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Abstract

Our health system introduced an enteral access clinical pathway (EACP) hoping to increase nutritionist consults and
decrease presentation to the Emergency Department, readmission to the hospital, and overall hospital length of stay. We
followed patients with short-term access (STA), longterm access (LTA), and short-long-term conversions (SLT) seen in
the six months prior to the EACP launch (baseline group) and the six months after (performance group). The baseline
cohort consisted of 2,553 patients and the performance cohort of 2,419 patients. Those in the performance group were
more likely to receive a nutrition consult (52.4% vs 48.0%, P < .01), less likely to re-present to the ED (31.9% vs 42.6%,
P <.001), and less likely to be readmitted to the hospital (31.0% vs 41.6%, P < .001. These findings suggest that the EACP
may increase the likelihood of both expert-driven nutritional support and effective discharge planning for hospitalized

patients.
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Clinical pathways are designed by interdisciplinary and
multi-professional teams to deliver coordinated care to pa-
tients. These pathways reduce patient complications without
negatively impacting health-care expenditures.’ Patients
with artificial enteral access (AEA) have benefited from
clinical pathways in the past, with more frequent con-
sultations from nutritionists, systematic evaluations for the
ability to transition to oral feeds, and more efficient discharge
planning.” In the hopes of realizing these benefits in a single
large academic health system, a multidisciplinary group
created an enteral access clinical pathway (EACP) based on
existing guidelines, evidence and expert opinions that was
accessible in the electronic health record through an in-
tegrated software platform (AgileMD). The purpose of this
study was to evaluate the impact of this EACP on patient
care.

A cohort study was designed to compare patients with
enteral access established before and after the launch of
the EACP (Figure 1). Patients included in this study were
those 18 years and older who were admitted to one of five
hospitals in a single health network between October 2020
and October 2021. The primary outcome was the ordering
and completion of a consultation with a nutritionist.
Secondary outcomes included 30-day re-presentation rate

to the emergency department (ED), 30-day hospital re-
admission rate, and inpatient hospital length of stay.
The EACP was launched on March 29, 2021 after
a multi-disciplinary group of stakeholders reached con-
sensus. The 6 months prior to its launch were considered
the baseline period, while the 6 months following its
launch were the performance period. Subgroup analyses
were performed to compare pre- and post-clinical pathway
cohorts. Patients were designated as having short-term
access (STA), long-term access (LTA), and short-long-
term conversions (SLT). STA included those with naso-
gastric, orogastric, nasojejunal, and orojejunal tubes
which were not converted to LTA. LTA included those
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Figure |. Enteral access clinical pathway.

with gastrostomy, gastrojejunostomy, or jejunostomy.
SLT included those with STA who underwent conversion
to LTA. T-tests and chi-square tests were used where
appropriate. Statistical analyses were performed using

STATA SE software (StataCorp). All tests were two-tailed
with significance established at P < .05.

The baseline cohort consisted of 2553 patients (1921
STA, 461 LTA, 171 SLT) and the performance cohort of
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Figure 2. Differences in postprocedure outcomes for patients with enteral access in baseline and performance cohorts.

2419 patients (1897 STA, 371 LTA, 151 SLT). Patients in
the performance group were more likely to be receive
a nutrition consult (52.4% vs 48.0%, P <.01), less likely
to re-present to the ED (31.9% vs 42.6%, P < .001), and
less likely to be readmitted to the hospital (31.0% vs
41.6%, P <.001).

Subgroup analysis revealed that those with STA in the
performance cohort had higher rates of nutrition consult
(48.9% vs 43.5%, P < .001) and lower rates of 30-day re-
presentation to the ED (28.4% vs 37.2%, P <.001) and 30-
day hospital readmission (28.5% vs 37.8%, P <.001) when
compared to the baseline cohort (Figure 2). Those with SLT
in the performance cohort had similar rates of nutrition
consult (92.7% vs 87.13, P = .10) and 30-day hospital re-
admission (36.4% vs 46.8%, P = .060), but had a lower rate
of 30-day re-presentation to the ED (37.1% vs 49.7%, P =
.23) (Figure 2). Patients with LTA in the performance cohort
had a similar rate of nutrition consult (53.9% vs 52.3%, P =
.64), but had lower rates of 30-day re-presentation to the ED
(47.7% vs 62.3%, P <.001) and 30-day hospital readmission
(41.5% vs 55.3%, P <.001) (Figure 1).

Inpatient length of stay was shorter for LTA patients in the
performance cohort compared to the baseline cohort (median
[interquartile range]: 7 days [1-20 days) vs 9 [1-26], P <
.001), did not differ for STA patients (12 [6-21] vs 12 [7-22],
P = .31), and was longer for SLT patients (38 [26-61] vs 33
[23-51], P < .001) (Figure 2).

Patients who received care through the EACP were
more likely to be seen by a nutritionist. The overall
improvement in consultation rate was driven by an
increase in patients with STA. This is particularly
important given that those with STA are most likely to
experience nutritional deficiencies and thus, can benefit
greatly from evaluation by a nutritionist.>* Length of
stay, readmission, and re-presentation to the ED were
decreased for patients in the EACP. These findings
suggest that the EACP may be helpful in facilitating
discharge from the hospital and helping patients who
require nutritional support to stay in the comfort of their
homes. The potential benefits of clinical pathways
should continue to be explored in different clinical
settings and patient populations.
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