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Burton Hospitals NHS Foundation Trust 
 

ADULT ORAL AND ENTERAL NUTRITION AND 
HYDRATION POLICY 

 

1. Aim 
 

Burton Hospitals NHS Foundation Trust strives to ensure that no patients suffer 
from malnutrition or dehydration and their recovery is enhanced by appropriate 
and targeted nutritional assessment and treatment.  
 
This will be achieved through:  
 

 Nutrition screening on admission 

 Monitoring of nutritional status throughout every inpatient stay 

 Actions taken to maximise nutrition and hydration and minimise the effects 
of disease and illness on nutritional status. 

 Protected mealtimes 

 Ensuring correct procedures are followed for checking the position of 
enteral feeding tubes 

 Correct care and maintenance of feeding tubes and sites are followed 

 Enterally tube fed patients are monitored correctly 
 

2. Scope of Policy 
 

This Policy applies to all clinical and non-clinical staff involved in caring for adult 
patients in any of the three Trust Hospitals, or involved in the procurement, 
delivery or administration of nutrition and hydration. This Policy is also applicable 
to all clinical staff involved in the care of adult patients on an enteral tube feed.  
 
This policy is not applicable to parenteral nutrition.  Please refer to the 
Intravenous Therapies Policy for further information regarding parenteral 
nutrition. 
 

3. Background 

 
The Care Quality Commission (CQC) Regulation 14: Meeting nutritional and 
hydration needs states that people who use our services must have adequate 
nutrition and hydration (CQC 2008).  To meet this regulation, providers must make 
sure that people have enough to eat and drink to meet their nutrition and hydration 
needs and receive the support they need to do so.   
 
For most inpatients, nutritional care will be based on the food provided by the 
hospital. Some patients with severe malnutrition will need nutritional supplements 
and there is good evidence that they can reduce complications and enhance 
recovery. However, nutritional supplements can often be avoided if the hospital 
can provide the right food to meet patients’ needs for recovery, wound healing and 
rehabilitation. This can have significant cost savings, as well as delivering a far 
better experience (Department of Health 2014). 
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Routine screening for malnutrition and risk of malnutrition is now recommended by 
government and professional organisations including the National Institute for 
Health and Clinical Excellence (NICE), British Association of Parenteral and 
Enteral Nutrition (BAPEN), The British Dietetic Association (BDA), the Royal 
College of Nursing (RCN), the Royal College of Physicians (RCP) and the 
National Patient Safety Agency (NPSA). 
 

4. Duties and Responsibilities 
 

All Staff 
All staff have a duty to ensure that good nutrition and hydration is an integral part 
of patient care.  Medical, nursing staff and Allied Health Professionals may refer 
any patient that requires nutritional intervention to the Nutrition and Dietetic 
department.  All staff will have an awareness of the Adult Oral and Enteral 
Nutrition and Hydration Policy and where to locate it. 
 
Board of Directors 
The Board of Directors has overall responsibility for the monitoring of compliance 
with, and effectiveness of the Adult Oral and Enteral Nutrition and Hydration 
Policy. 
 
Nutrition Steering Group 
The Nutrition Steering Group is responsible for providing strategic leadership and 
co-ordination of all aspects of nutrition in the Trust and for monitoring compliance 
and adherence to the Trust’s Adult Oral and Enteral Nutrition and Hydration 
Policy. 
 
Divisional Nurse Directors 
The Divisional Nurse Directors will be accountable for providing an environment to 
encourage good nutritional care.  They will support Matrons and Senior Sisters to 
provide best nutritional care for their patients.  They will ensure Protected 
Mealtimes are implemented in their areas.  They will support training for all 
nursing staff on nutrition.  They will report any difficulties in adherence to the 
Policy to the Chief Nurse / Chief Operating Officer / Professional Forum and / or 
Nutrition Steering Group. 
 
Matrons and Senior Sisters 
The Matrons and Senior Sisters will be responsible for providing an environment 
to encourage good nutritional care.  They will provide suitable weighing scales 
and height measures in their clinical area. They will support ward based staff to 
allow them the time necessary to provide best nutritional care for their patients. 
They will ensure Protected Mealtimes are implemented in their areas.  They will 
support training for all nursing staff on nutrition. They will report any difficulties in 
adherence to the Policy to the appropriate department.  
 
Consultants and Medical staff 
Consultants will ensure that medical and investigative procedures will not interfere 
with patient nutrition unless clinically unavoidable; they will support the philosophy 
of protected mealtimes by minimising interruptions to nursing staff and patients 
during mealtimes.  The medical team must consider nutrition as soon as the 
patient is admitted. They will ensure timely referrals are made for patients 
requiring dietetic and Speech and Language Therapy input and that they are 
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aware of and act upon any nutritional care plans as required. They will ensure 
appropriate and timely biochemical monitoring and supplementation of 
electrolytes, vitamins and minerals for all patients deemed at risk of refeeding 
syndrome. 
 
Medical staff will be responsible for the initial decision to insert an enteral feeding 
tube and to ensure this is documented correctly in the medical notes. 
 
Medical staff will also be responsible for confirmation of ng placement, working 
within their scope of practice and their own competency, as set out in this policy 
(see section 9) and defined by the GMC.  
 

 Nutrition Ward Round 
The weekly nutrition ward round is multi-professional and serves to organise and 
enhance the delivery of nutritional care. Its operational focus is the safe provision 
of artificial nutrition particularly where there are problems requiring complex 
artificial nutritional support. 
 
Ward Based Nursing Staff 
Nurses and midwives have a responsibility to make sure that people under their 
care are appropriately nourished and hydrated. This is a basic human requirement 
and fundamental to the care and recovery process (NHS Institute for Innovation 
and Improvement 2009). 
 
Nursing staff will also be responsible for insertion of Nasogastric tubes, the 
monitoring and care of all enteral feeding tubes and the administration of enteral 
feeds and / or medications as prescribed, within their scope of practice, as set out 
in this policy (see section 9).  
 
Radiographers 
The radiographer is responsible for ensuring that the nasogastric tube can be 
clearly seen on the X-ray to be used to confirm tube position.  They must also 
complete the relevant sections of the Fine Bore NG tube position confirmation 
record chart (see Appendix 1). 
 
Emergency Department Staff 
Emergency Department staff will ensure that all patients admitted via the 
ambulance bay are weighed on the weigh platform and the weight entered on V6.   
 
Medical Equipment Library 
The Medical Equipment Library will supply the Abbott Freego enteral feeding 
pumps and giving sets in accordance with the Medical Equipment Library 
operational policy. They will also maintain a small supply of enteral feeding 
consumables including Replacement Y connector Repair Kits for emergency use. 
 
The Medical Equipment Officer will provide training on the Abbott Freego enteral 
feeding pumps in accordance with the Medical Devices Training Policy. 
 
Ward Housekeepers 

Ward housekeepers carry out and monitor the service delivery related to food 
using the Catering Department menu system. They will provide appropriate 
patient menus and order patient meals by determining individual patient choices 
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and requirements. They will serve meals and provide refreshments in a timely 
manner in conjunction with nursing staff. They will collect the enteral feeding 
pumps and giving sets when required from the Medical Equipment Library. 
 
Pharmacy Department 
The Pharmacy manager will ensure that qualified pharmacists are available to 
provide advice on the suitability of medicines and interactions with enteral feeds.  
Pharmacists will provide advice on vitamin, mineral and electrolyte 
supplementation.  The Pharmacy Department will work with the Dietetic 
Department regarding the range of nutritional supplements that can be realistically 
stocked for use in the organisation. 
 
Catering Department 
The Catering Department is responsible for the provision of a choice of nutritious 
foods capable of meeting the nutritional requirements of all inpatients and 
including therapeutic diets.  They must adhere to current Food Safety Legislation.  
The Catering Department is responsible for the preparation and delivery of all 
patients’ meals for service by the nursing staff, Nursing Assistants and Ward 
Housekeepers. 
 
Allied Health Professionals 
Allied Health Professionals will ensure they do not enter the ward for non-
essential clinical activity during Protected Mealtimes. 
 
Nutrition and Dietetic Department 
The Nutrition and Dietetic Department will ensure this Policy supports best 
practice.  The department will provide support and advice to staff and patients on 
all aspects of nutrition and appropriate nutrition training to relevant staff groups.  
The department will work closely with all relevant departments and staff to ensure 

good nutritional care is delivered. 
 
Nutrition Link Nurses  
Each ward will have a named nutrition link nurse who will attend all relevant 
training sessions on various aspects of nutrition as co-ordinated by the Nutrition 
and Dietetics Department. They will be responsible for disseminating this 
information to the rest of the ward staff. 
 
Speech and Language Therapy Department 
The Speech and Language Therapy Department will provide assessment of 
patients with identified swallowing difficulties and ascribe a risk (mild, moderate or 
severe) of potential aspiration. They will also give advice to patients and staff on 
texture and consistency of food and fluids for patients requiring texture modified 
diets and/or fluids. 
 

5. Nutritional Screening 
   

All adult patients, excluding maternity patients, admitted to Burton Hospitals NHS 
Foundation Trust will have their weight and height measured and patients will 
have their body mass index (BMI) calculated.  All patients being admitted via 
Emergency Department on a trolley will be weighed using the weight bridge.  All 
weight and height measurements will be recorded in V6.  Patients who cannot 
have their height measured can have their height estimated by ulna measurement 
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(see Appendix 5). Patients who can have neither their height nor weight measured 
will have their mid-upper arm circumference (MUAC) measured with a measuring 
tape weekly. This measurement should be recorded on V6 with the reason as to 
why the patient cannot be weighed. Their BMI can then be estimated according to 
this measurement (see Appendix 5). 
 
Equipment 
The Senior Sister will ensure there are suitable weighing scales in their clinical 
area including access to sit-on and hoist scales.  Weighing scales will be Class III 
type (Department of Health 2008).  All weighing scales will be serviced / calibrated 
annually following the Trust’s Medical Devices Policy. 

 
The Senior Sister will ensure that there is access to appropriate tape measures for 
measuring ulna length and mid-upper arm circumference (MUAC) where a 
patient’s weight and height cannot be measured. 
 
MUST screening 
All adult patients admitted to the Trust will be nutritionally screened by a 
registered nurse using the Malnutrition Universal Screening Tool (‘MUST’) as part 
of the risk assessment within 24 hours of admission.  The ‘MUST’ will be repeated 
weekly thereafter.  On transfer to another ward, the ‘MUST’ assessment must be 
undertaken within 12 hours of transfer.  An appropriate care plan will be 
implemented according to the patient’s ‘MUST’ score. Nursing staff will record 
relevant nutritional information and ensure they refer any patient to the Nutrition 
and Dietetic Department for whom there is a nutritional concern and/or has a 
‘MUST’ score of 2 or above. Further information on ‘MUST’ can be obtained on 
the BAPEN website (http://www.bapen.org.uk)  
 
All patients with a ‘MUST’ score of 1 or above will be offered a fortified menu and 
have their intake recorded on a food record chart. 
 

6. Referrals 
  

It is imperative that the managing medical team consider nutritional management 
as part of a patients overall care plan from day 1 to ensure timely referrals.  The 
following patients must be referred to the Nutrition and Dietetic Department by the 
nursing / medical staff for a nutritional assessment: 
 

 Adult patients with a MUST score of 2 or above (referral within 24 hours of 
a score of 2 or above being recorded on assessment) 

 Patients admitted on / or requiring artificial nutritional support e.g. enteral or 
parenteral feeding 

 Patients with a Grade III or above pressure sore 

 Patients for whom there is a nutritional concern 
 

Referrals should be made on V6.  Referrals will be prioritised as per the Nutrition 
and Dietetics Department Prioritisation Protocol. Patients with swallowing 
difficulties will be referred to the Speech and Language Therapy Department for a 
swallowing assessment as soon as a problem has been identified.  If these 
patients are also referred to the Nutrition and Dietetic Department, the Dietitian 
will not assess the patient until the Speech and Language Therapist has 
completed their assessment and given their recommendations. All patients on 

http://www.bapen.org.uk/
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modified consistency diet post CVA must be referred to the dietitian as per Royal 
College of Physicians, National Clinical Guideline for stroke 2016. 
 
Referrals for patients to be seen on the Nutrition Ward Round must be Consultant 
to Consultant ‘request for opinion’ or as identified by the Nutrition and Dietetics or 
Speech and Language Therapy Departments.  
 
Any patient who has been referred to the Nutrition and Dietetic department but 
discharged home prior to being seen will be offered an outpatient appointment. 

 

7.  Nutritional Assessment 
 

All patients referred to the Nutrition and Dietetic Department will have an 
individualised nutritional assessment completed, which will include:  

 

 Anthropometrics 

 Nutritional intake 

 Food preferences 

 Symptoms / causes of reduced dietary intake 

 Factors which affect nutritional requirements 

 Clinical condition 

 Diagnosis and past medical history 

 Prognosis 

 Medications 

 Biochemistry 
 

Patients will be determined if they are at risk of refeeding syndrome (see section 
9.10). Estimated nutritional requirements will be calculated, if appropriate, and an 
individualised dietetic plan will be agreed with the patient (if possible) and 
implemented. 
 
Following the initial nutritional assessment the Dietitian will document relevant 
information in the medical notes and dietetic department notes on V6. Information 
will also be provided to the nursing staff verbally. 
 
For patients requiring a special menu, the Dietitian will inform the catering 
department by updating the Catering/Dietetic database. 
 
For patients requiring oral nutritional sip feeds or enteral tube feeds these will be 
prescribed by the Dietitian on V6, following the Medicines Management Policy. 
 

8. Oral Nutrition Standard 
 
8.1 Meal Service and Eating Environment 
 

All hospital staff (clinical and non-clinical) will acknowledge food service as an 
important part of the treatment and care of patients (Council of Europe 2009).   

 
Patient Preparation 
The patient and eating area should be prepared prior to the meals being ready to 
be distributed.  Where appropriate nursing staff should offer the patient the use of 
toilet facilities prior to the meal.  All patients should have an opportunity to wash 
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their hands themselves or be offered assistance if unable to do so themselves.  
Moist wipes may be used for this if access to hand washing facilities is difficult.  
The patient should be assisted to sit in an appropriate and comfortable position to 
facilitate ease of eating.  Patients should be encouraged and assisted, where 
necessary, to clear their eating area from unnecessary clutter to enable their meal 
to be placed in front of them. 
 
Meal Service 
Prior to serving meals or assisting patients to eat, staff must wash their hands and 
don a blue disposable apron.  Meals should be served in an attractive manner.  
Patients should be offered appropriate condiments.  All patients on specified diets 
for clinical, cultural or social reasons should be offered an appropriate meal.  The 
Catering Department will be informed by nursing staff / ward housekeepers, the 
Nutrition and Dietetic Department or Speech and Language Therapy Department 
of any patients with a specific dietary need. 
 
Independence should be promoted.  Assistance, such as cutting up food or 
assisting with feeding, should be provided as required.  Gentle encouragement to 
eat should be provided where appropriate.  Patient dignity must be maintained at 
all times. 

 
Protected Mealtimes 

NPSA (2008) describe Protected Mealtimes as periods on a hospital ward when 
all non-urgent clinical activity stops.  During these times patients are able to eat 
without being interrupted and staff can offer assistance.  All staff have a 
responsibility to consider whether their intended activity on a ward at mealtimes is 
sufficiently urgent to interrupt patient mealtimes.  In order to maximise the 
mealtime experience ward staff are required to prepare themselves, the 
environment and their patients.  Individual patient preference must be respected. 
The ten key points to protected mealtimes are: 

 
1. All non-essential clinical activity stops 
2. Protected mealtimes will occur at designated times on each ward (times 

may differ between wards as Senior Sisters identify times) 
3. The patient environment will be prepared for mealtimes.  Bedside tables 

will be cleared; commodes and urinals removed 
4. The nursing staff will ensure that the patient is appropriately positioned and 

that they are given the opportunity to wash their hands or use wet wipes 
5. The nursing staff will distribute patient meals on the ward and provide 

assistance with feeding where required 
6. Visiting will be restricted during this period, with the exception of those 

carers who assist in feeding the patient 
7. Where possible, patients will not leave the ward area for non-urgent 

investigations 
8. Routine ward rounds will not take place 
9. Medicine rounds, where possible, will not take place  
10. Every effort will be made to make the patient’s mealtime a positive 

experience 
 
Critical care and the maternity wards are excluded from Protected Mealtimes.  
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Hospital Menus 
The design of hospital menus is guided by ‘The Nutrition and Hydration Digest’ 
(BDA 2012), one of the 5 key standards in the NHS Standard Contract. In 
accordance with the ‘Digest’, we aim to provide food and beverages suitable for all 
patients in our care.  The menus will be planned by the Catering Department and 
the Nutrition and Dietetic Department. For modified texture diets, there will also be 
involvement from the Speech and Language Therapy Department. Hospital 
menus will be produced in accordance with the Development of Patient 
Information Policy so that patients are provided with good quality, accessible, 
clear information about the food that they can expect whilst in hospital.  Patients 
will be given the correct menu for their dietary needs.  Nursing staff will ensure 
that patients who require help to complete their menu card receive this.  Further 
information on hospital menus can be obtained from the Food Safety Policy. 
 
It is absolutely forbidden for Trust staff to consume food or drink provided for 
patients and disciplinary action will be taken against any members of staff which 
act in this way. 
 
24 hour Food Provision 
If a patient has missed a meal following periods of being nil by mouth, surgery or 
other investigation, a cold selection of food can be ordered from the Catering 
Department.  If the kitchen is closed, snack boxes are available on the wards. 

  
Food Allergy 
Nursing staff are to notify the Menu Clerk and/or Chefs of any food allergies that a 
patient has at the earliest opportunity so that appropriate meals can be prepared if 
the stay is protracted.  All patients with food allergies should have red arm bands 
in situ.  A sign saying “FOOD ALLERGY” may be displayed above the bed if the 
patient has given consent for this sign to be used. 
 

8.2 Supporting Patients to Eat and Drink 
 

Supporting patients to eat and drink will be discussed with them to gain consent. If 
the patient is refusing assistance / support or is refusing to take diet and fluids, a 
capacity assessment will need to be undertaken in line with the Mental Capacity 
Act (2005). This assessment needs to be recorded in the patient’s medical notes 
and, if the patient lacks capacity, the decision needs to be made in the patient’s 
best interests in line with the Mental Capacity Act (2005) Policy.  
 
Patients requiring assistance with feeding and drinking will be identified by the use 
of a symbol. Appropriate assistance will be given either by a registered nurse, 
nursing assistant or by a family member or carer.  The level of assistance required 
should be recorded in the nursing documentation on V6.  The Trust supports 
friends and relatives visiting during protected mealtimes to help or encourage 
patients to eat and drink. Volunteers / Housekeepers are not able to feed patients, 
but can assist patients preparing for meals (i.e. clearing table space and opening 
containers) and can provide drinks (but not assisting the patient to drink).  Refer to 
Appendix 6 for the role of the Volunteer / Housekeeper at mealtimes. 
 
Patients who require a therapeutic diet, a soft diet or altered consistency of fluids 
may have signage above the bed in the form of symbols.  These are provided by 
the Speech and Language Therapist following referral and assessment.  Patient 
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consent to use the signage must be gained from the patient prior to using the 
symbols.  
 

8.3 Risk Feeding 
 

Nutritional care of patients should include preserving oral intake as far as 
possible. Patients fed “at risk” should have undergone an assessment by Speech 
and Language Therapy to identify the severity of risk. This risk will be discussed 
with the relevant medical/surgical team, who should then document clearly 
regarding any decision in the medical notes. A “Feed at Risk” proforma is 
available via the Intranet site, which sets out a clear pathway to follow: 
 
http://bhftintranet.burtonft.nhs.uk/Departments/medicine/Documents/FEEDING%2
0AT%20RISK%20form.pdf 
 
The “Feed at Risk” form must be completed by any member of the 
medical/surgical team involved in a patient’s care. All sections must be completed 
and the form must also be signed by the responsible Consultant.  The form must 
be filed at the front of the patient’s notes, but behind a DNAR form, if one is 
already in place.  Risk feeding decisions must be clearly communicated amongst 
ward staff caring for patients. 

 
8.4 Oral Fluids 
 

Patients who are able to eat and drink will be encouraged to meet their fluid intake 
and a minimum of seven hot and / or cold drinks offered throughout the day.  
Drinks should be accessible to the patient, served at an acceptable temperature, 
and in suitable appealing cups, glasses or mugs.  Care should be taken to avoid 
excessive fluid intake for those requiring a fluid restriction  
 

8.5 End of life  
 

As part of the Trust Individualised Care Plan for the Dying Patient, it is essential 
that a patients nutrition and hydration needs should be assessed and regularly 
reviewed in the last days / hours of life.  The doctor should regularly review that 
nutrition and hydration are being provided in a way that meets patients’ comfort 
needs rather than clinical needs.  The offer of food and drink by mouth is part of 
basic care and must always be offered to patients, as part of comfort measures in 
end of life care, who are able to swallow without serious risk of choking or 
aspirating food or drink.  Food and drink can be refused by patients at the time it is 
offered, but an advance refusal of food and drink has no force. 
 For more information see: 
 

 ‘One Chance to Get it Right – Improving people’s experience of care in the last 
few days and hours of life’ (page 26) June 2014 

 ‘Treatment and care towards the end of life: good practice in decision-making 
(page52)’ GMC 2010 

 ‘Standards for Competence for Registered Nurses (16)’ NMC 2014  

 Trust End of Life Guidelines (Trust Intranet and in EOL and palliative care 
ward folders) 

 NICE Care of dying adults in the last days of life 2015 

  

http://bhftintranet.burtonft.nhs.uk/Departments/medicine/Documents/FEEDING%20AT%20RISK%20form.pdf
http://bhftintranet.burtonft.nhs.uk/Departments/medicine/Documents/FEEDING%20AT%20RISK%20form.pdf


Adult Oral and Enteral Nutrition Policy / Version 2 / July 2017 10 
 

 8.6 Monitoring 
 
 Monitoring Food Intake 

Food charts must be accurately completed with the food item and quantity eaten 
(e.g. number of teaspoonful or percentage of portion size) being recorded.  
Nurses, Assistant Practitioners, Nursing Assistants or Student Nurses may 
complete this chart.  Oral Nutritional Supplements should also be recorded with 
the volume consumed.  The use of the food chart will be identified in the nursing 
documentation on V6. 
 

 Monitoring Fluid Intake and Output 
Fluid balance charts must be completed for the following patients unless a 
decision has been made otherwise by a medical practitioner or a registered nurse.  
The rationale for this variance must be documented in the patient’s 
medical/nursing notes. 

 

 All patients on Modified Early Warning Score (MEWS) monitoring charts 

 Patients at risk of actual or potential dehydration (e.g. nil by mouth, 
diarrhoea, vomiting, massive blood loss, surgical drains / cavity drains, 
abnormal urea and electrolytes, pyrexia, high output stomas) 

 Patients commencing on intravenous fluids, subcutaneous fluids or blood 
products 

 Patients with actual or suspected pancreatitis 

 Patients with acute kidney injury 

 Patients on a fluid restriction  

 Patients nil by mouth for more than 12 hours (unless clinical need requires 
this sooner) 

 Patients on parenteral or enteral nutrition 

 Patients with urinary catheters, except for those patients with long term 
catheters who do not have a condition where intake and output recordings 
are essential 

 All sickle cell disease patients for the duration of their illness (NCEPOD 
2008) 

 As part of routine inpatient post-operative management (with the exception 
of minor day case procedures) 
 

This is not an exhaustive list and there may be other indications for commencing a 
fluid balance chart.  The reason for commencing and/or stopping the fluid balance 
monitoring must be documented in the patient’s notes.  All patients on a fluid 
balance chart will have the related nursing intervention within the patient’s plan of 
care. 
 
It is essential that intake and output are accurately recorded in millilitres (ml) using 
the appropriate column on the fluid balance. Only the terms explicitly included on 
the fluid balance chart key can be used.  No other terms should be used to denote 
fluid balance status.  For adults wearing incontinence pads, where accurate fluid 
balance is required, the incontinence pads will be weighed while adhering to good 
infection prevention and control practices.  In the event of pads not having been 
used, it is acceptable to estimate an amount, but it must be recorded that it is an 
estimate (e.g. approx. 150mls).  
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Completion of running totals is mandatory at the times highlighted on the chart in 
bold and at midnight.  These may be totalled by an Assistant Practitioner, Nursing 
Assistant or Student Nurse but must be reviewed by the Registered Nurse 
responsible for the patient’s care.  They are required to assess the patient’s intake 
/ output on an individual basis and report concerns to the Medical team in an 
appropriate timeframe. The midnight totals for input and output will be entered 
onto the patient’s electronic records on V6. On nursing handover, staff must 
ensure that they clearly indicate which patients are on fluid balance charts, and 
highlight any patient whose fluid balance is of concern.  Where patients are 
transferred between wards or departments, verbal and written documentation 
must include fluid balance and any associated concerns. 
 
The Medical team are ultimately responsible for ensuring an imbalance of fluid 
intake / output is resolved where possible. Fluid balance must be reviewed during 
ward rounds. Fluid balance monitoring can only be stopped if the above factors 
have been resolved or End of Life Care has been commenced and IV/SC fluids 
are not being administered.  When in doubt, the ultimate decision for stopping fluid 
balance rests with the Lead Clinician for the patient’s care. 
 

8.7 Nutritional Support 
 
The Trust endorses the Council of Europe (2009) recommendations that: 
 

Nutritional support as part of the treatment of patients should be considered 
systematically and that the nutritional treatment plan should be reviewed 
and adjusted if appropriate on at least a weekly basis, by means of 
information about the patient’s nutritional intake, weight change and other 
relevant nutritional and clinical variables.  Medical and nursing admission, 
dietetic notes, discharge and outpatient records should contain information 
about each patient’s nutritional status, and physical and mental condition in 
relation to food intake. 

 
The Trust will provide a range of nutritional support options following referral to the 
Nutrition and Dietetic department, which will include: 
 

Food fortification 
Oral nutritional support with the use of oral nutritional supplements 
Full or supplementary enteral tube feeding  
Parenteral Nutrition (see Trust’s IV Therapy Policy for further information) 
Texture modification for patients with dysphagia as per Speech and 
Language Therapists recommendations 

 
Patients requiring texture modification diets or thickened fluids should ideally have 
this identified above their bed.  Patient agreement is required for this.  The 
patient’s care plan will identify the patient’s dietary needs. 
 

8.8 Oral Nutritional Support 
 

Food Fortification  
The Catering department provide a fortified menu for nutritionally vulnerable 
patients (patients with normal nutritional requirements but with a poor appetite and 
/or unable to eat normal quantities at mealtimes; or with increased nutritional 
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needs.  All patients with a poor oral intake or scoring 1 or above on ‘MUST’ should 
be with a fortified menu (unless clinically indicated otherwise) and have their 
dietary intake recorded on a food record chart. In addition, they should be 
encouraged to have snacks nourishing fluids, e.g., full cream milk, malted milk 
drinks, hot chocolate or fortified soups. 

 
 Oral Nutritional Supplements (ONS) 
 ONS are designed  to supplement a patient’s intake and should be given in 

addition to meals not instead of meals and patients should be encouraged with 
appropriate diet and fluids.  Patients with dysphagia who require thickened fluids 
should only be prescribed  those supplements that are of the correct consistency. 
All ONS must be prescribed by a Doctor or a Dietitian. All patients who are 
receiving ONS, including those where a doctor has prescribed the supplements, 
should be referred to the Dietitian for a complete nutritional assessment.   

 
All ONS currently stocked at the Trust are gluten free, wheat free and clinically 
lactose free but not all are suitable for vegetarians. For information on vegetarian, 
Halal or Kosher status, or guidance on the maximum  allowance of ONS for 
pregnancy with regards to Vitamin A levels, contact the Nutrition and Dietetics 
Department or the  Pharmacy Department. 

 
Prior to administering an ONS, the label should be checked to ensure it is the 
correct  ONS that it is in date and that the bottle has not been tampered with or 
damaged in transport – do not use if this is the case and consider completing  a 
clinical incident form. 

 
 ONS can be stored at room temperature but are more palatable for the patient if 
 chilled when given. They should be labelled with the date and time when they are 
 opened. Once opened, they should be discarded after 4 hours if left at room 
 temperature however they can be kept for up to 24 hours if stored in a refrigerator 
 (labelled with patient name and date and time opened). Any previously dispensed 
 ONS should always be discarded when the next dose is due. 
 

ONS should be recorded on food charts and fluid balance sheets. For patients 
with Diabetes please ensure blood sugars are monitored regularly as the majority 
of ONS contain carbohydrate.  Further information on using specific ONS is 
available on the Nutrition and Dietetic department pages on the Trust Intranet. 
 

9. Enteral Feeding 
  

Enteral tube feeding is used to feed patients who cannot attain adequate oral 
intake from food and/or nutritional supplements, or who cannot eat/drink safely 
(NICE 2006).  The GI tract must be accessible and functioning sufficiently to 
absorb the feed administered.  Enteral tube feeding is commonly used for a wide 
range of clinical conditions and across a wide age range of people. 
 
Enteral tube feeding includes feeding via: 

 

 Nasogastric (NG) tube 

 Gastrostomy tube e.g. percutaneous endoscopic gastrostomy (PEG), 
radiologically inserted gastrostomy (RIG), balloon gastrostomy 
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 Post pyloric feeding e.g. naso-jejunal tube (NJ), percutaneous endoscopic 
jejunostomy (PEJ), jejunostomy tube 

 
All enteral feeding tubes placed must have the type of tube, size and 
manufacturer documented in the medical notes.   It is essential that medical and 
nursing staff accurately document the type of gastrostomy that a patient 
has in situ. 

 
The route and level of enteral feeding is decided on an individual basis according 
to the clinical indication, treatment plan, intended feeding duration and nutritional 
status of the individual patient. Insertion of an enteral feeding tube will be 
discussed with the patient to gain consent. Where necessary, a capacity 
assessment may be required in line with the Mental Capacity Act (2005). This 
assessment needs to be recorded in the patient’s medical notes and, if the patient 
lacks capacity, the decision needs to be made in the patient’s best interests in line 
with the Mental Capacity Act (2005) Policy. 
 

9.1 Nasogastric Tube Feeding 
 

Fine Bore NG Tubes 
NG tube feeding is generally a short term method of nutritional support.  This can 
be used to provide total nutritional support or to supplement a patient’s dietary 
intake.  A fine bore NG tube should be used for enteral tube feeding.  These tubes 
only require changing every 90 days.  Fine bore NG tubes are radio-opaque 
throughout the length and have external visible markings in accordance with 
NSPA alert (2011) so position can be confirmed on X-ray if unable to confirm 
position with gastric aspirates.  As they are made of polyurethane these are more 
comfortable for the patient and are therefore less likely to be pulled out. 
 
Fine bore NG tubes can be used for aspirating gastric contents, i.e. if a tube is on 
free drainage pre or post operatively. 

 
Ryles Tubes 
Ryles tubes should not be used for feeding as they are not radio-opaque 
throughout their length and do not have externally visible length markings. 
 

9.1.1 Insertion of a fine bore NG tube 
Before a decision is made to insert a nasogastric tube, an assessment is 
undertaken to identify if nasogastric feeding is appropriate for the patient, and the 
rationale for any decisions is recorded in the patient’s medical notes (NPSA, 
2011).  Upon decision to insert an NG tube for the purpose of feeding, the 
rationale for the NG tube insertion must be recorded in the medical notes by a 
Doctor/Dietitian (signed/dated/timed). On subsequent re-insertions, medical 
opinion is not routinely required. 
 
Fine bore NG tubes should only be placed when senior support for placement and 
placement confirmation is readily available.  This includes nursing, medical and 
radiological support. Consent must be obtained prior to the passing of a NG tube.   
 
Fine bore NG tubes should be inserted by a healthcare professional with the 
relevant skills and training (NHS improvement 2016).  Nursing staff should only 
pass fine bore NG tubes if they are trained and competent to do so.  Training is 
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available on the Clinical skills initial training day provided by the Practice 
Development Team (see section 10.2). 
 
The tube length should be estimated using the NEX measurement (See Appendix 
3). Once the fine bore NG tube is inserted, the tube must be secured and a mark 
must be made using a permanent black marker pen.  The first visual number 
should be documented as the visual external tube marker on the Fine Bore NG 
tube position confirmation record chart and confirmed and recorded before each 
use (See Appendix 1). 
 
The Fine Bore Nasogastric tube placement confirmation chart must be completed 
on NG insertion and on subsequent re-insertion by the person placing the NG 
tube (Appendix 1).  If X-ray confirmation is required, (i.e. no aspirate can be 
obtained or pH indicator paper has failed to confirm position of the NG tube) the 
ward staff must ensure that this chart accompanies the patient to the radiology 
department so that radiology staff can complete their section of the Fine Bore 
Nasogastric tube placement confirmation chart. 
 
Rationale of any delay in NG placement must be entered into the medical notes 
(signed/dated/timed). 
 

9.1.2 Confirmation of fine bore NG tube placement 
Before feeding commences, it is vital to establish that the tube is positioned in the 
stomach and not the lungs.  The following methods only should be used (NPSA 
2011): 
 

 1st Line Testing: Aspirating liquid from the tube and checking that the 
contents are acidic with pH strips / paper.  PH indicator paper must be CE 
marked and intended by the manufacturer to test human gastric aspirate.  
The pH should be between 1 and 5.5 to confirm position. 
 

 2nd Line Testing: X-ray confirmation.  This should only be carried out if 
there is any doubt over the position of the tube or difficulty in obtaining 
aspirate.  This only confirms position at the time the X-ray is taken. Any 
tubes identified to be in the lung must be removed immediately, whether in 
the X-ray department or clinical area (NPSA, 2011) (see Appendix 2) 
 

 Do Not Use: ‘Whoosh’ tests, acid/alkaline tests using litmus paper, or 
interpretation of the appearance of aspirate are never used to confirm 
nasogastric tube position as they are not reliable. 

 
Do not use the NG tube if you cannot confirm position either by aspirate or 
X-ray. 
 
Tube placement should be confirmed before each feeding / flushing episode. 
Position should also be confirmed after episodes of retching, vomiting, excessive 
coughing or if the patient has been tampering with the tube (see Appendix 2).  
Nothing should be introduced down the tube before gastric placement has been 
confirmed.  Internal guide wires /stylets should not be lubricated before gastric 
placement has been confirmed (NPSA 2012). 
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Following correct placement, the guide wire should be removed and discarded in 
the sharps bin. The guide wire should never be reinserted into the NG tube 
following removal. The NG end needs to be secured onto the NG tube whilst the 
tube is not in use. 
Once the NG has been placed, complete the sticker on the packet of the tube and 
place in medical the notes. In the event of difficulty inserting a NG tube, video 
fluoroscopy may be considered within the Radiology Department.  Medical staff 
must discuss this with the Radiologist.  For further information visit, reducing the 
harm caused by misplaced nasogastric feeding tubes in adults, children and 
infants 
 

9.2 Gastrostomy Feeding 
 
A gastrostomy is the creation of an artificial tract between the stomach and the 
abdominal surface, and is commonly used for long term nutritional support.  
Gastrostomy feeding should be considered for patients likely to need enteral 
feeding for greater than 4 weeks (NICE 2006).  The gastrostomy can be inserted 
endoscopically (PEG), surgically or radiologically (RIG).  Within Burton Hospitals 
NHS Foundation Trust the gastrostomies are inserted endoscopically.  If a RIG is 
required the patient will require transfer to Derby or Nottingham. Patients requiring 
a PEG to be inserted at Burton Hospitals NHS Foundation Trust will need to have 
a PEG referral form completed which can be found on the intranet   
http://bhftintranet.burtonft.nhs.uk/Departments/medicine/links.htm 
 
Following PEG insertion the Trust adheres to the guidance produced by the NPSA 
regarding post PEG complications for first 72 hours.  Guidelines for care of a PEG 
post insertion can be found in Appendix 7.  For further information please see the 
nutrition and Dietetics intranet pages.   
 
A balloon gastrostomy is a catheter with an end balloon that is inflated with sterile 
water or saline to hold the tip against the gastric wall following percutaneous 
insertion.  When a balloon gastrostomy is inserted the size, manufacturer of the 
tube and the volume of water inserted into the balloon should be recorded in the 
medical notes.  A balloon gastrostomy may be used as a PEG replacement 
following its displacement.  If the patient is discharged and the patient previously 
had a PEG it is imperative that the patient / carer / nursing home and GP are 
informed they now have a balloon gastrostomy and information regarding the care 
of the tube is provided. See Appendix 8 for Care of balloon gastrostomy. 
 

9.3 Post Pyloric Feeding 
 

Naso-jejunal Feeding 
This is a feeding route which bypasses the stomach, overcoming problems of 
gastric stasis and subsequent aspiration risk.  This method of feeding can be used 
in patients with high gastric aspirates. Tubes can be placed endoscopically, 
fluoroscopically or at the bedside. 
 
Jejunostomy Feeding 
A jejunostomy creates a stoma tract between the jejunum and the abdominal 
surface and is usually a form of needle catheter jejunostomy.  These can be 
placed surgically or radiologically.  Jejunostomy insertion is indicated when major 
gastrointestinal or hepatobilliary surgery necessitates post pyloric feeding or if the 

http://www.nrls.npsa.nhs.uk/resources/?entryid45=129640
http://www.nrls.npsa.nhs.uk/resources/?entryid45=129640
http://www.nrls.npsa.nhs.uk/resources/?entryid45=129640
http://bhftintranet.burtonft.nhs.uk/Departments/medicine/links.htm
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clinical condition increases likelihood of gastric stasis secondary to ileus or 
pseudo-ileus.  For care of jejunostomy site see Appendix 9. 
 
Continuous feeding is recommended when feeding via the post pyloric route as 
there is no gastric reservoir so large volumes of feed cannot be tolerated.  High 
osmolarity feeds may cause diarrhoea in some patients. 

 
9.4 Administration of Enteral Feeds 
 

Hand Hygiene and Universal Precautions should be undertaken prior to handling 
enteral feeds or enteral feeding tubes to reduce the risk of microbial 
contamination.  Where possible, sterile, ready to hang feeds should be used, 
rather than decanted feeds, to reduce the risk of microbial contamination.  The 
giving sets used in the Trust have an integral foil cutter that pierces the foil on the 
ready to hang feed container therefore reducing the risk of contaminating the feed. 

 
If a patient is at risk of refeeding syndrome, the appropriate bloods must be 
checked prior to commencing feed and supplementation prescribed if required.  
Pabrinex or Vitamin B Co-strong, Thiamine and Forceval must also be 
commenced.  Bloods will require checking daily until patient is tolerating feeding 
regimen to meet nutritional requirements and blood results are stable (see section 
9.10).  
 
Out of Hours (OOH) Feeding Protocol 
The OOH feeding protocol has been designed for use when a patient is 
commenced on NG or gastrostomy feeding at times when the Dietitian is not 
available.  A referral should still be made via V6 to the Dietetic Department and 
the patient will be reviewed when practicably possible.  The protocol is comprised 
of a flowchart and two feeding regimes both pump and bolus options are 
available.  The flowchart guides nursing / medical staff through the process of 
checking for refeeding syndrome and choosing the correct feeding regime.  The 
protocol and feeding regimes can be printed off and placed in the patient’s bed 
end charts. 
http://queensintranet/directorates/Departments/nutritionDietetics/enteral/ooh.pdf 
 
Critical Care 
Patients requiring enteral tube feeding on Critical Care will be commenced on the 
ITU feeding protocol without referral to the Dietetic Department (See Appendix 4).  
They will be commenced on a low fibre feed and will generally be fed 
continuously.  The feeding tube will be aspirated 4 hourly to determine if there is 
adequate gastric emptying. 
 
Patients Admitted with an Existing Enteral Feed 
On admission, nursing staff should ask the patient / carer what their current 
feeding regime is, the type of feed, volume of feed, rate of administration if pump 
fed, timing of feed and additional water flushes required. This information should 
be documented on V6.   
 
It is a medical decision whether to continue enteral feeding during admission if the 
patient has been admitted with a non-feeding related problem.  Patients who have 
already been trained and who remain able to, can continue setting up / 

http://queensintranet/directorates/Departments/nutritionDietetics/enteral/ooh.pdf
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administering feeds whilst they are in hospital in accordance with the Patient Self 
Administration of Medicine / Injections in Adults policy. 
 
Flushing of Enteral Tubes 
A 60ml oral /enteral syringe should always be used to flush an enteral feeding 
tube.  Syringes must be NPSA compliant (NHS Improvement 2016) (see section 
9.7 for further information).  Enteral feeding tubes should always be flushed with 
sterile water.   
 
For adults, at least 30mls of sterile water should be used as a flush before and 
after any medications are given and at least 10mls of sterile water between each 
different medication given, before and after administering feed, or according to the 
feeding regime. 
 

9.5  Methods of Enteral Feeding 
 

For patients being fed into the stomach, bolus or continuous methods should be 
considered, taking into account patient preference, convenience and drug 
administration (NICE 2006). 
 
Enteral feeding via a pump 
This can be either a continuous or intermittent infusion.  Continuous enteral 
feeding (i.e. 24 hours per day) tends to be recommended in the Critical Care 
setting and in post-pyloric feeding.  Intermittent infusions allow free time from the 
pump for daily activities or therapeutic interventions e.g. physiotherapy.  A rest 
period is recommended in gastric enteral feeding to promote anti-bacterial 
conditions in the gut as gastric pH drops below 2.5 if feed delivery is interrupted 
for 4 hours or more. 
 
Overnight enteral feeding may be used to supplement a patient’s oral intake if 
they are not meeting their nutritional requirements through oral feeding. 
Regular aspiration of the NG tube can determine if there is adequate gastric 
emptying.  This commonly occurs in the Critical Care setting (See Appendix 4 for 
ITU feeding protocol). 
 
Bolus Feeding 
This involves syringing a volume of enteral feed by gravity down the enteral 
feeding tube at regular intervals mimicking meals and snack times.  Bolus enteral 
feeding should only be considered in gastric feeding i.e. nasogastric or 
gastrostomy feeding.  Bolus enteral feeding is not recommended for post pyloric 
feeding. 
 
Positioning of Patient whilst Feeding 
Whilst feeding and for 30 minutes following discontinuation of enteral feed, the 
patient’s upper body must be at an angle of at least 30 degrees to reduce the risk 
of aspiration. 
 
Transfer of patients on enteral feed 
To prevent accidental free flow of enteral feed during transfer the giving set must 
remain within the enteral feeding pump during transfer of a patient. For ward to 
ward transfers the feeding pump should stay with the patient and then be returned 
to the Medical Equipment Library when it is no  longer required. 
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For patients being discharged from critical care to the wards, it is the receiving 
ward’s responsibility to obtain a pump for that patient from the Medical Equipment 
Library.  The patient will be transferred using the critical care enteral feeding 
pump. The feeding pump should be swapped at the bedside on the ward then the 
critical care feeding pump returned to the department. 
 

9.6  Enteral Feeds 
 

Each enteral feed has a specific set of indications for which it may be used, and 
should only be used under medical supervision. 
 
Enteral feed and sterile water is available from Pharmacy. Enteral feed must be 
prescribed by a Doctor or Dietitian.  The following checks must be performed prior 
to administering enteral feed: 

 Check it is the correct enteral feed as the names and labels can be similar 
 Check the feed is in date 

 Check the bottle has not been tampered with or damaged in transport. 
 
  Storing Enteral Feed 

Enteral feeds should be stored at room temperature.  They should not be in direct 
sunlight or near heat sources, such as radiators and should be stored off the floor.  
Feed bottles / containers should be shaken well before opening to avoid any 
sediment blocking the feeding tube. 
 
Hanging Times for Enteral Feeds 
Enteral feed, giving sets and containers (if used) must not be used for longer than 
24 hours. The line must be labelled with the date and time it will expire (see giving 
sets below).  Any unused enteral feed should be thrown away after 24 hours or at 
the start of the rest period, whichever is sooner. 
If bolus feeding with a sip enteral feed or decanted enteral feeds are being used, 
these should be discarded 4 hours after opening if kept at room temperature or 24 
hours after opening if they have been kept refrigerated, if all the contents have not 
been used. 
 

9.7  Equipment 
 
  Purple Trays 

A purple tray must be used when preparing enteral feeds and / or medications and 
must be taken to the patient bedside. 
 
Syringes 
All syringes used with enteral feeding routes must comply with NHS improvement 
guidelines. Oral / enteral syringes are purple in colour to enable them to be clearly 
identified.  Purple oral / enteral syringes must be used to measure and administer 
oral liquid medications. All oral / enteral syringes are single use and must be 
discarded after use. 
Giving Sets 
Enteral giving sets used within the trust are NPSA compliant, do not contain ports 
that can be connected to intravenous syringes and do not have end connectors 
that can be connected to intravenous or other parenteral lines.  Enteral giving sets 
are single patient use and should be changed every 24 hours. Enteral giving sets 
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should be labelled to indicate the route of administration and the expiry date and 
time.  Three-way taps and syringe tip adaptors should not be used in enteral 
giving sets because connection design safeguards can be bypassed. Giving sets 
are available from the Medical Equipment Library. 
 
Reservoirs 
Reservoirs are single patient use and should be changed every 24 hours.  They 
can be used to administer sterile water or decanted feed.  Reservoir sets can be 
ordered from the stores department. 
 
Ph paper 
PH indicator paper should be CE marked and manufactured to test human gastric 
aspirate (NPSA 2011).  The pH paper used should have a range of at least 1-5.5. 
 
NG tubes 
These are single patient use and should be replaced every 90 days or as per 
Manufactures guidelines. 
 
PEG tubes 
The PEG tubes are kept by the endoscopy department where the procedure takes 
place.  Replacement Y connector Repair Kits are available from Endoscopy or the 
Medical Equipment Library if required. 
 
Balloon Gastrostomies 
Balloon gastrostomies are stored in ED and Endoscopy for emergency use (see 
section 9.10). 

 
Enteral Feeding Pumps 

Feeding pumps can be obtained from the Medical Equipment Library. These 
should be cleaned and returned to the Medical Equipment Library when no longer 
required. Critical Care (ITU and HDU) should always have a minimum of 10 
feeding pumps. 
 
Pumps should only be used by staff who have attended the relevant training and 
who have a completed competency, as required by the Trust’s Medical Devices 
Policy and Medical Devices Training Policy.  For further information on training, 
see section 10 – Staff Training. 

 
Pumps should be cleaned daily when they are being used to feed a patient and 
before being returned to the Medical Equipment Library when no longer required.  
They should be unplugged from the mains electricity supply and wiped clean 
using warm soapy water or a disinfectant wipe. 

 
The pump and lead should always be kept together and if a pump is returned to 
the Medical Equipment Library without a lead, the ward may be charged by the 
Enteral Feeding Company for a replacement lead. 
 

9.8  Medication 
 

If a patient is unable to take medication via the oral route and requires 
medications via their enteral tube, it is the doctor’s responsibility to review their 
medications and change them to an appropriate preparation.  If medication is 
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administered via the post pyloric route, liaison with Pharmacy is necessary 
regarding drug absorption site, potential side effects and possible dose alterations 
in order to achieve therapeutic levels.  It is not recommended that drugs are 
added directly to the enteral feeds as they may affect the physical and chemical 
stability of the feed, increase microbial contamination risk and possibly affect the 
bioavailability of the drug itself. 

 
The enteral feed must be stopped prior to the administration of medications.  The 
tube must be flushed with at least 30mls sterile water before and after the 
administration of medications.  For further information on the administration of 
medications via an enteral tube, see the Trusts Medicines Management Policy.  

http://queensintranet/corporate/docs/Clinical/MedicinesMgt_62.pdf 

 
Oral/enteral syringes containing oral liquid medicines must be labelled with the 
name and strength of the medicine, patient’s name and the date and time of 
preparation by the person who has prepared the oral / enteral syringe, unless 
preparation and administration is one uninterrupted process and the unlabelled 
oral / enteral syringe does not leave the hands of the person who has prepared it. 
Please note that only one unlabelled oral / enteral syringe should be handled at 
any one time. 

 
Drug nutrient reactions can occur between enteral tube feeds and medications.  
See Administering Drugs via Enteral Feeding Tubes Practical Guide by the British 
Association of Parenteral and Enteral Nutrition for further information 

http://www.bapen.org.uk/pdfs/d_and_e/de_pract_guide.pdf 
 
9.9  Monitoring 
   
  The following should be monitored for patients receiving enteral tube feeding: 
 

 Intake and Output 

 Clinical condition 

 Gastric tolerance e.g. nausea, vomiting, constipation or diarrhoea 

 Signs of aspiration 

 Biochemistry 

 Tube condition 

 Stoma site for gastrostomy and jejunostomy tubes 

 Position of NG – including measurement of external tube length 

 Weight (weekly) 

 4 hourly observations (blood pressure, pulse, temperature, oxygen 
saturations, respiration rate) 

 Blood glucose if patient has diabetes 
   

The Dietitian will monitor the long and short term aims and objectives of enteral 
feeding, taking into account clinical condition, clinical biochemistry and nutritional 
requirements in addition to factors above. 
 
In some situations, such as when patients receive continuous enteral feed, when 
they are treated with acid-reducing medications and when medications are 
frequently given down NG tubes, it may not be possible to obtain aspirate with a 
pH between1-5.5, and daily X-rays are not practical or safe.  Therefore, in 
circumstances where the initial placement was appropriately confirmed, and there 

http://queensintranet/corporate/docs/Clinical/MedicinesMgt_62.pdf
http://www.bapen.org.uk/pdfs/d_and_e/de_pract_guide.pdf
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is no reason to suspect displacement since (i.e. no vomiting, retching or coughing 
spasms and no unexplained respiratory symptoms) the only practical method of 
determining if the tube remains correctly placed prior to each administration of 
medications or feed maybe through external observation of the tube.  This should 
include confirmation that the length of the external tube remains identical to that 
recorded initially on the Fine Bore Nasogastric Tube Placement Checklist and 
fixation tape or plasters have not moved or worked loose (NPSA 2011) (see 
appendix 1).  Recording of the length of the external tube within ITU or HDU will 
occur on the Critical Care Chart daily and prior to the administration of any 
medication or bolus via the NG tube. 

   
9.10  Complications of Enteral Feeding 
 
  Refeeding Syndrome 

Refeeding syndrome is not a singular condition, but is a group of clinical 
symptoms and signs that can occur in the malnourished or starved individual on 
the reintroduction of nutrition. 
 
In this patient group over-rapid and unbalanced provision of oral, enteral or 
parenteral nutrition can results in shifts in fluid and electrolytes. These 
biochemical abnormalities can results in a spectrum of presentations from fluid 
retention to cardiac arrhythmias, respiratory insufficiency and ultimately death.  
 
See Appendix 10 for the Trust’s Refeeding Syndrome Treatment Protocol.   
 
Aspiration / Vomiting 
This may occur due to poor positioning whilst enteral feeding or decreased gut 
motility.  Consider the use of a pro-kinetic or laxative if patient is constipated. 
 
Diarrhoea 
This is not generally caused by the enteral feed.  It is more likely to be caused by 
infection e.g. Clostridium Difficile or medication, especially antibiotics or laxatives.  
Please rule out infection and check medications before contacting the Dietitian to 
change the feeding regime.  It is common after being nil by mouth for a period for 
bowel motions to be loose initially due to intestinal mucosal atrophy. 
 
Stoma Site Problems 
Stoma site complications include leakage and exit site infection.  Daily PEG care 
is vital to prevent these.  If there is leakage from the tube site or unresolved 
infection / irritation ask the Gastroenterologist to review the patient. 
 
Buried Bumper Syndrome 
Buried bumper syndrome occurs when the gastric mucosa grows over the internal 
PEG bumper blocking the flow of feed into the stomach.  This may occur if daily 
PEG care is not undertaken correctly, this must include “push pull” technique.  
(See Appendix 8 for PEG care information).  This requires the PEG to be removed 
and a new PEG sited. 
 
Blocked Enteral Feeding Tubes 
The small internal diameter of fine bore tubes increases the risk of occlusion.  The 
most common cause is coagulation of feed by drug syrups or suspensions 
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combined with inadequate tube flushing, or obstruction by particles of crushed oral 
medications. 
 
 
 
If you are unable to flush the tube due to resistance: 
 

1. Try gently flushing the tube using warm water or soda water using a 50ml 
oral / enteral syringe 
 

2. If the blockage remains, gently squeeze the tube between your fingers 
along the length of the tube as far as possible then very gently draw back 
the 50ml oral / enteral syringe and attempt to flush again 

 
3. As a final resort, a product called Clog Zapper may be used.  This is a 

pancreatic enzyme and will only be effective if the tube is blocked with 
feed.  This product has a shelf life of approximately 8 – 9 months.  To order 
use Merck product code 090120090, (V6 code MKJ006A) 
 

4. Do not force water into the tube and do not use acidic solutions such 
as fruit juices or cola  

 
If it is a PEG tube that is blocked and you are unable to unblock it: 
 

 Inform the patients’ team so a referral to the gastroenterologist can be 
made. 

 

 If all fluids are given via the PEG and the patient is nil by mouth, 
IV/subcutaneous fluids will be required.  Nutritional needs will also need 
addressing in the short term and a fine bore NG feeding tube should be 
considered. 

 
Displaced Enteral Feeding Tubes 
If a PEG tube has come out, a new tube needs to be inserted as soon as possible 
to prevent the stoma from beginning to heal: 
 

 If any of the medical team on call are competent in replacing PEG tubes, 
this can be done using a Balloon gastrostomy.  The patient should be 
provided information on care of the balloon gastrostomy prior to discharge 
(See Appendix 8). 

 

 If this is not possible, a Foley catheter may be used in the short term to 
keep the stoma patent but must not be used to administer feed, fluids or 
medication to the patient under any circumstances (Medical Device Alert 
MDA/2010/001,4/1/10).  If a Foley catheter is inserted, a referral should be 
made to a Gastroenterologist for further management, as it must be 
replaced with a suitable enteral feeding tube as soon as possible.  If the 
patient is nil by mouth, intravenous or subcutaneous fluids will be required.  
Under no circumstances should a patient be sent home with a Foley 
catheter in place of an enteral feeding tube. 

 

10 Training 
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10.1 Oral Nutrition 
 

All staff involved in the preparing, delivering and dispensing food to patients will 
require Food safety training.  This will vary depending on the role: 

 
 
Please see the Food Safety policy for further information. 
http://bhftintranet.burtonft.nhs.uk/Policies/Food%20Safety%20Policy.pdf 
 
All registered nurses will be given training on completing MUST as part of their V6 
EPR training. 
 
The Nutrition and Dietetic department provide regular scheduled training session 
to FY1 and FY2 doctors, newly qualified nursing staff, nursing assistants and 
catering staff. Other training sessions are available on the all aspects of nutrition 
and can be tailored to meet the requirements of wards or departments as 
required. Contact the Nutrition and Dietetics department for more information. 
 
The Speech and Language Therapy Department provide training for Nursing 
Assistants regarding modified diet and fluid textures as part of their level 2 
diploma programme.  They will provide training and support for other staff if 
required, when a patient has been referred. 
 

10.2 Enteral Feeding 
 
 Medical Staff 
 The Nutrition and Dietetic department provide regular scheduled training session 
 to FY1 and FY2 doctors which includes information regarding enteral feeding. 
 

Nursing Staff 
Training must be completed by all nursing staff using the enteral feeding pumps 
as per the Medical Devices Training Policy.   
 
Theoretical and practical training on passing of NG tubes and confirmation of their 
position will be provided for qualified nursing staff on the Trust’s clinical skills initial 
training day provided by the Trusts’ Practice Development Team and the enteral 
feeding company Nurse Advisors.  Once the initial competency has been 
achieved it must be updated every three years.  Staff can maintain this 
competency by accessing the Trust’s clinical skills update day. 

http://bhftintranet.burtonft.nhs.uk/Policies/Food%20Safety%20Policy.pdf
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Training can also be provided on enteral tube feeding, including use of the feeding 
pump, passing of NG tubes, setting up enteral feeds and care of stoma sites by 
the Enteral feeding company Nurse Advisors.  This can be arranged by contacting 
the nurses directly or through the Nutrition and Dietetic Department.  This training 
is also incorporated into the Newly Qualified Nurse and Nursing Assistant training. 
 
Patients / Carers 
Patients and / or carers requiring training on using an enteral feeding pump, care 
of enteral feeding tubes and setting up feeds will have the training provided by the 
nursing staff on the ward or by the Enteral tube feeding company nurse either on 
the ward or at the patient’s home.  This is arranged through the Nutrition and 
Dietetic Department. 
 

11.  Discharge 
 
It is important that the Trust provides nutritional support for patients being 
discharged home.  Patients known to the Nutrition and Dietetic Department who 
are discharged home will be provided with written information, if appropriate, with 
contact details for the department by the Dietitian.  Patients on oral nutritional sip 
feeds will be discharged home with a 7 days supply of their take home 
medications.  A letter will be sent to the GP from the Dietitian informing them of 
any dietetic intervention and treatment.  Patients will be offered a follow up 
appointment with the Dietitian in outpatient clinic as appropriate. 
 
Any enterally fed patient who is to be discharged must be tolerating full amount of 
feed with refeeding bloods within the normal range prior to being discharged. 
 
All patients should have the relevant Ward Discharge Checklist/Risk Assessment 
for Enterally Fed Patients completed and filed in their medical notes (See 
Appendices 11 and 12).  The checklist / risk assessment is available on the 
Nutrition and Dietetic department section of the Trust Intranet. 
 

11.1 Discharges within Staffordshire 
 

Notice 
If patient / carer / nursing home staff do not require training on daily PEG care and 
pump feeding, the Dietetics department will require a minimum of two working 
days notice for a patient being discharged on an enteral feed in Staffordshire. 
 
If patient / carer / nursing home staff do require training, the Dietetic department 
will need more than two working days’ notice in order to arrange the training 
which will be provided by the enteral feeding company nurses, either on the ward 
or in the patient’s home or nursing home.  Written information will be provided at 
the training session and a training checklist will be completed.  All training must 
have been completed prior to the patient being discharged. 
 
Ward Responsibilities 
For discharges within Staffordshire, it is the ward’s responsibility to provide a 
minimum of seven days supply of feed, giving sets and oral / enteral syringes.  If 
the patient is being discharged on NG feeding, this must also include a supply of 
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pH paper and a spare NG tube.  If discharging over a Bank Holiday period this will 
need to be at least 10 days supply. 
 
Ward staff must ensure that the patient does not go home with the hospital 
pump. 
 
Dietetic Department Responsibilities 
For discharges within Staffordshire, the ward Dietitian will provide a copy of the 
discharge feeding regime and emergency contact names and telephone numbers.  
The Dietetic department will arrange the provision of a community pump and drip 
stand.  The Dietetic department will complete a checklist in accordance with the 
MHRA guidance for patients being discharged on a medical device if appropriate 
(See Appendix 13). 
 
The Dietetic department will arrange patient registration with the home enteral 
feeding company who will deliver feed and ancillaries once the patient is 
discharged.  They will also register the patient with the community home enteral 
feeding budget holder and arrange funding for any ancillaries. The Dietitian will 
write to the GP and request a prescription for the enteral feed. They will also 
transfer dietetic care in the community to the appropriate dietetic team. 
 

11.2 Discharges outside Staffordshire 
 

For patients being discharged on an enteral feed to destinations where a different 
home enteral feed company is contracted, the Dietetic department will require a 
minimum of four working days notice.  This is to ensure that the receiving Dietitian 
has time to register the patient with the appropriate home enteral feeding 
company and to ensure that a pump, all ancillaries and appropriate feed is 
delivered to the patient’s discharge destination prior to discharge. 
 
The Trust will not be able to provide any equipment or enteral feed on discharge 
for these patients, as these will not be compatible with those delivered to the 
patient.  Training on a different pump to those used at Queen’s Hospital may also 
be required and this will be arranged by the Dietitian.  The Dietitian will inform the 
ward when this is the case and will liaise with the receiving Dietetic team and the 
ward. 
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12 POLICY COMPLIANCE AND EFFECTIVENESS 
 

It is essential that this Policy is monitored and accurately evaluated in order to ensure its continual effectiveness.  The Policy will 
be monitored on an ongoing basis through data collected via the Trust’s Clinical Incident Reporting Policy, through complaints and 
PALS concerns as well as key performance indicators (KPIs) within relevant clinical areas. 

  

Minimum policy 
requirements to be 
monitored 

Process for 
monitoring 
e.g. audit 

Responsible 
Individual/ 
Committee/ 
Group 

Frequency  Responsible 
Individual/Committee/ 
Group for review of 
results 

Responsible 
Individual/ Committee/ 
Group for development 
of the action plan 

Responsible 
Individual/ Committee/ 
Group for monitoring 
of the action plan 

Patient Led 
Assessment of the 
Care Environment 
(PLACE)  

Audit Facilities 
Department 

Annual Trust Executive 
Committee (TEC) 

Trust Executive 
Committee (TEC) 

Trust Executive 
Committee (TEC) 

Catering satisfaction 
survey  

Survey Catering 
Department 

monthly Catering Operational 
Team 

Catering Operational 
Team 

Senior Estates and 
Facilities Manager & 
Catering Manager 

Quality Control 
Audits (refer to Food 
Safety Policy for 
further information) 

Audit / 
Inspection 

Catering 
Department 

Monthly /Bi-
annually 
/Annually 

Catering Operational 
Team 

Catering Operational 
Team 

Senior Estates and 
Facilities Manager & 
Catering Manager 

Ward Assurance  Audit Senior Sisters Monthly Quality and safety lead 
nurse 

Senior sister/matron Matron/Quality review 
Group 

Protected Mealtimes Audit Housekeepers Annually Quality and safety lead 
nurse 

Senior Sisters Forum Senior Sisters Forum 

All incidents related 
to fine bore naso-
gastric tubes are 
reported via the 
adverse incident 
reporting system 
(Datix) 

Clinical Risk 
and Patient 
Accident report 
analysing 
related to fine 
bore naso-
gastric tubes  

Clinical Risk 
Manager 

Monthly Senior sister/matron Senior sister/matron Matron/Quality Review 
Group 
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Minimum policy 
requirements to be 
monitored 

Process for 
monitoring 
e.g. audit 

Responsible 
Individual/ 
Committee/ 
Group 

Frequency  Responsible 
Individual/Committee/ 
Group for review of 
results 

Responsible 
Individual/ Committee/ 
Group for development 
of the action plan 

Responsible 
Individual/ Committee/ 
Group for monitoring 
of the action plan 

Fine Bore 
Nasogastric tube 
compliance audit 

Audit Practice 
Development 
Team 

Annually Quality and safety lead 
nurse 

Professional Forum Professional Forum 
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Appendix 1 
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If there is evidence that the tube has 
become displaced, for whatever reason, 
then only checking the position at the 
nose would be inappropriate. If you are 
unable to obtain aspirate  
 

DO NOT FEED 

Do Not Feed 
See section 9.9 of 

policy for advice 

Aspirate not obtained 
Where the initial placement was 

appropriately confirmed, and there is 
no reason to suspect displacement 
since (i.e. no vomiting, retching or 

coughing spasms and no 
unexplained respiratory symptoms) 

the only practical method of 
determining if the tube remains 
correctly placed prior to each 

administration of medications or feed 
may be through external observation 

of the tube. 

Aspirate Obtained  
and Ph 5.5 or below 

Has the doctor confirmed the original 
position of the tube and confirmed 
feeding may commence. 
 
Does the external length of the tube 
remain identical to that recorded 
initially in the patient’s notes/chart 
(marked with permanent marker pen) 
and the fixation tapes/plasters have 
not moved. 
 

 

Commence/continue 

feed 
YES 

NO 

Aspirate obtained 
and Ph 6 or above 

Appendix 2 
 
 

 
 

Flow chart for nasogastric (NG) feeding tubes in patients following placement and X ray 
confirmation  

 

When to check                                                                                 At least once a day during 
continuous feed 
Before commencing EVERY feed                                                    Following episodes of 
vomiting/retching 
Before administering medication via feeding tube                           Any signs of displacement 
 

Tube length should be recorded on a daily basis and prior to administration of any liquid 
via the nasogastric tube on the bedside chart. 
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Appendix 3 
 
 

NEX Measurement 
 

The tube length should be estimated before insertion using the NEX measurement (place exit 
port of tube at tip of nose.  Extend tube to earlobe, and then to xiphisternum - this is known as 
the NEX measurement).  Once inserted, the external tube length should be recorded and 
confirmed before each feed. 
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Appendix 4 
 
ITU Feeding Protocol 
 

Start feed @ 
30ml/hr 

Replace aspirate 
↑ rate by 30ml 

Replace 200ml 
 ↓ Rate by 30ml/hr 
(min rate 10ml/hr) 

Is the minimum 
rate 10ml/hr? 

Target rate 
achieved? 

Aspirate NG tube 
after 4 hr > 200ml 

Continue feed and 
refer to bowel 
management 
protocol if feed 
60ml/hr or more 

Feed 24 hr/day 
Continue NG aspirate 6 
hourly then 8 hourly 
then 12 hourly. 
Continue at target rate 
unless  

 Ng aspirate > 200ml 

 Vomits 
 

Continue 4 hourly 
aspiration 
Continue at 
minimum rate 
Medical staff 
review of feeding  
Consider 
prokinetic 

NG aspirate becomes 
>200ml 

No Yes 

No 

No 

Yes 
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Appendix 5 
 

 Estimating height from ulna length 
If height cannot be obtained, use length of forearm (ulna) to calculate height using tables below. 

  
 

 
 
Estimating BMI Category from mid arm circumference (MUAC) 
If height and weight cannot be obtained, use mid upper arm circumference to estimate BMI 
               Diagram 2                    Diagram 3  

                                         
Diagram 2 
The subject’s left arm should be bent at the elbow at a 90 degree angle, with the upper arm held parallel to 
the side of the body. Measure the distance between the bony protrusion on the shoulder (acromion) and 
the point of the elbow (olecranon process). Mark the mid-point.           
 
Diagram 3 
Ask the subject to let arm hang loose and measure around the upper arm at the mid-point, making sure that 
the tape measure is snug but not tight. 
 
If MUAC is < 23.5 cm, BMI is likely to be <20 kg/m2.  
If MUAC is > 32.0 cm, BMI is likely to be >30 kg/m2. 
 

Diagram 1  
Measure between the point of the elbow (olecranon process) 

and the midpoint of the prominent bone of the wrist (styloid 

process) (left side if possible). 
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Appendix 6 
 

Volunteer / Housekeeper Role in Supporting Nursing Staff and Patient at 
Mealtimes 

 
This guidance identifies roles volunteers/housekeepers are able to undertake during 
mealtimes.  Practice may vary from ward to ward, and will be at the discretion of the 
Ward Manager. 
 
All volunteers/housekeepers must have completed the Food Hygiene Training for 
Volunteers / housekeepers prior to helping at mealtimes. 
 
Preparing Patients for Meals 

 Inform patients that meals will be arriving soon so that they can prepare for 
their meal  

 Help patients to clear tables from unnecessary clutter 

 Ensure there is a clear space on the tables to allow a tray to be put on the 
table 

 Clean tables if they are visibly dirty 

 Help patients clean their hands prior to meals if they wish (wet flannel/towel or 
wet wipe) 

 Get heat resistant gloves and blue aprons ready for nurses/carers prior to the 
trolley arriving on the ward 

 Put out the signage on the door stating that it is protected mealtimes 
 
During the Meal Time 

 Volunteers/housekeepers may help to give meals to patients under the 
supervision of a nurse or carer co-ordinating the meals.  Practice may vary 
from ward to ward, and will be at the discretion of the Ward Manager 

 Ensure that the patient can reach their food and drinks.  Move items/trolley if 
required 

 Provide condiments if required 

 Open packaging/containers for the patient 

 Spread butter/jam on bread if required 

 Cut up food with patient’s consent 

 Ask patients if they are enjoying their food 

 Refer to the nurse/carer if a patient requires assistance outside of the remit of 
a volunteer/housekeeper 

 Inform the nurse/carer if a patient is reluctant to eat, or they have any other 
concern 

 
After Meals 

 Meals can only be collected by a volunteer/housekeeper when the nurse/carer 
has said that they can be collected.  This ensures that the staff have observed 
what has been eaten and recorded on charts if necessary 

 Help patients clean their hands after their meals if they wish (wet flannel/towel 
or wet wipe) 

 Ensure that drinks are within reach after the meal has been collected 

 Put patient’s personal items back where they want them after the tray has 
been removed 

 Remove signage on the door stating that it is protected mealtimes 
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In-between Meals 

 Provide hot and cold drinks under the supervision of a nurse/carer 

 Help patients choose their meal for the following day 
 
Volunteers/housekeepers must not be involved in direct patient care such as 
feeding food or drinks.  Nurses must ensure that the volunteer/housekeeper is 
appropriately supervised 
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Appendix 7 
 

Post Insertion care of PEG 

First 24 hours following PEG Insertion 

 Observe the stoma site for signs of leakage, swelling, irritation.  Some clear 

fluid may be present, this is normal. 

 If a keyhole dressing has been applied this should be removed after 24 hours.  

Thereafter no dressing is necessary. 

 It is important that the area is dried gently but thoroughly. 

 If the external fixator requires adjusting, this should be undertaken by the 

gastroenterologist.  

 Confirm the correct the placement of the PEG using X-ray or gastric 

aspiration, using certified pH indicator strips, as per hospital protocol. 

 Feeding may be commenced 4 hours after insertion initially flushing with 50ml 

sterile water every hour for 4 hours. 

 If the patient complains of pain or there is localised swelling, stop feeding and 

refer back to gastroenterologist. 

 

Day 1 – Day 28 Post Insertion 

 Clean the stoma site daily using soap and water.  It is important that the area 

is dried gently but thoroughly. 

 The patient’s oral hygiene is very important.  Teeth should be cleaned twice a 

day.  Artificial saliva or a mouth wash may help if the patient’s mouth is very 

dry. 

 Until the stoma site is fully healed usually 14 days, do not immerse the site in 

water.  The patient should take showers instead of baths. 

 

1 month Post PEG Insertion- daily care 

 Clean the stoma site daily using mild soap and water.  Continue to ensure the 

area is dried gently but thoroughly.  Before cleaning the site, check for any 

signs of the following: leakage; swelling; irritation; redness; skin breakdown; 

soreness or excessive (more than 1cm) movement of the tube in or out of the 

patient’s stomach. 

 Continue with daily oral hygiene. 

 

1 month Post PEG Insertion – weekly care 

 The fixation device cover can be separated from the base to allow further 

cleaning of this part of the tube.  Unclip the fixation device and flush the tube 

in a straightened position.  Clean inside the fixation device, the tube should be 

rotated to prevent adherence to the stoma tract. 

 The tube should be gently moved into the stomach and rotated to prevent 

adherence, gently pull the tube back until the internal bumper is against the 
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stomach wall.  Refasten the fixation device, which should sit comfortably on 

the patient’s abdomen. 

 When the external fixation device is clipped into place, there should be no 

more than 1cm of movement between the fixator and the abdomen. 

 If the stoma tract has healed, bathing and swimming can be enjoyed. 

 

Dos and Don’ts 

 

 Do flush the PEG tube with water before and after medication administration 

and whenever feeding is stopped.  Routine irrigation (every four hours) will 

reduce likelihood of blockage. 

 Do check the stoma site daily for signs of swelling; leakage; redness; 

soreness; pain or excessive movement in and out. 

 If the tube is accidentally pulled out, action should immediately be taken to 

prevent the tract closing.  If the tube has been in situ for;  

1. Under 2 weeks refer patient to gastroenterologist for reinsertion. 

2. Between 2 and 4 weeks – expert may blindly insert a replacement 

gastrostomy tube of same French size or smaller. 

3. If longer than 4 weeks – appropriately trained person to insert 

replacement gastrostomy tube of same French size or smaller 

 A clamp is provided as an accessory to prevent leakage from the Y adaptor 

when opened.  Do change the position of the clamp on the tube regularly to 

prevent damaging the tube. 

 Ensure the base skirt of the Y-adapter is firmly screwed in place at all times. 

 Do not use dressings unless clinically indicated. 

 Do not put anything down the tube other than the patient’s feed, water or 

medicines as advised by your medical team. 

 Do not permanently clamp the tube, as prolonged clamping may cause 

damage. 
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Appendix 8 
 
Post Insertion care of the CORFLO Gastrostomy Tube (Balloon Gastrostomy) 

Daily Care 

 Inspect the stoma for cleanliness and check for signs of redness or irritation.  

To clean the skin around the stoma, lift the edges of the retention bolster and 

gently wash the stoma with soap and water. 

 Dry the stoma site thoroughly and return the retention bolster to its original 

position if it was moved. 

 Keep the feeding port clean of feeding materials by using a swab or soft cloth. 

 Clean (using warm soapy water) and dry the outer surface of the tube and 

retention bolster as necessary. 

 Check the position of the retention bolster, which should sit comfortably on the 

abdomen.  Pull back on the gastrostomy tube gently until resistance is felt and 

gently slide the fixator towards the abdomen until there is a space of 1 or 2mm 

between the stoma and the fixator. 

 The patient’s oral hygiene is very important.  Teeth should be cleaned twice a 

day.  Artificial saliva or a mouth wash may help if the patient’s mouth is very 

dry. 

 

1 week post insertion – weekly care 

 Rotate the tube. 

 Check the balloon volume to validate its integrity: 

 Discontinue feeding. 

 While the tube is in place, use a male luer slip syringe to completely 

evacuate water from the balloon.  Discard the water from the syringe 

and reinsert the syringe, withdrawing any remaining water to ensure 

that the balloon is completely empty.  Failure to completely empty the 

balloon may result in the balloon being overfilled and breaking. 

 It is normal for small amounts of water to evaporate from the balloon 

over time. 

 Reinflate the balloon with 5ml or 20ml of water, depending on balloon 

volume.  This is printed on the inflation valve. 

 Do not inflate the balloon with more than the volume printed on the 

inflation valve – it may cause the balloon to burst. 

 

Dos and Don’ts 

 

 Do irrigate with 20ml of water (5 or 10ml for infants or children) when feeding 

formula is interrupted and before and after each medication administration. 

Routine irrigation (every four hours) will reduce the likelihood of blockage. 

  Do check the stoma site daily for signs of swelling; leakage; redness; 

soreness; pain or excessive movement in and out, 
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 If tube is accidentally pulled out, action should immediately be taken to 

prevent the tract from closing.  If the tube has been in situ for: 

1. Under 2 weeks - refer patient to gastroenterologist for reinsertion. 

2. Between 2 and 4 weeks - expert may blindly insert a replacement 

gastrostomy tube of same French size or smaller. 

3. If longer than 4 weeks - appropriately trained person to insert 

replacement gastrostomy tube of same French size or smaller 

 Do check the position of the external fixator, if it is too tight, it can cause tissue 

damage.  If it is too loose, it can cause gastric contents to burn the stoma tract 

and surrounding tissue. 

 Do not use dressings unless clinically indicated. 

 Do not put anything down the tube other than the patient’s feed, water or 

medicines as advised by your medical team 

 Do not close the clamp for long periods of time in the same position on the 

tube.  This will help prolong the life of the tube as per NPSA guidance 2011.  
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Appendix 9 
 
Care of Jejunostomy Site 
 

 Carry out hand hygiene 
 

 Leave the external fixation device in place and observe any sutures in place, 
reporting any loose or missing sutures to medical staff for replacement 

 

 Observe the site for any redness, inflammation or tenderness and if observed 
report to medical staff 

 

 Clean the skin around the site with sterile water or saline solution using gauze, 
ensuring the area is thoroughly dried afterwards 

 

 Clean the skin under the fixation device using gauze and sterile water or 
saline solution ensuring the area is thoroughly dried afterwards 

 

 Avoid the use of creams or powders on the tube site unless directed to do so 
by medical staff 

 

 Avoid moving or rotating the feeding tube or fixation plate 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Adult Oral and Enteral Nutrition Policy / Version 2 / July 2017  
42 

Appendix 10 
 

Refeeding syndrome 
 
Introduction 
Even in a well nourished individual, there is sufficient tissue reserve of thiamine for 
only 21 days. In the malnourished patient thiamine levels may be very close to total 
depletion. During starvation, usage of thiamine is low. Once feeding begins however, 
the absorption of carbohydrate leads to usage and degradation of thiamine at the 
entry point to and within the Kreb’s cycle. Frank deficiency of thiamine can then 
occur, leading to the onset of Wernicke-Korsakoff syndrome, or cardiac sequelae.  
 
Starvation causes adaptive reductions in cellular activity and organ function, 
accompanied by electrolyte and micronutrient depletion. Insulin concentrations 
decrease and glucagon levels rise, resulting in gluconeogenesis and the breakdown 
of protein and lipid. Free fatty acids and ketone bodies replace glucose as the major 
energy source. Refeeding (oral, enteral or parenteral nutrition) triggers a switch from 
fat to carbohydrate metabolism, with consequent insulin release, and increased shift 
of potassium, phosphate and magnesium and water into cells.  
 
In the starved individual, cardiac mass may be significantly depleted, leading to the 
risk of fluid overload and cardiac failure if feed and fluid provision is too rapid or too 
great. 
 
Identifying patients at risk 
Any patient who has had little or no nutrition for over 5 days is at some risk. Severely 
malnourished patients are at very high risk of developing features of the Refeeding 
Syndrome. Patients can be categorised in the following way 
 
Level of Risk Assessing level of risk 

 

Moderate Patient has one or more of the following: 

 BMI <18.5kg/m2 

 Unintentional weight loss >10% within last 3-6/12 

 Very little intake for >5 days 
 

High Patient has one or more of the following: 

 BMI <16kg/m2 

 Unintentional weight loss >15% within last 3-6/12 

 Very little nutritional intake for >10 days 

 Low levels of K, PO4 or Mg prior to feeding 
 
Or the patients has two or more of the following 

 BMI <18.5kg/m2 

 Unintentional weight loss >10% within last 3-6/12 

 Very little nutritional intake for >5 days 

 A history of alcohol abuse or drugs including insulin, 
chemotherapy, antacids or diuretics. 

  

Severely high Patient has both of the following 

 BMI <14kg/m2 

 Negligible intake for >15 days 
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Electrolytes 
 

 
Cardiac 

 
Respiratory 

 
Hepatic 

 
Renal 

 
GI 

 
Neuro- 

Muscular 

 
Metabolic 

 
Haematological 

 

Low 
phosphorus 

 
Altered 

Myocardial 
function 

 
Arrhythmia 

 
Congestive 
heart failure 

 

 
Acute ventilatory 

failure 

 
Liver dysfunction 

 
Acute renal 

failure 
 

Bicarbonate 
and glucose 

wasting 

 
Anorexia 

 
Nausea 

 
Lethargy 

Weakness 
Seizures 

Confusion 
Coma 

Paralysis 
Rhabdomyolysis 

Diaphragm 
weakness 

 
Reduced oxygen 

Release to 
tissues from 
haemoglobin 

 
Haemolytic anaemia 

WBC dysfunction 
Thrombocytopenia 

Haemorrhage 
 

Red cell 2,3 
disphosphoglycerate 

deficiency 

 

Low 
potassium 

 
Arrhythmia 

 
Cardiac 
Arrest 

 
ECG 

changes 

 
Respiratory 
Depression 

 
Exacerbation of 

hepatic 
encephalopathy 

 
Decreased 

urinary 
concentrating 

ability 
 

Polyuria and 
polydipsia 

 
Decreased 

GFR 
 

 
Constipation 

 
Ileus 

 
Paralysis 

 
Rhabdomyolysis 

 
Weakness 

 
Glucose 

intolerance 

 

 

Low 
magnesium 

 
Arrhythmia 

 
Tachycardia 

 
Respiratory 
depression 

  
Increase 

potassium 
losses 

 
Abdominal 

pain 
 

Anorexia 
 

Diarrhoea 
 

Constipation 
 

 
Ataxia 

Confusion 
Muscle tremors 

Weakness 
Tetany 

 
Hypocalcaemia 

 
Hypokalaemia 

 

 

Consequences of altered electrolytes in refeeding syndrome: 
Table 1. Clinical sequellae of altered electrolytes in refeeding syndrome5,6 
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Management of Refeeding Syndrome  

 
Table 2 

Risk of 
Refeeding 

Oral/enteral route of feeding Parenteral route of feeding 

 
Moderate and 

High 

Thiamine tablets 100mg three times per 
day for 10 days; 
 
Vitamin B Co-Strong 
1 tablet per day for 10days 
 
Forceval/ soluble Forceval once a day for 
10 days or until tolerating adequate oral 
diet/ full enteral feeding regimen. 

Vitamin B&C injection (Pabrinex) high 
strength 1 pair of ampoules added to 
a 100ml bag of sodium chloride 0.9% 
and given over 30 mins once a day 
for 10 days, changing to oral if 
possible 

 
 
 

Severe 

IV Vitamin B&C injection (Pabrinex) high 
strength 1 pair of ampoules added to a 
100ml bag of sodium chloride 0.9% and 
given over 30 mins once a day for 2 
days, then oral/enteral thiamine 100mg 
tablets tds for 10 days with Vitamin B Co-
strong 1 tablet per day for 10days, and 
Forceval/ soluble Forceval once per day 
for 10 days 

 
As above 

 

Determine level of Refeeding risk 
Check baseline potassium, calcium, phosphate and magnesium levels 

Prescribe electrolytes to correct low levels as required 

Prescribe Thiamine and multivitamin as per table 2 below  

Moderate risk → start feeding at 20kcals/kg/day 
High risk → start feeding at 10kcals/kg/day 

Severely high risk → start feeding at 5kcals/kg/day 
Do not wait for electrolyte blood levels to be within normal range to 
commence slow feeding, however electrolyte abnormalities must be 

supplemented at the time of starting feeding 

Recheck potassium, magnesium, calcium and phosphate levels 
daily 

Follow replacement guidelines if electrolyte levels low 

Monitor potassium, phosphate, calcium and magnesium for until 
established on full feed and results are within the normal range, then 

monitor as per Dietetic advise for individual patients. 
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Guidelines on the use of supplements to correct deficiencies 
 
This information should be used as a guideline only and should be used in conjunction with regular 
monitoring and clinical assessment of the patient.  Critical care patients may require higher levels 
of supplementation please refer to local guidelines or liaise with critical care pharmacist.    
 
Patients with renal impairment should be monitored with extra care with regard to fluid balance 
and electrolyte levels. 
 
Patents with diarrhoea, vomiting, high NG aspirates, high output stoma or with less than 1.5m of 
functioning bowel may not be suitable for oral supplementation. 
 
Patients requiring parenteral nutrition (PN) will not routinely be able to have additional electrolytes 
added to their PN bag. If a patient is requiring ongoing electrolyte additions whilst on PN, please 
discuss with the Dietitian or Pharmacist. 
 
Potassium 
Normal levels are 3.5-5.3mmol/L 
 

Serum levels 
(mmol/L) 

Oral/enteral route of 
supplementation 

Parenteral route of 
supplementation 

     
3.0 - 3.5 

 

Potassium effervescent tablets 
12mmol (Sando K) 
2 tablets twice a day 
 

Not recommended unless 
oral/enteral route unavailable 

      2.5 - 3.0   
asymptomatic 

Potassium effervescent tablets 
12mmol (Sando K) 
2 tablets three times a day 

Prescribe appropriate 
crystalloid with Potassium 
Chloride  

Less than 2.5 
or symptomatic 

Not recommended (more rapid 
supplementation via parenteral route 
preferable) 

 i.e. 20mmol in 500ml or 
40mmol in 1000ml 
Discuss with Cardiologist if any 
ECG changes 

 

Blood samples to recheck levels should be taken several hours after administration of 
supplements to allow for stabilisation 
 
Phosphate 
Normal levels are 0.87-1.45mmol/L.  
  
Supplements should be used with caution in patients with raised calcium levels, high sodium 
levels or with renal impairment. 
 

Serum levels 
(mmol/L) 

Oral /enteral route of 
supplementation 

Parenteral route of supplementation 

 
0.7-0.8 

 

Phosphate Sandoz tablets 
16mmol.  
1 tablet twice a day 

Phosphate Polyfusor infusion.  (50mmol 
in 500ml) 
Infuse 90ml (9mmol) from 500ml 
polyfusor over 10 hours.  

 
0.5-0.69 

 

Phosphate Sandoz tablets 
16mmol.    
2 tablets twice a day 

Phosphate Polyfusor infusion (50mmol 
in 500ml)  
Infuse 150ml (15mmol) from 500ml 
polyfusor over 10 hours. 

 
< 0.5 

 

Not recommended 
See parenteral 

  

Phosphate Polyfusor infusion (50mmol 
in 500ml)  
Infuse 250ml (25mmol) from 500ml 
polyfusor over 10 hours. 
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After parenteral infusion blood levels should be rechecked at least 6 hours after completion and 
the infusion repeated if necessary until levels are with the normal range. 
 
If a patients phosphate levels remains low despite repeated corrections, please consider checking 
the patients vitamin D level. If a patient is deficient in Vitamin D, this can contribute to low 
phosphate levels.  Phosphate levels will then correct once Vitamin D status is improved. 
 

Magnesium 
Normal levels are 0.7-1.0mmol/L.  
 
Oral supplements may have a laxative effect so need to be used with care. Patients who already 
have loose stools or a high output stoma should be supplemented parentally. 
 

Serum levels 
(mmol/L) 

Oral/ Enteral route of 
supplementation 

Parenteral route of supplementation 

 
 

0.5-0.6 

 
Magnesium aspartate. 
1 sachet bd  
(provides 20mmols of Magnesium) 

Magnesium Sulphate infusion 5g over 
4hrs, e.g. 
Dilute 10ml of magnesium sulphate 
50% injection into 100ml bag of sodium 
chloride 0.9% and given over a 
minimum of 4hrs 

Less than 0.5 Not recommended 
See Parenteral 

As above 

 

Magnesium infusions used for hypomagnesaemia should be infused slowly due to the risk of 
arrhythmias. after supplementation levels should be checked after a minimum of 6 hours and the 
infusion repeated  if necessary 
 

CONTACT PHARMACY FOR FURTHER ADVICE REGARDING SUPPLEMENTATION
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Appendix 11S               
 
 
DEPARTMENT OF CLINICAL NUTRITION & DIETETICS 

 

WARD DISCHARGE CHECKLIST FOR ENTERALLY FED PATIENTS (PEG) 
 

To be completed for any patient being discharged into the community with a PEG: 
 

PATIENT NAME…………………………………………..Unit No………………………… 
 

Inform the Dietetics department as soon as discharge is discussed so that any 
necessary training can be arranged with the appropriate Nurse Advisor (dependant on discharge 
County) either on the ward or at the Nursing Home or patient’s own home before the patient is 
discharged 

 TRAINING Required Completed 

  (Nurse /Dietitian 
Signature) 

The following training is required by:  PATIENT  Yes/No  

                                                                 FAMILY Yes/No  

                                                                 CARERS Yes/No  

                                                                 NH STAFF Yes/No  

   

* Daily care of the PEG site Yes/No  

   

* Use of the appropriate enteral feeding pump & 
associated 
   ancillaries 

Yes/No  

   

* Feeding via the PEG Yes/No  

   

* Giving medication via the PEG Yes/No  

   

FEED AND EQUIPMENT   

   

The discharge feeding regime is on V6 and a copy has 
been provided for the patient/carer 

         Yes/No  

   

The Doctor has starred the enteral feed as a TTO and a 
minimum of 7 days supply has been obtained from the 
pharmacy 

Yes  

   

A minimum of 7 days supply of enteral syringes and giving 
sets has been provided by the Ward 

Yes  

   

A community enteral feeding pump & stand have been 
ordered and delivered to the discharge address 

Yes/No  

 

N.B.   ENTERALLY FED PATIENTS SHOULD NOT BE DISCHARGED UNTIL STABLE ON AN 
ESTABLISHED FEEDING REGIME 

 

Nurse Name..……………………………Signature…………………………..Date………………. 
Any queries please contact the Dietetics Department on x 2537 or bleep your ward Dietitian 
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Appendix 12 
 
 
DEPARTMENT OF CLINICAL NUTRITION & DIETETICS 
 

Ward Risk Assessment for Patients being discharged with a NG Tube 
 

The following must be completed for any patient being discharged into the community with 
a NG tube: 
 

PATIENT NAME……………………………..Unit No…………………………….Ward………………………… 
 

Risk Yes/No/NA Comment/Action Required 

Is the patient stable on an 
established feeding regime? 
 

  

Does the patient have a fine-bore 
NG tube in situ? 
 

  

Training 

Has the patient/family/carer had 
training and is competent with the 
following? 

 

Daily skincare with a NG tube in 
situ 
 

  

Use of the enteral feeding pump & 
associated ancillaries 
 

  

Checking the position of the NG 
tube with pH paper prior to 
feeding & flushing 

  

Feeding via the NG tube by pump 
 

  

Feeding via the NG tube by bolus 
 

  

Giving medication via the NG tube 
 

  

Changing/replacing the NG tube 
 

  

Feed & Equipment   

Has a discharge feeding regime 
been provided for the 
patient/carer 

  

Has a minimum of 7 days supply 
of  
feed been provided 

  

Has a spare NG tube and a 
minimum of 7 days supply of 
enteral syringes, pH paper and 
giving sets been provided 

  

Has a list of emergency contact 
details been provided 
 

  

 
Signature………………………………Date………………………………………………….. 
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Appendix 13 

Department of Clinical Nutrition & Dietetics NHS        Burton Hospitals   

                      NHS Foundation Trust 
 

CHECKLIST FOR PATIENT DISCHARGED WITH A MEDICAL DEVICE – 
ENTERAL FEEDING PUMP 
 

 Responsibility Completed by: 

General Considerations   

Is the pump suitable for home use 
(e.g. robustness, back-ups, alarms, 
patient care/instructions 

Abbott Hospital to Home Abbott Hospital to Home 

Is the loan equipment schedule 
maintenance status compatible with 
the loan? 

Abbott Hospital to Home Abbott Hospital to Home 

Has the pump been fully tested with 
confirmed full functionality and 
fitness for purpose? 

Abbott Hospital to Home Abbott Hospital to Home 

 

Patient/Carer Instructions   

Does the patient/carer know the 
name of the pump in use 

Ward Staff 
Dietetics Department 

Discharging Dietitian 
Abbott Nurse Adviser 

Does the patient/carer know how to 
set up pump at home? 

Ward Staff 
Dietetics Department 

Ward Staff 
Abbott Nurse Adviser 

Has the patient/carer been trained in 
the use & functions of the pump? 

Ward Staff 
Dietetics Department 

Ward Staff 
Abbott Nurse Adviser 

Has the patient/carer been provided 
with written instructions specifically  
about the pump 

Dietetics Department 
Abbott Hospital to Home 

Dietetics Department 
Abbott Nurse Adviser  
Abbott Hospital to Home 

Has the patient/carer been trained to 
deal with alarms 

Ward Staff 
Dietetics Department 

Ward Staff 
Abbott Nurse Adviser 

Has the patient/carer been trained in 
the care of the pump 

Ward Staff 
Dietetics Department 

Ward Staff 
Abbott Nurse Adviser 

Does the patient/carer require  
Ancillaries? If so do they know 
where/how to obtain these & how 
often? 

Dietetics Department 
Abbott Hospital to Home 

Dietetics Department 
Abbott Nurse Adviser 
Abbott Hospital to Home 

Is maintenance required? If so is 
patient/carer aware of how this will 
be achieved 

Abbott Hospital to Home Abbott Hospital to Home 
Abbott Nurse Adviser 

Does the patient/carer have a point 
of contact in the Trust/Hospital to 
Home for any queries? 

Abbott Hospital to Home 
 
Community HETF Dietitian 

Abbott Hospital to Home 
Patient Coordinator 
Community HETF Dietitian 

If relevant, does the patient/carer 
have a contact point in case of 
emergency? 

Abbott Hospital to Home  
Abbott Nurse Adviser 
Community HETF Dietitian 
 

Abbott Hospital to Home 24 
hour emergency help line 
Abbott Nurse Adviser 
Community HETF Dietitian 

 

Returning Pumps   
Does the patient/carer know 
when/where to return the device to 
once treatment is complete, or pump 
no longer required 

Abbott Hospital to Home Abbott Hospital to Home 

 

 
 
References:  
MHRA:  Checklist contents 

 
Abbott Hospital to Home: Adult/Paediatric Patient Information 


