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Introduction
Enteral tube feeding refers to the delivery of a nutritionally complete food directly into the
gastrointestinal tract via a tube. The tube can be placed in the stomach, duodenum, or jejunum via
the nose or direct percutaneous route.
Healthcare professionals should ensure that individuals having enteral or parenteral nutrition:
are kept fully informed and have access to appropriate sources of information in formats,
languages and ways that are suited to an individual's requirements. Consideration should be
given to cognition, gender, physical needs, culture and stage of life of the individual and give
consent
have the opportunity to discuss diagnosis, treatment options and relevant physical,
psychological and social issues in line with the national patient safety agency decision tree
(2011)
are given contact details for relevant support groups, charities and voluntary organisations

are supported by a coordinated multidisciplinary team, which includes dietitians, district, care
home or homecare company nurses, GPs, community pharmacists and other allied healthcare
professionals (for example, speech and language therapists) as appropriate. Close liaison
between the multidisciplinary team and the individual regarding diagnoses, prescription,
arrangements and potential problems is essential
have an individualised care plan which includes overall aims and a monitoring plan
Staff should receive training (when required) and information from members of the
multidisciplinary team on:
the management of the tubes, delivery systems and the regimen, outlining all procedures
related to setting up feeds, using feed pumps, the likely risks and methods for troubleshooting
common problems and be provided with an instruction manual (and visual aids if appropriate)
both routine and emergency telephone numbers to contact a healthcare professional who
understands the needs and potential problems of people on enteral tube feeding the delivery of
equipment, ancillaries and feed
the delivery of equipment, ancillaries and feed with appropriate contact details for any
homecare company involved.
Procedure
This procedure involves the administration of required nutrients, into the gastrointestinal tract via a
route other than oral.
1. Preparation and storage of feeds
effective hand decontamination must be carried out before starting feed preparation
wherever possible pre-packaged, ready-to-use feeds should be used in preference to feeds
requiring decanting, reconstitution or dilution
The system selected should require minimal handling to assemble, and be compatible with
the Individual’s enteral feeding tube
when decanting, reconstituting or diluting feeds, a clean working area should be prepared
and equipment dedicated for enteral feed use only should be used
feeds should be mixed using cooled – down covered boiled water or freshly opened sterile
water and a no-touch technique
feeds should be stored according to the manufacturer's instructions and, where applicable,
food hygiene legislation
where ready-to-use feeds are not available, feeds may be prepared in advance, stored in a
refrigerator, and used within 24 hours
2. Administration of feeds
Explain the procedure and gain consent
Wash your hands
Use minimal handling and an aseptic technique to connect the administration system to the
enteral feeding tube ensure that the clamp/tap is closed
Check feed is in date, ensure that the feed is run through the whole length of the giving set tube
ready-to-use feeds may be given for a whole administration session, up to a maximum of 24
hours
Reconstituted feeds should be administered over a maximum 4-hour period
Feed the tube through the pump in line with manufacturer’s instructions.
Set the dose of the feed as on the feeding chart or mar chart.
Flush the feeding tube with at least 30mls of sterile water in an enteral syringe, depressing
plunger slowly.
Connect the feeding tube to the giving set
Commence the feed and complete all required documentation
Observe the person
In some case the person must be up right or at a 45-degree angle to the bed.
Monitor for signs of nausea/abdominal discomfort within the first hour and then every 2-4 hours
as in the care plan
3. Care of insertion site and enteral feeding tube

the stoma should be washed daily with water and dried thoroughly
to prevent blockages, flush the enteral feeding tube before and after feeding or administering
medications using single-use enteral syringes or single-person-use (reusable) syringes
according to the manufacturer's instructions
use freshly drawn tap water for Individuals who are not immunosuppressed either cooled
freshly boiled water or sterile water from a freshly opened container for those who are
immunosuppressed
4. Proceed as follows:
explain the procedure to the Individual and gain their consent
explain the procedure to the Individual
determine route of administration and select appropriate equipment and food
check the tube is correctly positioned to ensure safe delivery of feed using Ph indicator
paper (Ph5.5 or less indicates the correct position)
The whoosh test should never be used. If correct placement cannot be established with the
correct Ph, the tube should not be used and the competent practitioner should be alerted
check the feed to ensure correct feed is given at the correct temperature
check the expiry date
commence feed, checking all connections are secure to maintain closed delivery system to
reduce the risk of contamination

Post procedure
•
•

Administration sets and feed containers are for single use and must be discarded after each
feeding session
Document the time the feed commenced and rate and when ended

5. Potential problems encountered are:
nausea -reduce the flow rate and seek advice from GP/dietician
vomiting -stop the feed and seek advice from GP/dietician
diarrhoea - reduce delivery rate of feed, always ensure that the feed is at room temperature.
If problems persist, always seek advice from GP/dietician. Take a specimen.
tube blocked -aspirate. If no aspirate, flush with 10mls of carbonated water and wait 15 – 20
minutes seek advice from GP/Dietician
Excoriation of skin around gastrostomy or jejunostomy site - protect the skin appropriately
with barrier cream as prescribed. Do not apply dressings as these are a site of infection

Further Guidance
NICE guidelines [CG32]: Nutrition support in adults (Updated August 2017).
https://www.nice.org.uk/Guidance/CG32
NICE guidelines [CG139]: Infection: Prevention and control of healthcare-associated infections
in primary and community care Published March 2012 Updated February 2017
https://www.nice.org.uk/guidance/cg139

INITIAL REFERRAL

REFERRAL TO CONSULTANT GASRTOENTEROLOGIST AND MULTIDISCIPLINARY TEAM FOR
ASSESSMENT FOR ENTERAL FEEDING TUBE PLACEMENT

(To include Dietetic assessment, speech and language therapy assessment, and clinical assessment)

CONTACT GP (budget holder)

ENTERAL FEEDING TUBE PLACED

FEEDING REGIMEN ESTABLISHED BY HOSPITAL DIETICIAN

SERVICE USER POSSIBLE TRAINING ON WARD AND RGNs at BENDIGO ALREADY HAVE TRAINING
HOSPITAL NURSE (Hastings) to REGISTER SERVICE USER WITH THE FEED HOME DELIVERY
SERVICE (Nutricia)

DISCHARGE DATE SET

HOSPITAL DIETICIAN TO CONTACT COMMUNITY DIETICIAN

SERVICE USER DISCHARGED FROM HOSPITAL (with 7 days supply of feed, plastics, etc.)

TELEPHONE CONTACT/HOME VISIT FROM COMMUNITY DIETICIAN

ADDITIONAL TRAINING FROM FEED COMPANY NURSE (if required)

COMMUNITY DIETICIAN MONITOR AS PER GUIDELINES

AN INTRODUCTION TO ENTERAL TUBE FEEDING:

1. Gastric (NG) tube or a Percutaneous Endoscopic Gastrostomy (PEG). Enteral feeding can be used as a sole
source of nutrition or to supplement a poor oral intake.
2. Long term tube feeding is an integral part of the management of many patients with chronic disease, for example
with cancer, post stroke, dementia, Crohn’s disease and for patients recovering from complicated surgery (S.
Healy et al 2002).
3. Enteral tube feeding has become more common in primary care over the last few years due to advances in
technology, development of the percutaneous endoscopic gastrostomy placement technique and increased
pressure to transfer the care of stable patients from the acute setting into primary care (S. Madigan et al 2002).
4. The number of patients who are receiving home enteral tube feeding (HETF) continues to grow (BAPEN 2005,
C. Glencorse 2003). The number of people receiving HETF is monitored by the British Association for
Parenteral and Enteral Nutrition (BAPEN) via the British Artificial Nutrition Survey (BANS), which is a
voluntary register. In 2003 BANS recorded 6585 new adult registrations for HETF (BAPEN 2005) and that
during 2003 a total of 21028 adult patients received HETF during the year (a growth of 8% on 2002) (BAPEN
2005). As well as this steady growth in the number of people receiving HETF, there has also been a rise in the
number of patients being started on HETF who are over 60 years old, which will have implications on the cost
of caring for this age group (C. Glencorse 2003).

INDICATIONS FOR ENTERAL FEEDING
1. Enteral Feeding has considerable implications for the patient and their carers. The decision making process
should be multidisciplinary, patient-centred and in the patients best interests. It should involve the patient (if
possible), relatives, carers and the Primary Health Care Team.
2. Enteral feeding should be considered in patients who have a functional, tube accessible gastrointestinal tract
and who despite the use of oral interventions still have an inadequate or unsafe oral intake and are:
3. Malnourished, defined as:
 A Body Mass Index (BMI) of less than 18.5 kgm-2.
 Unintentional weight loss greater than 10% within the last 3 – 6 months.
 A BMI of less than 20.0 kgm-2 and unintentional weight loss greater than 5% within the last 3 – 6 months.
4. At risk of malnutrition, defined as:
 Have eaten little or nothing for more than 5 days and/or are likely to eat little or nothing for the next 5 days
or longer.
 Have a poor absorptive capacity, and/or have high nutrient losses and/or have increased nutritional needs
from causes, such as catabolism.
5. Gastrostomy or jejunostomy feeding should be considered for those patients who are expected to require
artificial nutritional support for greater than four to six weeks (M. Stroud et al 2003).

6. Enteral tube feeding may not be appropriate if the patient is suffering from a condition likely to cause death in
the short term.
7. PEG feeding is acceptable to the patient (if competent or prior wish expressed, for example in a Living Will),
the family and carers. It is essential that the Primary Health Care Team is involved in the decision, and that all
concerned are satisfied that PEG feeding is in the patient’s best interests.
8. Consent has been obtained if the patient is a competent adult, after full consultation and explanation of the
rationale for the procedure; the procedure itself and long term follow up. If the patient is not competent, an
enteral feeding tube may be inserted if this is deemed to be in the patient’s best interests in line with guidance
from the Mental Capacity Act (2005). Guidance on consent can be found in the Department of Health document
– Reference Guide to Consent for Examination or Treatment (2001).
9. Enteral tube feeding is a medical treatment in the eyes of the law. Starting, stopping or withholding such
treatment is a medical decision, which should always consider the patients wishes.
10.Contra-indications to PEG / enteral feeding are:

Ascites

Bleeding disorders

Extensive Gastric Ulceration

Gastro-oesophageal reflux with significant risk of aspiration

Intestinal obstruction

Late Pregnancy

Malabsorption

Morbid obesity

Neoplastic / infiltrative disease of the stomach

Oesophageal or gastrointestinal fistulae

Paralytic ileus

Peritoneal Dialysis

Peritonitis

Persistent / intractable vomiting

Previous gastric surgery

Severely delayed gastric emptying

Significant liver disease

Surgery requiring complete bowel rest
ENTERAL FEEDING ROUTES
A NASO-GASTRIC (NG)
1. A fine bore tube (5 – 8 French Gauge) is passed down the patients nose into the stomach.
2. This is normally a short term feeding option for up to four weeks.
3. NG tube position should always be confirmed prior to every use, as these tubes easily dislodge (M. Stroud et
al 2003). See page 22 for further information on confirming enteral feeding tube position.
4. NG feeding is not considered to be suitable for HETF in most cases.
B NASO-JEJUNAL (NJ)
1. A fine bore tube (6 – 10 French Gauge) is passed down the patients nose into the jejunum (upper section of the
small intestine).
2. This is used in patients who need to be fed below the stomach.
3. May require endoscopic placement.
Patients who require long term NG or NJ feeding should have their feeding tubes replaced every 4 – 6 weeks
and alternate nostrils should be used. (M. Stroud et al 2003).
C PERCUTANEOUS ENDOSCOPIC GASTROSTOMY (PEG)
1. A tract is made into the stomach via endoscopy under local anaesthetic and a feeding tube is inserted. It is held
in place by an external fixation device and a soft plastic bumper internally.
2. This is normally for longer term feeding. Tubes should be replaced as requiredor as indicated by the
manufacturer.
D SURGICALLY PLACED GASTROSTOMY
1. A gastrostomy feeding tube is inserted surgically under general anaesthetic.
2. This is often used when a patient is unable to tolerate an endoscopy or an endoscope cannot be passed.
3. A balloon gastrostomy can replace these feeding tubes once the stoma tract is formed.
4. These tubes may or may not be held in place by sutures – check with the technician who inserted the gastrostomy
before removing any sutures.
E RADIOLOGICALLY INSERTED GASTROSTOMY (RIG)
1. A gastrostomy tube is inserted under X-Ray (fluoroscopy or ultrasound) guidance.

2.
3.
F
1.
2.

Often conducted in those patients who are unable to tolerate an endoscopic procedure.
Can be replaced by balloon gastrostomies once the stoma site has healed.
BALLOON GASTROSTOMY
The gastrostomy is held in place by a balloon filled with either air or sterile water.
The volume of the balloon should be checked daily to ensure it is inflated sufficiently to prevent tube
displacement. approach.
G LOW PROFILE GASTROSTOMY DEVICE (LPGD) LPGDs are small devices that sit close to the skin
and are usually held in by a balloon. Extension sets are connected onto the “button” part to enable water, feed,
or medications to be administered. Once completed, the extension set is removed. These devices are less
cumbersome than other gastrostomies, so are easier to conceal, less obtrusive and may be useful for those
patients that pull at their gastrostomy. LPGDs can be inserted into most patients once a stoma tract is
established
H JEJUNOSTOMY
A feeding tube is inserted directly into the jejunum during surgery or endoscopically. This route of feeding is
rare.
I PEG – J
This is a PEG which has been extended into the jejunum for patients who
require feeding below the stomach.
Please note that some patients who receive enteral nutritional support can continue to eat and drink normally.
Unless oral intake has been deemed unsafe for the patient by the multi-disciplinary team (MDT) and they
have therefore been placed Nil By Mouth (NBM).
METHODS OF ADMINISTRATING ENTERAL TUBE FEEDS
An enteral tube feed can be administrated in two different ways, either by pump or by regular bolus flushing. Each
method should be explained to the patient so that they can make an informed decision about the most appropriate
administration method for them.
A PUMP FEEDING
1. Feeding pumps are used to control the amount of feed delivered over a specific period of time.
2. Pumps are provided on loan from the feed companies.
3. Pumps should be kept clean by daily cleansing with a mild detergent and water solution.
4. See ‘Method for administering via pump’ later for a practical approach of administrating a feed via a pump.
5. Portable pumps can be arranged through the feed companies. Some pumps can be used as a static and mobile
pump.
B BOLUS FEEDING
1. This is where the feed is infused via a 50ml syringe. See later for practical approach.
2. This can be useful for patients who are restless, agitated or mobile, as they are not attached to a pump for long
periods of time.
3. Bolus feeding may reduce the risk of aspiration.
4. No more than 200 – 400ml of total fluid (feed plus water flush) should be administered at one time (M. Stroud
et al 2003), unless advised otherwise by the Dietician or medic looking after the patient.
5. The bolus should be infused over a period of 15 -60 minutes (M. Stroud et al 2003).
6. This method of feeding is unsuitable for patients who are being fed into the small intestine, for example NJ
or PEG-J tubes, as it may cause dumping syndrome.
7. This method of feeding may cause bloating and diarrhoea.
RESPONSIBILITIES OF HEALTHCARE PROFESSIONALS, SERVICE USERS AND RGNs
1. To ensure a smooth transition from hospital to home, each person involved has certain responsibilities. Good
communication between those involved is essential.
2. Each of the following has a part to play in the treatment of this patient group:
 Consultant Led Team
 Hospital Dietician
 Ward Nursing Staff
 Community Liaison Staff at Eastbourne District General Hospital
 Community Dietician
 Community Nursing Staff (Community Matron / District Nurse / Macmillan Nurse / Health Visitor)
 GP
 Feed Company
 Patient / Carer
 Speech and Language Therapists, Specialist Nurses, Oral Health Advisors / Dental Team, Speech and
Language Therapists and Physiotherapists may also be involved in the care of tube fed patients

A RESPONSIBILITY OF CONSULTANT LEAD TEAM
1. Refer patient to the Hospital Dietician.
2. Lead multidisciplinary assessment and agree the method of enteral feeding.
3. Inform patients’ GP on discharge - provide information on type of feed and feeding tube, feed rate and any
other information relating to the feeding regimen.
B RESPONSIBILITY OF WARD NURSING STAFF / ENDOSCOPY NURSE
1. Refer to Hospital Dietician.
2. Refer the patient to the Community Liaison Nursing team at Eastbourne District General Hospital.
3. Initiate feeding regimen under guidance of Hospital Dietician.
4. Ensure the patient is trained in enteral feeding tube care and skincare.
5. If the patient is being discharged to their own home, ensure the patient is trained in the use of the feeding
pump before discharge.
6. Keep Dietician informed of potential discharge date.
7. Provide syringes and other necessary plastics for discharge.
8. Provide sufficient feed for discharge (minimum one week’s supply).
C RESPONSIBILITY OF HOSPITAL DIETICIAN
1. On receipt of referral, the Hospital Dietician will assess and advise, working in liaison with Medical /
Nursing team and other professionals involved in the patients care over progress of the procedure.
2. Calculate and initiate feeding regimen, based on assessment of nutritional requirements.
3. Assess and monitor relevant medications and biochemistry (U and E’s, Liver Function Tests, Full Blood
Count, CRP) and consider the risk of re-feeding syndrome in accordance with Trust Guidelines.
4. Monitor regimen until established.
5. Contact Community Dietician with potential discharge date.
6. Request weight from ward on discharge.
7. To register the patient with the contracted feed delivery company (note: completed by Liaison Team at
Eastbourne District General Hospital).
8. Complete Dietetic Handover Sheet and send to the appropriate Community Dietician; or complete Transfer
of Care Discharge Summary for patients being discharged out of area .
9. To inform the patients’ GP on discharge that the patient has been discharged on an enteral feed and that a
prescription for the feed should be sent to the contracted feed delivery company. Information concerning the
type of feed, feeding tube, feed rate and any other information relating to the feeding regimen and proposed
Dietetic follow up should also be provided.
D RESPONSIBILITY OF COMMUNITY LIAISON STAFF AT EASTBOURNE DISTRICT GENERAL
HOSPITAL / HOSPITAL DIETICIANS AT THE CONQUEST.
1. Contact GP to inform of decision to HETF.
2. Contact budget holder for provision of plastics.
3. Contact Community Nursing staff and feeding delivery company nurse as appropriate.
4. To register patient with the contracted feed delivery company and forward a copy of the registration form to
the patients’ GP, and Hospital Dietician (who will include this information in the HETF Dietetic Hospital
Discharge Summary for the Community Dietician).
E RESPONSIBILITY OF COMMUNITY DIETETIC TEAM
1. Receives patient details from Hospital Dietician (Dietetic Handover Sheet).
2. Liaison with Community Nursing staff as appropriate.
3. Arrange home visit with newly discharged patient if appropriate.
4. Arrange with feed company nurse for additional pump training within home if necessary.
5. Monitor patients as per guidelines.
6. Deal with any queries from the patient or carers.
7. Basic trouble shooting.
8. Monitor nutritional status, weight and oral intake (if appropriate).
9. Keep GP informed of any concerns regarding condition or any changes in feedregimen.
10.Contact feeding company with any change in feeding status.
11.Routine ordering of replacement gastrostomies and enteral feeding ancillaries from the Feed Company on
advice of Community Nursing Staff or Feed Company Nurse.
H Responsibilities of GP
1. The overall clinical responsibility of HETF patient.
2. To provide feed on prescription and forward these to feed company once a month, when requested.
3. To inform Community Dietician of any change of condition (e.g. Diabetes, Death, Admission to Hospital).
4. To carry out blood test monitoring as recommended.
F RESPONSIBILITIES OF COMMUNITY NURSING STAFF
1. Become involved with feed administration if patient / carer is unable to manage.

2. Give advice on care of gastrostomy site and monitor condition of any feeding tube and stoma site as
indicated.
3. Initiate process of PEG replacement when necessary by communicating with Community Dietician and the
patient’s GP.
4. Replace gastrostomy tubes if urgent, seeking advice as required from the Feed Company Nurse and
appropriate Endoscopy Department.
5. Replace gastrostomy tube parts if urgent, e.g. ‘y’ connectors, seeking advice as required from the Feed
Company Nurse and appropriate Endoscopy Department.
6. Regular weighing and blood tests.
7. Contact GP or Community Dietician with concerns.
G Responsibilities of Feed Company Nurse
1. To provide training for pump use within patient's home.
2. To arrange servicing of pump within company guidelines.
3. To provide six monthly report to Community Dietician.
4. To provide the Community Dietician with a written summary of all visits to HETF patients.
5. Initiate process of PEG replacement when necessary, in consultation with the Community Nursing Staff and
the patient’s GP.
6. To advise the Community Dietician of the need for replacement of gastrostomy tube parts and conduct
simple repairs in the patients home.
I Responsibilities of RGN/Service User
1. Contact Community Nurse or Community Dietician if any concerns or problems regarding HETF feeding.
2. To inform Community Health Care Professionals if appointments with them are unable to be kept.
3. To care for the gastrostomy tube and administer feed as directed by the Health
4. Care Professionals involved in the patients care.
J Responsibilities of Budget Holder
1. Allow patient to be registered with Homecare system.
2. Arrange for delivery of associated plastics to home (if not on Homecare system).
3. Allow replacement of feeding tube at suitable time.
K Responsibilities of Feed Delivery Company
1. To deliver feed, plastics and ancillaries to the patient in a timely manner to ensure patients can receive the
prescribed feed.
2. To provide the Community Dietician with regular reports concerning the amount and type of equipment
delivered to each patient.
3. To liaise with the GP for appropriate prescriptions and notify the appropriate Community Dietician if
queries concerning any feed prescription.
4. To make the Community Dietician aware when deliveries are declined.
5. To provide a 24 hour helpline for patients, carers and healthcare professionals to answer queries.
6. To provide a timely collection service for patients who are no longer receiving HETF.
MANAGEMENT OF ENTERALLY FED SERVICE USERS IN THE COMMUNITY (i.e. care
home)
1. The Hospital Dietician will complete a referral (Appendix E and Hospital to Home registration form) to the
Community Dietician detailing the patient’s requirements.
2. The Consultant responsible will write to the patient’s GP on discharge from hospital, informing the GP of the
patients enteral feeding regimen, feed type and position / type of tube inserted.
3. The GP will have clinical responsibility for the patient, with additional input from the Community Nurse,
Community Dietician and Feed Company Nurse as appropriate.
4. The Community Dietician will be responsible for assessing the patient’s nutritional needs, monitoring feeding
and basic troubleshooting as per these guidelines.
5. If the patient subsequently moves out of area, the Community Dietician will complete the Transfer of Care
Discharge Summary and forward it to the out of area Dietician.
MONITORING AND FOLLOW UP
1. Whilst patients receiving HETF might receive hospital follow up by virtue of their underlying pathology, not
all HETF patients require routine hospital review. The medical management of these patients is therefore the
responsibility of the General Practitioner.
2. Provided the patient remains well, the following nutritional, anthropometric and clinical monitoring should be
conducted for patients receiving HETF as recommended by NICE 2006 (see previous pages):
3. Provided the patient remains well, the following blood tests should be arranged and reviewed by the GP every
three to six months:







Full blood count and red cell indices
Glucose
Sodium, Potassium, Urea, Creatinine
Magnesium, Phosphate
Liver function and plasma proteins (C-Reactive protein, Calcium, Albumin).

*Please note, it may not be appropriate to weigh some patients, please liaise with the patients Community
Dietician to discuss other monitoring techniques (such as Mid Arm Muscle Circumference, waist
circumference).
4. Copies of all the blood results should be sent to the Community Dietician. Abnormal results should be
followed up by the GP.
5. Problems with feeding should be referred initially to the Community Dietician, who may request help from
the Endoscopy Suite staff or GP. If necessary the GP may refer the patient to the Consultant
Gastroenterologist.
DIETETIC MONITORING AND FOLLOW UP IN THE COMMUNITY
1. Dietetic follow up is arranged according to individual patients’ requirements and clinical condition.
2. Contact should be made on discharge to introduce the Community Dietetic Service and check for initial
problems. A contact name and telephone number
3. should be provided in the event of problems.
4. The patient’s progress should be reviewed 2 – 6 weeks after the initial contact. This may be by telephone.
5. The patient’s progress should then be reviewed every three to six months, depending on the patients needs and
underlying clinical condition.
6. Stable patients should be reviewed every six months
HOME CARE FEEDING COMPANIES
1. Most of the feed companies operate a Hospital to Home delivery system where they deliver feed and feeding
ancillaries direct to the patient’s home, on a monthly basis.
2. They will request the prescription from the GP.
3. The company is responsible for pump maintenance and will provide replacement pumps in the case of a fault.
4. They will only usually deliver the feed associated with their own company; however most will also deliver other
feeds if requested, if they do not have an equivalent product – check with the individual companies for
availability.
5. Patients on specialist feeds may have to arrange their own prescriptions and feed collection, via their GP in
conjunction with their Community Dietician. The feed company would still provide the feeding sets and pump.
6. Contacts:
Nutricia Clinical Care
Helpline 01225 711688
Newmarket Avenue, White Horse Business Park, Trowbridge, Wiltshire BA14 0XQ
www.nutricia-clinical-care.co.uk
Abbott Nutrition
Hospital to Home Helpline: 0800 0183799
Abbott House, Norden Road, Maidenhead, Berkshire SL6 4XE
Nutrition Helpline: 0800 252882
www.abbottnutritionuk.com
Fresenius Kabi Ltd
Homecare 01928 533533
Hampton Court, Tudor Road, Manor Park, Runcorn, Cheshire, WA7 1UF
Helpline 0808 100 1990
www.fresenius-kabi.com
Novartis Medical Nutrition
Dietetic Helpline 01403 324135
Novartis Consumer Health UK Ltd
Medical Nutrition Division, Wimblehurst Road, Horsham, West Sussex, RH12 5AB
www.novartisnutrition.com
Nestle Clinical Nutrition
Telephone 020 8667 5130
St George’s House, Croydon, Surrey CR9 1NR.
www.nestleclinical.co.u

FEED REGIMENTS
1. Are calculated by the Dietician to meet the patient’s individual nutritional requirements (including energy,
protein, fluid, electrolytes, micronutrients and fibre), taking into account any oral intake, physical activity
level and the patients clinical condition.
2. Extra fluid (other than the enteral feed) will be required to meet the patient’s fluid requirements and maintain
their hydration.
3. Patients fed into the stomach (i.e. NG, PEG, RIG or LPGD) should not be fed for greater than 20 hours. A
minimum four hour rest is required to allow the stomach pH to drop back to its normal level to prevent the
build up of enteropathic bacteria.
4. Jejunal feeding may require a slower feeding rate as the stomach is bypassed; so there is no stomach for the
feed to be held in. Patients can be fed for a full 24 hours, this is because the stomach is by-passed, and so you
do not need to allow time for the gastric pH to drop.
5. The feed should be administered at room temperature.
6. Separate containers should be used to administer the feed and water to prevent microbial contamination.
7. Once opened, the containers of feed should be used within 24 hours. If there is feed left after this time it
should be discarded to prevent microbial contamination.
8. Enteral feeds should not be diluted. This is a source of microbial contamination and can change the
osmolality of the feed, both of which can cause diarrhoea (M. Stroud et al 2003).
9. Only commercially prepared feeds should be administered via an enteral feeding tube. Do not flush through
pureed food as this will block the tube and be a source of microbial contamination.
10.Feed regimens should not be changed without consulting the patient's Dietician first.
11.See Appendix G for a example feeding regimen, which can be photocopied and used for individual patients.
See Appendix H for a list of commonly used tube feeds.
CHECKING THE POSITION OF PEG TUBE
1. The position of the tube should be checked prior to the PEG tube being used for feeding, flushing and
medication.
 Explain to the service user what you are going to do
 Observe the service user’s stoma site for any redness or inflammation.
 Check that the markings on the PEG tube correspond with placement markings this can be found in the
patient information booklet. The PEG tube should not move in or out more than 6mm or1/4 inch when the
fixator device at the abdomen is fastened
2. If the tube markings are not visible or you are still unsure that the PEG is in position
 PEG tube placement can be checked by withdrawing fluid from the tube with a syringe and testing the fluid
with PH indicator strips, the PH should be 5.5 or below PH value may be altered if the patient is on certain
medication, such as proton pump inhibiters. Consult with the doctor if in doubt
 PEG tube placement can be checked radiologically. Do not feed or flush through the tube until you are
satisfied that the tube is in the stomach
 Record in the patient’s care plan.
CHECKING THE POSITION OF NG TUBE
1. Aspirate liquid from the tube and check pH is acidic with pH paper. The pH should be less than 5.5 if the
tube is in the stomach (National Patient Safety Agency 2005).
2. X-Ray confirmation, especially for Naso-Jejunal tubes, as aspirating gastrointestinal tract contents is
inconclusive.
3. Please note that if the patient is on acid suppression medication then monitoring the pH of aspirated
gastric contents is NOT a reliable method of confirming NG tube position.
4. The following methods are not suitable for confirming NG tube position:
 Testing the pH of the gastric aspirate using blue litmus paper (MDA 2004) (See Appendix I for full MDA
bulletin).
 Auscultation of air insufflated through the feeding tube – the ‘whoosh’ test.
 Interpreting the absence of respiratory distress as an indicator of correct position.
 Monitoring bubbling at the end of the tube.
 Observing the appearance of feeding tube aspirate.
 Injecting air into the stomach and listening for bororygami with a stethoscope over the stomach.
5. NG tube position should be checked:
 Before administrating each feed.
 Before giving medication.
 After violent coughing and vomiting episodes or after potential causes of tube displacement.
 Following evidence of tube displacement, such as loose tape or the tube appears to be longer.
Adapted from ‘Patient Safety Alert: Reducing the Harm Caused by Misplaced Nasogastric Feeding Tubes

(National Patient Safety Agency 2005).
See Appendix J for the National Patient Safety Agency Alert flow chart for correctly confirming the position of
Nasogastric feeding tubes in adults.
CARE OF GASTROSTOMY TUBE
1. Monitor the length of the external feeding tube to judge whether tube has been displaced.
2. For balloon gastrostomies, monitor the volume of water in the internal balloon. (See Appendix B for a
practical approach.)
3. Appendix B - Method of Checking Balloon Inflation
a) Collect together all the equipment required (sterile water, syringes etc.).
b) Wash hands with soap and water and dry well. Ensure the area surrounding the patient is clean to work in.
c) Check the volume of water recommended to keep the balloon fully inflated. This should be stated on the
inflation valve or in the documentation provided on discharge (if unsure check with the technician who
inserted the tube).
d) Attach a syringe onto the inflation valve of the balloon gastrostomy, whilst keeping hold of the tube to
prevent it from being pulled out.
e) Gently draw back the plunger on the syringe until no more water comes out from the internal balloon.
4. Read off the volume of water contained in the syringe – does this match the volume of water recommended to
keep the balloon inflated?
YES: Gently reinsert the recommended volume through the inflation valve to re-inflate the balloon.
NO: Dispose of the water in the syringe. Re-fill the syringe with the volume of water recommended to keep
the balloon inflated. Then gently reinsert the recommended volume through the inflation valve to reinflate the balloon.
The water in the balloon should be changed weekly (NHS 2003) or according to the technicians instructions.
CARE OF THE GASTROSTOMY STOMA SITE
1. The formation of a stoma will normally take up to two weeks (this can be longer in patients with poor wound
healing). During this time extra care should be taken with cleaning. The external fixation plate should not be
moved or loosened and the patient should avoid immersing it in water (i.e. swimming and bathing). Having a
shower is fine, remind the patient to disconnect the feed and flush with 50ml cooled, boiled water, close the
ends of the gastrostomy tube before showering and to dry it thoroughly afterwards. A loose non-woven gauze
dressing may be required during this period if the stoma site is weeping or infected.
2. After two weeks check the position of the external fixation device daily to ensure the gastrostomy is secured in
the correct position (monitor the length of the external tube). Tighten or loosen it to ensure correct position.
Always return the external fixation device to the correct position after cleaning. Ensure that the external fixation
plate is not too tight against the abdominal wall as this can promote skin breakdown and tissue over granulation.
If the external fixation device is too slack, the gastrostomy tube could migrate into the stomach and cause
leakage of gastric contents.
3. Once the stoma site has healed and a tract formed, dressings should not be required.
4. The stoma site needs to be kept clean to avoid the development of infections. All suspected infections should
be investigated and treated accordingly to prevent the development of peritonitis, which can be a life threatening
condition.
5. Always wash hands with soap and dry them before attaching feed, flushing and cleaning the feeding tube.
6. Check the skin around the stoma site for redness, soreness, irritation or swelling daily.
7. Check daily for stoma leakage and tube displacement.
8. All minor problems should be treated to prevent the development of infection.
9. Normal cooled, boiled water and mild soap should be adequate to keep the stoma clean. Clean using circular
movements moving out from the stoma site. Also clean the skin disc.
10.Dry the stoma site after cleaning, with a lint-free cloth or paper towel and leave to air dry fully.
11.The gastrostomy tube should be rotated once a day (one full turn - 360°). Some gastrostomy tubes do not need
to be rotated (e.g. radiologically inserted gastrostomies and some Jejunostomies held in with sutures) – check
with the tube manufacturer or the technician who inserted the enteral feeding tube.
12.Care with the use of talcum powders and creams around the stoma site as they may cause irritation.
13.Ensure all caps are closed during bathing and cleaning.
FLUSHING ENTERAL FEEDING TUBES
Always flush the enteral feeding tube before and after:
 Each medication administration
 Each feed bolus or pump
 Flush every 6 to 8 hours if the tube is not being used for nutritional needs
HOW TO FLUSH
 Explain to the service user what you are going to do



















If the service user is having a feed via a pump and giving set, turn off the pump
Wash your hands as per home’s policy
Wear personal protection i.e. gloves and apron
Observe the markings on tube check with placement measurement
Do not excessively move the tube (more than1/4 inch or 6mm) in and out of the abdomen as this may
dislodge the tube
Cooled, boiled tap water should be used. Sterile water may only be required in specific cases, for example
with immuno-compromised patients (A. Torrance 2000).
More fluid will be required if the patient is suffering from diarrhoea, vomiting, has an infection, large blood
losses or has burns. More will also be required in hot weather.
Ensure the service user is sat in an upright position, or propped up with pillows to a 45 degree angle
Bottled / mineral water should not be used as this can become a reservoir for the development and
multiplication of bacteria.
Flush with at least 20ml cooled, boiled water before and after a feed or medication.
Always use a 50ml syringe to give water flushes.
Always flush the feeding tube if the feed has to be stopped for any reason.
Jejunal feeding tubes need to be flushed more regularly to prevent tube blockage, as they tend to run at
slower feeding rates.
Do not force water through the tubes.
Do not use fruit juice or cola to flush or unblock tubes.
Record in the care plan.
If the patient is on restricted fluids you will need to reduce the amount of fluid flushed through

Method of Administering an Enteral Feed Via a Pump
1. Explain to the service user what are you going to do
2. Collect together all the equipment required (pump, feed, cooled, boiled water, giving sets, syringes etc.).
3. Ensure the service user is in a comfortable position, with upper body supported at an angle of 30 – 40 °.
4. Wash hands with soap and water and dry well. Ensure the area surrounding the service user is clean to work
in.
5. Check the type and volume of feed required (refer to patients feeding regimen). Check feed is in ‘use by
date’.
6. Remove cap on the end of the enteral tube. Flush the tube with cooled, boiled water using a 50ml syringe
(refer to patients feed regimen for amount of water required).
7. Close clamp and attach pump giving set.
8. Set the pump to the desired rate and volume (refer to manufacturers guidelines and patients feeding
regimen). Open all clamps and commence feed.
9. Once all feed has run though, close all clamps, disconnect and discard the pump giving set (unless feed is
only being stopped temporarily).
10. Flush the tube with cooled, boiled (as step 5) and replace the cap on the enteral feeding tube.
11. Safely dispose of and clean all equipment used.
12. Please refer to the pump manufacturer’s instructions for further information.
Method of Administering an Enteral Feed Via a Bolus
1. Explain to the service user what are you going to do
2. Collect together all the equipment required to give the Bolus feed (syringes, feed, cooled, boiled water, feed
regimen etc.).
3. Ensure the patient is in a comfortable position, with upper body supported at an angle of 30 – 40 °.
4. Wash hands with soap and water and dry well. Ensure the area surrounding the patient is clean to work in.
5. Check the type and volume of feed required (refer to patients feeding regimen). Check feed is in ‘use by date’.
6. Remove cap on the end of the enteral tube. Flush the tube with cooled, boiled water using a 50ml syringe
(refer to patients feed regimen for amount of water required).
7. Take a new syringe and remove the plunger. Connect it to the enteral feeding tube (a connector and extension
tube may be required). Gently fill with feed and replace the plunger.
8. Hold the syringe and allow the feed to run through. Apply gentle pressure to the plunger to aid the movement
of the feed. Do not allow the feed to be administered too quickly (each bolus should take at least 15 minutes).
9. Repeat step 7 until the full bolus dose has been given.
10. Once the full dose has been given flush the tube again. See step 5.
11. Remove the syringe and replace the cap on the enteral feeding tube.
12. Any unused feed may be stored in the fridge for up to 24 hours (ensure it is covered).
13. Safely dispose of and clean all equipment used

INFECTION CONTROL

A IMPORTANCE OF INFECTION CONTROL
1. Enteral feeding systems may be supplied as single-use or reusable items. The most appropriate system should
be chosen following a risk assessment taking into account the clinical condition of the patient.
2. One of the main risks associated with enteral feeding is microbial contamination, which can cause serious
infection. This is especially significant for vulnerable patients or those with compromised immune systems,
such as:
• ITU / HDU patients
• Malnourished patients
• Neonates
• Neutropenic patients
• Patients on acid inhibitor drugs
• Patients on antibiotics
• Patients receiving chemotherapy or immune-suppressive treatment
• Patients who are fed below the stomach
• Patients with burns
• Patients with HIV / AIDS
• Transplant patients
• Trauma patients on long term feeding

3. Microbial contamination can occur from inappropriate handling and cleaning of the feed and delivery
system, extended hanging times (outside that recommended by the manufacturer or local policy) and poor
hygiene practice.
4. MDA have published advice on the implications and consequences of reuse of single use devices in MDA
DB2000(04). In summary the key points are:
a) Devices designated for ‘single-use’ must not be reused under any circumstances.
b) The reuse of ‘single-use’ devices can affect their safety, performance and effectiveness, exposing
patients and staff to unnecessary risk.
c) The reuse of ‘single-use’ devices has legal implications.
5. See Appendix K for the full MDA bulletin
B GOOD HYGIENE PRACTICES TO MINIMISE THE RISK OF MICROBIAL CONTAMINATION
1. Ensure feed and giving sets are stored in a clean environment.
2. Ensure feeding equipment (including feed containers) is clean prior to use, ideally the equipment should be
sterilised or disinfected.
3. Hanging times for feeds (NICE 2003):
• Sterile feeds (i.e. ready to hang preparations): no more than 24 hours.
• Non-Sterile feeds (i.e. feeds made up / diluted by carers): no more than 4 hours.

COMMONLY USED TUBE FEEDS
GLOSSARY

Allied Health Professional
Acquired Immunodeficiency
Syndrome
BANS
British Artificial Nutrition Survey
BAPEN British Association for Parenteral and
Enteral Nutrition
BDA
British Dietetic Association
BPNG British Pharmaceutical Nutrition
Group
CRP
C-Reactive Protein
CVA
Cerebral Vascular Accident
DN
District Nurse
FOS
Fructo-oligosaccharide
HACCP Hazard Analysis and Critical Control
Point
HDU
High Dependency Unit
HETF
Home Enteral Tube Feeding
HIV
Human Immunodeficiency Virus
HV
Health Visitor
IM
Intramuscular
ITU
Intensive Care Unit
IV
Intravenous
LFTs
Liver Function Tests
MAC
Mid Arm Circumference
MDA
Medical Devices Agency
MDT
Multi-Disciplinary Team
NG Tube Naso-Gastric Tube
NH
Nursing Home
NJ Tube Naso-Jejunal Tube
NPSA
National Patient Safety Agency
PCT
Primary Care Trust
PEG
Percutaneous Endoscopic Gastrostomy
PEG-J Percutaneous Endoscopic Gastrostomy
with a Jejunal extension
PENG Parenteral and Enteral Nutrition
Specialist Group of the British
Dietetic Association
PINNT Patients on Intravenous and NasoGastric Nutrition
PPIs
Proton Pump Inhibitors
RD
Registered Dietitian
RH
Residential Home
RIG
Radiologically Inserted Gastrostomy
SALT
Speech and Language Therapist
U & Es Urea and Electrolytes (biochemistry)
WCF
Warden Controlled Flat
AHP

AIDS

4. Ensure minimal handling of all feeding equipment. Use a no touch aseptic technique.
5. Prior to handling the feeding equipment, hands should be washed, dried and disinfected. Where possible,
wear disposable gloves.
6. Extra care should be taken if the person setting up the feed / giving the feed has a respiratory tract infection
– a mask should be worn.
7. Prevent the feeding equipment coming into contact with work surfaces, bed clothes etc.

8. Only use cooled, boiled or sterile water to flush the feeding tube (NICE 2003).
9. Do not reuse feed containers or giving sets once the sterile system has been opened. Administration sets
and feed containers are for single use and must be discarded after each feeding session (NICE 2003 and
MDA Safety Notice 2001).
10. Extension sets for LPGD’s are designed to be reused. They should be detached and washed thoroughly in
warm, soapy water and rinsed after each feed or at least daily and left to air dry.
11. Extension sets for the LPGD’s should be discarded and a new one used weekly. The Community Dietician
will order 4 extension sets for each patient per calendar month
12. Employ Hazard Analysis and Critical Control Point (HACCP), which is a system to identify potential
hazards in HETF (NICE 2003).
13. Where possible avoid using feeds which need to be decanted, diluted orreconstituted – always use ready to
use feeds.
14. If feeds have to be reconstituted, ensure this process occurs in a dedicated area, which is regularly cleaned
and disinfected. Only cooled, boiled water or sterile water should be used to make up the feed (NICE 2003).
C STORAGE OF ENTERAL FEEDS
1. The enteral feeds are long – life and therefore do not need to be stored in a fridge if they are unopened.
2. They should be stored at room temperature out of direct sunlight.
3. Feeds should always be used before the ‘best before’ date and stored according to the manufactures
instructions.
4. Once opened, the enteral feed should be used within 24 hours and any remaining should be discarded.
5. Feeds that require reconstitution can be made 24 hours in advance. They should be stored in a fridge
(temperature no greater than 4° C) and used within 24 hours (NICE 2003).
D SYRINGES
1. Only syringes designed for oral / enteral use should be used to flush enteral feeding tubes (National
Patient Safety Agency 2007).
2. Male luer lock or male luer slip syringes should not be used, as this increases the risk of wrong route
errors (National Patient Safety Agency 2007).
3. Syringes designed for use with intravenous systems must not be used for any enteral administration
(National Patient Safety Agency 2007).
4. Syringes for flushing the feeding tube, administering bolus feeds and administering medication will be
ordered from the Feed Delivery Company by the Community Dietician.
5. BAXA reusable syringes will be ordered, unless contraindicated. These are designed to be washed and
reused up to 30 uses for a single patient.
6. The syringes should be cleaned after each use in warm, soapy water, dried using a paper towel and stored
in a clean, dry container. Each syringe comes with instructions on how to care for them.
7. Catheter tip or female luer syringes will be ordered, depending on the type of gastrostomy the patient has
in situ.
8. The Community Dietician is able to order other syringes based on individual patient clinical need in
consultation with the patient’s Pharmacist, Community Nurse and Feed Company Nurse.
9. The decision to use BAXA reusable syringes is based on a survey carried out by the Community
Dieticians. Please contact the Department for a copy of this audit.
MOUTHCARE FOR PATIENTS ON ENTERAL FEEDING
Oral stimulation is necessary to maintain a certain amount of salivary flow without which rampant tooth decay,
rapid tooth destruction, dryness and cracking of the lips, crusting of the tongue and build up of calculus on the teeth
is likely to occur. Particular attention should be paid to the oral hygiene and oral hydration of these patients.
A ORAL HYGIENE
1. Plaque (bacteria) should be thoroughly removed in tube-fed patients as tartar (calculus) tends to form
significantly faster in these patients.
2. Teeth should be brushed twice a day, preferably morning and night, using a small headed toothbrush and a
small amount of fluoride toothpaste.
3. A gentle scrub method is recommended, particularly concentrating on brushing at the gumline.
4. If the gums bleed, it is a sign of gum disease and more thorough brushing to remove the plaque is needed.
B DRY MOUTH
1. Tube-fed patients may experience a dry mouth. Patients may also experience dental erosion (erosion of the
enamel of the teeth) related to gastro-oesophageal reflux and reduced saliva production.
2. Frequent sips of water, crushed ice and water sprays should provide short-term relief and should be
administered as often as required, oral intake permitting and the patient has not been placed Nil By
Mouth – liaise with the MDT.
3. The following advice is recommended:

4.
5.
6.
7.
8.
9.

Sugar free gum may be helpful.
Water based gels can be used to lubricate the tongue and inside the mouth.
Saliva substitutes, saliva stimulating tablets and gels are available for purchase and on prescription.
To prevent cracked lips, soft paraffin and commercial lip salves are recommended.
Lemon and glycerine swabs are not recommended.
People who have natural teeth and are able to eat orally should be discouraged from sucking sweets and
drinking sugary and flavoured drinks due to their sugar and acid content. This will lead to rampant tooth
decay and erosion of the teeth.

BASIC TROUBLE SHOOTING GUIDE FOR HETF (home, including care homes enteral tube
feeding)
A DIARRHOEA
1. Feed may be administered too rapidly, especially if diarrhoea is present with nausea, vomiting and bloating.
Try reducing the feeding rate - lower to 50ml/hour until diarrhoea resolved then increasing by 10ml increments
every 4 hours to toleration.
2. Bolus volume may be too great - reduce volume or change to a continuous feed.
3. Possibly hyperosmolar formula. Consider change to iso-osmolar formula e.g. Osmolite.
4. Check temperature of formula (too cold can cause diarrhoea).
5. Ensure fluid and electrolyte losses are replaced.
6. Try a fibre supplement such as Resource Benefibre (or a feed containing fibre).
7. Antibiotics:
• Especially oral and broad spectrum can cause diarrhoea.
• Diarrhoea worsens or begins on introduction and can last up to 2 weeks after discontinuation.
• Specific, well absorbed or IV antibiotics could be tried.
8. Consider the use of fibre containing feeds to stimulate colonic production of short chain fatty acids; probiotics
or a prebiotic such as Fructooligosaccharide (FOS).
9. Avoid feed microbial contamination.
10. Consider the possibility of a gastrointestinal infection – a stool sample should be sent for analysis and patient
treated accordingly – check temperature.
11. Low serum albumin may lead to osmotic pressure in the bowel and more water in the bowel. This can lead to
diarrhoea.
12. Surgical causes - contact GP.
13. With prolonged diarrhoea, consider a short term trial with semi / elemental formula.
14. Consider fat malabsorption, especially with pancreatic deficiency, bilary obstruction or extensive ileal
resection. Consider using feeds containing Medium Chain Triglycerides in this situation.
15. Review medication:
• H2 Antagonists increase gastric pH and may allow enteropathic bacteria to survive in the duodenum
allowing gastrointestinal infections to develop.
• Excessive consumption of sorbitol and magnesium containing medications may lead to diarrhoea.
• Liquid medications may have a high osmolality, which may cause diarrhoea.
• Review use of laxatives.
• Consider use of Anti-diarrhoeal’s if the patient is not suffering from infective diarrhoea.
• Proton Pump Inhibitors (PPI’s), Anti-arrhythmics, Anti-hypertensives and Non-Steroidal Antiinflammatories can also cause diarrhoea in enterally fed patients.
• Liaise with the patients’ pharmacist to see if medication can be adapted.
B BLOCKED TUBE
1. The most common cause of tube blockage is inadequate flushing with water before and after feed and
medication.
2. Avoid the likelihood of the tube blocking by flushing with cooled, boiled tap water or sterile water before
and after feeding. A minimum of 20ml water should be used.
C TO UNBLOCK AN ENTERAL FEEDING TUBE
1. Flush with warm water (hand temperature) in a 50ml syringe using a gentle pumping action to dislodge any
blockage (Edwards 2003). This may take some time, so perseverance is required.
2. If the blockage is in a visible part of the tube, try rolling it gently between the fingers to dislodge the blockage.
Care is required to ensure that the tube is not pulled out.
3. Investigate the cause of the blockage - check to see if the tube is kinked or displaced or whether a clamp has
been left on.
4. Consider use of commercially available clog removers, such as Pancreatic Enzyme Solution, which is
available on prescription (CREST 2004).
5. DO NOT:
 Use carbonated drinks, pineapple juice or sodium bicarbonate to unblock tubes as this may cause tube
degradation (M. Stroud et al 2003, CREST 2004).
 Use force to flush any tube or use a syringe smaller than 50ml as this may cause the tube rupture (CREST
2004).
 Use solid items e.g. a guide wire to unblock the tube.
D TO PREVENT TUBE BLOCKAGES
1. Give medication separately from feed to prevent feed curdling and causing a blockage. Always attempt to
provide medications in a liquid form – liaise with the patient’s pharmacist.

2. Avoid very slow feeding rates.
3. Gastrostomies may block / occlude due to gastric mucosal overgrowth (buried bumper syndrome). Avoid
this by rotating the gastrostomy 360° everyday (check with the technician who inserted the tube first).
4. During office hours, contact your Community Dietician or Feed Company Nurse if you are unable to unblock
a tube using the advice above. Out of hours, contact the Endoscopy Unit at the Hospital – if the tube cannot
be unblocked, it will need replacing. The patients GP should also be informed.
E CONSTIPATION
1. If any food is taken orally then higher fibre foods could be suggested.
2. Check fluid intake - increasing this may help.
3. If the patient is mobile, encouraging as much activity as possible will help.
4. Check medication - certain drugs may cause constipation, such as Codeine Phosphate.
5. Check to see if the patient is on Anti-diarrhoeal medication.
6. Try changing to a higher fibre feed (e.g. Nutrison Multifibre / Jevity) – liaise with the patients Community
Dietician.
7. Consider using a fibre supplement, for example Resource Benefibre.
8. Laxatives / enemas may be required.
F DEHYDRATION
1. Monitor fluid balance, U & E’s.
2. Ensure fluid flushes are given to meet estimated fluid requirements, as recommended on the patients feeding
regimen.
3. The enteral tube feed will not provide all of the patient’s fluids requirements, so extra fluid flushes will be
required throughout the day.
G NAUSEA AND VOMITING
1. Try a reduced feeding rate.
2. Check the volume and osmolarity of feed.
3. Medication can cause nausea, for example chemotherapy.
4. Consider anti-emetic medication, for example Metoclopramide, Domperidone, Haloperidol, Ondansetron.
5. Increasing mobility can help.
6. Anxiety can cause feelings of nausea.
7. Medical / surgical causes - contact GP.
8. Ensure feed does not become contaminated.
9. Consider use of ginger containing products, if oral intake permits.
10. Ensure patient is in a well ventilated room, which is free from unpleasant smells.
11. With prolonged and severe nausea and vomiting, post pyloric (i.e. jejunual) feeding should be considered.
H BLOATING AND DISTENSION
1. May be caused by reduced gastric emptying or motility. Consider use of prokinetics, such as
Metoclopramide and Domperidone.
2. Feed may be pooling in stomach – try a reduced feed rate.
3. Bolus feeding can cause bloating and distension – consider changing to a continuous feed (liaise with the
patients Community Dietician).
4. Check medication. Drugs such as Morphine and Dopamine can reduce gastric emptying causing bloating
and distension.
5. Iso-osmotic feeds do not slow gastric empting so much (e.g. Nutrison Standard /Osmolite).
I POSITIONING
1. Service users should be at an angle of 30 - 40 degrees during feeding and for at least 30 minutes afterwards
(M. Stroud et al 2003).
2. Positioning the patient on their right side may help to promote gastric emptying.
3. Do not allow service users to lie flat during the feeding period
J REGURGITATION AND ASPIRATION
1. Increases the risk of developing respiratory chest infections, such as pneumonia.
2. This can occur silently, with no cough or vomiting, so careful monitoring is required in high risk service
users.
3. Service users who are at risk of aspiration should not be continuously fed overnight.
4. Position wrong - see above.
5. Could be a function of the disease process and its management, for example gastroparesis of diabetic
neuropathy.
6. Try a reduced feed rate.
7. Consider use of prokinetics, such as Metoclopramide, Cyclazine, Domperidone, Erythromycin.
8. Consider use of post pyloric feeding for example Naso-Jejunal, PEG-J if problem
9. persists to reduce the risk of aspiration.

10. Monitor the position of the tube with pH paper.
11. A higher fat feed may delay gastric emptying - switching to a lower fat formula may help.
12. Medical / surgical cause, for example obstruction, contact GP.
DRUGS ADMINISTERED VIA ENTERAL FEEDING TUBES
A INTRODUCTION
1. With the increases in the number of service users being fed using HETF, the risks associated with
administering drugs via an enteral feeding tube also increase. Many service users come to rely on their
feeding tubes for the consumption of their essential medications. Evidence based guidelines have been
developed by the British Association for Parenteral and Enteral Nutrition (BAPEN) and the British
Pharmaceutical Nutrition Group (BPNG) to provide guidance when administering drugs via an enteral
feeding tube.
2. Administering drugs in this way can be dangerous as tubes are becoming narrower, and are therefore
more likely to block; and most medications are not licensed to be administered in this way. Feeding tubes
should only be used to administer drugs when there is no alternative route. Other alternative formulations
of medications include injections, suppositories, pessaries, inhalations and creams.
3. It is important to know the type of enteral feeding tube and the material it is made of. Some medications
can affect the integrity of the feeding tube and cause the tube to rupture. It is also important to know where
the tip of the feeding tube lies (is it Naso-Gastric, PEG, Naso-Jejunal?) so the site where the drug will be
administered is known. The position of the feeding tube tip can affect the absorption and bioavailability of
some drugs. It should never be assumed that a drug can be administered via an enteral feeding tube and
a pharmacist should always be consulted to ensure that the appropriate form and dose of a drug is
administered.
4. Enteral feeds can bind with drugs and prevent their absorption, for example phenytoin which requires a 2
hour rest from feeding before and after the dose is given. It is important to note that adding drugs to enteral
feeding containers is a source of contamination and can destabilise both the feed and the drug. If medicines
are needed during feeding, the feed should be stopped, the tube flushed with water, medicine given, tube
flushed again with water and the feed re-started. If medicines are directed to be taken on an empty
stomach, then the feed should be stopped at least one hour before and after each dose.
5. It is important to consider the osmolality, sorbitol and magnesium content of drugs administered via an
enteral feeding tube as excessive amounts can cause diarrhoea, which will compromise the patient’s
nutritional status and reduce the absorption of the drug.
B DRUG INTERACTIONS
1. Drugs and nutrients can and do interact with each other.
2. Always give medication doses during feeding rest periods where possible.
3. Extra care needs to be taken with the following:
 Phenytoin, Digoxin, Carbamazepine – blood levels may be affected by feeds and should therefore be
monitored.
 Antacids – can bind with the protein in the feed and block the tube.
 Penicillins – absorption can be reduced by feeds. Dose should preferably be given with 2 hours pre and
post feeding rest.
 Antibiotics (e.g. Ciprofloxacin, Tetracyclines and Rifampcin) – feeding can affect blood levels. Can
also react with feeds to form blockages.
The above list is not exhaustive. Always consult a pharmacist before administering a drug via an enteral
feeding tube and request GP to review.
C TECHNIQUES FOR ADMINISTERING DRUGS VIA ENTERAL FEEDING TUBES
BEFORE GIVING THE MEDICATION VIA AN ENTERAL FEEDING TUBE, CONSIDER:
 Can the patient take it orally?
 Is the medication necessary?
 Can another route be used?
 Crushing tablets and opening capsules should be considered as a last resort.
 Always consult a pharmacist before administering a drug via an enteral feeding tube. Never crush
tablets without consulting a pharmacist first.
1. Wash hands and wear gloves for all procedures.
2. Stop the feed and flush with cooled, boiled or sterile water (minimum 20ml).
3. Check whether a rest from feeding is required before giving the medications (for example with Phenytoin,
Penicillins)
4. Collect together all the equipment required to administer the medication. Each drug should be given
separately.
5. Soluble Tablets should be dissolved in 10-15ml cooled, boiled or sterile water.

6. Liquids – shake the bottle well and dilute viscous liquids with an equal amount of cooled boiled or sterile
water immediately before administration.
7. Tablets – uncoated and sugar coated ones should be crushed using a tablet crusher and added to 10-15ml
cooled, boiled or sterile water. Suspensions may have to be made for more insoluble tablets.
8. Capsules – open and tip powder into medicine pot and mix with 10-15ml cooled, boiled or sterile water.
9. DO NOT CRUSH OR OPEN THE FOLLOWING AND SEEK ADVICE FROM A PHARMACIST /
MEDIC:
 Enteric coated medicines
 Modified release medicines
 Hormone Preparations
 Cytotoxic drugs
10.Administer drug using an NPSA (2007) compliant 50ml oral syringe.
11.Rinse out tablet crushers / medicine pots with cooled, boiled water or sterile water and flush washings down
the tube to ensure the whole dose is given.
12.If more than one medication is being given flush the enteral feeding tube between drugs with 10ml cooled,
boiled or sterile water.
13.Once all medications are given, flush the feeding tube with at least 30ml cooled, boiled or sterile water.
14.Check whether a break from feeding is required after the medication has been given.
15.Re-start the feed.
D MEDICATIONS SUITABLE FOR ADMINISTRATION VIA ENTERAL FEEDING TUBES
1. Liquid preparations (diluted with cooled, boiled or sterile water if viscous)
2. Soluble, dispersible or effervescent tablets
3. Film or sugar coated tablets (ensure adequate flushing and crushing to avoid tube blockages)
4. Capsule contents (ensure adequate flushing and crushing to avoid tube blockages)
E MEDICATIONS NOT SUITABLE FOR ADMINISTERING VIA ENTERAL FEEDING TUBES
1. Buccal or sublingual tablets
2. Chewable tablets
3. Cytotoxic preparations
4. Enteric coated tablets
5. Hormonal or teratogenic drugs
6. Modified release preparations
7. Pancreatic enzymes
NB.: Always consult the patients’ pharmacist about giving medications via enteral feeding tubes.

Related Guidance
• CQC Administering medicines safely via enteral feeding tubes https://www.cqc.org.uk/guidanceproviders/adult-social-care/administering-medicines-safely-enteral-feeding-tubes
• NICE http://www.evidence.nhs.uk/search?q=medication+via+peg+tubes
• http://www.bapen.org.uk/
http://www.bpng.co.uk/
ENTERAL FEEDING AND DIABETES MELLITUS
A INTRODUCTION
1. People with Diabetes Mellitus can be enterally fed using the same feeds as other patients.
2. People with diabetes do not have different nutritional requirements from the rest of the population (L. Vaughan
2004).
3. For people with diabetes who are overweight, nutritional requirements should be calculated according to V.
Todorovic and A. Micklewright 2004 (i.e. according to the PENG guidelines). This applies to all patients who
are overweight and enterally fed.
4. A review of diabetic medication, especially if they are on an overnight feed and receiving insulin, will be
required. This may also result in change in feeding regimen to promote good glycaemic control.
5. The target levels for blood glucose are 5.5 – 8.5 mmol/l for stable patients (V. Todorovic and A. Micklewright
2004).
6. People with diabetes who are receiving enteral feeding should have their blood sugars monitored at least 4
times per day, i.e. before and after feeding (L. Vaughan 2004). This will need to be increased if there is a
change in the feed regimen, medication and clinical status of the patient to ensure that good glycaemic control
is maintained.

7. Enteral feeds have been shown to increase blood glucose levels faster than an equivalent solid meal, however
as most feeds are delivered at a relatively slow rate over a period of time it is easy to manage. Bolus feeding
can cause more of a problem and will require different management.
8. Oral hypoglycaemic agents may be administered via the enteral feeding tube – check with the patients’
pharmacist first.
9. Many people with Diabetes who receive enteral feeding are managed with insulin, either by infusion or
injection.
10.The enteral feeding rate should not be increased if the patient’s blood glucose level is above 11mmol/l. If
blood glucose levels are persistently higher than this a review of diabetic medication will be required.
11.Glycaemic control will be influenced by the person’s tolerance to the feed, the timing of the feed, the method
of delivery (bolus vs continuous delivery) and the amount of carbohydrate provided.
B HYPERGLYCAEMIA
1. The main concern with enteral feeding is to avoid over feeding as this will induce hyperglycaemia,
hypertriglyceridaemia, disturbances to fluid balance and impair the immune system (V. Todorovic and A.
Micklewright 2004). It can also increase the risk of hyperosmolar non-ketotic coma and ketosis.
2. If hyperglycaemia persists in people with Type 1 Diabetes their urine should be checked for ketones.
3. This will exacerbate any acute illness the patient is suffering from and does not promote good glycaemic
control in the long term.
4. Hyperglycaemia can also be caused by insufficient or missed doses of diabetic medication, infection and
illness or be a side effect of some medications.
C HYPOGLYCAEMIA
1. Careful monitoring is required to avoid hypoglycaemia.
2. Increased blood glucose monitoring is required if a feed is suddenly stopped to prevent hypoglycaemia. If
the feed is to be stopped for a period of time IV dextrose may be required.
3. Hypoglycaemia can be caused by unplanned interruptions or stoppages of the enteral feed, as well as
excessive does of diabetic medication, vomiting, diabetic gastroparesis, deterioration in renal function,
recovery from illness or infection or a change in medication. Unexpected increases in activity may also cause
hypoglycaemia.
D TREATMENT OF HYPOGLYCAEMIA
1. If a patients blood glucose level is under 4 mmol/l 10g of quick acting carbohydrate should be taken
immediately.
2. If the patient is able to swallow safely and has a functioning gastrointestinal tract, oral glucose should be
given immediately. For example:
 3-4 dextrose tablets
 60ml Lucozade
3. Other suitable treatments include 100ml normal fizzy drink (e.g. coke or lemonade), 2-3 jelly babies, 7 jelly
beans, 2 cubes or 2 teaspoons of sugar in a drink.
4. If oral administration is not possible, 60ml Lucozade or 100ml of a fizzy drink could be flushed through the
enteral feeding tube. This is the only occasion when it is appropriate to flush such liquids down an enteral
feeding tube and it should be followed by flushing the tube with 20ml of cooled, boiled water afterwards.
5. In situations where the above liquids are not available, IM glucagon (or IV glucose if IM glucagon is not
available) should be given.
6. ‘GlucoGel, is a glucose gel available on prescription. It can be administered by:
 Squeezing inside the cheek and the outside of the cheek and gently rubbed in to aid absorption.
 Squeezing into the mouth and swallow.
7. The patients blood glucose level should be rechecked 10 minutes after this initial dose of quick acting
carbohydrate. If their blood glucose level is still below 4 mmol/l a further 10g of quick acting carbohydrate
(see above) should be given. Re-test their blood sugar levels again after 10 minutes.
8. Once the blood glucose level has returned to the normal range, extra carbohydrate will be required to keep
it within the normal range. The enteral feed should therefore be restarted. If this is not possible IV glucose
may be required.
E DIABETIC GASTROPARESIS
1. This is delayed gastric emptying which occurs when the nerves to the stomach are damaged or stop working.
It is a long term complication associated with poor glycaemic control.
2. Reduced gastric emptying is associated with bloating, abdominal distension, early satiety and vomiting. This
will affect a persons tolerance to the enteral feed.
3. It can be managed by gradually increasing the feed rate over a period of time, the use of prokinetic drugs
(such as metoclopramide) or post-pyloric feeding (for example naso-jejunal tube feeding or a jejunostomy).
F FEED REGIMENS AND INSULIN

1. Should be tailored to the patients individual requirements and preferences to minimise the risk of
hypoglycaemia during the rest period.
2. Overnight feeds should be avoided if possible as these can make it more difficult to attain good glycaemic
control.
3. If the feed is being delivered slowly over a number of hours, medium and long acting insulin treatment is
preferable (L. Vaughan 2004).
4. If the feed is delivered rapidly a mixed insulin is preferable (L. Vaughan 2004).
5. For bolus feeding quick acting insulin prior to each bolus with overnight long acting insulin is preferable (L.
Vaughan 2004).
G SPECIAL ENTERAL FEEDS FOR PEOPLE WITH DIABETES
1. The use of low carbohydrate and high monounsaturated fat enteral tube feeds has been associated with
improved insulin sensitivity and lipid levels in short term trials in people with Type 2 Diabetes. They
typically provide 35% total energy from carbohydrate and 35% total energy from monounsaturated fats
(standard formulas tend to provide 49% total energy from carbohydrate and 21% from monounsaturated fats
(V. Todorovic and A. Micklewright 2004).
2. There is limited evidence to show that added fibre feeds improve glycaemic control, however fibre is
important to promote bowel health and to reduce to risk of developing hypertriglyceridaemia.
ENTERAL FEEDING TUBE REMOVAL
1. Gastrostomies should not be removed for at least 14 days after placement (M. Stroud et al 2003).
2. Gastrostomy removal may or may not require endoscopic removal.
3. Patients should be referred back to the Community Dietician and Consultant Nurse in Gastroenterology for
re-assessment.
4. Enteral tube feeding can be stopped once the patient has recovered their swallow, gastrointestinal or general
function sufficiently to permit an oral intake which maintains their weight and nutritional status.
5. If a gastrostomy tube is removed accidentally, it should be replaced as soon as possible to prevent the tract
from closing up. If the patient has a balloon gastrostomy, then they should have a spare that should be inserted
immediately. If the patient does not have a spare balloon gastrostomy, please contact the Community
Dietician. A Foley Catheter can be used as a temporary measure to keep the tract open. Do not feed using a
Foley Catheter. In this situation, contact the Endoscopy Suite at Eastbourne DGH or Conquest Hospital for
help and
6. advice immediately. If out of hours, contact the nearest Accident and Emergency Department.
7. If a Naso-Gastric tube is accidentally removed, an experienced practitioner should replace it as soon as
possible so that the feeding regimen can be continued.
8. If an accidentally removed feeding tube is not re-inserted immediately, contact the patients’ GP, Consultant
or Accident and Emergency Department for medical advice; subcutaneous fluids may be required
PSYCHOLOGICAL ASPECTS OF ENTERAL FEEDING
1. HETF can cause feelings of fear, anxiety, frustration, loss of control, dependence and altered body image.
Ensuring that the patient is kept well informed about their treatment and that all procedures are explained
thoroughly can reduce these negative feelings.
2. The feed regimen should be adapted to fit in with the patient’s daily routines and social life.
3. Commencing on HETF will cause changes in lifestyle, as well as affecting family and social life.
4. It may affect the patient’s libido.
5. As health care professionals we need to be aware of and be sensitive to the problems and stresses patients may
suffer as a consequence of commencing HETF.
6. We need to help patients develop coping strategies and help them come to terms with their current situation
by helping them to understand the rational for their current nutritional treatment.
SAFEGUARDING PROCEDURES
1. Whenever consideration is given to withholding enteral tube feeding from a service user in whom death is not
imminent, it is recommended that the proposal should be subject to formal clinical review by a senior clinician
who has experience of the condition from which the service user is suffering and who is not part of the treating
team.
2. Where the decision not to treat is supported, details of the case and any discussions that have taken place
should be fully documented. The reasons for the decision should be set out clearly in the case notes so that
they are available for subsequent review if necessary.
REQUIREMENTS FOR A VALID ADVANCE DIRECTIVE
The patient must have been competent when the advance directive was drawn up:
 They must have been acting free from pressure




They must have been offered sufficient, accurate information to make an informed decision
It should be clear that the patient had envisaged the type of situation which has subsequently arisen and for
which the advance directive is being invoked

A valid advance refusal of treatment has the same legal authority as a contemporaneous refusal and legal
action could be taken against a doctor who provides treatment in face of a valid refusal.
RECOMMENDATIONS FOR ENTERAL FEEDING
Enteral Feeding should be recommended UNLESS:
A Prognosis is so poor that survival beyond a few weeks is unlikely
In the terminal stages of a service user’s life, the burden of PEG insertion usually outweighs any benefit. Loss
of desire for food is a natural part of the dying process and there is no evidence that providing nutrition in this
situation improves service users’ well-being. Similarly PEG tube should not be placed for the purpose of
administering fluid or medication to a service user in whom death is inevitable in the short-term.
B The service user refuses treatment and is legally competent to do so
The wishes of a competent service user should always be respected. Competence should be assumed unless
the contrary is proven.
C The service user has lost the capacity to make a decision, but has made a valid, clear and unambiguous
advance directive that artificial nutrition be withheld
The conditions required for an advance directive to be valid are given later.
D The service user has lost the capacity to make a decision, but enteral tube feeding would prolong a life that
is “demonstrably awful” due to pain and distress. Where the wishes of the service user are unknown and
death is not imminent, artificial nutrition may be withheld in some circumstances but see “Safeguard
procedures” described later.
BASIC REQUIREMENTS FOR COMPETENCE
To be regarded as competent to make a decision regarding treatment, a service user must be able to comprehend
and retain information which is material to that decision. Specifically, they must be able to understand the
likely consequences of accepting or refusing the treatment in question.
Furthermore, they must be able to use the information and weigh it in the balance as part of the process of
arriving at a decision.
CATEGORIES
1. Mechanical dysphagia due to obstruction to the upper aero-digestive tract (e.g. head and neck cancer)
2. Neurological dysphagia, where there is the prospect of recovery from the underlying disease (e.g. many acute
strokes)
3. Inability to eat due to global neurological damage, where there is the prospect of recovery from the underlying
disease (e.g. brain injury, reversible coma)
4. Where there is no problem with eating but nutritional requirements are increased due to malabsorption (e.g.
cystic fibrosis, Crohn’s disease)
5. Where there is no malabsorption or dysphagia but chronic disease is causing weight loss due to loss of appetite
and/or increased catabolism (e.g chronic renal failure)
6. Neurological dysphagia, where the cause is a progressive neurological disorder without prospect of recovery
(e.g. Motor Neurone Disease)
7. Inability to eat due to severe global neurological damage, where there is no prospect of recovery from the
underlying disease (e.g. minimally responsive state, severe stroke)
8. Inability to eat due to severe dementia
9. Where there is refusal to eat because of a psychiatric disorder (e.g. depression or anorexia nervosa)

BOLUS FEEDING

Syringe is hold upright and the feed is allowed to run through via gravity

