
 

 

Enteral Nutrition (EN) Protocol for HH ICU/PCU 

 
 Initiation of Feeding  
 

  
1. The Registered Dietitian (RD) will recommend the appropriate enteral nutrition for the patient.  

 
2. The nurse will obtain an order from the physician to initiate enteral feeding protocol (Form HH 

0909)  
 

3. Ventilated patients should receive an orogastric tube (OGT), nasogastric tube (NGT) or small 
bowel feeding tube (Cortrak).  

 
a. Patients at high risk for aspiration should receive small bowel feeding access.  

b. The correct position of the tube should be confirmed by KUB  upon initial insertion. .  
 

 

4. Enteral feeding should be initiated within 48 hours of admission to ICU, unless the patient is not 
hemodynamically stable (MAP< 65mmHg), adequately resuscitated, or the gastrointestinal (GI) 
tract is believed to be non-functioning. Patients with recent abdominal surgeries require prior 
discussion with the surgeon before commencing enteral feeding.  

 

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

0
, unless otherwise indicated.   

 

6.  A bowel regimen should be started, as appropriate, once enteral support is initiated.  

 

7. Patients receiving therapeutic hypothermia for 24 hours can begin enteral nutrition (EN) during 
the rewarming process.  

 

8. Review medication list with pharmacist to see if enteral feeding needs to be held for any 
medication.   

 
Tolerance 
  

1. It is preferred that the patient receive enteral feeding starting  at 20ml/hr, increasing by 10 mL 
every 4 hours, reaching the “goal rate” as determined by the dietitian within 48-72 hours.  

 

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

 

3.  Inappropriate cessation of EN should be avoided. Holding EN for GRV less than 200 mL in 
absence of other signs of intolerance should be avoided. 

 

4.   Gastric residuals should be checked every 4 hours and documented for gastric feedings.    
 

a. If GRV 200-500 mL: return residual amount, continue formula at previous infusion rate, 
increasing to goal rate by 10 mL every 4 hours. 

b. Consider asking physician to  add a gastric motility agent such as: 

 Metoclopramide 

 Erythromycin 
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 Prostigmine  

 

 

c.  If GRV >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: 

i.  KUB to rule out ileus/obstruction 

ii.  gastric motility agent, 

iii.  small bowel feeding,  

5.  Emesis, abdominal distention  
a. Check HOB/ patient position 
b. consider holding EN x 2 hours, 
d. Consult with dietitian regarding changing EN formula  

e. Consider: 

  KUB to rule out ileus/obstruction 

  gastric motility agent, 

  small bowel feeding,  

  
6.  Diarrhea: 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).  

b. Persistent diarrhea (where C. difficile has been excluded) requires  

 a follow up referral to the dietitian for recommendations.  

 Consult with pharmacist to review medications that may cause diarrhea 

o Medications that commonly cause diarrhea (not a complete list): 
• metoclopramide  
• aminophyline 
• magnesium  
• erythromycin 
• xylitol 
 • phosphorus 

 • sorbitol  
 

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

b. Increase the amount of free water per physician order  

c. Ensure adequate bowel regimen ordered.  

d. Digital exam to assess for an impaction 

 Obtain orders from physician to manage impaction .  

e. Consider KUB to rule out obstruction.  
f. Consult with pharmacist to review medications that may cause constipation 

 Medications that commonly cause constipation (not a complete list): 
i. Sedatives 

ii.  Opioid analgesics (eg, morphine, fentanyl, hydromorphone, methadone) 



 

 

iii. catecholamine vasopressors (eg, dopamine, epinephrine, norepinephrine, 
phenylephrine),  

iv. Alpha2-adrenergic receptor agonists (eg, clonidine, dexmedetomidine). 
v.  anticholinergics (eg, antihistamines,  tricyclic antidepressants, 

antiparkinsonian agents, phenothiazines). 
vi. calcium-channel blockers 

vii. oral or enteral calcium and iron supplements,  
viii.  calcium aluminum-containing antacids. 

 
 Maintenance: 

 
1. Assess feeding tube placement every 4 hours after initial placement: 

a. Tubes should be marked at the skin entrance to allow monitoring for migration of 
the tube. 

b. 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.  

c. Review routine chest and abdominal x-ray reports to look for notations about tube 
location.  

2. Assess feeding tube patency every 4 hours, unless receiving continuous water flushes. 
a. Flush Feeding Tube with 30ml water every 4 hours unless otherwise ordered  

3. Medications via feeding tube: 

a. Give each medication separately 

b. Flush with 15ml of water before and after each medication  
4. Clogged feeding tube: 

a.    Causes of Clogged Feeding Tubes: 
 Improper flushing of tubes.  
 Caloric dense formulations.  
 Small bore feeding tubes.  
 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.  
 While evaluating gastric residuals the low pH can cause formula coagulation.  
 Medications that are not properly crushed.  
 Multiple medications given via the tube at the same time 

b.   Unclogging tubes: 

 Use 30 to 60 cc syringe, avoid small syringes due to high pressure.  
 Flush with warm water   
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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


