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Cui bono? PEG feeding

Authors: Heather ParrA and David S SandersB

Percutaneous endoscopic gastrostomy (PEG) provides long-
term nutritional support to those unable to tolerate intake 
orally. The benefits of a PEG depend on the indication and the 
individual, and are considered when it has the potential to 
improve mortality, nutritional status or quality of life. Often, 
family members and healthcare professionals have to act on 
behalf of the patient. It is difficult for their personal values 
and emotions to not be a factor when deciding if to proceed 
with a PEG. This may result in unnecessary PEG placement. 
For certain indications (dementia for example), there is limited 
evidence of any benefits a PEG may give and may actually 
cause harm. Guidance to improve patient selection and 
increase education for healthcare professionals is essential in 
achieving the best outcome for the patient.
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Introduction

There is an increasing number of percutaneous endoscopic 
gastrostomies (PEGs) performed since the procedure was first 
established back in 1979.1 It is now estimated that over 17,000 
PEGs are performed annually in the UK.2 There are numerous 
reasons why a patient may be referred for a PEG, however 
in 2004, the report of the National Confidential Enquiry into 
Patient Outcome and Death (NCEPOD) found that one in five 
PEG procedures were done unnecessarily; either because they 
were futile or not indicated.3 Since then, new guidance has been 
developed to try and improve patient selection. Up to three-
quarters of patients in hospital may not have capacity to consent 
when referred for a gastrostomy.4 The patient, therefore, often 
relies on family and healthcare professionals to make decisions on 
their behalf.

Indications

A PEG provides long-term nutritional support in those who have 
a functioning gastrointestinal tract but are unable to tolerate 
intake orally. To date, the indications for PEG tend to come under 
four main headings: cerebrovascular disease, neurodegenerative 
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diseases, oropharyngeal malignancy and cerebral contusions.5 
With ongoing advancements in medicine, there continues to be 
an increasing number of conditions that may benefit from a PEG. 
For example, percutaneous endoscopic jejunostomies (PEJ) can 
be used to improve medication effectiveness in patients with 
Parkinson’s disease by delivering medications directly into the 
small bowel.6

Benefits

The benefits of a PEG depend on the indication and the individual. 
A PEG should be considered when it has the potential to improve 
mortality, nutritional status and/or quality of life, as well as aiding 
earlier discharge from hospital.2

When considering different sub-groups of patients in whom 
a PEG is inserted, early enteral feeding after a stroke has been 
shown to increase survival.7 There is some evidence that patients 
with motor neuron disease (MND) may have increased survival 
and nutritional benefit; however, there has not been any clear 
demonstration of improvement in quality of life.8 A PEG tube 
may provide an advantage for nutrition maintenance compared 
to a nasogastric (NG) tube for those undergoing treatment for 
head and neck cancer.9,10 Irrespective of the indications, there is a 
paucity of high-quality evidence or randomised controlled studies. 
However, such levels of evidence may be hard to obtain when 
considering such an emotive intervention.

The impact a PEG may have on a patient’s quality of life is likely 
to vary depending on the pathology for which it was indicated.11 
For some, spending less time on meals and more stable nutrition 
provides improved wellbeing. It is likely to have a more positive 
impact on body image when compared to an NG tube.9,10 Due 
to the fact that not all facilities have the trained staff necessary 
to safely use NG tubes, a PEG may aid discharge, preventing an 
unnecessary or prolonged stay in hospital and allow rehabilitation 
and specialist physiotherapy to be provided early.

Complications

Complications for PEG include aspiration, infection and 
bleeding, as well as later issues such as tube dysfunction and 
displacement, buried bumper and, in some cases, obstruction and 
fistula.12 Although classed as a relatively safe procedure, these 
complications are somewhat common. One hospital recently 
found approximately 25% of their patients experienced both 
acute and chronic complications.13

More recently, studies have started to look at the longer holistic 
outcomes of gastrostomy insertion and assess quality of life. PEG 
feeding may improve quality of life for some, but not always. 
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A recent UK study did not show a significant improvement in 
quality of life for the patient or the carer.14 A gastrostomy often 
has a significant impact on the activities of daily living and it is 
rare for a patient to not have experienced some problems with 
a PEG, including pain, anxiety and social isolation.14,15 As with all 
invasive procedures, the patient and relatives need to weigh up the 
potential benefits versus the risks associated with the procedure 
and it may not be worthwhile if any benefits are likely to be short 
lived. The NCEPOD report found a death rate of 43% within 1 
week after PEG and 63% at 30 days.3

Dementia patients

There is no evidence to date that PEG feeding increases survival, 
nutritional status or aspiration risk in patients with dementia; 
world-wide guidelines say to usually avoid PEGs in this group.16 In 
one study, there had been up to 54% mortality at 1 month and 
90% at 1 year in this group of patients.17 PEG-fed nursing home 
residents may have a higher risk of developing pressure ulcers, 
hypothesised due to the increased need to restrain these patients 
or the potential increase in diarrhoea from the osmolarity of the 
feed.18 Despite this, the preferred method of feeding in dementia 
patients is still artificial feeding, usually via a PEG.2,19

For whose benefit?

Family

Deciding whether to proceed with a PEG on behalf of their relative 
can be highly emotive for family members. Feeding is thought to 
be a basic requirement and some feel that denying their relative 
a PEG is letting them ‘starve’. A common belief, even among 
healthcare professionals, is that a PEG will automatically be of 
benefit.16,20 It becomes difficult to adjust this belief, especially 
when a PEG has already been suggested by a healthcare 
professional. Decisions will have a time limit and it is unlikely a 
decision can be made without an emotional involvement. It has 
previously been found that a third of relatives, when interviewed, 
later regretted or had reservations about their decision to proceed 
with a PEG.21

Healthcare professionals

Views among healthcare professionals when it comes to a PEG 
vary greatly.20 Decisions are influenced by culture, religion, 
education and likely pressure from a patient’s family members.22 
Formal training in healthcare professionals has been found to be 
as low as 15%.20 Around a quarter of patients referred for PEG 
do not undergo the procedure and mortality in this group was 
found to be approximately 75% at 1 year.23 Junior medical staff 
and nurses were more likely to recommend PEG feeding in elderly 
advanced dementia patients than dietitians, gastroenterologists 
and geriatricians.20

The patient

For patients who have proceeded with PEG insertion despite being 
advised against it, there has been no survival benefit found.24.
When survival can be increased, it could be at the expense of 
prolonging life but with a poor outcome.7 When patients are 
unable to consent, those involved with the decision may feel they 
are helping the patient but may not want the same decision made 

for themselves. A previous study on healthcare professionals found 
that 82% of them would not want to be kept alive if they were in a 
vegetative state and 28% if minimally conscious.25

New implications

The recommendations after the NCEPODs findings in 2004 were 
that all patients for PEG should be reviewed by a multidisciplinary 
team (MDT). Patients need to be referred on a specific referral 
form, have their risk factors assessed and be seen by one of the 
enteral feeding team prior to their procedure.3,12 This review 
helps improve patient selection by aiming to address common 
misconceptions held by patients and family members, and ensure 
all involved are working towards the same goal.24

Other strategies put in place to improve selection include scoring 
systems, such as the Sheffield gastrostomy score, which estimates 
30-day mortality post-PEG. This can help guide the clinician’s 
assessment and provide some quantitative evidence to give to the 
patient and their family.26 Some centres have adopted a ‘cooling 
off period’ where PEGs are not performed until at least a week 
later. This gives time to reconsider and for any acute deterioration 
to be taken into account.27 Finally, more centres are now providing 
valuable after-care, such as community PEG nurses and outpatient 
clinics to support the patient and carer with any problems that 
may arise.2

Conclusion

The decision to proceed with a PEG involves more than just 
the patient. Family members and all members of their medical 
team play an important role in deciding the best interests of the 
patient. There is limited evidence of the benefits of a PEG in many 
indications and, at times, a PEG may actually cause harm. It is 
important that all members of the healthcare team are trained to 
recognise which indication and individual is appropriate for a PEG 
referral. The most important part of the MDT process will arguably 
be the time spent pre-procedure with the patient and family to 
advise and manage expectations. Knowing that feeding is emotive, 
should we as clinicians pose the question to ourselves ‘primum non 
nocere’ [first do no harm] when considering this intervention? ■
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