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Enteral nutrition is the chosen route of feeding for patients who require nutrition support 
therapy and are unable to maintain oral intake because of neurological or congen-

ital diseases, cancer or other causes. For patients who require more than eight weeks 
of nutritional enteral support, a percutaneous endoscopic gastrostomy (PEG) is often 
indicated.1 Usually, these patients are old people suffering from chronic neurological 
disabilities. Although PEG is considered safe, efficient and cost effective, there is con-
siderable short-term mortality and morbidity, and for patients with dementia, PEG has 
been discouraged because of associated high mortality.2,3

The indication of a medical treatment to a patient who will die in the near future is a 
futile indication.1 The patients will suffer the risks of PEG, and there will be charges 
which must be considered—all for zero benefits.

Improving the indication for PEG is quite important to avoid futile procedures. Authors 
have made efforts to investigate risk factors associated with early mortality after 
PEG.1,4-10 Most of these investigations are retrospective surveys, which have natural 
limitations: no control group, no randomized patients and missing data. These surveys 
have demonstrated two main groups of risk factors related to early mortality after 
PEG: factors associated with malnutrition (hypoalbuminemia, anemia, malnutrition) or 
factors associated with chronic disease (diabetes, coronary disease, age, etc).4,5,7,10-12 

We recently published a paper that investigated the risk factors associated with 30-
day mortality in patients who submitted to PEG at the Unimed Recife III Hospital.1 We 
concluded that anemia and a recent past of ICU hospitalization are risk factors related 
to 30-day mortality after PEG.

Medical associations have proposed guidelines to improve the quality of PEG 
indication.13,14 The main objective is avoiding PEG for patients with no good clinical 
indications. This is not an easy mission. There is a terrible ethical conflict in this question, 
especially for elderly patients. When the patients are not able to swallow their own food 
and water because of advanced age and chronic neurological impairment, relatives 
might exert some pressure on the doctor for a solution. If the doctor recommends PEG, 
he or she will impose a medical risk on the patient and, if nothing happens, PEG will 
artificially preserve the life with associated pain and suffering for a patient with severe 
sequelae. If the doctor does not indicate PEG, he or she will face the disappointment 
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of relatives and caregivers, who often argue that the 
doctor will starve the patient to death.

We propose here a three-step answer for this complex 
request. First, it is essential to write an institutional 
clinical guideline considering the local aspects involved 
in this issue, managing the ethical conflicts, informed 
consent and the decision-making process against 
lawsuits and clearly defining the cases qualified for 
PEG. A medical committee to support the decisions 
should also be considered. Second, it is necessary 
to support and advise relatives—before the critical 
time—about the natural evolution of the disease and 
the risks and consequences of perpetuating the lives 
of severely impaired patients. This is an issue for a 
multidisciplinary team. Third, doctors should be aware 
of the intricate questions related to PEG indication and 
of the solutions for natural conflicts.

In conclusion, to recommend PEG as a definitive 
solution for patients who require long-term nutritional 
support is a complex issue involving technical and 
ethical details. Future research with a more suitable 
methodology should address the issue of risk factors 
related to early mortality, allowing the improvement 
of PEG indication and consequently avoiding futile 
procedures. 
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