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Percutaneous endoscopic gastrostomy (PEG) is one of the most commonly performed

endoscopic procedures and a first-line treatment for the establishment of enteral
access in those with intolerance or contraindication to oral feedings. A small amount
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Introduction

A 68-year-old obese lady (body mass index [BMI]:
33.2 kg/m?) was admitted with a diagnosis of severe acute
necrotizing pancreatitis (ANP). At admission, she had both
acute lung injury and acute kidney injury. She was man-
aged conservatively with intravenous (IV) fluids, antibiot-
ics, and percutaneous catheter drainage (PCD) of the ANC.
She improved symptomatically but had poor oral intake. In
view of expected prolonged nutritional support requirement
and unwillingness to have nasojejunal tube placement, the
patient was planned for a percutaneous endoscopic gastros-
tomy (PEG) placement on the eighth week of illness. PEG
was placed using the pull-through technique and feeding
was initiated the same day. The following day, postproce-
dure patient developed sudden onset abdominal pain and
distension with feeding intolerance. Vitals were stable and
abdominal examination revealed localized tenderness and
guarding in the epigastrium but no rebound tenderness.
A contrast enhanced CT showed pneumoperitoneum with a
slipped out gastric bumper which was lying free in the peri-
toneum (=Fig. 1; Video 1). After surgery consult and in view
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of pneumoperitoneum in the immediate postprocedure period is well reported after
PEG tube placement. However, pneumoperitoneum resulting from displaced gastric
bumper within 24 hours postprocedure is uncommon and rarely reported in the lit-
erature. Timely diagnosis and early endoscopic management can help tackle such an

of absence of generalized peritonitis, endoscopic closure of
the perforated gastric end (~Fig. 2; Video 1) was planned
with an over-the-scope clip (OTSC, OVESCO Endoscopy AG,
Tiibingen, Germany).

Video 1

CECT abdomen showing pneumoperitoneum with a
slipped out gastric bumper end of PEG tube lying free in
the peritoneum and increased fat pad thickness; upper
GI scope mounted with the OVESCO clip and locating the
perforated gastric end; suction applied to grab the per-
foration and sufficient tissue around it within the cap;
OVESCO clip deployed, and perforated gastric end closed;
post procedure, endoscopy revealed deployed OVESCO
clip. CECT, contrast-enhanced computed tomography; GI,
gastrointestinal; PEG, percutaneous endoscopic gastros-
tomy. Online content including video sequences viewable
at: https:// www.thieme-connect.com/products/ejour-
nals/html/ 10.1055/s-0041-1739563.
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Procedure Details

After confirming the location of the perforated gastric site
endoscopically, an OTSC system (11 mm, type t) was mounted
over a standard gastroscope (GIF-HQ190, Olympus Medical,
Tokyo, Japan). The OTSC cap was bought in contact with the
gastric wall (perforated end) and subsequently, suction was
applied. Once sufficient amount of tissue around the perfo-
ration was sucked within the cap and the position ensured
endoscopically, the clip was applied (=Fig. 3; Video 1).
The procedure was performed using CO, insufflation.
Postprocedure, the patient improved symptomatically and
was gradually started on oral feeds. Subsequently, her nutri-
tion built up and was discharged in a hemodynamically sta-
ble condition.

Fig. 1 Contrast-enhanced CT scan showing displaced gastric bumper
of PEG tube (yellow arrow). CT, computed tomography; PEG, percu-
taneous endoscopic gastrostomy.

Fig. 2 Endoscopic image of the gastric perforation (previous PEG
tube) site. PEG, percutaneous endoscopic gastrostomy.
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Fig. 3 Endoscopic image of the deployed OTSC closing the gastric
perforation site. OTSC, over-the-scope clip.

Learning Objectives

Despite being a safe and feasible procedure, PEG place-
ment is fraught with complications, ranging from 3 to
13%.! Pneumoperitoneum is a benign, self-limiting complica-
tion encountered in 4.7 to 57% of the cases.? It is commonly
attributed to the air sufflation and needle puncture during
the procedure. But post-PEG pneumoperitoneum, due to
slipped gastric bumper, within 24 hours of the placement
is uncommon. The usual management for a displaced PEG
tube is to replace it which, technically, is easy when the tract
has matured. This, however, was not there in the index case.
The tract had not yet matured as PEG tube got displaced on
the second day itself, and the large pneumoperitoneum had
pushed the stomach wall away from the anterior abdominal
wall. Hence, the gastric site had to be closed to prevent leak-
age of contents into the free peritoneum.

PEG tube placement for nutritional support in patients
with acute necrotizing pancreatitis has been described ear-
lier.># Malposition of the gastrostomy tube, in such cases, has
been managed conservatively or required peritoneal lavage or
surgical intervention. However, none has described OTSC use,
as in the index case, for closure of the gastric rent. OTSC have
been used earlier for the closure of persistent/nonhealing
gastrocutaneous fistula, after removal of PEG tube.” However,
OTSC use as a rescue therapy for such acute malposition of
PEG tube is unique for the index case.

Some important caveats that must be kept in mind during
PEG placement are as follows: (1) placement of PEG bumper
tube inside the stomach should be confirmed endoscopi-
cally; (2) optimum traction should be given while fixing the
PEG tube on the anterior abdominal wall to prevent displace-
ment or leakage; (3) the procedure should be preferably per-
formed under CO, insufflation; (4) high index of suspicion
should be kept for iatrogenic bowel injury, if the pneumo-
peritoneum persists beyond 72 hours; and (5) OTSC clips can
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be effectively used to endoscopically salvage complications
of displaced PEG tube, as demonstrated in our index case.’
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