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Abstract
Background: Dysphagia following Stroke is very common and percutaneous endoscopic gastrostomy (PEG) tube insertion is 
considered as an option to help stroke patients start feeding. The aim of our study was to investigate if Specific factors could 
predict mortality risk in post stroke patients who had PEG tube insertion for persistent dysphagia. The FOOD trial has shown that 
early PEG insertion following a stroke is associated with an increase in absolute risk of death 1.0% (95% CI -10 to 11.9; p = 0.9) 
and increase risk of death and poor outcome 7.8% (95% CI 0.0 to 15.5; p = 0.05).

Methods: This was a retrospective study of 124 patients who had PEG tube insertion following stroke who were admitted to the 
stroke unit at the Royal Liverpool Hospital between 2009 to 2013. Univariable Analysis was done from time to death from date of 
PEG insertion analyzed using Cox’s proportional hazards method. Parsimonious multivariable model was built using backwards 
selection with variables dropped according to Akaike’s Information Criterion.

Results: Median follow-up was 6.8 years (IQR 6.0 to 7.4 years).  Median event-free survival was 1.4 years (IQR: 0.7 to 1.9 
years). Co-variables included age, stroke sub-type, Charlson Co-Morbidity Index (CCI), serum albumin and BMI. Survival 
time was strongly correlated to: increase in age, Total anterior circulation stroke (TACS), raised CCI, low serum albumin and 
BMI. Age was significantly associated with time to death – risk of death was 4% higher per year increase in age. Type of stroke 
was significantly associated with time to death – people with TACS were 65% more likely to die than those with haemorrhagic 
stroke. Charlson Co-Morbidity Index was significantly associated with time to death – risk of death was 15% higher per unit 
increase in Charlson Co-Morbidity Index.Serum albumin was significantly associated with time to death – risk of death was 5% 
lower per unit increase in serum albumin. BMI was significantly associated with time to death – risk of death was 5% lower per 
unit increase in BMI.

Conclusion: This study demonstrates a clear prognostic value of these co-variables with patients worked up for PEG insertion 
after stroke. Interesting find was that a combination of TACS stroke, Age >80, Albumin <30g/L, CCI >=9 and low BMI in Men 
had probability of upto >80 % 6 month mortality after PEG insertion. We propose that Further Multicenter research is required to 
determine a predictive algorithm to be used in future guidelines and management of PEG-based decisions in stroke.

Keywords: Ischemic Stroke; Percutaneous Enterogastrostomy 
(PEG); Dysphagia and mortality

Introduction
Swallowing problems are very common after a stroke 

[1]. Nutrition is vital part to recover from the stroke. Moreover, 

patients’ nutritional status often deteriorates thereafter because 
of increased metabolic demands which cannot be met due to 
feeding difficulties [2]. Hence, the primary aim of dysphagia 
management has been to reduce aspiration pneumonia rather than 
rehabilitate the swallow and to continue feeding [3]. The dilemma 
comes with who is suitable to have PEG tube and who is best to 
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continue with Nasogastric tube (NG). Several studies indicate that 
early gastrostomy tube feeding is greatly superior to nasogastric 
tube feeding and should be the nutritional treatment of choice 
for patients with acute dysphagic stroke [4]. However, given it’s 
an invasive procedure, it carries its own risk and choosing the 
appropriate cohort of patients is vital.

The FOOD trial has shown that early PEG insertion following 
a stroke is associated with an increase in absolute risk of death 
1.0% (95% CI -10 to 11.9; p = 0.9) and increase risk of death and 
poor outcome 7.8% (95% CI 0.0 to 15.5; p = 0.05) [5].  Among the 
factors reported to be associated with a higher mortality following 
PEG insertion include low serum albumin <30g/L, Chronic 
Obstructive Pulmonary Disease (COPD), diabetes mellitus, high 
Charlson co-morbidity index, high CRP level, higher age, lower 
BMI [6-8].

The Royal free Hospital designed a study [9], to derive 
a gastrostomy risk score which was validated in 2019 called 
Royal Free Hospital-Gastrostomy Risk Score (RFH-GRS). Eight 
variables were identified, through literature review and clinical 
experience, as essential components of the scoring system were 
identified as age, prognosis, dysphagia, anatomy, comorbidities 
(Charlson Comorbidity Index), Nutritional status, anti-coagulation 
and recent infection; a subjective Override was also included. The 
resultant RFH-GRS was piloted and modified accordingly; intra- 
and inter-observer variability was assessed, and predictive validity 
was evaluated by retrospectively allocating scores to the 234 
patients referred for gastrostomy placement between 1 January 
2016 and 31 December 2017. These were followed until death or 
31 December 2017, the study end-point. Outcome was found to be 
that patients with a RFH-GRS of 0-6 have a low risk of an adverse 
outcome following gastrostomy placement; 6–10 a moderate 
risk, so they are likely to benefit; 11–14 a medium to high risk so 
benefits may still outweigh the risk, and ≥15 a high risk, making it 
unlikely that they would benefit from the procedure.

However, these studies were not specific to PEGs inserted 
following a stroke. In order to identify risk factors that may 
predict mortality in PEG insertion following a stroke, a study was 
designed at Royal Liverpool Hospital. This study concentrates 
on the subtypes of strokes and stratify the mortality risk among 
patients who had PEG tube inserted.

Methods

This is a retrospective study involving 120 patients who 
were admitted to the acute stroke unit and had a PEG inserted 
following an acute stroke between 2009 - 2013 at the Royal 
Liverpool University Hospital. Patients whose PEG were inserted 
for reasons other than dysphagia following a recent stroke.

Patient data obtained from medical records included the 
following: Age, Serum albumin at PEG insertion, sex, stroke types 

(e.g. Total Anterior Circulation Infarct [TACS], Partial Anterior 
Circulation Infarct [PACS], Posterior Circulation infarct [POCS], 
Lacunar infarct [LACS], and Intracerebral Hemorrhage [ICH]); 
Charlson co-morbidity index, Serum CRP at PEG insertion, BMI 
at PEG insertion, Barthel index and mortality in 3 and 6-month 
after PEG procedure. The mortality data was ascertained from the 
patients’ medical notes.

Statistical analysis
Patient Characteristics

•	 Categorical variables summarised with counts and percentages,

•	 Normally distributed continuous variables summarised with 
means and standard deviations,

•	 Skewed continuous variables summarised with medians and 
interquartile ranges.

Univariable Analysis

•	 Time to death from date of PEG insertion analysed using 
Cox’s proportional hazards method,

•	 People assumed alive at 15/3/19 if date of death not recorded,

•	 The association of each variable with the outcome considered, 
variable by variable: gender, age, type of stroke, Charlson 
Co-Morbidity Index, CRP, serum albumin, BMI, and Barthel 
Index.

Multivariable Analysis
•	 The parsimonious (best-fitting) multivariable model was built 

using backwards selection with variables dropped according 
to Akaike’s Information Criterion; Charlson co-morbidity 
index was forced into the final model on clinical grounds.

•	 Missing data were replaced with multiple imputation via 
chained equations.

•	 Model fit assessed via discrimination (Harrell’s c-statistic) 
and calibration (calibration plot).

•	 Calibration refers to how closely the probability of the event 
predicted by the model agrees with the observed probability. 
It will be assessed by consideration of the calibration slope - a 
value of 1 implies perfect calibration.

•	 Discrimination refers to the ability of the prognostic model 
to differentiate between those who experience the event 
during the study and those who do not. The discriminative 
ability of the model will be measured with the c-index which 
is equivalent to the area under the ROC curve. The c-index is 
measured on a scale ranging from 0.5 (no better than chance) 
to 1 (perfect prognostic).

•	 Model optimism determined using bootstrap resampling with 
500 resamples
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Results
Patient Characteristics

Median follow-up was 6.8 years (IQR 6.0 to 7.4 years). Median event-free survival was 1.4 years (IQR: 0.7 to 1.9 years) (Tables 1-3).

Variable, n (%) unless otherwise stated Dead (n=111) Alive (n=12) Total (n=123)

Gender

Female

Male

64 (58)

47 (42)

10 (83)

2 (17)

74 (60)

49 (40)

Age (years), median (IQR) 82.0 (75.5-86.5) 71.5 (59.8-76.3) 81.0 (74.0-86.0)

Type of Stroke

TACS

PACS

LACS

Haemorrhagic

Missing

61 (57)

28 (26)

5 (5)

13 (12)

4

4 (36)

0 (0)

1 (9)

6 (55)

1

65 (55)

28 (24)

6 (5)

19 (16)

5

Charlson Co-Morbidity Index, mean (SD) 7.4 (1.7) 6.3 (2.0) 7.0 (1.8) 

CRP, median (IQR)

Missing

30.5 (11.8-52.0)

11

24.5 (7.5-78.5)

0

30.5 (10.8-52.5)

11

Serum Albumin (gm/l), mean (SD) 32.7 (4.1) 34.3 (3.8) 32.9 (4.1)

BMI, mean (SD)

Missing

23.0 (4.5)

23

26.5 (6.3)

0

23.4 (4.8)

23
Barthel Index, median (IQR)

Missing

0 (0-2)

9

0 (0-8)

1

0 (0-2)

10

Table 1: Univariable Analysis.

Variable Categories
Hazard Ratio

(95% Confidence Interval)
p-value

Gender
Female

Male

1.00

1.34 (0.91, 1.96)
0.14

Age (years) 1.04 (1.02, 1.06) <0.001

Type of Stroke

TACS

LACS

PACS

Haemorrhagic

1.00

0.51 (0.21, 1.28)

0.88 (0.56, 1.37)

0.35 (0.19, 0.64)

0.15

0.56

<0.001
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Charlson Co-Morbidity Index 1.15 (1.04, 1.29) <0.01

CRP 1.00 (1.00, 1.01) 0.78
Serum Albumin (gm/l) 0.95 (0.91, 1.00) 0.04

BMI 0.95 (0.91, 0.99) 0.02
Barthel Index 0.97 (0.94, 1.01) 0.09

Table 2: Results in red are statistically significant.

•	 Age was significantly associated with time to death-risk of death was 4% higher per year increase in age.

•	 Type of stroke was significantly associated with time to death - people with TACS were 65% more likely to die than those with 
haemorrhagic stroke.

•	 Charlson Co-Morbidity Index was significantly associated with time to death - risk of death was 15% higher per unit increase in 
Charlson Co-Morbidity Index.

•	 Serum albumin was significantly associated with time to death - risk of death was 5% lower per unit increase in serum albumin.

•	 BMI was significantly associated with time to death - risk of death was 5% lower per unit increase in BMI.

Other variables were not statistically significantly associated with risk of death.

Multivariable Analysis

Variable Categories
Hazard Ratio

(95% Confidence Interval)
p-value

Gender
Female

Male

1.00

1.66 (1.11, 2.50)
0.02

Age (years) 1.03 (1.01, 1.06) 0.01

Type of Stroke

TACS

LACS

PACS

Haemorrhagic

1.00

0.59 (0.23, 1.50)

0.90 (0.56, 1.45)

0.38 (0.19, 0.71)

0.28

0.65

<0.01

Charlson Co-Morbidity Index 1.04 (0.91, 1.19) 0.54

Serum Albumin (gm/l) 0.96 (0.91, 1.01) 0.09

BMI 0.97 (0.92, 1.03) 0.28

Table 3: Results in red are statistically significant.

o The final multivariable model (after multiple imputation) included sex, age, stroke, albumin, BMI and Charlson which was forced 
into the model.

o Sex was significantly associated with time to death (when adjusted for other variables) – risk of death was 66% more likely in men 
than women.

o Age was significantly associated with time to death (when adjusted for other variables) – risk of death was 3% higher per year 
increase in age.

o Type of stroke was significantly associated with time to death (when adjusted for other variables) – people with TACS were 62% 
more likely to die than those with haemorrhagic stroke.
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Other variables were not statistically significantly associated with risk of death.
The pooled (following multiple imputation) Harrell’s c-statistic was 0.65 (0.59, 0.71).  This shows moderate ability of the model 

to differentiate between those who experience the event during the study and those who do not.  The pooled calibration slope was 1 (as 
expected when we assess calibration on a model we have fitted).

The optimism adjusted c-statistic (after bootstrapping) is 0.62 and the optimism-adjusted calibration slope is 0.76. This suggests 
that the predictions are slightly more extreme than they should be. Forest plot below (Table 4) shows that a combination of TACS stroke, 
Age >80, Albumin <30g/L, CCI >=9 and low BMI in Men had probability of upto >80 % 6 month mortality after PEG insertion.

Table 4: Forest plot.
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Discussion
We examined patients admitted to stroke unit at Royal 

Liverpool hospital who underwent PEG for enteral nutrition 
following a stroke. Our study has shown High rate of mortality 
with older age with risk of death was 4% higher per year increase 
in age. With advancing age comes a linear decline in food intake. 
Involuntary weight loss is common among older adults, especially 
in those who are chronically ill. Poor caloric intake and weight loss 
can lead to multiple problems such as muscle wasting, anaemia, 
and depression. There is a strong correlation between weight loss 
and morbidity and mortality [10]. Even with mild weight loss of 
5% of their body weight in one month, institutionalized older adults 
are four times more likely to die within one year [11]. Similarly, 
community dwelling older adults who have mild weight loss are 
at a higher risk of death after adjusting for multiple variables [12]. 
Perhaps it can be considered that Age is an independent factor to 
mortality after a stroke due to already being disadvantaged due to 
the factors above let alone the complications post PEG insertion.

Some risks involved with Insertion of PEG tubes include 
wound infections, abdominal pain, aspiration, obstruction of the 
feeding tube, and agitation. After PEG tube feeding begins, some 
older adults become agitated and attempt to remove the tube. They 
may even require chemical and physical restraints for behavioral 
control [13]. These complications were not looked into in our 
study. A nursing home study found that after PEG tube placement, 
older adults did not experience functional improvement. PEG-
related complications occurred in close to 30% of the patients and 
the one-year mortality rate was 50% after tube placement [14].

A novel finding in our study was that a combination of 
TACS stroke, Age >80, Albumin <30g/L, CCI >=9 and low BMI 
in Men had probability of upto >80 % 6 month mortality after PEG 
insertion which would need further exploration. Serum albumin 
was similarly found to be significantly associated with time to 
death – risk of death was 5% lower per unit increase in serum 
albumin and Low BMI was significantly associated with time 
to death – risk of death was 5% lower per unit increase in BMI. 
Poor Nutritional status beforehand could essentially mean higher 
mortalitilty as indicated by low albumin and BMI has previously 
been proven in other studies [15-20].

FOOD trial [21], compared patients with PEG and 
naso-gastric tube feeding  found that early PEG feeding was 
associated with increased risk of death or poor outcome of 7.8% 
(CI: 0-15.5) compared to naso-gastric tube feeding after 6 months. 
Consequently, the authors did not support early initiation of PEG 
feeding in major poststroke dysphagic patients. We have identified 
some poor prognostic indicators such as low albumin, low BMI, 
TACS stroke, CCI which can perhaps guide us  in making a decision 
whether to go for PEG after 2 weeks of persistent dysphagia or 
delay it with continuing to NG feed and make a decision later if 

it would be deemed appropriate. In terms of whether parenteral 
nutrition should be considered rather than enteral there is a general 
consensus that enteral feeding is superior [22]. Hence, we did not 
compare or investigate this further in our study.

Our finding that sex was significantly associated with time 
to death (when adjusted for other variables) - risk of death was 
more likely in men than women is in line with other Age-adjusted 
studies which indicate a lower mortality rate for women overall 
[23]. The current literature indicates that this disparity may result 
from the older age and poorer pre-stroke functional status at the 
time of stroke onset.

Comparisons between haemorrhagic and ischemic 
stroke has been difficult in the past because of disproportionate 
distribution of the these strokes, with Ischemic being 10-times 
more frequent than Hemorhagic in Western countries which can 
cause statistical validation difficult [24]. Haemorrhagic stroke 
are considered to have a higher mortality then Ischemic, previous 
studies have linked higher mortality to severe strokes in patients 
with haemorrhagic stroke [25]. In this study, type of stroke was 
significantly associated with time to death (when adjusted for other 
variables) - people with TACS were 62% more likely to die than 
those with haemorrhagic stroke, perhaps it can be debated that the 
haemorrhagic strokes were not as severe in this study which was 
not particularly looked at. Total anterior circulation stroke is the 
most severe form of stroke as per Bamford classification accounts 
for 17-21% of all the strokes [26].

Conclusion
The study highlights that not all patients acquire benefit 

from PEG. Patient who undergo PEG with severe form of 
stroke, underlying nutritional status, advanced age with multiple 
comorbidities may not improve prognosis and even hasten death 
as a result of the procedure being invasive involving sedation. 
PEG is necessary in most dysphagic post stroke patient but 
careful patient selection needs to be exercised. We propose that 
Further Multicenter research is required to determine a predictive 
algorithm to be used in future guidelines and management of PEG-
based decisions in stroke.

References
1. Stroke association (2019) Swallowing problems.

2. Dennis M (2000) Nutrition after stroke. British Medical Bulletin. 56: 
466-475

3. Cohen DL, Roffe C, Beavan J, Blackett B, Fairfield CA, et al. (2016) 
Post-stroke dysphagia: A review and design considerations for future 
trials. Int J Stroke. 11: 399-411.

4. B Norton, M Homer-Ward, M T Donnelly, R G Long, G K Holmes (1996) 
A randomised prospective comparison of percutaneous endoscopic 
gastrostomy and nasogastric tube feeding after acute dysphagic 
stroke. BMJ. 312: 13-16.

https://www.stroke.org.uk/effects-of-stroke/physical-effects-of-stroke/swallowing-problems
https://academic.oup.com/bmb/article/56/2/466/303361
https://academic.oup.com/bmb/article/56/2/466/303361
https://pubmed.ncbi.nlm.nih.gov/27006423/
https://pubmed.ncbi.nlm.nih.gov/27006423/
https://pubmed.ncbi.nlm.nih.gov/27006423/
https://pubmed.ncbi.nlm.nih.gov/8555849/#:~:text=Conclusion%3A This study indicates that,patients with acute dysphagic stroke.
https://pubmed.ncbi.nlm.nih.gov/8555849/#:~:text=Conclusion%3A This study indicates that,patients with acute dysphagic stroke.
https://pubmed.ncbi.nlm.nih.gov/8555849/#:~:text=Conclusion%3A This study indicates that,patients with acute dysphagic stroke.
https://pubmed.ncbi.nlm.nih.gov/8555849/#:~:text=Conclusion%3A This study indicates that,patients with acute dysphagic stroke.


Citation: Zaidi SAH, Owojori OO, Chu C, Bonnett LJ, Fitzsimmons P, Sharma N, et al. (2020) Predictors of Mortality Following PEG Insertion in Stroke Patients. Int J 
Cerebrovasc Dis Stroke 3: 128. DOI: 10.29011/2688-8734.000028

7 Volume 3; Issue 01

5. Dennis M, Lewis S, Cranswick G, Forbes J (2006) FOOD: A multicenter 
randomized trial evaluating feeding policies in patients admitted to 
hospital with a recent stroke. Health Technol Assess. 10: 1-120.

6. Zopf Y, Maiss J, Konturek P, Rabe C, Hahn EG, et al (2011) Predictive 
Factors of Mortality after PEG Insertion: Guidance for Clinical Practice. 
JPEN J Parenter Enteral Nutr. 35: 50-55.

7. Figueiredo F, Da Costa MC, Pelosi AD, Martins RN, Machado L, et 
al. (2007) Predicting Outcomes and Complications of Percutaneous 
Endoscopic Gastrotomy. Endoscopy. 39: 333- 338.

8. Lang A, Bardan E, Chowers Y, Sakhnini E, Fidder HH, et al. (2004) 
Risk Factors for Mortality in Patients Undergoing Percutaneous 
Endoscopic Gastrotomy. Endoscopy 36: 522-526.

9. Russell-Dalton A, Fennessy C, Morgan MY (2019) Derivation and 
validation of a royal free hospital gastrostomy risk score. Gut 68: A183.

10. Sullivan DH, Patch GA, Walls RC, Lipschitz DA (1990) Impact of 
nutrition status on morbidity and mortality in a select population of 
geriatric rehabilitation patients. Am J Clin Nutr. 51: 749-758.

11. Ryan C, Bryant E, Eleazer P, Guest K (1995) Unintentional weight 
loss in long-term care: predictor of mortality in the elderly. South Med 
J. 88: 721-724.

12. Newman AB, Yanez D, Harris T, Duxbury A, Enright PL, et al. (2001) 
Weight change in old age and its association with mortality. J Am 
Geriatr Soc. 49: 1309-1318.

13. Quill T (1989) Utilization of nasogastric feeding tubes in a group of 
chronically ill, elderly patients in a community hospital. Arch Intern 
Med. 149: 1937-1941.

14. Kaw M, Sekas G (1994) Long-term follow-up of consequences of 
percutaneous endoscopic gastrostomy (PEG) tubes in nursing home 
patients. Dig Dis Sci. 39: 738-743.

15. Blomberg J, Lagergren J, Martin L, Mattsson F, Lagergren P (2012) 
Complications after percutaneous endoscopic gastrostomy in a 
prospective study. Scand J Gastroenterol 47: 737-742.

16. Lang A, Bardan E, Chowers Y, Sakhnini E, Fidder HH, et al. (2004) Risk 
factors for mortality in patients undergoing percutaneous endoscopic 
gastrostomy. Endoscopy. 36: 522-526.

17. Smith BM, Perring P, Engoren M, Sferra JJ (2008) Hospital and long-
term outcome after percutaneous endoscopic gastrostomy. Surg 
Endosc. 22: 74-80.

18. Loser C, Wolters S, Folsch UR (1998) Enteral long-term nutrition via 
percutaneous endoscopic gastrostomy (PEG) in 210 patients: a four-
year prospective study. Dig Dis Sci. 43: 2549-2557.

19. Figueiredo FA, da Costa MC, Pelosi AD, Martins RN, Machado L, et 
al. (2007) Predicting outcomes and complications of percutaneous 
endoscopic gastrostomy. Endoscopy. 39: 333-338.

20. Blomberg J, Lagergren P, Martin L, Mattsson F, Lagergren J (2011) 
Albumin and C-reactive protein levels predict short-term mortality after 
percutaneous endoscopic gastrostomy in a prospective cohort study. 
Gastrointest Endosc. 73: 29-36.

21. Dennis MS, Lewis SC, Warlow C, FOOD Trial Collaboration (2005) 
Effect of timing and method of enteral tube feeding for dysphagic 
stroke patients (FOOD): A multicentre randomised controlled trial. 
Lancet 365: 764-772.

22. White J, Guenter P, Jensen G, Malone A, Schofield M, et al. 
(2012) Consensus statement: Academy of Nutrition and Dietetics and 
American Society for Parenteral and Enteral Nutrition: characteristics 
recommended for the identification and documentation of adult 
malnutrition (undernutrition). JPEN J Parenter Enteral Nutr. 36: 275-
283.

23. Reeves MJ, Bushnell CD, Howard G, Gargano JW, Duncan PW, et al. 
(2008) Sex differences in stroke: epidemiology, clinical presentation, 
medical care, and outcomes. Lancet Neurol. 7: 915-926.

24. Sacco RL, Wolf PA, Kannel, McNamara (1982) Survival and recurrence 
following stroke. The Framingham Study. Stroke. 13: 290-295.

25. Jørgensen HS, Nakayama H, Raaschou HO, Olsen TS (1995) 
Intracerebral hemorrhage versus infarction: Stroke severity, risk 
factors and prognosis. Ann Neurol. 38: 45-50.

26. Kwok CS, Potter JF, Dalton G, George A, Metcalf AK, et al. (2013) 
The SOAR stroke score predicts inpatient and 7-day mortality in acute 
stroke. Stroke. 44: 2010-2012.

https://pubmed.ncbi.nlm.nih.gov/16409880/
https://pubmed.ncbi.nlm.nih.gov/16409880/
https://pubmed.ncbi.nlm.nih.gov/16409880/
https://pubmed.ncbi.nlm.nih.gov/21224433/#:~:text=Conclusion%3A Mortality predictors for patients,be checked before PEG placement.
https://pubmed.ncbi.nlm.nih.gov/21224433/#:~:text=Conclusion%3A Mortality predictors for patients,be checked before PEG placement.
https://pubmed.ncbi.nlm.nih.gov/21224433/#:~:text=Conclusion%3A Mortality predictors for patients,be checked before PEG placement.
https://pubmed.ncbi.nlm.nih.gov/17427069/
https://pubmed.ncbi.nlm.nih.gov/17427069/
https://pubmed.ncbi.nlm.nih.gov/17427069/
https://pubmed.ncbi.nlm.nih.gov/15202049/#:~:text=Risk factors for 30%2Dday,%25 CI 1.20 %2D 4.97).
https://pubmed.ncbi.nlm.nih.gov/15202049/#:~:text=Risk factors for 30%2Dday,%25 CI 1.20 %2D 4.97).
https://pubmed.ncbi.nlm.nih.gov/15202049/#:~:text=Risk factors for 30%2Dday,%25 CI 1.20 %2D 4.97).
https://clinicalnutritionespen.com/article/S2405-4577(18)30652-1/pdf
https://clinicalnutritionespen.com/article/S2405-4577(18)30652-1/pdf
https://pubmed.ncbi.nlm.nih.gov/2110413/
https://pubmed.ncbi.nlm.nih.gov/2110413/
https://pubmed.ncbi.nlm.nih.gov/2110413/
https://pubmed.ncbi.nlm.nih.gov/7597475/#:~:text=Subjects who lost at least,confounding by age and sex.
https://pubmed.ncbi.nlm.nih.gov/7597475/#:~:text=Subjects who lost at least,confounding by age and sex.
https://pubmed.ncbi.nlm.nih.gov/7597475/#:~:text=Subjects who lost at least,confounding by age and sex.
https://pubmed.ncbi.nlm.nih.gov/11890489/
https://pubmed.ncbi.nlm.nih.gov/11890489/
https://pubmed.ncbi.nlm.nih.gov/11890489/
https://pubmed.ncbi.nlm.nih.gov/2505703/
https://pubmed.ncbi.nlm.nih.gov/2505703/
https://pubmed.ncbi.nlm.nih.gov/2505703/
https://pubmed.ncbi.nlm.nih.gov/8149838/#:~:text=PEG%2Drelated complications occurred in,tube in nursing home patients.
https://pubmed.ncbi.nlm.nih.gov/8149838/#:~:text=PEG%2Drelated complications occurred in,tube in nursing home patients.
https://pubmed.ncbi.nlm.nih.gov/8149838/#:~:text=PEG%2Drelated complications occurred in,tube in nursing home patients.
https://pubmed.ncbi.nlm.nih.gov/22471958/
https://pubmed.ncbi.nlm.nih.gov/22471958/
https://pubmed.ncbi.nlm.nih.gov/22471958/
https://pubmed.ncbi.nlm.nih.gov/15202049/#:~:text=Risk factors for 30%2Dday,%25 CI 1.20 %2D 4.97).
https://pubmed.ncbi.nlm.nih.gov/15202049/#:~:text=Risk factors for 30%2Dday,%25 CI 1.20 %2D 4.97).
https://pubmed.ncbi.nlm.nih.gov/15202049/#:~:text=Risk factors for 30%2Dday,%25 CI 1.20 %2D 4.97).
https://pubmed.ncbi.nlm.nih.gov/17468912/
https://pubmed.ncbi.nlm.nih.gov/17468912/
https://pubmed.ncbi.nlm.nih.gov/17468912/
https://pubmed.ncbi.nlm.nih.gov/9824149/
https://pubmed.ncbi.nlm.nih.gov/9824149/
https://pubmed.ncbi.nlm.nih.gov/9824149/
https://pubmed.ncbi.nlm.nih.gov/17427069/
https://pubmed.ncbi.nlm.nih.gov/17427069/
https://pubmed.ncbi.nlm.nih.gov/17427069/
https://pubmed.ncbi.nlm.nih.gov/21074760/#:~:text=Patients with a combination of,CI%2C 2.62%2D21.19).
https://pubmed.ncbi.nlm.nih.gov/21074760/#:~:text=Patients with a combination of,CI%2C 2.62%2D21.19).
https://pubmed.ncbi.nlm.nih.gov/21074760/#:~:text=Patients with a combination of,CI%2C 2.62%2D21.19).
https://pubmed.ncbi.nlm.nih.gov/21074760/#:~:text=Patients with a combination of,CI%2C 2.62%2D21.19).
https://pubmed.ncbi.nlm.nih.gov/15733717/#:~:text=Early tube feeding was associated,47 hospitals in 11 countries.
https://pubmed.ncbi.nlm.nih.gov/15733717/#:~:text=Early tube feeding was associated,47 hospitals in 11 countries.
https://pubmed.ncbi.nlm.nih.gov/15733717/#:~:text=Early tube feeding was associated,47 hospitals in 11 countries.
https://pubmed.ncbi.nlm.nih.gov/15733717/#:~:text=Early tube feeding was associated,47 hospitals in 11 countries.
https://pubmed.ncbi.nlm.nih.gov/22535923/
https://pubmed.ncbi.nlm.nih.gov/22535923/
https://pubmed.ncbi.nlm.nih.gov/22535923/
https://pubmed.ncbi.nlm.nih.gov/22535923/
https://pubmed.ncbi.nlm.nih.gov/22535923/
https://pubmed.ncbi.nlm.nih.gov/22535923/
https://pubmed.ncbi.nlm.nih.gov/18722812/
https://pubmed.ncbi.nlm.nih.gov/18722812/
https://pubmed.ncbi.nlm.nih.gov/18722812/
https://www.ahajournals.org/doi/abs/10.1161/01.str.13.3.290
https://www.ahajournals.org/doi/abs/10.1161/01.str.13.3.290
https://pubmed.ncbi.nlm.nih.gov/7611724/#:~:text=The poorer prognosis in patients,in stroke patients with diabetes.
https://pubmed.ncbi.nlm.nih.gov/7611724/#:~:text=The poorer prognosis in patients,in stroke patients with diabetes.
https://pubmed.ncbi.nlm.nih.gov/7611724/#:~:text=The poorer prognosis in patients,in stroke patients with diabetes.
https://pubmed.ncbi.nlm.nih.gov/23780953/
https://pubmed.ncbi.nlm.nih.gov/23780953/
https://pubmed.ncbi.nlm.nih.gov/23780953/

