
 

 

Laparoscopic-assisted percutaneous gastrostomy tube 
placement and laparoscopic gastropexy: a case report. 

 
 
 
ABSTRACT : 
 
Introduction: Since percutaneous endoscopic gastrostomy (PEG) was first introduced in 
1980 by Gauderer and Ponsky for pediatric patients with inadequate nutritional intake (1), it 
has revolutionized feeding tube placement by providing a safe and reliable method for 
performing gastrostomy, while avoiding laparotomy and having a low level of associated 
morbidity. PEG has gained wide acceptance.  
Case presentation: We hereby report a case of a patient having undergone a laparoscopic-
assisted percutaneous gastrostomy (LAPG) in our institution that was successfully attempted 
in an adult with laryngeal cancer and total dysphagia.  
Discussion: There are different techniques for gastrostomy tube placement: open 
gastrostomy, PEG, and radiologic procedure. The PEG is associated with a significant risk of 
bowel perforation. (2)  
LAPG seems to be an interesting option to avoid an open gastrostomy in patients in whom a 
PEG cannot be performed (3). This is especially true in obese patients, where a 
transillumination cannot be performed. It offers an endoscopic view of the stomach 
simultaneously with the laparoscopic approach that allows a potential decrease of major 
complications. 
Conclusion: This laparoscopic gastrostomy procedure should be particularly useful in 
patients for whom the endoscopic passage is not possible due to stenosis of the neck or 
esophagus. This technique allows a safe direct visualization of the stomach and other 
adjacent organs. 
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INTRODUCTION: 
 
Laparoscopic gastrostomy is a stoma equipped with a feeding tube placed in the stomach via 
a laparoscopic and percutaneous route (4).  
This device enables medium- to long-term enteral feeding, and is widely indicated for 
patients suffering from dysphagia and when the gastric cavity is not accessible 
endoscopically or radiologically, or in cases of total or partial gastrectomy for jejunal 
nutritional access if the endoscopic route is not possible. (5) 
The success rate is 100% . 
 
 The aim of this case is to highlight the interest and contribution of this technique as an 
alternative feeding route to the endoscopic and radiological routes in dysphagic patients. 

CASE PRESENTATION : 



 

We report the case of a 68-year-old man who was hospitalized in our department for 
laryngeal cancer and presented with total dysphagia, necessitating the placement of a 
feeding gastrostomy.  
Clinical examination found a patient in poor general condition, hemodynamically and 
respiratorily stable, with no contraindications to anesthesia. 
The patient was prepared for laparoscopic gastrostomy tube placement. 
 
After general anesthesia, the patient is placed in the supine position with legs apart, and 
conditioned, followed by the creation of the pneumoperitoneum and placement of trocars 
under visual control. Then we located the gastrostomy point at the level of the greater 
curvature and we made two reference points with silicone braided thread, which will be used 
for gastropexy. 
 
 

 
 

 
Fig 1:Images showing a laparoscopic view of the laparoscopic gastrostomy with gastropexy 
using two straight needles.  

 
 
Then we carried out a percutaneous introduction of the intragastric tube, followed by the 
fixation of the gastrostomy orifice with 2 purse strings suture and we sutured the anterior wall 
of the gastric body to the abdominal wall (Fig 1) before the gas exsufflation and closure of 
trocar sites. (Fig 2) 
 
The average operating time was 80 minutes, the postoperative course was uneventful, and 
feeding was started on the first postoperative day in all cases. 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Fig 2: Final result of the gastrostomy and the trocars positions. 
 
 
DISCUSSION : 
 
In this case, we have used as technic the laparoscopic gastrostomy with laparoscopic 
gastropexy. 
  The sutureless ‘pull method’ for PEG has become a widespread endoscopic technique for 
transcutaneous gastric long-term nutrition.  
However, if the gastropexy was not successfully performed, early dislodgement of the PEG 
tube may lead to peritonitis, and blind reinsertion should not be attempted (6) 
Furthermore, gastropexy can prevent gastric hemorrhage, inadvertent tube migration into the 
peritoneum, and leakage of gastric contents into the peritoneal cavity (7). 
 
Thus, the tube placement along with laparoscopic gastropexy presented here should be a 
safe and feasible method for patients in whom the endoscopic passage is not feasible. 
Dormann et al. (8) reported that long-term follow-up in patients with gastrostomy using this 
gastropexy kit revealed only 2.1% peristomal infectionand without any serious complications. 
Bolder et al. (9) demonstrated that technic providing enteral access for patients with 
pharyngoesophageal obstruction was not suitable for PEG placement. 
 
This minimally invasive gastrostomy procedure, although it does require general anesthesia, 
should prove to be especially useful in patients in whom endoscopic passage is not possible 
due to a neck obstruction or esophageal stenosis, or who are suspected of having organs 
overlying the stomach due to obesity or previous upper abdominal surgery. 
 
 
CONCLUSION: 
 
There are several techniques for inserting a gastrostomy. At present, the endoscopic 
technique is the most widely used. 
 



 

 

This laparoscopic gastrostomy procedure should be particularly reserved for patients in 
whom endoscopic passage is not possible because of a stenosis in the laryngopharyngeal 
carrefour. 
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