The objectives of gastrostomy tube support are to reduce
aspiration risk, minimise lower respiratory fract infection, fortify
nutritional intake, and sustain hydration (Clarke et al,, 2013;
Harvey et al, 2019). Notably, these are critical and beneficial
health outcomes that prolong a better quality of life.

Melmark =

Mission First. Every Individual, Every Day.

Page 2
PUBLICATION: Journal of Intellectual & Developmental Disabilities, June, 2023

Article: Single-case Evaluation of Oral Feeding Intervention and Gastrostomy
Tube Fading in Adults with Intellectual and Multiple Disabilities

JOURNAL OF

INTELLECTUAL &

JOURNAL OF INTELLECTUAL & DEVELOPMENTAL DISASILTY (@) 5

Intervention
D 102 3 4 2-Year FU
100 oo 0o
A ‘\‘/‘“‘ a 4@ LavEra
Puree/MTL
Table 2. Intervention phases and components with Michael. feeding was removed permanently. Gastrostomy tube
Liquid Quantity Daily Gastrostomy- fading shown in the bottom panel of Figure 2 was
Water Phases __ Oally Meds Por Day Amount faded and eliminated during intervention and no longer
Praset7 Dewstunch - 0ounces oot required at follow-up. Michael weighed 102.2 Ibs. at
Phase 2:48 Breaklast Lunch 50 ounces 300m baseline and his weight recorded approximately every
B days. Dinner s . un .

° 3. o e e eh Soounces o month during intervention and follow-up averaged
2] 4 103.4 Ibs. We also monitored his blood urea nitrogen
g 2 (BUN), a metabolic measure of hydration, which was
g . 12 at baseline (5-20 normal rpacel and from 10 to 14

g and continued at that level for the remainder of the (M = 12.9) when documented

research to practice & study. The same baseline meal termination criterion  tion and follow-up phases.
MAUREEN MCBETH, BSN, RN based on liquid refusal was also in effect. Ounces of The impact of interventio| ~ © © LiveTaL
2 liquid consumption during meals continued to be  umption and elimination d
1 3 5 7 9 1 3 5 7 9 1 13 N N P!
recorded and a registered dietician at the long-term  plementation also coincided
Sessions Weeks

care facility coordinated gastrostomy tube fading by

Intervention
gradually reducing the daily amount of formula within

2

Toyor S Fan
ABLITY 1600
JOURNAL OF INTELLECTUAL & DEVELOPMENTAL oISt
/103109/13668250.2023 2206
utps:/doio -

PORT . stomy tube]
. tion of oral feeding intervention and gastro y
ua

Single-case eval ultiple disabilities

intervention phases (Table 2).

Table 1. Intervention phases and components with Marjorie.
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fluctuation.
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intervention, the supervising SLP trained care providers
to conduct meals and monitored their application
throughout the study. Table 1 shows the sequence of
phases across the 13 weeks of intervention and the
respective daily meals, food types-quantities, and gas-
trostomy tube formula amounts.

Specifically, meals were served to Marjorie indepen-
dently in a distraction-reduced location by a care provi-
der who presented oral feeding trials as described in the
baseline phase. Different care providers were assigned to
daily meals each week. Food acceptance was followed
with praise and approval from the care providers and a
10s pause before presenting the next trial. Contingent
on non-acceptance, the care provider withheld attention,
waited 10s, then repeated the trial. Meals continued until
Marjorie consumed all of the food presented to her. If she
coughed several times in succession, the meal was termi-
nated and the care provider inspected her mouth to
determine it was clear or needed to be swabbed. A second
termination criterion was when Marjorie demonstrated
food refusal by closing her mouth and tightening her
lips on two consecutive feeding trials.

For data recording during the intervention, care pro-
viders estimated the percentage of foods Marjorie con-
sumed each meal and entered that measure on a
recording form. The supervising SLP trained care provi-
ders to enter a percentage amount (e.g., 25%, 50%, 75%,
and 100%) from visual inspection of the food quantity
left behind at the conclusion of meals. We initiated inter-
vention phase changes when these data indicated that
Marjorie was consuming her meals consistently week-
to-week. Contemporaneously with increased oral intake,
nurses and a registered dietician at the long-term care
facility coordinated gastrostomy tube fading by gradually
reducing the daily amount of formula within interven-
tion phases (Table 1) as a hunger-provocation strategy
(Harding et al., 2010; Marinschek et al., 2014).

Care providers assigned to daily meals presented Michael
with pureed texture food from a teaspoon at daily meals.
‘The meals typically consisted of 3-4 ounces of protein, 2
ounces of starch-carbohydrate, and 2 ounces of veg-
etable-fruit food products. As per his established regi-
men that was in place preceding the study, Michael was
allowed to consume the spoon contents without physical
prompting. He also received three daily gastrostomy tube
feedings of a commercial formula (Jevity) totalling
900 ml. Further, care providers began serving Michael
one teaspoon of honey thick/moderately thick liquid
(water, cranberry juice, and apple juice) to every three
teaspoons of food during meals. Praise and approval
from care providers were delivered contingent on him
swallowing the liquid. If he refused liquid by closing his
mouth or he spits liquid out of his mouth after accep-
tance, care providers paused 10s before presenting the
next teaspoon of food. Liquid presentation ceased if
Michael refused to drink three times during a meal. For
data recording, the care providers entered the measured
ounces of liquid Michael consumed each meal on a fluid-
intake form and the total amount was summed per day.

Intervention

Baseline procedures remained in effect including the
ratio of food-to-liquid presentation during meals and
presenting praise and approval to Michael when he swal-
lowed liquid. Intervention changes were (a) gradually
increasing the quantity of liquid served at daily meals,
and (b) systematically fading gastrostomy tube sup-
plementation. The supervising SLP trained care provi-
ders to implement intervention procedures and
monitored their application throughout the study.
Table 2 lists the sequence of intervention phases, respect-
ive daily meals, liquid quantities, and gastrostomy tube
formula amounts.

Michael started with a target goal of consuming a
minimum of 40 ounces of liquid at meals during
phase 1 of intervention. The amount was increased to
50 ounces of liquid at meals in phase 2 of intervention
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With regard to study limitations, only two participants were evaluated, inter-observer
agreement (IOA) of data recording was not assessed, and the quasi-experimental
designs posed threats to internal validity (Kazdin, 2011). Nonetheless, effective
intervention was implemented in adults with significant cognitive and physical challenges
who had longstanding dependence on gastrostomy tube enteral support.
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