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1. 
Aims
The aims of this document are:
To give clear guidance regarding the initiation of enteral feeding in paediatric patients in the community.

To clearly outline the role of each health care professional in supporting the process of initiating enteral feeding in the community.
To facilitate and improve the organisation and quality of care for paediatric patients with severe feeding and swallowing difficulties in the community across Brent PCT.

2. 
Team members who this guidance document mainly affects:

This document affects the core health team for children with complex special needs based at Wembley Centre for Health & Care and Willesden Centre for Health & Care:

Consultant Community Paediatricians

Other community paediatric doctors

Community Children’s Nurses

Speech and Language Therapists

Occupational Therapists

Physiotherapists

Paediatric Dieticians

Other professionals who may be involved in short-term or long-term management of some cases or be involved in liaison but are not part of the core team covered by this guidance include:


Acute hospital Paediatricians


GPs


Infection Control Nurses



Acute hospital Nurses


Acute hospital Speech & Language Therapists



Health Visitors


Pharmacists


GRIP Interpreters
3.
Other documents to be read in conjunction with this guidance:

NP18 Enteral Feeding Policy  

4. 
Description of the patient group:

The patients referred to in this policy are children under 5 years of age who have complex developmental difficulties including eating and drinking problems of physiological origin (dysphagia) and who are being managed in the community. Occasionally children over 5 years might also be seen at home but it is more likely that children of school age with problems of this severity will be in special school placements and that decisions will be made there (although some team members may work across both areas).Children with cancer or those waiting for heart surgery of all ages may need enteral feeding during treatment.
This guidance is not for children who are already being managed in an acute setting, where hospital protocols will be followed. It is noted, however, that children are frequently discharged from hospital to the community with tube feeding regimes in place and subsequently receive their care from the community team.

5.   Summary of role descriptions of involved professionals
· Consultant Paediatrician: reviews advice from all members of the team (could include junior doctors); may re-examine the patient from a medical point of view; if the decision is to begin enteral feeding in the community, makes a referral to the CCN team; reviews progress periodically including with a view to removal of tube; considers the issues around enteral administration of any drugs that the patient may be taking.

· Community Children’s Nurse: contacts the family to arrange a visit (key-worker or other relevant professional who knows the family best should already have spoken to the family); carries out a risk assessment before proceeding; prepares supplies and liaises with feed and equipment suppliers; educates the family and child (where appropriate); carries out the nasogastric tube insertion procedure; follows up progress according to CCN team guidelines; (for the information of other team members, it should be realised that the initial visit and related activities will take a whole day and in the early stages, daily visits are needed to monitor progress and compliance etc); Visit would be prioritised according to nursing need with other patients on the caseload. No waiting list.
· Paediatric Dietician: makes a nutrition assessment and creates the feeding plan; liaises with feed providers; monitors nutritional progress and related factors; target response time is: regime ready for tube insertion, and follow-up within 1-2 weeks )

· Dysphagia Trained Speech and Language Therapist:  makes the initial and subsequent assessments of the patient’s swallow and other aspects of feeding; makes recommendations on feeding technique, utensils and consistency if there is any oral feeding taking place; recommends if swallow is considered unsafe (may involve referral for videofluoroscopy); (target response time: under 2 weeks for new referrals for dysphagia, therapists will try and respond more quickly,  within 2-3 days if alerted that the case requires highest priority, but this cannot be guaranteed)
Please note: bed-side assessments at CHM cannot currently be made by the Brent PCT community Speech & Language Therapist as there is no service level agreement in place currently between NWLH and Brent Community Paediatric Services.

· Paediatric Occupational Therapist: will assess and offer advice on positioning, seating and equipment.

(target response time for priority 1 complex cases: 1-4 weeks. Every effort will be made to see urgent cases within 1-2 weeks of referral)

· Paediatric Physiotherapist can offer advice on postural needs, recommend and provide equipment and help manage chest infections. (target response time: within 1 week if urgent)
· GP: writes prescriptions for feeds as per the feeding plan; is the first contact for the family. It is the dietician’s responsibility to let the GP know what needs to be prescribed
6.
Reasons for Enteral Feeding Implementation
This guidance concerns the implementation of enteral feeding by tube either to supplement or to fully replace oral feeding. In the majority of cases, tube feeding will begin via a naso-gastric route, less often by oro-gastric route (except in neonates, which would in any case be done in a ward setting) and in some cases may progress to a gastrostomy or jejunostomy route, where long-term enteral feeding is required. 

Tube feeding is initiated for a wide variety of reasons but these can mainly be subsumed under: a) to supplement nutrition where the patient cannot take adequate nutrition and/or water orally (in infants and children with ‘faltering growth’ or b) to reduce the need for or completely eliminate the need for oral feeding where the patient is unable to safely take food and/or liquids orally. The therapeutic goal in all cases is to maintain nutritional status and metabolic balance whilst protecting the airway.

‘Safely’ in this context, most importantly refers to the ability by conscious control and/or reflex action to protect the airway from the ingress of any fluid or solid. The danger to the patient occurs from aspiration of food, liquid, stomach acid, vomitus or other foreign material into the lungs. This may lead to complications, including aspiration pneumonia. Penetration refers to fluids or solids entering and pooling in the cricopharyngeal spaces. Penetration may or may not be accompanied by subsequent aspiration. A single incident of aspiration may be tolerated easily, depending on the health status of the patient but repeated instances increase the risk of complications.

Penetration may be detected by auscultation during the swallow and external assessment by an experienced feeding therapist (SLT). Aspiration can only be directly observed by video-fluoroscopic examination of the swallow, although fluid in the lungs, infection or obstruction can be detected by auscultation. 
7. 
The Decision Making Process
The decision to commence tube feeding is complex and it is explicitly beyond the scope of this document to attempt to define a clinical decision protocol for this.

The combined clinical knowledge and skills of the whole core team should, ideally, be brought to bear on the process of making the decision. Guidance and best practice evidence pertaining to specific disciplines should be followed, where appropriate. Merely by way of example and in no particular order, some of the many factors to be considered include:

· Dr’s assessment of the health status of the child

· History of chest infections

· Speech and language/feeding therapy assessment of the swallow

· Availability of videofluoroscopic evidence

· Nursing assessment of the child’s ability to tolerate the procedure

· Nursing assessment of the family’s ability to cope with learning and maintaining tube feeding

· Parents’/carers’ views on the procedure

· Dietician’s assessment of the nutritional state of the child

· History of other interventions and advice to parents/carers

The best way to bring together all the information and viewpoints to make this important decision would be at a case conference/professionals meeting. This is not always practicable, however, and in the absence of such a meeting it is essential that good communication between all concerned professionals takes place.

In keeping with the practice of family centred care, in addition to the consent of the parent/carer, where the child is under 18 years of age, the procedure should be explained to the child. 

The  final decision to start enteral feeding is ultimately a medical decision to be made by the doctor who has responsibility for the case. If the child is at home and hospital admission is not deemed necessary, then it will be a community paediatrician making the decision.  In an acute setting, once the child has been admitted, the hospital paediatrician will be responsible. In either case the doctor needs to be confident of receiving the full facts and most appropriate advice from the rest of the team in order to be able to make the best decision.

7.1.
Urgency
This would be where a child has an unsafe swallow and should not be fed orally.

The question inevitably arises as to how ‘urgent’ is the need for the procedure? The concept of urgency is a relative one; what is considered to be an urgent response for a community team would be considered slow in a hospital setting and the timescale demanded as an urgent response in hospital might be totally unachievable for a community team. 
Meeting waiting time and response time targets is a matter of proper management by the teams and individuals concerned to ensure that staff and resources are available when needed and that a system exists to be able to defer tasks of lower priority when one of higher priority arises. In the community service target times are measured in days and weeks rather than minutes or hours. It is also a characteristic of the community service that appointments are not normally available out of hours or at weekends and furthermore, that team members are unable to liaise out of hours either. 

Each discipline within the community team will have its own standards for performance including timescales for responding to referrals or incidents according to the level of priority that has been attached to the referral or incident. These standards will include targets for the maximum allowable wait. Fundamentally, the system under which the multidisciplinary team as a whole works cannot rely upon the requirement that any team member can respond faster than the agreed target time on any given occasion. 
7.2.
Emergency
This would be where a child is deemed to be exposed to immediate life threatening risk. This is not a situation that the community team is equipped to deal with. However, it could easily be a member of the community team who identifies the situation.

The decision is not clear cut but is a matter of weighing the risks and potential benefits of proceeding at any given point, versus the risks of not proceeding. It must also be emphasised that the decision not to proceed with tube feeding is not the same as taking no action because other advice and strategies may be implemented to make oral feeding safer (for example, positioning, pacing, consistency modification.
Fundamentally, if a child is sufficiently ill that intervention cannot wait for a few days (such as over a weekend or whilst a team member is temporarily unavailable), then the child will need to admitted. This occurs either via the GP or by the family attending A&E, perhaps by ambulance. After this, the hospital team would manage the acute incident, liaising with the community team where necessary and possible.

8.
 Long Term Naso-gastric Tube Feeding
A major disadvantage of all feeding tubes that start from nose or mouth to the gastrointestinal tract is a high probability for a negative effect on oral sensorimotor stimulation. The child may resist any contact with the face because of the association with tube insertion, which is invasive and uncomfortable.  Overall, the child often develops many unpleasant associations in and around the mouth.  Therefore a gastrostomy tube is preferred when tube feeding is indicated for longer than three months.  The criteria for a gastrostomy must be discussed and decided upon within the team; the final decision will be made by a Consultant Gastroenterologist.
If oral feeding is to be introduced or trialled after a period of tube-feeding, then this should be with the guidance and close observation of a dysphagia trained Speech & Language Therapist (SLT). The SLT will then report and discuss progress with parents and other professionals in the team.
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Appendix 1 – Audit Tool for the Initiation and Management of Enteral Feeding in The Community Policy

The following are five questions to assess your understanding and implementation of this policy

(Score yourself – Yes or NO)

Do you understand the roles of all professionals concerned

as outlined within the policy?





YES / NO

Do you understand the reasons for enteral feeding

implementation?







YES / NO

Do you understand the decision making process?


YES / NO
Do you understand the meanings of ‘urgency’ and 

‘emergency’ as outlined in this policy?




YES / NO

Do you understand the process for reviewing a child

who has been enterally fed for three or more months as 

explained in this document?





YES / NO

If you score NO for any of the questions, please re-read the relevant section of the policy. If you are still unclear please contact the author/service for clarification.

A copy of this should be kept in your personal file and may be used as part of a continuous professional development folder.

Signed…………………….
     Role………………………………….
Date………………………
Appendix 2 – Assurance Form

Initiation and Management of Enteral Feeding in Paediatric Patients in the Community

Department: …………………………………………………..

I have read and understood the above document and agree to abide by its content.
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