
The use of peptide feed 
to resolve tolerance 
issues in a jejunally fed 
post-op cancer patient

Beth Simmons (BSc Hons) Dietetics, Home Enteral Feeding 
Dietitian, South Warwickshire Foundation Trust

Overview  
George is a 63 year old married man who was diagnosed with malignant neoplasm of the oesophagus in 
September 2011. 

A two stage oesophago-gastrectomy was performed in February 2012 with a jejunal tube inserted for feeding.  
The patient reported that during his hospital stay he was given a polymeric feed via the jejunostomy. He 
suffered with severe diarrhoea for the length of his hospital stay.  He was discharged home in April 2012, 
taking small meals and snacks without enteral nutrition. 

Over a 6 month period weight loss was recorded as 31% of total body weight. At 6 months a jejunostomy 
feeding tube was reinstated at home using a peptide feed.  Tolerance of the feed was good and the patient’s 
weight loss slowed and oral diet improved.

Patient’s background, medical history, weight history
George was first reviewed by his local community dietitian in July 2012 after a referral was received by the 
community dietetic service, requesting an assessment of his nutritional intake and possible enteral feeding.

Along with the diagnosis and treatment of oesophageal neoplasm, a history of chronic obstructive pulmonary 
disease, asthma, coronary heart disease and type 2 diabetes mellitus were noted at initial consultation.  
George was also suffering with oral thrush (Candida albicans) of the mouth and oesophagus. 

The patient reported his blood glucose levels were currently not being checked at home.
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• Nystatin 1ml qds

• Fluconazole 50mg od

• Lansoprazole 15mg od

• Seretide inhaler

• Ventolin inhaler Metformin 500mg bd

• Ipratropium bromide inhaler

• Amiloride hydrochloride 5mg od

• Furosemide 20mg od

• Aspirin 75mg od

• Simvastatin 40mg od

• Metoclopramide hydrochloride 10mg tds

• Levothyroxine sodium 125ug od 

Medications

Relevant data/diagnostic tests 
George’s recorded height is 183cm and his weight prior to his surgery was 142.7kg, giving him a body mass 
index of 42.4 at that time.  His weight at referral was 98.8kg (BMI 29.5); this equated to a percentage weight 
loss of 31% in 6 months.  His weight at initial consultation was 95kg (BMI 28.5), he had lost 2kg in 2 weeks 
(chart 1 below).
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Chart 1 showing weight history prior to illness and during dietetic intervention.



Nutritional and Medical Problems
George reported that whilst in hospital he had experienced diarrhoea until the jejunostomy feed was 
discontinued at his request.  Since this time he has been having very small amounts of oral diet.  He felt that 
once home this would improve, however he was still unable to tolerate more than small mouthfuls of food, 
complaining of symptoms of nausea, vomiting and pain after eating.  Consequently his weight decreased 
dramatically. He tolerates oral fluids well and consumes about 1000ml per day.  

George is still under the care of the oncology team at the hospital but has been missing appointments; 
reporting that he felt too weak to leave the house. George had previously tried oral nutritional supplements 
and didn’t like them. He was unwilling to try them again.

Nutritional problems identified:

• Failure to thrive – loss of weight with 
significant impact on rehabilitation and 
activity level

• Food phobia

• Partial loss of appetite

• Post-prandial pain

• Nausea and vomiting

• Reflux

• Dumping syndrome

George complained of feeling weak, being unable to walk more than a couple of steps without tiring, and he 
felt his quality of life was poor.  George was feeling depressed because of his circumstances and was frustrated 
that he was not recovering faster.

George’s nutritional requirements were calculated using a weight of 95kg as follows:1

Energy

13kcal x 95kg + 567kcal

+ 15% added for activity    = 2072kcal

Protein

0.17g – 0.2g x 95 x 6.25g   = 101g

Fluid

35ml x 95kg   = 3325ml

Although his requirements were estimated at 2072kcal and would require 2072ml of a standard 1kcal/ml 
feed, George was still unsure about the benefits of enteral nutrition and was reluctant to allow it to encroach 
upon his life.   After discussion George agreed to have an overnight feed but only wanted the feed to run for 
up to 12 hours.  The feed would need to run slowly so as not to exacerbate any problems with tolerance.  This 
made it difficult to meet his nutritional requirements.



Nutritional goals/Recommendations
The primary goal of nutritional intervention was to stabilise weight loss and prevent further protein losses. 
The secondary goal was also to promote rehabilitation and increase activity.

Initial Feeding Regime
1000ml Peptamen (1kcal/ml) at 83ml per hour for 12 hours overnight 8pm -8am (final rate).  This was built up 
over 4 days from 30ml/hr, to 40ml/hr then 60ml/hr then 83ml/hr.  This provided 1000kcal and 40g protein.

On the first night George reported that he had his bowels open during the night approximately 4 hours after 
the feed started.  No further problems were reported.

Reviews
After 2 weeks George was reviewed at home. His weight was recorded as 94.8kg (a loss of 0.2kg).  There 
were no problems reported with regards to tolerance with Peptamen. To better meet his requirements of 
macronutrients, the feed was changed to Peptamen HN (1.3kcal/ml) providing 1300kcal and 66g protein.

George was still suffering with oral thrush and his oral intake had decreased to oral fluids only.

After a further 6 weeks George’s weight had decreased to 93.8kg (see chart 1).  At this time he had started 
to eat small snacks throughout the day such as biscuits and pastry. The feed was changed to Peptamen AF 
(1.5kcal/ml) providing 1200kcal and 76g protein to better meet his requirements for protein.  He tolerated 
this feed well and reported that his bowels were opening once or twice daily.  He didn’t report any bloating     
or discomfort.



Discussion
Following a two stage oesophago-gastrectomy the stomach is smaller and no longer in its original position. 
Dumping syndrome can occur in some patients due to rapid emptying of ingested food into the duodenum, 
causing nausea and diarrhoea.2  Conversely, gastric emptying is slowed in some patients because the vagus 
nerve is transected during the oesophagectomy procedure. In addition, gastric reflux is more likely to occur 
because of the lack of a gastro-oesophageal sphincter.3

Jejunal oedema due to hypo-albuminaemia can occur.4 There is some thought that this could lead to 
malabsorption of nutrients.  George had a slightly decreased albumin level 3 months after surgery and this 
was likely to be much more reduced immediately following surgery.  This could have been a reason for the 
diarrhoea that he experienced whilst in hospital.

Artificial nutrition support can relieve the pressure on patients to achieve adequate oral intake.

As illustrated from his weight history (chart 1), weight loss slowed significantly and the primary aim 
of treatment was met.  George is now mobilising more and reports that his mood is much better and 

consequently has improved his quality of life.

This case report demonstrates the benefits of using a peptide feed for post GI surgical patients on a jejunal feed. 

George had not had a pleasant experience of enteral feeding during his hospital stay and was worried about 
commencing feeding again.  It was important that he viewed feeding in a positive light as it is likely that it will 
take some time for George to return to a full oral diet. Without an enteral feed to support him through this, he 
might never reach his full recovery potential. 

During the dietetic intervention it was concluded that a change in feed was needed to best meet George’s 
requirements. Standard Peptamen 1kcal/ml was chosen initially as a starting point to ensure tolerance and 
to gauge whether oral intake would continue and improve with a supplementary overnight feed.  However it 
became clear that oral intake was not sufficient.  George had reservations about changing the feed as he felt 
he may experience unpleasant symptoms such as diarrhoea.  We discussed the options in terms of probable 
continued weight loss if he remained on Peptamen 1 kcal/ml feed versus his perception of having diarrhoea 
as a possible symptom if the feed was changed. Studies have shown that changing from 1kcal to 1.5kcal feed 
helped with weight gain and was tolerated well.6  

The decision was left in his hands with the understanding that I would support him regardless of what he 
chose to do. By this time we had started to build a good working relationship and George understood that 
I would be available for support and would visit him regularly to review the situation.  He chose to have the 
feed changed and fortunately there were no problems.  This helped build his trust so when I suggested the 
next change of feed there was no resistance.

The rationale for choosing Peptamen was twofold.  Firstly it was used to prevent any symptoms of 
intolerance to the feed, there being evidence to suggest that peptide feeds can help reduce the number 

of episodes of GORD;5 and secondly by doing so to restore George’s faith in enteral feeding.  
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