
     
Meeting: Critical Care Committee Meeting Date: July 22, 2014 

Facilitator: Ana Cabrera  Meeting Time: 12:00-13:00 

Attendance: See sign in sheet  Meeting 

Location: 

Board Room  

 TIME/ 
PRESENTER 

TOPIC DISCUSSION ACTION FOLLOW-UP 

Called to order 
12:04pm 

April Minutes  Minutes were approved as 
submitted. 

 

Old Business ABCDE Bundle  

(SAT/SBT) 

Review weaning criteria Dr. Lopetegui will let the 

therapist know who is 
ready for next day 

w/spontaneous awakening. 
He is to be reminded @ 

rounds to address this 
issue.  

 

 Enteral Tube 

Feeding Project 

Update provided, reviewed 

current protocol and orders.  

Orders approved with 

minor changes.  Ok to 
proceed.  

 

 Alarm Fatigue Alarm fatigue update provided.  
System wide team developing a 

policy.  

Reported preliminary pre-
intervention data on alarms 

in the ICU.   

Awaiting Phillips 
data. 

New Business Massive 
Transfusion 

Guidelines 

System wide initiative-HH 
selected for simulation training 

which  may be happening in late 
August/early September 

R. Lee to help coordinate 
simulation at HH. 

Dr. Lopetegui stated to 
count with him in what is 

needed 

 

Standing 

Business 

Patient 

Throughput-

PCU/telemetry 
hours  

ICU/PCU not a hold for telemetry 

patients. Too many hours of CC 

RN taking care of Telemetry 
patients. 

Dr. Lopetegui suggested 

that it is needed to have a 

fixed number of ICU beds 
available at all times. 

Suggested that a trial 
period of a month is a good 

start. That 1 bed by 10am, 
2nd bed by 3pm 
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 Dive Port Data  R. Lee reported database is now 
available to HH leadership. 

Next month should have 
April data populated. 

 

 

 PI Data Current OPO data reported by R. 
Lee  

 

On going PI team meeting 
monthly. 

 

 

 

 Blood Utilization: P. Yulkowski 

reported an improvement noted in 
transfusion of PRBCs.   

Transfusion poster to be 

placed in the waiting area 
as education for the 

families.   

Data updated on the unit 
and reported to hospitalists 

regularly. 
 

 

  Scorecards- Quality indicators 
entered into a scorecard and will 

be tracked monthly/ quarterly. 
 

L. Everett will send to G. 
Gordon 

 

 

Order 

Sets/Policies to 
be Approved/ 

Reviewed 

Terminal Ventilator 

Weaning Orders 

Revisions made as per 

recommendations from PI team. 

R. Lee is to email Dr. 

Lopetegui the orders to 
approve as discussed 

before. 

 

 
 

 
 

Designating a 
healthcare decision 

make for 

incapacitated 
patients 

Discussion regarding process for 
designating capacity reviewed.  

Family members must be located. 

Case Mgr. should handle with the 
RN. ED is not asking for surrogate 

or the next of kin. 

Capacity has to be 
completed by attending 

physician. 

Nurse to collaborate with 
CM to identify decision 

maker. Suggested that 
Christine should attend  a 

Staff Meeting in ED. 

Policy will be 
going to HH Roll 

out Committee 

for formal 
implementation 

including 
presentation to 

MEC.  

  Adjourned @ 1:03pm Next meeting August 26, 

2014.  
Please send agenda items 

to Ana Cabrera, Rosie Lee 

or Leslie Everett. 
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POLICY TITLE: Enteral Nutrition (EN) Protocol for HH ICU/PCU 
 
 
Responsible Department: Critical Care 
 
Creation Date: 9/26/2014 
Review Date: «LastDate» 
Revision Date: «CreateDate» 
 
SUBMITTED BY (AUTHOR): Rosemary Lee DNP, ARNP, ACNP-BC, CCNS, CCRN 
Title: Clinical Nurse Specialist  
 
APPROVED BY:  Leslie Everett BSN, RN, CCRN 
Title: Patient Care Manager 
 
APPROVED BY:  Gail Gordon MSN, RN, NEA-BC 
Title: Vice-President & Chief Nursing Officer 
 
APPROVED BY:  Dr. Juan Lopetegui 
Title: Medical Director, Intensive Care 
 
PUBLISHED (Released): «ReleaseDate» 
 

 
 
SUMMARY & PURPOSE:   
The purpose of this procedure is to guide the nurse in Intensive Care Unit (ICU) & Progressive Care Unit (PCU) 
when caring for patients requiring enteral feedings.   
 
POLICY:   
The ICU & PCU nurse will use this procedure to guide the initiation, assessment of tolerance, and maintenance of 
enteral feedings.   
 
Enteral feeding should be initiated within 48 hours of admission to ICU, based on the following criteria: 

1. Hemodynamic stability (MAP greater than 65mmHg, 

2. Adequate resuscitation 

3. The gastrointestinal (GI) tract is believed to be functioning.  

NOTE: Patients with recent abdominal surgeries require prior discussion with the surgeon before commencing 
enteral feeding.  

 
SCOPE/APPLICABILITY:  
This policy applies to ICU & PCU only  
 
PROCEDURES TO ENSURE COMPLIANCE:  
 
1. Initiation of Feeding  

a. The Registered Dietitian (RD) will recommend the appropriate enteral nutrition for the patient.  
b. The nurse will initiate enteral feeding standing orders (Form HH 0909) as per the RD 

recommendations. 
i. Orders will be entered in the electronic medical record in accordance with established policy. 
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c. Ventilated patients should receive an orogastric tube (OGT), nasogastric tube (NGT) or small bowel 

feeding tube (Cortrak).  
i. Patients at high risk for aspiration should receive small bowel feeding access.  

ii. The correct position of the tube will be confirmed by portable single view Abdominal X-ray (KUB) 
upon initial insertion. .  

d. Patients receiving enteral feedings should be placed in the semi-recumbent position with the HOB 30-
45

0
, unless otherwise indicated.  If backrest elevation is not tolerated, consider reverse Tredenlenburg. 

e.  A bowel regimen should be started, as appropriate, once enteral support is initiated.  
f. Patients receiving therapeutic hypothermia for 24 hours can begin enteral nutrition (EN) during the re-

warming process.  
g. Review medication list with pharmacist to see if enteral feeding needs to be held for any medication.   
h. Place patient on “Aspiration Precautions” and include in the plan of care. 

 
2. Tolerance 

a. Continuous enteral feedings should start at 20ml/hr, increasing by 10 mL every 4 hours, reaching the 
“goal rate” as determined by the dietitian within 48-72 hours.  

b. EN tolerance should be monitored by multiple markers (pain and/or distention, physical exam, passage of 
flatus and stool, abdominal radiographs results).  

c.  Inappropriate cessation of EN should be avoided. Holding EN for gastric residual volume (GRV) less than 
200 mL in absence of other signs of intolerance should be avoided. 

d. Gastric residuals should be checked every 4 hours and documented for gastric feedings.    
i. GRV  up to 500 mL: return residual amount, continue formula at previous infusion rate, 

increasing to goal rate by 10 mL every 4 hours. 

 Consider asking physician to  add a gastric motility agent such as: 
a) Metoclopramide (Reglan) 
b) Erythromycin 
c) Prostigmine (Neostigmine)  

ii.  GRV over 500 mL:  

 Clinically examine for signs of intolerance: abdominal distention, fullness, discomfort, or 
presence of emesis.  

 Discard the residual, and hold EN x 2 hours. 

  Recheck residuals after 2 hours, if GRV remains >200 mL continue to hold EN.  

 Check HOB, patient position,  

 Consult with dietitian regarding changing EN formula  

 Consider: 
a)  KUB to rule out ileus/obstruction 
b)  gastric motility agent 
c)  small bowel feeding,  

e. Emesis, abdominal distention:   
i. Check HOB/ patient position 

ii. Consider holding EN x 2 hours, 
iii. Consult with dietitian regarding changing EN formula  
iv. Consider: 

a)  KUB to rule out ileus/obstruction 
b)  gastric motility agent 
c) small bowel feeding  

f. Diarrhea:  
i. Greater than 500mL every 8 hours or greater than 3 stools per day for at least 2 consecutive days  

a) Warrants further evaluation for etiology (enteral medications, Clostridium difficile, 
or other infectious etiologies).  
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ii. Persistent diarrhea (where C. difficile has been excluded) requires  
i. Follow up referral to the dietitian for recommendations.  
ii. Consult with pharmacist to review medications that may cause diarrhea 

o Medications that commonly cause diarrhea (not a complete list): 
• Metoclopramide (Reglan) 
• Aminophylline 
• Magnesium  
• Erythromycin 
• Xylitol 
 • Phosphorus 
 • Sorbitol  

 

g. Constipation: difficulty passing or no bowel movement >3 days.  
i. Assess for signs of dehydration.  

ii. Increase the amount of free water per physician order  

iii. Ensure adequate bowel regimen ordered.  

iv. Digital exam to assess for an impaction. If impaction present, obtain orders from physician to 
manage impaction.  

v. Consider KUB to rule out obstruction.  
vi. Consult with pharmacist to review medications that may cause constipation. Medications that 

commonly cause constipation (not a complete list): 

a) Sedatives 
b)  Opioid analgesics (e.g. Morphine, Fentanyl (Sublimaze), Hydromorphone (Dilaudid), 

methadone (Methadose)] 
c) Catecholamine vasopressors (e.g. Dopamine, Epinephrine, Norepinephrine 

(Levophed), Phenylephrine),  
d) Alpha2-adrenergic receptor agonists (e.g. Clonidine(Catapres), Dexmedetomidine 

(Precedex)]. 
e)  Anticholinergics (e.g., antihistamines, tricyclic antidepressants, anti-Parkinsonian 

agents, phenothiazines). 
f) Calcium-channel blockers 
g)  Oral or enteral calcium and iron supplements,  
h)  Calcium aluminum-containing antacids. 

 
3.  Maintenance: 

a. Assess feeding tube placement every 4 hours after initial placement: 
i. Tubes should be marked at the skin entrance to allow monitoring for migration of the tube. 

ii. Observe for a change in length of the external portion of the feeding tube, as determined by 
movement of the marked portion of the tube.  

iii. Review routine chest and abdominal x-ray reports to look for notations about tube location.  
b. Assess feeding tube patency every 4 hours, unless receiving continuous water flushes. 

i. Flush Feeding Tube with 30ml water every 4 hours unless otherwise ordered  
c. Medications via feeding tube: 

i. Give each medication separately 
ii. Flush with 15ml of water before and after each medication  

d. Clogged feeding tube: 
i. Causes of Clogged Feeding Tubes: 

a) Improper flushing of tubes.  
b) Caloric dense formulations.  
c) Small bore feeding tubes.  
d) Rate of flow that could allow gastric pH to clump the formula as well as cause a build up 

on the sides of the feeding tube.  
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e) While evaluating gastric residuals the low pH can cause formula coagulation.  
f) Medications that are not properly crushed.  
g) Multiple medications given via the tube at the same time 

b.   Unclogging tubes: 
a) Use a 30 to 60 cc syringe; avoid small syringes due to high pressure.  
b) Flush with warm water 

4. Educate patient/ family on aspiration precautions.   
 
 
 
SUPPORTING/REFERENCE DOCUMENTATION:  
American Association of Critical Care Nurses. (2011, November). AACN Practice Alert. Retrieved from AACN.org: 

http://www.aacn.org/wd/practice/docs/practicealerts/prevention-aspiration-practice-
alert.pdf?menu=aboutus 

Bankhead, R et al (2009 March/ April) Special Report:  ASPEN Enteral Nutrition Practice Recommendations. Journal 
of Parenteral and Enteral Nutrition. Volume 33 Number 2, 122-167 

Bourgault, A. M., Ipe, L., Weaver, J., Swartz, S., & O’Dea, P. J. (2007, August). Development of Evidence-based 
guidelines and critical care nurses knowledge of enteral feeding. Critical Care Nurse, 27(4), 17-29. 

Btaiche IF et al Critical Illness, Gastrointestinal Complications, and Medication Therapy during Enteral Feeding in 
Critically Ill Adult Patients. Nutrition in Clinical Practice. Volume 25 Number 1. 32-49 

Desai S.V. , McClave S.A., Rice T.W. (2014) Nutrition in the ICU: An Evidence-Based Approach. CHEST ; 145_ ( 5 ): 
1148 – 1157 
Kenny DJ, Goodman P. (2010) Care of the Patient with Enteral Tube Feeding: An Evidence-Based Practice Protocol. 

Nursing Research . Vol 59, No 1S. S22-S31 
Marik P. (2014) Enteral Nutrition in the Critically Ill: Myths and Misconceptions.  Critical Care Medicine 42(4) p 962-

969 
Martindale, R. G., McClave, S. A., Vanek, V. W., McCarthy, M., Roberts, P., Taylor, B., ... The A.S.P.E.N. Board of 

Directors (2009, May/June 2009). Guidelines for the provision and assessment of nutrition Guidelines for 
the provision and Assessment of nutrition support in the adult critically ill patient: Society of Critical Care 
Medicine (SCCM) and American Society for Parenteral and Enteral Nutrition (A.S.P.E.N.). Crit Care Med. 
2009;37:1-30. http://www.learnicu.org/Docs/Guidelines/NutritionSupportAdult.pdf  

 
 
 
 
RELATED POLICIES, PROCEDURES, AND ASSOCIATED FORMS:  
Homestead Hospital Administrative Policy  

400-4400-1001 Medication General Guidelines and Management 
400-2000-711 Patient and Family Education  
400-2000-717 Interdisciplinary Plan of Care Policy Focus POC Treatment Plan  
 

Homestead Hospital Departmental Policies: 
400-2000-360-02 Transpyloric placement of small bore enteral feeding tube 
400-2000320-13 Acknowledgement of provider’s orders 
 
 

 
ENFORCEMENT & SANCTIONS: 
 
Violations of this policy may be referred to the appropriate management level for applicable sanctions.  
 
 
 

http://www.learnicu.org/Docs/Guidelines/NutritionSupportAdult.pdf
http://intelex.ad.bhssf.org/dcDocumentRetrieveExt.asp?sAuth=327ec29056cc47c24bf922f7dc0f78261dad5c726d7353a4048aa730e8fabe0f&DocumentID=7944
http://intranet.bhssf.org/en/policy-administration-management/Documents/HH%20Administrative/700%20thru%20799%20Patient%20Care/710%20to%20719/HH%20400-2000-711%20Patient%20and%20Family%20Education.pdf
http://intranet.bhssf.org/en/policy-administration-management/Documents/HH%20Administrative/700%20thru%20799%20Patient%20Care/710%20to%20719/HH%20400-2000-711%20Patient%20and%20Family%20Education.pdf
http://intranet.bhssf.org/en/policy-administration-management/Documents/HH%20Administrative/700%20thru%20799%20Patient%20Care/710%20to%20719/HH%20400-2000-711%20Patient%20and%20Family%20Education.pdf
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HH 909   Rev. 12/12/14
07600H0909

Another brand of drug identical in form and content
may be dispensed unless written “medically necessary”STAT PHARMACY

ORDER
(Place X in Box)

Breastfeeding:	 G N/A     G Yes
Patient Pregnant:	 G N/A     G Yes

*07600H0909*
PHYSICIAN’S ORDERS

G SCANNED

Physician’s Signature: __________________________________________________________
  AND
Print Name: _______________________________________ Date: ___________ Time: _______  

Admitting weight:     __________ KGS		  __________ LBS		 __________ Height

ICU/PCU ENTERAL FEEDING ORDERS
Referral to Dietitian to determine patient’s needs formula and goal rate.

Administration Method:
	 £ Gastric tube; insert if not already in place
	 £ Small bowel feeding tube; if indicated by dietitian/physician
	 £ Confirm gastric/small bowel feeding tube placement with a stat portable KUB after initial insertion
Enteral Formula:
Select One:
	 £ Nutren 1.5
	 £ Novasource Renal
	 £ Peptamen AF
	 £ Fibersource HN
	 £ Nutren Replete with Fiber
	 £ Resource 2.0
	 £ Other:_____________________________________________________
Infusion Rate:
Start feeding at _______ mL/hr
Increase by 10 mL/hr every 4 hours until goal rate of   ________ mL/hr is reached.
Protein Supplements (mix with tap water):
	 £ Prostat 1 packet one a day via feeding tube
	 £ Prostat 1 packet twice a day via feeding tube  
	 £ Prostat 1 packet three times a day via feeding tube
	 £ Prostat 1 packet four times a day via feeding tube
Tap Water Flushes:
	 Flush with 30 mL every 4 hours 
Bowel Regimen: 
	 � Lactulose (CEPHULAC) 30 mL PO x 1 at bedtime PRN constipation

T.O.: ____________________________________ /____________________________________ RN   (Date & Time): ______________________

Orders Noted By: _______________________________________________________________ RN    (Date & Time): ______________________

Reference: Martindale RG et al Guidelines for the provision and assessment of nutrition
support therapy in the adult critically ill patient: Society of Critical Care Medicine and
American Society for Parenteral and Enteral Nutrition. 2009 Critical Care Medicine 37 (5)

ALLERGIES: G Yes   G NKA
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