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Abstract. Percutaneous endoscopic gastrostomy (PEG)
is a widely used procedure for patients who cannot-
swallow. Athough it is mostly performed for valid
indications, its use in terminally ill patients is question-
able. In this study, more than 30% of patients died in
hospital after PEG placement and 16% died less than 30
days after placement. Strict guidelines and oversight or
PEG placement are recommended.
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Percutaneous endoscopic gastrostomy (PEG) intro-
duced in 1980 for enteral feeding [9, 16] simplified a
previously complex operative procedure and deservedly
achieved widespread clinical usage. In the United States
alone, well over 100,000 such procedures are performed
annually. Questions have been raised, however, about
the ethical propriety of PEG when the burdens and risks
of the procedure outweigh the benefits [5, 7, 10, 19, 20].
There is no scarcity of literature dealing with appro-
priate and inappropriate usage of PEG. There is, how-
ever, inadequate consideration of measures that might
reduce the number of inappropriate PEGs.

This article describes PEG usage in a general hos-
pital from the bioethical perspective and suggests mea-
sures that might be effective in offsetting such usage
when the indications are ethically questionable.

Materials and methods

At an 876-bed voluntary, tertiary care teaching hospital located in a
large metropolitan area, approximately 400 PEGs are performed each
year. The hospital also has an active bioethics program, which
encourages bioethics consultations when indicated for ethical conflicts
or dilemmas. Consultation requests may be initiated by the patient, the
patient’s family, or any member of the health care team (attending
physicians, residents, nurses, or social workers). The consultation team
consists of a doctor and nurse, who are members of the Bioethics
Committee, and the social worker assigned to the case. The consul-
tation is held with the patient, family, or surrogates with the full
knowledge and participation of the patient’s attending physician.

We retrospectively reviewed 503 bioethical consultations that took
place between 1999 and 2002. Within this group of 503, we identified
147 patients who had PEG placement either before or during their
hospitalization. This group was analyzed for demographic data, indi-
cations for PEG placement, outcomes, and timing of PEG placement
relative to the request for bioethical consultation.

Results

Of the 503 bioethical consultations, 29% (147/503) in-
volved patients who had undergone PEG during the
period under study. The mean age of the patients was
74.6 years (median, 81 years). Males comprised 38% of
the patients, and females represented 62%. Indications
for PEG placement were varied. The majority (86%)
were placed for conditions involving neurologic
impairment which precluded oral intake, including
stroke, head trauma, cerebral hypoxia, persistent vege-
tative state, and dementia. The remainder (14%), were
placed for cancer or miscellaneous causes.

Outcomes

For 65% (95/147) of the patients, PEG placement was at
the same admission as their bioethical consultation. Of
these, 31% (29/95) died in the hospital. Their mean
survival time was of 31 days. However, 16% of the pa-
tients, (15/95), died fewer than 30 days after PEG
placement. Most of the bioethical consultation requests
(79%) were made after PEG placement
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Discussion

The number of PEGs in this institution are consistent
with those reported in other published studies. The
numbers are striking. One large study [11] of Medicare
beneficiaries reported an incidence 0.8% among hospi-
talized whites 85 years or older, and 1.7% among hos-
pitalized blacks in the same age group. As life
expectancy continues to lengthen, these numbers prob-
ably will increase.

Gauderer [8], the acknowledged originator of the
procedure, wrote a 20-year retrospective evaluation of
the procedure, in which he stated:

‘‘...Because of its simplicity and low complication
rate, this minimally invasive procedure also lends
itself to overutilization. Therefore, as percutaneous
endoscopic gastrostomy enters its third decade,
much of our effort in the future needs to be directed
toward the ethical aspects associated with long-term
enteral feeding. In addition to developing new
procedures and devices, or to perfecting existing
ones, we as physicians must continuously strive to
demonstrate that our interventions truly benefit the
patient.’’ (p. 882)

Many reports have described, discussed, and debated
the ethical issues in PEG placement [3, 13, 18, 21]. The
utility and appropriateness of the procedure for revers-
ible or reparable conditions in which oral nutrition and
hydration are impaired temporarily for prolonged peri-
ods is incontrovertible. The decision becomes more
difficult in situations that involve advanced dementia,
terminal malignancy, a persistent vegetative state, irre-
versible coma, or similar states. Clouding the decision-
making process are the uncertainty of precise prognos-
tication and prevalent multicultural attitudes toward
nutrition and hydration.

There are authorative guidelines for the use of PEGs,
such as those delineated in the Guidelines for the Use of
Enteral Nutrition: A Medical Position Statement of the
American Gastroenterological Association [2]. Among
these guidelines is the constraint that PEG is justified for
patients who need tube feeding more than 30 days,
implying that the less interventional nasogastric tube
should be used if tube feeding for a shorter time is either
predictable or prognosticated.

Nevertheless, despite the extensive literature and the
clear guidelines, 15% of the patients (16% in this series)
who have PEG placement survive fewer than 30 days. In
these cases, it may be assumed that the PEG placement
was inappropriately offered or requested although,
occasionally, extenuating circumstances may have been
present.

Illustrative cases

Terminal hepatorenal syndrome

A 63 year-old woman had a long history of severe dia-
betes and cirrhosis of the liver with multiple serious

complications, including chronic renal failure requiring
renal dialysis. After 5 years of dialysis, progressive
jaundice, developed resulting finally in a full-blown he-
patorenal syndrome. During 4 weeks in the hospital, the
patient’s clinical status worsened markedly. A PEG was
placed 6 days before she died.

Cerebro-vascular accident, advanced dementia

A 58-year-old African American man with advanced
dementia was admitted after a grand mal seizure
attributable to a cerebrovascular accident. He experi-
enced multiple organ system (renal, respiratory, cere-
bral) failure. Because his mental status precluded oral
feeding, the family insisted on placement of a PEG. He
died 10 days after PEG placement.

Severe cerebral trauma in an aged woman

An 89-year-old woman severely impaired in an auto
accident had multiple fractures (ribs, pelvis, scapula),
and a large subdural hematoma. Acute respiratory
distress syndrome, renal failure, and pneumonia sub-
sequently developed. The patient had expressed before
the accident that she had no desire for life support if
she could not live independently. A PEG was by placed
2 weeks before her death caused by overwhelming
sepsis.

None of these cases had the benefit of bioethics
consultation, which would have allowed a full discussion
of the burdens and benefits of the procedure, as well as
the goals of the intervention.

What corrective measures might reduce the inap-
propriate placement of PEGs? First, we advocate edu-
cation. All physicians who recommend or place PEGs
should be familiar with the published guidelines of the
American Gastroenterological Association for PEG
placement. These are explicit in stating that ‘‘gastros-
tomy tubes are justified for patients who need tube
feeding for more than 30 days.’’ A technical review by
the same organization [2] expands the indications to
include, for example, ‘‘untreatable bowel obstruction
due to cancer, or expressed patient preference over
nasogastric intubation, even when death is imminent.’’
Also recommended is the involvement of hospital ethics
committees when the indications are debatable, as well
as education promoted in conferences, seminars, and
suggested readings.

The education of patients and families on the bur-
dens compared with the benefits of artificial nutrition
and hydration (ANH) via PEG also is indicated. In-
formed consent should, but frequently does not, include
the discussion of the complications in placement [4], and
the risk of aspiration [4], as well as a frank description of
the benefits as compared with the burdens [1, 6, 12, 15,
17]. All too frequently, the option of a PEG is offered
and eagerly accepted by surrogates who are not familiar
with, or will not accept, the alternative of withholding
ANH, fearing the consequences of unbearable thirst and
hunger. These are not problematic when ANH is with-
held or withdrawn. Both physicians and families should
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be aware of this alternative for patients facing imminent
death or for patients with advanced dementia who have
lost their ability to swallow and whose quality of life is
severely compromised. In such cases, ANH may serve
only to prolong the dying process, which may not be a
desirable option.

Second, we advocate more frequent use of bioethics
consultation when the indications are doubtful or
debatable. Ethical dilemmas are optimally discussed in
a group setting where in concerns are addressed, op-
tions are considered, and the burdens versus the ben-
efits of a treatment are carefully considered. In our
series, 79% of the bioethics consultations were re-
quested at some time after PEG placement. In most
instances, the consultation would have been more
helpful before the procedure was performed, with the
choices clearly defined. We have encountered instances
in which PEG placement was being considered, or had
already been performed despite an Advance Directive
stating that it was against the patient’s wishes. In other
cases of predictably near or imminent death, the PEG
provided no benefit and arguably increased the burden
of a prolonged dying process. As a general rule, bio-
ethics consultation should always be requested when
PEG is being considered for patients in a persistent
vegetative state. The ethical dilemmas involved seri-
ously require discussion.

Finally, we recommend that there be a periodic
departmental audit (by the gastroenterology or surgery
department) or peer review of PEG placement cases.
Currently, to our knowledge, no such audit exists in our
hospital or any others. Audit and peer review would
bring to light repeat offenders responsible for inappro-
priate placement, and would facilitate the institution of
corrective measures. The PEG placement procedure
poses sufficient ethical dilemmas for it to be worthy of
more intensive oversight.

Conclusions

Percutaneous endoscopic gastrostomy has been a
remarkably successful method of enteral feeding, one
that is highly preferable to previous surgical proce-
dures. Its placement is ethically and medically
appropriate in most cases for which it is used. How-
ever, a residue of cases remains in which placement of
a PEG is either debatable or inappropriate. To reduce
this latter category to a minimum, we recommend a
more effective education program, periodic audit and
peer review, and increased usage of bioethics consul-
tations.
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