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Caring for Child at Home: 

 
• detailed instructions on how to care for your child at home, including practical issues such as 

bathing, dressing, physical activity, giving medicines through the tube, and venting (releasing 
gas from) the tube 

• a home health care nurse visit scheduled to make sure things are going smoothly 

• followup visits scheduled with your doctor to check your child's weight, as well as the place 
ment and condition of the tube 

• Once the site is healed, children who've had a gastrostomy have very few, if any, restrictions 
related to the tube. However, depending on the child's age and development, he or he may be 
worried about how the tube looks and how others might react. If your child experiences any o 
f these feelings, ask your doctor to put you in touch with a social worker who can help. 

• A feeding therapist (a speech therapist who's specially trained in feeding issues) may also be 
of help. A feeding therapist can offer advice on including your child in family meals, because 
the social benefits of shared mealtimes are important for all kids, even those who aren't eating 
in the typical way. 

 
Changing to a Button: 

 
With either the PEG or surgical method, after a few months of healing, your doctor may recommend 
replacing the longer tube with a "button" - a device that is flatter and lies against the skin of the abdo 
men. This can be done without surgery in the doctor's office. The button can be opened for feedings a 
nd closed in between feedings or medications. For many families, the transition to a button makes tu 
be feedings and care easier and more convenient. 

 
Removing the Tube 

✓ If and when the doctor decides that your child is able to take in enough nutrition by mouth, the 
Gtube or button will be removed. Removal takes only minutes and is usually done in the offic 
e by the doctor or nurse. 

✓ Once the button or Gtube is out, a small hole will remain. It will be need to be kept clean and 
covered with gauze until it closes on its own. In some cases, surgery is necessary to close the 
hole. Either way, the scar that remains will be small. 

Benefits 

✓ Gastrostomy is generally a very well tolerated, often lifesaving procedure. 
✓ Once the tube is in place, kids without other serious medical issues can get back to their norm 

al activities, including school and play. 
2. JEJUNOSTOMY: 
Introduction: 

 This is commonly performed surgical enterostomy for EN. 
 Can be used in patients who have had a gastrectomy. 
 When stomach is to be used for surgery later on like in ca esophagus. 
 Usually placed at the time of other surgery, although laparoscopic placement has also been 

described. 
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Aspirate stomach contents with syringe. Note amount of residual withdrawn and inject gastric fluid 
back into tube. DO NOT discard this fluid. If the residual is greater than 100 mL or twice the hourly 
rate of feeding, call the physician. DO NOT administer feeding. 
8. Connect enteral bag tubing, pump tubing or syringe to gastrostomy or jejunostomy tube. 
9. If using a bulb or catheter-tip syringe, remove the bulb or plunger and attach the syringe to feeding 
tube to prevent excess air from entering. Jejunostomy should not be bolus fed. DO NOT use this 
option for jejunostomy. 
10. If using the infuser controller, follow manufacturer's directions. Purge the tubing of air and attach 
it to the feeding tube. 
11. Open the regulator clamp of enteral tube or pump and adjust flow rate. When using syringe, fill 
syringe with formula and release the feeding tube to allow formula to flow through. When syringe is 
three quarters empty, add more solution. Recommended rate is 200-350 mL over 10 to 15 minutes 
depending on the patient's tolerance and the doctor's orders. 
12. Flush tube with 50-60 mL of water after each feeding to ensure patency. 
13. Pinch tubing and remove enteral bag, controller tubing or syringe and then clamp or cap feeding 
tube. 
14. Leave patient in semi-Fowler's position for at least 30 minutes. 
15. Discard soiled supplies in appropriate containers. 
AFTER CARE: 

1. Cleanse reusable equipment and rinse. Allow equipment to air-dry and wrap in clean towel to be 
used at next feeding. 
2. Document in patient's record: 
a. Verification of proper tube placement. 
b. Amount of aspirated stomach content. 
c. Feeding solution and amount. 
d. Medications administered. 
e. Amount of water administered. 
f. Patient's response to procedure. 
g. Instructions given to patient/caregiver. 
Feeding Delivery Methods 

✓ Feeding delivery methods include gravity, syringe, and pump feedings. Gravity feedings are 
delivered from a feeding bag through an extension set into an open syringe. The flow is 
controlled by a roller clamp. Syringe feedings are administered directly into the open syringe 
in small amounts, usually no more than 0.5-1 ounce at a time. Place no higher than 18 inches 
above the tube site. Blended whole-food feedings can be administered through a syringe slowly 
by pushing the feeding through an extension set attached to the tube. 

✓ Pump feedings are administered from the feeding bag through the extension set. The feeding 
bag may also be connected to a venting device or be plugged straight into the extension set 
without a vent. 

✓ Optimal positioning for tube feeding is important to prevent choking and aspiration. To 
minimize the risk of aspiration, they should be fed sitting upright or at a 30[degrees]- 
45[degrees] semi recumbent position. This can be best achieved by elevating the head of the 
bed, unless contraindicated (Serena, 2006). For those children who are restless sleepers, a sling 
or other device to inhibit sliding down in the crib can be useful. Ensure safety by positioning 
the pump tubing through the leg of a sleeper or securing it away from their upper body. 



35 
 

A Trial comparing two different methods of feeding Jejunostomy 

Enteral tube feeding is a valuable treatment modality in the management of both acute and chronic 
malnutrition. Recent advances in access devices, feeds and pumps have made enteral feeding a viable 
option for surgical patients. Nasoenteral feeding tubes avoid the risk of peritonitis as the placement of 
these tubes do not require an enterotomy. However they are easily displaced proximally or even 
completely displaced during vomiting or retching. While replacements can be done with radiological 
confirmation, 20% require more than one attempt and there is increased risk of the tube breaching a 
recent anastomosis. By contrast, a jejunostomy feeding tube is inserted under direct vision downstream 
to the most distal anastomosis and is not susceptible to postoperative displacement by vomiting. From 
the surgeon’s perspective this is a good way to deliver the maximum calories with the least procedure 
related morbidity and mortality. A trial to assess effectiveness and complication rates of two different 
methods of feeding jejunostomy (Foley’s catheter versus t – tube). It was proposed to have 150 patients 
in each arm of the study. This was calculated for 10% difference in the complication rates between the 
two groups with power of the study being 80. All patients undergoing major upper gastrointestinal 
operations including pancreatic, biliary and liver resections in Department of General Surgery Unit IV 
and Unit III were included in the study. Patients undergoing feeding jejunostomy as a palliative 
procedure or with unsuitable omentum) were excluded from the study. The patients were allotted into 
two groups prior to surgery. One group received a standard Stamm’s feeding jejunostomy and the other 
group received t-tube feeding jejunostomy. Standard isocaloric enteral feed (1048 kcal and 40 g protein 
per liter) was infused into the jejunal feeding tube. Energy and fluid requirements were calculated 
according to individual patient needs taking into account total body weight. Infusion of feed 
commenced at 500ml of half strength feeds on day one and increased every day until the calculated 
target volume was reached (35 ml/kg body weight/day – e.g. for a 70 kg patient =2000–2500 kcal and 
80–85 g of protein per day). Intravenous crystalloids were reduced proportionally as the enteral feeding 
was increased and discontinued once the target rate of enteral feeding was achieved. The aim was to 
maintain this rate until oral intake was established. Oral intake was established as soon as patient 
recovered and tolerated feeds. Enteral feeding was discontinued when a free oral fluid intake had been 
achieved, usually by the end of day 6 or 7. The outcome was defined as successful if jejunostomy was 
used for enteral nutrition after surgery and discontinued when patients achieved adequate oral nutrition 
or were discharged home on supplementary jejunal feeding. Patient details were entered in a proforma 
and then transferred on to a Microsoft Excel spread sheet. From this study, it can be concluded that T- 
tube jejunostomy is as effective as Foley’s jejunostomy, the complication rates between the 2 groups 
are comparable, and T- tube procedure is a simple and relatively quick procedure. T- Tube encourage 
the early formation of a fistulous tract permitting safe replacement in the event of tube dislodgement. 


