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Özet: NÖROLOJIK HASTALIKLARA BAĞLI KOMP­
LET DISFAJJSJ OLAN HASTALARDA PERKÜTAN 
ENDOSKOPIK GASTROSTOMI 

Perkütaıı eııdoskopik gastrostomi (PEG) mutlak 
yutma güçlüğü olaıı 15 hastaya yapıldı. işlem tüm ua­
kalarda başarılı oldu ue hastalar iyi tolere ettiler. Üç 
hasta halen tüpü kullanmaktadır. 4 ha:;tada yutma 
güçlüğü kaybolduğu içiıı PEG işlemdeıı 5 ay soııra çı­
karıldı. 8 hasta temelde yataıı ha:;talığı ııedeııiyle 
öldü. Bu hastalarda tüp ortalama 110 güıı kaldı. Bir 
olguda insizyoııel iııfeksiyon oluştu başka da işleme 
ilişkiıı bir komplikasyon gözlenmedi. 

Özetle, PEG cerrahi ga:;trostomiye alterııatij' faydalı 
komplikasyonu az, ucuz bir yöntemdir ue aııatomik 
olarak özefagıısu normal yutma güçlüğü olaıı hastala­
ra yapılmalıdır. 

Anahtar Kelimeler: Perkütan endoskopik gastrostomi (PEG), 
endoskopi, disfaji 

Dysphagia is a major complication of stroke 
and a common problem not only in patients with 
central nervous system disorder but also in eld­
erly hospitalized patients. These patients are at 
risk of dehydratation, malnutrition and aspira­
tion pneumonia. N aso-gastric tube feeding is 
commonly undertaken to minimize these risks. 
Naso-gastric intubation is often distressing for 
patients, particularly as tube need regular resit­
ing. in a stroke un.it, an average of 12 tubes can 
be used for an intubated patient. it is expensive, 
uncomfortable and unaesthetic. 

Until the beginning of 1980, the only alternative 
to naso-gastric feeding was surgical interven­
tion, gastrostom:v, which requires laparatomy, 
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Suınınary: Percutaııeous eııdoscopic gastrostomy 
(PEG) was per/'ormed on 15 patieııts who wcrc com­
pletely dy:;phagic. Thc procedııre was succes:;fiıl and 
well tolcrated by all patieııts. Threc patieııts still lıaue 
had a fiuıctioııiııg PEG, tlıe loııgest oııe 20 weeks aııd 
the shortcst oııe 4 weeks after insertioıı, in foı.ır pa­
ticııts whose :;wallowiııg rccouered tlıc tube has beeıı 
remoucd 5 mont/ıs aftcr it:; iııscrtioıı. Eight patieııts 
subseqııeııtly died of their underlying disease, a meaıı 
of 110 days /ollowiııg PEG. There was aıı iıısicioııal 
iııfection oııly iıı oııe case aııd no oth.er procedure­
related complicatioıı. 

lıı coııclusioıı, PEG is a ıı.�efiıl alterııatiuc to sıırgical 
gastrostomy iıı paticııts with dysplıagia who lıaue aııa­
tomically normal csophagıı.�. 

Key Woı-ds: Percutaneous endoscopic gastrostomy (PEG), en­
doscopy, dysphabria. 

general anaesthesia and surgical team. Al­
though gastrostomy under endoscopic control 
had been fırst described in 1980 (1), we started 
to perform the PEG about 10 years later in dys­
phagic patients. We report our own experience 
with PEG, carried out in 15 patients over a 14 
months period. 

MATERIAL and METHODS 

We used "pull" PEG tube (Bard interventional 
Product, Tewksbury, MA) which contains a 
60.96 cm feeding tube with a 20 F lumen. Fol­
lowing a complete endoscopic examination in­
cluding duodenum, stomach and esophagus, the 
stomach is insuITTated to appose the gastric and 
abdominal walls. After loca] anaesthetic injec­
tion to the best profıtable area which is mostly 
left side of middle line of epigastrium a long 
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thread is introduced into the stomach under en­
doscopic observation, via a percutaneous cannu­
la, gripped by a biopsy forceps, pulled out 
through the patient's mouth and tied to the dis­
tal end of the gastrostomy tube. The thread is 
then used to pull the tube back through the pa­
tient's esophagus and stomach and out through 
the anterior abdominal wall. The intragastric 
end of the tube is held in place with an integral 
retention disc which also seals the inner wall of 
the stomach. A small fıxation plate keeps the 
tube in position on the anterior abdominal wall 
(Fig. 1-7). Ali procedures were undertaken in an 
endoscopy suit room by a team of two physicians 
(one endoscopist) and one nurse. PEG usually 
needed additional 15 minutes to the duration of 
standart upper gastrointestinal tract to com­
plete the procedure. There was no endoscopic 
difficulty particularly in esophagus during pro­
cedure. It should be noted that we needed to 
pass the endoscope again after the procedure to 
control the position of the catheter and the pas­
sage of tap water by irrigation. 

RESULTS 

We have performed PEG in 15 patients (9 male, 
6 female). Their mean age was 47 years and 
ranged from 21 to 63. Table I shows the cause of 
disphagia (Table il. The interval between the on­
set of the disease and PEG averaged 40 days 
and ranged from 25 days to 180 days. 

The procedure was succesfull and well tolerated 
by all patients. Technical problem was not en­
countered. No patients had esophageal or gastric 
lesions. Thus, we did not have diffıculty in per­
forming endoscopy. Local infection at the site of 
tube insertion developed only in one patient, and 
healed by antibiotic treatment. We did not use 
prophylactic antibiotics. in one patient we need­
ed to replace the gastrostomy tube because of 
blockage by crushed drugs. 

End9scope 
-----l=!V_Finger 

Fig 1: An .ındoscoptJ insuflale llıe stomach. 

V 
Needle 

Fig 2: 25 Gauge necdle ,mters tlıu stomach. 

Fig 3: A hiopsy forceps is grasped the wire. 

665 

Following the procedure of PEG, the ability to 
swallow was regained in four patients, allowing 
us to remove the tubes a mean duration of 4 
months after their insertion. These patients are 
doing well. Of the remaining 11 patients, 3 still 
have their tubes in situ, a median duration of 13 
weeks after the insertion. Tubes have been in 

:::__ _______,-

Fig 4: The wirn is pulled out. 
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Gastrostomy Tube P 11 t --> u ou 

Guidewir 

Fig 5: The tube is secured tıxtraorally to the wiı-e. 

Gastrosto y Tube 

ç__ ____ � __ 

Fig 6: Thc wirtı and thtı tuhe arc repullcd out. 

Endoscope Tube 

:::_ ____ ......, ___ 

Fig 7: The endoscope controls the posilion of Lhc tube. 

situ for longer than one month in 13 patients 
and longer than six months in three patients. 
Eight patients died of causes unrelated to the 
procedure. Four of them because of pulmonary 
disease, as a complication of myasthenia gravis 
developed before the procedure, and the remain­
ing 4 patients died of underlying disease. 

Fortunately, no patient devleoped peritonitis or 
other complications such as perforation of the co­
lon and bleeding which are the common compli­
cation in large series. 
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Tablo I: Underlying diseases in 15 patients with dysphagia. 

Undcrlying Discase 

Cercbro vascular accidcnt 
Myasthenia gravis 
Bulhar palsy 
Encephalitis 

Total 

DISCUSSION 

No. of Patients 

8/15 
5/15 
1/15 
1/15 

15 

Naso-gastric intubation are the common practice 
in patients admitted to the hospital because of 
various central nervous system disorders caus­
ing dysphagia such as cerebrovascular acci­
dents, severe trauma and myasthenia gravis. 
When they are needed for extended periods, not 
only naso-gastric tubes tend to become dislodged 
and needs to be resited but also all medical 
treatments were tended to be used parenterally 
which is expensive and potentially harmfu1. Like 
others (2-4), dissatisfaction with nasogastric in­
tubation prompted us to use alternative feeding 
strategies which are very popular in some coun­
tries but very rare in Turkey. In fact this series 
is too small, but is the first and largest series in 
our country. To populaTize this procedure, we at­
tempted to PEG because of its reported simplici­
ty, feasibility and low complication rate (5-6). 
The enteral route is the preferred method of nu­
trition in patients with a functional gastrointes­
tinal tract. To provide enteral feeding, PEG is 
the best way. Unlike surgical gastrostomy, there 
is no need for general anaesthesia, and laparato­
my which can be intolerable procedure in a pa­
tient with neurologic problem. But upper gas­
trointestinal endoscopy is tolerated well not only 
in elderly patients but also patients with ner­
vous system problem and we have found that 
the same applies to PEG. It was succesful in all 
our patients. in four patients with myasthenia 
gravis complicated with aspiration pneumonia 
before procedure, we encountered some difficul­
ties due to respiratory distress during endosco­
py. In some studies, the success rate varied from 
76% to 99% (6-7), with rates of greater than 90% 
in the majority. In a recent review of more than 
200 reported PEGs, the incidence of major com­
plication varied from 0% to 4%; the mortality 
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rate ranged from 0% to 2.5% (4). One patient in 
our series had insicional infection responding to 
antibiotic thera'py and, one patient needed the 
tube to be replaced because of blockage of the lu­
men. Late mortality following PEG does not re­
flect always technical success but reflects patient 
selection. in our series, no patient died of as a 
consequence of the procedure, 8 patients have 
subsequently died. The interval between PEG 
and death averaged 110 days and the 30 days 
mortality rate was 6% (one case), the reason for 
death was wıderlying disease and its complica­
tion such as pulmonary infection. At the begin­
ning, we encowıtered the resistance of doctors 
who are responsible for the patients' care. We 
agree with the suggestion of performing PEG 
earHer in a patient's course which might improve 
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nutritional status and thereby reduce the early 
death rate (4). 

During this procedure, it is also possible to de­
tect whether the patients have any upper gas­
trointestinal lesions such as peptic ulcer which is 
a contraindication for the use of steroids and 
gastric cancer which is common in elderly pa­
tients. After dissolving the acute neurologic pro­
blems, the patients can be discharged and this 
feeding tube can easily be used at home. 

The procedure is now well established and in our 
opinion is of considerable benefıt to patients 
with dysphagia due to neurologic disorders. it is 
an effective method to minimize the dissatisfac­
tion of naogactric tube, easily performed and 
have no serious complications. 
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