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INTRODUCTION

Artificial enteral tube feeding systems are usually considered for medium and long-term nutrition 
of patients, where oral intake is impossible or inadequate to meet their needs.[1] In those patients 
with a functional gastrointestinal system, the enteral route is preferred over the parenteral ones. 
The most common type of enteral feeding is gastric tube feeding. Access to the stomach could 
be through surgical, endoscopic, or radiological means. Since it was first introduced in 1980, 
percutaneous endoscopic gastrostomy (PEG) has been proven to be superior to various types of 
surgical gastrostomy.[2-4] PEG is a technically simple and cost-effective procedure with associated 
minimal complications. It has become one of the most commonly performed upper therapeutic 
gastrointestinal endoscopic procedures, giving rise to concern about its non-beneficial use in some 
clinical scenarios, particularly patients with advanced dementia and very short life expectancy.[5] 
Conversely, there is a dearth of sufficient endoscopy capacity in Sub-Saharan Africa, even for basic 
endoscopic services.[6] Therefore, publications on PEG emanating from this region of the world are 
quite scanty indeed.[7-9] This manuscript aims to contribute to this body of knowledge.

ABSTRACT 
Objectives: Percutaneous endoscopic gastrostomy (PEG) is a well-established endoscopic procedure that is used 
predominantly to create enteral access for feeding. Its use has not been widespread in Nigeria despite its efficacy. 
This study is done to review the early experiences in the use of PEG in Federal Medical Centre, Owerri and Carez 
Clinic, Owerri.

Material and Methods: This is a 4-year retrospective cross-sectional study of patients who had PEG from January 
2015 to December 2018. The indications, complications, and outcomes of the procedure were analyzed.

Results: A  total of 13  patients had pull-type gastrostomy during this period. Six (46.1%) patients had the 
procedure on account of neurologic disorders, 4  (30.8%) patients had esophageal tumors, while 3  (23.1%) 
patients had esophageal motility disorders. The overall success rate for PEG tube placement was 100%. The 
most common complication was superficial skin infection 30.8% (4/13). No mortality was attributable to the 
procedure.

Conclusion: PEG is still not commonly done in our setting, but it is a relatively safe procedure. Physicians should 
be encouraged to offer it to our teeming patients with neurologic disorders who may benefit from it.
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MATERIAL AND METHODS

We carried out a cross-sectional study with a retrospective 
review of all cases of PEG performed at Federal Medical Centre, 
Owerri and Carez Clinic, Owerri. These are the two centers 
known to have performed this procedure in the city within the 
specified period of January 2015–December 2018. The patient 
medical records were reviewed and the following information 
was extracted: The patient sociodemographics, indications, 
complications, and outcomes of the procedure. Supplementary 
information was gotten from phone calls to the patient or next of 
kin. Ethical approval for this study was obtained.

Two gastroscopes: Olympus CV-170 and Pentax FG-29 were 
utilized in performing the PEG, which were done under 
conscious sedation with midazolam coupled with abdominal 
skin infiltration with 1% lignocaine. The lead author 
performed all the procedures.

RESULTS

A total of 13  patients underwent PEG within the study 
period. The age range of the patients was 12–78 years. There 
were seven male and six female. The ASA physical status 
classifications were variable: II-IV [Table 1]. Six (46.1%) 
patients had the procedure on account of neurologic 
disorders, 4  (30.8%) patients had esophageal tumors, while 
3  (23.1%) patients had esophageal motility disorders. The 
procedure was attempted in only cases, where the gastroscope 
could pass into the stomach. PEG was successfully carried out 
in all patients. In one patient with an obstructing esophageal 
tumor, the procedure succeeded after the gastroscope enabled 
dilation of the esophagus [Figures 1 and 2]. Among the cases 
of oesophageal motility disorders, is a 49-year-old patient 
presenting with achalasia and protein energy malnutrition. 
He had PEG before the definitive procedure. There was no 
procedure-related mortality. The patients were followed up 

for a period ranging from 2 to 15  months. Three patients 
resumed oral intake within the follow-up period and the 
gastrostomy tube was removed. Peristomal superficial skin 
infections occurred in 30.8% (4/13) of the cases, while one 
patient had tube blockage which was successfully reopened 
with sodium bicarbonate.

DISCUSSION

PEG, when feasible, is the procedure of choice whenever 
gastrostomy is needed. Its popularity is due to certain 
unique features of the procedure. It is safer, faster, cheaper, 
easier to perform, and less prone to morbidity than open 
gastrostomy.[3,5] It rarely requires general anesthesia and can 
be comfortably performed at patient’s bedside. However, 
open surgical gastrostomy (OSG) is more readily resorted to 
in resource-sensitive countries, where access to endoscopic 

Table 1: Patient characteristics.

Variable n=13

Age (years) 54±17.14
Gender (Male/Female) 7/6
ASA classification (%)

ASA II 1 (7.7)
ASA III 10 (76.9)
ASA IV 2 (15.4)

Indication for PEG (%)
Oesophageal motility disorder 3 (23.1)
Esophageal tumor 4 (30.8)
Neurologic disorders 6 (46.1)

Complications
Tube blockage 1
Peristomal skin infections 4

PEG: Percutaneous endoscopic gastrostomy

Figure  1: The internal bumper of percutaneous endoscopic 
gastrostomy tube deformed as it passes through an esophageal 
tumor.

Figure 2: The internal bumper abutting on the gastric wall.
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physicians and materials remains a challenge.[10,11] It is also 
noteworthy that there is no appreciable difference in mortality 
outcomes between PEG and OSG. In fact, there may be an 
advantage for OSG in immunocompromised patients.[12] 
Furthermore, a laparoscopic gastrostomy is also a feasible 
and safe, even if an expensive option that potentially has the 
capacity for decreased gastrointestinal complications.[13] This 
is because the gastrostomy tube passage into the peritoneal 
cavity is done under direct vision.

Our study did not record any 30-day mortality. This is most 
likely attributable to the type of patients selected for PEG 
in our series. Procedure-related mortality is uncommon. 
Most series report 0% mortality, although it could approach 
1%.[7,14] In high volume centers with liberal and optimal access 
to PEG services, 30-day mortality may range from 9% to 
31%.[15,16] These are usually deaths from the advanced primary 
condition and underlying comorbidities. Moreover, in our 
series, the mean ASA class of the patients was 3.08. Only two 
patients had a classification of 4. It has been shown that a high 
ASA score is a short-term predictor of mortality post-PEG.[17]

The wound infection rate of 30.8% in our series may seem 
high. However, we did not record any major complications. 
This may be understandable due to the limited number of 
cases that were done. Moreover, our limited experience may 
have led to less than optimal patient education on the care of 
the gastrostomy tube. The pull technique used in our study 
is associated with a higher infection rate, where the tube 
has to pass through contaminated obstructive aerodigestive 
lesions. A recent study of PEG in patients with head and 
neck cancers shows the overall complication rate to be 36.9%. 
Tumor implantation at the stoma site is a rare complication 
of PEG. Seeding from the contact of the internal bumper 
of the tube with tumor cells may account for the majority 
of cases, whereas the hematogenous and lymphatic spread of 
primary tumor may also be contributory.[5,15] There was no 
case of tumor seeding in our series. This is due to the limited 
size of our study population and the short duration of follow-
up. Reports suggest that it takes up to 9  months for this 
complication to manifest. However, it is suggested that the 
introducer technique of PEG insertion should be preferred 
over the pull-type in patients with large obstructive lesions.[18] 
Placement of pre-operative PEG in patients with esophageal 
cancer is controversial, but it has also been shown that it does 
not increase postoperative complications and mortality in 
these patients. It could assist in neoadjuvant therapy for these 
patients. Access to esophageal stents ant its management may 
also be problematic in resource-poor countries.

The proportion of neurologic indications of PEG TUBE 
was 46.1% which compared favorably with 48.7% from a 
report involving 359  patients over 7  years.[15] However, it 
falls short of the 80–90% in larger series.[7,19,20] It is suspected 
that there is inertia on patients’ relatives consenting to 

gastrostomy, especially when they may not readily appreciate 
its efficacy. This is in spite of evidence showing the safety 
and effectiveness of PEG over prolonged nasogastric tube 
feeding in patients with dysphagic stroke.[21] The earliest 
time a patient with stroke had PEG insertion in our series is 
7 weeks, in contrast to the recommendation that PEG feeding 
should be considered after 2–3 weeks of nasoenteric feeding.

A literature search showed that there has only been one 
publication of case series on PEG in Nigeria.[7] This work 
should stimulate interest in carrying out prospective studies 
on this procedure in our environment. Ultimately, more 
informative local data on PEG  will be generated.

CONCLUSION

Our results show that PEG is a safe procedure even in centers 
with a limited experience like ours. The onus is on our 
physicians to recommend it to a greater number of eligible 
patients. This also presupposes that endoscopy services 
should be expanded by the relevant authorities.
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