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chest radiography should be done for localization of 
the tube, and in some cases, rigid endoscopy or barium 
swallow is recommended.[4‑5]

We may conclude that the frequent and violent 
maneuver for pulling out the NG tube could have 
resulted in damage to the posterior structures of 
nasopharynx. To prevent such cases, the patient’s co‑
operation  during NG tube insertion as well as attention 
to the length of the NG tube that is lowered are very 
important because excessive dipping of the tube can lead 
to tubular rotation and bending over and the possibility 
of knotting. We recommend more attention while during 
insertion as well as removing the NG tube for GID of 
poisoning cases.
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Sir,
Gastric intestinal decontamination (GID) remains 
an important issue in the management of acute 
poisoning.[1] Its effectiveness is dependent on the nature, 
form, amount of ingested toxin, and time from ingestion 
to admission.[2,3] Reported adverse effects of orogastric 
lavage include injury to the esophagus and stomach, 
rupture of the stomach, inadvertent unrecognized 
trachea intubation as well as significant decreases in 
serum calcium and magnesium, severe hypernatremia, 
and leukocytosis.[1] We perform GID in our poisoning 
emergency department through the nasogastric (NG) 
tube insertion. Here, we report a rare complication of NG 
tube insertion in patients presented with acute poisoning.

A 22‑year‑old woman after suicidal ingestion of toxic 
dose of acetaminophen was admitted to a poisoning 
emergency department of university referral hospital. 
On admission, her vital signs were within normal 
range. Gastric lavage had been performed in another 
center, and for antidote therapy, she was referred to 
our department. Since she was alert, we decided to 
take off the NG tube, but despite repeated efforts, the 
tube was stuck and did not go out. Because of frequent 
manipulations, the patient got restless and found some 
troubles with swallowing and respiration. On her chest 
and lateral neck X‑ray [Figure 1], the tube was visible 
but we did not know why the tube was stuck?

Eventually, it was decided to transfer the patient to 
the operating room, and after general anesthesia, the 
distal end of the tube was pulled out of the patient’s 
mouth. We observed that the end of the tube was tied 
up [Figure 2]. The tube was cut off in the middle and 
both ends were removed. The patient was transferred 
to the ward with a good general condition.

There are limited reports of NG tube stuck in the 
esophagus and oropharynx, which in some cases led 
to esophageal tear or perforation lead to leak‑activated 
charcoal to the mediastinum.[4‑6] It is recommended in 
these case reports that if any opposition is confronted 
in removing the NG tube, it should not exert further 
force in press forward or take out the tube. After that, 
one should examine the pharynx to make sure that the 
patient is not biting down on the tube. If this is not the 
case, anteroposterior and lateral views of the neck and 
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Figure 1: Chest  and lateral neck X-ray for detection of NG tube location

Figure 2: Distal end of the tube was pulled out of the patient’s mouth,the 
end of the tube was tied up
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