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Abstract

OBJECTIVE: Studying the influence of early nasogastric (NG)
and nasojejunal (N]) probe feeding in patients with predictors
of severe acute pancreatitis on the disease course and out-
come of the disease. MATERIALS AND METHODS: An open
randomized controlled study was performed in Neftyanik
Occupational Healthcare Facility ICU. 64 patients with pre-
dictors of severe acute pancreatitis (APACHE Il > 8, CRP > 150
mg/l, SOFA > 2) randomized by the envelope method for
early (the first 24 hours) nasogastic or nasojejunal feeding.
The standard polymer feeding formula enriched with dietary
fibers was administered during the first 5 (five) days taking
into account its tolerability. Raw data were statistically pro-
cessed using SPSS-26 software. RESULTS: Comparison of the
NG (n = 33) vs. NJ (n = 31) groups produced the following
results: the duration (days) of treatment in the hospital was
21(12; 42) vs. 24 (11;35), p=0.715; in ICU — 4 (2; 20) vs. 4 (3;
13), p = 0.803; mechanical ventilation (MV) —1 (1; 3) vs. 1 (7;
1), p = 0.124; mortality — OR 0.830 (95 % Cl 0.201-3.422),
p = 0.796; severity (moderately severe or severe) — OR 1.29
(95 % ClI 0.483-3.448), p = 0.611; number of patients sub-
jected to surgery during the first period of the disease — OR
0.774 (95 % Cl 0.243-2.467), p = 0.665; and second period
of the disease — OR 1.682 (95 % Cl 0.623-4.546), p = 0.305.
CONCLUSIONS: No difference has been found between
the groups of patients with severe disease predictors, who
received early nasogastric or nasojejunal tube feeding using
a standard polymer formula with dietary fibers during early
acute pancreatitis, as regards duration of treatment in the
hospital, in ICU, numbers of mechanically ventilated patients,
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Pegpepam

LLE/Ib NCCNEAOBAHUA: OueHnTb BAMAHME paHHEro Ha-
3oractpanbHoro (HI) v HasoetoHanbHoro (HE) 3oHzoBOrO
MUTaHMA y NaLMEeHTOB C MPeAUKTOPaMU TAXKENOro OCTPOro
naHKpeaTMTa Ha TeyeHWe U ucxog 3abonesaHus. MATE-
PUAJIbI 1 METO/ADbI: lNpoBeseHO OTKPbITOE paHAOMU3M-
pOBaHHOe KOHTPO/IMpyeMoe WCC/efjoBaHe B OTAe/NeHun
peaHMMaumMn u uHTeHcusHon Tepanum (OPUT) AO MCY
«HedTaHUK» . TIOMEHU. YHaCTHWUKOB UcCae0BaHus (n = 64)
C NpeAMKTOpaMK TAXKENOro Te4yeHUA OCTPOro nmaHkpeaTuTa
(APACHE Il > 8, CPB > 150 Mr/n, SOFA > 2) paHAOMUHU3MPO-
Ba/M C/IEMbIM METOAOM A5 paHHero (nepsble 24 4) HI- n HE-
nuTaHua. MuTaTenbHas cMech (CTaHAapTHas nosuMepHas,
oforalleHHas nuiLeBsbiMM BOJIOKHAMM) BBOAUACH B MEPBbIE
5 cyT ¢ y4eToM ee neperocumocTn. CTaTucTnyeckas 06-
paboTKka mMaTepuana BbiMO/NHEHa NakeToM nporpamm SPSS-
26. PESY/IbTATDI: Mpn cpaBHeHun rpynn ¢ HI-nuTaHnem
(n =33) v HE-nuTaHneM (n = 31) He 06HapYXEHO CTAaTUCTH-
YeCKM 3HaA4YMMOW pasHWLbl: MO MPOAOIKUTENBHOCTU Jleve-
Hua B cTaumoHape — 21 (12; 42) v 24 (11; 35) cyt, p=0,715;
B OPUT — 4 (2; 20) n 4 (3;13) cyT, p=0,803; UCKYCCTBEHHO
BeHTUAALMM nerkmx (MBJ) —1(1;3) u1(1; 1) cyT, p=0,124;
NeTanbHoCT — oTHowweHwe warcos (OLL) 0,830 (95 %-i go-
BepUTeNbHbIN UHTepBan [95 % AM] 0,201-3,422), p = 0,796;
dopme 3abosieaHmn (cpeaHeTaxesnan unm taxenas) — OLL
1,29 (95 % AN 0,483-3,448), p = 0,611; Konm4ecTBy npoone-
PUPOBaHHbIX NMaLMEHTOB B NepBbIi Nepuoy 3aboseBaHna —
OlW 0,774 (95 % AW 0,243-2,467), p = 0,665, BO BTOpOIi
nepvog 3abonesaHus — OLL 1,682 (95 % AW 0,623-4,546),
p=0,305. BbIBOAbI: Mexxay rpynnamu, nosy4asLUMMU paH-
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patients operated during the first and second disease periods,
disease severity or mortality.
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Introduction

Acute pancreatitis (AP) is an inflammatory disease of
the pancreas caused by a number of different etiological
factors, the most common of them being alcohol abuse and
gallbladder stones [1, 2]. The current classification adopt-
ed in 2012 in Atlanta defines three forms of the disease:
mild, moderate, and severe [3]. In addition to these forms,
Dellinger E.P. et al. (2012) distinguish critical AP charac-
terized by persistent organ failure and infected (peri-)pan-
creatic necrosis [4]. About 15-25 % of AP patients suffer
from a moderate or severe disease with 8-20 % mortality
rate [1, 5, 6]. The high catabolic activity with the negative
nitrogen balance during severe AP [7, 8] is associated with
a local and systemic inflammation; hence, a timely and
adequate nutritive support in this group of patients is es-
sential. Not so long ago, during the disease onset period,
parenteral administration of nutrients was a routine prac-
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Hee 3HTepasIbHOe NMTaHWe B Ha30racTpasibHbIN UK Ha30eto-
Ha/lbHbIN 30HA, B HaYa/ibHbI NepUoA OCTPOro naHKpeaTuta
C MpeAnKTOpaMU TAXKE/NOro TeYEHUA, Y KOTOPbIX UCMO/b30-
Ba/lacb CTaHAApTHaA MoJIMMEepHasA CMeCb C MULLEBLIMU BO-
JNOKHaMW, He OBHapYeHbl OTNINYMA MO NMPOAO/MKNTENBHOCTH
NeveHusa B cTauunoHape, B OPUT, pgantenbHOCTU Haxoxje-
HMA Ha VIBJl, KonmnyecTBy MpOONepupOBaHHbLIX B MEpBbI
M BO BTOPOW mepuogbl 3abonesaHuns, ¢opme 3aboneBaHus
1 NoKasaTeiAM NeTanbHOCTU.
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tice of treatment for AP patients, but systematic reviews
and meta-analyses of randomized studies have shown that
administration of liquid nutrients directly into the stomach
or small bowel is associated with a lower level of mortality,
infections, multiple organ failures, and surgeries [9-11].
At present, enteral feeding is preferable to provide feed-
ing during a severe AP. However, the advantages of enteral
(EF) compared to parenteral feeding become most obvi-
ous when EF is commenced early — within 48 hours [12,
13]. In case of a severe pancreatitis, EF can be performed
via either a nasojejunal (NJ) or nasogastric (NG) tube be-
cause the advantage of one over the other has not been
proven [5]. During the first few days it can be very difficult
to determine the form that AP will take in spite of existing
predictors of prognosis [14, 15]. Considering the above, it
would be relevant to assess the influence of early NG and
NJ feeding at the onset of AP with predictors of severity on
the disease progression.
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Objective

The purpose of the study is to assess the influence of
early nasogastric and nasojejunal tube feeding in patients
with predictors of a severe acute pancreatitis on the course
and outcome of the disease.

Materials and methods

An open randomized controlled study was performed
in the Intensive Care Unit (ICU) of Medical and Sanitary
Unit “Neftyanik”, Tyumen. The study was approved by
the local Biomedical Ethical Committee. The criteria for
inclusion into the study were: the diagnosis of acute pan-
creatitis, the first period of the disease [3], and the pres-
ence of at least one predictor of severe course — C-reactive
protein > 150 mg/L, a score of more than 8 according to
the Acute Physiology And Chronic Health Evaluation
(APACHE) II scale, a score of more than 2 according to
the Sepsis-Related Organ Failure (SOFA) scale [16]. The
exclusion criteria were: an age older than 80 years, termi-
nal chronic disease, shock, lactate > 4 mmol/L, acute renal
failure. The withdrawal criteria were: changed diagnosis,
development of a shock, acute renal failure, increased lac-
tate > 4 mmol/L. AP was diagnosed based on the distinct
clinical pattern supported by laboratory and instrumental
methods of diagnosis [3]. In addition, the BISAP (Bedside
Index of Severity in Acute Pancreatitis) score was calcu-
lated [17]. Randomization into the NG- or NJ-tube feed-
ing group was carried out by the sealed code envelope
method (35/35). In the course of the study, 4 patients
were withdrawn due to shock development (2 subjects in
each group), 1 patient — because a different diagnosis was
made (tumor of the head of pancreas with destruction),
1 patient — because of the acute kidney injury develop-
ment. Feeding was commenced within the first 12-24
hours from admission to ICU, using a standard isocaloric
formula enriched with dietary fibers (BBraun Nutricomp
Standard Fiber, Germany). In the NJ-tube feeding group,
the tube was complemented with a NG tube. The formula
was administered continuously by drop infusion. Stomach
decompression was performed every 6 hours in the NG-
tube feeding group while in the NJ-tube feeding group
it was continuous. The initial speed of EF was 15 mL/h
(kcal/h), thereafter, it was increased by 15-30 mL/h every
subsequent day. The prescribed volume of EF was 250 mL/
day (kcal/day) for the first day to be increased by 250-300
ml/day (kcal/day) every subsequent day subject to toler-
ance. If nausea, vomiting, increased pain syndrome, the
discharge via the nasogastric tube > 500 mL/h occurred,
the speed was halved or the feeding was discontinued un-
less the aforementioned symptoms disappeared. Later, af-
ter the feeding intolerance symptoms were reversed, the
speed was gradually increased to the previous speed. No

additional parenteral feeding was used during the 5 days of
the study. Later on, the form of the disease was recorded
according to the existent classification [3]. The minimal
size of the sample was calculated by formula:

_Z(pq)

.

where 7 is the sample size (n = 64); Z (1.96) is the normal-
ized deviate at 95 % confidence probability; p is the inci-
dence of pancreatic necrosis (20 %) [6]; g = (100 — p); e is
the allowable error of sample, which is 9.8 % that corre-
sponds to ordinary reliability [18].

Raw data were statistically processed using SPSS-26
software package (IBM, USA). After verification of the nor-
mality of distribution by the Shapiro-Wilk test, the result is
presented as a mean with root-mean-square deviation M + ¢
or a median with quartiles Me (Q25; Q75). For comparison
between the groups, parametric and nonparametric criteria
were used; the odds ratio was found by logistic. The null
hypothesis was discarded at p < 0.05.

Results

Table 1 presents characteristics of the patients included
into the study. The NG- and NJ- feeding groups were com-
parable between themselves.

Table 2 shows that the early EF delivery path rendered
no influence on the condition severity progression during
the first 48 hours.

During the course of the study (5 days), practically equal
amounts of protein and energy were administered to the pa-
tients, taking into consideration feeding tolerance (Table 3).

Table 4 gives the data about surgeries performed on
the patients during their treatment in the hospital and their
number. There was no statistically significant difference be-
tween the NG- and NJ-tube feeding groups in the indices
being compared.

Table 5 shows the treatment results, according to which
the EF technique during the first 5 days for AP with predic-
tors of a severe course rendered no influence on the treat-
ment results; however, the number of surgeries in patients
who underwent surgery in the NJ group was statistically
significantly fewer.

To find out the influence of NG- and NJ-tube feeding
on the disease course and outcome, one-way logistic re-
gression was carried out. According to the findings, the
EF delivery technique during the first 5 days did not affect
development of the disease form (moderate or severe) —
OR 1.29 (95 % CI1 0.483-3.448), p = 0.611; mortality— OR
0.830 (95 % CI10.201-3.422), p = 0.796; number of patients
operated on during the It period of the disease — OR
0.774 (95 % CI10.243-2.467), p = 0.665; during the 27 pe-
riod of the disease — OR 1.682 (95 % CI 0.623-4.546),
» =0.305.
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Table 1. Characteristics of patients

Index Feeding P Disease Course p Disease Outcome p
NG (n=33) NJ (n=31) moderate severe survived Died (n=9)
(n=31) (n=33) (n=55)

Sex, m/f 20/13 19/12 1.0" 16/15 23/10 0.138™ 34/21 5/4 0728#*
BMI, kg/m? 27.8(23.8;343) 29.0x6.4 0.941"  26(23.1;31.1) 30.2+6.0 0.031"  27.5(24;32) 317+5.0 0.084"
Age, years 43+ 46 (34;58)  0.323" 42+13 41(32;50)  0.246" 41(33;52) 57(50;65)  0.007"
IHD, % 5(15.2) 7 (22.6) 0.531# 3(9.7) 9(27.3) 0.109# 7(12.7) 5 (55.6) 0.009#
HD, % 11(33.3) 14 (45.2) 0.939™ 10 (32.3)" 15 (45.5) 0.315 19 (34.5) 6 (66.7) 0.137*
11 DM, % 2 (6.1) 1(3.2) 0.667# 1(3.2) 4(12.1) 0.356# 2(3.6) 3(33.3) 0.017#
BA/ COPD, % 1(3.0) 1(3.2) 1.0# 1(3.2) 1(3.0) 1.0# 2(3.6) 9 (100) *
CHF, % 1(3.0) 2 (6.5) 0.607# 2 (6.5) 1(3.0) 0.607# 2(3.6) 1(11.7) 0.37#

Table 2. Severity of the condition and predictors of severe course of acute pancreatitis on the day of admission and after

48 hours
Index Feeding P
NG (n=33) NJ (n=31)
APACHE-II 24, score 5.0(3;7) 6 (3.5;10) 0.365°
APACHE-II 48, score 76+52 73+45 0.953"
SOFA 24, score 2.0 (1.0; 2.0) 2.0 (1.0;3.0) 0.335°
SOFA 48, score 0 (1.0; 4.0) 1.0 (0; 2.5) 0.146"
Urea 24, mmol/L 2(2.7,5.6) 59+27 0.234"
Urea 48, mmol/L 46(2.8;6.4) 59(3.7;82) 0.141*
BISAP 24, score 0(1.0;1.0) 1.0 (1.0; 2.0) 0.122°
BISAP 48, score 1.0 (0; 2.0) 1.0 (0; 2.0) 0.701
SIRS 24, score 2.0 (2.0;2.0) 2.0 (2.0;2.0) 0.677"
SIRS 48, score 1.0 (1.0; 3.0) 1.0 (1.0; 2.0) 0.468"
CRP 24, mg/L 81.5+58.2 89.7+57.9 0.568"
CRP 48, mg/L 182 (148;199) 184 + 57,7 0,799"

“Mann-Whitney U-test. *T-test.

24 — during the first 24 hours; 48 — after 48 hours; APACHE — Acute Physiology And Chronic Health Evaluation; BISAP — Bedside Index of
Severity in Acute Pancreatitis; CRP — C-reactive protein; NG — feeding through the nasogastric tube; NJ — feeding through the nasojejunal tube;

SIRS — systemic inflammation response syndrome; SOFA — Sepsis-related Organ Failure.

Table 3. Protein and energy were delivered in the first 5 days of the disease

Index Protein, g/kg/day P Energy, kcal/kg/day P
NG (n=33) NJ (n=31) NG (n=33) NJ (n=31)
Day 1 0.12 (0.11; 0.14) 0.12 (0.11;0.14) 0.919" 2.93 (2.61;3.29) 2.89 (2.58;3.43) 0.957"
Day 2 0.24 (0.19; 0.27) 0.24 (0.21; 0.30) 0.356" 5.93 (4.63; 6.85) 6.1(5.21;7.35) 0.409"
Day 3 0.40+0.14 0.40+0.14 0.906™ 10.22 +£3.48 10.11+£3.58 0.929™
Day 4 0.56+0.18 0.52+0.16 0.781™" 14.0 £ 4.54 13.07 +4.16 0.773™
Day 5 0.60 +0.20 0.54+0.19 0.693™ 15.01+5.09 13.71+4.76 0.710™
Total for 5 days 1.95+0.59 1.89 (1.33; 2.21) 0.519" 48.75 £14.65 47.14 (33.17; 55.26) 0.515"

“Mann-Whitney U-test. “T-test.
NG — nasogastric feeding; NJ — nasojejunal feeding.
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Table 4. Surgery performed in patients with predictors of severe acute pancreatitis b
Index, n (%) Feeding p
NG (n=33) NJ (n=31)
Severe course 16 (48.5) 17 (54.8) 0.611*
Moderate course 17 (51.5) 14 (45.2)
Number of patients subjected to surgery during the 1st period of the disease 26 (78.8) 23 (74.2) 0.771"
1 surgery each 21(63.6) 21(67.7) —
2 surgeries each 3(9.1) 2 (6.5) —
3 surgeries each 2(6.1) — —
Laparoscopic abdominal drainage 20 (60.6) 20 (64.5) 0.747*
Laparotomy and abdominal drainage 8 (24.2) 3(9.7) 0.186™
Intra-abdominal hemostasis 1(3) 1(3.2 0.964**
Omentobursostomy 2(6.1) — 0.493*
Retroperitoneal drainage 1(3) — 1.0
Cholecystectomy — 1(3.2) 0.484"
Gallbladder puncture drainage 1(3) — 1.0*
Thoracostomy 3(9.1) — 0.239"
Number of patients subjected to surgery during the 2nd period of the disease 18 (54.5) 17 (54.8 0.258"
Omental sac lavage and/or sequestrotomy 14 (42.2) 14 (45.2 0.617*
Lancing of omental sac abscess 2(6.1) — 0.493*
Lumbotomy and retroperitoneal drainage 2(6.1) 3(9.7) 0.787*
Omental sac cyst drainage 2 (6.1) 3(9.7) 0.787**
Puncture drainage of an omental sac cyst — 2 (6.5) 0.231*
Enterostoma with application of Y-shaped anastomosis 1(3) 1(3.2) 1.0
Thoracostomy 1(3) — 1.0™
* Pearson'’s x2. ™" Fisher's test.
NG — nasogastric tube feeding; NJ — nasojejunal tube feeding.
~
Table 5. Treatment results for patients with predictors of severe acute pancreatitis
Index Feeding P
NG (n=33) NJ (n=31)

BD total, days 21(12; 42) 24 (11;35) 0.715
BD on mechanical ventilation, days 1(1;3) 1(1;1) 0.124
BD in ICU, days 4 (2;20) 4(3;13) 0.803
Number of surgeries in patients operated on during the 1st period of the disease 1.0 (1.0; 1.0) 1.0 (0.5; 1.0) 0.362
Number of surgeries in patients operated on during the 2n period of the disease 53+29 38+3.6 < 0.001
Mortality, % 5(15.2) 4(12.9) 1.0
"Mann-Whitney U test.
BD — bed-day; NG — nasogastric tube feeding; NJ — nasojejunal tube feeding.

Discussion

therapy that can radically arrest disease progression. Severe

AP is characterized by a high speed of catabolism due to re-
Acute pancreatitis is a disease with a prolonged un-  lease of multiple inflammatory mediators and subsequent
predictable course, absence of any preventive and specific =~ development of the systemic inflaimmation response syn-
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drome [19-21]. In our work, groups of patients with NG-
or NJ-tube feeding were comparable in age, body mass in-
dex (BMI), sex, comorbid conditions (see Table 1). In the
group of severe AP patients, BMI was statistically signifi-
cantly greater than in moderate AP patients (see Table 1),
which is in agreement with the known studies according to
which BMI > 25 kg/m? increases the risk of severe AP and
BMI > 30 kg/m? — mortality [22]. Age is a death risk factor
in severe AP patients [23, 24]. In our study, the deceased pa-
tients were statistically significantly older (see Table 1). The
comorbidity of patients in the groups under study was com-
parable. Expectedly, among the deceased patients, type II
diabetes mellitus [25, 26] and ischemic heart disease (IHD)
statistically occurred more frequently, because it known that
even without concomitant IHD, in 40 % of patients with se-
vere AP and hypotonia, electrocardiogram records changes
typical for myocardial hypoxia with increased specific cardiac
markers associated with disease severity and mortality [27].

Stratification of the risk of severe AP forms is important
because, as a rule, a mild form of the disease does not lead to
the lethal outcome and does not require high material inputs
for its treatment in contrast to severe forms that develop in
12-20 % of cases and are associated with high mortality (15-
30 %) and considerable material inputs into treatment [28].
Many studies have demonstrated that an accurate prognosis
of the AP form requires a 48-hour interval of time, which
was proven at the symposium in Atlanta where the impor-
tance of accurate rather than premature prognosis of AP was
underlined [3, 29, 30]. Today, there is no reference predictor
capable of forecasting the AP form during the first 48 hours
of hospitalization [31]. In our work, the dynamics of SIRS,
BISAP and blood urea during the first 48 hours was assessed
retrospectively [32]. One can see from the findings present-
ed in Table 2, that there was no statistically significant dif-
ference between the NG- and NJ-tube feeding groups in the
indices being compared.

Not so long ago, dietary restriction was considered an
obligatory component of AP treatment to limit stimulation
of gallbladder exocrine secretion, but the new recently ob-
tained data about gut microbiome and importance of main-
taining the intestinal mucosal barrier by means of EF have
shifted the paradigm in favor of early EF [19, 33]. Compared
to initial total parenteral nutrition, early EF reduced mortal-
ity, incidence of infections, multiple organ failure, and ne-
cessity of surgery, which is supported by several large-scale
meta-analyses. Analysis of subgroups of patients only with
severe or predictably severe AP has shown that mortality was
lower by more than 80 % in the EF group [10, 34-36]. The
advantage of EF is its ability to support the intestinal barrier
integrity diminishing bacteria and bacterial endotoxin enter-
ing the systemic blood flow [6]. EF stimulates intestinal mo-
tility and increases its blood flow [37]. The meta-analysis by
Song et al. (2018) included 10 randomized controlled studies
involving 1051 patients with a severe or predictably severe
AP. In that paper, a comparison of the influence of early EF
commenced within the first 48 hours of admission versus late
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enteral/parenteral feeding was undertaken. The researchers
discovered that early EF decreases mortality, development of
multiple organ failure, necessity of surgical intervention, the
number of local and systemic infections [38]. Traditionally,
the preferred method of EF was NJ-tube feeding because it
was believed that such technique of delivering nutrients does
not stimulate the secretory function of the gland. However,
from 2005 onwards, several randomized controlled studies
have demonstrated that NG-tube feeding is well tolerated by
patients and, compared to NJ-tube feeding, does not entail
increase of mortality. The key advantage of NG-tube feeding
was that a nasogastric tube can be inserted by nursing staff
without physician’s participation in contrast to a nasojejunal
tube, which is inserted either by a physician or by an endo-
scopic team using special equipment. The latest meta-analysis
comparing the NG- vs. NJ-tube feeding in severe AP patients
concluded that an advantage of neither method of the enteral
tube feeding was proven [5]. The authors paid special atten-
tion to the fact that not all of the patients included into the
analyzed studies [39-42] met the criteria of severe AP ac-
cording to the new classification adopted in Atlanta (2012)
[3], while one of the papers gave authors’ definition of the AP
severity [43]. Commencement of EF in those papers varied
within the interval of 24 to 72 hours of paid development or
hospital admission. In all papers, a semi-elemental EF was
used. In contrast to the existing investigations, in our study
we used a standard polymer formula with addition of dietary
fibers, which does not disagree with the current recommen-
dations of the European Society for Clinical Nutrition and
Metabolism (2020) [44] or the Cochrane review (2015) that
included 15 studies (1,376 participants) and did not find ev-
idence in favor of any particular enteral formula during AP
[45]. The retrospective study carried out in 2018 in Japan also
showed absence of any clinical benefit between usage of an
elemental formula versus a semi-elemental or polymer formu-
la in AP patients [46]. Chen T. et al. [47] evaluated the role
of soluble dietary fibers as an intestinal motility modulator
during severe AP. Patients who received polydextrose with
soluble dietary fivers required less time to achieve the target
energy level (7 vs. 5 days; p < 0.001) and showed lower feed-
ing intolerance indices (25 vs. 59 %, p < 0.05) compared to the
group of patients who received feeding without dietary fibers.

There was no statistically significant difference in the
duration of in-hospital treatment, time in ICU, the mechani-
cal ventilation time, or mortality between the groups of NG-
and NJ-tube feeding. An additional analysis of our findings
has shown that the EF method does not affect the criteria
of AP severity prognosis assessed according to APACHE II,
SOFA, BISAP, and concentration of urea and C-reactive
protein [48]. Taking into account the available data and our
findings, the key factor of successful early EF during AP
with predictors of a severe course is a personalized approach
to each patient with regard to his/her energy requirement
of rest [49], presence of factors affecting EF tolerance [50],
introduction of methods capable of forecasting successful
application of different EF techniques [51, 52].
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Conclusion

No difference was found between the groups, which
received early enteral feeding using a standard polymer for-
mula with dietary fibers via a nasogastric or nasojejunal tube
during the onset period of acute pancreatitis with predictors
of a severe disease, in the duration of in-hospital treatment,
time in ICU, time on mechanical ventilation, number of sur-
geries performed during the 15t or 27d periods of the disease,
the form of the disease, or mortality indices.

Limitations of the study

Patients with a pancreatogenic shock and oligoanuria
were not included into or were withdrawn from the study
during the study period.
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