
Highlights from Clinical Rotation Articles  
 
1. Review article on difference between jejunostomy feeding and gastric feeding and ordering 
and monitoring differences 
 
Marik PE, Zaloga GP. Gastric versus post-pyloric feeding: a systemic review. Critical Care. 
2003. https://doi.org/10.1186/cc2190 
  
 
Jejunal feeding is the method of feeding directly into the small bowel through the stomach. 
Jejunal feeding is used when patients have a functioning GI tract but have issues with their 
stomachs for various reasons. Gastric feedings are directing into the stomach whether through an 
NG tube or PEG tube.  
 
Key Points:  
 

• Gastric feeding is seen as predisposing a patient to aspiration and pneumonia  
• Gastric feeding routes are easier to achieve and cheaper than post-pyloric nutrient 

administration.  
• Jejunal feeding is seen is reducing risk of pneumonia  
• Many patients suffer from gastroparesis which will limit their ability to tolerate a gastric 

feeding.  
• Study showed that 79% of ICU patients demonstrated a degree of upper digestive 

intolerance leading to impaired gastric emptying.  
• Placement of jejunal feeding may delay initiation of enteral feeding due to the challenge 

to place.  
 
2. Article of your choice 
 
Cove ME, Pinsky MR. Early or Late Parenteral Nutrition: ASPEN vs ESPEN. Critical Care. 
2011  
 
The article discussed the controversy that surrounds the timing of parenteral nutrition feeding in 
patients that are not a candidate for meeting all of their needs with enteral nutrition. The article 
expressed that only 58% of ICU in the study reached their caloric goal with EN. The study stated 
that this was due to EN patients experiencing gastroparesis and unnecessary delays waiting for 
feeding tubes based on bowel sounds. This study showed the supplementing PN got patient to 
goal earlier. The study was debating when the earliest appropriate time was. ESPEN 
recommended that PN be started within 2 days if patients are receiving less than their targeted 
goals through EN and ASPEN recommended waiting until 8 days.  
 
Key Points  
 

• Study found that late PN was superior to early PN. The late-initiation group remained in 
the ICU one day less.  

• Those with late initiation had fewer infections  



• Late initiation was also found to be more cost effective.  
 
 
3. Review article on cancer 
 
Norman HA, Butrum RR,  Feldman E, Heber D, Nixon D, Picciano MF, et al. The Role of 
Dietary Supplements during Cancer Therapy. J Nutr. 2003.   
 
The study discussed dietary supplements in cancer patients. The recommendations for dietary 
supplements for cancer patients are to only take moderate doses of supplements because the 
evidence show that safety and benefits are limited. Antioxidants taken in the form of fruit and 
vegetables do not show convincing evidence that there is any harm on human health. There is 
conflicting evidence showing that selected antioxidants taken in supplement forms could be 
harmful. So consuming antioxidants through fruits and vegetables is recommended. Vitamin E 
has shown to have properties in maintaining the rapid proliferation of cancer cells which is 
essential during chemotherapy. Overall the article found that fruits and vegetables were more 
beneficial than supplements during cancer treatment because the individual components my act 
in synergy during treatment and provide harmful effects. The fruits and vegetables do not 
demonstrate harmful outcomes with treatment.  
 
Key Points  
 

• Recommendation for cancer patients is to take only moderate doses of supplements due 
to potential harmful effects shown in clinical studies.  

• Consuming actual fruits and vegetables is more beneficial than taking supplements due to 
the potential harmful effects that don’t out weigh the benefits.  

• Vitamin C can go from being a protective agent from cancer to interfering with treatment 
if consumed in large amounts.  

• There is evidence showing the beta-carotene may not act as an antioxidant but is essential 
for vitamin A.  

• Selenium itself is not an antioxidant but within cells it is incorporated into a selenoprotein 
that has antioxidant functions.  

 
4. Review pulmonary nutrition advances recommendations –current 
  
Schols A. Nutritional advances in patients with respiratory diseases. European Respiratory 
Review. 2015  
 
The article discussed the main recommendations for pulmonary diseases including COPD, cystic 
fibrosis and lung cancer. The authors confirmed that while smoking and physical activity is 
incredible important in management of pulmonary disease the biggest focus should be on weight 
loss and muscle wasting, Obesity has been identified as a risk factor for all respiratory diseases. 
Obesity combined with sarcopenia there is an increased difficulty that comes with the diseases. 
 
Key Points/Recommendations  
 



• The incidence of COPD is higher in those with underweight BMIs. 
• A larger waist circumference and higher waist-hip ratio were positively associated with 

COPD. Recommendation is to stay within waist circumference guidelines.  
• Amino acids stimulate muscle anabolism.  
• Shifting nutritional intervention from end-stage disease to functional state to prolong 

anti-cancer treatments.  
• Combating muscle wasting in respiratory disease is a priority.  

 
Nutrition and COPD Article  
 
The article discusses the relationship to food and breathing. Changing food to energy for the 
body is done through metabolism. The metabolism of nutrients produces carbon dioxide. For 
those with COPD eating a diet fewer in CHO and more in fat may help breathing due to the 
difference between fat and CHO breakdown. CHO produces the most CO2 and fat produces the 
least.  
 
Guidelines:  
 

• Weight management  
• Choosing complex CHO 
• Eating 20 to 30 grams of fiber per day.  
• Choosing mono and poly unsaturated fats  
• Limiting foods containing trans fats  
• Limiting sodium 
• Drinking adequate fluids  

 
5. Review cyclic vomiting nutrition therapy or hyperemesis 
 
National Digestive Diseases Information Clearinghouse. Cyclic Vomiting Syndrome. NIH. 2014  
 
Cyclic vomiting syndrome is when there are sudden repeated attacks of sever nausea, vomiting 
and physical exhaustion that occur without obvious reason. The episodes can last for a few hours 
to several days. Cyclic vomiting syndrome can be caused by gastrointestinal motility, CNS 
dysfunction, ANS dysfunction, hormone imbalance, and many other complications. The nutrition 
therapy for cyclic vomiting depends on the stage. If in the vomiting phase then the person will be 
taking in little to no food by mouth. During recovery the person will be very hungry once the 
vomiting stops. When eating resumes the person should watch for the return of nausea. It might 
be best for the person to start out on clear liquids and advance the diet slowly. During the well 
phase a balanced diet is very important. Foods that can be triggers, such as additives, should be 
avoided. It is encouraged to eat small, CHO containing snacks between meals, before exercise 
and at bedtime to prevent future episodes.  
 
 
6. Review current treatment for stage 2-4 decub and MVI, minerals, PRO, kcals. 
 



Prevention and Treatment of Pressure Ulcers: Quick Reference Guide. PAN Pacific Pressure 
Injury Alliance, National Pressure Ulcer Advisory Panel, European Pressure Ulcer Advisory 
Panel. 2014.  
 
According to the PAN Injury Alliance, National Pressure Ulcer Advisory Panel, and European 
Pressure Ulcer Advisory Panel, the nutrition for pressure ulcer prevention and treatment begins 
with the nutrition screening. Those that are screened as at risk for pressure ulcers during 
admission to a health care facility, during significant changes of clinical condition, and when 
progress is made toward pressure ulcer closure has not been noticed. The assessment include 
significant weight changes, the individuals ability to eat independently, and the total amount of 
nutrients a patient is taking in. The screening and assessment process are an important part in 
taking care of those with pressure ulcers.  
 
Energy intake:  

- Provide the energy based first on medical condition and activity level  
- Provide 30 to 35 kcal/kg for adults at risk of pressure ulcer and malnutrition.  
- Adjust energy intake based on weight changes and level of obesity. 
- Modify/liberalize dietary restriction when limitations can result in decreased food and 

fluid intake.  
- Offer foods that are high calorie, high protein, and fortified if pts cannot received 

adequate calories.  
- Consider enteral/parenteral if oral intake is severely inadequate.  

PRO intake:  
- Provide enough protein for positive nitrogen balance  
- 1.25 to 1.5g pro/kg for those at risk of pressure ulcer or those with exsisting pressure 

ulcer.  
Hydration  

- Encourage adequate daily fluid intake  
- Monitor dehydration symptoms  
- Provide additional fluid for individuals with dehydration, elevated temp, vomiting, 

profuse sweating, diarrhea or heavily exuding wounds.  
Vitamins/Minerals  

- Vitamin/mineral supplementation  
- Diet high in vitamins/minerals.  

 
 
 
 
7. For cardiac nutrition therapy – where does ketogenic diet fit or not.  
 
Kosinski C, Jornayvaz K. Effects of Ketogenic Diets on Cardiovascular Risk Factors: Evidence 
from Animal Human Studies. Nutrients. May 2017. 9 (5): 517 
 
The ketogenic diet is marked by its very low carbohydrate and high fat intake. After a few days 
of this diet the glucose reserves become insufficient for the body’s needs. Ketone bodies are then 
produced by the liver as the alternative energy source. According to recent research the 



ketogenic diet has been shown to be associated with improved outcomes in some cardiovascular 
risk factors such as obesity, T2DM, and HDL cholesterol levels but the effects are typically 
limited in time. Negative effects have also been shown to happen due to the large amount of fat 
in the diet. Although the diet is helpful in intial weight loss, which can improve cardiovascular 
health. It is keeping the weight off that is often not accomplished due to the diet strictness, 
causing the risk factors to return.  
 
8. Review intermittent fasting and pros/cons for diabetes  
 
Corley B.T., Carroll R.W., Hall R.M., Weatherall M., Parry-Strong A., Krebs J.D. Intermittent 
fasting in Tyoe 2 diabetes mellitus and the risk of hypoglycemia: a randomized controlled trial. 
Diabetic Med. 2018:35(5) 
 
The article discussed the relationship between intermittent fasting and hypoglycemia risk for 
those with Type 2 diabetes. Intermittent fasting was defined, in this study, as a schedule of 
caloric restriction on some days combined with other days that offer liberal intake of calories. 
When looking specifically at weight loss, intermittent fasting was found to offer the same weight 
loss as other calorie restrictive diets. For diabetes the fasting days caused increased risk of 
hypoglycemia. The study found that intermittent fasting put T2DM patients at two times the risk 
of experiencing a hypoglycemia event. The study looked at anthropometrics, diet composition, 
quality of life and continuous glucose monitoring in relation to the effects of intermittent fasting. 
The following are specific pros and cons of intermittent fasting in the diabetic population.  
 
Pro/Cons 

• Pro: Reduction in weight 
• Pro: Reduction in A1C 
• Pro: Reduction in fasting glucose  
• Con: Participants perceptions of quality of life were negatively impacted  
• Con: increased risk of hypoglycemia  

 
  
 
9. Review current nutrition therapy for liver disease NAFLD or ETOH cirrhosis  
 
Rusu E, Enache G, Junga M, Dragut R, Nan R, Popescu H, et al. Medical Nutrition Therapy in 
non-alcoholic fatty liver disease  - a review of literature. J Med Life. Jul 2015; 8(3): 258-262.  
 
According to the article, non-alcoholic fatty liver disease (NAFLD) is the most common type of 
liver disease. The energy requirements for someone with NAFLD represent a hypocaloric diet 
for those in need of weight loss. The recommendation is 25-30 kcal/kg based on the patients dry 
weight or adjusted body weight. If NAFLD demonstrates cirrhosis progression, then the caloric 
needs with increase to prevent weight loss and malnutrition in the patients. Weight loss that is 
intentional showed improvements in liver histology and enzymes being produced. In addition to 
the caloric needs a low fat diet was also recommended for patients with NAFLD.  
 



McClain CJ. Nutrition in patients with cirrhosis. J Gastroenterol Hepatol. Aug 2016; 12(8): 507-
510.  
 
According to the second article, nutrition recommendations for alcoholic cirrhosis include 
micronutrient concerns as well as macronutrients. For those with ETOH cirrhosis poor 
nutritional intake, poor absorption, and malnutrition poses as a problem. Patients with Cirrhosis 
are almost always placed on a low-sodium diet, especially in the presence of ascites. Receiving 
adequate caloric and protein intake is also essential because it is important to prevent muscle 
wasting. If patients with cirrhosis are overweight, it is recommended to restrict their calories, 
without restricting their protein intake. Foods containing fructose and sugared beverages should 
be avoided in the concern of weight gain. Dietary fats, such as omega-6 fatty acids should be 
avoided due to toxic lipid metabolites that can occur. Those with more advanced liver disease are 
recommended are required to be on a fluid restricted diet. This is due to their ability to retain 
fluids causing a greater development of ascites. Supplements for this population include zinc and 
a multivitamin.  


