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To The Editor,
a few weeks ago a 77 years old female presented to 

our attention for an abdominal wall mass at the previ-
ous percutaneous endoscopic gastrostomy (PEG) exit 
site; patient had been affected by an obstructive tongue 
cancer (causing dyspnoea and dysphagia), effectively 
treated with a combined surgical and chemotherapic 
approach. Since a good response to the therapies had 
been observed, with no residual signs of disease, PEG 
tube had already been removed for two years. As the 
histology of the novel abdominal wall lesion resulted 
in a metastatic localization of the previous cancer, the 
patient underwent a subtotal gastrectomy with an en 
bloc resection of the abdominal wall (Fig 1).

As the PEG had been implanted with a “pull 
method”, we blamed it on the PEG placement strat-
egy, with the belief that the “pull method” had lead to 
a dragging of the neoplastic cells to the PEG exit site. 

Our opinion changed after reading with great 
interest the review “Risk of tumor implantation in 
purcutaneous endoscopic gastrostomy in the up-
per aerodigestive tumors” published on Your jour-
nal (Acta Biomed 2018; Vol. 89, Supplement 8:  
117-121)(1) . First of all, We’d like to congratulate with 
the authors for the accuracy and efficacy of their article.

In the first part of it, a well organized explanation 
of the current techniques for PEG placement is carried 

out, including the Gauderer-Ponsky “pull”, the Russell 
“introducer”, the Sacks-Vine “push” and radiologic as-
sisted methods (1).

In the second part of the study, after a compre-
hensive review from 2008 to 2018, the authors find out 
more than 50 cases of abdominal wall metastases after 
PEG placement in patients affected by upper aerodi-
gestive cancers (1). 

Vincenzi F et al’ article, such as Montes De Oca 
MK et al’ one or Rowell NP’s paper, doesn’t indicate 
any statistically significant correlation between the 
“pull strategy” and the metastatic risk to the gastros-
tomy site as compared to the other approaches, so that 
the Authors conclude that, to date, the “pull method” 
is safe and effective for PEG placement in patients 
with aerodigestive cancers, so that there is no reason to 
change PEG strategy in such patients (1,2) .

As well underlined in the article by Fung E. et 
al, there are several theories regarding the pathogen-
esis of tumor seeding involving the PEG site (4). The 
two most likely hypotheses propose either a dragging 
of the neoplastic cells during the tube passage across 
the primary tumor or an hematogeneous dissemina-
tion towards the PEG tube site (2-4). To date, there 
is a lack of agreement concerning the pathogenesis of 
tumoral seeding, and no univocal theory is completely 
recognized (1,4,5).
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Figure 1. a) Skin appearance of the metastasis at the previously 
placed PEG exit site; b) Endoscopic view of the metastatic 
implantation to the previous PEG exit site; b-c) Macroscopic 
appearance of the resected specimen, including the subtotal 
gastrectomy with an en bloc resection of the abdominal wall.

As explained by Montes De Oca MK et al, it’s rea-
sonable that several and different mechanisms may play 
a role within the same patients rather than a single tumor 
implantation method. This is strengthened by the consid-
eration that no statistical association emerged between 
PEG placement method and risk of PEG site metastasis, 
suggesting no relationship between PEG implantation 
method and metastases(4-6). Moreover, gastrostomy site 
metastases have been described also in cases of surgical 
placement, thus without the passage of the endoscopic 
tube across the primary aerodigestive neoplasm (1,4).

In conclusion, in the light of such considerations, 
unless occurring a complete obstruction of the aerodi-
gestive tract, could be reasonable in the next future to 
discard definitively the “non-pull” placement strategies?

In particular, even if occurring a complete obstruc-
tion of the aerodigestive tract (so that even the passage 
of the endoscopic shaft is unable), considering the high 
morbidity of the surgical strategies, could be reasonable in 
the next future to discard definitively themselves (1,4 ,6) ?
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