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Reasons of malnourishment of head and neck
cancer patients

Alcoholism, smoking, poor diet has high prevalence — protein-,
vitamins-, mineral uptake decreased

Local tumor growth — dysphagia, odynophagia, smell-taste
distortion, aspiration
Increased metabolic rate of cancer cells — accelerated protein
catabolism
Surgery — anatomical alterations, pain, dysmotility, aspiration...
Radiotherapy- chemotherapy. — mucositis, pain, edema, nausea,

U xerostomia...
Progressive protein-calorie malnutrition

Depleted protein & fat stores > weight loss > immune functions
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Enteral Nutrition - versus - Total Parenteral Nutrition

“When gut works use it !

Quality of food
Quantity of food
Route of alimentation
‘Well-fed intestine
- absorbs nutrients
- protective barrier against toxins, bacteria
by peristalsis, secr. IgA, mucin, intact mucosa
e Starvation
- 61 mucosal mass v, permeability T,
alters immune function

Enteral feeding —> gut mass-, metabolic- hormonal-,
immunologic funct. preserved — incidence of surg. compl.v



WAY OF ENTERAL FEEDING
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I. Per ordl BRI,
IT. Tube feeding
1. Naso-gastric, -duodenal, -jejunal
% 2. (Oro- gastric, -duodenal, - jejunal)
ITT. Stomal feeding
1. Pharyngostomy
2. Oesophagostomy
3. Gastrostomies =% .
Surgical open (Stamm' s)
Percutaneots: ‘endoscopic
Percutaneous radiologic

Percutaneous ultrasound guided
Percutaneous CT or MRI guuded

Laparoscopic
4. Jejunostomies
. Surgical

PEG with jejunal extension

Laparoscopic
Percutaneous endoscopic
Needle catheter
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Percutaneous endoscopic gastrostomy
PEG

*Michael Gauderer and Jeffrey Ponsky 1980
-Safe, simple, efficient, local anesthesia

+216.000 procedures annually in USA, 2"4 most common
indication for upper gastrointestinal endoscopy



GENERAL INDICATIONS FOR PEG PLACEMENT 1.

I.LONG-TERM NUTRITION

Head and neck tumors.
(Maintenance of nutrition and fluid balance during
freatment of cancer is a strong indication for PEG)

After an acute stroke

(Strong recommendation based on the finding that
25-407 of patients develop dysphagia after an
acute cerebrovascular episode)

Extensive traumatic injury.
(e.g. certain maxillo-facial trauma, abdominal
frauma)



GENERAL INDICATIONS FOR PEG PLACEMENT 2.

Neurological disorder
(Diseases that are chronic in nature and result in
significant dysphagia, psychiatric indications)

Growth failure in children.

(Prevention and treatment of pediatric clinical
conditions such as e.g. Crohn’ s disease, cystic fibrosis
etc.)

Other hyperkatabolic states

(severe burns, Crohn' s disease, toxic epidermal
necrolysis)

II. DECOMPRESSION
Diabetic gastroparesis,
Intestinal pseudo-obstruction,
Mechanical obstruction (tumor, surgery, etc.)




GENERAL INDICATIONS FOR PEG PLACEMENT 3.

ITI. OTHERS

gastric volvulus / gastric fixation
formation of biliogastric shunt

to deliver pharmacotherapy
(administration on non-palatable medications)

access avenue”  to stomach
(multiple PEG portals to permit intragastric surgical
interventions)
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| Sur'glcal gas‘l'ros'romy / PEG
v':LapqroTomy et O B0 A0 Direct access
Mor'blll‘ry mor"rall’ry rate hlgher Less complications
' f/Of’ren gener'al anes’rhesna / OR Sedation / bedside
_“"'.M'or'e_ cost, hospu‘rqllza’ruo:n T / | Quicker pr'ocedur'e"

PEG mduca‘red |f en‘rera‘ feeding is r-equlr'ed for'
BT mor'e Than 4 weeks. ‘ v
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Race of long-term enteral nutrition
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PEG techniques

1. "Pull”
2. Push”

3. 'Introducer”



| | " Pull-back” PEG.
Surgical technique T.




" Pull-back”
PEG.
Surgical
technique II.




-Insertion methods

-Placement route

(huge tu. ch)c;'tuga,

- Iiming

-Indication

trismus...
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Per oral with standard-size gastroscope
Per oral with pediatric / ultra-thin gastroscopes

Per oral-with assistance of Kleinsasser" s rigid

laryngoscope g O
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Trans-nasal
Via cervical fistula N

Trans-cervical during head and neck surgical procedure

(infraoperative)
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‘Advantages of
" intraoperative PE



PEG via
cervical pharyngo-cutaneous fistula

upper fistulae
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Reference: Lujber L., Fdbidn Gy., Pytel J. Inserting a percutaneous endoscopic gastrostomy tube via a cervical
fistula formed after major surgery on a patient with a head and neck fumor. Surgical Laparascopy, endoscopy &
Percutaneous Techniques. 2001. 11(5):327-329.
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Preoperative PEG | Rel. early start of nutr. =
supplement. k-
Avoids additional surgical event:
Intraoperative PEG / Safer and easier procedure.

Postoperative PEG "Rescue” procedure.



-Insertion methods
-Placement routes
- Iiming

-Indication



males
(#1148)
87%
age:4s5y
(17-93)

females
(#177)
13%
age: 53y
(21-90)

CANCER

REGISTRY
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Tumor sites (males & females)
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Treatments of tumor patients
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surgery radiotherapy surgery & diagnostic others
radiotherapy procedures
Osurgery B radiotherapy @ surgery & radiotherapy B diagnostic procedures [ others

¢1325 H&N CA pts, e 676 pts with surgery, 834 surgical events,
e 23 diff. surg. proc., « 559 artificial enteral nutrition (NGT, PEG...)



PEG: Patients and methods.

*Pécs University, Medical School, ENT Dept.

115 PEGS oni 98 HA&N Ca. pts.
*Mean age: & 94 /2 (3-"478“)‘ & 62 yrs (46-706).
*Inserfions: I)J:)’I'C)r) J) J[ rr*wr) U I)r"/o,) 9, palliative 24.
*Multiple PEG r’run rr*J»J orJr ror’ ,J,sr ents.
=Pull back“gnd ;Husn T,’. hr uq_ff::; yere ,1 ?d; |
*GA (33 pts). .
At iniAdr R =1, .\.‘,J —.i“»-',,
> Antibietic propnylaxis (/J pitis
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Tumor sites and surgeries of PEG patients
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Tumor sites
O pectoralis major myocutaneous flap B forarm free flap

Oresectio horisontalis laryngis O others




PMMF

Postoperative group

No. of patients with PEG

horizont

No. of patients with PEG

Tu. ling. horizont

PMMF * %
Surgical groups

Duration of
PEG
feeding
(days)
Postoperative 307
group (6-2403)
Intraoperative 316
group (40-534)
Preoperative 81
group (10-143)




73% of patients who needed P
postopera r'//J/ r ad either
CArCINOMGLOI e tongue or'surgery
with skin flap reconstruction.

507 of the patfients in postoperative

PEG group had previously
Aorizonial supr’qglo"r"ric resections.

98 /o of The patients drfderJ
SLJr:jdr\/ 0f fongue rzgjon with or
without flaps or underwent
supraglottic horizontal resection.

No. of patients with PEG

Tu. llng.____________..- ___horizont

PMMF
Postoperative group



Complications of PEG I.

/, Minor ~ 5-15%
morbiditys

Mortality: 1-2 %



Complications of PEG II.




Complications of PEG III.
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