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Upper gastrointestinal intolerance, gas-
troparesis and high gastric aspirate vol-
umes are commonly encountered in the
Intensive Care Unit (ICU) [1], and may be
associated with a higher incidence of nos-
ocomial pneumonia, longer ICU stay and
increased mortality [2]. High gastric aspi-
rate volumes during intragastric feeding
may be interpreted as “failure of absorp-
tion” and result in temporary abandon-
ment of the enteral route. In comparison,
postpyloric feeding has been shown to
improve nutrient delivery [3], and may
also reduce the time required to achieve
feeding goals [4]. However, placement of
postpyloric feeding tubes is frequently
difficult, often requiring multiple at-
tempts, fluoroscopy and endoscopy. In
our experience, successful postpyloric
tube placement demands the use of
radiographic monitoring. Transfer of pa-
tients to the radiography department is
often not possible and, moreover, fluoros-
copy is not practicable in the ICU. Suc-
cessful placement by endoscopy alone
may be limited by displacement and re-
flux back into the stomach, both as the
scope is withdrawn and later as a result
of retrograde peristalsis. Wire-guided
systems may overcome placement prob-
lems to some extent but necessitate diffi-
cult oral-to-nasal transfer of the wire.
Such difficulties can significantly delay
postpyloric access and may prompt pro-
longed parenteral support.

The Bengmark tube is a self-locating na-
sojejunal tube which has been reported
to achieve a success rate of over 90% in
passage into the jejunum and to stay in
position longer than alternative weighted
tubes [5]. The underlying principle is that
the preformed large-diameter coil facili-
tates movement beyond the pylorus and
limits regurgitation into the stomach.
Bedside placement of this tube, however,
requires a functionally preserved stomach
and adequate gastric emptying. In an at-
tempt to overcome the problems of post-
pyloric access in patients in the ICU we
have used a simple technique of endo-
scopic placement of the Bengmark tube.

Endoscopic Placement of the Bengmark Tube
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Figure 1 Intubation with the Bengmark tube. A suture is applied to the distal end of the tube.
The tube is introduced nasally and retrieved orally using a laryngoscope and Magills forceps. a
The Bengmark tube is grasped close to the mouth with forceps deployed within the therapeutic
channel of the endoscope. b During intubation the Bengmark tube must initially be pulled
back, to avoid looping in the nasopharynx. ¢, d The endoscope is then gently advanced into
the stomach carrying the Bengmark tube.
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Figure 2 Deployment of the Bengmark tube in a postpyloric position. Note: The preformed
coil approximates to the distal 25 cm of the length of the Bengmark tube. It is important there-
fore to record the distance of insertion of the Bengmark tube and ensure that this length is tak-
en into account when deploying the coil within the duodenum. An inadequate length beyond
the pylorus will result in reflux into the stomach as the coil forms. a Step 1. Within the antrum
the Bengmark tube is brought into view by advancing the forceps. b Step 2. The Bengmark tube
is then advanced through the pylorus under direct vision. ¢ Step 3. The Bengmark tube is ad-
vanced well into D2/D3. The guide wire is withdrawn 25 cm to allow the distal coil to form
whilst the grasp with the forceps is maintained. d Step 4. The forceps are disengaged and re-
moved. The endoscope is then carefully withdrawn. The guide wire is completely removed after
the scope has been withdrawn. Radiography is required to confirm the final position of the
tube.
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This method takes advantage of the pre-
formed coil, both in avoiding displace-
ment of the tube as the endoscope is
withdrawn, thereby obviating the need
for monitoring, and also in preventing re-
flux into the stomach following successful
placement. The method is illustrated in
Figures 1, 2.

The results of our use of this technique
have been very encouraging, and we have
placed eight tubes without procedure-
related complication in a range of ICU pa-
tients with existing complications, as fol-
lows: problems following major gastroin-
testinal resection (n=3); pneumococcal
septicaemia with multiple organ dysfunc-
tion syndrome (n=1); acute severe pan-
creatitis with multiple organ dysfunction
syndrome (n=1); ileus following emer-
gency aortic valve replacement and cor-
onary artery bypass graft (CABG) (n=1);
traumatic intracranial bleeding and mul-
tiple injuries following road traffic acci-
dent (RTA) (n=1), and viral encephalitis,
in one child. The mean duration of feeding
was 12 days. One tube was placed suc-
cessfully, in the neuro-intensive care
unit, but became dislodged whilst the pa-
tient was turned during the night and had
to be re-positioned. One tube became
blocked on day 10 but was no longer re-
quired. The remainder facilitated success-
ful feeding without complication.

We acknowledge that experiences of suc-
cessful postpyloric tube placement will
vary widely amongst practitioners and
this method may not be appropriate for
many. We are reporting this technique
principally for practitioners who have
had little experience of endoscopic tube
placement, and also as a possible alterna-
tive which may be used in units where
practical difficulties lead to delay in ob-
taining postpyloric access.
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