
time consuming and its use is often limited by jejunal tube
dysfunction. We aim to describe our outcomes using a “through the
PEG” technique of jejunal extension placement.
Methods PEG-J placement in our unit is based upon the technique
described by Berger et al in 1996. Briefly, a 28Fr PEG tube is inserted
and an ultrathin endoscope (4.5 mm) is passed through the PEG
tube into the stomach and deep into the small bowel. A guidewire is
passed down the endoscope and the endoscope withdrawn leaving
the guidewire in place. A 12Fr jejunal extension is passed over the
guidewire and inserted fully until seated in the PEG tube. A retro-
spective review of all PEG-J procedures covering the period
2006e2010 was carried out. Patient demographics, procedure type
and indication, sedation requirements and complication rates were
recorded. Average tube patency was calculated for each patient (in
days) and reason for tube replacement was recorded.
Results Over the study period, 121 procedures were carried out in 17
patients (mean age 59.6 years; 70.6% (n¼12) males). Initial place-
ment was successful in 120/121 (99.2%) procedures with a proce-
dure related complication rate of 1/121 (0.8%> bleeding).
Indications for PEG-J placement were recurrent aspiration (n¼6),
stroke (n¼2), neurodegenerative disorder (n¼2), gastroparesis (n¼2),
post-operative (n¼1), oesophageal tear (n¼1), drainage (n¼1) and
not documented (n¼2). 102/121 (84.3%) procedures were for
replacement of the jejunal extension tube alone. 73/102 (71.2%) had
no indication for tube replacement recorded. The most common
causes of jejunal tube dysfunction were kinking (n¼12), occlusion
(n¼8) tube breakage (n¼3), tube leakage (n¼3) and other (n¼3).
The mean number of procedures per patient was 7.1 and the mean
tube patency was 123.6 days. 90/121 (74.4%) of procedures were
performed without conscious sedation. 13/102 (12.7%) jejunal
replacements were performed under sedation vs 18/19 (94.7%)
gastrostomy plus jejunal extension placements (p<0.001).
Conclusion “Through the PEG” placement of the jejunal extension is
a safe and well tolerated procedure in what is often a difficult group
of patients. Our technique confers high success rates of initial
placement and low complication rates, with acceptable tube
patency. Sedation is only occasionally required for those undergoing
replacement of the jejunal extension.
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Introduction Patients, admitted to a surgical ward who have under-
gone a prolonged pre-admission illness are likely to have some
element of malnutrition. This may be compounded by surgical
procedures (and subsequent fasting) after admission and
these patients can go into severe malnutrition quickly, often before
the treating team realises it. The presence of malnutrition in a
surgical patient has a direct bearing on the overall outcome during
hospitalisation. A nutritionally deprived patient is unable to mount
an adequate response against infection and the surgical outcome
is hence likely to be sub-optimal. Complications such as intestinal
anastomosis leakage, wound dehiscence and overwhelming sepsis
are more common in patients with malnutrition. The British
Society of Gastroenterology has recognised that such patients are
common in UK hospitals and on average their length of stay is
almost doubled. This had led to the development of comprehensive
guidelines regarding enteral feeding in adult hospitalised patients.
The aim of the present study was to compare current practice in a
district general hospital to the BSG guidelines.
Methods A cross-sectional observational study of inpatients on
general surgical wards over a 24-h period was performed. Medical

and nursing notes were reviewed and data recorded regarding
nutritional assessment and management.
Results 72 patients were assessed over a 24-h period. Patients were
divided into three groups, A elective surgery, B emergency surgery
and C acute non-operative admission. Nutritional assessments were
carried out on all patients, however BMI was not recorded in any.
Pre admission nutritional intake was recorded in 61 (85%) patients.
Data from these 61 patients were analysed to determine period of
starvation. The median number of days between starvation and
commencement of nutritional support was three (range 0e7), 6
(0e11) and 5 (0e12) respectively.
Conclusion This study has shown that many of the patients on a
general surgical ward have a significant period of starvation prior to
and during their admission. While a nutritional assessment was
performed in all patients, BMI and thus assessment of malnour-
ishment as advocated by the BSG guidelines was not recorded in any
patient. The nutritional needs of elective surgical patients appears to
be well met in our hospital (median time to feeding 3 days) when
compared to the BSG guidelines (3e5 days). Emergency admissions,
however, were not as well managed with many waiting up to
1 week before nutritional support was instigated. Adequate assess-
ment of nutritional status is important in all surgical patients, this is
equally important for both patients undergoing surgery and those
who do not require any surgical intervention.
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Introduction Patients referred for percutaneous Endoscopic Gastro-
stomy (PEG) insertion often have multiple co-morbidities which do
not improve with PEG feeding and lead to significant post-procedure
complications. Pre-assessment of patients for PEG insertion
improves morbidity and mortality, but is often time-consuming and
labour-intensive. An electronic patient record (EPR) could facilitate
assessment of patients and multi-disciplinary communication, while
a detailed referral form could speed up the information gathering
and assessment process. Starting in February 2011 in our Trust,
patients referred for PEG were formally pre-assessed at the bedside
by a Consultant Gastroenterologist and Nurse Endoscopist. In June
2011 a new electronic referral form was introduced. As a result of
the improvements from February to May, a “virtual” assessment
team including a Senior Dietician, Speech and Language Therapist,
Elderly Care and Palliative Care physician was convened. The
referral form was sent by secure email to the team and a virtual
discussion took place with formal MDT meeting held when deemed
prudent by consensus. Bedside assessment could then be restricted
an assessment of fitness for the endoscopic procedure. Data
were collected prospectively throughout the year and compared to
practice in the preceding 12 months.
Methods Retrospective casenote analysis was conducted using the
EPR and Endoscopy databases (Endosoft�) to include all PEG
insertions performed. Prospective data collection were possible for
all cases undergoing formal and virtual assessment.
Results In 2010, 96 PEG insertions were performed (median 6 per
month), compared to 49 within the “formal” and “virtual” team
periods (median 2 per month, p<0.005). Patients did not differ
significantly by age or gender. 30d mortality was 9/96 (9.4%) in 2010
and 2/49 in 2011 (4.1%; p¼0.33). Rates of infection, aspiration
pneumonia, buried bumper syndrome and other complications fell
significantly (p<0.001). The number of referrals not leading to
insertion fell significantly between the formal and virtual assess-
ment periods (p<0.01) with no PEGs inserted in June and July. In
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