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ABSTRACT
Although surgical gastrostomy is not a technically troublesome surgery, the procedure may be accompanied by unfavorable
outcomes. Most complications occur early in the post-operative period and include feeding tube dislodgment, stomal
infection, peritonitis, and pneumonia. The authors report the case of an 83-year-old man who underwent a surgical
gastrostomy because of a swallowing disorder after an ischemic stroke. Nine months after the procedure, the feeding
tube dislodged and a new tube was inserted with a certain delay and with some difficulty, causing a false path and
consequently an intrabdominal abscess after diet infusion. The outcome was fatal. The authors call attention for meticulous
care with the insertion of feeding tubes and advise the performance of imaging control to assure its precise positioning.
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INTRODUCTION
Gastrostomy was one of the first abdominal
surgeries ever undertaken. In 1837, Egeberg, a
Norwegian surgeon, initially conceived the procedure.1,2
In 1849, Sèdilot performed the first gastrostomy, but the
patient died due to peritonitis. In the very beginning,
this procedure was associated with 100% mortality.3
In 1875, the first successful attempt was attributed to
Jones,4 but in 1876, another publication attributed it
to Verneuil.1,2 However, the gastrostomy techniques
changed over time and the outcomes improved. In
1894, Stamm5 proposed a new technique, which is still
being used today. Up until 1979, all gastrostomies were
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surgically performed. In 1979, Gauderer and Ponsky6
accomplished the first procedure through endoscopy,
and in 1981, Preshaw 7 performed a percutaneous
procedure with fluoroscopic guidance.
Although, apparently, the surgical gastrostomy
technique seems to be simple, its complications are fairly
common. When they occur within the first 15 days of
the procedure, re-operation is always mandatory, since
the stomach has not yet adhered to the abdominal
wall and the tube path has not yet formed. Therefore,
when necessary, feeding tube replacement should be
postponed for 1 month after the procedure. Prudent
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surgeons do not recommend replacement of the tube
before 3 months to prevent complications.8

CASE REPORT
An 83-year-old man was brought to the emergency
facility because of the dislodgment of his gastrostomy
feeding tube the day before. He had undergone the
gastrostomy 9 months before (Stamm’s technique)
because of a swallowing disorder acquired after an
acute ischemic stroke. As the stoma was stenotic, it
was dilated and a new tube was inserted through the
original orifice. The patient was discharged afterwards.
He experienced abdominal pain and vomiting soon
after the diet administration through the replaced tube.
He returned to the hospital within 36 hours. Physical
examination showed an ill-looking patient, dehydrated,
with hypotension, and tachycardia. The abdomen was
distended and diffusely tender, predominantly in the
left hypochondrium and flank, close to the stoma.
The abdominal computed tomography (CT), after the
infusion of 40 mL of iodine contrast medium through
the gastrostomy tube, showed a cavity formed by
peritoneal blockade filled by gas and fluid (Figure 1).
Therefore, the patient was submitted to an
exploratory laparotomy. Surgical findings included a
significant amount of a lumpy liquid in the peritoneal
cavity, and peritoneal adhesions between the loops and

the abdominal wall. At the site of the gastrostomy, a
false path was found linking the abdominal orifice with
a blockade purulent collection, adjacent to the stomach.
Another gastrostomy was performed and the stomach
was sutured to the abdominal wall. A thorough lavage of
the peritoneal cavity with saline was undertaken and the
abdomen was drained. The patient was referred to the
intensive care unit, but the outcome was accompanied
with evisceration requiring re-operation. Multiple organ
failure ensued and he died 43 days later.

DISCUSSION
Regardless of the technique used to carry out
a gastrostomy, complications occur. At first glance it
could be supposed that surgical gastrostomy would
always be associated with successful tube placement,
but in a meta-analysis this procedure was significantly
associated with higher procedure-related mortality
and major complications.1,9 In the literature, a 30-day
mortality rate after surgical gastrostomy was higher
than percutaneous endoscopic gastrostomy, ranging
between 21% and 41%. These high percentages are
probably due to the severe disability of the patients in
the different series.9-11 However, other studies did not
find such a difference between the techniques. 11-14
Complications after a gastrostomy are divided into minor
and major categories. The former include: periostomal

Figure 1. Abdominal CT. A – The extremity of the feeding tube (T) inserted within the abdominal collection
(C), which displaced the stomach (S) to the left; B – Contrast medium filling the abdominal collection after the
injection through the feeding tube.
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infection, stomal leakage, and tube dislodgment.
Major complications are represented by severe wound
infection, septicemia, dehiscence, aspiration, peritonitis,
and gastrointestinal perforation or bleeding. The
overall rate of complications after surgical gastrostomy
varies between 35% and 60%. 12,15-18 In the study
by Consentini et al., 12 the rate of major and minor
complications were higher among those submitted to
the surgical procedure.
Long-term complications of gastrostomy are
usually minor and include skin ulceration, dislodgment
of the feeding tube, and superficial abscesses. Severe
long-term complications are rare. Govednnik, Cover
and Regner 19 reported a severe case of retrograde
jejunoduodenogastric intussusception. In the case
reported herein, a minor long-term complication
occurred represented by the dislodgment of the feeding
tube, followed by a major complication, which was the
false path during the replacement of a new tube. No
imaging control was held before refeeding the patient,
and the diet infusion into the peritoneal cavity resulted
in peritonitis, septicemia, and death.
We would like to emphasize the care during
the replacement of a new feeding tube, because this
maneuver is not always that simple. In these cases,
a long time after the gastrostomy, one could expect
that the stomach should be strongly adhered to the
abdominal wall. However, as reinforced with this case
report, this impression is seriously in doubt.
We conclude and advise that every feeding tube
replacement should be accompanied by an imaging
study control.
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