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A 66-year-old woman with a history of
subarachnoid haemorrhage was fed for 2
years without complication via a Corflo-
Dual GT percutaneous endoscopic gas-
trostomy (PEG) (Merck Pharmaceuticals,
Inc.). She was admitted with a blockage
of her gastrostomy tube, difficulty in in-
fusing feeding formula, and peritubal
leakage. Examination revealed an immov-
able healthy stoma site (“buried bumper
syndrome”). Endoscopically, the internal
bumper was not discernible on the ante-
rior wall of the stomach. Injection of
methylene blue dye allowed visualization
of the location and patency of the partial-
ly epithelialized fistula. A guide wire was
manipulated into the PEG tube, through
the fistula, and into the gastric lumen.
This was snared and brought out through
the mouth. A new PEG was then sited
using the standard “pull” method.

Buried bumper syndrome is a rare com-
plication of PEG insertion in which the in-
ternal bumper becomes embedded in the
gastric or abdominal wall, causing diffi-
culty with feeding, peristomal leakage,
pain, and swelling [1]. It occurs in 1.6-
6.1% of cases [2,3] and is thought to result
from excessive tension between the inter-
nal and external bumpers, causing isch-
aemic necrosis [4].

Collapse of the gastrostomy tract after mi-
gration and epithelialization may lead to
endoscopic appearances of a small crevice
or a mucosal bulge, but this can be diffi-
cult to recognize, as in this case. However,
insertion of dye allowed recognition of a
persistent fistula. Methylene dye is cheap,
safe, and free of the complications that
are inherent in the use of contrast radiog-
raphy and surgery [2-5].

PEG insertion carries risks: wound infec-
tions, stomal leaks, and pneumoperito-
neum are amongst the commonest seque-
lae, but perforation, peritonitis, and new
fistula formation occur in as many as 5%
of cases [3]. In this case, however, the use
of a methylene blue dye injection allowed
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Figure 1

Injection of methylene blue dye al-
lowed visualization of the location and paten-
cy of the partially epithelialized fistula, which
was initially not visible on endoscopic exami-
nation.

Figure 2 A guide wire was manipulated into
the percutaneous endoscopic gastrostomy
(PEG) tube, through the fistula, and into the
gastric lumen. This was snared and brought
out through the mouth. A new PEG was then
sited using the standard “pull” method.

continuation of PEG feeding without the
risks of a second gastrostomy insertion.
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