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THE STUDY Since this is an observational study with no element of 
randomisation, these data cannot inform at all about the therapeutic 
merits of early versus later insertion. 

GENERAL COMMENTS This paper describes a descriptive analysis of 41 children in a single 
District General Hospital unit who had gastrostomies inserted 
because of problems associated with neurodisability. The authors 
describe significantly greater increase in weight z-score post 
gastrostomy in those with gastrostomy inserted before the age of 18 
months. They suggest in their Conclusion that this implies that it 
would benefit children to have gastrostomies inserted at a younger 
age. Unfortunately, this seems to be a fatally flawed conclusion. 
When one looks at the baseline characteristics of the children with 
early versus later gastrostomy insertion, those with earlier insertion 
had markedly lower weight (weight z-score 1.5 SD lower). This is 
hardly surprising as it would be expected that the children with the 
more severe difficulties feeding would have gastrostomies inserted 
sooner.  
Another major weakness of the study is an absence of any other 
measurements. In particular, there are no length measurements, so 
one cannot know whether the gain in weight is an acceleration of 
growth or simply the acquisition of fat stores. Whilst the authors 
concede that this is a weakness, they offer no explanation as to why 
there are no length measurements presented. It seems hard to 
believe that children as vulnerable as this have not had their length 
measured at some point.  
Charlotte M Wright  
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THE STUDY As I am aware there were no supplementary documents. 

RESULTS & CONCLUSIONS The results section needs to be restructured. 

REPORTING & ETHICS As I am not from UK I am not familiar with the ethical process in this 
country. I do however think it is strange that no ethical approval 
and/or parents's consent are needed. 

GENERAL COMMENTS I find this study interesting and it could add knowledge to a medical 

field where most decisions are clinically based and where there is a 

lack of agreed consensus on indications for placement of a 

gastrostomy tube (see recent commentary by Peter Sullivan; 

Gastrostomy tube feeding of children with cerebral palsy. 

Developmental Medicine & Child Neurology. doi: 10.1111/j.1469-

8749.2012.04390.x). 

This is a retrospective cohort study of children with neurodisability 

who have had a gastrostomy tube placed. The study addresses the 

question of when a gastrostomy tube should be placed by using two 

cohorts, one cohort which had the gastrostomy tube placed before 

18 months of age and a cohort after 18 months of age. The children 

who had the tube placed before 18 months of age gained more 

weight than the other cohort twelve months after the placement. 

There was no difference in hospital admission between the groups 

after the placement. The conclusion is what I would expect and in 

accordance with previous studies as the authors pointed out.  

Comment 1: 

What I find a bit troublesome is the diversity in/between the groups. 

The authors correctly point out that this is a limitation of the study. 

There is only one child (4.2 %) with CP in group 1 while there are 

seven (41.2 %) in group 2. Reversely there are no children with 

“Global impairment, ex-premature” in group 2 and six (25%) in group 

1. The difference in distribution between the groups is not significant, 

but borderline (p = 0.068). This cohort may absolutely reflect the 

typical burden of neurodisability in a District General Hospital, but 

these children may have different growth potential as their clinical 

features are different. In addition there is a selection bias towards 

preterm children. I would like to see a more thorough discussion of 

these problems, and if available studies/references to show the 

growth potential in term vs. preterm children and in children with 

these different diagnoses (CP, global impairment…). 

Comment 2: 

 The article could benefit from being restructured according to the 

STROBE criteria or similar checklists. For example Material and 
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Methods should begin with key elements of the study. Results – 

present descriptive data of the groups before main result and 

present the results chronologically according to numbering of tables 

and figures. Discussion – begin with key results, strength and 

limitations and then interpretation. In this article it means omitting or 

replacing the first sentence in the discussion and adding a break in 

the first paragraph (see sticky notes in copy of article). The 

paragraph addressing limitations (page 8, para 2) should be moved 

up as mentioned above. 

Comment 3: 

The use of nasogastric tube feeding prior to the placement of the 

GS-tube could bias the baseline weight z-score. Such feeding 

should not be used for more than six weeks although it is not 

unlikely that it has been used for a longer period (recommendations 

by Peter Sullivan: Feeding and Nutrition in Children with 

Neurodevelopmental Disability, MacKeith Press 2009). Is there any 

available data on the use of such feeding? The older group had a 

higher baseline z-score – was there any difference in the use of 

nasogastric tube feeding?  

 

Comment 4: 

Page 8, para 3) You briefly discuss the limitations of only using z-

score for weight as a measure of nutritional status. Do you have 

data on height/length? 

 

Comment 5: 

In the first paragraph in the Discussion you mention the increasing 

childhood obesity in this group of children. Do you think the weight 

gain we see in this study is only pure fat accumulations or does the 

increased weight also come from an increasing muscle-, bone mass 

? What does the existing literature say? 

 

Comment 6: 

The introduction is good and references are up-to-date. You could 

perhaps add a reference to the previously mentioned commentary 

which I believe would emphasize the need for more research in this 

field such as your study.  I also would have liked a sentence or two 

on adverse effects and complications to gastrostomy placement. 
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Comment 7: 

Introduction (aims/objectives) and material and methods – you 

should mention hospital admissions pre- and post-gastrostomy as 

you do in the abstract. 

 

Comment 8: 

Calculation of z-scores and Statistics are adequate.  

 

Comment 9: 

I think it would be more logical to present mean z-scores (page 6, 

para 1) before you present p-values (page 5, para 3). Also perhaps 

present mean z-scores for both groups pre- and post-gastrostomy.  

 

Comment 10:  

Do you have any data on adverse effects and complications in this 

cohort? 

 

Comment 11: 

Eyeballing figure 2 it seems that approximately 8-9 children (4 pre- 

and 4 post-GS?) actually had a negative z-score difference. So in 

fact approximately 20 % of the children had a negative effect 

concerning z-scores for weight.  

- What were the baseline z-scores for these children? 

Higher than the other children? 

- Were any of the primary diagnoses more prevalent 

among these children?  

- Did these children experience more adverse 

effects/complications?  

 

Comment 12: 

There was really no need for any ethical approval and/or parents’ 

consent? 

 

Comment 13: 

Table 1 – you mention that group 1 have a higher prevalence of 

preterm children. Could you add the distribution of gestational age to 

table 1? For instance dichotomized (term and preterm) or divided in 

three (term, moderately preterm and extremely preterm). Also if 

possible I would have liked confidence intervals (CI) in this table. 
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VERSION 1 – AUTHOR RESPONSE 

As regards Magnus Dahlseng's comments I will take them in the order received.  

 

1) I agree that there is significant difference between groups in terms of diagnosis. I have 

reconstructed table 1 to make this clearer. There is data from epicure regarding the growth difference 

in preterm children and I have commented on the impact of this in the paper  

2) I have re-arranged the paragraphs to better reflect STROBE checklist criteria  

3) Seven children were NG fed initially and these were in the early intervention group. This did not 

have any bearing on the z-score difference 1 year post gastrostomy. I have provided data for this  

4) As mentioned above I have very little data on height and length but I do not feel this takes away 

from the study.  

5)Recent literature suggests that the increased weight gain from gastrostomy feeding tends to be 

from fat and protein accumulation and does not result in higher fat index proportions. I have 

commented on this in the paper  

6)I have changed the introduction to make this point clearer and improve the flow of my arguement. 

Ihave added a comment on the complications  

7) I have responded to this important comment by separating admissions into a separate table and 

commenting on this as secondary outcome measure throughout the paper.  

8) I have changed the analysis of the demographic data and admissions data after some discussion 

with my co-authors. The current analysis is clearer and more relevant to my stated objectives.  

9) I have clarified the presentation of these results in the section as suggested  

10) I have information on readmission rates but no further information on specific adverse events in 

this cohort  

11) This is an interesting point and I made the following comment in the paper."..11 children had a 

decrease in z-score post gastrostomy. These children had a significantly higher baseline z-score pre-

gastrostomy (p=0•011) but there were no other differences in admission rates or primary diagnosis"  

12) As this was a notes review and officially an audit with no change in therapeutic intervention there 

was no need for ethical approval. All data was anonymised.  

13) I have subgrouped the preterm into 25-28 weeks and less than 25 weeks. CIs are not appropriate 

for proportional data values but I have provided p-values for frequency difference between groups for 

each individual category. This was a glaring omission in my previous submission.  

 

This paper has major limitations and I have made clear that the results need to interpreted with 

caution in the light of a lack of anthropometric data such as height and skin-fold thickness. We do 

show that z-score for weight increases significantly whatever age you place the gastrostomy. 

However we also demonstrate that by placing the gastrostomy when younger than 18 months you see 

a greater increase in the z-score for weight than that seen when placing the gastrostomy older than 

18 months.  

 

This study begins to shed light on some of the factors that need to be considered when assessing the 

difficult question of timing of gastrostomy insertion. Thank you for reconsidering it. 
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