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T he use of feeding tubes, especially in 
long-term care settings, is a touchy 
issue in Cathol ic heal th care . 
Decisions about feeding tube use 
can be difficult for a variety of rea­

sons: complicated clinical situations, strong emo­
tions surrounding these decisions on the pan of 
families and caregivers, and conflicting percep­
tions of church teaching. Given these circum­
stances, not all will agree about the use of feeding 
tubes. But we can achieve much more clarity sur­
rounding the issue than is currently the case. 

Better decision making about the use of feed­
ing tubes for artificial nutrition and hydration can 
be achieved by three interlocking actions: 

• Considering the right paradigm for decision 
making 

• Carefully evaluating the clinical details of the 
case in light of current knowledge 

• Understanding church teachings 

THE RIGHT PARADIGM 
What does "considering the right paradigm" 
mean? Far too frequently, we allow conflicts and 
controversies about the use of artificial nutrition 
and hydration in the setting of persistent vegeta­
tive state ( PVS) to influence our care decisions in 
other, unrelated conditions. Decisions about arti­
ficial nutrition and hydration in PVS are extreme 
ly difficult to make; good people with good 
intentions mav disagree. But the issues in PVS are 
not necessarily the same when one is addressing 
other medical conditions. PVS usually involves a 
young person in a tragic situation. It is ethically 
unsound to allow such a relatively rare condition 
to influence judgments and actions in the far 
more common cases of seriously ill patients, who 
are usually advanced in years and for whom the 
prognosis with or without a feeding tube is not 
good. The current tendency to allow PVS issues 

to prevail in feeding rube discussions is a bit like 
using conjoined twins as the paradigm for obstet­
rics. Both conditions are rare and tragic, and their 
management is morally and medically controver­
sial. Extreme cases provide little insight into com­
mon ones. 

Both the medical and ethical issues involved in 
the vast majority of cases in which the patient has 
a swallowing disorder, decreased consciousness, 
or some other reason for not being able to orally 
receive an adequate amount of food and water are 
often quite different than for cases of PVS. 
Regrettably, some of the recriminations around 
feeding tube removal in cases of PVS have polar­
ized questions of feeding tube placement in cases 
that have very different prognoses. This confu­
sion sometimes leads patients, family members, 
and health care professionals to take a moral 
stand without thinking carefully enough about 
the clinical details. Basing judgments on incom­
plete data is bad medicine, and even worse ethics. 

CLINICAL ISSUES OF FEEDING TUBE USE 
Both the decision to use a feeding tube and the 
care of a patient with such a feeding rube requires 
sophisticated medical knowledge, clinical skill, 
and ongoing medical attention. The use of feed­
ing tubes requires clinicians to take four necessary 
actions: 

• Weighing the indications and contraindica­
tions for feeding tube placement 

• Choosing from several types of feeding tubes 
and selecting a method of placement 

• Considering what actually occurs when a 
feeding tube is placed (because the tube is only 
the vehicle by which nutrients and fluids are 
administered, the details of the feeding are critical 
for success) 

• Realistically understanding potential compli­
cations, both catastrophic and minor 

2 2 • NOVEMBER - DECEMBER 2001 HEALTH PROGRESS 



For some, this re­
view of the key clinical 
considerations in the 
use of feeding tubes 
and medically assisted 
nutrition and hydration 
may be more than they 
really want to know. 
But rudimentary know­
ledge of some of the 
medical issues at stake 
is essential for anv sort 

C 
approach. One cannot 
make ethical decisions 
in clinical s i tuat ions 
without An apprecia­
tion of medical reality. 
Indications and Contraindications Feeding tubes are 
used when the patient has difficulty in swallow­
ing, diminished consciousness, or a need to sup­
plement inadequate oral intake when, for a variety 
of reasons, he or she cannot eat or drink enough 
material to maintain health or sustain life. 
Feeding tubes may be indicated when an individ­
ual has had a head injury, is in a coma, or has 
some other type of neurologic condition, such as 
a stroke or brain tumor, that prevents swallowing. 
Feeding tubes may also be used to bypass an 
obstruction in the esophagus or pharynx. In a 
severe illness, a feeding tube may allow adequate 
nutrition to be given to a person who is other­
wise too debilitated to eat. In dementing illness­
es, feeding tubes are sometimes used when indi­
viduals seem unable to remember how to eat or 
drink and therefore no longer swallow, even 
when food is placed in their mouths. 

Feeding tubes are also used to prevent aspira­
tion in a variety of conditions. Aspiration occurs 
when food, gastric contents, or oral secretions 
enter the lungs. Aspiration commonly results in 
pneumonia. For example, a person who has had a 
stroke but is otherwise awake and alert may have 
difficulty in swallowing; as a result, food or liq­
uids go into the lungs rather than the esophagus 
and stomach. Feeding tubes do not prevent all 
aspiration into the lungs. Chronically ill, debili­
tated individuals with feeding tubes frequently 
have bouts of aspiration pneumonia even if they 
are not given any food or liquid by mouth. All 
individuals have some regurgitation of material 
from the stomach that heads toward the lungs via 
the esophagus. Saliva and other material from the 
pharynx can potentially end up in the lungs. In 
healthy individuals this occurrence is minor, A\K\ 

easing to eat 

or drink in the last 

days of life is part 

of the dying process. 

the normal processes of 
swallowing and other 
muscular reflexes in the 
pharynx and esophagus 
protect the lungs. But 
in individuals who are 
already ill, have dimin­
ished consciousness, or 
difficulties svv allow­
ing— precisely the peo­
ple for whom feeding 
tubes mav be a consid-

of reasoned ethical erat ion —this natural 
defense may be weak 
ened, leading to aspira­
tion pneumonia de­
spite the presence of a 
feeding tube. 

Absolute contraindications to feeding tube 
placement include conditions in which the feed­
ing formula or water cannot be absorbed by the 
body or the gastrointestinal tract is obstructed. 
An example is An individual with cancer that has 
spread to the intestines and grown so that the 
intestinal lumen is closed. Using a feeding tube in 
this situation would result in vomiting and severe 
abdominal pain. Other contraindications include 
individuals who are in such severe kidney, heart, 
or liver failure that the body cannot process, 
metabolize, or excrete the nutrients or fluids that 
would be given by a feeding tube. An example of 
a relative contraindication to beginning the use of 
nutrition and hydration through a feeding tube is 
a person in the very last stages of cancer. Ceasing 
to drink or cat in the last few days of lite is part of 
the dying process. Inserting a feeding tube and 
administering formula and fluids runs a risk of 
fluid overload, the development of edema, A\K\ 
severe respirator)' difficulties. 
Types of Feeding Tubes Once appropriate indications 
for the use of a feeding tube are noted, a choice 
must be made regarding the type. Feeding tubes 
come in a variety of types. Nasogastric feeding 
tubes are thin tubes inserted into the nostril, 
threaded in to the nasopharynx , and then 
advanced down the esophagus into the stomach 
or, frequently, into the first portion of the duode­
num. Gastrostomy tubes are inserted directly into 
the stomach, either surgically or, more common­
ly, by placing an endoscope through the skin. 
This latter type of type placement, commonly 
known as a PEG (percutaneous endoscopic gas 
trostomy) rube, involves passing An endoscope 
through the mouth, then into the esophagus and 
stomach, as is routinely done in the investigation 

HEALTH PROGRESS NOVEMBER - DECEMBER 2 0 0 1 • 2 3 



F E E D I N G T U B E S 

o f ulcers, abdomina l ^ ^ ^ ^ ^ ^ t ion at the site o f the 
pa in , or esophageal M ^ k tube placement. Seri-
retlux. Once the endo- I I # ous compl icat ions arc 

scope is in the s tom- ^ L ^ F T l l V 1 M 1 V S 1 C 1 *} 11 S uncommon, 
ach, the physician per- ^ ^ ^ - " ^ J L J Je junostomy tubes 
forming the procedure are used when the 
posit ions the l igh ted i i pat ient has persistent 

scope next to the front i l c l V C L l I C C O I T I O C L C I I C C problems w i t l i aspira-
wall o f the s tomach. tion o f stomach materi-
The light within can be al i n t o the lungs . In 

seen as a red g low on j _ . ~ «-»-*/-» ] r ^» m f » r 1 i r " C l l these situations, a tube 
the surface o f the L ( J I l l d J v C I l l C U l C d l i s p l a c e d j n t he jc-

abdomen; it guides the junum, the second por-
placement o f an inci- . . t ion o f the small intes-

sion through which a Q ( ~ * C 1 S l O l l S t i ne . A j e j u n o s t o m y 
tube is placed into the tube may l imit massive 
stomach or advanced asp i ra t ion f r o m the 
in to the d u o d e n u m . stomach into the lungs. 
Feeding tubes can also be placed more distally in Jejunostomy tubes require the use o f different for-
the gastro intest inal t ract . Je junostomy tube mulas than other feeding tubes (sometimes more 
placement can be performed either surgically or expensive than gastrostomy tube formulas), and 
by a method similar to PEG tube placement; this patients can have more difficulties with diarrhea, 
tube is advanced into the jejunum. Jejunostomy tubes are associated with the same 

Why would clinicians use one feeding tube risks as gastrostomy tubes; they can also be placed 
rather than another? All feeding tubes are associ- in the jejunum through the skin by introducing a 
ated with some aspiration o f saliva, esophageal tube into the stomach and then threading it into 
contents, and regurgitated stomach contents. For the jejunum. 
short-term use—up to approximately two weeks— Whether placed nasally, in the stomach, duode-
a nasogastric feeding tube can be a temporary num, or jejunum, a feeding tube requires feeding 
therapeutic measure. These tubes, however, cm formula and fluid prescribed by a physician ,md 
press against the delicate l ining of the nostrils and frequently based on the recommendations of a 
pharynx and lead to ulceration. They also can registered diet ic ian. The feeding formulas are 
interfere with drainage from the sinuses and lead usually commercially prepared liquids that con-
to blockage and in fect ion. A l though they are tain mixtures o f carbohydrates, fats, proteins, 
sometimes used for a prolonged period o f time, vitamins, and minerals. Depending on the con-
the risks o f ulceration m<\ infection make them a centration of the solution, the fluid losses o f the 
less-than-ideal choice. Some patients must be pat ient , and o ther considerat ions, addi t ional 
restrained so that, in a moment o f confusion, water must be added to the feeding solution to 
they do not pull on the tube and dislodge it. avoid dehydration. Tube feedings can be ordered 

Gastrostomy tubes are indicated when tube as bolus feedings (where a relatively large amount 
feeding will be needed for more than two weeks. is given over a short period o f time several times a 
Surgically placed gastrostomy tubes ate inserted day) or through a continuous drip in which the 
when a person has had previous abdominal surg- solution is administered at a precise rate for 18 or 
cries or when placing the tube endoscopicalty more hours a day. The type o f feeding solution 
would be dangerous. PEG tube placement is nor- and delivery depend on a number o f factors. 
mally well to le ra ted in appropr iate pat ients. Patients who are tube-fed require careful moni-
Because PFXi tubes require sedation, patients toring—especially initially—of their f luid status. 
who are extremely ill or who have serious breath- metabol ic parameters, and overall nut r i t ional 
ing diff icult ies can be at risk o f complications condit ion. Bolus feedings cm allow a person to 
from drops in blood pressure or respiratory arrest be mobile when not being fed, but they do have a 
during placement. These complications are rare. higher risk o f aspiration. Dr ip feedings carry a 
Other complications that occur with PEG tube lesser risk o f massive aspiration but limit mobility 
placement include perforation of the gastroin- and independence. 
testinal tract, infection o f the abdominal cavity Aside f rom the small but real possibil i ty o f 
(known as peritonitis), bleeding, and local infec- complications wi th feeding tube placement and 
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the danger of aspiration, feeding tubes can be 
accompanied by diarrhea and other complica­
tions. Overemphasizing these risks would be irre­
sponsible, however. In fact, such complications 
are most frequently annoyances and irritants 
rather than major disasters. Many patients toler­
ate feeding tubes and tube feeding. However, the 
use of feeding tubes is not carefree. Diarrhea, 
transient pneumonia, restraints that keep a con­
fused patient from pulling a tube out, severely 
restricted mobility, and occasional clogging by 
pill fragments are day-to-day occurrences with 
feeding tubes. Feeding tubes are burdens, but the 
degree of burden varies from patient to patient. 
Assessing the Efficacy of Artificial Nutrition and Hydration 
with Feeding Tubes The ethical controversy sur­
rounding decisions to withhold nutrition and 
hydration in persons in a PVS makes it clear that 
feeding tubes can keep people alive for years. This 
obvious tact does not support an extrapolation to 
other situations in which feeding tubes may be 
considered. Individuals in PVS tend to be tela 
tively young and healthy except for the injury or 
accident that resulted in the vegetative state. .V .1 
result, they often have long life spans. Whether 
artificial nutrition and hydration offer the same 
benefit to those who receive feeding tubes most 
often —usually aging individuals who may be 
chronically ill or who have multiple conditions 
with a greatly diminished functional status—is not 
clear. 

Not much literature exits on the efficacy of 
artificial nutrition and hydration in maintaining 
lite or improving function. Two studies, however, 
suggest that the placement of feeding tubes is 
associated with a high mortality rate. The mortal­
ity rate is not a result of the tubes themselves — 
rather, feeding tubes are often placed in people 
who are dying. Published articles suggest that the 
outcome of artificial nutrition and hydration 
depends heavily on the underlying condition of 
1 hose who undergo this procedure. A review of 
hospitalized Medicare beneficiaries who under 
went gastrostomy tube placement in one year 
( 1991) revealed a 15 percent mortality rate in the 
hospital and an overall mortality rate ot nearly 24 
percent at 30 days and slightly more than 80 per­
cent in 3 years.1 A study of Veterans Admini­
stration (VA) patients who received a PEG tube 
over a two-year period showed that almost a 
quarter of the patients died during the hospital­
ization in which the PEG tube was placed. Of the 
group of patients in this study, the median sur­
vival was only 7.5 months. The results of the VA 
study indicate that PEG tubes are placed in 

severely ill patients who have a very poor life 
expectancy, many of whom are terminally ill.2 The 
conclusions of the study's authors demand care­
ful reflection: "The substantia! mortality rates 
may be reason to consider that some enterally ied 
patients who do not have swallowing disorders 
are not dying because ot" a lack of nutrition, but 
rather, lack the need to eat because they are 
dying."3 

ETHICAL GROUNDING FOR DECISION MAKING 
ABOUT ARTIFICIAL NUTRITION AND HYDRATION 
For Catholic health care, sound medical decision 
making requires good clinical judgment and a 
conscience informed by the teachings of the 
church. Appropriate sources for authoritative 
teaching about artificial nutrition and hydration 
include the Ethical and Religious Directives for 
Catholic Health Care, the 1993 statement 
"Nutrition and Hydration: Moral and Pastoral 
Considerations" from the United States Confer­
ence of Catholic Bishops Pro Life Committee, 
und the remarks on this topic by Pope John Paul 
II made on October 2, 199<S, during the ad 
limina visit of a group of bishops from the 
United States. All three documents show sub­
stantial agreement on the presumption in favor 
of medically assisted nutrition MK\ hydration. 

The Ethical and Religious Directives state, 
"There should be a presumption in favor of pro­
viding nutrition and hydration to all patients, 
including patients who require medicalk assisted 
nutrition and hydration, as long .is this is of suffi­
cient benefit to outweigh the burdens involved to 
the patient."4 The Holy Father echoes the pre­
sumption in favor of nutrition and hydration. He 
differentiates between the right to refuse 
overzealous treatments that prolong dying "from 
the ordinarv means of preserv ing life, such as 
feeding, hydration, and normal medical care." 
Pope John Paul's statement is similar in tone and 
content to the Ethical and Religious Directives: 
". . . while giving careful consideration to all the 
factors involved, the presumption should be in 
favor of providing medically assisted nutrition 
and hydration to all patients who need them."' 

Clinicians looking for guidance from these 
documents need to focus on their responsibilitv 
as physicians. Only physicians have the compe­
tence to make medical decisions. Neither the 
bishops nor the Holy lather have the compe­
tence to make a medical decision. The bishops 
and the pope do, however, have the responsibility 
of authoritative moral teaching. Thus, they con­
sider the tradition of the church and the situation 
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Of the times when [flaking recommendations 
about what is appropriate from an ethical per­
spective. Our times are filled with considerable 
challenges to respect for the dignity of the human 
person. These can be seen in attitudes in favor of 
euthanasia of the sick and elderly, for example, 
and in a callous lack of concern for the basic 
needs of those who cannot care for themselves. 

All the statements mentioned above make it 
clear that food and water must be made available 
to people who can eat or drink. For those individ­
uals who cannot eat or drink, a presumption in 
favor of medically assisted nutrition and hydra 
tion exists. As authoritative teachers who guard 
the faith, the bishops and the Holy Father must 
protect the value of life from conception to natu­
ral death; thus they make this presumption clear. 
But this does not translate into a requirement 
that a feeding tube be used in every clinical situa­
tion. As Pope John Paul II stated, careful consid­
eration must be given to all the factors involved 
in the decision, meaning that the medical details 
of the case are crucial. 

The word presumption means what it custom­
arily means. It is not a rule without exceptions. A 
presumption in favor of medically assisted nutri­
tion and hydration means that clinicians should 
use feeding tubes unless a good reason to the 
contrary, based on their knowledge and experi­
ence, exists. Creditable reasons that would over­
rule a presumption in favor of tube placement 
include: 

• A medical contraindication to tube placement 
• A prudent medical judgment that medically 

assisted nutrition and hydration would not likely 
change the outcome (the patient is dying from AU 
underlying condition and tube placement would, 
at best, prolong the dying process or possibly 
even hasten death) 

• A decision that the burdens of the treatment 
would outweigh the benefits 

Thus, the presumption in favor of medically 
assisted nutrition and hydration is not relevant 
when a person is in the last days of battling cancer 
or a terminal illness, such as severe congestive 
heart failure. The results of studies of Medicare 
beneficiaries and VA patients also suggest that the 
presumption has less force in persons who have a 
limited life expectancy because of medical illness­
es and poor functional status. 

MAKING CLINICAL DECISIONS 
How does one synthesize clinical experience A\U\ 
church teaching into actual clinical decision mak­
ing? A few rules of thumb may be helpful. 

• Always make sure that persons who can swal­
low receive oral fluids and food. Removing food 
and fluids from those who can eat and drink on 
their own or with the assistance of another per­
son is never appropriate. 

• Do not offer medically assisted nutrition MM.\ 
hydration to those whose failure to eat or drink is 
part of the last stages of dying, such as with ter­
minal cancer or advanced congestive heart failure. 
In these cases, the burdens of medically assisted 
nutrition and hydration are extremely high and 
benefit is minimal. These t rea tments could 
potentially cause premature death and increase 
suffering. 

• Be cautious in using feeding tubes in persons 
with end-stage dementing illnesses or multiple 
medical illnesses and limited functional status. 
The benefits are uncertain and the burdens are 
not trivial. 

• Use feeding tubes in situations of transient 
swallowing problems with a reasonable hope of 
recovery. For example, an older individual with 
moderate Parkinson's disease may, in the setting 
of a flu-like illness, have a severe exacerbation of 
Parkinson's and difficulty swallowing. This can 
lead to a vicious cycle in which the person cannot 
take the ami-Parkinsonian medication. In this set 
ting, a feeding tube can allow for administration 
of medication, preservation of fluid and elec­
trolyte balance, and recovery of function. 

• The use of feeding tubes in PVS remains con­
troversial. Because a period of time is necessary to 
make the diagnosis, presume the placement and 
use of a feeding tube at least as a trial measure to 
see if any recovery of function occurs. 

• Remember that the presumption in favor of 
medically assisted nutrition and hydration is like 
the presumption in favor of resuscitation in the 
setting of cardiac arrest. It is strongly favored, 
but some situations exist in which it makes no 
sense and may be clinically wrong. 

• A key factor in placing feeding tubes is 
informed consent. In the United States, a tube 
cannot be placed without the agreement of the 
patient or his or her surrogate. In Catholic 
health care insti tutions, a person can refuse 
therapy when he or she, making a free and 
informed decision, feels the burdens outweigh 
the benefits, unless withholding or withdrawing 
the procedure would be contrary to Catholic 
moral teaching." Those cases in which the care-
giving team believes a feeding tube is strongly 
indicated and that the patient or surrogate is 
not free or informed—or the action is contrary 
to Catholic moral teaching—necessitate institu-
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Reflective Leadership 
• is a formation process 

• means leading an organization 

and its people through 

spirit-based values 

and focused ego 

• incarnates the spirit inherent 

within the organization's 

mission and core values 

• achieves success while 

maintaining peace of mind 

tional review and discussion, leading to 
the establishment of policy on the han­
dling of such cases. 

STRUGGLES OVER MEDICALLY ASSISTED 
NUTRITION AND HYDRATION AS A SIGN 
OF THE TIMES 
Discussions of medically assisted nutrition 
and hydration may have unfortunately 
kept those of us in Catholic health care 
from looking more carefully at the under­
lying issues. We live in a society character­
ized by powerful and contradictory ten­
dencies. These include an increasing dis­
respect tor life, open support for euthana­
sia M~\d assisted suicide, and conversely, a 
highly aggressive technological approach 
to medical problems, especially in the care 
of the dying, that may provide a narrow-
answer but ignore the patient's greater 
needs. Those who care for the elderly and 
chronically ill, or for other patients for 
whom a decision about feeding tubes and 
medically assisted nutrition and hydration 
is not uncommon, must carefully examine 
the issues beneath the surface that can 
drive feeding tube placement. 

We need to look more closely at how 
we approach feeding difficulties in our 
ins t i tu t ions . Feeding a person with 
dementia can be very time consuming. 
Some feeding tube decisions may be 
made because of a lack of staff" necessary 
for hand- feed ing . We should make 
staffing decisions anil create care plans to 
ensure that these basic needs are met, 
although that will not be easy. Some 
nursing home administrators feel forced 
to push for feeding tubes out of a con­
cern that state officials will treat weight 
loss and dehydration in nursing home 
residents with punitive sanctions. Some 
may make that attempt. Catholic health 
care, however, would do this nation a 
service by developing care protocols that 
emphasize a variety of interventions that 
make it clear that residents are not 
neglected and that ordinary means arc 
used to provide nutrition and hydration 
to persons who, for a variety of reasons, 
have difficulty eating and drinking. 

We also need to consider that difficul­
ties with nutri t ion and hydration are 
often a sign that a person is approaching 
the end of life. These difficulties will not 

cause death. In the care of older persons 
with advanced dementia or other late 
stage illnesses, the underlying approach 
should be one of palliative care. 
Determining whether use of a feeding 
tube makes sense is vital. Bringing family 
members into care planning is wise. 
Encouraging family members to assist 
with feeding and other aspects of pallia­
tive care can help assuage guilt and alle­
viate d e m a n d s for technologica l 
response to the commonly expected 
decline that comes at the end of life. 

Finally, some of these situations are 
ambiguous. If the care of patients was 
clear-cut, our decisions would be sim­
pler. But it is not, and the church real­
izes that good people can only do their 
best. The teaching of the bishops and 
the I loly Father about a presumption in 
favor of medically assisted nutrition MK\ 
hydration does not remove clinical ambi-
guity. Rather, it means that physicians 
and other caregivers need to grow in skill 
and competence and pay careful atten­
tion to individual circumstances, which 
are fundamental to making decisions for 
a particular patient. Efforts also need to 
be redoubled to provide care, comfort, 
and solace for people who are facing the 
end of life. a 
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This is the day 
I first fasted snow. 

And my sister made 
a castle of it. 

And my dad rolled around in it. 

This is the day we all got 
to forget I was sick. 
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