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Percutaneous endoscopic gastrostomy
(PEG) [1] is usually a straightforward pro−
cedure, but it can be difficult or even im−
possible to pass the gastroesophagoscope
and the PEG feeding tube in some patients
with head and neck cancers. Major head
and neck surgery, radiotherapy, and tu−
mor recurrance can all cause narrowing
of the pharyngeal lumen, making oral
feeding impossible. Meanwhile, cervical
pharyngocutaneous fistulae are frequent
sequelae in these patients [2]. Enteral nu−
trition of such patients is usually provided
by means of a nasogastric tube, but this
method has complications when used
long term [3]. Nasogastric tubes can sus−
tain the infection and the fistula in pa−
tients with this problem by causing
chronic irritation.

Changing nasogastric tube feeding to PEG
feeding for the provision of long−term nu−
tritional support and to encourage closure
of the fistula has a vital place in the man−
agement of these patients. However, the
insertion of a gastroscope and a PEG tube
via the oral route is often impossible be−
cause of the narrow pharyngeal space
and the fistula. To overcome this problem,
we performed complete gastroesopha−
goscopy and PEG tube insertion via a cer−
vical fistula in three patients (Figure 1, 2).
A standard gastroesophagoscope was
passed through the cervical fistula and a
“pull back” type of PEG was performed in
each case [1]. The procedure was per−
formed under general anesthetic in one
patient and using local anesthesia in two
patients, and in all three cases the inser−
tion of both the gastroscope and the PEG
feeding tube was easy and successful.
None of the patients experienced any dis−
comfort and no immediate or long−term
complications were noted. The author re−

commends performing PEG via a cervical
fistula in patients with head and neck
cancer when it is not possible to use the
oral route because of narrowing of the
pharyngeal lumen.
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Figure 1 Introduction of the gastroesopha−
goscope via the patient�s cervical fistula.

Figure 2 Pulling back the percutaneous en−
doscopic gastrostomy feeding tube through
the cervical fistula.
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