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1.0 Introduction
The Gastroenterology Nurses Section of the New Zealand Nurses Organisation (NZNO)
recognised that increasingly Registered Nurses in endoscopy suites were being asked to
assist with the insertion of Percutaneous Endoscopic Gastrostomy (P.E.G) tubes and
jejunostomy tubes. Nurses were concerned that the introduction of this expanded scope
of practice was occurring in an ad hoc manner, without appropriate policies, procedures
and training in place.
The NZNO Gastroenterology Nurses Section (NZGNS) prepared national standards and
service policy guidelines for Endoscopy Registered Nurse (RN) First Assist: P.E.G.
placement and these were promulgated to all endoscopy units and employers in January
2003. This position includes the statement that:
SGNA supports the position that the registered nurse educated and experienced in
gastroenterology nursing and endoscopy can be given the responsibility for performing an
expanded role if it falls within the scope of their state nurse practice act and institutional
policy. This role would be performed in the presence of and under the direct supervision of
a physician Endoscopist. The RN is required to maintain current knowledge, competency
and experience in PEG tube placement to fill this role.
SGNA 2008
The NZNO Recommendations: Registered Nurse First Assist for the Placement of P.E.G.
Tubes in Endoscopy Suites in New Zealand: endoscopy service policy guidelines (August
2009) clearly outlines policy, a position statement, standards and competencies,
preparation for Registered Nurse first assist role and credentialing and privileging.
In 2010 the Nursing Council of New Zealand revised the Registered Nurse scope of
practice to enable expanded practice. RNs who undertake the role of Endoscopy RN First
Assist P.E.G placement (or working towards this) need to meet the NCNZ competencies
for expanded practice (Nursing Council of New Zealand, 2010). Further detail is available
in the NCNZ document entitled Guideline: Expanded practice for Registered Nurses
(2010) available from www.nursingcouncil.org.nz.

The Gastroenterology Nurses Section NZNO has revised this self-directed learning
package to provide the theoretical knowledge necessary to underpin the clinical training
and competence requirements.
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2.0 Instructions
This self-directed learning package has been developed to assist you in your preparation
for the position of Endoscopy Registered Nurse First Assist: P.E.G. Tube placements.
It identifies the theoretical information necessary for this extended role and is to be used in
conjunction with other source material to provide you with the requisite knowledge.
The self-learning package is to be augmented with a supervised clinical skills training
programme. This skills training will be undertaken initially in the workplace under the
direction and supervision of an Endoscopist.

The clinical training will comprise of:
•

Observation of the assistant role for a minimum of 5 procedures

•

Perform first assist role under direct guidance and with competent back-up
available for a minimum of five procedures

•

Complete satisfactorily the competency skills assessment tool documented in the
policy guidelines (August 2015)

The credentialing and privileging process will verify the employer’s approval for the nurses
to practice as Registered Nurse (RN) First Assist for the Placement of PEG Tubes (NZGNC
Policy Guidelines August 2015).
Work through this self-directed learning package at your own speed.

On completion of each section, reconsider:
•

What are the learning objectives? Have you met these?

•

Do you need to review the information again or undertake more extensive reading
around this subject before continuing with the next section?

•

Do you need to gain greater clarity by discussing this material with colleagues?

•

Once you are satisfied you have a sound knowledge, move onto the next section.

•

Test your knowledge by completing the self-test appended. If you are not 100%
successful then revise the material again and reconsider the supporting literature.

The accuracy of your answers can be reviewed by referring to the pages identified at the
end of each question. It is the responsibility of your clinical nurse manager to monitor your
knowledge and skill level as you progress towards becoming an approved ‘RN First Assist:
P.E.G. Tube placements’.
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3.0 Learning Outcomes
On completion of this self-directed
gastroenterology nurse will be able to:

programme

of

learning,

the

1.

Access and be familiar with the NZNO Recommendations Registered Nurse First
Assist for the Placement of P.E.G. Tubes in Endoscopy Suites in New Zealand:
endoscopy service policy guidelines (August 2009).

2.

State the employer policy and guidelines relating to Endoscopy Registered Nurse
First Assist for P.E.G. Tubes placement.

3.

Discuss the ethical issues to be considered in determining the suitability of a
P.E.G. Tube for a patient.

4.

Determine whether a valid consent has been attained.

5.

Draw a simple diagram of the stomach and its adjacent anatomy.

6.

List the major arteries and veins that supply the stomach and adjacent anatomy.

7.

Identify an absolute anatomical contra-indication to P.E.G. Tube placement.

8.

Describe the contribution various health team members make towards
comprehensive patient care.

9.

Provide appropriate information and education to the patient and/or caregivers
regarding P.E.G. tube placement.

10. Competently use the manufacturer’s P.E.G. kit(s) used within the service.
11. Position the patient appropriately for the procedure.
12. Practice universal precautions and maintain asepsis and a sterile field.
13. Competently assist with the P.E.G. tube insertion procedure.
14. State and describe the actions and complications of medications used in relation to
the procedure.
15. Document the procedure and patient responses accurately.
16. State appropriate care of the stoma.
17. Describe six stomal complications and their treatment.
18. State the appropriate care of P.E.G. tubes.
19. Accurately analyse P.E.G. Tube complications/problems and initiate appropriate
strategies to address the problems.
20. Describe the options for replacement of P.E.G. tubes.
21. Replace P.E.G. tubes safely.
22. Describe complications of P.E.G. tube feeding, why they may arise and how they
can be avoided.
23. Implements Te Tiriti o Waitangi principles in nursing practice.
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4.0 Policy
Objectives
On completion of this section the Registered Nurse shall:
1. Access and be familiar with the NZNO Recommendations: RN First Assist for the
Placement of P.E.G. Tubes in Endoscopy Suites in New Zealand: endoscopy
service policy guidelines (August 2015)
2. State the employer policy and guidelines relating to Endoscopy Registered Nurse
First Assist for P.E.G. tubes placement.

National Policy
•

Firstly, access and familiarise yourself with the document entitled NZNO
Recommendations: Registered Nurse First Assist for the Placement of P.E.G.
Tubes in Endoscopy Suites in New Zealand: Endoscopy Service Guidelines
(August 2015).

•

Review section 5 (guidelines), the Position Description. In particular, refer to the
Person Specifications (8-9), and perform a self-assessment against the
requirements.

•

Identify your learning needs and establish a professional development plan to
achieve them. (This document is available on NZNO Gastroenterology Nurses
Section webpage www.nzno.org.nz/Sections.).

•

Understand your responsibilities (and those of the Employer) for demonstration of
RN expanded practice competencies as outlined by NCNZ. Further detail is
available in the NCNZ document entitled Guideline: Expanded practice for
Registered Nurses (2010) available from www.nursingcouncil.org.nz.

Employer’s Policy
•

Secondly, access your employing organisation’s policies for Endoscopy Registered
Nurse First Assist: P.E.G. Tube Placement. You will need a thorough working
knowledge of this document. Discuss any points you are unsure of with your line
manager.

•

If there is no policy for Endoscopy RN First Assist P.E.G. Tube Placement in the
organisation then you will need to initiate the developments of a policy by discussing
this with your manager.

•

At this point it is important to attain your manager's support for training for this role
if you have not already done so.

References
New Zealand Nurses Organisation (2009) NZNO Recommendations:
Registered nurse first assist for the placements of P.E.G. tubes in endoscopy
suites in New Zealand: Endoscopy service guidelines, NZNO. Wellington.
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5.0 Patient Selection
Objectives
On completion of this section the Registered Nurse shall:
1. Discuss the ethical issues to be considered in determining the suitability of a
P.E.G. tube for a patient
2. Determine whether a valid consent has been attained
3. Contraindications
Serious coagulation disorders INR >1.5, platelets <50,000
Interposed organs
Severe ascites
Peritonitis
Anorexia nervosa
Severe psychosis
Lack of trans illumination
Inability to establish safe tract

Ethical Issues
•

P.E.G’s were introduced into clinical practice in 1980. It is now the most common
method of enteral nutrition in patients who require long-term tube enteral feeding
and has been extended to include patients with irreversible diseases, poor potential
for recovery and limited likelihood for survival.

•

Todd et al concluded that “decision- making could be improved by providing better
information to decision makers. A team-orientated approach and more active
dialogue with regard to care planning among health professionals, especially
between doctors and nurses is needed. Effective decisions regarding feeding
gastrostomy placement require adequate resources, especially sufficient time for
caregivers to communicate effectively with those who must make these decisions.
The role of nurses in decision-making regarding commitments to long-term feeding
using gastrostomy tubes could be effectively augmented”.

•

It is ethically and legally accepted that artificial nutrition and hydration (ANH) is a
medical treatment and is considered ethically akin to any other life-sustaining
treatment such as ventilator support, dialysis and antibiotics. In 1986 the American
Medical Association published a statement that ANH is a “life-prolonging treatment”.
This is also supported by other groups that include the American Academy of
Neurology and the American Nurses Association.

•

The practice of P.E.G. tube insertion for feeding in those patients considered
vulnerable should be carefully considered and based on sound clinical and ethical
judgement. In specific conditions P.E.G tube insertion has been shown to both
reduce morbidity and mortality. This includes patients with acute stroke and
dysphagia or patients with head and neck tumours that are receiving
chemo/radiotherapy treatment.

•

In patients suffering with severe dementia or are in a permanent vegetative state,
there is evidence that shows the risks of P.E.G tube insertion may outweigh any
benefits (Gillon 1993). For these patient’s tube insertion may not only be prolonging
death but add to further suffering by making living more intolerable.
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•

Often there are pressures placed on the medical profession by family
members/caregivers of patients for a patient to have a P.E.G. tube inserted.
Feeding has moral and emotional attachments that are derived from culture and are
considered an expression of caring and nurturing. Therefore to not provide a
technique for the administering of food may be considered almost inhumane and
family members and caregivers feel they are subjecting their loved one to
starvation, even in the situation where death is inevitable. This ethical dilemma
may arise from conflicting views around the principles of beneficence (to do good)
and non-maleficence (to do no harm).

•

If available, palliative care consultation may decrease inappropriate use of PEGs
(Plonk 2005).

•

Te Tiriti o Waitangi principles are incorporated in to ethical decision-making related
to the P.E.G procedure.

•

Sound, ethical decision-making strategies need to be used to work through all the
viewpoints and information so that a good decision is made. This may take time
before consensus can be reached.

•

When a decision is made to proceed with a P.E.G it is important that the patient
and/or family members or caregivers are provided with accurate information
regarding the nature of this procedure. This includes the risks, benefits and
alternatives associated with this procedure, prior to providing consent.

•

As members of a healthcare team, we must be mindful of our ethical and clinical
responsibilities. To do any less would seriously compromise our professional
nursing roles.

Consent
•

Consent issues are addressed in a manner that the patient and family/whanau
determine as culturally safe.

•

A further dilemma may occur when the principle of autonomy (self-determination)
is compromised. Frequently those that are referred for P.E.G. tube placement have
impaired cognition and have limited or no ability to make an informed choice and
give informed consent.

•

Consent must be given by the patient or where applicable, by any person who is
entitled to consent on that patient’s behalf.

•

The patient and family or guardian must be given sufficient information in a way in
which they can understand that will enable them to exercise their right to make an
informed decision about the provision of their care. Written information may be
provided to support verbal information.

•

They should be given adequate time to consider and discuss this information. This
information should also include alternate treatment options available.

•

Where a patient is determined to be not competent to consent, the right to receive
information at a suitable level remains, with the right to make informed choices and
give informed consent to the extent appropriate to their level of competence.

•

Johnson (2000) warns that not everyone whom you may think is appropriate can
legally consent on behalf of an incompetent patient. For instance, there is no legal

power for a spouse or next-of-kin to give legally effective consent on behalf
of someone else.
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•

A child’s legal guardian may consent for a child under certain legislation, such as
Welfare guardians under the Protection of Personal and Property Rights Acts 1988
may give proxy consent, as can those with enduring power of attorney.

•

When a person is unable to consent themselves and no one who is entitled to
consent on that person’s behalf is available, services can still be provided in
accordance with Right 7(4) of the Code of Health and Disability Services
Consumers’ Rights. Further reading is recommended for a full discussion around
these matters (Johnson 2000, p.83-85).

•

Check clinical records and with family for an Advance Directive or Advanced Care
Plan

•

Consent forms are only evidence of the consent, not valid consent itself. Valid
consent entails informed patient choice and decision. Consent forms should be
witnessed by those that provide the information and undertake the procedure
because valid consent relies on information given and understood.

Bibliography and References
Ritchie CS, Wilcox CM, Kvale E (2007) Ethical and medicolegal issues related to percutaneous
endoscopic gastrostomy placement. Gastrointest Endosc Clin N Am. Oct; 17(4):805-15.
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Gastroenterology and Digestive Endoscopy, Kos, Greece, June 2003. Endoscopy. 35(9):778-80.
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6.0 Anatomy and Physiology
Objectives
On completion of this section the Registered Nurse shall:
•

Draw a simple diagram of the stomach and its adjacent anatomy

•

List the major arteries and veins that supply the stomach and adjacent anatomy

•

Describe the anatomy of the anterior abdominal wall

•

Identify 3 anatomical contra-indications to P.E.G. tube placement
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Figure 2:

Abdominal organs

The Stomach
Is a J-shaped organ situated in the epigastric, umbilical and left hypochondriac region of
the abdominal cavity. It lies within the gastro-intestinal tract between the oesophagus and
the duodenum.

Organs adjacent to the stomach are:
•

Anterior the left lobe of the liver.

•

Posterior the abdominal aorta, and inferior vena cava, the vertebral column, the
diaphragm, the pancreas and the spleen.

•

Superior the diaphragm, oesophagus and the left lobe of the liver.

•

Inferior the transverse colon and small intestine.

•

Adjacent left the kidney and spleen.

•

Adjacent right the liver and duodenum
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Arterial and venous supply to stomach and adjacent organs
The prime objective of a successful P.E.G. tube placement is the intentional formation of a
gastro-cutaneous fistula for the purpose of enteric feeding. Relevant knowledge of the
major arteries and veins that supply the stomach or lie adjacent to it is therefore important.

Figure 3: Arterial supply to stomach and adjacent organs

a. Arterial Supply
The abdominal aorta begins immediately inferior to the diaphragm and delivers blood to all
the abdomino-pelvic organs and structures. The abdominal artery gives rise to three
unpaired arteries.
The celiac trunk, which delivers blood to the liver, stomach and spleen. The celiac trunk
divides into three branches:
i.

The left gastric artery which supplies the stomach and the inferior portion of the
oesophagus

ii.

The splenic artery, which supplies the spleen and arteries to the stomach and
pancreas.

iii.

The common hepatic artery, which supplies arteries to the liver, the stomach,
gallbladder and duodenal area.

The superior mesenteric artery arises about 2.5cm inferior to the celiac trunk to supply
arteries to the pancreas and duodenum, small intestine, and most of the large intestine.
The inferior mesenteric artery arises about 5cm superior to the terminal aorta and delivers
blood to the terminal portions of the colon and then the rectum.
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Figure 4: Venous supply to stomach and adjacent organs
b. Venous Supply
The liver is the only digestive organ that drains directly into the inferior vena cava.
Blood leaving the capillaries is supplied by the celiac, superior and inferior mesenteric
arteries flow into the hepatic-portal system. Tributaries of the hepatic portal system include:
i.

The inferior mesenteric vein, which collects blood from capillaries along the
inferior portion of the large intestine.

ii.

The splenic vein, formed by the union of the inferior mesenteric vein and veins
from the spleen, the lateral border of the stomach and the pancreas.

iii.

The superior mesenteric vein, which collects blood from veins draining the
stomach, the small intestine, and two thirds of the large intestine.

iv.

The hepatic portal vein forms via the fusion of the superior mesenteric and splenic
veins. As it proceeds the hepatic portal vein receives blood from the gastric veins,
which drain the medial portion of the stomach, and from the cystic vein from the
gallbladder.

c. Anterior Abdominal Wall
The principle structures that comprise the anterior abdominal wall are the rectus, external
and internal oblique, and transverses abdominis and lower intercostal muscles
together with their enveloping fascial sheaths. Deep to the muscles is the continuous
transversalis fascia, considered to be the strongest layer of the abdominal wall, and
peritoneum. The midline linear alba divides the abdominal wall.
The blood supply of the anterior wall is from the superior and inferior epigastric, lower
intercostal, lumber and iliac circumflex arteries.
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Surgical diseases of the anterior abdominal wall include:
•
•
•
•
•

Hernia
Infection
Tumours of soft tissue and muscle
Rectus sheath haematoma
Desmoid tumour

These conditions need consideration as insertion of a PEG tube is a surgical procedure,
incising through the abdominal wall. A midline (linea alba) or at least 2-4cm off midline
incision will avoid the epigastric vessels and will cause less discomfort, as it will not enter
the rectus muscle, thus avoiding rectus sheath haematoma.

Anatomical Contra-indications to P.E.G. Tube placement
In P.E.G. tube placement gastroscopic insufflation is used to bring the stomach wall into
apposition to the abdominal wall.

This will allow:
•

Trans-illumination of the abdominal wall.

•

Indentation of the abdominal wall to be clearly visible gastroscopically.
This indentation should be 2cm below the costal margin.

Patients who have had prior abdominal surgery can have risks of complications minimised
by using the “Safe-Tract” method (refer PEG insertion technique). Selection of a safe tract
should be made prior to P.E.G placement, especially in patients with a history of previous
abdominal surgery.

Recommended reading outlining this method:
Foutch PG, Talbert GA, Waring JP & Sanowski RA. (1988). Percutaneous
Endoscopic Gastrostomy in patients with prior abdominal surgery: virtues of the
safe tract. American Journal of Gastroenterology. 83, 2 : 147-150.
It is also recommended that you observe five procedures using the safe-tract
method.
Summary
•

The stomach is surrounded by many organs and structures, which include the left
lobe of the liver which lies anterior to it from the right and the transverse colon that
lies along and behind it posteriorly.

•

Arteries of concern include the splenic artery, the gastric artery and the superior
and inferior mesenteric arteries

•

Veins of concern include the hepatic portal vein, the gastric veins, the right
gastroepiploic vein and the splenic vein.

•

An examination of the anterior abdominal wall will identify any anatomical
abnormalities which will need to be taken into account.
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Three anatomical contra-indications to PEG placements are:
a. Pharyngeal or oesophageal obstruction – a Radiologically inserted
gastrostomy tube (RIG) may be indicated.
b. Inability to transilluminate the abdominal wall
c. When indentation of the abdominal wall is not visible gastroscopically
from the stomach.
d. Inability to establish a safe tract.

Bibliography and References
American Society for Gastrointestinal Endoscopy, Standards of Training and Practice Committee.
(n.d). “Role of percutaneous endoscopic gastrostomy: A SAGES Co-endorsed ASGE Guideline for
Clinical Application”. (2002). Retrieved January 14, 2004, from
www.sages.org/sg_asgepub1017.html
American Society for Gastrointestinal Endoscopy, The role of endoscopy in enteral feeding.
Practice guideline. (2011). Gastrointestinal Endoscopy 74,1: 7-12.
retrieved August 1, 2015 from
www.asge.org/...Guidelines/The%20role%20of%20Endoscopy%20in%2...
Foutch PG, Talbert GA, Waring JP & Sanowski RA (1988). Percutaneous Endoscopic Gastrostomy
in patients with prior abdominal surgery: virtues of the safe tract” American Journal of
Gastroenterology. 83, 2: 147-150.
Löser C, Aschl G, Hébuterne X, Mathus-Vliegen EM, Muscaritoli M, Niv Y, Rollins H, Singer P,
Skelly RH. (2005) ESPEN guidelines on artificial enteral nutrition--percutaneous endoscopic
gastrostomy (PEG). Clin Nutr. 24(5):848-61.

7.0 The Team Approach
Objectives
On completion of this section the Registered Nurse shall:
•

Describe the contribution various health team members make towards
comprehensive patient care.

Multidisciplinary Team
It is important for the Registered Nurse First Assist to appreciate the inter-related roles of
the health team involved in the insertion of a P.E.G. to facilitate a safe procedure.
•

The healthcare team of nurses, medical practitioners, the dietician, and the speech
language therapist assesses the patient before the P.E.G. tube insertion is
requested.

•

Medication may be reviewed by a medical practitioner and pharmacist for any
potential problems which may occur with commencement of enteral feeding.

•

A valid consent is obtained with input from the nursing staff, doctors, interpreter if
required, and with information from the endoscopy unit.

•

The RN as First Assist and Endoscopist work closely together to insert the P.E.G.
tube. This document assists the nurse to know exactly what her role is during this
procedure.
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•

Clear communication with the Endoscopist, nurses and other staff during the P.E.G.
tube insertion is critical to facilitate a safe procedure.

•

Accurate documentation of the P.E.G. tube insertion and post-insertion care for the
recovery and ward nursing staff is essential.

•

The dietician will undertake a full nutritional assessment and review this
periodically. Selection of the most appropriate dietary product, initiation and
maintenance of the feeding regime is the responsibility of the dietician in
consultation with others on the health team.

•

The literature recommends that a Gastroenterology Clinical Nurse Specialist,
P.E.G. nurse specialist or an experienced gastroenterology nurse must educate the
patient and/or caregiver prior to discharge, and give written information on the care
of the P.E.G. tube and feeding. The literature also recommends that this is done in
partnership with a registered dietician.

•

On discharge home, the patient is referred to the community district nurse and
dietician.

•

Contact information is provided to the patient and/or caregiver for the
Gastroenterology Unit and the P.E.G. tube company to provide further support after
discharge.

References
Castledine, G. (1997). Encouraging team collaboration in healthcare. British Journal of Nursing. 2,
22: 1402.
Wilson, V. & Pirrie, A. (2000). Multidisciplinary teamworking: Beyond the barriers? A review of the
issues. Edinburgh: Scottish Council for Research in Education.
White, S. (2000) A multidisciplinary PEG service and the nurse specialist. Nursing Times, Vol:96
Issue 49 p6
Selan, M. (2012) A multidisciplinary approach to gastrostomy management. European Journal of
Clinical Nutrition, 66, 1374. Doi: 10.1038/ejcn, 2012,144

8.0 Patient Education
Objectives
On completion of this section the Registered Nurse shall:
•

A.

Provide appropriate verbal and written information and education to the patient
and/or caregiver(s)/ whanau regarding P.E.G. Tube placement

Pre-procedure

It is important the patient/family/caregiver/whanau understand the following before the
consent form is signed:
1)
2)
3)
4)

What a feeding tube is and how it is used to provide nutritional support.
How the feeding tube is inserted.
What support is available both in the hospital and in the community?
What the risks and complications are.
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Key Patient Information points to include:
1. Description of a P.E.G. Tube
• A P.E.G. is a tube inserted through the skin directly into the stomach.
• Used to provide full or supplementary nutrition either temporarily or permanently.
• A P.E.G can also be placed for those patients requiring gastric decompression.
• Causes may include nerve damage, e.g. stroke or surgery, or due to an obstruction
to swallowing, e.g. oesophageal tumour.
• Doctors, a dietician and the speech language therapist assess the patient and, with
the patient and family, determine that a P.E.G. tube is the best option.
• The dietician will determine the method of feeding once the P.E.G is placed i.e.
pump or bolus.

2. What to Expect
• Blood tests the day before the procedure.
• Nothing to eat or drink 4 to 6 hours before the P.E.G. is inserted.
• Antibiotic cover.
• Premedication to induce drowsiness. Ensure that patient knows that they may not
be completely asleep, but may not remember having the tube put in.
• A flexible tube (endoscope) is to be passed down the throat and into the stomach
so that the doctor can visualise the stomach to place the P.E.G. tube.
• The correct place to put the tube is found and local anaesthetic is injected into the
skin.
• A small cut (about 1cm) is made into the skin (no suturing required) and a small
needle inserted into the stomach.
• A guide wire is placed through the needle and into the stomach which is then
grasped and removed with the endoscope. The feeding tube is then attached to the
wire and pulled through until the tube exits the incision site.
• The patient is kept in the Gastroenterology Unit until awake and comfortable and
then transferred to a ward for overnight observation and initiate feeding.
• Discomfort is usually relieved with Paracetamol.
• A "Patient Care Manual" is given to the patient or caregiver. Emphasise that it is
important to keep it with them at all times. It has very useful information on
management of the tube.

3.

Risks and Complications

The procedure is generally safe and uncomplicated, however there are some risks,
especially if the patient already has existing multiple medical problems.

Problems associated with the endoscopic procedure may include:
•
•
•
•
•
•

Bleeding
Perforation
Breathing problems linked to use of sedation
Infection
Aspiration
Procedure failure
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The patient should be reassured that he/she will be closely monitored for these problems
throughout the procedure and in the recovery phase by staff qualified to manage them.

Later problems may include
•
•
•
•
•
•

Infection of the stoma site
Leakage around the tube
Skin breakdown
Blockage of the tube
Displacement of the tube from its original position
pain

These problems are manageable. Medical professionals will be available to give advice.
Care instructions to help prevent these problems will be provided.

B. Post Procedure
The patient is admitted to the ward in most cases. The Registered Nurse First Assist should
ensure the appropriate booklet on the use and care of the P.E.G. tube is given to the patient
or caregiver but may not be responsible for patient education on the ward and pre discharge
preparation.
Written information on starting feeding and potential complications must be given to the
ward staff.

Bibliography and References:
Loser et al (2005) ESPEN guidelines on artificial enteral nutrition
Howell, B. (2002). Do nurses know enough about percutaneous endoscopic gastrostomy? Nursing
Times 98, 17: 40-42.
Waitemata DHB (2013). Patient information forms on P.E.G. insertions, replacement of
gastrostomy feeding tubes. Auckland.

9.0 The Sterile Field
Objectives
On completion of this section the Registered Nurse shall:
•

Competently use the manufacturer’s P.E.G. kit(s) used within the service

•

Position the patient appropriately for the procedure

•

Practice universal precautions and maintain asepsis and a sterile field

The Sterile Field
Use of the sterile field is composed of three distinct phases:
1.
2.
3.
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1. Creation of the Sterile Field
All furniture and equipment should be in the appropriate position before opening and
creating the sterile field to avoid possible contamination of the field during moving activities.
Instrument Table
•

Once it is draped, the instrument table provides a set-up area for sterile supplies to
be used during the procedure. The table is made of a noncorrosive metal, and has
a top and bottom shelf. The bottom shelf can be used for storage of extra supplies
not immediately needed. The table is on wheels, and can be positioned wherever
necessary to provide maximum efficiency during the procedure. The instrument
table should be at least 18 inches away from walls and cabinets, away from linen
hampers, doors, garbage receptacles, anaesthesia equipment and paths of traffic.

•

Before sterile packages are opened, the integrity and expiry date of each package
is checked. Each package must be opened under strict aseptic technique.

•

From the time, the surgical scrub begins until the procedure is finished, there is a
definite line of demarcation between the duties and responsibilities of the scrub
person and the circulating nurse that neither may cross. The circulating nurse
performs those functions associated with the management of the room before,
during, and after the procedure, while the scrub person performs all tasks related to
the creation and maintenance of the sterile field before and during the procedure.

Positioning and Draping
•

To isolate the surgical wound from bacterial contamination, the patient must be
covered with sterile drapes so that only the incision site is exposed.

2. Maintenance of the Sterile Field
•

According to the principles of basic aseptic technique, a sterile field, once
established, must be constantly monitored and maintained. This process is the
responsibility of every member of the team and each must watch for events that may
compromise the sterility of the field, and take appropriate corrective action.

•

Sterile supplies should never be opened and then covered or left unguarded during
the preliminary phase of the sterile field creation. Chances for contamination of an
unguarded sterile field are numerous, and without direct observation, there is no
way to ensure sterility.

3. Termination of the Sterile Field
•

All instruments, whether used or not, are considered contaminated.

•

Gloves must be worn during disposal of instruments and drapes.

•

All sharps should be placed into a container and disposed of according to
acceptable protocol.

References
Fairchild, SS. (1996). Perioperative nursing: principles and practice. 2nd ed. Philadelphia: Little,
Brown and Company.
Aziz AM (2009) Variations in aseptic technique and implications for infection control. British
Journal of Nursing. 8-14; 18 (1): 26-31
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10.0 P.E.G Tube Insertion Technique
Objectives
On completion of this section the Registered Nurse shall:
•

Competently assist with the P.E.G. tube insertion procedure

•

State and describe the actions and complications of medications used in relation to
the procedure

•

Document pre, intra, post procedure care and patient responses accurately

Technique of P.E.G. Insertion
•

There are two techniques of P.E.G. insertion; the PULL method and the PUSH
method. Most units use only one method depending on the brand or type of P.E.G.
tube they currently use.

•

Manufacturers provide written material and videos on the placement procedure for
their particular P.E.G. tube. Read and learn this information.

•

Observe five insertion procedures within your unit with particular attention to the
Registered Nurse First Assist role.

•

Discuss the procedure with endoscopy staff so that you fully understand all aspects
of the insertion and placement procedure.

Medications
•

The patient will be sedated. Medicine classifications which may be used include
analgesics, sedatives and hypnotics. The patient assessment, decisions on
prescribing and titration of doses will be made by the medical practitioner.

•

Administrating and monitoring of the effectiveness of the medication is the
responsibility of the circulating nurse.

Documentation
Documentation is an essential part of the safe journey for the patient when they are
to have a P.E.G. tube inserted.
The following documentation is recommended:
a. Pre-procedure:
• Ensure consent form is signed
• Baseline observations to be completed
• NBM status documented
• Administration of prophylactic antibiotics
• Coagulation results

Note the following:
•
•
•
•
•

Drug allergies
Previous stomach or abdominal surgery
Recent infectious diseases
Any blooding thinning drugs taken
Obesity

•

Medical conditions
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b. Intra-procedure:
•
•
•
•
•
•
•

Patient observations (10-minute intervals)
Drugs administered (amounts and time given)
Response of patient to procedure
Date and time of insertion
Type of P.E.G. tube and size inserted
P.E.G. tube cm marking at skin level
Flange level

Any other comments regarding procedure:
Written post P.E.G. tube insertion instructions may include the following:
•

Post P.E.G. insertion – half-hourly observations of BP, P, R for 4 hours and until
observations stable.

•

As an abdominal surgical incision is performed to place this P.E.G. tube, analgesia
may be required in the first 24 to 48 hours post P.E.G. insertion.

•

Start nutrition via the P.E.G. Tube as per policy and dietician’s instructions. Position
patient at a 30 degree angle or higher prior to feeding and for one hour post feed
completion.

•

Check the P.E.G. tube marking at skin level before feeding. The position should be
the same as recorded in the patient’s procedure documentation and the 'Patient
Care User Manual', which stays with the patient.

•

24 hours post procedure, rotate the tube 360 degrees and ensure there is slight in
and out movement. Repeat this daily. Keep skin under the bolster clean and dry.

Rare complications from this procedure are perforation, peritonitis or
bleeding from the P.E.G. tube site.
If patient experiences any of the following symptoms:
•
•
•
•

Increased abdominal pain/abdominal distension
Haematemesis or melaena
Faintness or dizziness
Inflammation or excessive exudate from the stoma site

❖ Do not feed through the P.E.G. tube.
❖ Contact the doctor immediately
American Society for Gastrointestinal Endoscopy, The role of endoscopy in enteral feeding.
Practice guideline. (2011). Gastrointestinal Endoscopy 74,1: 7-12.
retrieved August 1, 2015 from
www.asge.org/...Guidelines/The%20role%20of%20Endoscopy%20in%2...
Löser C, Aschl G, Hébuterne X, Mathus-Vliegen EM, Muscaritoli M, Niv Y, Rollins H, Singer P,
Skelly RH. (2005) ESPEN guidelines on artificial enteral nutrition--percutaneous endoscopic
gastrostomy (PEG). Clin Nutr. 24(5):848-61.
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11.0 Stoma Care
Objectives
On completion of this section the Registered Nurse shall:
•

State appropriate care of the stoma

•

Describe six stoma complications and their treatment

Definition:
A gastrostomy is essentially a controlled fistula – an artificial opening into the stomach
through the abdominal wall.

Post Procedure
After initial placement, the site should be closely observed for signs of:
•
•

Haemorrhage
Infection

Report immediately any of the following:
•
•
•
•
•
•

Severe abdominal pain
Distension and hardness around stoma
Fever
Bleeding
Swelling
Purulent discharge

For the first seven to ten days after placement, clean the skin and external retention device
daily (typically with 0.9% sodium chloride and sterile cotton-tipped applicators).Be sure to
rinse and dry the skin thoroughly.
A sterile gauze dressing may be applied to stoma site.

After initial placement
•

Assess the exit site at least once per duty for leakage of gastric contents onto the
abdominal wall. This will cause maceration of the surrounding skin.

•

Always look for the cause of a leak rather than simply patching up the area with a
new dressing. If concerned contact professional health person or as per
contacts in patient information handout. Expect to see a small amount of clear
drainage in the first few weeks following insertion or in neutropenic patients.

•

To prevent gastric leakage onto the skin, teach patient, and/or carers to avoid
tugging on the tube or lying on the left side after feedings.

•

Meticulous daily skin care is essential. The patient may shower the day after the
procedure and, wash around the tube with soap and water as part of usual hygiene
cares, drying the skin thoroughly.

•

Patient may shower while the stoma develops. After six weeks they can bath or
swim. Debris can be removed with a cotton swab dipped in normal saline. Make
sure the area is dried well.
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•

For excoriated skin the district nursing service can help with suggestions for
suitable ointments. If necessary, apply an adhesive wafer to maintain skin integrity,
to protect skin from gastric secretions, and to stabilize the entry site.

•

Dressings are not required. Unless the stoma site is draining or oozing leave it open
to air. Avoid placing gauze underneath the retaining device. If ooze is excessive
an absorbent dressing e.g. allevyn A thin gauze dressing may be applied under the
disc.

•

Anti-fungal cream/powder can be applied if there is thrush present. Medical
assessment may be required.

•

Most skin problems surrounding the stoma site can be kept to a minimum if they
are recognised early and treated effectively.

•

Assess the location of the external bolster daily and prior to commencing
feeding.

•

Keep tube well stabilised. Pivoting can cause a build-up of granulation tissue and
widen the tract.

•

Avoid excess tension which could result in damage to the gastric mucosa.

•

The internal flange is retained in position by pulling it up against the stomach
wall and then leaving a 5-10mm gap on the external bolster. This reduces tract
breakdown while not increasing leakage (De Legge et al 1996).

•

Keep a record of stoma care.

Mouth care
•

Provide meticulous mouth care for any patient who has a gastrostomy or limited
oral intake. For comfort, offer ice chips and mouth swabs.

•

Brush the teeth, gums and tongue every day with a soft toothbrush.

•

Lips should be moistened with water or a moisturising lotion.

•

Report any persistent bleeding of the gums, thrush, etc.

Stomal Complications
a. Candidiasis
•

A fungal rash can develop when skin is exposed to leakage around the tube.
Patchy red macro papules with characteristic satellite lesions appear and the
patient will complain of itching.

•

Treat with a topical anti-fungal powder. Also remove the cause of moisture and
maintain a dry intact area around the tube.

•

Acidophilus yoghurt applied around the stoma site may also be effective.

b. Chemical Dermatitis
•

This is the result of persistent leakage of stomach fluid which is high in caustic
enzymes and gastric contents. The skin will be red, moist and painful.

•

Applications of a barrier cream e.g. cavalon, Mylanta, or petroleum around the
site as a barrier has proved to be effective. An alternative for more severe

dermatitis is stomahesive powder or adhesive wafers. They are effective
for both PEG (acid) and PEJ (alkali) leakage.
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•

Arrange a prescription for losec to reduce gastric acidity.

•

Determine and manage the cause of the leakage.

c. Cellulitis
•

This is characterised by redness, erythema, intense pain, high white blood cell
count and fever. If cellulitis is suspected, notify the medical practitioner.

d. Infection
•

Initially differentiate between stoma contamination (resolved by vigorous
cleaning) and infection (redness, swelling, pain). If the stoma area appears
infected, a swab should be taken and the organism identified. If it is a continuing
problem, it may be worth considering changing the tube to coincide with the
antibiotics as the tube will be heavily contaminated.

e. Hyper granulation
•

•
•

f.

The cause of over granulation is unknown. It occurs when there is an extended
inflammatory response. Granulation tissue becomes proud of the wound and
epithelial tissue is unable to migrate across the surface. A hyper granulated site
may be constantly wet, bleeds easily on contact and prone to infection.
A hydrocortisone based steroid cream is the preferred treatment for over
granulation e.g. pimafucort or maxitrol.
Hyper granulation tissue can also be cauterised with silver nitrate. The
surrounding skin is protected with white soft paraffin prior to applying the Silver
Nitrate. Use xylocaine pump spray 10% on the area prior to treating to minimise
discomfort. The area should be treated every 2-3 days until the tissue has
completely sloughed.

Leaking Around the Tube
•

A small amount of clear fluid leaking from around the tube is insignificant.

•

Expect to see a small amount of clear drainage in the first few weeks following
insertion.

•

If there is a significant amount of fluid or formula leaking around the tube, the
skin around the stoma site will breakdown. A protective barrier may be used
until the leakage is resolved (see chemical dermatitis).

•

Consider patient history in assessing the cause: diabetic gastroparesis,
analgesia, constipation etc. High intra-abdominal pressure, which can be
caused by coughing or constipation, might force fluid out of the stoma as the
route of least resistance

•

Excess ooze, discharge and erythema could indicate an infection. Consider
swab for culture and sensitivity and inform the medical practitioner.

•

Check for gastric residual one hour post feed if more than 100-200mls consider
motility agents or smaller more frequent feeds. If these are unsuccessful
continuous feeding may be helpful. A last resort could be jejunal feeding.

g. Pressure Necrosis
•
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•

Excessive compression between the two bumpers may cause abdominal or
gastric wall necrosis. This necrosis is typically characterised by the appearance
of an ulceration and drainage at the exit site. Bleeding, leakage, or tube
obstruction also can signal a problem.

•

Document and notify the medical practitioner.

•

Too much tension between the inner and outer bumpers allows for ulceration
and migration of the tube into the muscular layer of the gastric wall, a condition
referred to as “buried bumper syndrome”.

Other potential complications of a too tight external device include:
•

Wound infection

•

Skin ulcers

•

Gastric perforation with intra-peritoneal leakage.

•

Necrosing fasciitis – a rare but serious complication.

•

Suggested causes of pressure necrosis include:
o
o
o
o

Excessive traction at the time of insertion.
Skin disc too tight.
Failure to adjust a disc after weight gain.
Inadvertent manipulation of or pulling on the tube.

Preventive measures:
•

To minimise the risk of pressure necrosis, strict attention must be paid to the
amount of tension between the external and the internal support disc.

•

At the time of the initial placement, it is recommended leaving a 2-5mm space
between the external bumper and the abdominal skin surface. This is to prevent
pulling the internal bumper up tight against the gastric mucosal surface.

•

The patient should be evaluated after placement, both lying and sitting to ensure
that the extended support disc is not causing indentation in the skin.

Haemorrhage
This rarely occurs since only a small incision is made during the procedure. It usually
presents as visible blood in the gastrostomy tube, haematemesis and melaena. There may
be associated pain.
The cause of bleeding can be associated with the presence of a gastric ulcer, abrasion of
the gastric mucosa, pressure necrosis or abnormal clotting.

References
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12.0 Care of Tubes
Objectives
On completion of this section the Registered Nurse shall:
•

State the appropriate care of P.E.G. tubes

•

Accurately analyse P.E.G. tube complications/problems and initiate appropriate
strategies to address the problems

Care of the P.E.G. tubes
•

Meticulous hand washing at all times.

•

Skin disc should be 2-5mm above the skin (i.e. sufficient room for a 20c piece) and
should not be rubbing on the skin. Correct placement of the disc ensures the tract
will form without complications.

•

Note position of the skin disc on the P.E.G. tube and document in patient's notes
and patient information sheet. The skin disc may need adjustment if patient gains
or loses weight.

•

Always replace the cap on the P.E.G. tube. Treat it with respect and never force
syringes into the tube.

•

Secure the tube to the skin to prevent traction /trauma to the stoma site. Prolonged
traction on the stoma site can alter the angle and or size of the stoma tract resulting
in leakage. If a hypo-allergenic tape is not an option, there are binders available
that will secure the tube, which are particularly helpful for overactive patients.

•

Observe for signs and symptoms of nausea, vomiting, diarrhoea, abdominal
distension or cramping as any of these may indicate tube migration.

•

The tube should be rotated between thumb and forefinger 360° daily. This prevents
irritation and pressure ulcers. It also prevents the internal bumper from adhering to
the stomach wall. Check for an 'in-and-out play' of about 5mm. If the anchoring
device is pressing too tightly into the abdominal wall and you can't move the tube
in and out even slightly, notify the doctor. This may indicate "buried bumper
syndrome." (See stoma care section 11.G.)

•

Always check the measurement at skin level prior to feeding.

•

Flush tube with 30 – 50mls of warm water (or as per Dietician’s instructions) before
and after each feeding or every 3 – 4 hours during continuous feeding.

Complications of P.E.G. Tubes
a. Tube Migration
Measurement at skin level is to be documented in patient’s notes. Confirm the tube is in
the correct position and migration has not occurred by checking the skin level prior to each
feed. Note that the measurement may change with the increased nutrition of the patient
and weight gain. The flange should sit about 2-5mm above the skin surface so as to prevent
skin breakdown occurring and the migration of the internal bumper. Weight loss can result
in a change in the measurement so readjust flange as necessary and document same.

Issued: 2015

Copyright NZNO 2004

26

Review Date 2020

b. Tube migration inwards
May cause partial pyloric obstruction (rare) accompanied by nausea, vomiting and
abdominal distension. Check stoma length of tube. If known cm mark has disappeared into
stoma, suspect this problem. Gently pull on tube and feel the resistance of the internal
bumper up against the stomach wall. Readjust the external bumper.

c. Tube migration outwards
May allow feed to enter the stoma tract and this is accompanied by pain, redness, swelling
and leakage. Check the length of tube. If cm mark is further out than that documented
suspect this is the problem. For non-balloon tubes, stop feeding and contact the
gastroenterology nurse. The tube may need to be replaced. For balloon replacement tubes,
deflate the balloon and reinsert the tube into the stomach to the correct stoma length, and
then re-inflate the balloon.

d. Accidental Tube / Button Removal
For initial P.E.G. tubes, non-balloon replacement tubes and low profile devices (nonballoon) the stoma will begin to close over in 2 – 3 hours.
Insert a Foley catheter to similar French size (downsize if unable to advance same French
size) and secure to the abdominal wall. DO NOT INFLATE BALLOON.
Do not feed through the Foley catheter if unable to validate gastric placement.
CONTACT the Gastroenterology Unit. If the Foley catheter is keeping the stoma patent
then it is not imperative that this is done immediately.
After hours, present to the Emergency Department of the local hospital.
For balloon replacement tubes and low profile devices (balloon):
• Reinsert a new tube / button (as per Section 13.)
.
N.B. If accidental removal is prior to fibrous tract formation (usually 6 weeks post insertion),
antibiotic cover (Galat et al 1990) should be given and a tubogram performed to ensure the
tube is correctly positioned.

e. Tube Blockages – cause and remedy
Inadequate flushing of tube
•

Flush feeding tube with 30 – 50mls warm water before and after each feed and
before and after each administration of medication and every 3 – 4 hours during
continuous (pump) feeds – or as per dietitians instructions.

•

Always flush with a syringe larger than 30 ml in size as smaller syringes provide
higher pressures that may cause tube rupture.

•

Backup of gastric contents into the tube, mixing with formula may cause curdling

•

Flush tube with 50ml of warm water.

Incorrect medication administration
•

Do not mix medication with formula.

•

Medications should be in liquid form where possible and dilute with at least 30ml of
water to reduce osmolarity.
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•

Give multiple medications one at a time and rinse the tube with warm water before
and after each medication.

•

Consult pharmacist re whether tablets are able to be crushed. If so, crush finely and
mix with water for administration.
If tube starts to block

•

Aspirate any liquid or particles in the tube.

•

Milking the tube with a finger may help to unclog the tube.

•

Warm water irrigation using a “piston” action and 50 ml syringe i.e. instilling and
aspirating sequentially using a back and forth motion to remove particles of
coagulated feeding formula from the tube.

Tube becomes totally blocked
•

Consider whether it may be easier to replace the feeding tube. If it is an initial
placement tube that has been in place for less than the recommended time for
replacement, or a jejunal tube that will require either radiological or endoscopic
intervention, attempts should be made to unblock the tube using the following
guidelines:
a. Check the feeding tube position

•

The position of the feeding tube must not be in question. Do not proceed unless
tube positioning is rechecked according to current procedures.

•

Wear Goggles to protect against potential eye splash.
b. For gastrostomy and jejunostomy tubes removing the securing dressing at
the insertion site.

•

Inspect the insertion site and the entire length of the feeding tube to exclude kinking
or constriction by securing skin sutures.

•

Disconnect any removable feeding tube adaptors from the end of the feeding tube.

•

Attempt a warm water flush using a 50ml syringe connected directly to the end of
the feeding tube. DO NOT USE SMALLER THAN A 50ml SYRINGE as pressures
created by smaller calibre syringes may rupture the tube.

If the tube remains occluded the following is recommended as a first line
intervention:
Tube manipulation and water irrigation procedure:
•

As applicable to tube type, ensure insertion site dressing is removed to allow access
to external length of tube and that any removable feeding tube adaptors are
disconnected from the end of tube end to allow direct access to feeding tube.

•

With the tube capping mechanism open, or any separate feeding tube adaptor
removed from the tube, manually palpate the external length of the feeding tube
along its entire course. Area(s) of occlusion within the feeding tube can often be felt
as hard inflexible section(s) within the tube lumen and occluding material can often
be manually manipulated along the tube length and expressed out the end of the
tube (often called “milking or stripping”).

•

Stabilise the tube at the insertion site with one hand, squeeze and rub the tube
between the index finger and thumb with the other hand, starting at the insertion
site and working all the way back towards the open end of the tube. This will enable
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occluding material in the external portion of the tube to be moved along and
expressed out the tube end. It may be necessary to repeat this several times to
express all the occluding material.
•

Aspirate the feeding tube with 50ml syringe connected directly to the tube to remove
as much liquid as possible from within the tube lumen proximal to the occlusion,
disconnecting the syringe from the feeding tube while applying plunger suction.

•

Following this, attempt tube irrigation with warm water in a 50ml syringe. Instil and
aspirate sequentially (using a back and forth motion), to remove particles of
coagulated feeding formula from the tube.

•

Repeat the irrigation attempts with clean warm water in a 50ml syringe, and then
reattempt flushing of tube with warm water in a 50ml syringe.

•

This method has a success rate of 38% (Albrecht 2000, p126).

•

If tube remains blocked, for patients in the community, irrigate with warm water and
sodium bicarbonate (Baking Soda) solution (1 teaspoon sodium bicarbonate
powder to 50 mls warm water) and leave in tube for 30 minutes before repeating
flushing.

If the tube remains occluded, the following procedure is recommended as a
second line intervention:
Activated Pancreatic Enzyme Solution Instillation Procedure:
Obtain a prescription for:
Pancreatic Extract 10,000 IU (Creon 150mg) and Sodium Bicarbonate 840mg.
Check for allergies to the drug constituents and to pork products (Pancreatic Extract
is a porcine derivative)

Further contraindications:
Check should also be made with the patient in relation to lifestyle (vegetarian) or religious
(Muslim) issues which may influence use of this solution.

Preparation of Solution:
•

Open and empty out the contents of one Pancreatic Extract 10,000 IU (Creon
150mg) capsule and finely crush the granular contents in a pestle and mortar.

•

Open and empty the powdered contents of one 840mg Sodium Bicarbonate
capsule. Combine the powdered drug constituents in a pill cup and add 5mls of
warm water, vigorously mixing and stirring with the hub of a 50ml syringe to break
up any clumps. This will take 2-3 minutes and can be facilitated by drawing the
solution up into the syringe, shaking it and then squirting it back into the pill cup for
further mixing.

•

When the solution is mixed, and no clumps or sediment remain, draw up in the 50ml
syringe.

•

Attach the 50ml syringe containing the solution directly to the feeding tube (no
adaptors) and holding the connection point firmly together to prevent leakage, instil
the 5ml solution (or as much as possible) into the tube.
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•

Have a second person clamp the tube with Spencer Wells Forceps below the
syringe/tube connection to hold the solution within the tube. Leave the tube
clamped and the 50ml instillation syringe connected to the tube for 45-60 minutes.

•

Release the Spencer Wells clamp on the tube.

•

If the instilled solution refluxes/returns into syringe, attempt reinstallation of the
solution using a fluxing (in/out) motion.

•

Most often the occlusion will be readily resolved, in which case follow with a 60ml
warm water flush.

•

If occlusion persists, re-instil solution and re-clamp tube for a further 45-50 minutes,
then reattempt solution instillation followed by a 60ml warm water flush.

Alternatively:
•

“CLOG ZAPPER” is a food-grade powder (no prescription required) supplied by
USL Medical.

•

The syringe is preloaded and can be used on all devices: NG Tubes, G Tubes,
PEG’s, J Tubes and Low profile devices.

If no success with any of the above the tube will need to be replaced.
(See Section 13).
(Feeding related complications are covered in Section 15)
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13.0 Removal / Replacements of Tubes
Objectives
On completion of this Section the Registered Nurse shall:
•

Describe options for PEG removal

•

Describe the options for replacement of P.E.G. tubes

•

Replace P.E.G. tubes safely

There are a variety of options that may be used for replacement of PEG Tubes.
Initial P.E.G. Tube
It is important to document the type of P.E.G. tube that has been inserted. The method
used for removal will be stated by the manufacturer and will also be marked on the tube.

There are two methods for removal of initial P.E.G. tubes:
a. Endoscopic Removal
•

The patient will be prepared as for a normal gastroscopy.

•

Once the patient is sedated, the tube is cut at skin level and the Endoscopist
grasps the internal bolster with a snare or forceps which is then removed
simultaneously with the gastroscope.

b. Traction Removal of a non-balloon P.E.G. tube
•

A referral from the appropriate Health Professionals i.e.
medical/surgical team for a permanent PEG removal will be needed.

•

The patient will need to be fasted as per Units protocol/guidelines.

•

Diabetic and anti-coagulated patients will have their specific protocols in place
prior to a traction removal.

•

Check INR & platelets bloods results prior to PEG removal

•

It is recommended for anti-coagulated patients that an ice pack and pressure be
placed on the stoma for 10 minutes post removal.

dietician,

Procedure:
•

Analgesia should be discussed with patient prior to procedure.

•

The nurse performing the procedure should wear eye protection.

•

The procedure is explained to the patient.

•
•

Check for drug allergies prior to liberal application of topical Xylocaine gel, wait
5-10 minutes.
Administer oral or parenteral sedation as prescribed and agreed with patient.

•

Check correct method of removal,

Issued: 2015

Copyright NZNO 2004

31

Review Date 2020

•

Some tubes require to be cut prior to removal to deflate the internal bumper
which allows it to collapse on itself more easily for a less traumatic removal.
Some tubes are not externally removable.

•

The tube is rotated to disengage it from the tract and at the same time the angle
of the tract is ascertained.

•

Apply counter traction with one hand on the abdomen while the second hand
grasps the tube close to the skin and continuous steady traction is applied until
the tube is removed. It is important to stretch the internal bolster and not stretch
the external gastrostomy tube.

•

A small amount of bleeding from the stoma is not of clinical significance.

•

If the tube is not being replaced a dressing is applied and the patient is given
post removal instructions as per unit protocols.

•

Once the tube has been removed a replacement tube can then be inserted into
the established tract.

Post replacement recommendations:
•

Check correct placement of the tube by aspirating contents and checking with
litmus paper for acidity.

•

Providing there is no trauma to the tract, the patient can resume the normal
feeding regime immediately.

•

Ensure the patient is educated in the care of the replacement device that is used.

Low Profile “Button” Replacement tubes
•

This is a skin level device which requires a special adaptor which is attached
when required for feeding. These devices are difficult to accidentally dislodge,
more cosmetically pleasing and suitable for people who are otherwise active.
They are also suitable for patients with brain injuries, cerebral palsy, or other
patients who may be at risk of “pulling” their tube and causing accidental removal.

•

Low Profile Gastrostomy tubes are only to be placed in an established stoma
tract i.e. 6-8 weeks post initial placement or as per Unit guidelines.

•

The stoma will require measurement with the measuring device prior to insertion
of the button to ascertain the correct shaft length.
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•

There are two types of Low Profile Gastrostomy tube, one having a bolster (non
balloon) and the other a water/saline filled balloon which holds the button in
place.

•

The Low Profile Gastrostomy tube with the balloon should be replaced by a
registered nurse trained to undertake this procedure or he/she may educate a
patient/carer to perform the change but only after full assessment and if this is
deemed appropriate. The manufacturing guidelines will state how often the
balloon should be checked for inflation.

•

The bolster/non-balloon type of Low Profile Gastrostomy tube is best to be
removed and inserted by a registered nurse/medical practitioner trained in the
procedure. They are removed by traction and replaced using a trocar.

Balloon Replacement Tube (BRT)
Once an initial PEG has been removed it can be easily be replaced by a BRT.
•

It is important to know the skin depth of the previous tube prior to replacement.

•

The replacement tube is inserted into the stoma, advanced past the known skin
depth, and then inflated with the recommended amount of sterile water/saline.

•

The tube is then pulled back until the resistance of the internal device is felt, and
the external flange is adjusted just above skin level.

This procedure should be carried out by registered nurses educated in the placement of
the balloon replacement device.
The BRT lasts about 6 months before they need replacement again. The balloon needs to
be checked for the amount of water volume every four to six weeks or as per manufacturer’s
recommendations.
Balloon replacement tubes are relatively cheap compared to other types of replacement
devices and it allows the patient and/or carers to have control over the tube.
It is advisable that the carers have a spare balloon replacement tube in case of accidental
dislodgement so that a replacement tube is always available, reducing the risk of stoma
closure.
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Non-Balloon Replacement Tube
This tube has an internal bolster and can be placed externally by a medical practitioner or
registered nurse. An obturator is used to stretch the bolster out to enable placement. The
patient may require sedation for this procedure as some discomfort may be experienced at
time of placement. It is recommended that the procedure is undertaken in the
Gastroenterology Unit.
Non-balloon replacement tubes generally last about 12 month to 24 months

14.0 Trouble Shooting
Objectives
On completion of the Section the Registered Nurse shall:
•

Accurately analyse tube problems and initiate appropriate strategies to address the
problem

Complications of P.E.G Tube Feeding
a. Aspiration
•

Aspiration of feed is a complication which can occur in patients fed via gastrostomy
tubes. The most serious consequence is aspiration pneumonia.

•

Patients with a previous history of aspiration pneumonia prior to P.E.G.
Tube placement are a high-risk group.
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Contributing Factors:
•
•
•
•
•
•

Decrease in lower oesophageal sphincter pressure with associated incompetence.
The volume rate of gastric infusion through the gastrostomy tube – avoidance of
large bolus feeds.
The rate of gastric emptying.
The posture / position of the patient during and after feeding administration.
Associated disease process, e.g. diabetes that can cause gastroparesis.
The effect of surgery, e.g. vagotomy and pyloroplasty on lower oesophageal
sphincter function.

Some medications affect lower oesophageal sphincter tone, e.g. calcium
channel blockers:
•
•
•
•
•

Nifedipine.
Oral Contraceptives
Beta receptor stimulants, e.g. Ventolin
Anti cholinergic drugs, e.g. Atropine
Nitrates, e.g. GTN spray

Ways to Reduce the Risk of Aspiration:
•

Patient position.

•

Keep patient at least 30 degrees upright during feeding and for one hour after.

•

Do not infuse the feed too rapidly.

•

Check residual if delayed gastric emptying is suspected. Gastric residual is the
amount of gastric fluid / formula left in the stomach 4 hours after feeding.

•

The amount of residual varies and may depend upon the patient’s level of activity
or position. Generally replace the residual back in the stomach. It contains
important electrolytes and nutrients. Resume feeding if residual is 200mls or less.

•

Re above, check again in 30–60 minutes. Contact the Dietician, and/or medical
practitioner if you suspect a problem.

•

Be aware of the effects of patient’s medications on gastric motility, airway protective
medications, level of consciousness, etc.

•

Decompression of gastric air prior to feeding may is often effective in reducing
“bloating”.

•

Good airway management.

•

Treat constipation

•

If bolus feeding, liaise with dietitian re converting to pump feeding.

b. Nausea and Vomiting
•

Document and report. If patient feels nauseated or has been vomiting, wait 1 – 2
hours before feeding and then resume feeding slowly. Decompression can help
reduce nausea.

•

Check the tube is in the correct position.

•

If nausea or vomiting persists notify general practitioner.
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c. Diarrhoea
Document and report.
Reasons for diarrhoea may include:
•
•
•
•
•
•
•
•
•
•

Dumping syndrome
Rapid formula administration – consult with Dietician and slow rate down.
Bacterial contamination of formula – refrigerate
Expired formula.
Changes in formula, medication or feeding routine.
Antibiotics
Impaction of faeces.
Lactose intolerance
Consider that it may not be related to enteral feeding.
Notify dietician and / physician if symptoms persist.

d. Constipation
Document and report.
Reasons for constipation may include:
•
•
•
•
•

Type of formula: on a low residue formula bowel actions will be less frequent,
maybe twice weekly.
Inactivity
Change in formula, medication or feeding routine.
Reduced fluid intake.
Insufficient fibre in feeding.

Notify dietician / physician if symptoms persist.
Manage by:
•
•
•
•

Increasing water intake via the tube
Using a high fibre formula
Encouraging ambulation
Laxatives or fruit juices, e.g. prune juice.

e. Stomach Discomfort
E.g.: nausea, vomiting, bloating or gastric reflux.
Common causes:
•
•
•
•
•

Intolerance to formula
Feeding rate too fast
Formula too cold
Incorrect body positioning during feed.
Delayed gastric emptying/gastroparesis.

References
Gommans, J. & Arnold, M. (2002). Percutaneous endoscopic gastrostomy (P.E.G.) feeding.
Barret, C. (2004) Gastrostomy Care. A guide to practice. Ausmed publications Melbourne
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15.0 Clinical Scenarios
1. PEG Clinical Scenario Hypergranulation
Mr H is cared for by his wife at home. 6 months post CVA & PEG feeding tube
insertion, Mrs H phoned Gastro Dept. She was worried that his PEG stoma had an
overgrowth of red, bleeding tissue.
On examination, hyper granulation tissue has developed at the PEG stoma – see
picture.

Possible Causes:
•
•
•
•

Moisture at stoma,
Friction from mobility of tube if tube inadequately anchored,
Ill-fitting low-profile gastrostomy
Excessive pressure at stoma.

Treatment:
•
•
•
•
•

Keep stoma site clean & dry
Ensure skin disc 2mm from abdominal skin surface when patients sitting
Apply Pimafucort ointment to stoma BD for 5 days – a corticosteroid with
antimycotic & antibiotic action.
Or apply a small amount of Maxitrol ointment BD for 5 days – a corticosteroid,
antibacterial ointment.
R/Ns can apply Silver Nitrate to stoma every 2-3 days until hyper granulation
tissue sloughed off, with PEG tube & surrounding skin protected with gauze.

References:
Borkowski S, (2005) G tube care: Managing hyper granulation tissue. Nursing: 35(8):24.
Young M, et al, (2006) Managing patients with a PEG. Medicine Today. 7(9):58-59.
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2. PEG Clinical Scenario Buried bumper syndrome
Mrs S has Motor Neurone Disease and had a PEG inserted 6 months previously to
meet nutritional requirements. She phoned the district nurse as she was unable to
turn the PEG and there was some bleeding at the stoma site. On examination the
external fixation device was at the 4cm mark on the PEG (at insertion the external
skin measurement was 5cm). Mrs S also noted that the PEG site was painful to
touch and feeds appeared to be running slower than usual. Some leakage of feed
was noticed around the stoma.

Possible Causes:
•

Excessive pressure between the internal bumper and the external fixation device
of the PEG.

•

Tension on the PEG tube when dressings are used.

Potential Complications:
•

Pressure necrosis and ulceration externally at PEG exit site and internally at the
mucosal layer of the stomach.

•

Migration of the internal bumper into the abdominal wall.

Prevention:
•

Check measurement of PEG tube at skin level prior to feeding

•

PEG tubes to be advanced and rotated regularly.

•

Avoid bulky dressings at stoma site.

Method:
•

Release fixation device.

•

Clean the PEG site and tube.

•

Push the PEG into the abdomen approx. 2-3cm (there should be no resistance).

•

When the PEG has been advanced rotate 360°.

•

Pull PEG back out until resistance is felt.

•

Replace fixation device approximately 0.5cm away from the abdominal skin
surface.
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Best 2009 states “Rotating the PEG tube without advancing it into the abdomen will not
prevent a buried bumper. The internal bumper can still become imbedded in the gastric
mucosa.
It is the action of advancing the bumper away from the gastric mucosa (to ensure that it is
free) that is important.”

Treatment:
•

Check if tube can be pushed in as above.

•

If not remove tube externally

•

Check if continued enteral feeding is required.

•

Tract may be re-established using a guidewire and American dilators under
medical (and/or radiological) guidance. Pain relief should be offered.

•

An appropriate balloon retained device can be inserted if a tract is obtained.

•

If this fails the tract should be allowed to heal for 2 weeks before a new
Gastrostomy is established. Naso-gastric feeding may be used to maintain
nutritional needs.

References:
Barret, C. (2004) Gastrostomy Care. A guide to practice. Ausmed publications Melbourne
Best, C. (2009). Percutaneous endoscopic gastrostomy feeding in the adult patient. British Journal
of Nursing (BJN). 18 (12): 724-9
Gençosmanoğlu, R. Koç, D. Tözün, N. (2003). The buried bumper syndrome: migration of internal
bumper of percutaneous endoscopic gastrostomy tube into the abdominal wall. Journal of
Gastroenterology, Vol. 38 (11), 1077-80;
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3. PEG Clinical Scenario Leakage
Mrs L is resident in a private hospital. She has history of Type II Diabetes and
Cerebro-vascular accident resulting in dysphagia 1 year ago. She had a PEG
placed to allow safe feeding. The Registered Nurse phoned the gastro to say she
has developed persistent leakage around the PEG. The skin is becoming
excoriated and painful.

Possible Causes:
•

Buried bumper syndrome

•

Increased intragastric pressure with multiple causes
o Constipation
o Delayed gastric emptying e.g. Diabetic gastroparesis
o Intestinal obstruction
o Poor muscle tone e.g. from Motor Neurone disease.

Treatment:
•

Check distance to bolster and that PEG and be freely rotated and pushed in.

•

Protect skin while working out a solution to the leakage
o Carefully clean and dry skin
o Apply a barrier cream e.g. Vitamin A cream, petroleum jelly, cavilon cream
o Antacid liquid can be placed on intact skin to neutralize acid.

o Semi-permeable dressings can be used to lock away moisture. Note
that gauze should not be used as this promotes skin breakdown.
o

Copious leakage may need to be managed with the application of a stoma
bag.

•

Treat constipation

•

Consider likelihood of obstruction – medical consultation as appropriate.

•

Consider motility agents such as Domperidone to assist motility.

•

Consider small, frequent feeds

•

If not successful a trial of continuous feeds may be useful

•

Feeding beyond the ligament of Treitz either by gastro-jejunal conversion or direct
Jejunostomy

•

DO NOT insert a larger bore tube in the hope of reducing leakage, it is better to
reduce the size of the tube or even remove the tube temporarily and allow the
stoma to shrink.

References:
Barrett C (2004) Gastrostomy Care: a guide to practice. pp155 Ausmed publications, Melbourne
Ponsky J, Dunkin B (2004) Percutaneous Endoscopic Gastrostomy ch146 in Textbook of
Gastroenterology 4th edition Editor: Tadaka Y
Watkins, J. (2006) Management of Gastrostomy Leakage. The Tube (NZGNS)
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Appendix A
Self-Assessment Test:
Complete the following test questions and check the answers against the page numbers
identified in brackets beside each question.
1. State where you can locate a copy of your employer policy and guidelines relating to
Endoscopy Registered Nurse First Assist for P.E.G. tube placement.
2. What is the role of the RN First Assist P.E.G. tube placement?
3. Briefly describe 3 ethical and legal dilemmas which may arise when considering the
suitability of a patient for P.E.G. tube placement.
4. Draw the stomach, liver, pancreas and spleen as they are found in the abdominal cavity
5. Add to the above drawing three arteries and three veins that supply and drain the
stomach.
6. Name two contra-indications to P.E.G. tube placements.
7. What contribution does the dietitian make towards the care of a person with a P.E.G.
tube?
8. What information would a patient and/or carer require in order to validly consent to the
procedure of P.E.G. tube placement procedure?
9. Describe the correct use of the P.E.G. Kit used in your endoscopy unit. (Check
manufacturer’s instructions.)
10. How is a sterile field maintained in the endoscopy unit?
11. Describe the technique (either PULL or PUSH method) used for P.E.G. insertion in
your unit. (Check manufacturer’s instructions.)
12. Describe the daily care of the stoma and tube after the first 48 hours.
13. What oral cares would be provided?
14. List 5 stomal complications.
15. What actions would you take to prevent tubes blocking?
16. How would you minimise the risk of tube migration?
17. How would you insert a Balloon replacement tube?
18. List 4 possible causes of leakage around the tube and briefly state actions to address
these causes?
19. How would you prevent aspiration?
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