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A rare cause of GI bleed

Description

A 67-year-old Caucasian female complained about marron-
colored bleeding from the PEG tube for one day. The patient 
had a history of pancreatic cancer with gastric outlet obstruc-
tion status post-chemo-radiation therapy and pancreaticoduo-
denectomy. Venting G tube was placed for pleasure eating and 
J tube for nutrition one month prior to admission. One day be-
fore admission, she reported marron-colored output from the 
venting G tube. Physical examination revealed necrotic tissue 
around the PEG tube with surrounding cellulitis. Internal bum-
per of the PEG tube was palpable just below the skin (Figure  
1). Lab work was significant for anemia but no leukocytosis. CT 
abdomen showed migration of the gastrostomy tube bumper 
along its tract with associated adjacent cellulitis, fasciitis, and 
necrosis of the anterior gastric wall (Figures  2A and B). 

Buried bumper syndrome, first described in 1988 [1], is a 
rare (about 1%) but severe, late complication of PEG placement 
when the internal fixation device (bumper) erodes into the gas-
tric wall leading to ischemic necrosis and migrates alongside the 
stoma tract outside the stomach. It can range from the mildest 
form with hyperplastic tissue overgrowth over the edge of the 
disc to complete dislocation of the PEG tube with the bumper. 
It has been proposed that excessive pressure of tissue between 
the external and internal fixation device is the main reason for 
buried bumper syndrome development. Typical triad of the 
buried bumper syndrome includes an inability to insert, loss 
of patency, and leakage around the PEG tube [1]. Patients with 
malignancy, poor nutrition, on treatment with steroids and che-
motherapy, rapid weight gain, constant pulling of the PEG tube 
externally, gauze placement underneath the bumper are at risk 
of buried bumper syndrome development. Rigid and round 
bumper and PEG with jejunal extension also increase the risk. 
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Diagnosis of the buried bumper syndrome is clinical, and the 
degree of disc migration can be estimated by endoscopic, ultra-
sound, or CT scan and is critical for treatment selection, which 
includes conservative cut and leave, endoscopic extraction, and 
surgery [2]. For our patient, due to the location of the bumper 
being just below the skin, surgery was consulted to remove the 
bumper. Techniques to prevent buried bumper syndrome have 
been suggested which include allowing for an additional 1.5–2 
cm between the external bumper and the skin, daily gently ro-
tating and manipulating the PEG, and daily monitoring of the 
bumper mark to recognize early migration. 

Figure 1: Buried bumper syndrome. External view demonstrates 
necrotic tissue around PEG tune with surrounding cellulitis and in-
duration.

Figure 2 A and B : Buried bumper syndrome A)Axial CT of the abdo-
men demonstrating a migrated PEG internal bumper (arrow) out-
side stomach (*) into subcutaneous with associated inflammation 
along the tract. B) Oblique sagittal reformation demonstrating a 
migrated PEG internal bumper (arrow) outside stomach (*).
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