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The use of nasoenteric tubes (NETs) is widespread in clinical practice, particularly for enteral 

feeding and gastrointestinal decompression following major gastrointestinal surgery. Among 

them, nasojejunal tubes are commonly used for postpyloric feeding in patients with critical 

anastomoses. Resistance during removal of a nasojejunal tube due to its inadvertent entrapment 

within a sutured gastrointestinal anastomosis is a rare surgical complication. 

We report a case of a 61-year-old male patient who underwent radical total gastrectomy with 

Roux-en-Y oesophagojejunostomy for gastric cancer. An attempt to remove the nasojejunal tube 

ten days postoperatively was unsuccessful. Upper gastrointestinal endoscopy performed two days 

later revealed that the distal end of the tube had been accidentally ligated with a single stitch to 

the jejunojejunostomy. The suture was successfully cut using an endoscopic snare, allowing safe 

removal of the tube. 

This case highlights the importance of careful intraoperative handling of feeding tubes and 

demonstrates that endoscopic management is a safe and effective approach in such 

complications. 

Keywords: Nasojejunal tube, Iatrogenic complication, Endoscopic management, Roux-en-Y 

anastomosis 
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Prikaz bolesnika 
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Upotreba nazoenteričnih sondi (NET) široko je rasprostranjena u kliničkoj praksi, naročito za 

enteralnu ishranu i gastrointestinalnu dekompresiju nakon velikih operacija digestivnog trakta. 

Među njima, nazojejunalne sonde se često koriste za postpiloričnu ishranu kod pacijenata sa 

rizičnim anastomozama. Otežano uklanjanje nazojejunalne sonde usled njenog nenamernog 

zahvatanja šavom u gastrointestinalnoj ili intestinalnoj anastomozi predstavlja retku hiruršku 

komplikaciju. 

Prikazujemo slučaj 61-godišnjeg pacijenta sa karcinomom želuca, kod koga je urađena radikalna 

totalna gastrektomija sa Roux-en-Y ezofagojejunoanastomozom. Pokušaj uklanjanja 

nazojejunalne sonde desetog postoperativnog dana bio je neuspešan. Endoskopski pregled 

gornjeg gastrointestinalnog trakta pokazao je da je distalni kraj sonde fiksiran jednim šavom za 

jejunojejunoanastomozu. Šav je uspešno presečen endoskopskom omčom, nakon čega je sonda 

bezbedno uklonjena. 

Ovaj prikaz ukazuje na značaj pažljivog intraoperativnog rukovanja sondama, kao i na efikasnost 

i bezbednost endoskopskog pristupa u rešavanju ovakvih komplikacija. 

Ključne reči: nazojejunalna sonda, jatrogena komplikacija, endoskopsko lečenje, Roux-en-Y 
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Introduction 

Nasoenteric feeding is the most widely used modality of enteral nutrition (EN). Early and 

aggressive EN maintains gastrointestinal integrity, prevents mucosal atrophy, attenuates injury-

related stress, preserves immunocompetence and normal gut flora (1,14). Nasoenteric tubes 

(NETs) are used for a variety of indications, including gastrointestinal decompression and enteral 

feeding, particularly in patients requiring postpyloric nutrition (2,3,15). Their placement rarely 

results in complications (2,3). The accidental stitching of a nasojejunal tube to a gastrointestinal 

anastomosis is an infrequent surgical complication (4-7). Our aim was to present the successful 

endoscopic removal of a nasojejunal tube which had been accidentally ligated to the 

jejunojejunostomy in a patient with stomach cancer after a radical total gastrectomy following 

Roux-en-Y oesophagojejunostomy. 

 

Case report 

A 61-year-old man was admitted to hospital with endoscopically and histopathologically gastric 

cancer. He underwent a radical total gastrectomy with a Roux-en-Y oesophagojejunostomy. 

During the postoperative period, oral feeding was discontinued for 9 days and the patient was fed 

via a nasojejunal tube. On the 10th postoperative day, a contrast examination showed no leakage 

of both anastomoses, so a decision was made for tube removal. Surprisingly, repeated attempts 

to remove the tube were unsuccessful. The tube was arrested at 65 cm aboral and further 

attempts were clearly unsafe. An abdominal X-ray was performed and did not reveal any 

abnormalities in tube position. On the 12th postoperative day, an urgent endoscopy revealed that 

the distal end of the tube had been accidentally fixed with a single stitch to the jejunojejunostomy. 

Subsequently, the stitch was cut and the remaining portion of the tube was removed using an 

endoscopic snare (Figure 1,2). Soon after, the patient was discharged in good condition. 
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Figure 1. Endoscopic view showing the distal end of the nasojejunal tube (red arrow) kinked 

and inadvertently sutured to the jejunojejunostomy. 
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Figure 2. Endoscopic view demonstrating manipulation and release of the nasojejunal tube 

using an endoscopic instrument (red arrow). 

 

 

 

Discussion 

Inadvertent suturing of a nasojejunal tube is a rare but potentially serious complication of gastric 

surgery and does seem to occur from time to time (6,8–11). It is probably more prone to occur 

in laparoscopic than in open surgery due to the loss of tactile feedback in the former. A high index 

of suspicion is essential when a tube is mechanically “stuck” after gastric surgery (6). Before 

applying stitches at the anastomosis site, it is very important to lift the anterior wall of the 

intestine and ensure that no tube is included. Any attempt to forcibly remove the nasojejunal 
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tube should be avoided as this may lead to serious complications, including anastomotic 

dehiscence, perforation, and bleeding (13). 

 

In the current case, endoscopic removal of the stitched nasojejunal tube was beneficial as it 

enabled early recovery and continuation of treatment. Upper gastrointestinal endoscopy is the 

investigation of choice as it allows both diagnosis and safe removal, in correlation with other 

authors (6,11). However, due to the risk of anastomotic disruption, endoscopy should be 

performed cautiously in the early postoperative period (13). 

Similar cases of inadvertent fixation of nasoenteric tubes to gastrointestinal anastomoses have 

been described in the literature, although they remain rare (6,11). In most reports, the diagnosis 

was established after failed attempts at tube removal, with endoscopy playing a crucial role both 

in confirming the diagnosis and enabling minimally invasive management. These cases emphasize 

the importance of early recognition and avoidance of forceful extraction, as well as the value of 

endoscopic techniques in resolving such complications safely and effectively, thus preventing the 

need for reoperation. 

Conclusion 

Inadvertent entrapment of a nasojejunal tube after total gastrectomy is an infrequent surgical 

complication. Upper gastrointestinal endoscopy represents a safe and effective minimally invasive 

method for resolving this complication and should be considered the first-line approach. 

Ethical approval and consent to participate 

The study was conducted in accordance with the ethical standards of the institutional and/or 

national research committee and with the 1964 Helsinki Declaration and its later amendments. 

Consent for publication 
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