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Percutaneous endoscopic gastrostomy (PEG) tubes are a relatively common mechanism for
administering nutrition to those who cannot achieve adequate intake by mouth. However, a rare, but
potentially underreported complication of PEG tube removal is incisional hernia formation at the
insertion site. The literature offers limited discussion of surgical repair options for these defects.

We present the case of a 56-year-old male who developed a ventral incisional hernia at the site of

a previously removed PEG tube. The PEG tube had been removed one month after placement.
Approximately two years after removal, the patient reported a progressively enlarging, painful bulge
at the insertion site. A CT scan confirmed a 2 cm incisional hernia in the right upper quadrant. The
patient underwent robotic ventral hernia repair utilizing primary closure and mesh reinforcement,
with an uneventful recovery.

This case demonstrates a robotic approach to repairing an unusual, but likely underreported,
complication of PEG tube removal. The literature currently provides limited discussion of repair
options for these defects. While open and laparoscopic repairs have been described, a robotic
approach to this defect has not yet been reported. Robotic repair should be considered an effective
and minimally invasive alternative, particularly in high-risk patients with comorbidities.
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Case Description

A 56-year-old white male presented to the general surgery
clinic for evaluation of a painful bulge in the left upper
quadrant of his abdomen. His medical history was signif-
icant for severe dysphagia following a stroke three years
prior to his presentation, necessitating percutaneous endo-
scopic gastrostomy (PEG) tube placement. Approximate-
ly one month later, when he was able to obtain adequate
nutrition orally, the PEG tube was removed in the outpa-
tient clinic using the traction technique. No complications
were noted at the time.

Approximately eight months after PEG tube removal, the
patient noticed a bulge in the upper left abdomen that
gradually increased in size and became more painful, par-
ticularly with coughing or lifting. He denied chronic con-
stipation, cough, or urinary difficulties. Physical examina-
tion revealed a reducible bulge, prompting a CT scan of
the abdomen and pelvis. The CT scan confirmed a 2 cm
incisional hernia containing fat at the left upper quadrant,
likely at the prior PEG tube insertion site (Figure 1).

Following a detailed discussion of the potential risks, ben-
efits, and treatment alternatives, the patient elected to pro-
ceed with robotic ventral hernia repair using mesh. Using
the da Vinci robotic platform, the hernia sac was dissected

Figure 1. Ventral Hernia on Abdominal CT Scan. Published with Permission

CT scan of the abdomen demonstrating a ventral hernia through a defect in the
right upper quadrant.

and reduced. The 2 cm fascial defect was closed primari-
ly, followed by mesh reinforcement using a 4.5 cm Bard
Echo circular intraperitoneal onlay mesh (IPOM) (Figure
2). The patient recovered uneventfully and was discharged
from the postanesthesia care unit (PACU) on the same
day of surgery. A three-week follow-up clinic visit revealed
good progress with no signs of complications.

Figure 2. Incisional Hernia Repair. Published with Permission

(A) Preoperative incisional hernia through a 2 cm defect at the prior PEG site. (B) Abdominal wall defect after robotic dissection and hernia reduction. (C) Primary
closure of the fascial defect. (D) Defect reinforced with a 4.5 cm Bard Echo circular mesh.
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Discussion

A review of the literature revealed only five reported cases
of incisional hernias developing at the site of a removed
PEG tube, with two additional cases reported where the
hernia occurred through an existing PEG tube."™ Pre-
sentation included pain, leakage, or a bulge at the former
PEG tube insertion site. Several studies have suggested risk
factors that may contribute to this complication, includ-
ing chronic cough (secondary to cystic fibrosis) and stren-
uous exercise undertaken soon after removal of the PEG
tube.*® Notably, the majority of reported cases involved
PEG tube placement through the linea alba, an established
weak point in the abdominal wall, potentially predisposing
patients to herniation.

In all previously reported cases, PEG tube removal was
performed using the traction method, and most present-
ed within four months following removal, with only one
case presenting after about a year. While most hernias were
identified as fat-containing, a case reported by Kaplan et al.
described a hernia containing fat, omentum, and a small
portion of the greater curvature of the stomach, highlight-
ing the potential for Richter’s hernia in this type of defect
and something to be on the lookout for.! Management
strategies were addressed only by Navarro et al., with one
undergoing laparoscopic surgical repair and the other an
open repair, both using a composite mesh.’

Previous recommendations for preventing PEG tube site
hernias include avoiding the linea alba due to its inher-
ent weakness, delaying PEG tube removal to allow for
nutritional improvement, minimizing tension on the tube
during removal, advising patients to avoid strenuous exer-
cise post-removal, and exercising caution in patients with a
history of abdominal hernias."

In this case, we describe an incisional hernia at a previous
PEG tube site presenting approximately two years follow-
ing removal, a significantly delayed presentation compared
to prior reports. Additionally, this defect was not located
at the linea alba, as the PEG tube had been placed more
laterally. Given the patient had no obvious risk factors for
increased intra-abdominal pressure that may have increased
the risk for this hernia, it is important to note that this
complication can occur in the absence of identifiable risk
factors. This case report offers the first description of a
robotic-assisted approach for repairing a PEG site hernia.
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Conclusion

Percutaneous endoscopic gastrostomy (PEG) tubes are
widely used to provide enteral nutrition for patients unable
to meet their nutritional needs orally. However, incision-
al hernia development following PEG tube removal is a
rare but potentially underreported complication. The PEG
site herniation in this case was repaired using a robotic
approach, a technique not previously described in the lit-
erature, which represents a valuable option, particularly for
higher-risk patients.

Lessons Learned

Ventral incisional hernia through a prior PEG tube place-
ment site is a rare complication following PEG removal.
Existing case reports are limited, with most lacking details
on the repair process. Robotic repair using a circular mesh
has been found to be an effective and minimally invasive
approach for repairing this type of defect, particularly in
high-risk patients with comorbid conditions.
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