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Abstract
Percutaneous endoscopic gastrostomy is a route of feeding and nutritional support in patients with a functional gastrointestinal system
who require long-term enteral nutrition. The main indications for this procedure include neurological diseases and cancer of the upper airdigestive tract. There are some patients in whom endoscopy is not feasible because of esophageal stricture or other anatomic obstacles. In
these cases, gastrostomy tube may be placed radiologically or by surgery. We present the case of a 60-year-old man who received radiotherapy
due to a poorly differentiated squamous carcinoma. Total laryngectomy was performed because of cancer recurrence one year later, and it
presented a pharyngocutaneous fistula as a postoperative complication. He was referred for percutaneous endoscopic gastrostomy but it was
not possible to access esophagus through oral cavity in the gastroscopy, so an unusual endoscopy approach accessing the esophagus through the
pharyngocutaneous fistula was performed.
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Introduction
Percutaneous endoscopic gastrostomy (PEG) is an effective
and safe method of nutritional support in patients who require
enteral nutrition for more than 30 days [1]. PEG was first
described in 1980 by Ponsky and Gauderer as a less invasive
alternative than surgical gastrostomy [2]. The main indications
include neurological disorders, oropharyngeal and esophageal
neoplasms [3].

For the placement of a gastrostomy tube, the “pull” method is
the most widely used technique, since it has less technical difficulty
and a lower complication rate in comparison with other techniques
[1]. It is considered a safe technique and its complications can be
divided into minors and majors [3]. The minors correspond to
leak around the stoma, removal of the catheter by the patient, and
infection of the stoma [4-6]. Hemorrhage, severe infection with
necrotizing fasciitis, and damage to other organs are considered
major complications that occur infrequently [7-9].
In the case of patients with head and neck cancers in whom
the passage of the endoscope fails, radiological or surgical routes
are considered as alternative techniques [10].
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Case Report
A 60-year-old man and former smoker presented with
dysphonia and stridor over a period of 3 months. A diagnosis of
poorly differentiated squamous carcinoma was performed and
was treated with radiotherapy. Due to tumor recurrence one year
later, total laryngectomy was performed with pharyngocutaneous
fistula as a complication (Figure 1). He was referred to the
endoscopy unit for PEG. In a first attempt, it was not possible to
access the esophagus through the oral cavity in the gastroscopy.
In order to avoid surgical gastrostomy, an endoscopic gastrostomy
was performed in a second attempt by directly accessing the
esophagus through the pharyngocutaneous fistula (Figure 2).

Discussion

There are few absolute contraindications to PEG placement,
and these mainly include technical limitations as a result of
anatomical particularities such as lack of transillumination with
an inability to access the anterior gastric wall, including colonic
interposition and severe ascites, morbid obesity and uncorrectable
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advanced coagulopathy [1,3]. The presence of oropharyngeal or
esophageal strictures that hinder the passage of conventional
endoscopes are considered relative contraindications, as well

as pharyngeal or esophageal neoplasms [3]. Some studies have
shown clinical benefit in placing prophylactic PEG in patients with
head and neck cancer [11,12].

Figure 1: Pharyngocutaneous fistula.

Figure 2: The endoscope accesses the esophagus through the pharyngocutaneous fistula.

PEG has a lower rate of minor complications compared
to surgical gastrostomy, along with a shorter time to perform
it [13]. In addition, surgical gastrostomy is a more invasive
procedure, with a longer recovery period and more expensive
[13,14]. The radiologically inserted gastrostomy (RIG) is another
option in patients with obstructing head and neck or esophageal
carcinomas [3,10]. An Australian study showed that although both
PEG and RIG insertion techniques compare favorably in terms of
the majority of peri and post procedural complications, the rates
00105

of tube dislodgement were significantly higher in the RIG group
[15]. To the best of our knowledge, few cases where reported that
accessed the esophagus through the pharyngocutaneous fistula as
in this case [16-18].

Conclusions

Gastrostomy tubes may be placed endoscopically,
radiologically, or by surgery. The endoscopic approach is less
invasive, but in some circumstances is not feasible because of
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esophageal stricture or other anatomic obstacles. In this case, a
rare and unusual endoscopy approach accessing the esophagus
through the pharyngocutaneous fistula was performed.
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