
Against the Flow: Tube Feeding and Survival in 
Patients with Dementia
Daniel D. Buff, MD FACP CNSP

During the past several years, arti-
cles have appeared in almost every 
major medical journal reviewing the 

use of enteral feeding tubes in patients 
with dementia.1–10 These articles have 
uniformly concluded that there is little 
evidence demented patients benefit from 
enteral feeds and, in fact, tube feedings 
may actually harm such patients. Indeed, 
some authors have stated that the stan-
dard of care should now be to withhold 
tube feedings in the setting of late stage 
dementia.2–4

Despite these conclusions, enteral 
feeding of demented patients contin-
ues, and many physicians and caregiv-
ers still favor the use of feeding tubes 
in cognitively impaired patients. There 
appear to be several reasons for this dis-
cordance, but paramount among them is 
one simple fact that is difficult to contest: 
When a patient with dementia cannot or 
will not eat and drink, how is it possible 
that providing nourishment via a simple, 
usually well-tolerated means has not 
been shown to provide any meaningful 
benefits?11 Given that patients who do 
not drink would be expected to die from 
dehydration in 7–10 days,12 and that the 
median survival of tube-fed dementia 
patients is more than 6 months,2,13,14 can 
one rationally conclude that tube feeding 
does not provide a survival benefit?

These questions are difficult to answer. 
There has never been a randomized, con-
trolled, prospective trial of survival related 
to tube feedings in patients with dementia. 
Because of ethical, religious, and techni-
cal reasons, a study with this design will 
probably never be attempted.1–10 Studies 

available for analysis have been mostly 
observational retrospective cohort trials 
with small patient populations and mini-
mal power. This article will analyze the 
available literature regarding survival of 
tube-fed patients with dementia, present-
ing a balanced view of the data. For the 
purposes of the review, I excluded older 
studies that include small, diverse patient 
populations. Also excluded were studies 
that include patients fed predominantly by 
nasogastric tube (NGT). This latter choice 
was made because the majority of enteral 
tubes currently placed are percutaneous 
endoscopic gastrostomy (PEG) tubes, and 
there appear to be significant differences 
in complications and possibly survival in 
patients fed via the two types of tubes.15–19

Review of Study Data
Mortality is high in patients who have 

reached the stage in their dementing 
illness that they require artificial nutri-
tion. In large cohort studies of patients 
receiving feeding tubes for a variety of 
conditions, the median survival is 7.5 
months;20 30-day mortality, 20%; 1-year 
mortality, 50%–60%; and 3-year mortal-
ity, 80%.7,13,14,20 Data limited to patients 
with dementia show similar or worse 
survival statistics.21–25

Although these data show that mor-
tality is high in patients with dementia 
who required tube feeding, the ques-
tion is whether tube feeding provides 
a survival benefit. To answer this ques-
tion, six recent studies were located that 
compared survival of tube-fed dementia 
patients with a similar control group of 
dementia patients who were not tube 

fed. Although these are the best studies 
identified on the topic, randomization 
was not performed; studies were gener-
ally retrospective in nature; and some 
patient populations did not exclusively 
comprise patients with dementia.

Bourdel-Marchasson and colleagues 
reported early and late mortality in a 
group of 108 frail nursing home patients 
(about half of whom were demented) who 
required artificial nutrition. Fifty-eight 
patients who received PEG tubes were 
compared with 50 other patients who were 
not tube fed based on the decision of staff 
and family. Early mortality at 2 months 
was 12%–14% in both groups. However, 
cumulative mortality at about 1 year was 
45% in the PEG-treated group and 66% 
in the nonPEG-treated group. Although 
this difference did not reach statistical sig-
nificance, the possible survival benefit of 
tube feeding in this study may have been 
underestimated. This is because the tube-
fed and control patients differed in several 
ways, with the tube-fed patients appear-
ing to have a greater risk of death. For 
example, tube-fed patients had a higher 
rate of cognitive impairment and higher 
frequency of pressure ulcers.26

Important work on this subject has been 
conducted by Mitchell and colleagues 
who performed two large studies of 
nursing home patients from Washington 
state. They utilized the Minimum Data 
Set (MDS), a clinical assessment instru-
ment that the Health Care Financing 
Administration requires to be completed 
for nursing home residents on admis-
sion and updated on a quarterly basis. 
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Their first study focused on 1,386 patients 
with recent progression to severe cognitive 
impairment, most of the decline presum-
ably due to dementia. About 10% of these 
patients received feeding tubes, while 90% 
did not. With a median follow-up of 1.5 
years and after controlling for independent 
risk factors for tube placement, survival in 
the two groups did not differ.27

Mitchell and colleagues then expanded 
their study of the MDS to include 5,266 
nursing home patients with chewing and 
swallowing problems. About half of these 
patients also had dementia. Again, 10% 
of patients received feeding tubes and the 
patients who did not formed the control 
group. This study found that 1-year mor-
tality was higher in patients who received 
a feeding tube than in patients who did 
not receive a tube, although survival in 
both groups was significantly better than 
in most other studies. In this patient popu-
lation, approximately 80% of those with a 
feeding tube were alive at 1 year, whereas 
more than 90% of those without a feeding 
tube survived to the end of the study.28

The results of the two studies by Mitchell 
and colleagues are important, but their sig-
nificance and relevance are limited by study 
design.27,28 Administrative database studies 
may be inherently flawed because the data 
are collected at fixed times during the year 
and important data between these times are 
not collected. These data are supplied by a 
variety of sources that may exhibit provider 
bias.29 In addition, because individual patients 
were not evaluated personally by Mitchell 
and colleagues, the patients who received 
feeding tubes may have been sicker than 
those who did not. If this was indeed the case, 
it would not be surprising if tube-fed patients 
demonstrated similar or higher mortality. 

An analysis of the clinical data presented 
in the two Mitchell studies does indi-
cate that tube-fed patients were sicker on 
study entry. When compared to the control 
patients, those given enteral tube feeds had 
a higher degree of cognitive dysfunction, 
a lower functional status, and a poorer 
nutritional status. Another important point 
is that although their second study focused 
on patients with swallowing problems, the 
severity of swallowing disorders was not 
specified. It is probable that, based on the 
excellent 1-year survival data in the con-
trol group, patients who received feeding 

tubes in the second Mitchell study had a 
higher degree of feeding dependence than 
the control patients.27,28,30

To address some of these limitations, 
Rudberg and colleagues conducted a study 
of an updated version of the MDS, again 
focusing on nursing home patients with 
swallowing disorders and cognitive impair-
ment. Their study of 1,545 patients included 
only patients who became totally dependent 
on staff for feeding because of a swallowing 
disorder that developed during their nurs-
ing home stay. Almost all patients had some 
degree of cognitive impairment, and two-
thirds were severely impaired. A total of 
353 patients (23%) received enteral feeding 
tubes, and the 1,192 patients who did not 
receive a tube formed the control group. 

Unlike the studies reviewed so far, the 
treatment and control groups were closely 
matched in most clinical and demographic 
areas, including nutritional, cognitive, and 
functional status. In this study, 1-year mor-
tality was 50% in the tube-fed patients and 
61% in the control group, a statistically sig-
nificant reduction in the risk of death (risk 
ratio 0.71; 95% confidence interval). Even 
when the analysis was restricted to those 
patients with both swallowing disorders 
and severe cognitive impairment, mortality 
was significantly reduced by provision of 
an enteral feeding tube.30 Since the study 
by Rudberg and colleagues, two additional 
reports have been published, both of which 
did not find a survival advantage for tube 
feedings. These two studies add little to the 
discussion because study populations were 
small, control patients appear to have been 
sicker than tube-fed patients, and complete 
information about why tube feeding was 
withheld from controls is not available.23, 25

Therefore, a total of six studies (results 
in Table 1) have been located that used a 
control group to compare the effects of tube 
feeding on survival in patients with demen-
tia. Four of these studies showed no change 
in mortality; one showed increased mortal-
ity; and one showed decreased mortality. 

Discussion
Although the conclusions of the stud-

ies reviewed vary as to the survival effect 
of enteral feeding tubes in patients with 
dementia, it would be difficult to objec-
tively conclude that tube feeding increas-
es mortality in dementia patients. In fact, 
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after a careful review of the data, the 
studies may actually show a decrease in 
mortality. This is because in most cases, 
the studies cited included a control group 
that was not adequately matched to the 
tube-fed group for many important prog-
nostic factors. Usually the control patients 
were healthier from a neurologic, nutri-
tional, and functional standpoint. If one 
chooses to look positively at the data, it 
would appear that the tube-fed patients 
should have had a higher mortality than 
controls, yet mortality in most studies 
was the same. This may indicate a sur-
vival advantage for tube feeding. Such a 
conclusion is bolstered by that fact that in 
the only study in which tube-fed demen-
tia patients and controls were similar for 
important prognostic data, a statistically 
significant survival advantage for PEG 
tube feeding was demonstrated.30

Despite the lack of high-quality data in 
either direction and the significant degree 
of uncertainty about the benefit for tube 
feeding of dementia patients, review arti-
cles on the subject routinely discourage the 
use of feeding tubes in patients with end-
stage dementia.1–10 Most major articles that 
review tube feeding and cognitive impair-
ment were published before the Rudberg 
study,1–4,14 mention the study only briefly,6 
or do not reference the study at all.5,7,8–10

Conclusion
Before tube feeding of a patient with 

dementia is initiated, all other conserva-
tive means of providing nutritional support 
should be exhausted. However, in many 
patients with severe cognitive impairment, 
even the best efforts at oral feeding fail. As 
daunting as the numbers appear to some of 
the authors who reported them, about half 
of the cognitively impaired patients who 
require feeding tubes will be alive 1 year 
after artificial nutrition is begun, and, as 
this review demonstrates, the feeding tubes 
may have improved the odds of survival. 

The relatively positive conclusions of 
this article are in contrast to the vast 
majority of previously published reviews 
on the topic. The major reason for this 
position is an attitudinal one. I believe 
that if available data on the withholding 
of a basic necessity of life such as food 
and water is inconclusive, physicians 
should err on the side of providing tube 
feedings to dementia patients in need. In 
other words, the glass (or tube-feeding 
bag) is half full, rather than half empty, 
at least until the day that conclusive data 
one way or the other become available. 
Physicians should be certain that tube 
feeding does not benefit patients with 
late-stage dementia before this practice 
is routinely discouraged.
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Table 1. Studies Examining the Effect on Survival of Tube Feeding in Patients with Dementia

Study Year
Participants 

n
Dementia 

% Design Mortality Limitations
Bourdel-
Marchasson26

1997 108 50 Retrospective 45% PEG 
66% control*

Small study groups 
Control group sicker 

Mitchell27 1997 1386 100 Retrospective No change with tube feedings Database study 
Control group sicker 
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Control group sicker 
Unknown degree of swallowing disorders 
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61% control** 

Database study

Meier23 2001 99 100 Prospective No change with tube feeding How decision made for tube feeds unknown 
Control group sicker 
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Murphy25 2003 41 100 Retrospective No change with tube feeding No clinical data on study patients 
Small study groups 
Short survival compared to other studies

  * Difference not statistically significant. 
** Difference statistically significant.
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