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INTRODUCTION

Since it was described in 1980 (1), percutaneous
endoscopic gastrostomy (PEG) has been a widely
used method for insertion of a gastrostomy tube in
patients who are unable to swallow or maintain
adequate nutrition. PEG is a safe and easy met-
hod and has a low mortality and complication rate
(1). Buried bumper syndrome is a rare and unusu-
al complication of PEG and was first described by
Klein et al. in 1990 (2). The condition results from
excessive tension between the external and inter-

nal bumpers. This leads to mucosal erosion and
embedding of the internal bumper in the gastric
wall, causing obstruction to feeding. Several attri-
buting factors may predispose the internal bum-
per to embedding in the gastric or abdominal wall
(3). Removal of the PEG tube with its buried bum-
per and re-insertion of a new tube is often neces-
sary. Several reports on the non-operative mana-
gement of the buried internal bumper have been
published (4-6). We report a case of buried bumper
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Perkütan endoskopik gastrostomi enteral beslenmede mortalite
ve komplikasyon oran› çok düflük olan kolay ve güvenli bir yön-
temdir. Buried bumper sendromu, perkütan endoskopik gas-
trostominin nadir ve geç komplikasyonlar›ndan biridir. Bilate-
ral bazal ganglion hasar› olan, oral yoldan beslenemeyen ve bu
nedenle tüple beslenme ihtiyac› olan 80 yafl›ndaki bir erkek has-
taya klini¤imizde pull tekni¤i ile beslenme tüpü tak›ld›. Bu
hasta yaklafl›k 1 y›l sonra klini¤imize tüpün t›kanmas› ve peris-
tomal sellülit nedeniyle yat›r›ld›. Yap›lan endoskopide midenin
ön duvar›nda kabar›kl›k olmas›na ra¤men perkütan endosko-
pik gastrostomi tüpünün iç mantar› görülemedi. Bat›n tomog-
rafisinde de iç mantar›n bat›n duvar› içinde gömülü oldu¤u gö-
rüldü. Tüp herhangi bir insizyon yap›lmadan eksternal traksi-
yonla çekildi ve baflka bir alandan yeni bir perkütan endosko-
pik gastrostomi tüpü tak›ld›. Daha sonraki 9 ayl›k takipte  bafl-
ka herhangi bir problem yaflanmad›. Eksternal traksiyonla ç›-
kar›labilen iç mantar› olan flexiflo inverta tip perkütan endos-
kopik gastrostomi tüpleri buried bumper sendromu için yarar-
l›d›r. Gömülen mantar herhangi bir endoskopik ya da, cerrahi
bir müdahale olmadan eksternal traksiyonla  kolayl›kla ç›kar-
t›labilir.

Anahtar Kelimeler : Perkütan endoskopik gastrostomi,
buried bumper sendromu 

Percutaneous endoscopic gastrostomy is a safe and easy method
and carries a low mortality and complication rate. The buried
bumper syndrome is a rare and late complication of percutaneo-
us endoscopic gastrostomy tube placement. An 80-year-old man
with bilateral basal ganglia bleeding was unable to swallow sa-
fely and required tube feeding. A Flexiflo Inverta percutaneous
endoscopic gastrostomy tube was successfully inserted by pull
technique. One year later, he was readmitted to our clinic be-
cause of nonfunctioning tube and peristomal cellulites. Endos-
copy demonstrated dimpling of the gastric mucosa on the ante-
rior wall of the stomach. Abdominal computed tomography re-
vealed the bumper to be buried in the abdominal wall. The tu-
be was removed by external traction, without any abdominal in-
cision, and a different site was used for the insertion of a new
percutaneous endoscopic gastrostomy tube. No further problems
were encountered over the follow-up period of nine months. As a
result, the Flexiflo Inverta percutaneous endoscopic gastros-
tomy tubes with externally removable internal bumpers were fo-
und useful in the treatment of buried bumper syndrome, and
the buried bumper was easily removed by external traction wit-
hout any endoscopic or surgical methods. 

Key words: Percutaneous endoscopic gastrostomy,
buried bumper syndrome.
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and external bumpers leading to gastric ulcerati-
on at the bumper site, which is the main factor in
buried bumper syndrome. Other factors include
the physical characteristics of the internal bum-
per, increased abdominal wall thickness and ex-
cessive traction on the tube involuntarily (6, 7). A
long interval is generally required for the occur-
rence of ischemic necrosis of the gastric mucosa
and the complete coverage of the internal bumper
by gastric mucosa. The syndrome usually becomes

syndrome as a late complication of PEG place-
ment. We removed the buried bumper by external
traction without the need for endoscopic or exter-
nal incision and placed a new PEG tube in a diffe-
rent tract.

CASE REPORT

An 80-year-old man was admitted to the Neuro-
logy Unit of our hospital in July 2001 due to
hypertensive bilateral basal ganglia bleeding. He
had a difficult course complicated by coma and bi-
lateral bulbar paralysis, requiring intensive care
treatment. A tracheostomy tube had been inser-
ted. He was unable to swallow safely and required
tube feeding. A PEG tube (Flocare PEG Set Nutri-
cia Healthcare S.A., The Netherlands) was inser-
ted using the pulling technique. No complication
developed related to the PEG during the hospita-
lization period and the patient was discharged
with medical therapy. Two years later, he was ad-
mitted to our clinic with deforming tube. The PEG
tube was evaluated and replaced with a new PEG
with a soft silicone, externally removable internal
bumper (Flexiflo Inverta-PEG 20 Fr, Abbott Labo-
ratory, Columbus, OH, USA). One year later, he
was readmitted to our clinic because of nonfunctio-
ning tube and peristomal cellulites. On examinati-
on, the stoma site was reddish, and at endoscopy,
we were unable to see the internal bumper. Endos-
copy demonstrated dimpling of the gastric mucosa
on the anterior wall of the stomach (Figure 1). We
could not inject fluid under pressure through the
gastrostomy tube. Abdominal computed tomog-
raphy (CT) revealed the bumper to be buried in
the abdominal wall (Figure 2). According to these
findings, a diagnosis of buried bumper syndrome
was established. The tube was removed by exter-
nal traction, without any abdominal incision, and
a different site was used for the successful inserti-
on of a new PEG tube by pull technique. At the sa-
me time, we started cephazolin sodium (1 g i.m.
for 5 days) for peristomal wound infection. The ori-
ginal tract was completely closed in 10 days. No
further problems were encountered over the fol-
low-up period of nine months.

DISCUSSION

The buried bumper syndrome occurs when the in-
ternal bumper of a PEG tube erodes through the
stomach wall into the subcutaneous tissues, and
migrates out of stomach (3). It probably occurs as
a result of excessive tension between the internal

FFiigguurree  11.. Endoscopic view of the anterior wall of the stomach
showing dimpling of the gastric mucosa

FFiigguurree  22.. Abdominal computed tomography revealed the
bumper (arrow) buried in the abdominal wall
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apparent two to four months after gastrostomy tu-
be placement (2, 6). However, Frascio et al. (8) re-
ported an interval of as long as seven years. In the
present patient, the interval between the insertion
of the tube and the occurrence of this complication
was one year. The incidence of buried bumper
syndrome has been reported as 1.5% to 1.9%
(9,10). At our institute, we performed PEG tube
placement in 184 patients for various reasons bet-
ween 1999 and 2006, and this complication was
encountered in 1 patient (0.6%). Inability to infu-
se feeding solution through the tube, peritubular
leakage and abdominal pain are the most common
manifestations of buried bumper syndrome (4, 6,
8). Most of the cases can be easily diagnosed en-
doscopically, with findings of nonvisualization of
the internal bumper, and on physical examination
(4, 6). In addition, abdominal CT or endoscopic ul-
trasound (EUS) of the gastric wall can reveal the
bumper buried in the abdominal wall, and can fa-
cilitate its localization. CT or EUS imaging provi-
des valuable additional information in deciding
whether a surgical or endoscopic approach should
be attempted to remove the PEG (11, 12). In the
present patient, CT revealed the burial level of the
internal bumper in the abdominal wall. The “ne-
edle-knife” technique, first described by Ma et al.
(9), had been used for removing the PEG tube in
the management of buried bumper syndrome.
Another method was described by Frascio et al. (8)
in which an external superficial incision is made
around the PEG exit site, under local anesthesia,
until the internal bumper is exposed. This method
can be used if the internal bumper is embedded in
the superficial abdominal wall. In recent years, an

externally removable PEG tube with a soft end
retrieval internal bumper has been widely used
(13). In a case report, two cases of the buried bum-
per syndrome were successfully managed by simp-
le external traction without any incision and a
new PEG tube was inserted in the same tract (4).
We managed to remove the bumper using this
technique. The tube was removed by external trac-
tion, without any abdominal incision. However,
because of the peristomal cellulites, we were unab-
le to use the same tract and a new PEG tube was
inserted in a different tract. A buried bumper can
result in very serious complications, such as perfo-
ration of the stomach, peritonitis and death, as in
one case report (11). The physician and the caregi-
vers must be careful after gastrostomy tube place-
ment. To prevent buried bumper syndrome, it is
advisable to allow for an additional 1.5 cm betwe-
en the external bumper of the PEG tube and the
skin to minimize the risk of pressure necrosis. The
PEG tube is periodically pushed in and out of the
stomach for 1 to 2 cm and rotated to make sure the
internal bumper is not becoming buried in the sto-
mach wall. The length of the tube protruding be-
yond the abdominal wall should be examined at
regular intervals so that migration can be recogni-
zed (4, 6, 9).

In conclusion, physicians should be aware of this
uncommon but serious complication of PEG place-
ment and of the various approaches for removing
the buried bumper. Removing the PEG tube by ex-
ternal traction without abdominal incision can re-
solve buried bumper syndrome easily, especially
in cases in whom retrieval type PEG tubes have
been inserted.
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