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To explore perspectives of specialised medical
professionals regarding oral feeding practices

ofyoung children receiving high-flow oxygen ‘
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Ads MHD

40-item e-suney
37 South African spedalist medid professionals. : 2
Nor+probability, purposive samping (

Dala were analysad desaiptively.
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% PARTICIPANT SH ECTION
n E ., Higible to partidpate:

e padalisad medd professonals With the neaessary quialifications sudh as registrars,
consuants, and fellows (training in paediatrics or emagayy meddne),

e gpedalists (paediatridans, neonatoiogists, amaganty Spedalists or physidans) ad

o regsiered nuss

e besad in South Africg,

e mmMuMof six months expaience working with infants/young anildren on HRR, in

last five years, and exparience working within NKAUsPXdUs whare HRR provided

regularly (Canning et dl,, 2019)




PARTICIPANTS _ 0@.

Paeditridan 19 (514%)

Neonatologst 5 (135%0)

Regeierad nuse 5 (135%0)

Physdan 4 (108%0)

Physdan in training: Spedalisng in emaganyy medde 1(2/20)

Other (Chid Nurang Spedallist); aommunity service dodor; paediatric subspedalist) 3 (81%)

o third of the sampe wes bawean 30-39
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vears od (=164820)
o pUbIC health sedor (FX4649°%0)

o 4¥(=16)Ware arpoyed in Gauerng
o third wokad in the NNKU(n=29330°/0)







Frequengy of oral feading on PP varsus HINC axygen therapy (n=30)

Young Children (12 months) on HFNC (n=28) _
Infants («£12 months) on HENC (n=31) _
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Frequency of Oral Feeding (%)

Type of Oxygen Ventilation by Age Group
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Reesons for not offering oral feading on HKCR

o MPAP(N=5; 500°%%) ad HINC(n=1;16.2/) has undear risk of aspiration
o madd team's dedsion to prohibit oral feading for MPAP (=3300°%) and HANC
(=1;16/°/%)
e Forinfants on AP consdarad oo young to bagn oral feading (= 3100°/6),
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Feerig methods Led

o Infants ad young dhildren receiving nFAP mostly syringe
o Infants on HANC breastfeading (=2/59%0)
e Infants recaving HANC bottle feading 621% (=18)

e Youngdhidren on HINC breastfeading (=281.5%0)

(=12480F/0)

e Young children recaiving n(FAR battle feading /41% (n=20)

e infants ware not orally fed while on AP oro-gastric (¢

=14(F/o)

—=2:80P/0) and nasogastnic tubes (-

€ )
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feading saviass, toois, strategies g -

e 24/37 partidpants (/A%%). aaxess to I1s(daily or only on a referral bass)

o 12/34 regponses (353%0): use insrumental swalloning evaluiation, i.e. Videdfiuorosaopic swallow study or modified barum
swalow ("=12353%0), puse oximetry (n=92656), ultrasound (n=4:11.8%/6), video-endosaopy (i=388%0), fiberoptic
endosaopic evaluation of swalowing (n=259%), 129%) using cervical ausaultation, and 129°%/) using pharynged
Menomety.

o Strategies to suppart aral feading for HING: monitoring for aspiration (0=25/81%) physidlogical stability (=22,688%), ad
voumeiimited feads, and pasitioning modifications (n=15469%0)

o MR monitoring of physidlogical stability (h=1; 643%0) and voumedimitiad feads, and posttioning modifications o @ o

("=14500%) ‘
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Fesdng dedsons f

e Dodors done woud dadde to ammaneor reommane ordl feading for infants and young children (n=15441%0),
e JTswae nvovad in dedsoHmakding (=9243%)
e Two partidpants reparted using a collaborative goproadh invoving S 1sad nuraing st

"Infants are assessed by speech therapy and fed if deemed to be ready.”

“I usually assess the child clinically in consultation with the nursing staff to decide if a child

may be fed orally whilst on non-invasive support.”




"All these children are kept NPO for at least six hours after starting HFNC. Then
feeds will be started if the baby is hemodynamically stable”

"Initially, a patient will be kept NPO. As the respiratory distress improves,
feeding will be commenced orally. If the respiratory distress doesn't improve,

oro-gastric feeds will be favoured in infants only”

“[their] experience of oral feeding has been very haphazard and not guided by

' “very individually based on the patient or physician”
®) o

‘ clinical evidence or formal guidelines,”
O







CONCLUSION

HANCis paraaived as safer - requires further reseach

evidence-tesad guidaines assessment tools may minimise potential risks and optimise autc
Fesding dedsions reman cmpex ad teemwork =key




