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Complications of Percutaneous Endoscopic Gastrostomy (PEG) in Children

Soo Hee Chang, M.D., Dae Yeon Kim, M.D.*, Seong Chul Kim, M.D.*
In Koo Kim, M.D.* and Kyung Mo Kim, M.D.

Departments of Pediatrics and *Pediatric Surgery, University of Ulsan College of Medicine,
Asan Medical Center, Seoul, Korea

Purpose: This study was conducted to identify potential dangers involved in procedure and evaluate
complications of percutaneous endoscopic gastrostomy (PEG) comparing to surgical gastrostomy
(SG).

Methods: A retrospective study of 66 children with feeding gastrostomy between 1994 and 2002
was done.

Results: Of 66 children, 23 (mean age 29 months) had PEG and 43 (mean age 49 months) had
SG. 31 cases of SG group had fundoplication for gastroesophageal reflux disease. PEG groups were
followed up with an average 13 months and SG groups with 21 months. Major complications
occurred in 33% of PEG group (8/23) and 55% of SG group (24/43). Major complications were
significantly lower in PEG group than SG group and minor complications, too (p <0.05). Of major
complications, aspiration pneumonia was the most common but paralytic ileus was significantly
higher in SG group than PEG group. 8 patients died of underlying disease but not related to
gastrostomy. Removals of stomata were done in 5 of PEG group and 3 of SG group. GER recurred
in 25% of SG group with fundoplication and newly developed in 17% of SG group. GER persisted
in 17% and newly developed in 5% of PEG group.

Conclusion: The gastrostomy was a significant procedure with the potential to produce
complications. PEG is recommended as an initial procedure in children requiring a feeding
gastrostomy but should be considered a major undertaking. (Korean J Pediatr Gastroenterol Nutr
2004; 7: 8~15)
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Table 1. Clinical Characteristics of 66 Children required Gastrostomy

+

PEG* (n=23) SG  (n=43 p value

Mean age (range) 49 mo. (15 d~17.8 yr) 29 mo. (2 d~11.9 yr) NS
Neonate (n) 1 8
Female : Male (n) 12 : 11 15:28
Refer from

Neurology 65% (15/23) 58% (25/43) NS

Neonatology 9% (2/23) 11% (5/43) NS
Indication

Inability to swallow 61% 53%

Inadequate calorie 39% 47%
GER'

Pre (+ : )’ 4:19 3112 0.00
Post (+ @ -) 5:18 10:33 NS
Removal of stomata 5 3 NS

Stomata change (mean) 1.3 1.58
Follow-up (mo.) 13 21 NS
Mortality 0 0

*Percutaneous endoscopic gastrostomy, ' Surgical gastrostomy, ¥ Gastroesophageal reflux, "Pre (+ : —) presence:

absence.
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Fig. 1. Underlying diseases of children required gastro-
stomy.
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Fig. 2. Clinical indications of children required gastro—
stomy.

FFFOl BEG A5, WARROZ ESggol
1 a3k 45 AekFig. D).

7(:)]
Wy golsel M Ao ot A%, B
4 A% ¥4 Fa A A8E, ek 5 A A
4 M&Eagol A BSkn@1%) Tkl VATERY]
g 5 e 404 719 0% 2%]3icHF. 2).

2. ¢ A 9%

9 HE AFE Ih 7ol 2AR] FEE ol
o F ZFZ Nissen 97 28 A3£S AW £
T 26% (8/31)ol|A] AFsldar A Eo] 17% (2/12)7}
WP lek Table 1), WAZT-S A% 17% (423)

oA 9 AL AR QA A F 5% (117014
A2 g Ageie] 2817} 914 AY e Ak
o},
- TELIE L
T 34%(8/23), & 56%

Zo P WAAT
(24/43)0l| A Z+7+ 102, 358 HFAYsl th(Table 2). %
7 Fo gHEe WART 2, FET 1589

Zo z7) YHEOR 7192, H9%, DY, TF
7) @ A, ARA So gort el WA
Aol wlal Fola Kol = AR GHES v
4 7 Aol dek G T sal, WAAT 0dll, p<
0.05)(Table 2). 4| %3} Belslo] A 3 WA AL

Table 2. Incidences of Major Complications according
to the Type of Gastrostomy

PEG*  SG' Vel

(n=8) (n=24) P
Immediate Cx.
Pneumoperitomeum 2 1 NS
Atelectasis 0 1 NS
Hypertension 0 1 NS
Paralytic ileus 0 8 <0.05
Weaning failure’ 0 3 NS
Cardiac arrest’ 0 1 NS
Late Cx.
Fistula" 1 2 NS
Malposition 1 1 NS
Granuloma' 0 1 NS
Aspiration 5 16 NS
Ulcer 1 2 NS

Total (n) 10 35

*Percutaneous endoscopic  gastrostomy, ! Surgical

gastrostomy, * Failure of ventilator weaning after gen-
eral anesthesia, ! Cardiorespiratory insufficiency requi-
red resuscitation, ! Gastrocutaneous fistula required
surgical closure, TGranuloma required minor surgery.
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(Table 2)
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1.6841.75) B% SoslA] YA s Ip<
0.05)(Fig. 3).
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Table 3. Incidences of Minor Complications according
to the Type of Gastrostomy

PEG* () SG' (n) p value
Fever 2 " NS
Balloon tearing 2 6 NS
Minor bleeding 1 6 NS
Diarrhea 0 3 NS
Granuloma 4 8 NS
Inflammation 7 19 NS
Pain 1 8 NS
Oral secretion 2 4 NS
Desaturation 1 4 NS
Seizure 1 5 NS
Vomiting 0 3 NS
Leakage 3 12 NS
Tube obstruction 5 7 NS
Abdominal distension 0 4 NS
Cap tearing 2 2 NS
*Percutaneous endoscopic  gastrostomy, ! Surgical

gastrostomy.
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O T T
Major Cx. Minor Cx.

Fig. 3. Relationship of complication between percuta—
neous endoscopic and surgical gastrostomy group by
a rank of sum test (p<0.05).
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