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The Clinical Case Against Tube Feeding in 
Palliative Care of the Elderly . 
I. Campbell-Taylor, PhD and R. H. Fisher, MB, FRCP 

• 

The terminal stages of many neurological illnesses occur
ring in the elderly produce feeding and swallowing prob
lems. These difficulties lead to ethical, religious, philo
sophical, and medico-legal conflicts when decisions about 
starting or stopping tube feedings are considered. We 
present the case against all forms of tube feeding in a par
ticular subset of elderly palliative patients. These are in
dividuals who are in the end-stage of a progressive neuro
logical disease who are noncommunicativt:, and spend all 

or most of their time in a recumbent position. We discuss 
the physiological phenomena existing in these patients 
that make the probability of aspiration· pneumonia as 
great or possibly greater than with careful spoon feeding. 
lf tube feeding results in the outcome that it is thought ta 
prevent (it, aspiration pnt!Umonia) then decisions regard
ing nutritional support in thl;se patients becomt: clinically 
clearer. J Am Geriatr Soc 35:1100-1104, 1987 

------------------------------------------
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"--'-F- eeding and swallowing problems are com
mon in the chronically ill elderly. In a study 
of nursing home patients, Siebens et aJl found 
that those who were dependent on others for 

assistance in feeding showed evidence of abnormal 
swallowing. Sixty-one percent had oral stage dys
function and 37% had pharyngeal stage dysfunction. 
The end stage of many neurological diseases in the 
elderly almost invariably presents with feeding and 
swallowing problems. These cause difficulties for 
caregivers and families as well as for patients. The 
resultant conflicts have been addressed from the eth
ical, religious, philosophical, and medico-legal stand
point. l-7 They have not been considered from the purely 
clinical point of view. 

At first glance, the nutritional problems of the ter
minally ill elderly with dysphagia appear to be han• 
died most readily by tube feedings of various types. 
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Recently, the literature has reflected increasing con
cern about the ethics of decisions to start or to with
hold tube feedings in the elderly, palliative pa
tient. s-10 If a procedure is known to be unsafe or 
ineffective, its use is never ethical. We present here 
our position against tube feedings in a specific subset 
of elderly, terminally ilJ patients .. 

These are patients in whom all of the foUowing 
criteria coexist. They are individuals who are elderly 
and are in the terminal stage of a progressive, neu
rological disease (Table 1). Because of speech and/or 
language diificulties they are noncommun.icative. They 
spend most or all of the time in a recumbent position. 
Most importantly, they have been suspected clinically 
or observed by radiological examination to be aspir
ating liquids and pureed foods. 

Dysphagia associated with a progressive neurolog
ical disease is also a progressive phen'omenon. In or
der of difficulty, there is aspiration of liquids,. fol• 
lowed by laryngeal penetration of purees, then 
semisolids, and, finally, choking on solid food. 11•12 

In progressive neurogenic swallowing disorders, 
liquids may always be aspirated silently. 13•

14 A swal• 
lowing dysfunction is well advanced by the time a 
patient is unable to tol!!rate a pureed diet. Aspiration 
of liquid or semiliquid is one of the most important 
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TABLE 1. ELDERLY PATIENTS AT RISK FOR TUBE 
FEEDING HAZARDS 

Those in terminal stage of: 
AI..S 
Alzheimer's disease 
Huntington's chorea 
Multi-infarct states 
Multiple sclerosis 
Other dementias 
Parkinson's disease 

Those who are noncommunicative 
Those who are recumbent most of time 
Those who have aspirated liquids and pureed foods 

factors involved in the decision to begin tube feedings 
in the patients we have identified. 

In the type of patient described above, nutritional 
support by nasogastric or gastrostomy feedings poses 
significant hazards, mainly aspiration pneumonia. In 
1969, in a study of 100 patients in whom broncho
pneumonia was found at autopsy, Mrazek15 found 
that 65% showed evidence of aspiration. Sixty-nine 
percent of the patients had evidence of dysphagia 
prior to death. Although individual patients were not 
identified, we can infer from the data cited that most 
of the dysphagic patients had aspiration pneumonia 
at time of death. This group induded 23 who had 
been tube fed. These results led Mrazek to charac
terize "the fallacy of decubitus bronchopneumonia." 

In 1975, .King et al 16 reported on 31 patients, mostly 
senile or stroke victims on whom gastrostomies were 
performed. Of the group, ten died of aspiration pneu
monia. Of those, the average age was 70 years and 
the majority were suffering some form of progressive 
neurologic disease. In order to account for these re
sults we must examine the physiological events that 
~litate against nasogastric or gastrostomy feedings 
in certain patients. · · · 

PROBLEMS ASSOCIATED WITH 
TUBE FEEDINGS 

Reflux Reflux is a major problem with nasogastric 
or gastrostomy tubes. 12•17- 19 It is particularly hazard
ous in patients with absent or diminished cough re
flexes. In general, the elderly tend to have diminished 
sensation, and silent aspiration alluded to above is 
testament to the poor cough. reflex in patients with 
deglutition disorders. 13·20 Because gravity assists the 
return of reflux to the pharynx, a supine patient with 
an absent or diminished cough reflex is at increased 
risk of aspiration. 

Diminished Esophageal Peristalsis The risk of re
flux with tube feedings is increased in elderly, pa1!ia
ti ve patients because, although they are difficult to 
feed by mouth, most continue to attempt to swallow 
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1l11·1r own saliva. When a swallow is initiated, the 
I,•\\ ,·r esophageal sphincter rela.xes. 21 In the normal 
.i, !11ll, the lowest pressure at the hiatus remains slightly_. 
.,, , ,vc intragastric pressure, thus preventing reflux of -
,;1,,mach contents. [n the elderly, however, the pres
:;un· generated by esophageal peristalsis is dimin
i~lwd. 23 Any relaxation of the lower esophageal 
:-1-I 1incter increases the probability of food entering 
11i,· esophagus. In the normal, young adult, during 
:;lt•1·p with a full stomach, reflux may occur as many 
,1•, :?.O times in 12 hours. 11 Therefore, we mav infer 
tlt,d this happens at least as often in the ill e_ld.erly. 

!11rompetent Esophageal Sphincters The upper 
\'~·• i~ihageal sphincter is a high-pressure zone, but these 

1,u·ssures, when measured in health/ elderly, tend 
11, he lower than in young adults. 21 Electromyographic 
!-11 ,dies have shown that the elastic forces contributing 
11, dosure of the cricopharyngeus diminish_ during 
~kcp or anaesthesia. :Z-4 • .?S Huxley et al29 found that 70% 
pl pa tientl'I with depressed consciousness aspirated · 
pltMyngeal secretions. Tubes passing through upper 
;:111d lower esophageal sphincters contribute to at least 
p11rtial incompetence at these sites.25 

51uw Gastric Emptying · The ill elderly have been 
~1111wn frequently to have ileus or gastric dilatation, 
p1 both, making reflux and aspiration more likely. 17 

11 g,istric emptying is not normal, the contents of tube'" 
fr•1•ding will collect in the stomach. The patients under_ .~' 
di"~·ussion here are noncommunicative; therefore, they ._ 
l·,111not report over-filling of the stomach. 

r,ublems with Delivery of Nutrition Tube feeding 
d, •~•s not always satisfy the hydration, metabolic, or 
r,iloric needs of patients. Particularly in the elderly 
(with altered renal handling of sodium) intracellular 
tli•llydration can occur with metabolic consequences 
<4111·h as hypematremia, hyperchloremia, and ure-
1111,1.:12·36 These can on!)' be. recognized by careful 

111,ysical examination and determination. of routine 
,·l••drolytes. The assumption that tube feeding meets 
rli•· full nutritional needs of the elderly is not well 
r, ,11 nded. Elderly patients in long-term care institu-

·r AHLE 2.. HAZARDOUS FACTORS IN TUBE FEEDING 
OF PALLIATIVE ELDERLY 

flr• umbency and noncommunication 
I'• .fuc:ed oral/hypopharyn~!:!al s~nsation 
1,rphagia with known as~'iration 
fl,.Juced competence of upper and lower esophageal 

:-.phincters · 
w,,Juced esophageal perist.-ilsis 
r ,,-fayed gastric emptyin~ 
J.(,•(l_ux exacerbated by supine position 
All of above lead to aspiration of stomach contents. 



tions are infre-.:;uently seen by physicians; thus the 
careful monitoring required is unlikely to be pro
vided.µ. 

The patients we have identified have reduced ca
loric needs. We suggest that they be spoon-fed fre
quent small meals of high-calorie, high-protein food . 
supplement puddings. This may interfere with nurs
ing routines, but not necessarily with the total time 
spent feeding patients. 

We recognize that shortages of nursing staff make 
some aspects ci patient care difficult, but problems 
of staffing do nee affect the principle under discussion 
and cannot eve~ be sufficient reason to follow an un
safe procedure. We also recognize that tube feeding 
in the patients ·.ve have identified has not yet been 
proven to be unsafe, but the available evidence ap
pears to point in that direction. Therefore, we must 
separate difficu::ies within the system (inadequate 
staffing) from t.t-.e principle of safe patient care. 

DIFFICULTIES 1NITH SUGGESTED SOLUTIONS 

Small Lumen Feeding Tubes It has been suggested 
that the use of ~he newer, small-bore feeding tubes 
would prevent many of the problems of nasogastric 
tube feedings, such as mucosa! irritation and general 
discomfort. Unfortunately, there is no evidence that 
they prevent reriux, and it is also difficult to check 
stomach contents by aspiration because these tubes 
tend to collapse :.inder negative pressure. 26 There is 
growing evidence that they represent even greater 
hazards. When ::sed in patients with reduced tra
cheobronchial sensation (as is frequently the case with 
the elderly) there is a very high risk of nasotracheal 
intubation.27•211 Verification of placement by radiog
raphy is mandatory in all such cases. This is not al
ways feasible tor· elderly, palliative patients. Access 
to radiology may not be available for many nursing 
homes, and the frequency with which these tubes are 
removed by confused, elderly patients makes the pro
tocol for replacement extremely difficult to follow. 

Jejunostomy Jejunostomy has a lower incidence of 
reflux, but because it represents a greater surgical risk 
than gastrostomy, it is not readily performed on el
derly, debilitated patients. Even the needle catheter 
technique poses a threat because of the anaesthesia 
required. 33 Problems of diarrhea and associated de
hydration are increased. Jejunostomy is usually rec
ommended only for patients with intact renal, he
patic, biliary, and pancreatic functions.Joi These are 
less likely to exist in the set of patients under discus
·sion. 

Other problems dted with jejunostomy are abdom
inal distension and aspiration. 31 A prospective study 
comparing gastrostomy with jejunal feedings showed 

a longer time to reach full caloric intake with the latter 
as well as a high rate of initial complkations. 35 

Antireflux Regimen Raising the head of the bed 
prevent reflux is usually ineffective because these pa
tients tend to slide down repeatedly or assume a fetal 
position. This difficulty is the same for nasogastric or 
gastrostomy tubes, which are known to have a high 
incidence of reflux. Making sure that the nasogastric 
tube passes through the pylorus will reduce the risk 
of reflux, but the end of the tube is easily pushed back 
into the stomach by coughing or vorniting. 32 

SUMMARY AND CONCLUSIONS 

When considering tube feedings for elderly, palliative 
patients, the end result of the intervention must de
termine the decision to implement it If the object of 
the treatment is to provide nutrition safely, the prob
ability is that in the use of tube feedings .in the type 
of patient we have described here, the risk of aspi
ration pneumonia may be as great as in careful spo_on 
feeding. In fact, the risk may be even greater. When 
such a patient is spoon-fed in an appropriate (ie, a 
60° upright) position, the food and liquid must, of 
necessity, be given in small amounts. The upright 
position with the neck flexed as much as possible, 
provides some protection against aspiration because 
this position brings the opening of the trachea under 
the base of the tongue. 11-12 

Our experience with tube feedings is limited be
cause we have developed a departmental approach 
to palliative care for the dying older person. 2'.JO This 
approach emphasizes exemplary symptom control 
while accepting the inevitability of death from ter
minal disease. With the full support of patients and 
their families, the use of tube feedings has been min
imized. In the past 3 years, we have had only three 
patients, considered palliative, who were tube-fed: 
two by gastrostomy and one by nasogastric tube. All 
came to autopsy and all had aspiration bronchopneu
monia at death. 

Pneumonia is a leading cause of death in the el• 
derly. 311 In order to scientifically examine the question 
of the incidence of aspiration pneumonia in the tube
fed elderly, one would normally instigate a prospec
tive study. However, because of our conviction about 
the hazards of tube feeding in the palliative elderly, 
we have chosen not to follow this method. Although 
we avoid tube feedings in terminally ill patients as 
much as possible, we do have a number who are tube
fed because of progressive dysphagia and are not yet 
in the final stages of illness. We continue to observe 
these individuals and intend to obtain autopsies. 

There are two possible sources of valuable infor
mation on this question. One is the approach we have 
selected: of closely observing tube-fed patients who 



fit the criteria we have outlined and of obtaining au• 
topsies. For one center to follow such patients would 
require a considerable amount of time. What is re· 
quired is the gathering of these data from as many 
sources as possible. The second method is· that, in 
those centers where tube feeding of pa1liative patients 
is normal practice, autopsies be obtained routinely. 

We have outlined the physiological and patholog• 
ical events in the terminally ill elderly that seriously 
complicate the use of tube feedings. We contend that 
these interventions are just as likely to cause the prob-
le ms that they are thought to prevent. If this is indeed 
the case, it would seem to obviate the need for ex
tensive philosophical-ethical discussion. 
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