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Entrapment of a nasogastric tube in the stapler line 
during laparoscopic sleeve gastrectomy: A case report
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ABSTRACT
Laparoscopic sleeve gastrectomy (LSG) is one of the most commonly performed bariatric procedures 
worldwide. Although generally safe, it is not without complications. We present a rare case of intraoperative 
entrapment of a nasogastric tube (NGT) in the stapler line during LSG, which resulted in a staple line leak. 
The complication was identified and managed intraoperatively. This case highlights the importance of com-
munication between surgical and anesthesia teams, as well as meticulous intraoperative control.
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Introduction

Obesity is a multifactorial and complex disease resulting 
from the interaction between genetic and environmental 
factors.[1] Its prevalence continues to rise globally, mak-
ing it a major public health concern.[2] When conservative 
methods fail, bariatric surgery becomes an effective and 
sustainable treatment option for morbid obesity. Bari-
atric procedures are classified into three main categories: 
Restrictive, malabsorptive, and combined techniques.[3-5] 
Among the restrictive options, laparoscopic sleeve gas-
trectomy (LSG) has gained widespread popularity due to 
its efficacy and relative technical simplicity.[6]

However, LSG is associated with potential complications, 
including infections, thromboembolic events, staple 
line leaks, strictures, respiratory issues, and technical 
mishaps such as entrapment of surgical instruments or 
devices like bougies or nasogastric tubes within the staple 

line.[7-11] Herein, we report a rare complication in which a 
nasogastric tube (NGT) was inadvertently stapled within 
the gastric sleeve, resulting in a leak, and we describe its 
intraoperative management.

Case Report

A 53-year-old female with a body mass index (BMI) of 39.6 
kg/m² presented to our clinic with morbid obesity resis-
tant to professional dietary interventions. Her medical 
history included type II diabetes mellitus and essential 
hypertension. After comprehensive preoperative evalua-
tion, laparoscopic sleeve gastrectomy was planned.

Under general anesthesia, a 38F esophageal bougie was 
introduced orally for calibration. Starting 6 cm proximal 
to the pylorus, sleeve gastrectomy was performed using 
an Endo GIA stapler: Two green (4.1 mm), two gold (3.8 
mm), and four blue (3.5 mm) cartridges were applied 
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along the greater curvature, terminating near the angle of 
His. The resected stomach was extracted.

A routine intraoperative methylene blue test revealed a 
leak. Upon inspection, it was noted that the nasogastric 
tube (NGT), inserted preoperatively by the anesthesia 
team for gastric decompression, had not been removed 
and was inadvertently stapled within the resected gastric 
sleeve. The NGT was gently withdrawn. Examination of 
the specimen revealed that a portion of gastric tissue and 
the NGT tip were embedded in the staple line (Fig. 1). Upon 
opening the specimen (Fig. 2), a 2 cm defect was identified 
at the site of the leak. The gastric sleeve was repaired us-
ing a stapler by approximating the tissue margins.

The patient remained nil per os for two days postopera-
tively. A contrast study on postoperative day 2 showed no 
leak or stricture (Fig. 3), and oral intake was gradually re-

sumed. The patient was discharged in stable condition. 
At her 4-month follow-up, she had lost 25 kg, with a BMI 
reduced to 30.1 kg/m². No further complications were ob-
served during follow-up visits.

Discussion

Entrapment of devices such as bougies or nasogastric tubes 
(NGTs) within the staple line during laparoscopic sleeve 
gastrectomy (LSG) is a rare but preventable complication.

Intraoperative recognition of this issue allows for timely 
intervention and repair. Some surgeons advocate the use 
of intraoperative endoscopy to localize and assess the in-
tegrity of the staple line in such cases. In our case, the 
disruption in the staple line was clearly visualized laparo-
scopically after removal of the NGT, so endoscopic evalu-
ation was deemed unnecessary.

One mechanism reported in similar cases is that the anes-
thesiologist may retract the NGT to the oropharynx prior 
to stapling, but during bougie insertion, the NGT may in-
advertently advance back into the stomach and become 
trapped in the staple line.

Prompt recognition and management of complications in 
bariatric surgery are critical to minimizing morbidity and 
mortality. In our case, the patient was transferred to the 
ward with the NGT still in place postoperatively. The fol-

Figure 1. NGT tip in stapler line.

Figure 2. The used NGT was found to be shorter than the un-
used NGT.

Figure 3. A contrast study.
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lowing day, it was removed by another physician assum-
ing it was no longer needed. If the staple line disruption 
had not been recognized intraoperatively, this sequence 
of events could have led to a delayed leak and acute ab-
domen after resuming oral intake.

Conclusion

In laparoscopic bariatric procedures, ensuring removal 
of the nasogastric tube prior to stapling is essential to 
prevent serious complications. This requires clear com-
munication between the surgical and anesthesia teams. 
Ultimately, the responsibility for tracking and verifying 
the presence and removal of all intraoperative devices 
should rest with the surgeon. To minimize risk, it may be 
advisable for the surgical team to be directly involved in 
both the insertion and removal of the nasogastric tube. 
Such vigilance can significantly reduce the likelihood of 
preventable complications.
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