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Introduction/overview
A 22 year old gentleman, diagnosed with cerebral palsy (a neurological condition that is specifically caused 
by problems in the part of the brain responsible for controlling muscles), was referred to the Dietetic 
department.1 

He also had a differential diagnosis of Inflammatory Bowel Disease (IBD), which is the general term used to 
describe ulcerative colitis and Crohn’s disease. Both these chronic conditions involve inflammation of the gut 
and it can be very difficult to differentiate between the two conditions. IBD affects as many as 620,000 people 
in the UK.2

Cerebral palsy can occur if the brain develops abnormally or is damaged before, during or shortly after birth. 
People with cerebral palsy may also have a number of associated problems including seizures, drooling 
problems and swallowing difficulties, e.g dysphagia.3

As a result many people with cerebral palsy have communication and learning difficulties, although 
intelligence is often unaffected. Due to dysphagia this gentleman received all his nutrition and fluid via a 
gastrostomy tube. He is also registered blind and has epilepsy. The patient was not able to communicate 
verbally, and as a result his medical decisions were discussed with both him and his mum, who became his 
welfare guardian. 

The patient was seen by the community learning disability team at home and was under the care of the 
following:

• Psychiatry Department

• Physiotherapy Department

• Speech and Language Therapist 

• Dietetic services. 

These complex patients require support from multiple professions in order to ensure that all care needs are met.4 
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Patient’s background and medical history
At school, the patient was originally under the care of a Paediatric Dietitian. When he was transferred to the 
adult learning disability team in 2011, he experienced the following symptoms:

• long-term diarrhoea 

• abdominal pain

• numerous chest infections

• urinary infections

Over the years different feeds were tried: Perative® (Abbott Nutrition) and Osmolite® 1.5 (Abbott Nutrition). 
Unfortunately neither feed brought about an improvement in symptoms and as a result the patient was 
referred to the Gastroenterology Department in 2013 for further investigations. 

In 2014 the patient received a diagnosis of differential IBD; he underwent investigations to distinguish 
whether it was Ulcerative Colitis (UC) or Crohn’s Disease (CD). The inflammation was localised in the 
duodenum, therefore the IBD nurse suspected Crohn’s Disease. 

The patient continued to undergo faecal calprotectin tests to determine if it was UC or CD. A colonoscopy 
showed right-sided changes to the large bowel. 

For a CP patient, conducting a colonoscopy is a big procedure because a general anaesthetic is required.  
Therefore, he was at high risk of developing further complications because of his low body weight and his past 
medical history.

In 2015 his dietetic care was taken over by myself and at this time the patient was on approximately 800ml 
of Perative (Abbott Nutrition). Following a hospital admission for a chest infection, his weight continued to 
decrease. The decision was made to trial a whey-based peptide feed: Peptamen® HN (Nestlé Health Science). 
Peptamen® HN was chosen due to its unique formulation to help reduce the risk of diarrhoea.5

Due to cerebral palsy, the patient continued to suffer with high tone, which can lead to an increase 
in metabolic stress. Given the high levels of protein, Peptamen® HN may help to meet requirements. 
Furthermore it is also made up of 100% whey protein which has been shown to facilitate gastric emptying.6

Peptamen® HN (approx. 1000mls) at 85ml/hour over 12 hours was tolerated and on initiation an improvement 
was noticed. There was a reduction in the urgency and consistency of the diarrhoea, which was less loose than 
previously.   

In May 2015 it was then decided to increase the feed from 1000ml to 1300ml at 130ml/hr over 10 hours and 
following this his weight increased. 

Soon thereafter the patient developed a chest infection, which caused some weight loss. It was then decided 
to administer 60ml of Pro-Cal® (Vitaflo) per day, with the aim of increasing this up to 120ml if tolerated. 
Given that Pro-Cal shot is an energy dense liquid supplement in a low volume, it was deemed as suitable. 
Unfortunately the diarrhoea increased so his mum requested that the Pro-Cal should be stopped. It was 
therefore agreed to continue with 1300ml of Peptamen® HN for the next 2 months, until the chest infection 
cleared and his weight stabilised.  



Eventually his weight stablised and mum agreed to the addition of an extra bolus of Peptamen® HN at 1 x 
50ml bolus in the morning before pump feeding and an additional 1 x 50ml bolus in the evening; both were 
well tolerated. It was then agreed to increase the bolus feed further by an additional 2 x 50ml throughout the 
afternoon, aiming to provide an  extra ~600 kcal per day to help promote weight gain. 

Nutritional assessment:
BMR – 16.0 x 34kg + 545 = 1,089 kcal x mobility factor 15% (wheelchair bound) plus 10% stress factor, 10% 
(for active inflammatory bowel disease) = 1,377 kcal for weight maintenance.  Additional 600 kcal per day to 
provide 1,977 kcal for weight gain. 

Protein – 0.17 x 34kg x 6.25 = 36g 

Fluid – 35 x 34kg = 1,190ml

Nutritional Goals/recommendations
To minimise further weight loss and manage the diarrhoea.

Administration route
• The patient had a MIC-KEY button 16 Fr 1.7cm

• The tube had to be vented before each feed to help release trapped wind

Conclusion
A noticeable improvement in quality of life was observed because the patient was now more involved in his 
hydro- and rebound therapy.

His mum also observed a big improvement in his mood by noticing more smiles and laughter.

Recently the Consultant Gastroenterologist diagnosed the patient with pancolitis, which is a severe form 
of colitis and usually means the inflammation has spread throughout the large intestine. Throughout my 
involvement with this patient, his weight had fluctuated due to various infections and chronic diarrhoea 
However, for the last 3 months his weight has remained stable.

Peptamen® HN with its unique formulation is also a nutritionally complete feed, with 70% MCT and 100% 
whey protein, which is suitable for long term use. Given my success with this patient, I can confidently 
encourage my colleagues to consider using a whey-based peptide feed first line in patients with feeding 
intolerances.  



Summary of weight,nutritional and medical problems

Weight in Kg

BMI (kg/m2)

34.4 34.4
35.3 35.3

34 3434

15.7 15.7 16.1 16.1 15.5 15.5 15.5

Differential 
diagnosis of IBD; 
commenced on 
Peptamen® HN 
100ml. Tolerating 

1,300ml of 
Peptamen® HN.

No changes to 
feeding regimen 
- continues 
on 1,300ml of 
Peptamen® HN.

Pro-Cal Shot 2 x 30ml boluses 
trialled to try increase weight 
further - not tolerated (large, 
watery bowel movements; 
excessive gagging). Consultant 
gastroenterologist advised 25mg 
of prednisolone to help with 
inflammation. Returned to 1,300ml 
of Peptamen® HN until the diarrhoea 
settled.

Mum informed 
department that 
the patient was only 
tolerating ~700ml 
Peptamen® HN. 
Unsure of the cause.

Rate of feed gradually increased back 
to 1,300ml of Peptamen® HN. Tolerated 
well (stools not as watery and loose).Due 
to his fluctuating weight, trialled adding 
additional boluses of Peptamen® HN. 

Weight stable. 
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