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Objective To compare the frequency of hospitalization rates between patients with aspiration treatedwith gastro-
stomy vs those fed oral thickened liquids.
Study design A retrospective review was performed of patients with an abnormal videofluoroscopic swallow
study between February 2006 and August 2013; 114 patients at Boston Children’s Hospital were included.
Frequency, length, and type of hospitalizations within 1 year of abnormal swallow study or gastrostomy tube
(g-tube) placement were analyzed using a negative binomial regression model.
Results Patients fed by g-tube had a median of 2 (IQR 1, 3) admissions per year compared with patients fed orally
who had a 1 (IQR 0, 1) admissions per year, P < .0001. Patients fed by gastrostomy were hospitalized for more days
(median 24 [IQR 6, 53] days) vs patients fed orally (median 2 [IQR 1, 4] days, [P < .001]). Despite the potential risk of
feeding patients orally, no differences in total pulmonary admissions (incidence rate ratio 1.65; 95% CI [0.70, 3.84])
between the 2 groups were found, except patients fed by g-tube had 2.58 times (95% CI [1.02, 6.49]) more urgent
pulmonary admissions.
Conclusions Patients who underwent g-tube placement for the treatment of aspiration had 2 times as many ad-
missions compared with patients with aspiration who were fed orally. We recommend a trial of oral feeding in all
children cleared to take nectar or honey thickened liquids prior to g-tube placement. (J Pediatr 2016;170:79-84).

A
spiration during swallowing is a common diagnosis in infants and children with and without developmental
delay.1-7 Management approaches have included gastrostomy tube (g-tube) feeding, g-tube feeding with concur-
rent antireflux surgery (fundoplication), transpyloric feeding, and oral feeding with thickening of liquids. G-tubes

are frequently used in order to allow for additional enteral access in patients with aspiration, including those thought to be
at risk of having respiratory complications.8-11 Prior data have suggested that for children with neurologic disability,
g-tube placement may improve respiratory outcomes, including decreased antibiotic use and respiratory related hospital-
izations.12 Conversely, additional studies have shown that once placed, g-tubes are often fraught with complications,
ranging from the minor (tube leakage, skin irritation, or formation of granulation tissue formation) to the more severe
(worsening gastroesophageal reflux disease, g-tube cellulitis, or g-tube dislodgement).10,13-15 To date, there have been no
studies comparing clinical outcomes in aspirating children treated with oral thickened liquids to those treated with g-tube
placement.12

Since the development of aerodigestive centers in which patients are seen by gastroenterologists and pulmonologists
together along with other subspecialties (eg, feeding therapy, otolaryngology), there has been a practice shift at many insti-
tutions away from g-tube placement andmore toward continuing to feed children with aspiration orally with close combined
gastroenterology, feeding team, and pulmonary follow-up. This shift has occurred in an effort to prevent feeding aversions
and the complications surrounding g-tubes. Yet, there are no data comparing outcomes of these patients undergoing
continued oral feeding vs g-tube placement. Before 2010, it was common practice at Boston Children’s Hospital (BCH)
to place g-tubes in patients who had aspiration confirmed by videofluoroscopic swallow study (VFSS). Prior data from
our institution suggested that almost one-third of all patients undergoing pri-
mary percutaneous endoscopic g-tube placement had a preoperative diagnosis
of aspiration.9,16 After 2010, many children with aspiration continued to be fed
orally with thickened liquids rather than by g-tube.

The primary aim of this study was to compare the frequency of hospitaliza-
tions between patients with aspiration who were treated with g-tube placement
vs those who were maintained on exclusive oral thickened feedings.
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Methods

Institutional approval was granted to complete a retrospec-
tive chart review of patients with an abnormal VFSS at
BCH between February 2006 and August 2013. Queries of
hospital administrative data using Epic (v 2008; Epic Systems
Corporation, Verona, Wisconsin) was performed to identify
patients with a documented history of aspiration undergoing
primary percutaneous endoscopic g-tube placement; addi-
tional reviews of an ambulatory BCH Aerodigestive Clinic
administrative list were used to identify patients with docu-
mented aspiration treated with oral thickened feeds.

All included patients had evidence of documented aspira-
tion or penetration of thin liquids and/or nectar thick liq-
uids via a VFSS. Any patient who had an unknown level
of aspiration or aspirated all textures (thin, nectar, honey-
thick, or pureed foods) were excluded. Enrolled patients
were then divided into 2 groups: (1) patients who under-
went g-tube placement without any preoperative documen-
tation of an oral thickening feeding trial (g-tube group); or
(2) patients who were continued on exclusive oral feeding
with thickening agents (oral group). Any patients fed orally
who subsequently required g-tube feedings were excluded
from the primary analysis but were reanalyzed as a part
of the oral group as a secondary analysis. We excluded
any patients fed by g-tube who went on to require post-
pyloric feedings or fundoplication because in both of these
cases, not only was oropharyngeal dysphagia treated but so
was gastroesophageal reflux so clarifying the treatment ef-
fect of oropharyngeal dysphagia alone would not have
been possible. All patients fed orally were treated with stan-
dardized thickening recipes using either infant cereal or
xanthan gum.

Our primary outcome was defined as the total number of
hospitalizations within 1 year of g-tube placement (for the g-
tube fed group) or within 1 year of the first abnormal VFSS
(for the oral group). Secondary outcomes included total
number of inpatient days, frequency of subsequent pulmo-
nary, gastroenterology, or other types of admissions, as well
as whether or not the hospitalization was elective or urgent
within 1 year of their index event (either the placement of a
g-tube or first abnormal VFSS). Urgent admissions were
defined as any unplanned admission or admissions admitted
through the emergency department. We also examined the
number of patients who underwent a repeat VFSS within
1 year of their initial study (for oral group), or within
1 year of g-tube placement (for the g-tube group), as well
as the frequency of normal repeat VFSS results. We also re-
viewed the patient characteristics of a subset of excluded
patients fed orally who went on to require g-tube feedings.

Patient records were reviewed for sex, age, and weight at
the time of their first abnormal VFSS. Patient comorbidities
were categorized as being neurologic, cardiac, gastrointes-
tinal, pulmonary, oropharyngeal, renal, metabolic/genetic,
immunologic, or having a history of premature birth
(<37 weeks gestation). Comorbidities were not considered

to be mutually exclusive. Extent and type of aspiration on
VFSS were also recorded for all patients.
Patient characteristics for the g-tube group were compared

with the oral group using both parametric and nonpara-
metric methods as appropriate. Pearson c2 test was used
for cross-tabulations unless any expected cell-count was <5,
in which case Fisher exact test was used. Student t test was
used for continuous variables when normally distributed
and the Wilcoxon rank-sum test otherwise.
A generalized linear model was used to adjust for subject

characteristics, including neurologic, cardiac, and pulmo-
nary comorbidities, as well as sex, age, and weight-for-age
z-score. The primary and secondary outcomes, including
number of hospitalization admissions as well as inpatient
days among those hospitalized, were highly right-skewed,
and the data were over dispersed. Therefore, a negative bino-
mial regression provided a better fit than a Poisson regression
model, based on visual inspection of the regression curve
overlaid on a plot of the mean predicted probability against
the observed counts and the Akaike information crite-
rion.17,18 Outcomes were modeled using SAS v 9.3 (SAS
Institute, Cary, North Carolina). Results were expressed on
a multiplicative scale as the ratio of mean outcome in the
g-tube group to mean outcome in the oral group (incidence
rate ratio [IRR]) with a 95% CI.19 An additional propensity
score regression analysis was performed to include a propen-
sity score to adjust for differences in the 2 populations. All
statistical tests were 2-sided with a P value of <.05 considered
statistically significant.

Results

A total of 114 patients were included in the analysis, 49
patients who were exclusively fed oral thickened feeds (oral
group) and 65 patients who received a g-tube (g-tube group).
Differences in subject characteristics at the time of study en-
try are shown in Table I. Patients did not differ statistically by
sex, ethnicity, race, or prematurity status at the time of their
first abnormal VFSS, but subjects in the g-tube group were
lower in weight (P = .0003) and age (P = .003) than those
in the oral group. There was no difference in the prevalence
of gastrointestinal comorbidities, but patients fed by g-tube
were more likely to have cardiac, neurologic, metabolic,
and renal comorbidities, and patients fed orally were more
likely to have pulmonary and otolaryngology comorbidities.
Aspiration of thin liquids alone was more prevalent among

patients fed orally fed vs patients fed by g-tubes (36 [73%] vs
25 [38%], respectively; P < .001) on the initial VFSS. Eighty
(71%) patients, 32 fed orally and 49 fed by g-tubes, under-
went a repeat VFSS within a year. Of those patients who un-
derwent repeat swallow studies, 6/32 (19%) patients fed
orally vs 21/49 (43%) patients fed by g-tubes, had a subse-
quent normal VFSS (P = .02).
Unadjusted results for total hospitalizations and inpatient

days within 1 year of the first abnormal VFSS for the oral fed
vs g-tube fed groups are shown in Table II. Median (IQR)

THE JOURNAL OF PEDIATRICS � www.jpeds.com Volume 170

80 McSweeney et al



Download English Version:

https://daneshyari.com/en/article/6219063

Download Persian Version:

https://daneshyari.com/article/6219063

Daneshyari.com

https://daneshyari.com/en/article/6219063
https://daneshyari.com/article/6219063
https://daneshyari.com

