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Abstract: Routine nasogastric tube insertion after elective laparotomy is widely practiced to prevent postoperative ileus 

and its subsequent complications like  vomiting, aspiration, anastomotic leak, wound infection and abdominal wall 

dehiscence etc. However, nasogastric tubes themselves cause patient discomfort  coupled with restrictions in mobility 

and pulmonary complications. The purpose of our study is to compare the effects and outcomes of routine versus 

selective nasogastric [NG] tube decompression following elective gastrointestinal [GI] surgeries. One hundred patients, 

undergoing laparotomy for routine  gastrointestinal surgery in the period of one year in PBM HOSPITAL Bikaner, were 

randomized into two groups of 50 each – GROUP A without NG tube and GROUP B with NG tube postoperatively. 

Emergency GI surgeries and patients with electrolyte imbalance preoperatively were excluded from this study. 1. Shorter 

hospital stay in non NG tube group. 2. No significant statistical difference concerning return of bowel function, 

postoperative   vomiting , pulmonary complications and anastomotic leakage. 3. Significant discomfort in NG tube 

group. Routine NG tube decompression after elective laparotomy causes significant complications and therefore, 

nasogastric decompression should be used selectively.  
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INTRODUCTION 

Introduced by Abraham Louis Levin in 1921 

and popularised by Wangensteen [1] in 1931, 

nasogastric suction is one of the routine procedures in 

gastrointestinal [GI] surgeries postoperatively. 

 

For many years, intestinal decompression via 

nasogastric tube has been considered mandatory 

following GI surgeries so as to prevent postoperative 

ileus which cause abdominal distension leading to 

complications like anastomotic leak, wound infection, 

wound dehiscence and septicemia.  This concept has 

occasionally been challenged through the years; 

however very few studies have been performed to 

clarify the effectiveness of the nasogastric tube [2]. 

 

The purpose of Ryles’ tube insertion is to 

decompress stomach and intestine after surgery so as to 

reduce incidence of nausea and vomiting, aspiration, 

paralytic ileus and consequently, abdominal distension, 

anastomotic leakage, wound infection and abdominal 

wound dehiscence. Ryles’ tube is also used 

preoperatively for inestinal decompression in patients of 

obstruction, for gastric lavage in patients of gastric 

outlet obstruction to wash stomach prior to surgery.  

 

Nasogastric tube (Ryles’ tube) insertion has 

become one of the routine procedures postoperatively in 

gastrointestinal surgery [3]. However, its use comes 

with various complications like nausea, fever, sore 

throat, chest infection, pneumonia, nasal and 

pharyngeal injuries [4-6]. It is well recognized that 

nasogastric tubes cause significant patient discomfort. 

Multiple clinical trials , reviews and editorials have 

suggested that routine nasogastric decompression is 

unnecessary after elective laparotomy [7-9]. These 

studies have advocated selectively placing nasogastric 

tubes in only those patients who develop a need for 

gastrointestinal decompression in post operative period. 

 

Despite its importance in certain surgical 

abdominal conditions such as perforation peritonitis, 

acute and subacute intestinal obstruction, various 

studies have shown that routine postoperative use of 

nasogastric suction after elective laparotomy is 

associated with higher rates of post operative 

Original Research Article 

http://www.saspublishers.com/
mailto:mohdmokarramali1990@gmail.com


 

 

Kajla RK et al., Sch. J. App. Med. Sci., Nov 2016; 4(11C):4048-4051 

Available online at http://saspublisher.com/sjams/    4049 

 

 

complications [10, 11]. These complications coupled 

with restrictions in mobility of patient and 

psychological discomfort has raised doubts about the 

benefit of routine nasogastric intubation after elective 

GI surgery [12, 13]. 

 

As of now, there is no standard consensus 

regarding postoperative nasogastric tube insertion after 

elective gastrointestinal surgeries. In our institute, it is 

routine practice to put nasogastric tube after all GI 

surgeries. The purpose of our study is to compare the 

effects and outcomes of routine versus selective 

nasogastric tube insertion following elective laparotomy 

for GI surgeries. 

 

AIMS AND OBJECTIVES 

The purpose of our study is to compare effects 

and outcomes of routine versus selective NG tube 

insertion in terms of: 

A] return of bowel functions, 

B] postoperative complications like ileus, vomiting, 

chest infection, anstomotic leakage, and 

C]  duration of hospital stay following elective GI 

surgeries.  

 

MATERIALS AND METHODS 

This study was conducted in Deptt of gen. 

surgery, at PBM hospital, Bikaner. 

 

          One hundred patients planned for laparotomy 

for routine GI surgeries in a period of one year, were 

randomised into two groups ( 50 each): 

    GROUP A- without NG tube, & 

    GROUP B-  with NG tube, postoperatively. 

 

        Patients with electrolyte imbalance and 

emergency GI surgeries were excluded. 

 

        Patients in both groups  were observed for 

complications such as ileus, vomiting, chest infection & 

anastomotic leakage; duration of return of bowel 

functions and stay at hospital.  

 

OBSERVATION 

The incidence of nausea and vomiting was 

more in GROUP B (14%) as compared to GROUP A 

(4%). The development of paralytic ileus was more in 

patients without Ryles’ tube (8%) as compared to those 

with Ryles’ tube(2%). Also, the return of bowel 

function was earlier in patients with Ryles’ tube as 

compared to those without it. 

 

The incidence of chest infection was more in 

patients with Ryles’ tube (36%) as compared to those 

without it(6%).In our study , it was observed that the 

development of anastomotic leakage was more in ryles’ 

tube group(6%) as compared to no ryles’ tube 

group(0%). Similarly, the duration of stay at hospital 

was less in patients without Ryles’ tube i.e GROUP A 

(13.86+/-4.63 days) as compared to those with Ryles’ 

tube i.e GROUP B( 15.00+/-5.6days). 

 

DISCUSSION 

Nasogastric decompression is widely used for 

decompression of intestinal tract after gastrointestinal 

surgery, but its routine use is now questionable. Many 

patients forget the major operation they underwent but 

remember the tube in their throat. 

 

The aim of this study was to evaluate the role 

of nasogastric tube in elective abdominal surgery in 

reference to postoperative complications. 

 

In this prospective study of 100 patients who 

undergone routine elective abdominal surgery was 

divided into two equal groups of 50 patients in each 

group – GROUP A (without Ryles’ tube) and GROUP 

B (with Ryles’ tube). Both groups were compared in 

terms of postoperative complications and duration of 

stay at hospital and results were noted.  

 

In our study, the return of bowel function was 

on 3
rd

 postoperative day in majority of patients in both 

groups which is comparable to study done by Gerber et 

al [14] who had compared 300 patients in each group. 

There is no stastically significant difference in bowel 

function. Study done by Clever et al [15] , Ying et al 

[16] and Michowitz [17] showed  that there is no 

difference in return of bowel function in both 

nasogastric and non-nasogastric decompression group. 

 

Paralytic ileus is normal physiologic response 

to operative trauma and frequently persist for 48-72 

hours, although the nasogastric tube may remove the 

saliva and gastric content as well as swallowed air. In 

our study, total 5(5%) patients developed paralytic Ileus 

in their postoperative period out of them 4(8%) were 

among without nasogastric tube and 1(2%) was from 

with nasogastric tube with p value >0.05. The 

difference was found statistically significant. 

 

Decreased frequency of vomiting  is one of the 

reasons in the favour of nasogastric decompression. The 

handling of bowel and duration of surgery influence the 

incidence of vomiting in addition to type and amount of 

anaesthetic agent used. In our study, total of 9(9%) 

patients developed vomiting in post operative period 

out of which, 2(4%) belonged to without nasogastric 

tube and 7(14%) belonged to nasogastric group. This 

difference was found statistically significant. These 

results were compared to study done by Carrere et al 

[18]. 

 

Development of chest infection and pulmonary 

complications after major operative procedure is always 

a risk factor. Nasogastric intubation leads to cough and 
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expectoration and indirectly induces pulmonary 

infection. In our study, 3(6%) patients in non 

nasogastric tube group and 17(34%) patients in 

nasogastric tube group developed chest infection, the 

difference found to be statistically significant with p 

value <0.001.  This result showed that there is higher 

frequency of postoperative respiratory complications 

with Ryles’ tube, thus indicating that it is more 

beneficial for patients to avoid routine nasogastric 

decompression. This observation is comparable to study 

done by Akbaba et al [19] and Qureshi et al [20].  

 

According to a report by Huerta et al [21], the 

incidence rate of pulmonary infection in those with 

nasogastric decompression after abdominal surgeries 

was 10 times higher than that in those without 

nasogastric decompression. 

 

Anastomotic leakage from sites of anastomosis 

in postoperative period is major surgical complication. 

For many years, surgeon believe that intestinal 

decompression via Ryles’ tube is protective in case of 

anastomotic leakage as it prevents paralytic ileus and 

abdominal distension. In our study, 3(3%) patients had 

anastomotic leakge and all of these were in nasogastric 

tube group. No patients in without Ryles’ tube group 

developed anastomotic leakage and this result is found 

to be much similar to the sudy done by Daryaei et al 

[22].  

 

With respect to duration of hospital stay, 

patients without Ryles’ tube had earlier discharge with 

mean hospital stay of 13.86+/- 4.63 days, as compared 

to those with Ryles’ tube with mean hospital stay of 

15+/- 5.58 days. The result was comparable to the study 

done by Cunningham [23]  who had significant shorter 

hospital stay in non nasogastric tube group. 

 

CONCLUSION 

Routine nasogastric decompression after 

elective laparotomy results in significantly increased 

incidence of chest infection , postoperative nausea and 

vomiting, longer stay at hospital and discomfort 

compared to non nasogastric tube group. Therefore, 

nasogastric decompression should be used in  selective 

than routine nasogastric decompression after elective 

laparotomy. However, there should be no hesitation to 

insert nasogastric tube whenever surgeon feels that the 

patient is in paralytic ileus.  

 

REFERENCES 

1. Levin AL; A new gastroduodenal catheter. JAMA, 

1921; 76: 1007. 

2. Bauer JJ, Gelernt IM, Kreel I; Is routine 

postoperative nasogastric decompression Really 

necessary ? Ann surg., 1985; 201(2): 233-236.  

3. Montgomery RC, Bar-Natan MF, Thomas SE, 

Cheadle WG; Postoperative nasogastric 

decompression: a prospective randomized trial. 

Southern medical journal, 1996; 89(11):1063-6. 

4. Grant GN, Elliott DW, Frederick PL; Postoperative 

decompression by temporary gastrostomy or 

nasogastric tube. Arch Surg., 1962; 85: 844-851. 

5. Trepanier CA. Isabel L; Perioperative gastric 

aspiration increases nausea and vomiting in 

outpatients. Can J Anaesthesia, 1993; 40:325-328 

6. Ochsner A; The relative merits of temporary 

gastrostomy and nasogastric suction of the 

stomach. Am J Surg., 1977; 133:729-732. 

7. Isbister WH; Is postoperative gastric 

decompression really necessary ? Am J Surg., 

1970; 120:151. 

8. D’Costa H, Taylor EW; Patient management 

following uncomplicated elective gastrointestinal 

operations. Br J Clin Pract., 1990; 44: 552-555. 

9. Herrington JL; Avoidance of the routine use of 

postoperative gastric suction.  Surg Gynecol 

Obstet., 1965; 121:351-352. 

10. Chaffee JS; Complications of gastrointestinal 

intubation. Ann Surg., 1949; 130:113 

11. Ghahrehmani GG, Turner MA, Port RB; Iatrogenic 

intubation injuries of the upper gastrointestinal 

tract in adult. Gastrointest Radiol., 1980; 5: 1-10. 

12. Bashey AA, Cuscheri A; Patient comfort after 

upper abdominal surgery : The effect of routine 

nasogastric suction. J R Coll Surg Edinb., 1985; 30: 

97-100. 

13. Wolff BG, Pemberton JH, Vanteerdeen JA, Beart 

RW, Nivatvongs S, Devine RM, Dozois R, Ilstrup 

DM; Elective colon and rectal surgery without 

nasogastric decompression: A prospective 

randomized trial. Ann Surg., 1989; 209: 670-673. 

14. Gerber A, Rogers FA, Smith LL; Treatment of 

paralytic ileus without the use of nasogastric 

suction. Surg Gynecol Obstet., 1958; 107:247-250. 

15. Clevers GJ, Smout AJ; The natural course of 

postoperative ileus following abdominal surgery. 

Neth J Surg., 1989; 41: 97-9. 

16. Ying FM; Reports on 112 cases with 

decompression operation on biliary tract without 

nasogastric tube. Linchuang Waike Zazhi., 1999; 

7:104. 

17. Michowitz M, Chen J, Waizbard E, Bawnik JB; 

Abdominal operations without nasogastric tube 

decompression of the gastrointestinal tract . Am 

Surg., 1988; 54: 672-5. 

18. Carrere N, Seulin P, Julio CH, Bloom E, Gouzi JL, 

Pradere B; Is nasogastric suction or nasojejunal 

decompression necessary after gastrectomy? A 

prospective randomized trial. World J Surg., 2007; 

31(1): 122-7. 

19. Akbaba S, Kayaalp C, Savkiligou M; Nasogastric 

decompression after total gastrectomy. 

Hepatogastroenterology, 2004; 51(60):1881-5. 

20. Qureshi U, Hanif M, Zia N, Khan MM; Role of 

nasogastric intubation after small bowel 



 

 

Kajla RK et al., Sch. J. App. Med. Sci., Nov 2016; 4(11C):4048-4051 

Available online at http://saspublisher.com/sjams/    4051 

 

 

anastomosis. J Coll Physicians Surg Pak., 2009; 

19(6):354-8. 

21. Huerta S, Arteaga JR, Sawicki MP, Liu CD, 

Livingston EH; Assessment of routine elimination 

of postoperative nasogastric decompression after 

Roux-en-Y gastric bypass. Surgery. 2002; 

132(5):844-8. 

22. Darayaei P, Vaghef Davari F, Mir M, Harirchi I, 

Salmasian H; Omission of nasogastric tube 

application in postoperative care of esophagectomy 

. World J surg., 2009; 33(4): 773-7. 

23. Cunningham J, Temple WJ, Langevin J, Kortbeek 

J; A prospective randomized trial of routine 

postoperative nasogastric decompression in 

patients with bowel anastomosis.  Can J Surg., 

1992; 35:629-632.  


