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Case Report

Acute colon pseudo-obstruction after percutaneous
endoscopic gastrostomy: An unusual co-incidence in
a case of acute stroke

Suhas D. Wagle, Pradeep G. Divatel, Pradeep M. D'Costa?, Tushar Kalekar?

Gl Unit, 'Department of Neurology, 2Department of Medicine, KEM Hospital, *Anushka Radiology Services, KEM Hospital, Pune, Maharashtra, India

Percutaneous endoscopic gastrostomy (PEG) is a standard procedure for enteral feeding tube

placement in the stomach for patients with nonobstructive dysphagia. Major and minor
complications have been described in early and delayed phase. We describe a 57-year-old
hypertensive male patient who underwent PEG for nonobstructive dysphagia after an acute
cerebro-vascular accident that presented as right hemiplegia due to pontine hemorrhage.
Patient went on to develop nonobstructive spontaneous acute colon dilation from cecum to
rectum 72 h after the procedure. Computed tomography scan of the abdomen was undertaken
to rule out mechanical obstruction or colon entrapment. Injection Neostigmine was used on
day 10 after PEG as there was a recurrence after initial partial resolution. Thereafter patient
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had an uneventful recovery.
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Introduction

Percutaneous endoscopic gastrostomy (PEG) described
originally by Ponsky and Gauderer,!"? is a routine procedure
for enteral access in patients with swallowing disorders.
The complication rates vary from minor (7-20%) to
major complications (3-4%).5% PEG complications
have been categorized into: (a) Complications of upper
endoscopy; (b) direct complications of the PEG procedure;
and (c) postprocedural complications associated with PEG
tube use and wound care. Acute colonic pseudo obstruction
has not been reported after PEG. We report a case of colon
dilation after PEG in a case of acute stroke.
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Case Report

A 57-year-old male was admitted with acute stroke, right
sided hemiplegia and respiratory distress. Patient needed
mechanical ventilation support from the day of admission.
Computed tomography (CT) scan [Figure 1] and magnetic
resonance imaging scan of the brain revealed left sided pontine
hemorrhage extending into the fourth ventricle with edema
causing aqueduct compression.

Laboratory workup was as follows:

o First week after admission: Hemoglobin: 14.6 g% white
blood cell (WBC): 13,900/cmm platelets: 3.64 x 10°/cmm

e Preprocedure hemoglobin: 12.7 g% WBC: 5,500/cmm
platelets: 4.36 X 10°/cmm

e Serum creatinine: 0.6 mg% serum sodium: 130 mEq/L
serum potassium: 4.7 mEq/L

e Prothrombin time: 13/11 s activated partial thromboplastin
time: 31/34 s

e Postprocedure (day 3) hemoglobin: 13.1 g% WBC:
11,400/cmm platelets: 3.56 x 10°/cmm

e Postprocedure (day 6) hemoglobin: 11.7 g% WBC:
6,200/ cmm platelets: 2.82 x 10°/cmm.
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Patient had undergone tracheostomy and was treated for
lower respiratory tract infection. Initially, nasogastric tube
feeding was done as patient was unable to swallow. On
day 16 after stroke the patient underwent PEG by pull
technique using Freka 20 Fr tube (Freka PEG Set Gastric
FR 20 Fresenius Kabi AG). Tube feeds commenced 24 h
later were well tolerated and patient had a spontaneous
bowel movement. Abdominal bloating was noticed 72 h
postprocedure and there was no stool passage for 48 h.
Bowel sounds were normal. There was no rectal fecal
impaction on digital examination. Serum potassium on
the same day was 4.4 mEq/L, dropped to 2.8/mEq/L on
the next day and was corrected to 4.1 mEq/L over next
24 h. Roentgenogram of chest was normal and there was
no evidence of pneumoperitoneum on roentgenogram of
abdomen [Figure 2] on day 4 after PEG. The entire colon from
caecum to rectum appeared dilated with preserved haustral
markings. Small bowel dilation was absent. Tube feeding
was discontinued. The transverse colon diameter in the
roentgenogram was 5.6 cms. Clinically the patient remained

h -

Figure 1: Computed tomography scan brain: Left pontine hemorrhage
and edema causing compression of aqueduct

afebrile with soft abdomen, normal bowel sounds and had
spontaneous bowel movements. Patient was kept in right
or left lateral decubitus positions intermittently. There was
gradual reduction of colon dilation observed in 72 h. CT scan
of abdomen was done on day 7 postprocedure. The colon was
grossly dilated from caecum to anal verge [Figure 3] without
evidence of stenosis or obstruction. Dimensions measured on
CT scan: Caecum 6.3 cm, ascending colon 5.2 cm, transverse
colon 6.1 cm, descending colon 5.1 ¢cm, sigmoid colon 4.9 cm
and rectum 4.3 cm. The PEG tube was securely placed in
the gastric lumen without colon entrapment [Figure 4].
There was no evidence of free fluid or pneumo-peritoneum.
There was delay in clearance of oral contrast on follow-up
abdomen roentgenograms [Figure 5] up to 72 h after CT scan.
PEG feeds withheld earlier were resumed again on 9" day.
Neostigmine 2 mg was administered intravenously on the
next day. Patient had no abdominal symptoms thereafter and
tolerated tube feeds that were continued uneventfully. Two
months later, the PEG tube was removed after neurological
recovery.

Figure 2: Abdomen roentgenogram taken on the day of distension
post percutaneous endoscopic gastrostomy

Figure 3: Computed tomography scan abdomen coronal image
showing entire large bowel dilatation including rectum
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Figure 4: Computed tomography scan abdomen: Track of percutaneous
endoscopic gastrostomy tube without colon entrapment
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Figure 5: Post computed tomography scan abdomen roentgenogram
after 72 h

Discussion

Percutaneous endoscopic gastrostomy has potential
complications. Prior surgery leading to altered bowel
anatomy could lead to difficulties in PEG.5! Acute bleeding
could be seen in 1% of cases, and visceral perforation/
peritonitis could be seen in 0.5-1.3% of cases immediately
after PEG.P! Pneumoperitoneum is seen in up to 50% of
patientst after PEG and in the absence of fever, sepsis or
signs of peritonitis may be a self-limiting complication.
During percutaneous cannula puncture, there is a risk of
adjacent organ injury by entrapment. The transverse colon
that is in proximity with stomach is prone to injury. Acute
colon injury after PEG™ presents as fecal peritonitis. Delayed
presentation is seen as gastro-colo-cutaneous fistula. Small
bowel is usually well protected by omentum but can be
involved in cases with prior abdominal surgery. Acute colonic
pseudo-obstruction (ACPO) has been described in patients with
brainstem hemorrhage.! In these cases, if the presentation is
seen after PEG, bowel injury needs to be excluded.

Our patient had no abdominal signs or symptoms initially
during naso-gastric tube feeding. Abdominal distension
was noticed 72 h after PEG. Plain roentgenogram abdomen
revealed dilation of the entire colon without small bowel
distension. Haustral markings were preserved. Distal colon
obstruction, colon ischemia, and acute colon injury due to
PEG were considered as clinical possibilities. Presence of
air in the rectum and lack of evidence of sigmoid volvulus
or fecal impaction were not in favor of bowel obstruction.
Spontaneous fluctuations in the colon size were noticed on
serial roentgenograms. There was no clinical evidence of
peritonitis. Abdominal CT scan excluded leak from the GI
tract, bowel obstruction (neoplasm or diverticulitis), bowel
entrapment and CT mesenteric angiography was normal.

Acute colonic pseudo-obstruction may lead to megacolon
that has been defined as colon dilation where the diameters
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of recto-sigmoid junction or descending colon exceeds 6.5 cm
or ascending colon is more than 8 cm or cecum is more than
12 cm. Colonic dilation has also been defined as cecal
diameter of more than 9 cm or transverse colon diameter of
more than 6 cm.® The risk of perforation is proportionate to
the increase in diameter of the colon as well as the duration
of dilation. Vanek and Al-Salti.”! reported that perforation is
rare below cecal diameter of 12 cm and is seen in 29% when
cecal diameter exceeds 14 cm. Saunders and Kimmey.!'"!
found increasing risk of perforation when duration exceeds
6 days. Decompression could be achieved by keeping patient
prone, in knee-chest position or in lateral decubitus position
with hip elevation.'! Neostigmine 2 mg infused intravenously
over 5-10 min with cardio-respiratory monitoring is used
in ACPO.!"I Cardiac arrhythmias, respiratory distress and
symptoms due to parasympathetic stimulation could occur
and injection atropine should be kept on standby.l'!l Role of
neostigmine as first line of therapy is undecided and it may
be used for delayed resolution or recurrence.'” Colonoscopic
decompression is an alternative though recurrence could be
seen. Attempts to leave a catheter behind in the ascending
colon after colonoscopy,!" could lead to catheter blockage or
migration. Percutaneous endoscopic colostomy or surgical
cecostomy have been used to salvage patients for treatment
failure.!''! Monitoring for perforation and peritonitis is
recommended because mortality of spontaneous perforation
is reported to be 50% or higher.!'!

Conclusion

Percutaneous endoscopic gastrostomy is a procedure with
the risk of complications. Improper technique could lead
to organ or bowel injury. Bowel dilation could happen after
PEG and pseudo-obstruction could be encountered. In cases
of acute stroke, due to brainstem hemorrhage, intestinal
pseudo-obstruction could be spontaneous. If PEG has been
undertaken, differentiating mechanical obstruction and
pseudo-obstruction becomes crucial for clinical outcome.
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