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Are these patients nutritionally at risk? 

• If surgery: ‘Major surgery’ 

• Preoperative treatment 

• Chemotherapy and radiation 

• Adaptation period postoperative 

• Often inhibited food passage 

• Dysphagia, odynophagia 
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Elective surgery 

Esophagectomy 
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ASPEN: Nutrition Care Process 

Preop 



Preoperative nutrition support 
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Nutritional assessment 

• Weight loss 

• Recent weight loss and UBW 

• Handgrip dynamometry 

• GI problems 

• Swallowing difficulties 

• Diet history/intake 

• Laboratory parameters 

• BMI (Age-Gender BMI percentiles) 
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Albumin 
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Albumin 
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esophagectomy 



Sarcopenia 

Nutrition in oncology 18 



Cancer treatment toxicity 

Nutrition in oncology 19 



Preoperative nutrition support 
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• Energy dense and protein rich food or 

beverages 

• Milkshakes, smoothies 

• Adequate chewing, slowly eating 

• Frequent meals 

• Soft/pureed/blenderized/liquid meals 

• Increase the volume for adequate intake! 

• Meat substitutes 

• Eggs, boneless fish, tofu, cheese,…. 
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Immunonutrition 
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Immunonutrition 
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NCP Preop 

• Nasogastric feeding tube 

• (Surgical/laparascopic/endoscopic) 

jejunostomy 

• PEG? 
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• 50 patients: oropharyngeal (ENT) and esophageal 

malignancies 

• Need for EN 

• 40 pull-through technique/10 direct insertion 

• Cytological assessment  (brush cytology) at insertion site 

immediately after placement and after 3-6 months 

• With pull technique: 

• 22,5% malignant cells after insertion 

• 9,4 % after 3-6 months only in patients with 

esophageal cancer 

• Use direct access  
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Esophagectomy 
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NCP postop 

• Danger anastomotic leak 

• NG tube placed at surgery for decompression 

• Protects esophagogastric anastomosis 5-7 days 

• Needle catheter jejunostomy or larger bore 

jejunostomy 
• Also useful after discharge to prevent further weight 

loss in the adaptation period (nocturnally) and during 

adjuvant therapy 

• Or when stricture development at the anastomosis 

site later 
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Jejunostomy 
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Type of feeding 

• Enteral feeding (evt. immunonutrition) can start 

12 hours after placement 

• Start at 20 ml/h and advance by 10 ml/h every 

12 hours until reaching goal 

• Mostly 1 Kcal/ml 

• Flush frequently (ever six hours!) 

• Avoid high fibre formula and medications 

(obstruction of the tube) 

• Consider semi-elemental tube feeding with small 

diameters 
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NCP Postop 
• Transition to oral intake (if no complications) 

• Water from D5 (?) 

• Quick progression from clear liquids to soft 

diet to solid food (= patient specific) 

• Small frequent meals (6-8 per day) 

• Prevents dumping syndrome (abdominal 

pain, nausea, dizziness, diarrhoea) 

• Later gradually progress to normal diet and 3 

meals/d (Patient specific + may take several 

months) 
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NCP postop 

• TPN 

• First week postop (?) 

• Prolonged ileus 

• Intolerance enteral feeding 

• No jejunostomy present 
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Postoperative problems 

• Swallowing problems 

• Reflux 

• Dumping syndrome (nausea, diarrhoea, 

abdominal cramping,…) 

• Excess gas 

• Rebound hypoglycaemia 

• Suboptimal intake-weight loss 

• Delayed gastric emptying 
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Problem solving 

• Limit fluids during meals 

• Avoid alcohol, caffeine (reflux) 

• Sit upright 30-60 minutes after eating 

and two hours before bedtime 

• Bed: upper body 30° 

• Last snack at least two to three hours 

before going to bed 

• Sweets at the end of a meal 

• Trial and error 
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Qol afterwards 

• Potentially influenced  by some physical 

(nutritional related) symptoms 

• Dysphagia 

• Loss of taste 

• Further weight loss 

• Early satiety 

• Reflux 

• Blown up feeling 

• Food not going down 

• Chest pain 
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Physical functioning 9 months to one year to baseline 



Esophageal cancer 
Surgery not possible 
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NCP 

• Screening/assessment 

• Dietary counceling 

• NST 

• Nutrition Care plan 

• Stenting 

• Gastrostomy-jejunostomy 

• TPN 
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Conclusions 

• Multiple reasons and time points for 

developing nutrition risk or undernutrition. 

• Importance of (preoperative) nutritional 

screening and assessment 

• Develop a individual NCP certainly if at 

risk or undernourished  
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Conclusions 

• Use preferable oral/enteral nutrition and if 

not accessible or requirements not met: 

TPN 

• Access to a multidisciplinary team 

• NST 

• Patients may need several months to 

return to their baseline preoperative state. 
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