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feeding tubes decreased by approximately 50% between
2000 and 2014. This decline parallels the emergence of
research,1,2 expert opinion, and recommendations by na-
tional organizations3 discouraging this practice. Feeding tube
use decreased across racial groups, but remained relatively
higher among black residents, consistent with prior research.2,4

This study has limitations. The number of reported feed-
ing tube insertions are specific to the cohort definitions.
The actual number of tubes inserted in all US residents with ad-
vanced dementia is likely much higher. Moreover, the re-
ported number of residents with advanced dementia and eat-
ing problems declined from 2000 to 2014, reflecting the shifting
composition of US nursing homes, such that patients with
chronic illnesses, including dementia, are being increasingly
maintained in the community with greater access to services.6

However, given the analyses applied the same definitions to the
numerator and denominator in each year, the comparison of
annual insertion rates is reasonable. Power was inadequate to
examine factors associated with tube feeding use.

To ensure the message from existing evidence and ex-
pert recommendations is disseminated and disparities are re-
duced, fiscal and regulatory policies are needed that discour-
age tube feeding and promote a palliative approach to feeding
problems in patients with advanced dementia.
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COMMENT & RESPONSE

Pain and Physical Function Following Bariatric Surgery
To the Editor The study by Dr King and colleagues1 concluded that
pain and self-reported and objectively measured physical func-
tion improved significantly over a period of 3 years following bar-
iatric surgery. A number of relevant factors associated with pain
and physical function improvements were identified. How-
ever, the authors did not consider the potentially important in-
fluence of the patients’ participation in physical activity and ex-
ercise during the follow-up period as a factor related to
improvement in pain and function. Exercise can enhance weight
reduction, reduce pain intensity, and improve self-reported
physical function in overweight and obese patients with knee
osteoarthritis.2 Furthermore, physical activity in morbidly obese
patients following bariatric surgery has been shown to enhance
weight loss,3 which might benefit physical function and knee
pain.4 Thus, participation in physical activity or exercise pro-
grams following bariatric surgery might be associated with im-
provement in physical function measures such as the 400-m test
used by King and colleagues.1 We suggest that future observa-
tional studies might benefit from assessing presurgery-to-
postsurgery changes in physical activity levels.

Another interesting finding in the study that corrobo-
rated previous observations was that Roux-en-Y gastric by-
pass resulted in a larger weight loss percentage compared with
laparoscopic adjustable gastric banding (34.1% vs 14%, respec-
tively, at 1 year; 34.1% vs 16.1% at 2 years; 31.5 vs 16.2% at 3
years). Because it has been shown that weight loss following
bariatric surgery promotes significant improvements in physi-
cal function,5 it is surprising that the type of surgical proce-
dure was not associated with any outcome in the study.
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In Reply We agree with Dr Soriano-Maldonado and colleagues
that future studies would benefit from evaluating whether par-
ticipation in exercise programs or change in physical activity
level following bariatric surgery are associated with changes
in pain and physical function. These associations were not ex-
amined in the study due to a lack of information regarding par-
ticipation in exercise programs and objective physical activ-
ity data in the full Longitudinal Assessment of Bariatric
Surgery-2 (LABS-2) cohort, although the discussion noted that
physical activity participation may contribute to changes in
pain and function. The associations of function and pain with
physical activity level in subsets of the LABS-2 cohort who wore
an activity monitor have been examined.1,2 At baseline, per-
ceived and objectively measured walking limitations were as-
sociated with less physical activity (ie, fewer steps per day and
minutes per week of moderate-to-vigorous intensity physi-
cal activity).1 Also, more bodily pain prior to surgery was as-
sociated with less physical activity 1 year postsurgery after ad-
justment for baseline physical activity level and other potential
confounders.2 Because observational studies have found most
patients only make small changes in objectively measured
physical activity following bariatric surgery, with few meet-
ing physical activity guidelines,3,4 a randomized clinical trial
may be required to adequately evaluate whether physical ac-
tivity or exercise provides benefit in pain or physical func-
tion following bariatric surgery.

Regarding the second point by Soriano-Maldonado and col-
leagues, factors independently associated with clinically mean-
ingful presurgery-to-postsurgery improvement in several pain
and physical function outcomes 1 to 3 years following surgery
were identified. Surgical procedure was not significantly asso-
ciated with improvements in pain or physical function inde-
pendent of baseline sociodemographics and clinical character-
istics or presurgery-to-postsurgery changes in weight, depressive
symptoms, and various comorbidities. However, in models ad-
justing for baseline characteristics only, patients who under-
went Roux-en-Y gastric bypass vs laparoscopic adjustable gas-
tric banding had greater chances of clinically meaningful
improvement in bodily pain (relative risk [RR], 1.15 [95% CI, 1.05-
1.26]; P < .01), physical function (RR, 1.20 [95% CI, 1.12-1.28];
P < .001), walking capacity (RR, 1.16 [95% CI, 1.05-1.29]; P < .01),
and other measures of pain and physical function.
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Secondary Infection in Patients With Sepsis
To the Editor Dr van Vught and colleagues explored whether
hypoinflammation/immune paralysis rather than hyperin-
flammation in the wake of a septic insult could predispose pa-
tients to secondary infection and higher mortality.1 The nega-
tive findings of this study cast doubt on the clinical implications
of the immune suppression theory.

Even though their primary and secondary study findings
did not support the importance of secondary infections after
sepsis and their genetic analysis did not support the notion of
immunosuppression, the authors introduced unnecessary
reservations regarding these findings when they stated that
“patients with sepsis on admission developed more ICU
[intensive care unit]–acquired infections with opportunistic
pathogens like enterococci, Pseudomonas aeruginosa, and
viruses, hinting at possible immune suppression.” A more plau-
sible explanation is that, compared with patients who are not
septic, secondary infections in patients with sepsis are more
likely to be due to multidrug-resistant bacteria, fungi, and vi-
ruses because of more frequent exposure to broad-spectrum
antibiotics and an overall higher severity of disease.

The authors concluded that “[ICU]-acquired infections oc-
curred more commonly in patients with sepsis with higher dis-
ease severity.” However, the actual findings based on their en-
tire cohort (not in the high-disease severity subgroup only)
showed that ICU-acquired infections did not occur more com-
monly in patients with sepsis (13.5%) than in patients without
sepsis (15.1%), and the ICU-acquired infection attributable
60-day mortality was not higher in patients with sepsis (10.9%)
than in patients without sepsis (21.1%). These 2 important nega-
tive findings should have been the basis for the authors’ con-
clusions in accordance with the prospectively stated aims of the
study. A subgroup analysis, independent of being defined pro-
spectively or retrospectively, should not constitute the main con-
clusion of a study according the Strengthening the Reporting
of Observational Studies in Epidemiology (STROBE) and
Consolidated Standards of Reporting Trials (CONSORT)
guidelines.2,3 Current and future investigators of trials evalu-
ating immune paralysis in patients should take note of this
study’s findings, which suggests that postsepsis development
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