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PEGs in chronic neurological
disorders.

Editor – The wide-ranging and informative

paper on PEG feeding, by the late

Christopher Pennington (Clin Med May/

June 2002, pp250–5), is of particular 

relevance to us here, at the Royal Hospital

for Neuro-disability, since we have more

than 100 patients with permanent or semi-

permanent gastrostomies (age range 18 to

65). Whilst we acknowledge that most

PEGs are placed in the elderly and in

patients with cerebrovascular disease (with

a relatively poor prognosis), there is also 

an increasing prevalence of young people

with severe acquired brain injury who live

for many years, fed partly or exclusively

through gastrostomies.

At this hospital, protocols are in place

covering gastrostomy indications and

management. Close liaison and a joint PEG

placement protocol with a local gastroen-

terology unit, highly skilled in PEG inser-

tions, makes for fewer complications. Each

gastrostomy is closely monitored by nurses

and supervised by dietitians. Three-

monthly auditing of gastrostomy sites over

3 years, showed 78% had no significant

problems (57% clear dry sites, 21% 

slight redness with or without minor

serous discharge). Amongst the remainder,

complications included granulation,

inflammation, serous, purulent or blood-

stained discharges. Only 2% had hyper-

granulated infected sites. However, no

tubes required removal and even the worst

sites did not appear to cause distress to

patients. Moderate site complications were

more likely with larger tubes, 20 French

Gauge (FG), than with medium (15/12 FG)

or fine bore tubes (9 FG), which were 

well tolerated. Since fine bore tubes are

more prone to blockage long term, it seems

the optimal size is about 15 FG. Another

disadvantage of fine bore PEGs is that 9 FG

replacement balloon gastrostomy tubes are

not manufactured, so it is not possible to

replace a 9 FG PEG at the bedside. A few

original 15 FG PEGs have remained effec-

tive for more than 4 years. The complica-

tion of adherence of PEGs to the gastric

mucosa (‘buried bumper’) has been rare.

Amongst our patients are some 30 in the

later stages of Huntington’s disease.

Combinations of inexorable cognitive

decline, perceptual and psychiatric disor-

ders, progressive loss of mobility and speech,

and increasing dysphagia, present immense

ethical dilemmas in deciding whether PEG

insertion is in the patient’s best interest,

‘improving the quality of life rather than

prolonging death’1. We have a protocol for

assessing mental capacity to give consent to

PEG placement or to give an advance direc-

tive. Relatives/carers are always consulted

and the views of the multidisciplinary team

are carefully considered in the decision-

making process. Detailed legal guidance

about withholding life-prolonging treat-

ment is available from the BMA. Currently,

only one in this group of patients has a 

gastrostomy. The decision about the 

advisability of instituting PEG feeding forms

part of the ‘resuscitation status’ of patients,

is reviewed 3-monthly and, in the case of

mentally incapacitated patients, must

accompany them if they move to another

place of care, particularly to an acute 

hospital setting, to prevent expedient but

inappropriate PEG placements.
HELEN FINCH

Dietitian

NICHOLAS STOY
Physician

Royal Hospital for Neuro-disability, Putney

From aviation to clinical medicine

Editor – The article ‘Confidential report-

ing: from aviation to clinical medicine’

(Clin Med, May/June 2002, pp234–6) in

which safety issues in clinical medicine are

compared with those in the aviation indus-

try, invites several comments.

First, when an air crash occurs, generally

speaking the pilot and other aviation 

service professionals go down with the

plane. This concentrates the minds of their

colleagues on safety issues to perhaps a

degree beyond that occurring on a day-to-

day basis in the health service.

Secondly, adverse aviation incidents are

particularly common at take-off in circum-

stances quite unlike those of an acute 

medical admission. The pilot controls the

plane at this time from the cockpit rather

than from within the main cabin of the

plane, and he and his crew are not sur-

rounded by passengers who may distract

them, be anxious or even under the influ-

ence of alcohol.

Thirdly, when a pilot who is not experi-

enced in flying the type of aircraft involved

is not available, then it is usual for the flight

to be cancelled. Flying of the plane by 

amateurs directed by telecommunication

from afar is the subject of Hollywood films.

Fourthly, pilots’ competency to fly a spe-

cific aircraft is retested at regular intervals,

possibly by a ‘flight simulator’. If successful,

they may be issued with some kind of cer-

tificate confirming their fitness to fly that

particular aircraft. I would be surprised if

this testing of professional competency

were to be performed by a colleague of

similar experience chatting in a comfort-

able office, during the course of which the

pilot is gently probed about how he may

have altered his technique of flying in

response to complaints by passengers of air

turbulence while flying over the Alps.

All attempts to reduce adverse clinical

incidents in general medicine must clearly

be supported. It is easy to fall into the

temptation of attempting to copy proce-

dures from dissimilar areas of professional

activity, when underlying problems with

organisational structure in hospital general

medicine are overwhelmingly obvious to

the majority of readers of this journal.

GV WILLIAMS
Consultant Physician

Darlington Memorial Hospital

Hypertension and renal failure 

Editor – We read with great interest the

excellent review on cardiorenal failure:

pathophysiology, recognition, and treat-

ment by Chris Isle (Clin Med May/June

2002, pp195–200). 
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