UCTN – Unusual cases and technical notes

In conclusion, a review of the literature
clearly shows that the risk of malnutrition
in pregnancy greatly exceeds the risk of
PEG placement.

Percutaneous endoscopic gastrostomy placement
during pregnancy in the critical care setting
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A 37-year-old woman with a past medical
history of untreated hypertension presented with unresponsiveness at 28 weeks
of gestation. Computed tomography (CT)
revealed a pontine hemorrhage with massive edema. After 2 weeks of nasogastric
feeding, the patient received a percutaneous endoscopic gastrostomy (PEG)
tube. At 31 weeks, cesarean section was
performed and a 1660-g preterm infant
was delivered. The patient continued on
PEG feeding and slight neurological improvement was seen.
Optimal nutritional requirements are critical in the intensive care unit as evidenced
by the critical care and pancreatitis guidelines [1]. During pregnancy, optimal nutrition is essential in order to minimize maternal and neonatal morbidity [2]. Longterm nasogastric feeding is limited by patient tolerability and nasal septal necrosis.
The long-term side effects of total parenteral nutrition limit its usage during pregnancy [3]. Thus, PEG becomes an impor-
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tant option for long-term enteral feeding
[4]. However, concerns about uterine
damage, fetal injury, premature labor, and
infections have restricted the application
of PEG tube placement in pregnant women. Our study reviews the safety and feasibility of PEG tube placement in pregnancy
in the critical care setting.
There were no major complications with
PEG tube placement in the 11 reported
cases in the literature [4 – 11], as well as in
" Table 1). PEG enteral nutriour case (●
tional support was provided for an average
of 14 weeks in the literature. During pregnancy, PEG tube placement is a feasible
procedure for optimal enteral nutrition in
the critical care setting. It is also feasible
to perform PEG tube placement in the
third trimester of pregnancy. Special pre" Table 2) are critical for PEG
cautions (●
tube placement during pregnancy, and
knowledge of these precautions is essential.
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Features of cases where a percutaneous endoscopic gastrostomy (PEG) tube was placed during pregnancy.
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Features of cases where a percutaneous endoscopic gastrostomy (PEG) tube was placed during pregnancy.
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Table 2 Recommendations for percutaneous endoscopic gastrostomy (PEG) tube placement during
pregnancy.
Recommendations during pregnancy
Ultrasound to define the dome of the uterus before the procedure
Ultrasound indentation and transillumination displaying PEG can be separated from the rib cage and the
uterus
Continuous fetal monitoring by an obstetric nurse throughout the procedure
Operating room ready for precipitated labor during PEG placement
Monitor fetal growth and development through ultrasound, especially in second and third trimester
Careful monitoring of the tension on the external bumper of the PEG to avoid excess external bumper pressure as the uterus enlarges
Repeated adjustments are needed to avoid pressure necrosis from the tension in the area from the internal
and external bumpers
Procedural sedation can be safely achieved with propofol (pregnancy category B)
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