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ABSTRACT

Background: Gastrostomy tubes (G-tubes) are invaluable clinical
tools that play a role in palliation and nutrition in patients with cancer.
This study aimed to better understand the risks and benefits asso-
ciated with the placement and maintenance of G-tubes. Methods:
Patients who underwent placement of a G-tube for cancer from
January 2013 through December 2017 at a tertiary care center were
considered for inclusion. Clinical data were retrospectively collected
from medical records. Results: A total of 242 patients with cancer,
whose average age at diagnosis was 61 years (range, 21–94 years),
underwent G-tube placement for nutrition (76.4%), decompression
(22.7%), or both (0.8%). Successful insertion was achieved in 96.8%,
but 8 patients required .1 attempted method of insertion. In the
decompression group, minor postplacement complications were less
common (23.6% vs 53.5%; P,.001) and survival was shorter (P,.001)
compared with the nutrition group. For those with decompressive
G-tubes, 45.5% had a palliative care consult; 56.4% were seen by
social workers; and 46.3% went to hospice. The frequency of hospice
discharge was higher in patients who had consults (53.7% vs 23.1%;
P5.01). Conclusions: Half of the patients who received decom-
pressive G-tubes presented with stage IV disease and died within 1
month of placement. Those with .1 consult were more likely to be
discharged to hospice. Patients with G-tubes for nutrition saw no
change in functionality, complication rate, or survival, regardless of
adjunct chemotherapy status. These findings illustrate the need for a
tool to allow a better multidisciplinary approach and interventional
decision-making for patients with cancer.
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Background
Gastrostomy tubes (G-tubes) are invaluable clinical tools
that have an important role in palliation for patients with
cancer diagnoses. The most common indication is for
long-term enteral nutrition in patients unable to main-
tain sufficient oral intake. The prevalence of malnutri-
tion in patients with cancer has been reported to range
from 20% to 70%.1 G-tubes have also been used for
gastric decompression in patients with malignant
bowel obstruction (MBO). The global prevalence of
MBO is estimated to be between 3% and 15% for pa-
tients with cancer, reaching 20% to 50% among pa-
tients with ovarian cancer and 10% to 20% among
patients with colorectal cancer.2,3

Despite the frequent use of G-tubes for palliation,
high-quality data studying their efficacy and associated
clinical outcomes in this patient population are limited.
The current literature is predominantly composed of
studies performed in gynecologic or head and neck
cancer populations. Moreover, many of these investi-
gations focus on percutaneous endoscopic gastrostomy
(PEG) tubes with little mention of interventional radi-
ology (IR)–guided and surgically placed G-tubes. The few
studies performed in mixed populations of patients with
cancer and PEG tubes have shown short-term survival to
be high (up to 90% at 1 month) and long-term survival to
be low (as low as 37.7% at 12–18 months and 20% at
3 years).4–9 It was also shown that patient populations
with PEG tubes sustained significantly less reduction in
nutritional parameters.10,11

Furthermore, limited data exist on the efficacy of
PEG tubes in alleviating symptoms of MBO. One retro-
spective review found a complete resolution of symp-
toms in 91% of patients with decompressive PEG tubes
for colorectal, pancreatic, or gynecologic cancer.8,12

These data are crucial because many patients with ad-
vanced or incurable gastrointestinal malignancies have
decreased survival rates, and G-tubes continue to be
placed in truly palliative situations with few randomized
data to support their benefit. Additionally, recent studies
have shown that patients who receive an early palliative

1Department of Surgical Oncology, Fox Chase Cancer Center, Temple
University Health System, Philadelphia, Pennsylvania.

48 © JNCCN—Journal of the National Comprehensive Cancer Network | Volume 19 Issue 1 | January 2021

https://doi.org/10.6004/jnccn.2020.7604
http://www.JNCCN.org


care consultation as part of their treatment live longer
with better quality of life, despite their reception of less
cancer-directed therapy.13 However, past literature re-
ports a wide range between 27.5% and 76.9% of pa-
tients who had access to palliative care services before
death due to advanced malignancy.14,15 The aim of this
study was to better understand the risks, benefits, and
practices associated with the placement and mainte-
nance of palliative G-tubes in patients with cancer at our
institution.

Methods

Data Collection
After obtaining approval from the Fox Chase Cancer
Center Institutional Review Board, we identified and
retrospectively reviewed the clinical charts of 257 pa-
tients who were considered for or had undergone
placement of a G-tube at an NCI-designated Cancer
Center from January 2013 through December 2017. We
excluded 6 patients due to placement of non–G-tubes
(jejunostomy, cecostomy 1 ileostomy, or colostomy
tube), 8 patients due to failure of insertion of a G-tube
placement, and 1 patient due to the absence of a cancer
diagnosis. A retrospective chart reviewwas performed for
the remaining 242 patients with a primary cancer di-
agnosis and successful G-tube placement.

Clinical data were collected from electronic medi-
cal records, including demographics, indication and
technique for G-tube placement, and preprocedure and
postprocedure clinical variables. Pathologic data in-
cluded TNM classification and clinical stage as defined
by the AJCC. Indications for G-tube placement were
collected from physician records. The indication for
nutrition was defined as dysphagia secondary to radia-
tion, surgery, or worsening tumor burden; decreased per
os tolerance secondary to chemotherapy or worsening
tumor burden; concern for aspiration; or malnutrition at
the time of G-tube placement. The indication for de-
compression of MBO was defined as the presence of
gastric outlet obstruction, gastrointestinal dysmotility,
nonoperable small bowel obstruction, or nonoperable
large bowel obstruction at the time of G-tube placement.
The indication for both nutrition and decompressionwas
defined as having .1 indication for nutrition and .1
indication for decompression at the time of G-tube
placement. Clinical outcomes included postoperative
complications during admission and after discharge,
status at last follow-up, and date of death. Based on prior
work by Grant et al,16 postoperative complications were
stratified into major and minor complications. Major
complications were defined as pneumoperitoneum,
perigastric hematoma, aspiration pneumonia, or fa-
tality caused by the insertion procedure, whereas minor

complications were defined as minor G-tube site in-
fection or G-tube malfunction.

Statistical Analysis
Patient demographics and clinical characteristics were
summarized using counts and percentages for categor-
ical variables and with means and standard deviations
for continuous variables. Differences in covariates be-
tween groups of interest were assessed using the chi-
square, Fisher exact, t, or Wilcoxon test, as appropriate.
Changes in measures such as weight and albumin
concentrations were assessed using paired t tests. Sur-
vival was calculated from the date of G-tube placement
to the date of death or last follow-up visit, with patients
alive at last follow-up considered censored. Survival
curves were calculated using the Kaplan-Meier method,
and differences between curves were assessed using log-
rank tests. Median follow-up time was determined using
the reverse Kaplan-Meier method. P values ,.05 were
considered statistically significant, and all tests were
2-sided. Multiple testing was not accounted for. Statis-
tical analyses were conducted using STATA, version 15
(StataCorp LLC).

Results
A total of 242 patients with cancer with an average age at
diagnosis of 63.4 years (range, 35–94 years) underwent
G-tube placement for nutrition (76.4%), decompression
for MBO (22.7%), or both (0.8%) (Table 1). Successful
insertion was achieved in 96.7% of patients, but 8
patients required.1 method of insertion attempt. The
2 patients with G-tube placement for both nutrition
and decompression were removed from subsequent
analysis because of the added complexity of statisti-
cal analysis. These 2 patients constituted 0.8% of the
patient population, and a sensitivity analysis was
deemed not necessary and thus was not conducted.
In the nutrition group, the method of insertion was
88.1% in IR, 8.1% in the operating room, and 3.8% in
the endoscopy suite (ES), compared with 81.8%, 14.5%,
and 3.6%, respectively, in the MBO group (P5.36).
Active treatment within 3 months of G-tube inser-
tion was seen in 38.3% of the nutrition group versus
29.1% in the MBO group (P5.22). Overall, major
postplacement complications were similar between
the 2 groups, but minor postplacement complications
were significantly less common in the MBO group than
in the nutrition group (20.0% vs 50.3%; P,.001). Me-
dian follow-up time was 40.1 months. Survival after
G-tube placement was significantly shorter in the MBO
group than in the nutrition group (P,.001), with 54.8%
versus 90.7% survival at 30 days, 11.4% versus 60.0%
survival at 1 year, and 9.5% versus 41.1% survival at
3 years.
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Table 1. Patient Demographics

Overall
n (%)

Nutrition
n (%)

Decompression
n (%) P Valuea

Patient characteristics

Number of patients 240 (100) 185 (76.4) 55 (22.7)

Mean age at diagnosis 6 SD (range), y 63.4 6 11.2 (35–94) 64.6 6 11.0 (36–94) 59.5 6 11.3 (35–88) .003

ASA score at placement, mean 6 SD (n5176) 2.46 6 0.57 2.43 6 0.55 2.58 6 0.66 .2

Tumor characteristics

Type of primary malignancy <.001

GI, pancreas, or liver 32 (13.3) 8 (4.3) 24 (43.6)

Head and neck 138 (57.0) 138 (74.6) 0 (0.0)

Thoracic/Esophageal 37 (15.4) 34 (18.4) 3 (5.5)

Gynecologic/Genitourinary 30 (12.5) 4 (2.2) 26 (47.3)

Other 3 (2.5) 1(0.5) 2 (3.6)

Stage (n5194) .53

I 7 (3.6) 5 (3.5) 2 (4.1)

II 24 (12.4) 18 (12.4) 6 (12.2)

III 38 (19.6) 25 (17.2) 13 (26.5)

IV 125 (49.2) 97 (66.9) 28 (57.1)

Treatment

Ascites drained before placement <.001

Present and drained 11 (4.6) 0 (0.0) 11 (20.0)

Present and undrained 24 (10.0) 2 (1.1) 22 (40.0)

No ascites 205 (85.4) 183 (98.9) 20 (20.0)

Chemotherapy within 3 mo of placement (n5238) .22

Yes 86 (35.9) 70 (38.3) 16 (29.1)

No 152 (63.2) 113 (61.7) 39 (70.9)

Consultations before placement

Palliative and hospice (n5239) 52 (21.8) 27 (14.7) 25 (45.5) <.001

Speech 123 (51.3) 123 (66.5) 0 (0.0) <.001

Swallow 75 (31.3) 75 (40.5) 0 (0.0) <.001

Nutrition 101 (42.1) 94 (50.8) 7 (12.7) <.001

Social work 83 (34.6) 52 (28.1) 31 (56.4) <.001

G-tube placement method .36

IR 208 (86.7) 163 (88.1) 45 (81.8)

Operating room 23 (9.6) 15 (8.1) 8 (14.5)

Endoscopy suite 9 (3.8) 7 (3.8) 2 (3.6)

Required TPN postplacement 47 (19.6) 16 (8.7) 31 (56.4) <.001

Outcomes

Complications .001

None 128 (53.3) 86 (46.5) 42 (76.4)

Major 8 (3.3) 6 (3.2) 2 (3.6)

Minor 104 (43.3) 92 (50.3) 11 (20.0)

Pain score, mean (SD) (n5176)

Before placement 3.0 (3.0) 2.9 (3.3) 3.6 (3.6) .25

1 mo after placement (change) 21.9 (3.9) 22.0 (3.8) 21.4 (4.4) .51

(continued on next page)
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Nutrition
A total of 185 patients underwent G-tube placement for
nutritional support, with an average age at placement of
64.6 years (range, 36–94 years). There was no difference
between the 37.5% of patients receiving active che-
motherapy and those who were not in terms of tumor
stage at placement, placement technique, or patient
American Society of Anesthesiologists physical status
score (Table 2). There was no difference in post-
procedure mortality between the 2 groups. Patients
undergoing active treatment had a minor complication
rate of 51.4% versus 49.6% in those not undergoing
treatment (P5.426).

Despite successful G-tube insertion, 8.2% of patients
still required total parenteral nutrition (TPN). One
month after G-tube placement, the mean weight of both
groups had decreased from preprocedure weight (2.8 kg
in treatment group vs 1.9 kg in nontreatment group;
P5.189). Overall, among patients who underwent G-tube
placement for nutritional support, the mean weight
decreased by 2.3 kilograms 1 month after placement
(P,.001). Serum albumin and prealbumin concentra-
tions were recorded before G-tube insertion and 1
month postprocedure. Before G-tube insertion, pa-
tients in the treatment group had higher albumin
concentrations than those in the nontreatment group
(3.18 vs 2.88 g/dL; P5.003). However, no significant
posttreatment difference between the groups was
noted (Table 2), and, overall, there was no significant
change in serum albumin and prealbumin concen-
trations 1 month after G-tube placement (P5.48 and
P5.69, respectively). Overall, pain scores decreased by
1.4 points (P,.001). The 30-day, 1-year, and 3-year
survival rates were not significantly different between
those undergoing active treatment and those not un-
dergoing active treatment.

Decompression
A total of 55 patients underwent decompressive G-tube
placement, with an average age at placement of 59.5
years (range, 35–88 years) (Table 3). Overall mortality in
this group was 90.6%. However, only 45.5% of patients
had a palliative care consult, 56.4% were seen by a social
worker, 25.5% had both consults, and 23.6% had neither
consult. In the group that had a palliative care consult, a
social work consult, or both (n542), placement was
achieved in IR for 78.6% of patients, in ES for 2.4%, and
in the operating room for 19.1%. The group without a
consult showed similar rates, at 92.3%, 7.7%, and 0%,
respectively (P5.13). Complications occurred in 23.6%
of the cohort, with a rate of 21.4% in those with a consult
versus 30.8% in those without (P5.56). Overall, 46.3% of
the patients were discharged to hospice. The frequency of
hospice discharge among patients who had consults was
higher than among those who did not (53.7% vs 23.1%;
P5.01) (Figure 1). Of the patients withMBO discharged to
hospice, 88.0% had either a palliative care and/or social
work consult, and 36.0% had both a palliative care and a
social work consult. There was no difference in survival
between the 2 groups: 30-day and 1-year survival were
50.2% and 12.6%, respectively, among patients with a
consult compared with 69.2% and 7.7%, respectively,
among patients without a consult (Figure 2).

Discussion
Although prior studies limited their patient populations
to either gynecologic or head and neck malignancies,
this study is one of the few to include a mixed pop-
ulation of patients with cancer, allowing better gener-
alizability. More than half of the patients had head and
neck tumors, but there was also a large proportion of
esophageal, gastrointestinal, pancreatic, hepatic, and
gynecologic/genitourinary cancers. This is in line with

Table 1. Patient Demographics (cont.)

Overall
n (%)

Nutrition
n (%)

Decompression
n (%) P Valuea

Outcomes (cont.)

Discharge disposition <.001

Home 183 (76.6) 161 (87.0) 22 (40.7)

Rehabilitation/SNF 24 (10.0) 17 (9.2) 7 (13.0)

Hospice 32 (13.4) 7 (3.8) 25 (46.3)

Survival, %a <.001

30 d 82.7 90.7 54.8

1 y 49.1 60.0 11.4

3 y 33.7 41.1 9.5

Abbreviations: ASA, American Society of Anesthesiologists physical status; GI, gastrointestinal; G-tube, gastrostomy tube; IR, interventional radiology; SNF, skilled
nursing facility; TPN, total parenteral nutrition.
aBold indicates statistically significant P value.
bPercent survival from Kaplan-Meier curve.
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what would be expected, given that common indications
for G-tube placement in cancer populations are long-term
enteral nutrition and gastric decompression of MBO.

Regarding the technique of G-tube placement,
86.7% of patients had G-tubes placed under radiologic
guidance by IR. The bulk of literature is limited to PEG

tubes, and the use of radiologic guidance for G-tube
placement can range from 2% to 37.4%.8,17 Brooksbank
et al8 studied G-tube placement for malignant intestinal
obstruction and reported 90.2% of G-tubes were placed
endoscopically, 7.8% were placed surgically, and only
2.0% were placed under radiologic guidance. Our study

Table 2. G-Tube Placement for Nutritional Support Stratified by Chemotherapy Status

Overall
n (%)

Active Treatment
n (%)

No Active Treatment
n (%) P Valuea

Patient characteristics

Number of patients 183 (100) 70 (38.3) 113 (61.8)

Mean age at diagnosis (range), y 64.6 (36–94) 61.8 (36–90) 66.4 (44–94) .01

Mean ASA score at placement 6 SD (n5141) 2.43 6 0.55 2.34 6 0.52 2.50 6 0.57 .1

Tumor characteristics

Type of primary malignancy, n (%) .25

GI, pancreas, or liver 8 (4.3) 5 (7.1) 3 (2.7)

Head and neck/thoracic 170 (92.9) 65 (92.9) 105 (92.9)

Gynecologic/Genitourinary 4 (2.2) 0 (0.0) 4 (3.5)

Other 1 (0.6) 0 (0.0) 1 (0.9)

Stage (n5144) .58

I 5 (3.5) 1 (1.6) 4 (4.9)

II 18 (12.5) 8 (12.9) 10 (12.2)

III 25 (17.4) 13 (21.0) 12 (14.6)

IV 96 (66.7) 40 (64.5) 56 (66.3)

Treatment characteristics

G-tube insertion method .99

IR 161 (88.0) 61 (87.1) 100 (88.5)

Operating room 15 (8.2) 6 (8.6) 9 (8.0)

Endoscopy suite 7 (3.8) 3 (4.3) 4 (3.5)

Required TPN postplacement 15 (8.2) 6 (8.6) 9 (8.0) .99

Outcomes

Mean weight loss after 1 mo (SD), kg 2.3 (9.4) 2.8 (8.9) 1.9 (9.8) .189

Mean serum albumin 6 SD

Before G-tube 3.00 6 0.74 3.18 6 0.82 2.88 6 0.68 .003

1 mo after G-tube 3.26 6 0.72 3.33 6 0.65 3.19 6 0.77 .48

Mean serum prealbumin 6 SD

Before G-tube 12.11 6 4.84 12.34 6 4.22 11.90 6 5.40 .63

1 mo after G-tube 11.16 6 4.31 11.00 6 3.78 11.32 6 5.14 .69

Complications .30

None 85 (46.5) 30 (42.9) 55 (48.7)

Major 6 (3.2) 4 (5.7) 2 (1.8)

Minor 92 (50.3) 36 (51.4) 56 (49.6)

Survival, %b .16

1 y 75.9 69.6 80.0

3 y 52.5 48.8 55.2

Abbreviations: ASA, American Society of Anesthesiologists physical status; G-tube, gastrostomy tube; GI, gastrointestinal; IR, interventional radiology; TPN, total
parenteral nutrition.
aBold indicates statistically significant P value.
bPercent survival from Kaplan-Meier curve, patients surviving .3 mo.

52 © JNCCN—Journal of the National Comprehensive Cancer Network | Volume 19 Issue 1 | January 2021

ORIGINAL RESEARCH Gauvin et al

http://www.JNCCN.org


reported a higher use of radiologic guidance (87%) than
in other studies, and the findings are comparable to
those of a retrospective review by Shaw et al,18 who in-
vestigated palliative decompression G-tubes placed by
IR and found a 72% success rate on the first attempt.
Similarly, Wollman and D’Agostino17 found that the suc-
cess rate for tube placement was higher for percutaneous

radiologic gastrostomy than for PEG (100% vs 95%),
and percutaneous radiologic gastrostomy was sub-
sequently performed in 66.7% of patients in whom
PEG placement failed.

Our study also addressed outcomes that impact
patients’ quality of life. Mean pain scores decreased
overall. Although nearly half of patients experienced

Table 3. G-Tube Placement for Decompression of Malignant Bowel Obstruction Stratified by
Consult Status

Overall
n (%)

Consult
n (%)

No Consult
n (%) P Valuea

Patient characteristics

Number of patients 55 (100) 42 (76.4) 13 (23.6)

Mean age at diagnosis (range), y 59.5 (35–88) 61.1 (36–88) 54.5 (35–67) .07

Tumor characteristics

Type of primary malignancy, n (%) .05

GI, pancreas, or liver 24 (43.6) 14 (33.3) 10 (76.9)

Head and neck/thoracic 3 (5.5) 3 (7.1) 0 (0.0)

Gynecologic/Genitourinary 26 (47.3) 23 (54.8) 3 (23.1)

Other 2 (3.6) 2 (4.8) 0 (0.0)

Stage (n549) .94

I 2 (4.8) 2 (5.4) 0 (0.0)

II 6 (12.2) 4 (10.8) 2 (16.7)

III 13 (26.5) 10 (27.0) 3 (25.0)

IV 28 (57.1) 21 (56.8) 7 (58.3)

Treatment

Chemotherapy within 3 mo of placement 16 (29.1) 10 (23.8) 6 (46.2) .16

Consult pattern

Palliative care 25 (45.5) 25 (59.5) 0 (0.0)

Social work 31 (56.4) 31 (73.8) 0 (0.0)

G-tube insertion method .13

IR 45 (81.8) 33 (78.6) 12 (92.3)

Operating room 8 (14.5) 8 (19.1) 0 (0.0)

Endoscopy suite 2 (3.6) 1 (2.4) 1 (7.7)

Successful G-tube placement on first attempt 52 (94.6) 40 (95.2) 12 (92.3) .56

Required .1 attempt at insertion 3 (5.5) 2 (4.8) 1 (7.7)

Outcomes

Complications .56

None 42 (76.4) 33 (78.6) 9 (69.2)

Major 2 (3.6) 1 (2.4) 1 (7.7)

Minor 11 (20.0) 8 (19.0) 3 (23.1)

Discharge to hospice 25 (46.3) 22 (53.7) 3 (23.1) .01

Survivalb .48

30 d 54.8% 50.2% 69.2%

1 y 11.4% 12.6% 7.7%

3 y 9.5% 10.0% N/A

Abbreviations: G-tube, gastrostomy tube; GI, gastrointestinal; IR, interventional radiology; N/A, not applicable.
aBold indicates statistically significant P value.
bPercent survival from Kaplan-Meier curve.
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postplacement complications, only 3.3% were considered
major complications, which is lower than the currently
reported range of 4.3% to 19.1% of major complications
and 40.0% of minor complications, advocating the
use of IR insertion.12,16 Three-fourths of all patients
were discharged to home after their G-tube placement.

Furthermore, the survival rates of patients are comparable
to those seen in previous studies, with short-term survival
rates at 30 days higher than long-term survival rates at 1
and 3 years. This suggests that G-tube insertion by IRmay
offer a more minimally invasive option with potentially
equivalent survival compared with PEG tube placement.
Although this study did not break down survival by place-
mentmethod, this is an area for exploration in future studies.

Although the risks and benefits of G-tube placement
are well-known, our goal was to stratify these risks and
benefits in terms of indication for G-tube placement.
Furthermore, with the use of radiologic guidance for
G-tube placement in 86.7% of patients, the risks and
benefits described will add to the literature on the im-
plications of this minimally invasive option.

Nutrition
Most of the patients received G-tube placement for
nutritional support. TPN independence or advancement
of diet failed for only a small percentage of patients.
Nutritional and functional status, using prealbumin and
albumin concentrations and weight as surrogate mea-
sures, were not drastically affected by the placement of
a G-tube. Overall, the mean weight decreased by 2.3
kilograms 1 month after placement (P,.001),but there
was no significant change in prealbumin and albumin
concentrations. A prospective study by Corry et al11 in-
vestigated the effect of PEG tubes versus nasogastric
tubes on the nutritional outcomes in patients with head
and neck cancer undergoing chemoradiation, and found
that patients with PEG tube placement sustained sig-
nificantly less weight loss at 6 weeks after treatment
(median, 0.8 kg gain vs 3.7 kg loss; P,.001). Another
prospective study by Sadasivan et al10 found similar re-
sults; however, patients with IR and surgically placed
G-tubes, in addition to PEG tubes, were included in the
study.

Patients with G-tubes for nutritional support expe-
rienced significantly more minor complications than
those with decompressive G-tubes. This could be
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Figure 1. Discharge patterns of patients receiving a gastrostomy
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Abbreviations: rehab, rehabilitation facility; SNF, skilled nursing facility.
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attributed to the better survival rate in the nutritional
support group. A retrospective study by Nguyen et al19

examined PEG tube placement in patients receiving
chemoradiation for head and neck cancer and reported a
3% complication rate and 0% mortality rate, concluding
that G-tube feeding is safe in this population. Although
most patients did not receive chemotherapy within
3 months of G-tube placement, the results indicated
similar nutritional status, complication rates, and mor-
tality rates between those who underwent active treat-
ment and those who did not. This finding suggests that
placement of G-tubes for nutritional support is safe, with
minimal effect on functional status, which is an im-
portant finding, because many medical oncologists are
hesitant to perform procedural interventions in patients
receiving active cytotoxic chemotherapy.

Decompression
In evaluating the role of G-tubes for palliation of ob-
structive symptoms, we found that most patients in this
study were not receiving active treatment. The role of
decompressive G-tubes for MBO have been studied
previously by Brooksbank et al8 and Issaka et al,12 who
both supported the consideration of G-tubes in pro-
viding patients with symptomatic relief. Life expectancy
after G-tube placement is poor in patients requiring
decompression for MBO compared with those requiring
nutritional support, with .50% surviving ,1 month.
Perhaps due to the low life expectancy in advanced
malignancy, minor postplacement complications were
significantly less common in the MBO group than in the
nutrition group. There is a high rate of successful G-tube
placement and a high rate of relief of obstructive
symptoms after G-tube placement, suggesting an im-
portant role for G-tubes in comfort care for these
patients.

In addition, 40% of these patients had ascites present
and undrained during their G-tube insertion. A review of
the literature by Shaw et al18 noted that many previous
studies did not address management of ascites in pa-
tients with G-tubes for MBO, and those that did were
composed primarily of patients with pre–G-tube ascites
drainage. Future studies can be conducted to investigate
the impact of undrained ascites on G-tube placement.

Despite the significantly shorter survival of patients
with a decompressive G-tube, only three-fourths re-
ceived a palliative care or social work consult before tube
insertion. Patients who received a palliative care consult,
social work consult, or both were more likely to be
discharged to hospice than patients who did not receive a
consult. Sedhom and Barile14 and de Oliveira Valentino
et al15 found that patients with gynecologic malignan-
cies had significantly greater referral to palliative care
services, but patients with upper gastrointestinal tract

cancer were associated with late palliative care consults
(odds ratio, 2.42; P5.001). If patients are referred to
palliative care, the overall aggressiveness of care in the
last year of life is significantly less, and the patients re-
ceive less chemotherapy in the last 2 weeks of life. More
important, Sedhom and Barile14 found that patients who
were not referred to palliative care services experienced
death more frequently in the intensive care unit (16% vs
2%; P,.001) and the emergency department (12% vs 1%;
P,.001) compared with patients who were referred to
palliative care services. With only 45.5% of patients re-
ceiving a palliative care consult and 56.4% receiving a
social work consult, there is much room for improve-
ment at our institution in involving multidisciplin-
ary teams. Providers must be well versed in palliative
management and recognize the importance of early
palliative care referral to optimize the individual’s quality
of life and care in these complex clinical, emotional,
spiritual, social, and existential situations.13 In future
studies, we plan to create a tool or checklist to provide an
organizedmultidisciplinary approach to G-tube placement
and care for patients with advanced malignancy to en-
sure early palliative care referral at our institution.

Limitations
This study was conducted at a tertiary referral cancer
center. Nearly half of the patients presented with stage IV
disease. With a 30-day survival rate of 54.8%, a sub-
stantial percentage of the patients in the decompression
group were not included in long-term results. This po-
tentially affects the outcomes of the analysis and makes
comparison between the nutrition and decompression
groups difficult.

Prospective studies are needed to reveal factors af-
fecting the decision process and patient selection for
placement of G-tubes. If these results are validated in
other population-based studies, these predictors of
complications and survival after referral for G-tube
placement could be used to identify patients with a low
probability of survival who may not benefit from re-
ceiving a G-tube.

Conclusions
G-tubes play an important palliative role in patients
with advanced malignancies who need nutritional sup-
port or decompression of MBO. Because of their longer
survival, patients with G-tubes for nutrition had more
minor complications. Regardless of adjunct chemo-
therapy status, patients with nutritional G-tubes saw
minimal change in functionality, with prealbumin and
albumin concentrations and weight as surrogate mea-
sures; complication rate; or short- and long-term sur-
vival. Nearly half of patients who received decompressive
G-tubes presented with stage IV disease and died within

JNCCN.org | Volume 19 Issue 1 | January 2021 55

ORIGINAL RESEARCHG-Tube for Nutrition and MBO

http://www.JNCCN.org


1 month of placement. Those with at least one consult
were more likely to be discharged to hospice.
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