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INTRODUCTION

in the critically ill patients was
n the critically il patients was

Not unti +
disregarded, as the focus was primarily directed towards curative therapy
Nutritional supplementation was tNougnt 1o NAvE a iess siginiivani nipact o
the final outcome of the diseases. Later, physicians started to realize the role
nutrition plays in the recovery of patients. Malnutrition severely impairs the
prognosis, the healing, the therapeutic outcome, the quality of life, the hospital
stay, and thus the cost of care (1). There is a consensus in the literature that
early postoperative nutrition benefits surgical patients by decreasing septic
morbidity, maintaining immunocompetence, and improving wound healing
23)

Patients with head and neck cancers are at particular risk for malnutrition
during the whole course of their disease. Malnourishment is the result of
several local and systemic factors. Alcoholism, smoking and poor diet have a
high prevalence in patients with head and neck cancers leading to decreased
protein, vitamins and minerals uptake. Local tumor growth adds to these
problems by causing dysphagia, odynophagia, smell and taste distortion, and
aspiration. On the other hand increased metabolic rate of cancer cells and
accelerated protein catabolism require high calorie and protein diet to

maintain nutritional balance (4; 5). Surgery causes anatomical alterations,

pain, , and can to further worsening the ability
of proper alimentation. Mucositis, pain. edema. nausea and xerostomia as the
result of radio-, and chemotherapy all have an adverse effect on feeding (€:

7). Al of these factors finally deplete the protein and fat stores of the body.



leading to severe weight loss. impairing the immune function and resulting in
progressive protein-calorie malnutrition. For these reasons, patients with head
and neck cancer require continuous nutritional assessment and adequate
calorie-protein supplementation

between nutrition and cancer have several nther aspects

We know that deficiency of some nutrients in the body might predispose to
tumor growth, while the presence of others impedes it (8) ((9). However

details about these interactions are not the topic of this PhD.

ARTIFICIAL NUTRITION

Proper diet of patients with head and neck cancer is essential. "When the gut
works, use it” should be a common sense practice of physicians dealing with
nutritional care. Hence, total parenteral nutrition (TPN) is still provided, in
several instances to patients with well functioning gastrointestinal tract,
because of the ease and reliability of administration. Yet, more and more data
suggest in the literature that enteral feeding is not just more natural way of
administering food but also has a positive influence on the recovery of
patients (10;11). It seems that not only the quantity and quality of food that
matters, but also the route of alimentation. A normal well-fed intestine besides
absorbing nutrients, also maintains a protective barrier against intraluminal
toxins and bacteria. Peristalsis, secretory Immunoglobulin A, mucin and an
intact mucosa have a protective and supportive role to achieve this function
(12). It is shown in laboratory studies and animal experiments that starvation
causes changes in the structure of gastrointestinal mucosa, increases the



permeability to bacteria and toxins results in bacterial colonization and
translocation, and alters the immunologic function of the gut (13-15). Whereas
by enteral feeding gut mass stays unchanged (13). the metabolic. hormonal

(16) and immunologic (17;18) responses of gastrointestinal mucosa are

peseived. Capenmental (10) and progpective clinical triale (10° 11 20) in
trauma and burnt patients clearly show a reduced rate in risk of morbidity and
mortality in patients fed enterally. Randomized, controlled, prospective studies

demonstrated that enteral feeding compared to total parenteral nutrition, leads

to a significantly lower incidence of complications in surgical patients (10; 21).

ENTERAL FEEDING

There are number of ways to deliver food into the gastrointestinal tract (Table
1). To pick the best choice that suit patient the most, can be very difficult. It is
usually a decision based on several factors such as the patient's nutritional
state, type of disease, therapeutic plan and possible outcome. This PhD
focuses on percutaneous endoscopic gastrostomy and its aspects in head
and neck cancer patients.

The introduction of percutaneous endoscopic gastrostomy in clinical practice
by Gauderer and Ponsky in 1980 (22), has revolutionized our practice in

enteral feeding.



WAY OF ENTERAL FEEDING

|___Per orai

1l Tube feeding

1

2

Naso-gastric_-duodenal -jejunal

(Oro- gastric. -duodenal. -jejunal)

lII._Stomal feeding

1

2.

3

Table 1

Oesophagostomy

Gastrostomies

a Surgical open (Stamm’s)

b. percutaneous endoscopic

c percutaneous radiologic

d. percutaneous ultrasound guided
e. percutaneous CT or MRI guided
f. laparoscopic

Jejunostomies

a surgical

b. PEG with jejunal extension
c. laparoscopic

d percutaneous endoscopic
e needle catheter




Historica! background of PEG

Direct enterai access by gastrostomy, such as Stamm 5 or Janeway s surgical
procedures (23) were not new when percutaneous endoscopic gastrostomy
was developed In 19/9. Surgical gastrostomies were wel-aesuiived Nietiuds.
yet their use for enteral alimentation was not popular or widely employed
They required laparatomy and often general anesthesia that deterred
physicians and surgeons to use surgical gastrostomy “just” for obtaining
feeding access for patients with poor general condition or with debilitated
neurological state. In most cases, naso-enteric tubes were utilized in order to
provide alimentation. Dr. Jeffrey Ponsky, pediatric gastroenterologist and Dr.
Michael Gauderer pediatric surgeon, both worked in Cleveland. USA and
performed upper gastrointestinal endoscopy in smali children reguiarly for a
variety of indications. They noted the ease and simplicity with which the
anterior abdominal wall could be transilluminated, indicating the close contact
between the abdominal and gastric walls. This gave them the idea to work out
the details of a technique that would allow percutaneous puncture of the
insufflated and transilluminated stomach under endoscopic control for
gastrostomy tube placement. The original kit used was a home-made 16-F de
Pezzer latex tube with a tapered intravenous cannula fitted to its distal end
The first five cases (all babies) of percutaneous endoscopic gastrostomy were
presented at the annual meeting of The American Society of Gastrointestinal
Endoscopy in May 1980 (22) The method was welcomed and rapidly
recognized by the gastroenterologist, but initially looked upon with skepticism

by the surgeons. Soon PEG gained wide acceptance as a safe, simple and



efficient method of providing nutritional support in patients with variety of
pathologies. As experience accrued using this technique, potential risks.
complications. and benefits became more apparent. These were studied that

allowed further refinement of the technique Since its introduction.

modificati nprovements and adantations nf PEG hava heen niblished

continuously to reduce complications. and to broaden the indication. The

general indication for percutaneous er gastrostomy is in

table 2 (24). The maintenance of nutrition and fluid balance during the
treatment of head and neck tumors is one of the most important indications for
PEG placement. More than 216,000 PEGs are performed annually in the
United States and thus it is the second most common indication for upper

gastrointestinal endoscopy (25}



GENERAL INDICATIONS FOR PEG PLACEMENT

. LONG-TERM NUTRITION

Head and neck tumors.

Maintenance of nitrition and fluid balance durina treatment of cancer
is a strong indication for PEG {1990}.)

After an acute stroke

(Strong recommendation based on the finding that 25-40% of patients
develop dysphagia after an acute cerebrovascular episode {1536}.)
Extensive traumatic injury.

(e.g. certain maxillo-facial trauma, abdominal trauma {1587})
Neurological disorder

(Diseases that are chronic in nature and result in significant dysphagia
{1552}, psychiatric indications)

Growth failure in children.

(Prevention and treatment of pediatric clinical conditions such as e.g.
Crohn's disease, cystic fibrosis {1907} etc.)

Other hyperkatabolic states

(severe burns {1902}, Crohn's disease {1737}, toxic epidermal

necrolysis {872})

10



_—
1. DECOMPRESSION

Diabetic gastroparesis {1621}

.

Intestinal pseudo-obstruction

Mechanical obstruction |

{tumor {520}. surgery. etc )

ll. OTHERS

gastric volvulus / gastric fixation {1556}{1912}

.

formation of biliogastric shunt {877}

to deliver pharmacotherapy {1765}
(administration on non-palatable medications)

access “avenue” to stomach

(multiple PEG portals to permit intragastric surgical interventions)
Table 2 J

C of p and tube.

The traditional way of providing enteral nutrition for patients with head and
neck cancer is by means of nasogastric feeding tube (NGT). Nasogastric
feeding is still important in the alimentation of head and neck patients,
however PEG is preferable in long-term nutritional support. Nasogastric tubes
are uncomfortable, socially unacceptable, and assoctated with several side
effects, such as nasal alar ulcerations and rhagads, rhinosinusitis, mucosal-

ulcers, -edema, chronic throat irritation, gastro-esophageal reflux, aspiration.



and aspiration pneumonia (26). The incidence of these complications is
exponentially increases by the time of tube in use. Besides, it has been shown
that feeding tnough NGT on a fong run is less efficient than via PEG, mainly
due to frequent unintentional removal of the nasogastric tube and puimonary
aspiration (27) The frequent need for replacement of NGT due to
dislodgement or plugging becomes risky when a freshiy sutured pharyngeal
wounds must be passed. It has also been shown that head and neck surgical

patients who underwent PEG had surgical )

rate compared with patients treated with nasogastric tube feeding (28).
Moreover, the constant, visible presence of the tube makes NG feeding
unacceptable to many patients, especially outside the hospital environment.
Patients are more likely to resume normal social activities when they are not
additionally disadvantaged by NG feeding tube. In general, fine-bore
nasoenteric tube feeding remains a good choice for patients anticipated to
require short-term nutritional support, however PEG is advised, if the

expected duration of artificial feeding exceeds 4 weeks.

C of ostomy and_open_surgical

gastrostomy

Minimal invasive techniques, such as percutaneous endoscopic gastrostomy
have limited the indication for open surgical gastrostomy. It is a handy
alternative to laparotomy with numerous advantages. PEG can be performed
quicker in 15-20 minutes (29). requires only sedation, if at all, and has low

morbidity(30-32). It can be performed at bedside if needed, cost effective (33)



with shorter hospitalization (34) and has an overall success rate of 95% (30).
In contrast, Stamm open surgical gastrostomy (23) requires usually general
anesthesia more invasive. more expensive and has higher mortality and
morbidity rates (6-46%) (35-37). However, it still has its primary role in certain
nd in cascs of evplorative laparatamias far snlving mainr

complications of minimal invasive techniques

PEG IN HEAD AND NECK CANCERS

Percutaneous endoscopic gastrostomy is usually a straightforward procedure
in cases of neurological indication, but certain technical aspects and clinical
applications should be strongly considered when indicated for patients with
head and neck malignancies. The insertion methods, the placement routes,
and the timing of PEG insertion require certain adaptation and modification of
the usual PEG procedure. These aspects will be detailed in the following

sections.

INSERTION METHODS OF PEG

Mainly, “pull’, “push’, and “poke” methods are in use for PEG insertion

The “pull method" originally described by Gauderer and Ponsky in 1980 (38),
has changed little since its introduction and remained the most popular
method of PEG tube placement

Percutaneous endoscopic gastrostomy procedures were started in the
University of Pécs, Medical School, ENT Department with the collaboration of



the Department of Internal Medicine on the 7" of January 1997. Most often
the “pull method” is used in our department. Patient is instructed to use
antiseptic oral wash the day before the procedure. Adequate sedation and
analgesia are given intravenously prior to the start of gastroscopy along with

few puffs of Lidocain 10% spray to the ora! cavity for posterior pharynpeal

anesthesia (39){appendix 1}. initially antibiotic prophyiaxis was not used
however later one dose of broad-spectrum antibiotic, usually from the
cephalosporin family, was given routinely to PEG patients prior to the
procedure. Gastroenterologist carries out a complete upper gastrointestinal
endoscopy in left lateral position of the patient. Afterwards the patient is
turned back into supine position. The abdomen is insufflated to allow proper
apposition of the stomach to the abdominal wall. This is checked by

and of an finger in the gastric lumen.

An optimal point is chosen for the puncture in the abdominal upper left
quadrant, away from the costal margin. The skin is prepped, cleaned, and
draped. Local anesthetic is then infiltrated to the site and a small skin incision
is performed. A trocar needle is advanced into the stomach under visual
control and grasped by the snare of the gastroscope for secure hold. A strong
suture is threaded through the needle-cannula and is withdrawn to the oral
cavity by a snare along with the gastroscope. The other end of the suture is
retained. The tapered end of PEG tube is then attached to the suture-end at
the mouth, and pulled back to the site of the abdominal puncture. The inserted
needle-cannula and the PEG tube are withdrawn together through the anterior
abdominal wall until the inner bumper of the PEG rests against the inner wall

of the stomach. This can be approximately judged by finger palpation in case

[E]



of thin abdominal wall and by the em markings on the tube. Excessive tension
on the tube should be avoided as this may produce ischemia and necrosis
leading to peristomal infection or tube extrusion. The tube is secured

externally by an additional bumper. Then a second gastroscopy is performed

amnliratinne

The "push method 1s similar to the “puli method™ except that the feeding tube
is pushed over a guide wire (40). A flexible wire is passed via the needle-
cannula instead of the suture and pulled out of the patient's mouth by the
snare. Specially designed PEG tube is pushed over the wire and eventually
withdrawn. The advantage of this technique is that the operator has full control
over the tube at all times.

The “poke” or “introducer” method is basically a Seldinger technique Under
direct gastroscopic visualization the stomach is punctured and the tract is
serially dilated by a dilator peel-away sheath (41). To keep the stomach
approximated to the abdominal wall during the introduction, T-fasteners are
usually needed. Unfortunately this means additional punctures on the
stomach to counterbalance the complicating loss of insuffiating air and the
pneumoperitoneum during the procedure. In addition the openings in the
abdominal wall and the stomach are bigger than the feeding tube itself, that
can result in higher incidence of peristomal leakage and tube displacement
(42). The “introducer” method is technically more difficult than the “pull” or
“push”, however the single pass of the endoscope is a potential advantage
(Table 3)

The number of gastroscopic procedures needed to perform PEG. have

significance in patients with head and neck cancer. First, every procedure, so



does the endoscopy has its own risks (43). A study reviewing the literature on
endoscopic complications, lists 4 major and 45 minor complications related to
the procedure itself (44). Although, the overall incidence of complications in
routine cases is not high (0.1%), the chance of causing perforation or
hemerrhage in patients with head and nack cancer is areater

Second, there are additional risks when gastroscopy is done in cancer
patients for creating a PEG. The repeated pass of the gastroscope increases
the chance of tumor cell seeding to the stoma site and the risk of bacterial
translocation causing peristomal infection. In addition, manipulation around
the laryngeal or hypopharyngeal area with tumor growth can cause edema,
further compromising the airway.

Third. the pass of the gastroscope can be very difficult in an area with
extensive tumor mass or major postoperative anatomical changes. Technical
details about how to avoid some of these problems will be discussed under
the chapter “Placement routes of PEG"

Last but not least, gastroscopy causes discomfort for the patient uniess
carried out in general anesthesia

In sum, the second pass of the gastroscope during the “pull” or “push” method
basically increases the risks of the above-mentioned problems. Though
“introducer’ method allows single gastroscopy, this technique is time
consuming, technically more demanding, and increases the chance of some
major procedure-related risks and complications (42). Thus, it is not in a
routine clinical use.

In order to keep the advantages and to eliminate the disadvantages of the

different PEG methods, the author has introduced a novel technical

16



modification In this method a “pull-back” or “push” tvpe PEG is inserted in a
traditional fashion but instead of the second per oral gastroscopy, a flexible
laryngofiberscope is passed via the inserted feeding tube to provide the option
for a “second-look™ (45;46). Please refer to appendix 5, 6, and 7. regarding

4 clinical use of “ranstubal” larunanfinarscany
d clinical use of “tranctubal” laryngofiberscopy

There are some studies suggesting that the second pass of the gastroscope
can be omitted when “pull-back” or “push’ methods are used (47.48)
Certainly, in straight forward cases, with experience of the physician, the
correct position of the inserted PEG tube can be judged either by finger
palpation of the internal bumper or by checking the centimeter markings on
the feeding tube. However this lacks the more reliable visual control of the
correct position of PEG tube, and of the possible complications. such as
hemorrhage. Even these studies emphasize the importance of “second-look *
gastroscopy in obese patients, in patients with previous gastric surgery or if
there is any doubt in the mind of the endoscopist, regarding complication or
inadequately placed PEG tube. Author thinks that the thickness of the
abdominal wall shows individual variations, thus relying on the centimeter
markings of the feeding tube or finger palpation of the internal bumper, to
guess the correct position of the tube needs experience. Yet, adjusting the
appropriate tightness of the PEG tube is important, as too tight tube can
cause cellulites and later peristomal leakage. On the other hand, too loose
tube can lead to peritonitis (49; 50) Moreover, “second look” endoscopy also
stands for excluding complications. Probably due to these reasons most of the
“pull-back” and “push” methods are carried out with a “second

look“gastroscopy worldwide. “Transtubal” fiberscopy can play a role in

17



checking the correct position of the feeding tube and in excluding
complications. It can be performed in most cases when otherwise a second
per oral gastroscopy is planned In addition. it is also worth reflecting on the

possibility, that “transtubal’ access to the gastrointestinal tract by flexible

Lo5kC oF the = tog! for the nhycicianc in the

SCopes gt providé a diag

future. However, at this time, this Is just a speculative idea

ALTERNATIVE TECHNIQUES FOR CREATING GASTROSTOMIES

There are several other options to create gastrostomy for patients with head
and neck cancers, who are not fit for gastroscopy due to different reasons
(e.g. extensive obstructing tumor mass) {table 1}. Percutaneous radiologic
gastrostomy (PRG) is one of the most commonly used for creating
gastrostomy for patients with head and neck cancer. Detailed discussion

about these possibilities is beyond the scope of this PhD.



Advantages and disadvantages of various PEG methods in head

and neck cancer patients

[ _PEGTECHNIQUES | ADVANTAGES
1

DISADVANTAGES i
«double gastroscopy i
«increased procedure-

| related risks and

| “pull-back” or “push” « relatively easy procedurt
PEG with

| « quick | complications
| second-look | » increased risk for
gastroscopy bacterial translocation and ‘
tumor cell seeding 1
| « double - |
« technically demanding
« single gastroscopy « extra gastric punctures |
“introducer” PEG « direct insertion of the (T-fasteners) i
feeding tube « higher complication rate
« time consuming |
— — -
« no second look, no
“pull-back” or “push” | e easier chance to exclude
PEG with single pass of | e shorter procedure disposition of tube or any |
gastroscope « no second per oral complication |
without second-look | gastroscopy « more experience needed

for positioning the feeding
tube

“pull-back” or “push” | « option for second-look | « additional scope needed

PEG with single pass of | e less discomfort for « additional experience
gastroscope with patient needed
tubal” fi
for second-look related risks and

complications

Table 3
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PLACEMENT ROUTES OF PEG

ucing the gastroscope inte the stomach is one of the

points of PEG procedures in head and neck cancer patients. Mainly
percutaneous enaoscopiC gaslrosionly 1s wallied vui by passiig bulli e
gastroscope, and the feeding tube through the oral cavity. However. one of
the main hurdles for creating endoscopic gastrostomy in patients with head
and neck cancers is the presence of the tumor mass that hinders the easy
introduction of the gastroscope to the stomach. Tumors can block the way for
gastroscopy either by narrowing the passage or by causing trismus,
hemorrhage, edema or severe pain. To overcome such problems one can use
pediatric or ultra-thin gastroscopes (51; 52). In other cases it can be very

ct for the gastre to find the way down to the stomach by

a flexible scope among massive tumor growth. Kleinsasser's rigid direct
laryngoscopy and the experience of ENT surgeon, who is familiar with the
location and extent of the cancer, usually proves to be a good help,
maneuvering the gastroscope into the esophagus (53). When the tumor mass
is located in the oral cavity and causes obstruction or trismus, transnasal pass
of both the gastroscope and feeding tube provides a solution (54;55). In the
latter two methods, | have to point out the pioneering work of my Hungarian
colleagues, Taller et al. One of the complications, which can occur after major
head and neck surgery, is the formation of cervical pharyngo-cutaneous

fistula. Beside others. this is the result of narrow pharynx caused by

changes or -induced fibrosis. None of the
conventional techniques would allow endoscopic placement of gastrostomy

20



feeding tube due to the narrow alimentary tract. However. author described
and carried out PEG via the cervical fistula for such cases, avoiding the need
for open gastrostomy (56). Please refer to Appendix 4 for details,

In case, the tumor is so extensive that hinders any type of endoscopy and the

paticnt i

for curgical re
or surgical re

al aptian i intranperative
PEG. After resection of the cancer, PEG can be inserted directly into the
pharynx or esophagus through the opened operative field (39;57-60)

{Appendix 1, 2, 3} (Table 4)

PLACEMENT ROUTES OF PEG

Per oral with standard-size gastroscope

~

Per oral with pediatric / ultra-thin gastroscopes

©

. Per oral-with assi: of *s rigid lar

IS

Trans-nasal

o

Via cervical fistula

o

. Trans-cervical during head and neck surgical procedure

(intraoperative)

Table 4

The method of intraoperative PEG is detailed in Appendix 1



TIMING OF PEG

Patients with head and ncck malignancies are usually malr Early

nutritional support has a positive impact on the therapeutic outcome. Thus.
timing ot PEG Is crucial in the nuirtionai and efiecive inanageinent ui icad
and neck cancer patients. The use of percutaneous endoscopic gastrostomy
and its timing should be considered individually based on the tumor's
extension, localization, the therapeutic plan, the possible outcome, and the
expected life span of the patient. The experience of the treating physician is
needed to evaluate all these factors in order to make the correct decision
regarding when and how to create gastrostomy. Generally, PEG can be
inserted prior to the definitive surgery, during the surgery or after the surgery.
So, we can speak about pre-, intra or postoperative insertions. Other PEGs
are the non-surgical cases, for those receiving either curative or palliative
radio- and/or chemotherapy or any other form of palliation

Preoperative insertion has the great advantage of early nutritional
supplementation. As most of the head and neck cancer patients undergo
staging panendoscopy and biopsy, it appears reasonable to insert PEG, if
needed, at the same time in general anesthesia. It not only avoids an
additional operative event for the patient, but also carries less procedure-
related morbidity. There are reports suggesting higher incidence of acute
cardio-vascular incidence during PEG insertion in local anesthesia for patients
with head and neck cancers (61:62) and also higher rate of perioperative PEG
complication, if PEG is inserted before the tumor is resected (60). Beside the
usual co-morbidities, the airways of these patients are often compromised by



the tumor General anesthesia with a secured airway by endotracheal
intubation provides preferable protection during the PEG procedure in
advanced malignancies. On the other hand preoperative PEGs have
numerous disadvantages. Extensive tumors can block the passage of the

sastrosconc and the
gastroscope and the

oy cite i
higher. In addition, the procedure related morbidity and the risk for any
cardiovascular event during the procedure is reported to be higher in
preoperative insertions, if done in local anesthesia (60,62). Any arising
complication due to PEG, can delay the time of definitive surgery. Last but not
least, surgeon needs much more experience to decide at this early stage of
management, whether patient really needs a gastrostomy {Table 5}

Intraoperative PEG means that, the endoscopic gastrostomy is carried out via
the opened pharynx immediately after the surgical resection of the tumor
mass. Unimpeded passage of the gastroscope and feeding tube, no chance
of tumor cell seeding and the lack of additional discomfort for the patient, are
all in favor for intraoperative PEG. The risk for complications is reduced due to
the protected airway by general anesthesia (60). Yet, drawbacks of
intraoperative PEG are the extra time needed, and special preparation
required providing sterility {Table 5}. Percutaneous endoscopic gastrostomy
should not be indicated in the early postoperative period, as it is risky to pass
the gastroscope and the feeding tube through a fresh surgical field with e.g

tenuous hypopharyngeal closure.

N



ADVANTAGES AND DISADVANTAGES OF PEG TIMING

Preoperative

PEG

General anesthesia » less .

morbidity [
|

Avoids additional surgical event

for patient, if done along with

staging endoscopy

-

Disadvantages

igher risk fax famar rall <edting
Higher complication rate

Large tumors can obstruct way for

gastroscopy
PEG complication can delay time

of definitive surgery

indication for PEG

—

Intraoperative

PEG

Postoperative

Table 5

Free passage for gastroscope | «
and feeding tube
No tumor cell seeding B
Less PEG-related complication
No additional discomfort for
patient

set up correct

Easier to

indication for PEG

i
|
More difficult to set up correct |
|
|
|

Special care needed for draping
and sterility
Overall surgical procedure is

longer

Delayed nutritional

supplementation via PEG

« Additional surgical event for the

|
patient }

Nasogastric tube is inserted during the surgery in most of these cases,

anticipating that, the patient will regain the ability of normal per oral feeding

and swallowing after the healing takes place. If this fails for any reason, and

24



the patient needs nutritional supplementation longer than 4 weeks, it is

to change ic tube to Indication for PEG
is abviaus in such cases. However postoperative PEG means an additional
surgical intervention with extra discomfort for the patient {Table 5}. Certain
coiniphications after majer head and neck surgery and the altered anatnmy
caused by the ablative surgery can make PEG insertion difficult. It would be
desirable to indicate preoperative or intraoperative PEG in the first place to

patients, whose tumor location, -extension, and the type of operation, allow

the surgeon to anticipate the need for long-term nutrition

SPECIFIC INDICATIONS FOR PEG IN HEAD AND NECK CANCER

The most important challenge for surgeons performing PEG placement is
good patient selection. Patients undergoing resection of advanced-stage head
and neck cancers often require weeks to months of rehabilitation before
normal deglutition is achieved. This delay may be related to decreased oral
competence due to resection of tissues needed for normal swallowing (e.g
tongue base), bulky reconstructive tissues, cranial nerve damage, or a
combination of these factors. This delay of normal per oral feeding can be
particularly prolonged by the side effects of postoperative radiotherapy. In
order to set up a correct indication for PEG insertion in patients undergoing
major head and neck surgeries, all the head and neck cancers treated in our

ENT department in the last 7 years were worked up.



PATIENTS AND METHODS

admissions over the 7-year-period 177 (13%) patients were females and

1148 (87%) were males (chart 1),

Malignant tumours of males and females

females (# 177)

males (# 1148)

Chart 1

The average age for females was 53 years (range 21-90 years) while it was
45 years (range 17-93 years) for males. Of the 177 female patients 76 (43%)
had laryngeal-, 14% had hypopharyngeal- and 7% had tonsillo-lingual cancers

(chart 2a and 2b).



Tumor sites in female patients
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446 (39%) laryngeal-, 209 (18%) hypopharyngeal-, and 104 (9%) tonsillo-

lingual cancers were diagnosed among the male patients with head and neck

malignant tumors (chart 3a and 3b). The distribution of tumor sites was almost

identical among the males and females (chart 4)
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Chart 3b

Chart 4
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Overall 41 % of the patients were treated with surgery. 10% with
radiotherapy, and 10% with combination of surgery and radiotherapy. 30 %
underwent diagnostic procedures only. and the remaining 9 % was admitted

to the hospital for other reasons, such as e g palliation (Chart 5a and 5b).

Ti of tumor i (

78

N o
ISR-R-1

@
S

51

2o
s 3

# patients

w
3

18 20

N =N []

surgery radiotherapy  surgery & diagnostic others
g
radiotherapy  procedures

SN
ooo

Osurgery m O surgery & diagnostic procedures O others

Chart 5a

Out of the 1325 patients with head and neck cancer, 676 patients had surgery
(Chart 5a and 5b). 23 different surgical procedures were performed on 834
occasions. The type and nature of the surgical procedures made it necessary
in 659 cases, to insert a nasogastric tube or to create a gastrostomy for the
recovery period. Unfortunately, missing and inaccurate data were only
available regarding the exact number of nasogastric tube inserted and the
time they were used, during the course of treatment in the different subgroups

of oncology patients.
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Chart 5b

Number of PEG procedures, timing of insertions, feeding days and

replacements

115 percutaneous endoscopic gastrostomies were carried out on 98 head and
neck cancer patients in the University of Pécs, Medical School, ENT
Department between 7" of January 1997 and 31 of December 2003. The
average age was 62 years (range 48-76 years) for female and 54 years
(range 31-78 years) for the male patients. 73 PEGs were performed in 59
patients in the postoperative period 5 patients (6 PEGs) had preoperative.
and 10 patients (11 PEGs) had intraoperative PEG insertions. One patient

each had PEG inserted twice from the preoperative and intraoperative groups



The second PEG procedure took place postoperatively in both cases. 25
PEGs (24 patients) were carried out as part of palliative treatment to provide
nutritional support (Table 6). “Pull back” technique was used for PEG

insertion, except for two cases of “push” technique. See details of the insertion

inder the chapter of “Incertinn mathnds nf PEG"
techniguc under the chapter of “Insertio othnde nf PER

The nsertion was performed either in general anesthesia or in sedation
(Appendix 4). The assistance of a rigid laryngoscope was used, whenever
difficulty was encountered during the introduction of the gastroscope
“Second-look” endoscopy was always performed, either per orally, or via the
inserted PEG feeding tube (Appendix 5, 6, 7). PEG feeding was started
gradually 12-24 hours after insertion, if postoperative assessment showed no

signs for bleeding or leakage at the PEG site

RESULTS

The average number of feeding days through PEG was 307 in the
postoperative group. This value was calculated from results of 66 PEGs, as
the data were missing in 7 cases. The shortest duration of PEG feeding was &
days, while the longest was 2403 days. Postoperative PEG insertions took
place 84 days in average (range 4-283 days) after the definitive surgical
resection. The mean PEG feeding duration was 316 days (range 40-534 days)
in the intraoperative group and it was 81 days (range 10-143 days) in the
preoperative group. 24 patients had PEG as part of palliative therapy The
mean PEG feeding days in this group was 142 days (range 5-554 days)

(Table 6).



In 10 postoperative patients the PFG had been permanently removed after
243 days in average (range 62-581 days). as adequate swallow function
returned. In one preoperative case. PEG was removed on day 10 and in one

palliative case on day 15, due to subsequent complication (Table 9). 11

pER

patients had than 1 time, as change 4 timee
respectively in two patients, 3 times in another two patients and twice in 7
patients (Table 6). Complication was the reason for PEG replacement in 12
cases. 5 PEGs were removed as adequate per oral feeding returned, but later

PEG had to be reinserted due to e.g. recurrence of tumor.

No.of | No.of PEG No. of Duration of | Missing data
patients insertion | patients with | PEG feeding |  (cases)
! multiple PEG | (days)
i ! insertions.
Postoperative 59 73
__goup__| S
Intraoperative 10 1"
aroup
Preoperative 5 B 1
oup | I
Palliative 2 25 7
roup | |
Table 6

Tumor sites and types of surgical procedures

20 tonsillo-lingual-, 7 tongue base-, 2 tongue-, 5 sublingual-, 10 supraglottic-,
and 7 hypopharyngeal cancers were diagnosed in the surgical groups with
PEG. 16 cancers involved multiple sites and 7 were localized elsewhere
(Chart 6). 13 of the 16 multiple site cancers involved the tongue base along

with other sites such as supraglottic area. mesopharynx or hypopharynx. The



“others” group 3 ngeal. 2 tr: lottic, 1 parotid and 1

maxillary tumor.

Tumor sites and surgeries of PEG patients

No of patients

=
?u

s £ ] g 3 °
Tumor sites
DO pectoralis major myocutaneous flap Wforarm free flap
DOresectio horisontalis laryngis DOothers

Chart 6

In total, 47 patients had cancers involving muscles responsible for tongue
movement. Of the 74 patients in the surgical group, 36 had pectoralis major
myocutaneous flap-, and 4 had radial forearm free flap reconstruction after
radical resection of the tumors. 16 patients underwent horizontal supraglottic

resection of the larynx. 6 of these cases also had tongue base involvement. in
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18 cases, the tumors were resected radically without flap reconstruction. 8
surgical resections in this group also involved the muscle of the tongue and in
5 cases significant portion of the meso-hypopharynx were resected

Involvement of hypopharynx by cancer was found in 16 surgical cases. (Table

‘r
Nosurgery | PMMF+ Horizontal | Radical |
Radial | supraglottic | surgery |
forearm | laryngectomy | without
- _— flap_ L
Tumor tonsillo-lingualis € 15,3 -
Tumor radicis linguae 3 2

Tumor linguae

Tumor sublingualis

Tumor laryngis supraglotticus

Tumor hypopharyngis

Larynx+rad.ling.
Multiple _ Hypoph +rad ling I
sites  Meso-hypoph. +larynx |

Others 5]

Black numbers. postoperative group, - nUmbErs' intraoperative group. i numbers

preoperative group; green numbers: palliative group.

PMMF: Pectoralis major myocutaneous flap; Rad. ling : tongue base; Hypoph.: hypopharynx

Meso-hypoph.: mesopharynx-hypopharynx;

Table 7.

General ia, antibiotic pi

Percutaneous endoscopic gastrostomy insertions took place under general
anesthesia in 33 cases (Table 8). The rest was performed in local anesthesia
(few puffs of 10% Lignocain spray) with or without sedation. Antibiotic was

given to all patients in the preoperative and intraoperative group. Single dose

antibiotic prophy was used in 50 and in 14 palliative PEG
procedures respectively.  Most often, antibiotic was chosen from the
cephalosporin group.  Antibiotics were not routinely administered to patients

needed PEG replacement.



r I Laryngoscopy General Antibiotic Complications
assistance | anesthesia | prophylaxis | ‘“in-use’ | Procedure-
| related
—
[“Postoperative 1 i 50 0| 7@2AB)
| group |
| seeGR) 4 4 oy S S
| intraoperative 0 10 10 o S
group !
| (10PEGs) |
Preoperative 5 4 5 0 ! 1
|_group (5 PEGS) L _
Palliative 4 8 14 0 2(1A8)
| Group
f 25 PEGS) _
Total 10 33 79 10(8.77%) | 10 (8.77%)
2 AB: Two patients received antibiotic prophylaxis, 1 AB: one patient received antibiotic
prophylaxis
Table 8
We experienced s in 20 “In-use” 1S were

dislodgement, fracture, and blockage of the feeding tube Displacement and
deterioration of the tubes occurred in 10 cases after a mean of 351 days
(range 6-594 days). All 10 tubes were replaced. Peritonitis, peritubal leakage
and wound infection were noted, among the procedure-related complications.
2 PEGs had to be removed for good and 2 needed replacement. Each patient
with complication was put on antibiotic therapy. The rate of procedure-related
complication was 8.77%, while the overall complication rate was 17.54%. 36
PEG insertions were performed without antibiotic coverage while 79 were
covered. Of the 36 PEGs, with no antibiotic prophylaxis 7 complications were
noted versus the 3 among the 79 covered with antibiotics (19.44% vs. 3.79%)
This was significant difference (CHI square test P<0.006). No complication
was found in the intraoperative group. They all received antibiotics (Table 8)

Four patients in the palliative group died within two weeks after PEG insertion

None of the deaths were related to the procedure.



Always ‘pull” method was used to insert PEG. except for two cases with

“push” technique. The introduction of the gastroscope into the stomach

goecone in A nran n
goecope prenparative 4

requited lile assistance of &
palliative and 1 postoperative case. PEG was inserted once via a cervical
pharyngo-cutaneaus fistula (Appendix 4). “Second-look” endoscopy was
performed by a laryngofiberscope via the feeding tube in 12 instances

(Appendix 6)

QOutcome and mortality

On 31 December 2003, 52 (53%) patients were dead and 30 (31%) were
alive. No data were available in 16 cases. 26 patients were using PEG for
feeding out of the 30 still alive. 4 patients had their PEGs removed
permanently due to return of adequate per oral feeding (Table 9). Death
occurred within 2 weeks of PEG insertion in 4 palliative cases. None of the
deaths were related to the PEG procedure. 48 patients died with their PEG

still in place, while 4 had it removed earlier (Table 9)



[ I PEGremoved |

1 Died | Alive | No | Died with PEG | Alive with PEG No data
data

[ Postoperative 4 ‘ a2 23 21 5

| ___group I S S |

| intracperative S s

| Preoperative o]0, I S E— T | 2

| group ! :

i Palliative o0 17 3 3

L Gow % 1 L L L N

[ Total i T2 a7 i %7 i5

Table 9

DISCUSSION

Majority of patients with head and neck malignancies need artificial nutrition
during the course of their disease. Nasogastric tube is sufficient for short-term
(less than 4 weeks) nutritional support, however for long-term, percutaneous
endoscopic gastrostomy is favored. The type of surgery, the tumor site, the
extension, and the therapy determines the possible need for long-term
feeding. These factors were studied in our oncology patients in order to define
indication for PEG in head and neck surgical cases. The focus of our attention

was on tumor site and surgical procedures that hinder swallowing the most

isa i process whereby a variety of different
muscles and many nerves, somatic and visceral. afferent and efferent. are
involved. The food is transferred from the oral cavity to the stomach and at the
same time, prevention of aspiration is necessary. The intrinsic and extrinsic
muscles of the tongue play a crucial role in both the oral and pharyngeal
phase of swallowing. Good coordination of muscle contraction, tongue
mobility and lingual propulsion are essential for proper function. Besides,
coordinated and timed movement of the anatomical structures of the
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supraglottic area is needed for airway protection. Thus, it is not surprising that
tumors and consequent surgeries on these structures effect temporarily or

permanently the swallowing capability of the patients

Indication for PEG in head and nark suraen

The tumor registry and inpatient charts of patients hospitalized for treatment of
head and neck cancers at Pécs University, Medical School, ENT Department
were retrospectively examined. From January 1997 through December 2003,
1148 male and 117 female patients were admitted with head and neck
malignancies. 23% of primary tumors involved the tongue and its muscles.
Out of the 676 patients who underwent surgery. the resection involved the
tongue, the tongue base or the tonsillo-lingual region on 187 (28 %)
occasions.

82 times pectoralis major myocutaneous flap and 19 times radial forearm free
flaps were used for reconstructions. These flaps were utilized 87 times to
reconstruct the excision site of the tongue-base, sublingual, or tonsilio-lingual
regions. 69 (79%) of the patients who underwent such surgeries needed tube
feeding more than 4 weeks in the postoperative period

Among the 74 patients with percutaneous endoscopic gastrostomy in the
surgical groups, 47 (64%) had tumors involving the muscular structure of the
tongue and tongue base. The ratio was somewhat less in the non-surgical
palliative group (10 out of 24 patients, 42%).

40 (54%) patients underwent pectoralis major myocutaneous flap. or radial

forearm flap reconstructions after radical excision of their malignancies (Table



7a and 7b) Tongue involvements by the tumor or the need of musculo-
cutaneous skin flaps for reconstruction seem to be important indicators for
possible poor swallowing capability in the postoperative period. Either or both
of these factors were present in 73% of all the surgical case and 80% in the
POstopCIative group

Supraglottic region aiso plays important roie in the mechanism of deglutition

and airway protection against aspiration. In our study, 6% of all head and neck

oncology patients had st laryngeal In the 7-year

period, 47 horizontal supraglottic resections were performed, all requiring
postoperative tube feeding. Out of the 47 supraglottic horizontal
laryngectomies 16 (34%) had percutaneous endoscopic gastrostomy tube
inserted for long-term nutritional support. The cancer was localized in the
supraglottic region in 10 cases, and it also involved the base of tongue in the
remaining 6. Among all the patients with PEG in our postoperative group, 16
(30%) underwent horizontal supraglottic laryngectomy previously.

16 patients in the surgical groups had tumors involving the hypopharynx. Due
to the large extension of the tumor, 11 out of the 16 underwent radical surgical
excision with skin flap reconstruction.

98 % of the patients who needed PEG feeding in the postoperative period had
radical excision of cancers in the tongue region with or without skin flap
reconstruction, or underwent supraglottic horizontal resection. The same
figure was 86% among all the patients in the surgical groups receiving PEG

(Chart 7a and 7b).
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Excision of tumors in the lingual. sublingual, tonsillo-linqual or tongue base
regions, all influence and hinder proper swallowing function. The need for
different types of musculo-cutaneous skin flaps, also indicate that the
resection was large and extensive Besides, these musculo-cutaneous skin
faps cannot play an active rmle in the ewallawing fiinction as dn the tonaiie
muscles, which they replace. They neither have muscle contracting capability
nor innervations. The resection of the supraglottic region of the larynx also
impairs proper deglutition and causes aspiration especially in elderly (63)
Based on our findings, we indicate PEG, if extensive surgical resection of the
extrinsic tongue muscles needed, with skin flap reconstruction. Besides, we
also noticed that there is a high risk for prolonged swallowing difficulties and
aspiration in patients with supraglottic horizontal resections. especially. if the
tongue base also had to be resected due to tumor involvement. This finding is
not surprising, and is a well-known consequence of horizontal supraglottic
laryngectomy, both when using endoscopic transoral, or transcervical
approach (64-66). In such cases patients often need nutritional support for 2
to 9 month (66).

Extensive resection of primary tumors in mesopharynx or hypopharynx can
also result in swallowing problems. The primary goal of head and neck
surgery is to achieve local tumor control, however this means in most of the
cases that the surgical site can only be closed by recruiting different flaps for
reconstruction.  This increases the risk for cervical pharyngo-cutaneous
fistula, prolongs healing and delays the return of normal deglutition

In sum, | suggest the use of percutaneous endoscopic gastrostomy at the time

of the definitive surgery under the same general anesthesia on patients
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undergaing extensive resection of tongue base with musculo-cutaneous flap
reconstruction. Based on the experience acquired during our head and neck
practice we also advise PEG. if supraglottic horizontal laryngectomy is carried

out with partial resection of the tongue base. Similar findings were reported by

Cibson ct . recommending the routine precparative r of PFG in
patients undergoing primary resection of advanced cancers in the larynx
pharynx, and tongue base (34). The third indication for PEG in our practice is
when large portion of the mesopharynx or hypopharynx is required to be

excised, with skin flap reconstruction (Table 10)

Indication for PEG in head and neck surgery

Extensive resection of the extrinsic muscular structure of the tongue,

with skin flap reconstruction

Supraglottic horizontal laryngectomy, with partial resection of tongue-
base.

Extensive resection of mesopharynx or hypopharynx with skin flap

reconstruction.

Table 10

Timing of PEG procedure

From nutritional point of view, it would be ideal to perform PEG in the
preoperative period. In addition, inserting PEG during staging endoscopy

under general anesthesia is safer, carries less procedure-related
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complications and more comfort for the patients. On the other hand, beside
some disadvantages (Table 5), several other problems make preoperative
PEG insertions impossible. At the time of staging endoscopy, no histology is
available. Patient is informed about his or her disease only after the histology

rosult confirm:

iy team of doctors (head and neck <irgenne
oncologists, radiotherapists) set up the appropriate therapeutic plan. after all
the necessary reports (CT, MRI, histology, endoscopic findings etc.) are
available. The suggested therapy determines the possible later need for
artificial feeding. Moreover, patient needs to agree and consent the planned

surgery. All the above issues are difficult to resolve in the early stage of

patient care, thus the preopt per J gastrostomy has
limited use This explains the low number of cases in our preoperative group
The insertion of PEG in general anesthesia at the time of the definitive surgery
eliminates these problems. Intraoperative placement of percutaneous

er g has few i besides

benefits (Table 5). The fact that, it is in general anesthesia and the insertion
takes place after excision of the cancer, allows a safe and obstacle-free
introduction of gastroscope and PEG tube. Often, in head and neck cancers,
this is the only way to carry out endoscopic gastrostomy as the tumor mass
blocks the passage to the stomach. It has also been shown that placing the
PEG tube during the surgery after tumor removal had low complication rate
Studies also revealed that the recovery of oral feeding and the healing of the
resection site are faster, if PEG is used instead of nasogastric tube (60). In
our series, 10 PEGs were inserted intraoperatively, after excision of the

cancers. In 7 cases this was the only way to perform endoscopic gastroscopy
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as tumor mass obstructed the way. In alt of the 10 intraoperative cases. we
anticipated prolonged inability to take adequate oral nutrition following
surgery. This anticipation was based on the extension and site of the original
tumor, and the type of surgery planned The mean value of 316 PEG feeding

cupparted, that aur precumptinn was carrart

PEG was inserted most often in the postoperative period for patients with
sustained swallowing problems. PEG procedure took place 84 days in
average (range 4-283 days) after the definitive surgery. This basically means
that patients were fed through nasogastric tube almost for a mean of three
months following surgery. Indicating PEG in such cases is obvious, however
our aim should be to select these patients preoperatively and to provide PEG
early Better quality of life could have been achieved by appropriate
preoperative patient selection. Based on our experience, findings and
comprehensive evaluation of the results of the postoperative insertions, we
were able to define the primary tumor sites, types of surgeries that most often
lead to impaired deglutiton (Table 10). 80% of the patients in the
postoperative PEG group had radical excision of cancers in the tongue region
with or without musculo-cutaneous flap reconstruction. Though some cases
overlap with the previous category, 30% of the patients underwent horizontal
supraglottic laryngectomy, and 30% had tumor mass involving the
hypopharynx (Chart 7a, and Table 9). The mean feeding period via PEG was
307 days in the postoperative group. This also underlines that patients with
the above tumor sites and surgeries often need long-term nutritional support.

24 patients had PEG inserted as part of palliation The role of PEG in the

palliative care of demented people is the core of discussion in some
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publications (67) (68). It is not questionable. that PEG is not indicated for
patients with rapidly progressive and incurable disease. However, life
expectancy can be hard to predict in head and neck cancer patients PEG has

no benefit compared to NGT in a short-run. There is also no evidence that

5 via PEG improves tha quality of lifa in sich patients In our
material, the mean PEG in-use time during palliative care, was 142 days
(range 5-554days). Though, it was less than 4 weeks in 5 cases, the rest of
the patients had a definite benefit from PEG feeding. In our practice, the same
basic principle applies for patients on palliation as for any other surgical
cases, meaning that PEG is indicated, if the expected time for assisted

feeding exceeds 4 weeks.

failures, jons, antibiotic p , general

The literature cites approximately 5 % failure rate for inserting PEG both in
demented and head and neck cancer patients (69; 70). Most of the time,
unsuccessful gastroscopy and the inability to transilluminate the stomach are
the causes of failure. We were unable to perform percutaneous gastrostomy
twice in our practice. In one case, we failed to achieve trans-illumination of the
abdomen on a patient with previous gastric surgery. In the other, we could not
pass the gastroscope through the narrow pharynx, developed after surgery
and radiotherapy. However, it is worth reflecting on the fact, that we
conducted a careful patient selection before the PEG procedures. The relative

and absolute contraindications of PEG are listed in Table 11



Contraindications of PEG
Absolute contraindication

o Inability o transilluminate the gastric and wall

o Failure of adequate identation of the proposed PEG site with finger
o Limited lite expectancy

o Inability 10 pass the wastroscope through the vesophazus

o Peritontis

*  Gastric outlet obstruction

Relative contraindication

*  Massive ascites
o Coagulopathy

o Portal hypertension
o Peritoneal dyalisis
o Hepatomegaly

o Large hiatal hernia
o Morbid ohesity
e« Prior subtotal gastrectomy
*  Anorexia nervosa
«  Neoplastic. inflammatory. infiltrative discases of gastric wall
*  Ongoing immunosuppression
o lleus
Table 11
Percutaneous gi y ions are usually divided into

two categories, major and minor. However, there is a mix up in the literature,

sorting these complications into either category. My view is that, even a minor

, such as leak can be symptom-free for some patients.
while it can progress to severe infection in others. | listed in Table 12 the

complications found on Internet since 1997.



COMPLICATIONS OF PEG

Peritonitis (72)

Aspiration (71)

Peristomal leakage (71)

Buried bumper syndrome (82)
Gastrojejunal- (83), gastrocolic- (84), cologastric- (85), or
colocutaneous fistula (86)

Respiratory distress (72)

Oesophageal perforation (72)

Wound infection (87)

Necrotizing fasciitis (88)
Gastro-oesophageal reflux (89)
Peritoneal leakage (90)

Device dislodgement (91)

Large-bowel perforation, obstruction (92)
Bronchoesophageal fistula (93)
Pneumoperitoneum (94)

Gastric outlet obstruction (95)

Metastasis to gastrostomy site (96) (97)




Pharyngeai injury (98)

PEG tube migration (99)

Gastric wall haematoma (100)

Transverse colon injury (101)

Retroperitoneal hemorrhage (102)

Aortic perforation (103)

Gastric ulcer (104)

Table 12.

The mortality of PEG is around 1-2 %, and the morbidity rate is around 3-15
% Peritonitis, hemorrhage. buried bumper syndrome. and gastrocolic fistula
used to be cited as major complications of PEG, whereas wound infection,

peristomal leak, hematoma are usually listed among the minor complications.

Major 1S occur in ap| 3 % in large series (30; 71). Minor

problems are noted in 5-15% of PEGs (72-74). Complications can aiso be

divided into ‘in-use” or lated”. “In-use” 1s include
problems such as feeding tube blockage, fracture, dislodgement, and
detachment of bumpers or deterioration of the tube. In our series we needed
to change the PEG 10 times due to ‘in-use” reasons. 7 times the tube
dislodged, 2 times it fractured, and once blocked. These events happened
351 days in average (range 6-594 days) after PEG insertion. “Procedure-

related” i 1S were i peritubal leak. and wound

infection. We noticed peritubal leakage on 4 occasions with clinical symptoms

of infection. The onsets of symptoms were on day 3, 6, 37, and 149. All the
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patients were put on systemic antibiotic therapy along with H-2 blockers.
Enteral feeding was suspended for few days. Zinc paste was applied locally,
to prevent maceration of the skin. Three times drainage bag was necessary to

collect the discharge. In the case, where we noted peristomal leak on day 149

aftor PE

on, we removed the PEG and reincarted faw davs later

when the infection subsided. All cases with peritubal leakage resolved within
two weeks. Afterwards PEG feeding was continued for 97 days in average
(range 58-123 days). Starting with pain around the stoma site and peritubal
discharge on day 5 after PEG insertion, we noted severe abdominal pain,
tenderness and distension in two cases. Patients also developed fever,
nausea and fatigue. The abdomen was firm, with board-like rigidity around the
stoma site. In these two cases we supposed the presence of local peritonitis.
Same treatment was used as for peritstomal leakage, but we were also
compelled to remove feeding tubes. In one case this complication happened
in the preoperative period, and delayed the definitive surgical procedure. This
verifies our previous statement, that PEG at the time of the definitive surgical
event is more favorable. Additionally, 4 times marked wound infections were
noticed around the stoma site that developed 4, 4, 5, and 569 days after the
PEG insertion. In all 4 cases local and systemic antibiotic treatment was
started. PEG was also changed in the last case.

To reduce the incidence of peristomal leak, “second-look” gastroscopy or
“trans-tubal’ fiberscopy are important for checking the tightness of the feeding
tube at the time of insertion. The inner bumper of the feeding tube should be
relatively tight in the first few days but later should be loosened. Too loose

adjustment can lead to pneumoperitoneum or peritonitis, whereas too tight



can cause cellulites or peristomal leak by pressure necrosis of the gastric wall
We faced no complication among intraoperative PEG patients.

in the palliative group died within two weeks after PEG

wiseiliun. Thie vveian proceduie-igiated Comiplical
compares favorably with the results found in the international literature (75)

At the beginning, antibiotic prophylaxis was not routinely used for our PEG
procedures, but later we found it useful to prevent wound infections. 36 PEG

insertions were performed without antibiotic coverage, while 79 patients

received antibiotics, either for prophy or for Usually,

from the cephalosporin family were chosen. Of the 36 PEGs, with no antibiotic
prophylaxis 7 complications were noted versus the 3 among the 79 done
under antibiotic coverage (19.44% vs. 3.79%). This was significant difference
(CHI square test P< 0.006). No complication was found in the intraoperative
group. They were all covered by antibiotics (Table 8). The use of perioperative
antibiotics seemed to be an important factor in minimizing intra-abdominal
infections, as well as preventing local exit site infections. The significantly
reduced rate of infection among those receiving antibiotics, is similar to the
findings, reported in the literature (76-78). We recommend the use of antibiotic
prophylaxis as a general measure in percutaneous endoscopic gastrostomy.
One advantage of PEG compared to the surgical open gastrostomy, is that, it
does not necessarily requires general anesthesia. This eliminates the risk of
anesthesia-related complications, more cost effective (79;80) and less time
consuming (33). PEG should be performed in local anesthesia whenever it is

possible. However, several specific issues should be considered in head and



neck cancer patients. Firstly. obstructing tumors might impede the free pass
of the gastroscope, necessitating the assistance of a rigid laryngoscope in
aeneral anesthesia. Secondly. PEG might be also safer to do on an intubated

patient, if airway is compromised by the tumor mass. Thirdly. PEG can be

e time of the tumar avcision ac a planned pracedire which
saves the patient from an additional surgical event. For such reasons, 33
PEGs were carried out under general anesthesia in our series (Table 8). We
recommend to consider the above specific issues and to weigh carefully on
individual basis the risk-benefit of general anesthesia, before performing PEG
in head and neck cancer patients.

The relevance of different insertion techniques was discussed in the chapter
of “Insertion methods of PEG". Except for two “push” techniques. we mainly
used “pull-back” insertion method. “Second-look™ gastroscopy was always
performed for checking the correct position of the inserted feeding tube. In 12
cases “second-look” was achieved via the inserted feeding tube by a fiexible

laryngofiberscope (Appendix 5, 6, and 7).

In 9 cases, the pe to the was only possible

by using a Ki "s type rigid lar Direct visual control enabled

us to guide the gastroscope manually through the tumor mass into the
esophagus.
In one postoperative case, both the gastroscope and the PEG tube was lead

through cervical pharyngo-cutaneous fistula (Appendix 4)



Outcome and mortality

In most of our patients, the decision to place PFG proved to be correct. as the

majority of patients both in the surgical and palliative groups required enteral

of the PEGs were inserted for patients, who already had permanent problem
with per oral feeding. In 10 postoperative patients, PEG was removed
permanently, as they had regained their ability of per oral feeding after 243
days in average (range 62-581 days). At the end of the study, 26 patients still
used PEG for nutritional support. 47 patients expired of causes unrelated to

the gastrostomy tube, with their PEG in situ at the time of death (Table 9)
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Percutancous cndoscopic gastrost

feeding in head and neck cancer patients

The author recommends the use of percutaneous endoscopic
gastrostomy in the first line, instead of nasogastric feeding tube for
patients scheduled for the following surgeries:

Extensive resection of the extrinsic muscular structure of the

tongue, with skin flap reconstruction

Supraglottic horizontal laryngectomy, with partial resection of

tongue- base

o

Extensive resection of mesopharynx or hypopharynx with skin

flap reconstruction.

PEG insertion is recommended at the time of the ablative tumor
surgery in the same general anesthesia. If difficult gastroscopy is

suspected due to massive tumor load, intraoperative PEG is advised.

. “Second-look” gastroscopy should be performed for checking the

correct position of the feeding tube and to exclude complications. The
author recommends the use of his novel method (‘trans-tubal’
endoscopy). instead of the second per oral gastroscopy. A
laryngofiberscope can be passed through the inserted PEG tube for

adequate visual control
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Antibiotic prophylaxis is essential when performing percutaneous

endoscopic gastrostomy in head and neck cancer patients. Antibiotic

prophylaxis results in v significant reduction of the infectious

complications

PEG can be successfully performed via a cervical pharyngo-cutaneous

fistula, if no other route is possible.
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The author introduced for the first time !

endoscopic gastrostomy for the management of patients with head and
neck cancers in Pecs Universily, Viedicai Suiivui, ENT Depariient.

The author set up specific indications of PEG in head and neck cancer
surgery, by working up the data of head and neck oncology cases

treated in his department

He detailed the procedure of intraoperative PEG. Emphasized the
importance of timing the PEG procedure and recommended
intraoperative PEG placement after careful patient selection, based on

the specific indications, set up by him.

The author worked out and introduced first in the international literature
a novel technique for “second-look” Instead of passing the

gastroscope to the stomach second time when performing PEG

pr . a flexible lary is passed through the inserted
feeding tube. Please refer to the text regarding the multiple advantages

of this technique.
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He published first i international | e the possibility of

performing PEG via a cervical pharyngo-cutaneous fistula formed after

a major head and neck surgery
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~1knp0» gau.tmql(umd modszerét hazankban elwm— nuhm Bodoky és Harsinyi ismer
tettek U
Kinikinkon fej-nyak daganatos betegek mesterséges tipl
vezettuk be a perkutan endoszkdpos gasztrosztomat.

on

tén perkutn endoszképos

Cun

re s7amos

i celiabol 1997 elejér

BETEGANYAG ES MODSZER

eklinikin 1997, januar 07.-1998. februar 28. kozott 24 beteger

vndun csetben CH 18-as Flocare PEG Set-et (Nutricia), hasznaltunk, melynek beal
tetese pull back” technika szerint, u cég altal ayanlnlldkn.xk ‘megfelelgen tortént. #
19 vé
betegnél rendszenzs azdjublogcwst kezdtink Phlogoso
oldattal, majd a beultetést megel6zo oraban 2.5 mg Dormicumot és 100 mg Contramalt tar
taimazo 0,9% NaCli. v infusiot adtunk premedikicioke nt. vacekkel az endt)\lkup lcvc/e
tose eldtt még 2,5 mg Dor adtunk i v illetve

10% Lidocain spray-hil 3 4 befijast alkalmaztunk
A beavatkozast 21 fér! nébetegen végeztuk (egy férfi betegen két alkalommal tor

4 PEG), a .xge]etkomk 56 (40-76) év volt. Kozuluk 10 mesopharynx., 5 szdjuregi-, «
-, 2 hypopharynx- és 3 tobb |egmm is kiterjedd tumoros beteg volt. Ket esetber
zer zajlott a perkutan en
aszirosztomia, Ket h(-legpn palliativ citosatatikus kezelés clatt kerilt a PEC
beiltetésre. A posztoperativ esetekben a PEG ke atlag 3 honappal a mitétet kove
fden tortent (4 13, beteget a statisztikaba nem szamitottuk bele, mert évekkel a mitét utar
tortént a PEG bedltetés). A PEG taplalasi napok szama atlag 161 (10-416) nap velt. 1<
csethen a tumorexcisiot kovetden kialakuit szovethianyt pectoralis major myocutan le
hennyel és egy alkalommal pedig alkari radialis szabad lebennyel potoltuk. flat esetber
vigertink gégerezckeiot, 11 betegen tortént pre- vagy posztoperativ telecobalt irradidci

0 bl
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1 tablazat
inszerci6
beicg Thor| Tumor belye | beavatkozksok | wmitétés | PEG | sadvodmények
P PEG 3
etelt
napok
0 exc TPMME 0 a6 | -
wexcrPMMF | 70| 109
et 1S 573 | Wormeacit
reshorisont & T XL
reshorisont. i 580 | - 1
Wexc PMME_ 336 |
‘tuexc PMMF 306 | bbmeacis |
u exc +PMME 26 —
T exc A PMMY 218 - i
dic T 204 5
e+ PMME 105 proop e T
Total v, exc +PMVE 106
wexc +PMMF w5 | 59 oviop rad 1 |
horisopt ! 2301115 | peritubva si0p rad
Trres radic | 37 5
[ K a larynx res horisont laryngis 78 -
i | 51 | mesopharynx tuexc.rPMME 203
71 50 | mesopharynx_| res horison | 50 - |
155 | mesopharyn | cw.exc~PMMF 34 - | reapiad i |
Tntraoperativ inszercio
s T T mesohypoph | mexs+PMME | ] - W
Ko [ 44 | hypophanynx | twexcoradfecfiap | - | 37 | . T preop et
Preoperatiy inszercié
T [ 57| cavamons | fwexe PMME T ] T e |
S | 51| mesopharyms | twexcPMME | - T 31 | 5 T
r Palliativ |
T |4 | covumors | pallaiver | - T 5 I |
K.Lffi | 49 | mesopharynx | _palliatly th. I 82 | | imadiacic |

RBwiitesak: 10 6xc.: lamor excisio; res. horsant, Taryngis réseciio horfsontals layngis;
PMME: pectorals major ‘myocutan lebeny; total: laryngectomia; res. radic. ling - resectio radicis
linguae; rad. free f ialis szabad lebeny; th. therapia; appendect.: appendectomia; preop.
irrad.: preoperativ irradiacio: postop. iad. irradiacio; peritub.: e
intratrachealis narkézis

EREDMENYEK

Az elmult évben vezettitk be a perkutan endoszkopos gasztrosziémia modszerét klini-
kinkon. Elsdsorban a mar régéta mesterséges taplalasra szorulé betegeinknel cseréltuk ki
a nazogaszirikus szondat PEG-re, uut talalhato nagyobb szamban posztoperativ beale
Lés beteganyagunkban. Mindez alatamasztja, hogy a mitét és a PEG beultetes kozott dt
lag 3 honap telt el
A posztoperativ csoportban 11 olyan betegnél alakult ki nyelési panasz, akiknél o tu
mor kiterjedtsége miatt a nyel, nyelviyok, sziifenék vagy lagyszijpad részleges rezekeidjirs
is szakség volt. A hidnyt pectoralis major myocutan lebennycl potoltuk. Tovibbi G esetber:
gégerezckeiot kovetden és két nyelvgyiki rezekcioval jaro u s utdn
Jott létre dysphagia. Ezen esetek ey részében is a kiterjesztett nyelvgyok: “rezokeio volt o
nyelési nehézségart a felelds A6 parcialis gégemtét utan ke
 nazogasztrikus szonda PEG—Y(’ valé cseréjét kiveten, a mar honapok Gl v

L Loz aftub o

nyeiést

78
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tGen valamilyen lebenypatldsra kerilt sor (pectoralis major myocutan. vagy szabad lebeny)
Kilonosképpen a kiterjedt ny@lv- nyelvgyok, szdfenck vagy lagysziipad rezekcioja esc-
ién javasoluk a preop PEG hiszen nagy a valoss, . hogy a be-
6si funkeidia maradktaiannl <ohasom s ¢ iy a részhen vagy
cgeszhen mesterseges tplalasra szorul

Irodalmi adatok szerint a PEG & miitéti torilletet tehermentesiti, a sebyogyulds gyor
abh ¢ ebb nyaki fiszeula alakul kic IV stadiumi foj-nyaki fumor mitétek utin
st sondis beteroknel 421 -han, mie PEG-gel rendelkezd hetegeknel 23%-bin
bl i ki sipol. A fentick dltal & bospitaliziets 5 o ki ket i sl
[

Z

.‘\«1«-4l'lmvh*swnk szerint szamos esetben a nazogasztrikus szonda allanda irviticiiga ide-
it s czdltal nyelési panaszt tart fent, ami megszinik PEG-re valé dttérés utan. PEG ese-
1én a bmgnk kedélyallapota is jobb.

gr0s

- 4 6 hétnél tovabb tarto enteralis taplalas eseten PEG javasolt
A ,.pull-back” technika szerinti PEG beilltetés kevés szovodménnvel jaro. gyors és
biztonsagos médszer.

- A posztoperativ esetekbél levonhato tapasztalataink alapjin, kiterjedt nyely, nyelv-
wyok, szdjfenck vagy lagyszajpad rezekcio soran mér az elsé lépésben javasoljuk a PEG be-
ulteteset.

~ Gégeesonkoldson dtesett idés betegek nyelési képessége javul, amennyiben oz dllan
do irriticiot fenntarto nazogasztrikus szondat perkutan endoszkopos gasztrosztomira cse-
réljik

Gasziroszkopos akaddlyt jelentd tumoros lolyumat jelenlétekor introoper
és is sz6ba jon

v beul
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SUMMARY

Gy Fiibuin, . Pstel: Percutane endoscopieal gastrostomy: pre.. iira- o1

Luher 1. K Sudrossy,
wastoperatiye impianialion

st oek bymanre sehes e et nred 1 adegate

oding 1< extremely impartant
“The authors recommend the pe
pmu« e ave done 20 succensiul PG \mp\.mmmm»mwu

mvlvrmll_\'ilmmg o

The wsetage suarshing G

- and. 1 19

in 2 ns

coperation with paisative purpose. They

he au e
ase pum.m.m-n In2 eases, |mpl'ml<\hnl\b\t~ o withouth n
served complications in 4(16%) ca

Reggnning of artificinl aourshing o improve condion of 1-fed
srcady in the preoper: 15 recommended as the frst step espeia
it tamaur sis widespreade in the tongue. radix of the ongue, in the flor of the mouth or tn he so

sents. the authors recommed PEG

They call the attention t adh of pre-. intra- and Jantat
The authours review the essenee and importance of ntraoperative PEG

ZUSAMMENFASS

G

1. Lugber. K. Sadrossy, Gy Fabian, J. Pytel: Perkutane endoskopische Gastrostomie: prac- intra- vder

andlung von unterernabiten Patics m Kopf-Hals-Borcicl st dic entspre
chende Ernahrung auScrordentlich wichtig. Fur eine langzeitige kimstliche Ernabrung dieser Patienten
pfehlen dic VerlT anstelle Sonde das Anlegen ene p Gastrotomie
PEG

Zwischen dem 7. Januar 1997 und dem 28. Januar 1998 fulirten sie 25 crfolgreiche PEG (22 Manner, 3
Frauen) nach der “pull through” - Technik durch Das mittlere Alter der Patienten war 56 (40-76) Jahre. Dic
Ernahrung uber dic PEG daverte im Durchschnitt 161 (10-416) Tage. Das Anlegen crfolgie in 2 Fallen
prioperativ, in 2 Fallen wahrend der Operation und 19 mal pasioperatis, in zwei Fallen palhat. ohne dic
Operations des Halstumors. In 4 Fallen (16%) traten Komplikationen auf. Im Interesse des Ernah
rungszustandes wird der praoperative Beginn der kunstlichen Ernahrung empfholen. Bex usgudehnier
Resektionen von Zunge, Zungenwurzel und Mundboden sollie die PEG der erste Sehritt des Opera:
tinsprogrammes sein. Yorteile und Nachteile der pra- intra- und postoperativen PEG werden erortert. Weser
und Bedentune der intraonerativen PEG werden erlautert
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8 . Lugber Laszlo e

Nagy betegunk [6,9:) anomnésiséoen szerepel korabban
wwgeeh hos

tablazal)

Erodmények

Hérom ive wozatuk be  perculon endoscapos gasiror
tomia medszorét Winikankon. 58 skeres (100%) PEG bel

nkor azonban o diagnosisunk meg nem biz
103 nincs szovettan credmény), o beteq a sz6bojce hia-
prthoz meg nem adka beleogyezése, ot o sobész s op
tmisio lehet miszerint az & ik boavorkozea uin nom

garaton
scopizahv bedleet PEG srinién acm meglecheld o beieg
szomarc. Kordn biztosihato hosszutéu tapioas &5 a sab.

lgogsa

85



Fercunn endoscops gasrosma

e PEG et

“sziclola esctn A sebész ophizmuse azorbar mg  poteet ik phenyge lry o 1S ey
undi okodoly oher Eqyreszrol @ fent vorclvok miat 1o 1996, 22 447

6ok Leteganyogunkban inyomd 16bbiagben posiope” 6. Hoany, L. Bukowacs, & Mol /3. Dosvan, KA gl
R o . hogy o

sy Moggn S 19,
1o e posioperot becberesok elenyervel e horonyoral 51
hopcsolasban hvaozunk oz wodaloma (8, 15] A pos™

ik vom v " honyomoro
oy o ety T Coporton 19 e
et s L v o

ek Ay od
byo ook ysh. sy, s2iené, deve logror
rod ks hosineil vtk o 1 37e0
o gy, i iy ol ol o
nelid 5 5701, mig agveb muteh beavoikozas / olkolommol
ek e e el
Gron, seifenck kogyszinpon. ot hypophoryn ol rosec
ok vt volomint foken idsebl korbon vegzeh gege:

e, D low, R

cuton endoscopos gosiosioma minél korobb: elkeszite

oo,

1 Ganderer, MWL, Porsky, 1., st &3 Gowrowory wibous

F A ——
coninomo lormgorcope

192,102 97780
3 Honh € Harsamy, U Toloc A, 00, ) Praperot meser

5 Dumncr 5. Bk, Gy. oo . P ond poskparaive



APPENDIX 3



A perkutan endoszkopos gastrostoma
szerepe a fiil-orr-gégészetben

F1IBER LASZLO (3 SAAROSSY KATALIN

% s idulaid daganates boteiek testsitvesol ¢
cnverd all. A esékkent tipanyaghevitel, a daganatos scitek kerlitlan tipane
iletve enerziafelhasznilisa és az eltérbe kerils katabolikus folvamatok hatis
lisdg allapota, A Tep nyak

Tokzatosan alakul ki a fehérie. illetve kaléria-a
teriiletén elhelyeskeds da

matos clviltozisok

plilékhevitel esikkenését okozza «,..Nm..u‘...v wrakivszan s a imadidcios
vazy citosztatikus teripia sorén foko/ort 1,:|nnvavlnnm sitkséges

it tiplaltsagd dllapot ameglelelo kezeléshez,
hez s ezihal

¢ miclabbi rehabiliticiihor,

A mesterséges taplalas modjai

L Parenieralis

1. Lateral

oralis
nasogastricus nasojejunalis szonda
pharyr

ostoma

uesophagostomi
trostoma

omanyos sehészi

. PG (perhutan endoszkopos gastrostoma)
LG (laparaszkopos gastrostoma)
iejunuosioma

ominyos sebészi
K (1
« PEI (perkutin endoszkopos iepunastoma)
« LI (laparas/kpos jcjunostoma)

acter jcjunostoma)

44

88



AN G0N DCICCK ICICHON FES/CNCE A PET OFIS 10KOZ01E apanvae
bevitel éppen a hetegsée Tenepehil adadoan nem lehetseges. Fiil-orr-gegeszen
wyakorlatban mesterséges tiplalds céljaina leggyakrbban s
lkalmizah VG hogy & orsan sy aidon levercthens és

3 hétnél ,\U\)/Jhb hasznalat .|/unb.m nenm m\alll a \.uh.mv \/u\mlm\nuk
Kiakakutisa mialt ? it or1-, gt iy hifche
i esedene Ll ferozodese s eling) Masres/Tola szondi i mulets teruleten

AU LS S/ A G 20t DR Ry WIS R S A v

strostomiil umm Pharyngo-, illetve oesoph
.

Kenitéacre fil-orm-pé
wviiksé
A PLG indikaciopa, a bedhieres modjat & szovadményeit mir horibban tar

avaltik Jelen fefeset exab o fii-oreuéucs/cii vonatkozasohat emeli ki

A PEG-beiiltetés tee

I pull” rechnika
2. push” echnika
Topoke”

ey az el
edverit .u_«..um‘/wm laliban két alkalommal »c/uJuL (e Ihlp\/lmdl
2 tumoros vagy mar ope exator wrabasszal &inikene jut o evomorba
(Gauderer etal. 1980; Sacks cia an bonyolultabh
_poke” technikiingl (Russl ctal. 1984), aimi tulajdonképpen ey Seldinger madszer
gasztros/kopia csak cgyszer 1onénik és a tipszonda kozvetlenil a hasfal bo
atsirasival keril a gyomorba, iy nem érintkezik 2z operilt vagy tumoros tip
csatorna-szakasszal.

A PEG-beilltetés idpontja

1. pracoperativ heiiltetés
2. intraoperativ heitlictés
s

postoperatis beulietés



Prae-. imra yagy postoperatiy beihietés eliny eit, illets e hitriny itz 1 iblazar-
b foglaltuk dssze (Lujber et al. 1999)

Pracopetiy 116 perativ PG Pastoperativ PEG
e Natrinva s elonye hatrinya
Copdn st Kateredinn nmes akadalv Bonvoliiah - kimnvenben keson kezdheio
B T N SR fitithe aia
taplalin leveretesenek 7olalas w7 ndikicia taplilis
yetent +PEGeen
nincs tmor neershh Pl
seit trans/- terheles
. m!u\/knp\ . planticio steniitin shetcench
wnanchesiehetosege elerese

et mmm
nivel

Lkl

Srovidn
ja 1 mutet )
ezt deiét it

ny

Roviditések: TN © intratrachealis narcosis
PG perkutin endos/kopos gastiostoria

W e
A beiiliciéssel korin meghe/dhetd tiplakis miaut jobb tiplilisagi
Mlapord beteg keriil miétre. A heavatkovis elvégerhetd alatishan a fej nyak

daganatoknal gyakran scitkséges staging” endoszkopia sordn, ami igy nem jelent
Kiilin megterhelést a beteg s/amira. A beteg taplilisigi dllapota javithatd amig a
ssvettani credményre virunk (6-& nap). Eliforduthat azonban, hogy PEG kapesin
<sovidmény alakul ki, mely a tervezet miliét iddpontjat kitolva. rontja @ heteg
Tovdbhi hatrnya a mitét eloiti PEG késziiésneh, h
siasros/hop. illetve a tipszonda levezetése tumoros kimyezetben 1riénik, am
sulfocatio Kialakuisinak (Ritey ctal, 1992) ¢ a mor wanszplanti
Scleiderctal 1997) eIyt e itk

v}m\) R, A7 fndikicss helyes fesilltisa o pracoperatis <sporby

Tezehb,

46
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Scajzarat okozo umorok escien az endoszkopot. illetve a tapszondat transna-
salisann s levezethetiik (Tatler eral. 19971 Kiterjedt tumorok esetén. amikor as
endoszkop levezelese nehesserbe uthozik. alaiishan Kicinsasser kingoszhopon
i emkonirall mellett seaitherjiih i/ endos/kapot a nyeloesabemenctbe ¢Horviith
el 199601 Az endoszhopiat icliosen fchetetienng tevé mor esetén az ifra

scvaney hendtetes thiheer et al 19001 jelenthet mecoldist A fumor excisic

trostomin hinnyen, bl ot

Net! tart
A ettty feve/etes hatranya, hogy @ mulet eriicn izoikisira &<
ondot kel forditant. valamint a miitét ideje is megnd (kb 20 pereech).
A pestoperativ heithetdsned lin cpyetlen chinye, hogy valdban esak azoknak
aberegehieh heriil a PEG bedlietésie, akikngt erre igazin sviikség vin
A dent vazoli hatanvok iz cgves esoportokon helil csunin a bedilietés wdo-
pontiahiol fakadna. nem pedig a modszer hibagabol

rilitise

A PEG-beiiltetés modjai

I helvi erzdstelenites Gilialaban postoperativ heiilicies)
intra

- ancones Gadialiban prac- s

2.1, staging endoszkopia rés/chént

22 Kiterjedi tumorok esetén (Gijdalom)
2.3, wansnasalis levezetés
2.4, laringoszkoppal asszisAdlt levereiés
25, intraoperativ beiilieiés

A PLG beiiitciés ambulanter heiyi ¢rzéstelenitésben kimnyen elvégezherd
Narkozishan térténik a PEG készitése. ha a staging endos/kopia részét képezi
Kiterjodt daganatos elviiliozis sordn megfeleld ersésteleniés ellenére az endos/kap.
Heive a tipsonda levesctése Gijdalommal jar. Transnasalis. laringoszkoppal asz-
wisvzidlt, valamint intraoperativ begletést is altatashan végeszik

Specialis fej-nyak sehészeti indicatiok

Minden mitét al dik

pretd célia, hogy a legme: cniibb ankolog
ilis credményi érjen el. Célaz, hogy a taplalekbevitel.
zas ¢s @ nyeles ermeszetes modon tortenjen. Elsésorban Kiterjedt daganatok
radikilis mitgt

mellett megfelels funkeior
ar

hezelését i

1 sebéss minden igy chesete ¢

v clést diszfunheiok maradhatnak vissza

7
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Alabbiakban foglaltam dsszc azokat az cscicket, ahol a sziikséges reszekcio
mialt tartos funkciokicsés varhatd.

1. Szdjiiregi tumorok

1. Nyelv-, nyclvgyik
ayclési panasz)
2. Lebennyel vegzent (oss/anaro
Mandibulotomia,

djfenck vagy ligysziipad kiterjedi reszekeioja (tariés

clve 1esackeio {tigdsi nchizsig)

11, Meso- és hypopharynx tumorok
illetve nyeldesd kiterjedt reszekcioja
2. Garal-, illetve nyeldcsépotlas egyes format

i1l Gégetumorok
1. Partialis gégereszekciok valogatott esetekben (idds beteg, kiterjeszett re-
szekciok).

Beteganyag és modszer
A pécsi Vil-Om-Gégeklinikan 1997, janudr 07, & 1999, dprilis 30. kGzdu 43
betegen dsszesen 47 sikeres PEG beiiltetést végeztiink.

Az insertio ,pull”- vagy ,.push™technika szcrint oriént. A gastrostomiat 34-
szer helyi érzé ité és 13-szor 0 végeztik. A
beavatkozas clétti napon a betegnél rendszeres s7djoblogetést kezdtiink Phiogosol
oldattal, majd a beiiltetést megeld an 2,5 mg Dormicumot és 100 mg
Contramalt tartalmazé 0,9% NaCl i.v. infuziot adtunk premedikacioként. Helyi
érzéstelenités csetén percekkel az endoszkép levezetése clétt még 2,5 mg
Dormicumot adtunk i.v., illetve a szajnyalkahartya érzéstelenitésére 10% Lidocain
spray-bl 34 befajast alkalmaztunk.

A beavatkozast 43 férfi- és 4 nobetegen végentilk, atlagéletkoruk 57 (40-78)
év volt. Kézilik 25 szajiiregi, 12 garat-, 9 gége- és 1 cgycb tumoros beteg volt
Két esctben ive, 4-szer il ive és 33 i
vajlott a perkutan endoszkopos gastrostomia. Nyolc betegen palliativ kezelés
részeként keriilt sor a PEG-beiiltetésre. 22 csctben a tumorexcisiot kovetden ki-
alakult szovethianyt pectoralis major myocutan lebennyel, 2 alkalommal alkari
radialis szabad lebennyel pétoltuk. 12 esetben végeztiink gégereszekciot. 11 betegen
tdrtént pre- vagy postoperativ telecobalt irradiacio.
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Eredmények

A PEG beiiltetése minden betegné! sikeres volt. A beavatkozds alatt komplikicié
nem Iépett fel. Major komplikaciot nem észleltiink. Minor kompllk.\u()\ X csclbcn
(17%) tapasztaltunk. A 3-6. napon a stoma kériili bér gyulladasa,
fuhalis teakaoe™ atakuli ki A7 emlite't Sivisdmény miatt két o crhen Kinysre.
riliiink a PEG 6 cloti clidvolitasara. A nyelési funkeio helyr a miali a
gastrostomat két betegnd! sciintetiik g A lapszondit Kicstszasa, illetve orése
miatt 3 perkutan as szondara, 2-szer Folic
katéterre cseréltitk A PEG taplalasi napok szama osszesen 13458, atlag 305
(5-806) nap volt.

il

Osszegzés

A PEG a nasogastricus szonddval szemben a miitéti teriletet nem terhel, igy
gyorsabb a scbgyogyulds és kevescbb a nyaki fistula (Gibson és Wenig 1992). A
PEG csaétikailag jobb és konnyebben tolerilhato

A hagyominyos schési gasirostomival s7emben olcsobb, kevésbe invasiv, am-
bulanter elvé 6, valamint kischb a s/6védmé sinak Ichetdsége.

Eeyes mitéte indikdcioja kiszélesitheld
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Insertmy a Percutaneous Endoscopic Gastrostomy fube viaca
Cervieal Fistula Formed Alter Major Sureery on a Patieni With
o Head and Neck Tumor
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Second Look Endoscopy by a Laryngo-Fiberoscope Passed Via
the Feeding Tube of the Percutaneous Endoscopic Gastiostomy

Las710 Luiber and J. Pyiel

oty (P re
clariy whet
berscope through
head and ncck cancer undergoing
prospective study

3

U o oy e shgus o
pases of e gastcoscope

ancous cadoscop g
The aim
e el by pavig o

Sngieon 0 620 of B

“Trand whal” cu
o he PEG fling e o hvig o 0
LG

sccund ume. Key Wi

INTRODUCTION

The wse of percutaneous endoscopic gastrostomy
(PEG) 0 provide nutritionsl support for paticats with
dysphagia has been widely aceepied since its first intro-
dcton by Gudereraad oy in 1980 (1. Most st

the gastro intestinal fiberscope checks the proper posi
tion of the wbe and excludes complications, Gastrosc

dure in experienced hands, but it may
be difficult in paticnis with large wmors or anatomic
ehanges caused by surgery or iradiation. In addition it is
unpleasant for the patient if done under local anesthesia.
Nevertheless the second pass of the gasoscope might
increase the risks and complications of the procedure
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in paricnts with head and neck cancer (6,1.8). S
methods and modifications have been devised
reduce the number of complications. o overcome the
difficultes of per oral gastroscopy in obstructive cases

minimize the discomfort for the patient (9-15).

internal disc of the PEG fecding tube.

MATERIALS AND METHODS

‘Twelve head and neck cancer paticats (12 mea, ged

specific inclusion or exclusion chtera set up. I all cases
“pull back” techniauc was.
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Second-Look Endoscopy During Percutaneots
Passing a Laryng:
scope Through the Inserted Feeding Tube
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