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Opinion

Long-term enteral feeding is vital in the management of condi-
tions such as cerebrovascular disease or dementia. Placement of 
a percutaneous gastrostomy (PEG) tube is the most commonly 
used method for enteral feeding.1,2 It is not possible to place a PEG 
due to the absence of transillumination, which is commonly en-
countered in patients with large hiatal hernias or organ transposi-
tion.2 Rarely, this procedure should be performed on patients with  
past histories of gastric surgery or gastrectomy. Previously, such 
procedures have been thought to be contraindicated for the PEG 
placement.3,4 However, the procedure could be completed without 
complications if there is adequate transillumination. Here, I would 
like to emphasize the importance of transillumination as a guide 
for placement site, even in patients who have had gastrectomies.  
Also, jejunum loops should be attempted for tube placement. 

Two patients with cerebrovascular accidents and past histories 
of distal partial gastrectomies for ulcer disease were referred to 
the endoscopy unit for PEG tube placement. Both patients had 
midline incision scars and no transillumination was seen in their 
residual stomachs during routine upper gastrointestinal (GI) en-
doscopy. Both had Billroth II type gastrectomies with a small fun-
dal pouch remaining. The endoscope was further advanced into 
the afferent and efferent loops to search for a possible insertion 
site, which was found in the efferent loop (Figure 1a). In both 
cases, the insertion site was almost 10 cm distal to the anastomo-
sis site. In Figure 1b the nger indentation is clearly visible, 1 to 2 
cm lateral left of the midline incision scar on the abdominal wall. 
The anesthesia in ltration needle (Figure 1c) and introducer (Fig-
ure 1d) are clearly seen. The procedure was completed unevent-
fully and a bumper was seen in position (Figure 1e). Both patients 
were followed for one year and had no complications related to 

the procedure.
The PEG procedure can be dif cult for patients with abdominal 

surgery, gastric resection, ascites, or obesity.3 Failed PEG proce-
dures leave surgical gastrostomy or jejunostomy as possible alter-
natives, which are both expensive and carry a higher mortality and 
morbidity.5 Direct percutaneous endoscopic jejunostomy (DPEJ) 
is a relatively recent and evolving alternative to surgery. The suc-
cess rate of DPEJ varies between 68% and 97.5%, probably due 
to technical differences.2,6 Fluoroscopy/ultrasound guidance may 
make the success rate higher. Moreover, the success rate is re-
ported to be higher in patients with prior surgery (subtotal gastrec-
tomy with Billroth II reconstruction or total gastrectomy) because 
the previous gastrojejunostomy facilitates jejunal access.5,6

In conclusion, DPEJ should be attempted in all patients with 
altered gastric anatomy. Adhesions or scars due to abdominal 
surgery seem not to be a problem for procedural success. If the 
transillumination or nger indentation is clearly visible, there is a 
high possibility to complete the DPEJ procedure.
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Figure1 a) Normal jejunal efferent loop 10 cm distal to the 
anastomosis site, where transillumination and, b) nger 
indentation (arrows) are clearly seen. c) Arrow shows the 
tip of the needle used for anesthesia in ltration. d) Arrow 
shows the introducer. Note the open snare at the left hand 
side. e) Completed procedure and bumper visualized.
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