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Indications and practice for tube

feeding in Japanese geriatricians:

Implications of multidisciplinary
team approach
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Aim: The aim of this study was to examine how geriatricians decide the indication of
tube feeding in the elderly with eating difficulty as a result of several disorders, and
to determine the factors associated with their decision making and interventions for
dysphagia.

Methods: The design was a cross-sectional study. All board-certified geriatricians in
the Japan Geriatrics Society were recruited to this study in September 2010. We sent
questionnaires to 1469 geriatricians. Among them, 629 agreed to participate. The survey
consisted of self-administered questionnaires regarding demographic information,
indications of tube feeding and interventions for dysphagia before tube feeding.

Results: We analyzed the remaining 555 questionnaires after excluding incomplete ones.
Over 90% of geriatricians answered that “neurological disorder” and “stroke” are indica-
tions, whereas 46.8% of them answered that “dementia” is an indication for tube feeding.
Geriatricians who organize a multidisciplinary team conference tended to carry out more
“interventions for dysphagia before the prescription of tube feeding” compared with the
reference group (odds ratio 2.1-8.7) after multivariate adjustment.

Conclusions: The results show that approximately half of the geriatricians prescribe
tube feeding when the patient has dementia with loss of appetite or apraxia for eating.
There is no consensus among Japanese geriatricians about the indication of tube feeding
for demented people. We suggest that guidelines for tube feeding in the elderly should be
established. Furthermore, a multidisciplinary approach would be desirable for decision
making for tube feeding. Geriatr Gerontol Int 2012; ee: ee—oce,

Keywords: elderly, geriatrician, multidisciplinary team, percutaneous endoscopic
gastrostomy, tube feeding.

Introduction dementia and other conditions. When the patients have
a functional gastrointestinal tract and they cannot take
Many older patients have nutritional problems caused sufficient nutrition orally, tube feeding is an option.
by eating difficulties as a result of stroke, cancer, Percutaneous endoscopic gastrostomy (PEG) is the
preferential route when enteral nutrition is expected to
Accepted for publication 2011 December 25. last for a longer period of time, because it is associated

- with better nutritional status and a lower incidence of
Correspondence: Professor Hidenori Arai MD PhD, Department irati th tric tub NGT).! PEG
of Human Health Sciences, Kyoto University Graduate School aspiration than nasogastric tube ( )- was

of Medicine, 53 Kawahara-cho, Shogoin, Sakyo-ku, Kyoto originally developed for pediatric use by Gauderer in
606-8507, Japan. Email: harai@kuhp.kyoto-u.ac.jp 1980.2 However, thereafter PEG has become the most
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common way to supply artificial enteral nutrition in the
elderly, including dementia patients. The number of
people on PEG is increasing because of the improved
simplicity and safety. Approximately 5-30% of the
advanced dementia patients in nursing homes are on
tube feeding in Europe and the USA; whereas, in Japan,
approximately 50% of those are on tube feeding®*
Thus, the percentage of tube feeding including PEG for
dementia patients is higher in Japan than that in
Western countries. However, recent studies have ques-
tioned the appropriateness of tube feeding in these
patients. The decision of the practice or the withholding
of tube feeding in patients with dementia is a difficult
challenge among geriatricians and many other health-
care professionals, as they need to make a decision with
clinical ethical dilemmas. Furthermore, the quality of
life (QOL) in the elderly with tube feeding and its effect
on long-term survival have not yet been clarified,”"® and
neither has a guideline for tube feeding in the elderly,
especially in dementia patients. Accordingly, tube
feeding is the focus of some extremely complex legal
and ethical questions. Therefore, it is important to study
the current situation of tube feeding for the elderly in
Japan.

When we make a decision on tube feeding, compre-
hensive assessment of the patient, such as nutrition,
cognition and swallowing function, is important and the
assessment should be based on a multidisciplinary team
approach. Previous studies showed the effectiveness of
inpatient geriatric evaluation and management; that is,
comprehensive geriatric assessment (CGA)."* A multi-
disciplinary approach might be required for medical and
nursing care of elderly patients, especially when we need
to make a complicated decision, such as that of tube
feeding. However, it is unknown whether the team
approach can affect the decision making for tube
feeding and interventions for dysphagia.

Therefore, the aim of the present study was to
examine how geriatricians decide on the indication of
tube feeding in the elderly with eating difficulty as a
result of various disorders, and to determine whether
the team approach can affect their decision making and
interventions for dysphagia.

Methods

The design was a cross-sectional study. All board-
certified geriatricians in the Japan Geriatrics Society
were recruited to the present study in September 2010.
We separately sent self-administered questionnaires to
1469 geriatricians by post and collected them from
October to December 2010. These geriatricians were
chosen because of their experience in taking care of
patients who require tube feeding, and carry out CGA
by organizing multidisciplinary team conferences. The
present study was approved by the Ethics Committee

2|

of Kyoto University Graduate .School and Faculty of
Medicine (no. E984, 2010).

The questionnaires included demographic informa-
tion, such as age, sex, place of employment, and clinical
experience, reference guidelines for tube feeding, aims
and indications of tube feeding in geriatrics, interven-
tions for dysphagia before tube feeding, and multidisci-
plinary team approach if tube feeding is indicated. It was
explained in the questionnaires that the term “elderly”
was defined as people over the age of 75 years and those
who require nursing care, and tube feeding included
NGT, PEG and enterostomy tube.

We carried out descriptive analyses for each item in
the questionnaire. The y3-test or #-test was used to
compare the differences of place of employment and
clinical experience. Logistic regression analyses were
carried out to evaluate the differences of the frequencies
and conference members according to the indication for
tube feeding, and the interventions for dysphagia before
tube feeding. Each item in the indication for tube
feeding or interventions for swallowing disorder was
adjusted for sex, working place and clinical experience
of geriatricians. The frequency and number of members
in a multidisciplinary conference were divided into five
categories: not at all, occasional and less than five dif-
ferent health-care professionals, occasionally and =5
different health-care professionals, every time and less
than five different health-care professionals, and every
time and =S5 different health-care professionals. The
Statistical Package for Social Sciences version 18.0]
(SPSS Japan, Tokyo, Japan) was used for statistical
analysis. All probability values were two-tailed with a
significant level of P < 0.05, and all confidence intervals
were estimated at the 95% level.

Results

We sent a questionnaire to 1469 board-certified geri-
atricians, and 51 were returned as a result of being
undeliverable because of wrong address. Among the
rest, 629 agreed to participate in the present study. The
response rate was 44.4%. After excluding the question-
naires with missing data, we analyzed the remaining 555
questionnaires. The prevalence of doctors aged over
60 years and male doctors was 34.6% and 89.2%,
respectively. We found that 43.8% of the geriatricians
had a clinical experience of more than 30 years, and
63.7% were working in acute hospitals, 30.7% in a
clinic and 3.9% in long-term care facilities.

Table 1 shows the percentage of geriatricians who
follow the guidelines and the purpose for tube feeding
according to the geriatrician’s place of employment and
clinical experience. A total of 68% of geriatricians did
not use any guideline for tube feeding. Among geriatri-
cians following guidelines for tube feeding, 137 used
“Guideline of Parenteral and Enteral Nutrition (EN) in

© 2012 Japan Geriatrics Society
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Table 1 Use of guidelines and the aims of tube feeding according to place of employment and clinical experience

Questions Characteristics of geriatricians Total
Place of employment Clinical experience
Hospital Clinic Long-term care  Othert P-value <30 years =30 years  P-value
n =360 n=166 n=20 n=9 n=2317 n=238 n=>555
Do you use any guidelines for TF in geriatrics?¥
Guideline of Parenteral and EN 84 (23.3) 48 (28.9) 4 (20.0) 1(11.1) ND 87 (27.4) 50(21.0)  0.082 137 (24.7)
in Japan*1
Guideline of PEG in Japan*2 51 (14.2) 21 (12.7) 4 (20.0) 1(11.1) ND 41 (12.9) 36 (15.1)  0.460 77 (13.9)
Guideline of Parenteral and EN 13 (3.6) 11 (6.6) 0 (0.0 0(0.0) ND 11 (3.5) 13 (5.5) 0.253 24 (4.3)
in Amerjca*3
Guideline of Parenteral and EN 9 (2.5) 11 (6.6) 0 (0.0) 1(1.1) ND 9(2.8) 12 (5.0) 0.178 21 (3.8)
for elderly in Europe*4 \
Not using guideline for TF 253 (70.3) 106 (63.9) 10 (50.0) 7(77.8) ND 209 (65.9) 167 (70.2)  0.291 376 (67.7)
What are the aims of TF in geriatrics?%
Improvement of survival 63 (17.5) 29 (17.5) 6 (30.0) 0 (0.0 ND 54 (17.0) 44 (18.5) ND 98 (17.7)
Improvement of general 201 (55.8) 93 (56.0) 12 (60.0) 3@33.3) - 163 (51.4) 146 (61.3) - 309 (55.7)
condition and prevention of
complications
Improvement of activities of 17 (4.7) 9 (5.4) 0 (0.0) 1(11.1) -~ 22 (6.9) 5(2.1) - 27 (4.9)
daily living
Improvement of quality of life 24 (6.7) 9(5.4) 2(10.0) 2222y - 24 (7.6) 13 (5.5) - 37 (6.7)
Satisfaction of patient 15 (4.2) 13 (7.8) 0 (0.0) 2(222) - 19 (6.0) 11 (4.6) - 30 (5.4)
Burden of caregiver S (1.4) 9 (5.4) 0 (0.0) 0 (0.0) - 6 (1.9) 8 (3.4) - 14 (2.5)
Length of hospital stay 3(0.8) 0 (0.0 0 (0.0) 0 (0.0 - 3(0.9) 0 (0.0 - 3 (0.5)
Living will 27 (7.5) 3(1.8) 0 (0.0 1(11.1) - 20 (6.3) 11 (4.6) - 31 (5.6)
Other 5(1.4) 1 (0.6) 0 (0.0 0 (0.0) - 6 (1.9) 0(0.0) - 6(1.1)

Number (%). P-values were tested by y*-test. TOther included part-time doctors, retired doctors, researchers and so on. Multiple answers were allowed.
allowed for nine items. *1 From Japanese Society for Parenteral and Enteral Nutrition *2 From Japan Gastroenterological Endoscopy Society
Parenteral and Enteral Nutrition *4 From European Society for Gastroenterolo

endoscopic gastrostomy; TF, tube feeding.

SSimple answer was
#3 From American Society for
gical Endoscopy Society. EN, enteral nutrition; ND, not determined; PEG, percutaneous
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Japan” from the Japanese Society for Parenteral and EN.
For the purpose for tube feeding, more than half of the
geriatricians chose “improvement of general condition
or prevention of complications.” However, a few geri-
atricians chose “improvement of QOL,” “satisfaction
of patient” or “living will.” The working place or clini-
cal experience did not affect the aims of tube feeding
placement.

Table 2 shows the indication for tube feeding and the
interventions for dysphagia before tube feeding accord-
ing to place of employment and clinical experience.
Among the seven target indications for tube feeding in
the elderly, over 90% of the geriatricians answered that
“neurological disorders other than dementia” and
“stroke” are indications for tube feeding. Over 80% of
the geriatricians answered that “head injury or facial
trauma” and “oropharyngeal malignancy” are also an
indication. In contrast, 46.8% of the geriatricians
answered that “dementia” is an indication for tube
feeding, and 65.9% of the geriatricians answered that
“aspiration-prone frail elderly without comorbidites” is
an indication. The place of employment was not asso-
ciated with the judgment for the indication. The per-
centage of geriatricians who answered that “head injury
or facial trauma” and “neurological disorders other than

.dementia” were an indication for tube feeding was sig-
nificantly higher in those with less than 30 years of
clinical experience than in those with more than
30 years of clinical experience” (head injury or facial
trauma; P=0.012, neurological disorder; P =0.049).
However, following guideline for tube feeding did not
affect the decision making of tube feeding for these
disorders (data not shown). We also asked about the life
expectancy of the patient after PEG placement, and
79.5% answered that at least more than 12 weeks were
expected.

Next, we asked how many interventions they carried
out for swallowing disorder before tube feeding. The
mean number of interventions was 6.22, and geriatri-
cians with less than 30 years of experience carried out
significantly more interventions than those with more
than 30 years (6.49 £3.2 vs 5.86 £ 2.8, P=0.015). The
number of interventions was not significantly different
between geriatricians working in an acute hospital and
those working in a clinic. Among 15 items of interven-
tions for swallowing disorder, over 70% of geriatricians
answered that “thickening agent” and “using semi-solid
and liquid foods” were afforded to patients with swal-
lowing disorder.

Figure 1 shows the percentage of geriatricians orga-~
nizing a multidisciplinary conference for tube feeding.
A total of 63% of geriatricians discussed with other
health-care professionals every time or occasionally.
They also answered that physicians including them-
selves (95.4%), primary nurses (84.9%), dieticians
(49.7%) and speech therapists (42.0%) were the

4 |

members of the conference. The place of employment
was not associated with the number of conference
members (Table 3).

Table 4 shows the multiple logistic regression analy-
sis for the frequencies and conference members accord-
ing to the indication for tube feeding and interventions
for dysphagia before tube feeding. More “interventions
for dysphagia before introducing tube feeding” were
carried out in geriatricians organizing a multidisci-
plinary team conference than the reference group after
multivariate adjustment (odds ratio 2.1-8.7). We also
found that geriatricians who always organize a confer-
ence with many types of health-care professionals (mul-
tidisciplinary) carried out more tests for the assessment
of swallowing function and interventions for dysphagia
before introducing tube feeding, such as oral ice
massage, than the reference group. However, the indi-
cations for tube feeding were not affected by a multidis-
ciplinary conference.

Discussion

In the present study, we found that approximately 70 %
of board-certified geriatricians did not use any guide-
lines for tube feeding in their practice. We also noted
that the use of guidelines was not associated with the
decision making for tube feeding in the elderly, because
“Guideline of Parenteral and EN in Japan” or “Guide-
line of PEG in Japan” does not describe the indications
for tube feeding in elderly patients, especially in demen-
tia patients.’>'¢ Furthermore, more than half of the geri-
atricians consider that the purpose of tube feeding is to
improve the general condition or to prevent complica-
tions in the elderly with eating problems. In contrast,
only a few geriatricians selected living will or patient
satisfaction. Decision making of geriatricians for tube
feeding did not seem to be related to their working place
or clinical experiences. Although the guideline describes
that “respecting the wishes of the family or living will of
the patient when nutrition therapy is needed for the
elderly at the terminal stage or with dementia,”" most
geriatricians who decide the indication of tube feeding
might not have a chance to care for patients’ living will.
Although there is an ideal description in the guideline, it
might be difficult for doctors to obtain a patient’s living
will beforehand, even if they understand the importance
of respecting the living will of the patient. Therefore,
comprehensive approaches not only from the field of
nutrition and gastroenterology, but also from the expe-
rience and know-how from the professionals involved
in medicine, nursing and care for the elderly, such as
geriatricians, nurses, speech therapists, caregivers and
care managers, would be expected to make a new guide-
line for tube feeding in the elderly.

Several studies have shown that there is no survival
benefit in dementia patients who receive artificial

© 2012 Japan Geriatrics Society
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Table 2 Indications for tube feeding and interventions for dysphagia before introducing tube feeding according to place of employment and clinical

experiences
Questions Characteristics of geriatricians Total
Place of employment Clinical experience
Hospital Clinic Long-term care Othert P-value <30 years =30 years P-value
n=360 n=166 n=20 n=9 n=2317 n =238 n=_585
Is the following disorder an indication for TF?
Head injury or facial trauma 313 (86. 9) 144 (86.7) 8 (40.0) 7 (77.8) ND 208 (88.3) 192 (80.7) 0.012 472 (85.0)
Oropharyngeal malignancy 286 (79.4) 143 (86.1) 13 (65.0) 7 (77.8) ND 258 (81.4) 191 (80.3) 0.736 449 (80.9)
Neurological disorder 328 (91.1) 155 (93.4) 15 (75.0) 7 (77.8) ND 295 (93.1) 210 (88.2) 0.049 505 (91.0)
Stroke 334 (92.8) 147 (88.6) 18 (90.0) 8 (88.9) ND 290 (91.5) 217 (91.2) 0.899 507 (91.4)
Dementia 177 (49.2) 66 (39.8) 13 (65.0) 4 (44.4) ND 1156 (49.2) 104 (43.7) 0.198 260 (46.8)
Aspiration-prone frail elderly without 238 (66.1) 108 (65.1) 15 (75.0) 5(55.6) ND 216 (68.1) 150 (63.0) 0.208 366 (65.9)
comorbidity
Malnutrition in frail elderly without 115 (31.9) 58 (34.9) 9 (45.0) 5 (55.6) ND 115 (36.3) 72 (30.3) 0.137 187 (33.7)
comorbidity
How long does a patient need to survive after PEG placement?#
2 weeks 3(0.8) 2 (1.2) 0 (0.0 0 (0.0 ND 3(0.9) 2(0.8) ND 5(0.9)
4 weeks 19 (5.3) 16 (9.6) 1(5.0) 2(22.2) - 18 (5.7) 20 (8.4) - 38 (6.8)
6 weeks 4(1.1) 2(1.2) 1(5.0 1(11.1) - 7(2.2) 1(0.4) - 8 (1.4)
8 weeks 39 (10.8) 21 (12.7) 3 (15.0) 0 (0.0) = 37 (11.7) 26 (10.9) - 63 (11.4)
12 weeks 295 (81.9) 125 (75.3) 15 (75.0) 6 (66.7) - 252 (79.5) 189 (79.4) - 441 (79.5)
Interventions for swallowing disorder before introducing TF
No. Interventions; mean + standard 6.44 + 3.12% 5.83+£2.93 6.70 £ 2.00 3.67 £ 3.32% 0.0108 6.49 £ 3.20 5.86+2.82 0.015 6.22 £ 3.06
deviation (total 15 items)
No. interventions, 6 items' 211 (58.6) 84 (50.6) 14 (70.0) 2 (22.2) ND 188 (59.3) 123 (51.7) 0.073 311 (56.0)
(total 15 items)
Consultation
To otolaryngologist 131 (36.4) 60 (36.1) 3 (15.0) 4 (44.4) ND 123 (38.8) 75 (31.5) 0.076 198 (35.7)
To speech therapist 166 (46.1) 31(16.7) 7 (35.0) 1(11.1) ND 131 (41.3) 74 (31.1) 0.013 205 (36.9)
To certified nurse of dysphagia 77 (21.4) 25 (15.1) 4 (20.0) 2(22.2) ND 67 (21.1) 41 (17.2) 0.250 108 (19.5)
nursing
Test
Repetitive saliva swallowing test 111 (30.8) 63 (38.0) 4(20.0) 2 (22.2) ND 109 (34.4) 71 (29.8) 0.257 180 (32.4)
Water swallowing test 243 (67.5) 104 (62 7) 13 (65.0) S (55.6) ND 210 (66.2) 155 (65.1) 0.783 365 (65.8)
Video endoscopy 55 (15.3) 26 (15.7) 1(5.0) 0 (0.0 ND 50 (15.8) 32 (13.4) 0.444 82 (14.8)
Video fluorography 163 (45.3) 47 (28.3) 4 (20.0) 2 (22.2) ND 140 (64.8) 76 (31.9) 0.003 216 (61.1)
Practice and education
Oral ice-massage 102 (28.3) 23 (13.9) 5 (25.0) 0(0.0) ND 86 (27.1) 44 (18.5) 0.017 130 (23.4)
Swallowing exercise 72 (20.0) 40 (24.1) 5 (25.0) 0(0.0) ND 70 (22.1) 47 (19.7) 0.505 117 (21.1)
Vocalization exercise 50 (13.9) 20 (12.0) 1(5.0) 0 (0.0) ND 4 (13.9) 27 (11.3) 0.376 71 (12.8)
Using semi-solid and liquid foods 267 (74.2) 120 (72.3) 18 (90.0) 3(33.3) ND 236 (74.4) 172 (72.3) 0.565 408 (73.5)
Thickening agent 308 (85.6) 131 (78.9) 20 (100.0) 3(33.3) ND 267 (84 2) 195 (81.9) 0.474 462 (83.2)
Positioning 235 (65.3) 106 (63.9) 17 (85.0) 4 (44.4) ND 215 (67.8) 147 (61.8) 0.138 362 (65.2)
Appropriate approach for swallowing 161 (44.7) 80 (48 2) 12 (60.0) 2(22.2) ND 153 (48.3) 102 (42.9) 0.206 255 (45.9)
Ways of coping with aspiration 161 (44.7) 85 (51.2) 17 (85.0) 4 (44.4) ND 142 (44.8) 125 (52.5) 0.071 267 (48.1)

Number (%), P-values were tested by x*~test and Student's #-test, TOther included part-time doctors, retired doctors, researchers and so on.

were allowed to select more than one. SP-values were tested by ANOVA, *P < 0.05 by Bonferroni.

determined; PEG, percutaneous endoscopic gastrostomy; TF, tube feeding.

*Smgle answer was allowed for five items, and the other questions
Number of i intervention items were divided into two groups, which used median value (=6 vs <6). ND, not
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feeding by PEG.”®1%% In addition, “Guideline of
parenteral and EN for elderly in Europe” does not rec-
ommend enteral nutrition to persons with severe
dementia as a result of more risks than benefits for
persons with severe dementia, and occasionally in early
and moderate dementia to ensure energy and nutrient
supply and to prevent undernutrition.'”'® In the present
study, we found that approximately 45% of the geriatri-
cians considered that dementia patients with loss of
appetite or apraxia for eating should be on tube feeding
and that 65% of the geriatricians considered that
aspiration-prone frail elderly without comorbidities
should also be on tube feeding, which is a relatively high
percentage. In a previous study, approximately 60% of

0% 20% 40% 60% 80% 100%

Figure 1 Do you organize a multidisciplinary conference
before introducing tube feeding?

physicians in the USA answered that aspiration pneu-
monia was the indication for PEG placement, and was
the most common medical indication. The present
finding are consistent with other results; therefore the
medical situation in Japan might be quite similar to that
in the USA. Indeed, PEG placement to the elderly with
repeating aspiration pneumonia or not eating voluntar-
ily with cerebrovascular disease or dementia is indicated
in “Guideline of PEG in Japan.” In the present study,
the questions did not specify the stage of disorders or
the level of conditions; therefore our results should be
interpreted with caution. However, it is certain that
there is no consensus among Japanese geriatricians
about tube feeding for the elderly with advanced
dementia and there is an urgent need to develop guide-
lines to decide the risk/benefit ratio in the individual
patient to optimize the timing and route of nutritional
support. Thus, the indication for tube feeding in the
elderly should be widely discussed in the future and
hence a guideline should be established to describe the
indication of tube feeding in more detail.

“Guideline of parenteral and EN for elderly in
Europe” indicates PEG placement if EN is anticipated
for longer than 4 weeks."”*® In contrast, the present
study showed that approximately 80% of the geriatri-
cians consider that survival more than 12 weeks should
be expected for PEG placement. PEG is better than

NGT for swallowing rehabilitation, and PEG placement

Table 3 Conference members for decision making of tube feeding according to place of employment

Place of employment of geriatricians Total
Hospital ~ Clinic Long-term care Othert  P-value
1n =249 n=280 n=17 n=3 n =350
No. conference members; 44+20 42%+1.8 43+£1.5 48+42 0.864 431+1.9
mean + standard deviation
(total 12 occupations)
Conference members
Attending physician 238 (95.2) 75(92.6) 17 (100) 3 (100) - 334 (95.4)
Primary nurse 224 (89.6) 54 (66.7) 15(88) 3 (100) - 297 (94.9)
Otolaryngologist 27 (10.8) 10(12.3) 0(0) 0 (0.0 - 37 (10.6)
Certified nurse of dysphagia nursing 42 (16.8) 18 (22.2) 3 (18) 0 (0.0) - 63 (18.0)
Physical therapist 55(22.0) 12(14.8) 4 (24) 1(33.3) - 72 (20.6)
Occupational therapist 37 (14.8)  8(9.9) 4 (24) 1(33.3) - 50 (14.3)
Speech therapist 118 (47.2) 23 (28.4) 5(29) 1333 - 147 (42.0)
Dietician 126 (50.4) 37 (45.7) 9 (53) 2(66.7) - 174 (49.7)
Pharmacist 37 (14.8) 12(14.8) 1(5.9) 1(33.3) - 51 (14.6) -
Discharge planning coordinator® 26 (10.4) 14(17.3) 2(12) 1333 - 43 (12.3)
Medical social worker 89 (35.6) 24 (29.6) 4 (24) 2(66.7) - 119 (34.0)
Care manager 46 (18.4) 39 (48.1) §5(29) 1(33.3) - 91 (26.0)

Number (%), P-values were tested by ANOVA, *P < 0.05 by Bonferroni. Of the 555 geriatricians, 350 (63.1%) carried out a
conference at least once. Respectively, hospital: 249 (69.2%), clinic: 80 (48.2%), long~term care: 17 (85.0%), other: 3 (33.3%).
Multiple answers were allowed. *Other included part-time doctors, retired doctors, researchers and so on. *They are a registered
nurse and work for discharge planning and coordination in the hospital.

© 2012 Japan Geriatrics Society



Indications and practice of tube feeding

Table 4 Multivariate-adjusted odds ratios and 95% confidence intervals for frequency and the conference
members according to the indication for tube feeding and interventions for dysphagia before using tube feeding

Conference
Non Occasional
Participating occupation

Few
OR (95% CI)

Multidisciplinary

OR (95% CI)

Every time

Participating occupation

Few
OR (95% CI)

Multidisciplinary
OR (95% CI)

Is the following disorder an indication for TF?

Head injury or facial trauma

Oropharyngeal malignancy

Neurological disorder

Stroke

Dementia

Aspiration-prone frail elderly
without comorbidity

Malnutrition in frail elderly
without comorbidity

Ref
Ref
Ref
Ref
Ref
Ref

Ref

How long does a patient need to Ref

survive after PEG placement?
=12 weeks?

1.02 (0.55-1.89)
0.96 (0.56-1.66)
0.72 (0.34-1.52)
1.41 (0.68-2.90)
0.83 (0.54-1.28)
0.99 (0.63-1.55)

0.77 (0.49-1.22)

0.85 (0.50-1.43)

Intervention for swallowing disorder before using TF

No. intervention items,
Z 6 items?®
Consultation
To otolaryngologist
To speech therapist
To certified nurse of
dysphagia nursing
Test
Repetitive saliva swallowing
test
Water swallowing test
Video endoscopy
Video fluorography
Practice and education
Oral ice-massage
Swallowing exercise
Vocalization exercise
Using semi-solid and liquid
foods
Thickening agent
Positioning
Appropriate approach for
swallowing
Ways to coping when the
aspiration

Ref

Ref
Ref
Ref

Ref

Ref
Ref
Ref

Ref
Ref
Ref
Ref

Ref
Ref
Ref

Ref

2.07 (1.33-3.20)

1.13 (0.72-1.77)
1.51 (0.93-2.46)
1.18 (0.65-2.14)

1.62 (0.98-2.66)

2.08 (1.32-3.28)
1.53 (0.83-2.82)
1.62 (1.03-2.56)

1.19 (0.67-2.10)
1.81 (0.97-3.39)
1.55 (0.71-3.41)
1.83 (1.13-2.96)

1.26 (0.73-2.21)
1.46 (0.94-2.26)
2.48 (1.59-3.88)

1.48 (0.95-2.29)

1.15 (0.52-2.57)
0.78 (0.41-1.52)
0.56 (0.23-1.34)
1.84 (0.66-5.13)
0.82 (0.48-1.42)
1.23 (0.69-2.19)

0.98 (0.56-1.74)

0.89 (0.46-1.74)

3.24 (1.81-5.78)

1.36 (0.78-2.38)
4.57 (2.52-8.29)
2.16 (1.11-4.23)

3.89 (2.16-6.99)

1.63 (0.93-2.87)
1.30 (0.59-2.86)
2.08 (1.19-3.66)

2.19 (1.16-4.14)
3.47 (1.74-6.91)
2.96 (1.28-6.83)
2.12 (1.11-4.06)

1.93 (0.85-4.39)
2.36 (1.29-4.31)
2.82 (1.62-4.92)

2.86 (1.63-5.01)

0.80 (0.36-1.78)
1.05 (0.48-2.31)
1.69 (0.46-6.16)
2.35 (0.68-8.15)
1.86 (1.00-3.44)
1.31 (0.68-2.52)

1.30 (0.70-2.42)

0.80 (0.39-1.63)

2.60 (1.39-4.85)

0.94 (0.49-1.80)
2.47 (1.28-4.76)
1.65 (0.76-3.61)

3.91 (2.05-7.44)

1.82 (0.96-3.44)
0.97 (0.37-2.53)
3.07 (1.64-5.76)

2.34 (1.14-4.79)
4.86 (2.34-10.09)
2.70 (1.04-7.00)
1.71 (0.86-3.38)

1.18 (0.54-2.59)
1.75 (0.93-3.30)
2.13 (1.15-3.95)

1.24 (0.67-2.29)

1.52 (0.62-3.77)
1.02 (0.48-2.16)
1.17 (0.39-3.53)
4.03 (0.90-18.05)
1.01 (0.56-1.83)
0.80 (0.44-1.46)

1.18 (0.64-2.18)

1.44 (0.64-3.21)

8.71 (3.99-19.00)

1.48 (0.80-2.72)
3.82 (2.01-7.27)
4.75 (2.43-9.32)

4.48 (2.37-8.46)

2.95 (1.49-5.88)
2.89 (1.37-6.09)
2.28 (1.23-4.22)

3.59 (1.82-7.06)

6.63 (3.27-13.45)
6.84 (3.02-15.50)
5.96 (2.24-15.84)

4.68 (1.36-16.12)
7.22 (2.94-17.71)
5.60 (2.94-10.65)

5.31 (2.69-10.48)

Dependent variables: the indication for tube feeding and interventions for dysphagia before introducing tube feeding.
Independent variables: frequency and the conference members (ref, non conference; 1, occasional and less than five different
health~care professionals; 2, occasional and &5 different health care professionals; 3, every time and less than five different
health-care professionals; 4, every time and =5 different health-care professional. Adjusted for sex, place of employment and
clinical experience. "The period expected to survive after PEG was divided into two groups. (1: Z12 weeks, 0: <12 weeks).
*Number of intervention items were divided into two groups, which was used median value into 15 items. (1: =6 items, 0: <6

items). CI, confidence interval; OR, odds ratio; TF, Tube Feeding.
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in patients with stroke and oropharynegeal malignancy
was associated with better prognosis; therefore PEG
placement is recommended for these disorders by the
European guideline.”® We did not investigate how long
PEG is placed in each condition. Thus, knowledge of
geriatricians for tube feeding or PEG placement was not
sufficiently explored in the present study; however, a
period of PEG placement should be considered in each
condition.

In Japan, requests for PEG to facilitate care are preva-
lent, because the staff in nursing homes tend to prefer
PEG to time-consuming oral feeding. A multicenter
study in the USA showed that feeding tube insertion is
independently associated with both clinical characteris-
tics of residents and fiscal, organizational and demo-
graphic features of nursing homes.* Therefore, these
situations might have affected the decision making of
geriatricians for tube feeding. Unfortunately, we did not
include the question whether or not the request from
nursing homes might have affected the decision making
for tube feeding in dementia patients. Therefore, we
should ask this question next time.

Regarding interventions for swallowing disorder, the
mean number of interventions for swallowing disorder
before introducing tube feeding was six items, which are
not so many. Among the 15 items of interventions
before introducing tube feeding, over 70% of the geri-
atricians answered that “Thickening agent” and “Using
semi-solid and liquid foods” were afforded to patients
with swallowing disorder. In contrast, consultation with
other specialists was not frequently carried out, and care
to improve swallowing dysfunction, such as “oral ice-
massage,” “swallowing exercise” and “vocalization exer-
cise” was not usually carried out either. Therefore, from
these data, we think that more interventions would be
necessary to care for patients with dysphagia by con-
sulting specialists and multidisciplinary approach.

It is interesting to note the relationship between mul-
tidisciplinary conference and knowledge and practice
for tube feeding for the elderly. In the present study, we
showed that those who have a multidisciplinary team
conference for a patient indicated for tube feeding
tended to carry out more “interventions for dysphagia
before tube feeding” compared with the reference group
after multivariate adjustment. Furthermore, the data
showed that geriatricians who organize a conference
with - different health-care professionals carried out
more interventions for dysphagia before tube feeding,
irrespective of the frequencies of conference. The
present study also showed that although there were no
differences in the number of conference members and
interventions between the geriatricians working in an
acute hospital and those in a clinic before introducing
tube feeding, the percentage of geriatricians who orga-
nized a multidisciplinary conference before introducing
tube feeding was higher in the hospital than in the

clinic. Therefore, the characteristics of facilities, not
doctors themselves, might have affected this outcome. A
previous study reported that multidisciplinary CGA is
effective for the care of frail older persons admitted to
the hospital, because evaluation and management by
a multidisciplinary team during hospitalization docu-
mented a lower rate of institutionalization after 1 year.!
Furthermore, decision making for treatment strategy
should be discussed in a multidisciplinary team. The
multidisciplinary conference would provide a better
answer for each elderly patient who requires tube
feeding, because they tend to have a complicated
background.

Several potential limitations should be considered
when interpreting these results. First, a cross-sectional
study does not prove any causal relationship. Second,
the practice rate of tube feeding in geriatricians was not
clearly determined, because the present study was
carried out by self-administered questionnaires. Third,
the subjects were limited to geriatricians certified by
the Japan Geriatrics Society, and also the response rate
was not so high. Therefore, selection bias might have
occurred. Finally, we did not investigate the number of
beds in their place of employment; therefore these
results were not completely adjusted by hospital size.

In conclusion, the present data showed that more
than half of the board-certified geriatricians consider
that the purpose of tube feeding is to improve the
general condition or to prevent complications in the
elderly with eating problems. Furthermore, regardless of
their clinical experience, approximately 40% of the
Japanese geriatricians consider that demented elderly
with loss of appetite or apraxia for eating should be on
tube feeding. At this moment, there is no consensus
among Japanese geriatricians about tube feeding for
advanced demented people, and hence the guideline
should be established for tube feeding in the elderly.
Furthermore, a multidisciplinary team approach is
expected to find a better answer for each elderly patient
with eating difficulty.
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14 Dear Editor, were reviewed. Finally, a total of 47 patients were 51
15 defined o fulfil the criteria. Next, using risk-set sam- 52
16 Recent guidelines recommend the aggressive use of pling; we selected four controls per case matched for 53
17 antithrombotic medications in patients at high risk of age,“sex.and the timing of hospitalization from the 54
18 thrombotic events. Although the risk of thrombosis same inpatient registry. The data were obtained on pre- N
19 increases with age, critical bleeding related to anti- scrlp’aons of "antithrombotic drugs (aspirin, warfarin, 56
2 thrombotic drug use is frequently seen in older cilostazol and ticlopidine) and anti-ulcer drugs (proton 57
21 patients.! Thus, guideline-directed use of antithrom- ' 1nh1b1tors and H2 blockers), and comorbid 5§
22 botic medications might cause more harm than benefits ons. 59
23 among older patients with multiple comorbid condi~" . Among"the cases, causes of gastrointestinal hemor- 40
24 tions.2® To increase the benefit-to-harm ratio, geriatri-  thage were ulcer (48.9%), cancer (8.5%), ischemic 61
25 cians might take care to stratify the risks and totaﬂy colitis (6.3%), colon diverticulum (4.2%), Mallory- 62
26 manage the patients. We hypothesized that such geri- Weiss syndrome (4.2%) and hemorrhoid (2.1%), and 63
27 atricians’ approaches lead to harmless use of antxthrom— 21.2% remained uncertain. As shown in Table 1, 17 64
28 botic medications. For this purpose, we carried out a  cases and 71 controls were taking antithrombotic drugs. &5
29 case-control study to investigate the assoi: ation - Of them, aspirin was most frequently prescribed both in a6
30 between gastrointestinal hemorrhage and: anmthrom~ " case and control groups. There was no significant dif- 47
31 botic drug use. 2 . 5 ference between case and control groups in the pre- 68
32 We analyzed the mpatxem reglstry of thi Department scription rate of antithrombotic drugs (x*=0.20, 9
33 P=10.65) and that of aspirin (x*=0.43, P=0.51). Fur- 70
34 between 1996 and 2007 (2249 pqtlent‘ thermore, unadjusted logistic regression analyses 7i
35 patients 260 years-of-age who were adm showed that antithrombotic drug use and antiulcer drug 72
36 department as a result of gastroint inal hemorrhage use was not associated with gastrointestinal hemor- 73
37 The database was searched using the keywords of gas- rhage. The odds ratio of antithrombotic drug use for 74
38 trointestinal hemorrhage, melena, -hematemesis and gastrointestinal hemorrhage was 0.91 (95% CI 0.46~ 75
39 anemia. Then, medical records of the ext:a(:ted patients 1.81) after adjustment by age, sex and anti-ulcer drug 76
40

41 Table 1 Age, sex and medication use in case and control subjects, and unadjusted odds ratios for

42 gastrointestinal hemorthage .

43 e g Cases (n=47) Controls (n=189) QOdds ratio

44 - (95% CI)

45 Age (years) 78 £10 77£9 1.02 (0.98-1.06)

46 Men (women = 0, men = 1) 29 (61.7%) 120 (63.5%) 0.93 (0.48-1.79)

47 Antithrombotié-drugs (no 0,yes=1) 16 (34.0) 71 (37.5) 0.86 (0.44-1.68)

48 Aspirin (no =0, yés= 10 (21.3) 49 (25.9) 0.77 (0.36-1.67)

4 Anu~ulcer drucrs =0, yes=1) 18 (38.2) 45 (23.8) 0.67 (0.35-1.29)
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