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TSPEN 2025 Autumn Continuing Education

Date: November 15th 2025 (Saturday) 13:00-16:50

Venue: 2F, Comprehensive Research Building, Tamsui MacKay Memorial Hospital

Theme: Advances in Nutritional Therapy for Inflammatory Bowel Diseases

Organizer: Taiwan Society for Parenteral and Enteral Nutrition (TSPEN), MacKay Memorial Hospital

Co-organizer: Medical Nutrition Center, Tamsui Mackay Memorial Hospital

13:00-13:30

Registration

IF lobby

13:30-13:40

Opening

President Jaw-Yuan Wang

13:40-14:10

Nutrition and IBD: Past Lessons and Present Practices

RD. Hui-Chuen Chen

14:10-14:40

Nutrition Management at Various Stages of Inflammatory Bowel Disease

Dr. Fang-Min Liao

14:40-15:10

Nutritional Management of Complications in Inflammatory Bowel Disease

Dr. Chen-Shuan Chung

15:10-15:20

Discussion

RD. Meng-Chun Lu || Auditorium
Dr. Wan-Hsiang Hu
Dr. Guan-Jin Ho

15:20-15:40

Coffee break

15:40-16:10

Probiotics and Fecal Microbiota Transplantation in the Treatment of

Inflammatory Bowel Disease

Dr. Puo-Hsien Le

16:10-16:40

Treatment of Inflammatory Bowel Disease in Children

Dr. Chuen-Bin Jiang

16:40-16:50

Discussion

Dr. Yu-Pao Hsu
Dr. Hsin-Lin Tsai Auditorium
Dr. Ming-Jen Chen
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Developing the Nutrition Care Plan

Dr. Mohammad
Shukri Jahit

10:10-10:40

Nutritional Optimization in the Critical
Care Field

Dr. Taku
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TSPEN 2025 Autumn Meeting

Date: November 16th 2025 (Sunday) 08:00-16:30

Venue: 2F, Comprehensive Research Building, Tamsui MacKay Memorial Hospital

Theme: Deepening and Optimizing Nutritional Therapy

Organizer: Taiwan Society for Parenteral and Enteral Nutrition (TSPEN), MacKay Memorial Hospital

Co-organizer: Medical Nutrition Center, Tamsui Mackay Memorial Hospital

08:00-08:30 Registration 1F lobby
Breakfast Symposium

08:30-09:30 | Low-glucose, Very High-protein Parenteral Nutrition - A Key | Dr. Dorji Hanrod Dr. Yin-Yi Han Lecture Hall 2
Intervention for Surgical and Critical Care Patients

Dr. An-Chyi Chen
09:00-09:30 Oral Presentation A Phar. Hseuh-Ju Wang Auditorium
Dr. Wei-Chih Su

Ta-Chuan Hung,
09:30-09:40 Opening Superintendent Tamsui MacKay Memorial Hospital Auditorium
President Jaw-Yuan Wang
_ ) . . o President Jaw-Yuan Wang
09:40-10:10 | Developing the Nutrition Care Plan Dr. Mohammad Shukri Jahit Dr. Frank Cheau-Feng Lin
10:10-10:40 | Nutritional Optimization in the Critical Care Field Dr. Taku Oshima br. Ha'n-Shu'1 Hsu
Dr. Hsiu-Chih Tang
10:40-11:00 Coffee break 2F lobby
11:00-11:30 Optlmlzlng Nutrition Therapy Based on Evidence-Based RD. Jheng-Yan Wu Dr. I-Shu Chen Auditorium
Practice Dr. Hsiang-Lin Tsai
11:30-12:00 | Develop Integrative Telehealth-Based Nutrition Care Dr. Ming-Shun Wu ' S Auditorium
Lunch Symposuim A
The Core Role and Application of Perioperative Nutrition Dr. Shuenn-Wen Kuo President Jaw-Yuan Wang Auditorium
12:00-13:00 | Care in Taiwan’s ERAS Policy
Lunch Symposuim B . . .
Braslefion Nttt Sugany ol 60 Dutiets Dr. Ming-Tsan Lin Dr. Ming-Jen Chen Lecture Hall 1




Lunch Symposuim C-1

Clinical Nutrition for Colorectal Cancer Patient Dr. Wan-Hsiang Hu Dr. Dorji Hanrod Lecture Hall 2
Lunch Symposuim C-2
Perioperative Nutrition and Fluid Therapy in Esophageal Dr. Yi-Wen Chen Dr. Chieh-Wen Lai Lecture Hall 3
Cancer Patients
12:00-13:00 Lunch time -
Dr. Tsung-Kun Chang, Dr. Chih-Jung Wang,
12:30-13:00 Poster Tour Dr. Chiao-Yun Tsai, Dr. Lien-Cheng Tsao, 2F lobby
Phar. Jia-Hong Wang, RN. Li-Chu Sun
Dr. Hong-Shiue Chuo
Oral Presentation B Dr. Chia-Man Chou Auditorium
. ) RN. Te-Ying Hsieh
13:00-13:30 Dr. Shih-Ming Chu
Oral Presentation C RD. Che-Lin Chiu Lecture Hall 1
Phar. Xiu-Yu Wang
Applying Indirect Calorimetry to Optimize Medical Nutrition | Dr. Li-Min Liao
13:30-13:50 . . .
Therapy in Intensive Care Unit RD. Ya-Lan Yang ) )
Optimization of Nutritional Assessment for Nutrition Therapy . RD. M.el_Yl.lan L%u Auditorium
13:50-14:10 | . o . Dr. Huey-Liang Kuo Dr. Wei-Chin Chiou
in Chronic Kidney Disease
14:10-14:30 Discussion
14:30-14:50 Coffee break 2F lobby
14:50-15:10 Optimi'zing I.\Iutriti'onal Management for Functional RD. Po-Shan Wu
Gastrointestinal Disorders ) ) )
Development and Optimization of Intelligent Nutrition . RD. Chien-Ling Chiang
15:10-15:30 Therapy RD. Chao-Hsiu Chen Dr. Cheng-Yen Chuang Auditorium
15:30-15:50 | Optimizing the Critical Care Nutrition Therapy Dr. Yu-Chung Kung Dr. Yin-¥1 Han
15:50-16:10 Discussion
16:10-16:15 Best Paper Awards
16:15-16:20 Lucky Draw President Jaw-Yuan Wang
16:20-16:30 Closing Remark
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First name Mohammad Shukri Last name JAHIT
Citizenship Malaysia
Highest Institution: National Cancer Institute Putrajaya Malaysia
Education Major: Fellowship in Upper GI Surgery
Level Level: Doctoral degree
Institution Position Duration
Department of Surﬁger, Senior Consultant and :
National Cancer Institute 2020 till current
. . Head of Department
Putrajaya Malaysia
Parenteral and Enteral
Current Nutrition Society of Malaysia | President 2011 till current
Position (PENSMA)
National Upper GI Surgery
Sub-specialty training | Supervisor and past :
Committee Ministry of Health | Chairman 2010 ull current
Malaysia
Specialty Upper GI Surgery, bariatric Surgery, Clinical Nutrition
1. Developing Nutritona Therapy Team in major hospital in Malaysia.
2. Initiating ERAS programme among major surgical disciplines in
. Malaysia.
Special . :
] 3. Developing the syllabus for Basic and Advanced courses for the
Achievements .\ . .
Nutrition Therapy Team in Malaysia.
4. Designing a special double lumen enteral tube known as Shukri’s tube

or Naso-GJ tube




\

I OEEIkEGE=EEET

o Taiwan Society for Parenteral and Enteral Nutrition

A 8
First name TAKU Last name OSHIMA
Citizenship Sakura City, Chiba, Japan
Highest Institution: Chiba
Education Major: Medicine
Level Level: Doctoral degree
Institution Position Duration
Current Emergency and Disaster
.. Medicine, Kobe University | Professor From Jul/2025 to
Position .
Hospital
Eme.rg.e ney ~and ]?1sastcer Associate From Apr/2025 to
Medicine, Kobe University Professor Tun/2025
Graduate School of Medicine "
Eqrzsznicy gﬁignl?rii}ef:ilie Associate From Jul/2022 to
Past L Y| Professor Mar/2025
. Hospital
Experiences -
Emergency and Critical Care :
Medicine. Chiba Universit Assistant From Apr/2015 to
o Y| Professor Jun/2022
Hospital
Nutrition ~ Unit,  Geneva Research Fellow From Sept/2015 to
University Hospital Mar/2017

Specialty

Emergency Medicine, Critical Care, Nutrition
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Nutrition in inflammatory bowel disease (IBD) has shifted from supportive care
to a recognized therapeutic tool. Early strategies, such as parenteral nutrition
and elemental diets, were aimed at correcting malnutrition and providing
“bowel rest,” but long-term use was limited. From the 1980s, exclusive enteral
nutrition (EEN) became standard in pediatric Crohn’s disease, inducing
remission comparable to corticosteroids while promoting growth and mucosal
healing, though adherence challenges restricted adult use. The 2000s saw
growing interest in whole-food approaches—including the Specific
Carbohydrate Diet, IBD-Anti-Inflammatory Diet, and low-FODMAP diet—
highlighting the role of the gut microbiome in inflammation and symptom
management. More recently, the Crohn’s Disease Exclusion Diet (CDED), often
with partial enteral nutrition, has achieved remission rates similar to EEN with
greater sustainability and patient acceptance. Today, nutrition is viewed as
disease-modifying, complementing biologics and targeted therapies. This
evolution underscores the importance of multidisciplinary collaboration among
dietitians, pharmacists, and physicians to integrate nutrition with medical

management and optimize outcomes in IBD.
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( # ~ ) Nutrition Management at Various Stages of Inflammatory Bowel

Disease
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Nutritional care is a cornerstone in the comprehensive management of
inflammatory bowel disease (IBD), including Crohn’s disease (CD) and
ulcerative colitis (UC). Malnutrition is prevalent, particularly during active
disease, and contributes to impaired growth in children, reduced quality of life,
and increased surgical complications. International guidelines emphasize the
need for systematic nutrition screening and individualized interventions tailored
to the stage of disease and patient characteristics.

During the acute phase, nutritional therapy aims to reduce inflammation,
preserve lean body mass, and support clinical remission. Exclusive enteral
nutrition (EEN) is the preferred induction therapy in pediatric CD, with high
rates of remission and mucosal healing, and can serve as a steroid-sparing
alternative in adults. Partial enteral nutrition and the Crohn’s disease exclusion
diet (CDED) provide additional options for mild to moderate disease. In cases
of severe malnutrition, high-output fistulas, or preoperative optimization,
parenteral nutrition remains essential when enteral intake is insufficient. Protein
requirements are elevated to 1.2-1.5 g/kg/day during active disease to
counteract catabolic losses.

In the remission phase, the focus shifts to maintaining disease control,
preventing relapse, and correcting nutritional deficiencies. A Mediterranean-
style diet, emphasizing fruits, vegetables, whole grains, and omega-3 fatty acids
while limiting ultra-processed foods and red meat, is widely recommended for
long-term health benefits and microbiota modulation. Regular monitoring of
iron, vitamin D, calcium, folate, vitamin B12, and zinc is advised, as
deficiencies often persist despite clinical quiescence. Restrictive diets such as
low-FODMAP may help with functional symptoms but should be used short
term due to potential adverse microbiome effects.

Special populations require tailored nutritional strategies. In children, regular
assessment of growth, bone health, and micronutrient status is critical; EEN
offers the advantage of promoting remission without impairing development,
unlike corticosteroids. In pregnancy, adequate intake of folate, iron, calcium,
and vitamin D supports both maternal well-being and fetal growth, while
breastfeeding is associated with reduced IBD risk in offspring. Obesity,
increasingly observed in IBD, complicates disease management and is linked
with lower remission rates, necessitating balanced weight and nutrition
approaches.
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( # ~ ) Nutritional Management of Complications in Inflammatory Bowel

Disease
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Inflammatory bowel disease (IBD), encompassing Crohn’s disease and
ulcerative colitis, is a chronic, relapsing condition that often leads to nutritional
deficiencies and metabolic complications. Malnutrition, sarcopenia,
micronutrient deficiency, and impaired bone health are frequently observed, not
only due to intestinal inflammation and malabsorption but also as a result of
restrictive diets and adverse effects of medical therapies. These complications
significantly impact patients’ quality of life, disease prognosis, and response to
treatment.

Nutritional therapy plays a pivotal role in the comprehensive management of
IBD and its complications. Energy and protein supplementation are essential to
correct malnutrition and sarcopenia, while vitamin D, calcium, and iron
replacement are necessary for addressing common deficiencies and preventing
osteoporosis and anemia. Enteral nutrition has proven benefits in inducing
remission in Crohn’s disease, supporting mucosal healing, and serving as a
steroid-sparing strategy. For patients with strictures or short bowel syndrome,
individualized dietary modifications and specialized formulations are
recommended to maintain adequate nutrient intake.

Beyond supportive care, nutritional interventions are increasingly recognized as
adjunctive therapies that may modulate gut microbiota, reduce inflammation,
and improve long-term outcomes. Tailoring nutritional therapy according to
disease activity, location, and complication profile is essential for precision
management. Integration of dietitians into the multidisciplinary care team
ensures early identification of nutritional risks and optimization of therapeutic
strategies.

In conclusion, nutritional therapy is not only supportive but also therapeutic in
the management of IBD complications. Early intervention, individualized
planning, and continuous monitoring are critical to improving clinical outcomes

and enhancing patients’  quality of life.
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(# <) Probiotics and Fecal Microbiota Transplantation in the Treatment of

Inflammatory Bowel Disease
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Probiotics and fecal microbiota transplantation (FMT) have attracted increasing

3

attention in the treatment of inflammatory bowel disease (IBD). Probiotics may
improve clinical symptoms in some patients by modulating the gut microbiota,
enhancing barrier function, and regulating immune responses. However, their
efficacy is limited by strain selection and host variability. In contrast, FMT can
comprehensively restore the gut microbiota, and some studies have
demonstrated its potential to induce remission in ulcerative colitis.
Nevertheless, outcomes remain inconsistent, and issues regarding long-term
safety and standardized protocols need further clarification. Overall, probiotics
and FMT represent promising adjunctive therapeutic strategies, but more high-

quality clinical trials are required for validation.
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The incidence of inflammatory bowel disease (IBD) is increasing among
children and adolescents worldwide. This trend presents unique challenges that
set pediatric IBD apart from adult IBD. Pediatric-onset IBD tends to have a
more extensive and severe disease progression compared to adult-onset IBD,
often characterized by more aggressive inflammation and greater involvement
of anatomical structures. This increased severity requires specialized
management approaches that consider the developmental, nutritional, and
psychological needs of growing patients.

For children who present at a very young age, particularly those under six years
old, it is crucial to conduct thorough screenings for underlying genetic disorders
and primary immunodeficiencies. These evaluations can identify monogenic
causes of PIBD or immune system abnormalities, which may significantly alter
treatment strategies and long-term outcomes. Early detection of these
conditions can prevent inappropriate therapeutic interventions and guide more
targeted management approaches.

Managing pediatric IBD aims for rapid and lasting remission through early
intervention. Treatment goals include not only symptom control but also
mucosal healing, preventing complications, optimizing growth and puberty, and
maintaining quality of life. Achieving these objectives requires collaboration
among gastroenterology, nutrition, psychology, and other specialties.
Conventional treatment approaches typically use a step-up strategy, starting
with 5-aminosalicylic acid (5-ASA) for mild disease and corticosteroids for
moderate to severe cases. Exclusive enteral nutrition can also be employed for
initial therapy. Maintenance wusually involves 5-ASA agents and
immunomodulators like azathioprine or methotrexate, with treatment tailored
based on the subtype, location, and severity of pediatric IBD.

The treatment of pediatric IBD has significantly improved over the past two
decades with the introduction of biological therapies. Agents like anti-tumor
necrosis factor, integrin inhibitors, and interleukin inhibitors have expanded
options and enhanced outcomes for children with moderate to severe disease,
allowing for more precise targeting of inflammation and potentially reducing
long-term complications from corticosteroids.

Pediatric IBD guidelines from major Western gastroenterology societies now
endorse early biological therapy in appropriate cases, marking a shift towards
top-down treatment strategies. This approach focuses on quickly achieving deep
remission, potentially changing the course of pediatric IBD and improving long-
term outcomes.

The transition from pediatric to adult care is a crucial stage that requires
structured and guided transfer protocols. Evidence shows that well-coordinated
transition programs significantly enhance disease outcomes, treatment
adherence, and patient satisfaction during this vulnerable period.
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Nutrition therapy has become an essential component of patient management.
Hospitalised patients, particularly those in high-risk groups, must undergo
proper nutritional and potential sarcopenia assessments. A nutritional care plan
serves as the framework, outlining the intended nutritional therapy and the
necessary monitoring to ensure that the desired outcomes are achieved or to
determine if a change in strategy is needed.

The development of a nutritional care plan requires collaboration from various
specialties, including the primary care physician, nutritionist, dietician, clinical
pharmacist, and physiotherapist or physical fitness therapist. The plan should
encompass the requirements for macronutrients and micronutrients, the most
appropriate and reliable route of administration, and potential issues that may
arise.

Highlighting the risk of refeeding syndrome is an essential component of the
nutritional care plan. The provision of vitamins and trace elements during
refeeding syndrome or the escalation of enteral feeds are commonly overlooked
issues that must be addressed. Another crucial aspect of the nutritional care plan
is the monitoring process, which involves tracking metabolic, organ, and
artificial nutrition-related complications.

Meeting caloric and protein goals alone is insufficient to confirm an
improvement in overall metabolic and nutritional status. This requires specific
laboratory results and physical functional improvements, which are integral

components of the nutritional care plan.
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The acute phase of critical illness is characterized by variable and dynamic
metabolic alterations attributed to the type and severity of the critical illness,
therapeutic interventions, and onset of organ dysfunctions, and other
complications. Optimizing nutrition for an individual critically ill patient
involves the provision of the sufficient amount of nutrients according to an
accurate evaluation of their specific metabolic demand. While protein and other
essential nutrients should be provided to maintain body structure and function,
methods to evaluate their specific requirements are yet to be established in
clinical practice. Energy is crucial for life support and should be prescribed to
comply precisely with the dynamic metabolic evolution. Accumulated energy
deficit due to suboptimal nutrition can lead to muscle mass loss and
deterioration of clinical and functional outcomes, while energy overfeeding can
lead to hyperglycemia, infectious complications, and increased mortality. Thus
adequate feeding strategy based on the accurate estimation of the energy
expenditure (EE) is vital for the optimization of the nutrition therapy for an
individual critically ill patient.

Indirect calorimetry technique can accurately evaluate EE at the bedside by
respiratory gas analysis to measure oxygen consumption (VO2) and carbon
dioxide production (VCO?2), to be integrated into the Weir’s formula. However,
the characteristics of the acute phase metabolism should be carefully considered
when using measured EE to guide nutrition therapy. In the early acute phase of
critical illness, when most of the EE is covered by endogenous energy
production that is not attenuated by energy provision, energy intake should be
gradually titrated according to the patients’ capacity to utilize exogenous energy
supply, i.e. nutrition. Measured EE should eventually serve as a minimum
requirement for energy provision during the later phase for the recovery from
the critical illness.

The ICALIC project contributed to promoting indirect calorimetry in critical
care nutrition, by the development of a new generation indirect calorimeter.
Although there are still practical issues for the application of indirect
calorimetry in patients with ECMO and other pathological limitations, recent
evidence suggest that nutrition therapy based on indirect calorimetry
measurements in critically ill patients is associated with less short-term
mortality. The growing number of evidence supports the guideline
recommendations to use indirect calorimetry to evaluate EE in critically ill
patients over the use of the predictive equations known for their unstable
accuracy.

Future research should continue to focus on generating evidence to facilitate the
practical use of indirect calorimetry. Basic research to elucidate the metabolic
characteristics of critically ill patients, as well as clinical investigations to define
the optimal feeding targets are still awaited. Studies on the methods to conduct
indirect calorimetry in patients with ECMO and other unsuitable conditions
should also help promote indirect calorimetry in patients of higher severity of
the critical illness, who are more likely to benefit from an individualized
adequate feeding strategy.
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This course is designed to equip participants with skills in applying Evidence-
Based Medicine (EBM) to support clinical decision-making and patient care. It
introduces the hierarchy of evidence, with an emphasis on identifying and using
high-quality research. Key components include formulating clinical questions
using the PICO framework, recognizing study designs, understanding levels of
evidence and quality assessment, practicing critical appraisal, and applying
findings to clinical nutrition care. A central focus will be on how to read and
;}F % interpret systematic reviews, guiding learners step-by-step through evidence-
based decision-making.
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Objectives: This study investigated the effects of post-discharge integrative
telehealth-based nutritional care alone versus combined with high-calorie/high-
protein oral nutritional supplements (HCHP-ONS) on nutritional status and
quality of life in patients with hepatocellular carcinoma (HCC) or colorectal
cancer (CRC) at risk of malnutrition.

Methods: HCC or CRC patients with moderate to high malnutrition risk (aPG-
SGA score 4-9) were randomly assigned to a telehealth nutritional care group
(C group) or a telehealth nutritional care plus HCHP-ONS group (C+O group)
for a 3-month intervention. In the C group, dietitians provided monthly
nutritional assessments and guidance via LINE or phone calls. In the C+O
group, patients additionally received one daily can of HCHP-ONS (425 kcal,
19.1 g protein). Monthly assessments included blood tests, anthropometric
measures, nutritional status evaluation, and the EORTC QLQ-C30 quality of
life questionnaire.

Results: The C+O group showed significantly lower malnutrition risk scores at
months 1, 2, and 3. By month 3, the C+O group demonstrated significant
improvement in the Prognostic Nutritional Index (PNI) and notable
improvements in diarrhea and dyspnea scores.

Conclusions: For HCC and CRC patients at risk of malnutrition, integrative
telehealth-based nutritional care delivered via LINE or phone effectively
reduced malnutrition risk, maintained PNI, and supported quality of life. The
addition of HCHP-ONS further enhanced nutritional outcomes, leading to

greater improvements in PNI, diarrhea, and dyspnea by the third month.
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Precision nutrition represents a paradigm shift in perioperative and critical care
medicine, aiming to tailor nutritional strategies to the individual patient’s
metabolic status, genetic background, disease trajectory, and surgical stress
response. Traditional approaches to nutrition support in surgical and intensive
care settings often adopt generalized protocols, which may overlook significant
inter-patient variability. Recent advances in metabolic monitoring, biomarker
discovery, and artificial intelligence now allow us to move toward
individualized, data-driven nutritional care.

In surgical patients, precision nutrition can optimize recovery by integrating
preoperative nutritional risk screening, body composition analysis, and dynamic
assessment of energy expenditure. Personalized perioperative nutrition not only
reduces postoperative complications such as infection, delayed wound healing,
and sarcopenia, but also improves overall survival and quality of life.

In the intensive care unit, critically ill patients present unique challenges due to
rapid changes in metabolic demand, organ dysfunction, and systemic
inflammation. Precision nutrition emphasizes continuous monitoring through
indirect calorimetry, nitrogen balance studies, and emerging digital health tools
that capture longitudinal nutritional and functional data. By aligning nutritional
support with real-time metabolic needs, clinicians can avoid both underfeeding
and overfeeding, while supporting immune function, maintaining lean body
mass, and enhancing recovery trajectories.

This presentation will highlight the evolving landscape of precision nutrition in
surgery and critical care, with emphasis on three key domains: (1) evidence-
based patient stratification using validated risk scores and molecular profiling,
(2) integration of smart monitoring technologies and big data analytics to refine
nutritional prescriptions, and (3) future perspectives on precision nutrition as a
cornerstone of enhanced recovery and critical care survivorship.

By embracing precision nutrition, we can transition from “one-size-fits-all” to
personalized strategies, thereby achieving maximal healing, improved
outcomes, and sustainable health recovery in surgical and critically ill
populations.




‘E%EE?H}’EEEH?D—L E.R,EE@,@

Taiwan Society for Parenteral and Enteral Nutrltlon

«%‘%””‘”}ﬁ%%%ﬁg 4 ERRERF KT EEWFE

AT & 13

#AL

(E‘ Q)iggéﬁ‘c-l
T OREF DR R A IR DR

(#~ ) Lunch Symposuim C-1

Clinical Nutrition for Colorectal Cancer Patient

AR /PR

114/11/16 ( p ) 12:00-13:00

F2

EHOREF DU BT o FPRE MR R 2 e R
T 4R h MG AR O ERMET R o A B Y £ 2
TEAFLRET A VAR R ARPFFER 2 L G F TR
1B o k35 ESPEN £ ASPEN 4p & » § ® b %35 1 & (4 NRS-2002
PG-SGA) B>t ip B S H A~ » Uk L e BRI B EFF L 4F - ¥
%-‘wﬁa‘m R TIRYE HA L (ONS)» VH &N £ 3y TP Hp

%(EN) e s i P FL fE ey AR Mo d g §
’?%laﬁ/z R FARBFRE A (PN)o phoh o Sh o AR - §in
RenkF o B R A Fiii,éw%ﬁ’m»h#?:;f.:f/%mﬁ;
Boo BMa T > FRPELAZGINHRFEIHY AT PP RF o




FAEREY

I D‘E%I?H}E%H&ZL E“EﬁA

/:“’ Taiwan Society for Parenteral and Enteral Nutrltlon

%?55 4 ERAEFWERT T E

HATH 2 14

#AL

(¢2) =% ¢ % C2
S 4 L R Y & R e K

(#~ ) Lunch Symposuim C-2

Perioperative Nutrition and Fluid Therapy in Esophageal Cancer Patients

AR /PR

114/11/16 ( p ) 12:00-13:00

&

Esophageal cancer patients frequently present with malnutrition, sarcopenia,
and high cardiopulmonary risk, making perioperative nutrition and fluid therapy
central to outcomes.

To summarize contemporary, evidence-based strategies for perioperative
nutrition and hemodynamic management in esophagectomy within Enhanced
Recovery After Surgery (ERAS) pathways. We started to add nutrition
supplement before operation. Patients who benefit from dietitian-led
optimization, protein-rich supplementation, and, when severe risk exists, short
prehabilitation programs. Early enteral nutrition is preferred; intraoperative
placement of a jejunostomy tube facilitates feeding within 24-48 h. Typical
targets are ~25-30 kcal/kg/day and 1.2—-1.5 g/kg/day of protein (up to 2.0
g/kg/day in catabolic states). Immunonutrition (arginine, ®-3 fatty acids,
nucleotides) may be considered in malnourished or high-risk patients pre-/post-
operatively as part of a multimodal plan. Glycemic control, micronutrient
repletion, and antiemetic protocols support tolerance and reduce complications.
Intra- and postoperative fluid therapy should avoid both hypoperfusion and
fluid overload that exacerbate pulmonary complications and anastomotic
failure. Goal-directed fluid therapy wusing dynamic indices (stroke
volume/variation, pulse-pressure variation) helps titrate balanced crystalloids to
maintain euvolemia. After preload optimization, vasopressors such as
norepinephrine are appropriate to maintain mean arterial pressure rather than
excess fluids, especially with thoracic epidural-related vasodilation.

A protocolized bundle—nutritional risk stratification, early enteral feeding to
protein/energy targets, and goal-directed, balanced fluid therapy—reduces
pulmonary morbidity, supports anastomotic healing, shortens length of stay, and

aligns with ERAS principles in esophagectomy.
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