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Enteral Feeding in Critical Care – Drug Issues 
 

Management of High Gastric Aspirates – Drug Management
1, 2, 3, 4, 5, 6 

 Where possible stop/reduce drugs that may be slowing absorption, 
particularly opioid sedatives, e.g. fentanyl 

 Metoclopramide 10mg iv tds should be used first line due to less 
interactions and a possible increase in bacterial resistance with 
erythromycin.  Consider starting if after six hours of feed, gastric aspirates 
are ≥250ml. 

 If, after 24 hours of prokinetic therapy, the patient is still not absorbing, 
erythromycin 200mg iv bd should be prescribed in addition to 
metoclopramide.  Erythromycin interacts with several critical care drugs, 
including amiodarone. 

 Prokinetics should be reviewed regularly and stopped after 24 hours of the 
patient starting to absorb.   

 Prokinetics given as single agents reduce in effectiveness rapidly and are 
unlikely to work after three days.  With combination therapy, if no response 
has been seen after six days, prokinetics should be stopped. 

 
Complications of Feeding

6, 7, 8 

Refeeding syndrome comprises fluid and electrolyte shifts, micronutrient 
deficiencies and other, potentially fatal, associated multiorgan complications, 
caused by refeeding, with either enteral or parenteral nutrition.  Malnourished 
patients metabolise fat as an energy source and on refeeding, a change is 
made from fat to carbohydrate metabolism which results in: 
 Hyperglycaemia – caused by increased insulin release leading to 

increased intake of glucose into cells 
 Electrolyte abnormalities, including hypokalaemia, hypophosphataemia 

and hypomagnesaemia – caused by increased intake of potassium and 
phosphate into cells; magnesium is used as a co-factor for cellular pump 
activity 

 Increased cellular thiamine utilisation – due to role as a coenzyme for 
carbohydrate metabolism 

 Decreased renal excretion of sodium and water 
 
Patients at risk of refeeding syndrome should receive (for at least 10 days 
after starting feeding): 
 Thiamine 200-300mg daily in divided doses 
 Vitamin B compound strong 1-2 tds 
 Alternatively, high dose vitamins B&C (Pabrinex®) may be prescribed 
 Multivitamin or trace element supplement daily 
 
Likely needs for electrolyte replacement are: 
 Phosphate: 0.3-0.6mmol/kg/day 
 Potassium: 2-4mmol/kg/day 
 Magnesium: 0.2mmol/kg/day (iv) or 0.4mmol/kg/day (po) 
 
Malnourished patients handle drugs differently due to: 
 Reduced plasma proteins affecting binding, increasing free circulating drug 
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 Increased total body water, which increases the volume of distribution of 
water soluble drugs 

 Decreased fat stores, which decreases the volume of distribution of fat 
soluble drugs 

 Reduced microsomal enzyme activity and reduced substrates available for 
metabolism 

 

Possible Drug/Feed Interactions
8, 9

 

Nutrients and drugs may interact in different ways: 
 Chemically: nutrient binds the drug and affects absorption 

e.g. phenytoin and feed 
 Physiologically: feed changes pH of GI tract which affects absorption 

e.g. enteric coated tablets 
 Physically: drug formulation binds with feed formulation, changing feed 

consistency and potentially blocking the tube 
e.g. sucralfate and feed 

 Metabolically: specific nutrients may be involved in the metabolism of a 
drug 
e.g. levodopa and protein 

Whilst feed may alter drugs, drugs may affect nutrient intake due to side 
effects such as reduced appetite, nausea and vomiting and altered taste.  If 
there is concern that a drug is interacting with feed, contact the ward 
pharmacist for advice.  The table below lists some common drug/feed 
interactions found on Critical Care. 
 
Common Drug/Feed Interactions on Critical Care 
(This list is not exhaustive) 

Drug Interaction Action 

Amphotericin (iv) A low salt diet can cause 
renal toxicity 

Monitor sodium levels 

Ciprofloxacin (ent) Significant reduction in 
bioavailability 

Stop feed 2 hours before 
and after enteral dose 

Metronidazole 
(ent) 

Binds with feed and 
reduces absorption 

Stop feed 1 hour before 
enteral dose 

Phenytoin (ent) Binds with feed and 
reduces absorption 

Stop feed 2 hours before 
and after enteral dose 

Sucralfate (ent) Can interact with high-
protein feeds to cause 
obstructive plug 

Stop feed 1 hour before 
and after dose 

Theophylline (ent) High protein diet reduces 
concentration & high 
carbohydrate diet 
increases concentration 

Stop feed 1 hour before 
and after enteral dose 
Monitor theophylline levels 
whilst on feed 

Voriconazole (ent) Reduced bioavailability Stop feed 2 hours before 
and 1 hour after enteral 
dose 

(ent) = enteral    (iv) = intravenous 
 
In cases of interactions where the drug only interacts when given enterally, 
give via an alternative route (e.g. iv) where possible. 
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