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ABSTRACT
Background Resuscitative endovascular balloon 
occlusion of the aorta (REBOA) can temporarily control 
arterial hemorrhage in torso trauma; however, the 
abdominal visceral blood flow is also blocked by REBOA. 
The aim of this study was to evaluate the influence of 
REBOA on gastrointestinal function.
Methods A retrospective review identified all trauma 
patients admitted to our trauma center between 2008 
and 2019. We used propensity score matching analysis 
to compare the gastrointestinal function between 
subjects who underwent REBOA and those who did not. 
Data on demographics, feeding intolerance (FI), time 
to feeding goal achievement, and complications were 
retrieved.
Results During the study period, 55 patients underwent 
REBOA. A total of 1694 patients met the inclusion 
criteria, 27 of whom were a subset of those who 
underwent REBOA. After 1:1 propensity score matching, 
the REBOA and no- REBOA groups were assigned 22 
patients each. Patients in the REBOA group had a 
significantly higher incidence of FI (77% vs. 27%; OR, 
9.1; 95% CI, 2.31 to 35.7; p=0.002) and longer time to 
feeding goal achievement (8 vs. 6 days, p=0.022) than 
patients in the no- REBOA group. Patients in the REBOA 
group also showed significantly prolonged durations 
of ventilator use (8 vs. 4 days, p=0.023). Furthermore, 
there was no difference in the mortality rate between the 
groups (9% vs. 9%, p=1.000).
Conclusions REBOA was associated with 
gastrointestinal dysfunction. Our study findings can be 
useful in providing guidance on managing nutrition in 
trauma patients who undergo REBOA.
Level of evidence Level IV
Study type Care management

INTRODUCTION
Resuscitative endovascular balloon occlusion 
of the aorta (REBOA) can temporarily control 
arterial hemorrhage and support coronary and 
cerebral circulation in torso trauma. However, 
REBOA carries a risk of several critical compli-
cations.1 2 Particular caution should be exercised 
regarding distal ischemic complications occurring 
below the balloon deployment, including abdom-
inal visceral ischemia, spinal cord ischemia, and 
limb ischemia.3 4 An animal study demonstrated 
that REBOA causes significant histological damage 
to the gastrointestinal mucosa.5 The influence of 
REBOA on abdominal organs, which is related to 

enteral nutrition (EN), has been poorly understood 
in clinical practice.

Early EN offers numerous advantages, such as 
reducing infectious and thrombotic complications 
and improving survival outcomes in the manage-
ment of severe trauma patients.6 7 Therefore, it is 
recommended to initiate EN as soon as possible 
after resuscitation from shock.8 However, feeding 
intolerance (FI) frequently occurs and disrupts early 
EN in trauma patients. The use of REBOA, which 
can obstruct gastrointestinal blood flow (except 
with zone 3 placement), may significantly impact 
the feasibility of EN.

REBOA causes ischemia/reperfusion injury of the 
distal region due to the temporary (not permanent) 
occlusion of the aorta. This ischemia/reperfusion 
injury in the gastrointestinal tract can trigger a cyto-
kine cascade and initiate a systemic inflammatory 
response, which can lead to multiple organ failure 
after trauma.9–11 Animal models have demonstrated 
that aortic occlusion leads to the release of cytokines 
and an increased incidence of organ damage.5 12 13 
REBOA, except with zone 3 placement, carries a 
high risk because the gastrointestinal tract, which 
contains a significant amount of lymphoid tissue, 
plays a critical role in the immune system.

There is concern in clinical practice regarding the 
potential adverse effects of REBOA on gastrointes-
tinal function and organ damage. However, these 
implications have not been thoroughly studied in 
clinical settings. Our hypothesis was that REBOA 
may have a negative impact on gastrointestinal 
function and contribute to a systemic inflammatory 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ The influence of resuscitative endovascular 
balloon occlusion of the aorta (REBOA) on 
abdominal organs has been poorly understood 
in clinical practice.

WHAT THIS STUDY ADDS
 ⇒ Feeding intolerance occurred at a high rate 
(77%) in patients with REBOA.

 ⇒ REBOA use was associated with feeding 
intolerance.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE, OR POLICY

 ⇒ The study holds the potential to provide 
valuable insights into the nutritional 
management of trauma patients undergoing 
REBOA.
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response. The study objective was to assess the influence of 
REBOA on gastrointestinal function and other organ damages 
based on the experience of a single center.

METHODS
A retrospective review identified all trauma patients admitted 
to our trauma intensive care unit (ICU) between January 2008 
and December 2019 from our prospectively maintained trauma 
registry at a Japanese major trauma center authorized by the 
Yokohama City Emergency Committee (Saiseikai Yokohamashi 
Tobu Hospital, Yokohama, Japan). Patients who underwent an 
aortic cross- clamping procedure, had zone 3 REBOA placement, 
early death less than 72 hours, or who were younger than 16 
years were excluded. We used an existing proposed aortic zone 
classification for REBOA.2 Also, early death (<72 hours) was 
excluded because it takes some days to analyze whether the FI 
or not. In fact, the target population is patients who survived at 
least 4 days after the injury.

Outcome and data collection
Patients were divided into two groups based on whether they 
underwent REBOA or not. Demographics and injury- specific 
factors were collected and compared between the two groups. 
The following data were collected: age, sex, body mass index 
(BMI), mechanism of injury, systolic blood pressure (SBP), heart 
rate, Glasgow Coma Scale, Injury Severity Score (ISS), and asso-
ciated injury (Abbreviated Injury Scale (AIS) ≥3).

Gastrointestinal and other outcomes were assessed as follows. 
FI, time to achieve feeding goals, ileus, diarrhea, constipation, 
highest gastric residual volume (GRV) during ICU stays, acute 
kidney injury (AKI), pneumonia, and in- hospital mortality were 
recorded. Pneumonia was assessed based on clinical signs and 
symptoms. AKI was evaluated based on serum creatinine levels 
and urine output between day 2 and day 7 using the Kidney 
Disease: Improving Global Outcomes (KDIGO) classification.14

Inflammatory response was assessed by measuring C- reactive 
protein (CRP) levels and white blood cell (WBC) counts during 
the first week of admission. The primary outcome measure 
was FI, whereas secondary outcomes included inflammatory 
response and other complications.

Management and procedure of REBOA
All patients were managed according to the Advanced Trauma 
Life Support Course manual. The decision regarding REBOA 
placement, inflation time, and balloon size was made by the 
attending Japanese board- certified emergency physician based 
on overall condition. The REBOA catheter was inserted into the 
accessible femoral artery using the Seldinger technique. REBOA 
deployment was performed using the external measurement 
method.15 Two commercial products were used for REBOA: 
Rescue Balloon (Tokai Medical Products, Aichi, Japan) with a 
7- Fr sheath and IABO Block Balloon (MERA, Tokyo, Japan) 
with a 10- Fr sheath. The choice of device was made randomly 
depending on stock availability. The balloon was immediately 
inflated when necessary and kept inflated for the minimum 
required REBOA inflation time.

Management of EN
In accordance with our hospital clinical practice protocol, EN 
was started through nasogastric tube with intermittent infusion 
within 48 hours of admission unless there was refractory shock 
status and a specific contraindication. The head of the bed was 
elevated to 30 degrees during EN. The feeding goal was set with 

a standard formula by the hospital nutritionist who was exclu-
sively assigned to the emergency and critical care unit. GRV was 
evaluated every 6 hours and the feeding rate was enhanced until 
200 mL/h was reached, unless GRV was above 150 mL or there 
were any gastrointestinal complications. FI was defined as a delay 
(≥4 days after admittance) in reaching 30% of target goal energy 
with enteral feeding. There is no widely agreed upon definition 
for FI.16 Therefore, FI was defined based on a consensus among 
the study authors by referencing other studies. The definitions of 
other gastrointestinal complications are shown in online supple-
mental table 1.

Statistical analysis
Continuous variables were reported as medians (IQR), whereas 
categorical variables were presented as counts and percentages. 
To facilitate practical interpretation, continuous variables were 
transformed into categorical variables. The χ2 test and Mann- 
Whitney U test were used for comparisons.

In the propensity score- matched cohort, univariate anal-
ysis was conducted to evaluate the outcomes between the two 
groups. P<0.05 was considered statistically significant. ORs 
were calculated along with the corresponding 95% CIs.

To minimize selection bias, propensity score matching analysis 
was performed between the two groups. Propensity scores were 
generated for each patient using a logistic regression model that 
incorporated patient and injury characteristics as well as emer-
gency procedures. The model included variables such as age, 
BMI, injury type (blunt/penetrating), SBP<80 mm Hg, AIS score 
≥3 for each body part (head, chest, abdomen, and pelvis), bowel 
and mesenteric injury, and laparotomy. These covariates were 
selected considering clinical severity and factors that impact 
gastrointestinal function.

Patients were then matched in a 1:1 ratio using the nearest 
neighbor method without replacement, with a caliper distance 
of 0.01.17 We assessed the balance of covariates in estimating 
propensity scores by calculating standardized differences.18 
An absolute standardized mean difference of less than 0.2 was 
considered indicative of an acceptable match balance between 
the groups. All statistical analyses were performed using IBM 
SPSS Statistics V.25.0 (SPSS).

RESULTS
Patient selection and matching
During the study period, a total of 12 060 trauma patients were 
transported to our emergency room. Out of these patients, 2290 
were admitted to our trauma ICU and 55 of them underwent 
REBOA placement. Among the patients who underwent REBOA 
placement, 28 were excluded from this study for the following 
reasons: age younger than 16 years (n=2), early death within 
72 hours (n=25, with 18 deaths occurring within 24 hours), 
and zone 3 placement (n=1). As a result, a final cohort of 
1694 patients met the inclusion criteria for this study. After 1:1 
propensity score matching, both the REBOA and the no- REBOA 
groups consisted of 22 patients each. Patient selection flow and 
exclusion criteria are depicted in online supplemental figure 1.

Patient characteristics
Before matching, the REBOA group showed significantly higher 
anatomic and physiologic severity compared with the no- REBOA 
group (online supplemental table 2). Table 1 presents the clinical 
characteristics of the propensity score- matched groups. Propen-
sity score matching ensured that patient characteristics were 
similar between the REBOA and the no- REBOA group, with an 
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absolute standardized difference for propensity score variables 
of less than 0.2 (figure 1). In the matched cohort, the median 
REBOA inflation time was 55 (35–111) minutes with 7 missing 
values out of 22. The overall rate of laparotomy and angioembo-
lization was 47.7% and 79.5%, respectively.

Outcomes
Before matching, overall, the incidence of FI was 21.1%, and 
the in- hospital mortality rate was 5.4% (online supplemental 
table 3). The outcomes in the matched cohort are summarized in 
table 2. Regarding the complications of REBOA, one case each 
of lower extremity compartment syndrome and mesenteric isch-
emia was observed, with an incidence rate of 4.5% each.

Patients in the REBOA group had a significantly higher inci-
dence of FI (77% vs. 27%; OR, 9.1; 95% CI, 2.31 to 35.7; 
p=0.002) and a longer time to feeding goal achievement (7.5 
(6.8–11.5) days vs. 5.5 (3.0–8.5) days, p=0.022) compared 
with patients in the no- REBOA group (figure 2). Furthermore, 
patients in the REBOA group also had significantly prolonged 
durations of ventilator use (8.0 (5.0–16.5) days vs. 4.0 (0.0–
8.8) days, p=0.023) and longer ICU stays (20 (13.0–41.0) days 
vs. 11.0 (7.0–19.5) days, p=0.006). Furthermore, patients in the 
REBOA group tended to have higher rates of other gastrointes-
tinal symptoms (ileus, diarrhea, and constipation), pneumonia, 
and AKI, but these were not statistically significant. There was 
no difference in the in- hospital mortality rate between the two 
groups (9% vs. 9%, p=1.000). Regarding the inflammatory 
response biomarkers, the mean CRP level and WBC count 
generally tended to be higher in the REBOA group than in the 

no- REBOA group; however, the differences were not statistically 
significant (figure 3).

DISCUSSION
This is the first study to specifically address gastrointestinal 
function after REBOA placement in clinical practice. In our 
single- center retrospective cohort study with propensity score 
matching analysis conducted at a Japanese urban trauma center, 
REBOA use was associated with FI and a longer time to achieve 
feeding goals.

Patients who underwent REBOA placement experienced 
prolonged durations of mechanical ventilation and longer ICU 
stays. No statistically significant differences in the incidence of 
pneumonia and AKI between the REBOA and non- REBOA group 
were observed. Although previous large- scale multi- institutional 
studies on REBOA have been conducted, our study contributes 
to the existing literature by providing a detailed exploration of 
the impact on gastrointestinal function. The development of FI 
is a critical concern, particularly in relation to timely initiation 
of EN, which offers numerous benefits for critically ill patients.

FI is a frequently observed complication in severe trauma 
patients. Although the definition of FI varies across studies, 
recent research has consistently shown a high incidence of FI 
ranging from 33% to 50% in this patient population.6 7 19 The 
etiology of FI in trauma patients is likely multifactorial. Previous 
studies have highlighted the associations between gastrointes-
tinal disorders and factors such as high ISS, head injury, and 
abdominal trauma.7 20 In our study, the incidence of FI and ileus 
was found to be 52.3% and 18.2%, respectively, relatively high 

Table 1 Demographic characteristics of all patients after propensity score matching with or without REBOA

REBOA
(n=22)

No- REBOA
(n=22) P value Standardized difference

Patient characteristics         

  Male 18 (81.8) 15 (68.2) 0.296 0.319

  Age (y) 45 (27–52) 44 (26–55) 0.897 0.088

  Age≥65 (y) 3 (13.6) 4 (18.2) 0.680 0.125

  BMI 20 (18–24) 20 (19–24) 0.938 0.032

  Blunt mechanism, n (%) 19 (86.4) 20 (90.9) 0.635 −0.143

REBOA placement zone, n (%)         

  Zone 1 17 (77.3) – – –

  Zone 2 5 (22.7) – – –

ISS 33 (18–43) 26 (17–39) 0.444 0.284

  ISS≥25, n (%) 15 (68.2) 12 (54.5) 0.537 0.283

SBP<80 mm Hg, n (%) 10 (45.5) 10 (45.5) 1.000 0.000

GCS<9, n (%) 10 (45.5) 7 (31.8) 0.537 0.283

Associated injury         

  Head AIS score ≥3, n (%) 6 (27.3) 7 (31.8) 1.000 −0.100

  Chest AIS score ≥3, n (%) 12 (54.5) 13 (59.1) 1.000 −0.092

  Abdomen AIS score ≥3, n (%) 15 (68.2) 16 (72.7) 1.000 −0.100

  Pelvis and lower extremity AIS score ≥3, n (%) 8 (36.4) 8 (36.4) 1.000 0.000

  Bowel and mesenteric injury, n (%) 3 (13.6) 4 (18.2) 0.680 −0.125

Emergency surgery         

  Craniotomy, n (%) 1 (4.5) 0 (0) 0.312 0.309

  Thoracotomy, n (%) 1 (4.5) 2 (9.1) 0.550   

  Celiotomy, n (%) 11 (50.0) 10 (45.5) 1.000 0.091

  Angioembolization, n (%) 16 (72.7) 19 (86.4) 0.262 −0.343

Continuous variables are presented as median (IQR). Categorical variables are presented as number (%).
AIS, Abbreviated Injury Scale; BMI, body mass index; GCS, Glasgow Coma Scale; ISS, Injury Severe Score; REBOA, resuscitative endovascular balloon occlusion of the aorta; SBP, 
systolic blood pressure.
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compared with previous reports. This elevated FI incidence can 
be attributed not only to the effects of REBOA but also to our 
patient population, which consisted of individuals with higher 
ISS and abdominal trauma. Furthermore, it is important to note 

that opioids, which were administered to all patients in our study, 
can impair gastrointestinal motility in critically ill patients.21

The present study demonstrated that REBOA was a risk factor 
of FI. FI is known to be associated with an increased risk of several 
complications, higher hospitalization costs, and prolonged 
hospital stays.22 23 Furthermore, FI can contribute to the devel-
opment of multiple organ failure in severe trauma patients.24 A 
large study utilizing the US nationwide trauma registry reported 
that REBOA was associated with higher rates of AKI, although 
there was no significant difference in other complications.25 In 
our study, we observed numerically higher rates of pneumonia, 
AKI, and longer hospital stays in patients who underwent REBOA 
placement compared with those without REBOA, although these 
differences did not reach statistical significance. Further studies 
with large sample size are needed to comprehensively explore 
the relationship between REBOA and complications or length 
of hospital stays.

REBOA has the potential to induce FI in trauma patients. First, 
REBOA can exacerbate intestinal ischemia in addition to hemor-
rhagic shock. Animal studies show that the mesenteric artery 
blood flow is significantly reduced during inflation26 and histo-
logical evidence of intestinal mucosal damage has been observed.5 
Second, REBOA may promote gut edema. A study in an animal 
model of hemorrhagic shock reported a significant increase in 
fluid resuscitation volume after 90 minutes of REBOA.27 Consid-
ering the inflammatory cytokine response and the potential for 
ischemic/reperfusion injury, it is likely that vascular permeability 
is increased in the intestine, leading to resuscitation- induced gut 
edema and subsequent intestinal dysfunction.28 Intra- abdominal 
hypertension should be carefully monitored during REBOA. 
In our study, several gastrointestinal symptoms besides FI were 

Figure 1 Standardized differences in propensity score variables between the REBOA and no- REBOA group before and after matching. AIS, 
Abbreviated Injury Scale; BMI, body mass index; REBOA, resuscitative endovascular balloon occlusion of the aorta; SBP, systolic blood pressure.

Table 2 Clinical outcomes of patients after propensity score 
matching with or without REBOA

REBOA
(n=22)

No- REBOA
(n=22) P value

Gastrointestinal outcome

  Feeding intolerance 17 (77.3) 6 (27.3) 0.002

  Ileus 6 (27.3) 2 (9.1) 0.118

  Diarrhea 5 (22.7) 2 (9.1) 0.216

  Constipation 17 (77.3) 14 (63.6) 0.510

GRV (mL) 100.0 (55.0–180.0) 55.0 (0.0–135.0) 0.073

Time to feeding goal (days) 7.5 (6.8–11.5) 5.5 (3.0–8.5) 0.022

Parental nutrition 4 (18.2) 4 (18.2) 1.000

In- hospital mortality 2 (9.1) 2 (9.1) 1.000

Pneumonia 7 (31.8) 5 (22.7) 0.736

Acute kidney injury 7 (31.8) 5 (22.7) 0.736

KDIGO stage 1/2/3 0/4/3 0/2/3

Ventilator days 8.0 (5.0–16.5) 4.0 (0.0–8.8) 0.023

ICU length of stay (days) 20.0 (13.0–41.0) 11.0 (7.0–19.5) 0.006

Length of stay (days) 49.0 (26.0–89.5) 30.5 (13.8–58.0) 0.106

Continuous variables are presented as median (IQR). Categorical variables are 
presented as number (%).
GRV, gastric residual volume; ICU, intensive care unit; KDIGO, the Kidney Disease 
Improving Global Outcomes; REBOA, resuscitative endovascular balloon occlusion 
of the aorta.
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more common in patients with REBOA and there was one case 
of mesenteric ischemia necessitating bowel resection. Therefore, 
trauma surgeons should exercise caution in the deployment of 
REBOA, aiming to minimize the risk of ischemic complications. 
Appropriate partial REBOA techniques may also prove benefi-
cial in mitigating the occurrence of ischemic complications.

Here, CRP was used as an indicator of inflammatory response 
and did not show a significant increase in patients with REBOA. 
This may be because CRP is a less sensitive marker of inflam-
mation compared with the direct measurement of cytokines. 
CRP production in the liver is regulated by the inflammatory 
cytokines interleukin 6 (IL- 6) and has a direct correlation with 
IL- 6 levels.29 30 Unfortunately, we did not have data on inflam-
matory cytokine levels. Another reason for this result could be 
that the cytokine levels induced by REBOA were relatively low 
compared with the excessive cytokine levels associated with 
severe traumatic insult.

The present study has several limitations. The small sample 
size and single- center retrospective design are the primary 
limitations. Although higher rates of gastrointestinal symp-
toms, AKI, and pneumonia were observed in the REBOA 
group, these differences were not statistically significant. 
A large nationwide study conducted in the USA reported 
similar findings, showing a higher rate of AKI in the REBOA 
group.25 A post hoc power calculation revealed a power of 
25% to detect differences in AKI and pneumonia between 
groups in our study. There is the possibility of underesti-
mating the effect sizes of the observed differences between 
groups. Multi- institutional trials are necessary to confirm 
these findings. Second, we conducted propensity matching 
by using data to minimize selection bias. However, unmea-
sured confounding factors must remain. The selected vari-
ables only would be difficult to balance the characteristics 
of the two groups divided by whether or not REBOA was 

Figure 2 Patients in the no- REBOA group had a shorter time to reach the feeding goal than those in the REBOA group (p = 0.021). REBOA, 
resuscitative endovascular balloon occlusion of the aorta.

Figure 3 Comparison of CRP and WBC between the REBOA group and the no- REBOA group. *Day with the most difference of values. CRP, C- 
reactive protein; REBOA, resuscitative endovascular balloon occlusion of the aorta; WBC, white blood cell.
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performed, as in a randomized controlled trial. Also, the 
upper limit of 0.2 for the absolute standardized mean differ-
ence is large. Although the limit of 0.1 is more appropriate, 
it does entail a trade- off as it restricts the number of eligible 
subjects. Third, this study did not consider REBOA balloon 
size and inflation duration, which could have a significant 
impact on intestinal mucosal damage. This is due to incom-
plete records regarding the REBOA balloon size and inflation 
time. Fourth, FI was defined by the study authors. The defi-
nition of FI should affect the result significantly. There is no 
universally accepted definition of FI. Instead, in this study, 
it has been defined using references from various studies.16 
Finally, the potential presence of survivorship bias may be 
caused because this study primarily focuses on patients who 
survived at least 4 days after the injury. This bias may result 
in an underestimation of the FI, as we may be analyzing a 
population that is inherently more resilient or responsive 
to interventions in terms of avoiding severe complications. 
These limitations highlight the need for large- scale studies 
that take into account additional factors to provide a more 
comprehensive understanding of the effects and potential 
complications associated with REBOA.

CONCLUSION
The present study demonstrated that REBOA was associ-
ated with gastrointestinal dysfunction, but it did not have 
a significant impact on the inflammatory response. A better 
understanding of the risk and mechanism would be useful 
in providing guidance on managing nutrition in trauma 
patients who undergo REBOA. Further studies are needed to 
validate the effects of REBOA on gastrointestinal function.

Contributors SM and MA participated in the study design. MS participated in the 
data acquisition. SM and MA participated in the data analysis and interpretation. 
SM, MA, TF, and MS participated in drafting the article. SM is the guarantor.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial, or not- for- profit sectors.

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval This study was approved by the institutional review board of 
Saiseikai Yokohamashi Tobu Hospital. Because of the anonymous and retrospective 
nature of the study, the need for informed consent was waived.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request.

Supplemental material This content has been supplied by the author(s). 
It has not been vetted by BMJ Publishing Group Limited (BMJ) and may not 
have been peer- reviewed. Any opinions or recommendations discussed are 
solely those of the author(s) and are not endorsed by BMJ. BMJ disclaims all 
liability and responsibility arising from any reliance placed on the content. 
Where the content includes any translated material, BMJ does not warrant the 
accuracy and reliability of the translations (including but not limited to local 
regulations, clinical guidelines, terminology, drug names and drug dosages), and 
is not responsible for any error and/or omissions arising from translation and 
adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Shokei Matsumoto http://orcid.org/0000-0002-0093-7384

REFERENCES
 1 Junior R, Feng M, Nguyen C. The complications associated with resuscitative 

endovascular balloon occlusion of the aorta (REBOA). World J Emerg Surg 
2018;13:20. 

 2 Biffl WL, Fox CJ, Moore EE. The role of REBOA in the control of exsanguinating torso 
hemorrhage. J Trauma Acute Care Surg 2015;78:1054–8. 

 3 Eliason JL, Myers DD, Ghosh A, et al. Resuscitative endovascular balloon occlusion 
of the aorta (REBOA): zone I balloon occlusion time affects spinal cord injury in the 
nonhuman primate model. Ann Surg 2021;274:e54–61. 

 4 Matsumura Y, Higashi A, Izawa Y, et al. Organ ischemia during partial resuscitative 
endovascular balloon occlusion of the aorta: dynamic 4D computed tomography in 
swine. Sci Rep 2020;10:5680. 

 5 Sadeghi M, Dogan EM, Karlsson C, et al. Total Resuscitative endovascular balloon 
occlusion of the aorta causes inflammatory activation and organ damage within 30 
minutes of occlusion in normovolemic pigs. BMC Surg 2020;20:43. 

 6 Yin J, Wang J, Zhang S, et al. Early versus delayed enteral feeding in patients 
with abdominal trauma: a retrospective cohort study. Eur J Trauma Emerg Surg 
2015;41:99–105. 

 7 Virani FR, Peery T, Rivas O, et al. Incidence and effects of feeding intolerance in trauma 
patients. JPEN J Parenter Enteral Nutr 2019;43:742–9. 

 8 Jacobs DG, Jacobs DO, Kudsk KA, et al. Practice management guidelines for 
nutritional support of the trauma patient. J Trauma 2004;57:660–78. 

 9 Frink M, van Griensven M, Kobbe P, et al. IL- 6 predicts organ dysfunction and 
mortality in patients with multiple injuries. Scand J Trauma Resusc Emerg Med 
2009;17:49. 

 10 Pape HC, van Griensven M, Rice J, et al. Major secondary surgery in blunt trauma 
patients and perioperative cytokine liberation: determination of the clinical relevance 
of biochemical markers. J Trauma 2001;50:989–1000. 

 11 Binkowska AM, Michalak G, Pilip S, et al. The diagnostic value of early cytokine 
response in patients after major trauma – preliminary report. Cent Eur J Immunol 
2018;43:33–41. 

 12 Morrison JJ, Ross JD, Markov NP, et al. The inflammatory sequelae of aortic balloon 
occlusion in hemorrhagic shock. J Surg Res 2014;191:423–31. 

 13 Monnot A, Dumesnil A, Renet S, et al. A 30- minute supraceliac aortic clamping in the 
rat causes death due to an inflammatory response and pulmonary lesions. Ann Vasc 
Surg 2018;52:192–200. 

 14 Section 2: AKI definition. Kidney Int Suppl (2011) 2012;2:19–36. 
 15 Matsumoto S, Funabiki T, Kazamaki T, et al. Placement accuracy of resuscitative 

endovascular occlusion balloon into the target zone with external measurement. 
Trauma Surg Acute Care Open 2020;5:e000443. 

 16 Blaser AR, Starkopf J, Kirsimägi Ü, Deane AM. Definition, prevalence, and outcome 
of feeding. intolerance in intensive care: a systematic review and meta- analysis. Acta 
Anaesthesiol Scand 2014;58:914–22. 

 17 Sainani KL. Propensity scores: uses and limitations. PM R 2012;4:693–7. 
 18 Austin PC. An introduction to propensity score methods for reducing the effects of 

confounding in observational studies. Multivariate Behav Res 2011;46:399–424. 
 19 Lavrentieva A, Kontakiotis T, Bitzani M. Enteral nutrition intolerance in critically ill 

septic burn patients. J Burn Care Res 2014;35:313–8. 
 20 Norton JA, Ott LG, McClain C, Adams L, et al. Intolerance to Enteral feeding in the 

brain- injured patient. J Neurosurg 1988;68:62–6. 
 21 Chappell D, Rehm M, Conzen P. Opioid- induced constipation in intensive care 

patients: relief in sight Crit Care 2008;12:161. 
 22 Grocott MPW, Browne JP, Van der Meulen J, et al. The postoperative morbidity survey 

was validated and used to describe morbidity after major surgery. J Clin Epidemiol 
2007;60:919–28. 

 23 Asgeirsson T, El- Badawi KI, Mahmood A, et al. Postoperative Ileus: it costs more than 
you expect. J Am Coll Surg 2010;210:228–31. 

 24 Weitzner MA, Olofsson SM, Forman AD. Patients with malignant meningitis presenting 
with neuropsychiatric manifestations. Cancer 1995;76:1804–8. 

 25 Joseph B, Zeeshan M, Sakran JV, et al. Nationwide analysis of resuscitative 
endovascular balloon occlusion of the aorta in civilian trauma. Journal of Vascular 
Surgery 2019;70:329. 

 26 Hoehn MR, Teeter WA, Morrison JJ, et al. Aortic branch vessel flow during 
resuscitative endovascular balloon occlusion of the aorta. J Trauma Acute Care Surg 
2019;86:79–85. 

 27 Markov NP, Percival TJ, Morrison JJ, et al. Physiologic tolerance of descending 
thoracic aortic balloon occlusion in a swine model of hemorrhagic shock. Surgery 
2013;153:848–56. 

 28 Moore- Olufemi SD, Xue H, Attuwaybi BO, et al. Resuscitation- induced gut edema and 
intestinal dysfunction. J Trauma 2005;58:264–70. 

 29 Waydhas C, Nast- Kolb D, Trupka A, et al. Posttraumatic inflammatory response, 
secondary operations, and late multiple organ failure. J Trauma 1996;40:624–30. 

 30 Mimoz O, Benoist JF, Edouard AR, et al. Procalcitonin and c- reactive protein during the 
early posttraumatic systemic inflammatory response syndrome. Intensive Care Med 
1998;24:185–8. 

copyright.
 on A

pril 30, 2024 by guest. P
rotected by

http://tsaco.bm
j.com

/
T

raum
a S

urg A
cute C

are O
pen: first published as 10.1136/tsaco-2023-001239 on 30 January 2024. D

ow
nloaded from

 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-0093-7384
http://dx.doi.org/10.1186/s13017-018-0181-6
http://dx.doi.org/10.1097/TA.0000000000000609
http://dx.doi.org/10.1097/SLA.0000000000003408
http://dx.doi.org/10.1038/s41598-020-62582-y
http://dx.doi.org/10.1186/s12893-020-00700-3
http://dx.doi.org/10.1007/s00068-014-0425-4
http://dx.doi.org/10.1002/jpen.1469
http://dx.doi.org/10.1097/01.ta.0000135348.48525.a0
http://dx.doi.org/10.1186/1757-7241-17-49
http://dx.doi.org/10.1097/00005373-200106000-00004
http://dx.doi.org/10.5114/ceji.2018.74871
http://dx.doi.org/10.1016/j.jss.2014.04.012
http://dx.doi.org/10.1016/j.avsg.2017.12.027
http://dx.doi.org/10.1016/j.avsg.2017.12.027
http://dx.doi.org/10.1038/kisup.2011.32
http://dx.doi.org/10.1136/tsaco-2020-000443
http://dx.doi.org/10.1111/aas.12302
http://dx.doi.org/10.1111/aas.12302
http://dx.doi.org/10.1016/j.pmrj.2012.07.002
http://dx.doi.org/10.1080/00273171.2011.568786
http://dx.doi.org/10.1097/BCR.0b013e3182a22403
http://dx.doi.org/10.3171/jns.1988.68.1.0062
http://dx.doi.org/10.1186/cc6930
http://dx.doi.org/10.1016/j.jclinepi.2006.12.003
http://dx.doi.org/10.1016/j.jamcollsurg.2009.09.028
http://dx.doi.org/10.1002/1097-0142(19951115)76:10<1804::aid-cncr2820761019>3.0.co;2-7
http://dx.doi.org/10.1016/j.jvs.2019.04.445
http://dx.doi.org/10.1016/j.jvs.2019.04.445
http://dx.doi.org/10.1097/TA.0000000000002075
http://dx.doi.org/10.1016/j.surg.2012.12.001
http://dx.doi.org/10.1097/01.ta.0000133571.64393.d2
http://dx.doi.org/10.1097/00005373-199604000-00018
http://dx.doi.org/10.1007/s001340050543
http://tsaco.bmj.com/

	Impact of resuscitative endovascular balloon occlusion of the aorta on gastrointestinal function with a matched cohort study
	Abstract
	Introduction﻿﻿
	Methods
	Outcome and data collection
	Management and procedure of REBOA
	Management of EN
	Statistical analysis

	Results
	Patient selection and matching
	Patient characteristics
	Outcomes

	Discussion
	Conclusion
	References


