
231

Nasogastric Tube Syndrome: Why Is It Important  
in the Intensive Care Unit?
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   Although the nasogastric tube (NGT) is widely used in critically ill patients, most intensivists do not give much thought to it or its 
possible complications. NGT syndrome is a rare but fatal complication characterized by throat pain and vocal cord paralysis in the 
presence of NGT. Recently, we experienced a case of NGT syndrome developed in an 86-year-old female twelve days after NGT inser-
tion. We immediately removed the NGT and secured the airway by tracheostomy. She was treated successfully with an intravenous 
antibiotic, steroid and proton pump inhibitor and the syndrome did not recur after reinsertion of the NGT. 
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■ Case Report ■

Nasogastric tube (NGT) insertion is a universal procedure in intensive care units (ICUs) for gastric decompression or en-
teral nutrition (EN). Although indwelling tubes are easy to place and safe, serious complications can occur. NGT syndrome 
is characterized by throat pain and bilateral vocal cord paralysis, which can cause upper airway obstruction. Despite its life-
threatening potential, NGT syndrome is not well-known. Here we present a case of an elderly woman with NGT syndrome 
and highlight its significance in ICUs.

Case Report

An 86-year old woman was admitted to the ICU for pneumonia and septic shock. She had a history of hypertension, diabetes 
mellitus, and Parkinson’s disease. We managed hypoxia with a simple oxygen mask. Due to her altered mental state, oral feed-
ing was not possible and an NGT was inserted. EN was initiated on hospital day 2 but withheld from hospital day 5 through 11 
due to cholecystitis. An NGT was kept in place throughout this period. Her clinical course was initially favorable. However, 
her body temperature and inflammatory markers became elevated again on day 13, and she made a grimace. Two days later, 

stridor was heard and her blood oxygen saturation began to 
fall. A laryngoscopic examination revealed impaired abduc-
tion of the vocal cords, whose internal diameter was reduced 
to 10% of the normal. We subsequently performed bron-
choscope-guided intubation and percutaneous dilatational 
tracheostomy. A computed tomography scan of the neck did 
not show any abnormal findings. We removed the NGT and 
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administered intravenous esomeprazole (40 mg) and hydro-
cortisone (50 mg) twice a day for 5 days. Fifteen days later, 
vocal cord movement returned. Her mental state was still 
inadequate for oral feeding and her surrogates refused gas-
trostomy; thus an NGT was reinserted. Vocal cord paralysis 
did not recur.

Discussion

Provision of nutritional support is a crucial component 
of ICU care and EN is preferred over parenteral nutrition.
[1] NGT insertion is simple and minimally invasive and is 
frequently carried out in critically ill patients. NGT-related 
complications are not as rare as commonly believed. Most 
complications are due to mechanical injury of the nose, 
esophagus, and stomach. Misplacement of the NGT into a 
pulmonary or intracranial region can also occur.[2,3] NGT 
syndrome was first named by Sofferman et al.[4] to describe 
bilateral vocal cord paralysis developed in patients with an 
NGT. Three pathophysiologic mechanisms were proposed 
as the cause of NGT syndrome; the dynamic and vertical 
movements of the larynx against the fixed NGT, compres-
sion of the cricoid by the NGT and the cervical spine, and 
tonic contraction of the cricopharyngeus muscle pulling 
the NGT against the postcricoid. These induce postcricoid 
esophageal ulceration and extended inflammation causes 
esophageal perforation and myositis of the posterior cri-
coarytenoid (PCA). As a result, vocal cord abduction is 
compromised.[4] However, esophageal ulceration is not 
always present. Isozaki et al.[5] reported four patients with 
a variant of NGT syndrome who did not exhibit pain and 
did not show esophageal ulceration at autopsy. They hy-
pothesized that the NGT compressed the vasculature of the 
PCA and led to ischemic damage and muscle paresis. In 
addition, neurogenic atrophy of the PCA may contribute to 
the development of NGT syndrome.[6] Sofferman et al.[4] 
indicated that diabetes was an important risk factor for NGT 
syndrome and presented the hypothesis that diabetes-asso-
ciated microvascular disease and immunosuppression made 
patients vulnerable to NGT syndrome.

Diagnosis of NGT syndrome is challenging. It is uncom-
mon enough to escape being recognized by clinicians and 
there are no specific signs or symptoms. Throat pain has 

been thought to be a core symptom of NGT syndrome.[4] 
However, Brousseau and Kost[7] reviewed 17 cases and 
found that four patients did not complain of throat pain. Ev-
ery reported symptom was nonspecific and could be evoked 
by the NGT itself. Cricoid ulceration, a key process of NGT 
syndrome, was reported in only seven patients. The review 
also revealed that onset time varied from 12 hours after tube 
insertion to 2 weeks after tube removal. Therefore, it is dif-
ficult to suspect NGT syndrome based on the time between 
symptom onset and tube insertion. In our case, the patient 
had indications typical of NGT syndrome such as diabetes 
and throat pain. Pain was assumed based on her facial ex-
pression. In contrast, she did not show cricoid ulceration. 
However, it was unclear if cricoid ulceration really did not 
occur in this case or if it was present but was overlooked.

There is no established treatment for NGT syndrome. 
Removal of the NGT, tracheostomy, antibiotics, and ste-
roids are the typical options.[7] We removed the NGT and 
performed tracheostomy. The patient had already received 
antibiotics, so intravenous steroid and proton pump inhibi-
tor were administered. Tracheostomy is mandatory, because 
it protects the airway and allows clinicians to evaluate vocal 
cord function regularly. There is no clear evidence of the 
benefit of administering antibiotics or steroids but their use 
is reasonable since they would reduce inflammation and 
infection. The worsening of inflammation by acid regur-
gitation aggravated by NGT placement advocates the use 
of a proton pump inhibitor or an H2-blocker.[8] It takes 2 
weeks, on average, to restore normal vocal cord function. 
Unfortunately, it could take up to 2 months or not happen at 
all.[7,9] If recovery takes a long time, EN via gastrostomy 
is worth consideration. We believe that reinsertion of the 
NGT is an acceptable alternative. Friedman et al.[10] dem-
onstrated that a midline position of the NGT produced more 
severe inflammation than a lateral position, but that only 6% 
of NGTs were placed in this position. Hence, recurrence of 
NGT syndrome could be greatly reduced or even prevented 
if its position is checked with neck radiographs. 

The pain caused by NGT syndrome is prone to be missed 
in an ICU where abundant sources of pain exist. On the 
other hand, patients may not experience or complain about 
NGT pain due to analgesics, sedatives or underlying diseas-
es. Moreover, upper airway obstruction would be concealed 
by intubation or tracheostomy. NGT syndrome can cause 
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fever or extubation failure and lack of awareness of NGT 
syndrome could result in unnecessary tests, treatments, and 
deterioration of the patient’s condition. Intensivists should 
have a suspicion of NGT syndrome in patient with an NGT 
presenting with unexplained fever, throat pain, or respira-
tory distress.
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