L,
Williams R, Lemaire S, et al. Parenteral nutrition: a
clear and present danger unabated by tight glucose
control. Am J Surg. 2010; 200(3):386-90.
Cahill NE, Murch L, Jeejeebhoy K, McClave SA,
Day AG, Wang M, et al. When early enteral feeding
is not possible in critically ill patients: results of a
multicenter observational study. JPEN J Parenter
Enteral Nutr. 2011; 35(2):160-8.
Dissanaike S, Shelton M, Warner K, O'Keefe GE.
The risk for bloodstream infections is associated
with increased parenteral caloric intake in patients
receiving parenteral nutrition. Crit Care. 2007;
11(5):R114.
Yang H, Feng Y, Sun X, Teitelbaum DH. Enteral
versus parenteral nutrition: effect on intestinal
barrier function. Ann N Y Acad Sci. 2009;
1165(1):338-46.
Van den Berghe G, Wouters P, Weekers F, Verwaest
C, Bruyninckx F, Schetz M, et al. Intensive insulin
therapy in critically ill patients. N Engl J Med. 2001;
345(19):1359-67.
Vlasselaers D, Milants I, Desmet L, Wouters PJ,
Vanhorebeek I, van den Heuvel I, et al. Intensive
insulin therapy for patients in paediatric intensive
care: a prospective, randomised controlled study.
Lancet. 2009; 373(9663):547-56.
Pacelli F, Bossola M, Papa V, Malerba M, Modesti
C, Sgadari A, et al. Enteral vs parenteral nutrition
after major abdominal surgery: an even match.
Archives of surgery. 2001;136(8):933-6.
De Jonghe B, Appere-De-Vechi C, Fournier M, Tran
B, Merrer J, Melchior J-C, et al. A prospective
survey of nutritional support practices in intensive
care unit patients: what is prescribed? What is
delivered? Critical care medicine. 2001; 29(1):8-12.

49

[39] Klek S, Sierzega M, Szybinski P, Szczepanek K,
Scislo L, Walewska E, et al. Perioperative nutrition
in malnourished surgical cancer patients–a
prospective, randomized, controlled clinical trial.
Clinical nutrition. 2011;30(6):708-13.
[40] Pontes-Arruda A, Zaloga G, Wischmeyer P, Turpin
R, Liu FX, Mercaldi C. Is there a difference in
bloodstream infections in critically ill patients
associated with ready-to-use versus compounded
parenteral
nutrition?
Clinical
nutrition.
2012;31(5):728-34.
[41] Turpin R, Solem C, Pontes-Arruda A, Sanon M,
Mehta S, Liu FX, et al. The impact of parenteral
nutrition preparation on bloodstream infection risk
and costs. European journal of clinical nutrition.
2014;68(8):953.
[42] Nachvak M, Hedayati S, Hejazi N, Motamedi
Motlagh A, Shafizade A, Shojaee M. Nutritional
assessment in ICU patients with enteral feeding in
Amol hospitals. Razi Journal of Medical Sciences.
2018;24(10):92-104.
[43] Shayesteh F, Poudineh S, PouryazdanpanahKermani M, Sadat Ayoudi S, Norouzy A.
Assessment of nutritional intake in intensive care
unit patients of Ghaem hospital. medical journal of
mashhad university of medical sciences.
2015;58(4):217-24.
[44] Braunschweig CL, Levy P, Sheean PM, Wang X.
Enteral compared with parenteral nutrition: a metaanalysis. The American journal of clinical nutrition.
2001;74(4):534-42
[45] Simpson F, Doig GS. Parenteral vs. enteral nutrition
in the critically ill patient: a meta-analysis of trials
using the intention to treat principle. Intensive care
medicine. 2005;31(1):12-23.
[46] Elke G, van Zanten AR, Lemieux M, McCall M,
Jeejeebhoy KN, Kott M, et al. Enteral versus
parenteral nutrition in critically ill patients: an
updated systematic review and meta-analysis of
randomized controlled trials. Critical Care.
2016;20(1):117.
[47] Shi J, Wei L, Huang R, Liao L. Effect of combined
parenteral and enteral nutrition versus enteral
nutrition alone for critically ill patients: a systematic
review and meta-analysis. Medicine. 2018; 97(41).

