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ABSTRACT: Ryle’s tube insertion is a simple routine clinical procedure usually without any
complications. Minor complications like injury to nasal or oral cavity and epistaxis may occur with
the insertion of Ryle’s tube. However it can lead to occasional unexpected life threatening
complications such as esophageal or pulmonary perforation, pneumothorax, intravascular
penetration or entry into the cranial cavity. Herein, we report a case of supra-glottic edema due
to Ryle’s tube insertion leading to stridor necessitating tracheostomy. We recommend that the
Ryle’s tube should be inserted by adequately trained personnel and its correct position should
always be confirmed.
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CASE REPORT: An 85years old man was admitted for the management of hematemesis and
altered sensorium. Hematemesis followed NSAID intake for left knee osteoarthritis. His routine
investigations were within normal limits except for low hemoglobin (9 gm/dl) and hyponatremia
(123mEg/L). Ryle’s tube was inserted on admission without any problem. On 3™day of hospital
admission, patient became agitated and pulled out the Ryle’s tube. Three attempts were made by
the resident doctor to reinsert the Ryle’s tube. However, it entered larynx during all these 3
attempts.

Fourth attempt was successful and correct placement of the tube was confirmed by an X-
ray. Twenty four hours later, patient developed stridor which was initially thought to be due to
tongue falling back and causing obstruction of the oropharynx. However, insertion of
oropharyngeal airway and lateral positioning of the patient did not relieve stridor. Lateral X-ray of
the neck was done to rule out any retropharyngeal mass or swelling which was normal. Flexible
video laryngoscopy revealed supraglottic edema and also edema of the aryepiglottic fold. Vocal
cords and their mobility were normal. CT scan of neck did not reveal any other abnormality
except the aryepiglottic fold edema. Patient underwent emergency tracheostomy to relieve the
stridor.

DISCUSSION: Ryle’s tube insertion is a simple routine clinical procedure. It is required to empty
the gastric contents or sometimes for enteral feeding. Minor complications like injury to nasal or
oral cavity, and epistaxis may occur with the insertion of Ryle’s tube. Rarely, unexpected life
threatening complications such as esophageal or pulmonary perforation, pneumothorax,
intravascular penetration or entry into the cranial cavity may occur.*>* The complications arising
from Ryle’s tube insertion are primarily due to the blindness of the procedure. Patients most at
risk of misplacement of tubes include those on ventilators, with altered level of consciousness or
with neuromuscular abnormalities, such as reduced gag, swallow, and cough reflexes®. Because
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of all these possible complications, it is imperative to check the correct position of the distal end
of the tube before using it.

Our patient had altered level of consciousness due to hyponatremia. During three
unsuccessful attempts of Ryle’s tube insertion, tube entered into larynx and traumatized the
supra-glottic area leading to edema formation and stridor. There are no previous such reports of
supra-glottic edema due to Ryle’s tube insertion leading to stridor.

CONCLUSION: Though, Ryle’s tube insertion is a simple routine procedure, it can lead to
occasional life threatening complications. Hence, it should be inserted by adequately trained
personnel and its correct position should always be confirmed. Supra-glottic edema which we
report here can also be one of the life threatening complications.
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