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Gastrostomy Tubes in Patients With Cerebral Palsy Undergoing 
Surgery—Usually an Ally, but the Devil Is In the Details 
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In this issue of JPOSNA, Dr. Shiver et al. review data 
about the role of an enterostomy feeding tube 
(gastrostomy/G-tube, jejunostomy/J-tube, or gastro-
jejunostomy/G-J tube) in patients with cerebral palsy 
undergoing spinal surgery for neuromuscular scoliosis.1  
The authors quite rightly comment that spinal surgery in 
these patients represents a significant intervention that 
may result in a number of respiratory, gastrointestinal, 
and infectious complications.  These complications can 
have a tremendous medical, social, and psychological 
impact on the patient and the patient’s family, so 
understanding a particular patient’s risk factors before 
surgery is an important part of preoperative planning.  
As pediatric hospitalists who often co-manage these 
patients at our institution—including seeing these 
patients preoperatively with an emphasis on their  

nutritional status2—we greatly appreciate the 
opportunity to comment on this paper. 

Dr. Shiver et al. note that several studies have indicated 
that the presence of an enterostomy tube may represent 
an independent risk factor for postoperative 
complications in patients with CP undergoing scoliosis 
surgery.  In one study that included children at seven 
hospitals, the authors noted that the presence of a G-tube 
or GJ-tube was noted to be an independent risk factor for 
postoperative surgical site infection (odds ratio of 
3.45)—a stronger risk factor than even surgical factors 
such as long operating times or large curve magnitude.3  
Another study found the presence of a G-tube increased 
the risk of postoperative pancreatitis by 61%.4  In 
addition, as Shiver et al. note, the presence of a G-tube 
in a nonambulatory child may increase the risk for 
obesity which in itself may lead to respiratory 
complications and poor wound healing. 

We agree with Dr. Shiver et al. in urging caution in 
interpreting these data, however.  An important aspect of 
understanding surgical risk factors for an individual 
patient is understanding that patient’s individual history 
and physiology, not simply whether the patient has an 
enterostomy tube. For patients with an enterostomy tube, 
these important details may include three important 
questions:  

1. What was the indication for the placement of the
patient’s tube (aspiration risk/respiratory safety vs.
inadequate intake vs. both)?

2. What type of tube (gastrostomy vs. gastrojejunostomy
vs. jejunostomy) does the patient have and why?
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3. Does the patient take any feeds orally in addition to 
those via tube?   

These questions offer significantly richer data than 
simply whether a patient has a gastrostomy tube and 
may be critical in assessing postoperative risk factors.  
For example, a patient who is known to aspirate all 
consistencies of foods, has a tracheostomy due to 
salivary aspiration, and requires a gastrojejunostomy for 
poor gastric motility after failing a traditional 
gastrostomy tube is in our opinion fundamentally 
medically different than one who eats most feeds by 
mouth but requires additional calories through the tube.  
Orthopaedic studies have typically not explored the 
indication for tube placement, type of tube, or whether 
the patient also takes feeds by mouth; this is in our 
opinion a limitation to the original data.  In our 
experience, patients with enterostomy tubes placed for 
aspiration prevention/respiratory safety and those who 
take nothing by mouth are at higher risk for 
postoperative complications than their counterparts.  
Future data will confirm or refute this assessment.  

From a practical perspective, the presence of an 
enterostomy tube is a great help for us as pediatric 
hospitalists collaborating with our pediatric orthopaedic 
colleagues.  When we see patients with cerebral palsy in 
anticipation of spinal fusion surgery, we often do so in 
conjunction with nutrition staff to ensure optimum 
wound healing after surgery.  A G-tube allows us to 
potentially increase caloric intake for the patient but also 
definitively control how many calories the patient is 
receiving.  Increasing calories in patients without 
enterostomy tubes can often be difficult, or depending 
on the patient’s temperament, sometimes impossible.  
Postoperatively, the presence of an enterostomy often 
allows starting enteral feeds sooner—even when the 
child may not be alert or hungry enough to eat much 
orally—which may help reduce complication rates.5,6 

When evaluating risk factors for postoperative 
complications in surgery for neuromuscular scoliosis in 
patients with cerebral palsy, the devil is in the details.  

The presence of an enterostomy tube is an important 
consideration—but so is the rest of the patient.7 There is 
no good replacement for a comprehensive evaluation of 
the patient’s medical history, with particular attention to 
respiratory, gastrointestinal, and nutritional aspects.  We 
appreciate the opportunity to contribute to this global 
assessment as we collaborate with our pediatric 
orthopaedic colleagues to reduce risks of this important 
surgery—one patient a time.    
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