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A 57-year-old man had a past history of diabetes mellitus
controlled by oral hypoglycaemic agents. He was brought
into the emergency department one day by paramedics after
ingesting over 200 ml of synthetic pyrethroid insecticide
(alpha-cypermethrin). The patient was vomiting and agitated;
therefore, a nasogastric tube was immediately inserted in
order to perform gastric lavage. Routine chest X-ray was also
done before admission (Fig. 1).
Placement of a nasogastric tube is indicated to decompress the stomach by aspiration of gastric contents, to
introduce fluids and to assist in the clinical diagnosis of the
ingested contents or gastric contents. Accidental misplacement of a nasogastric tube can occur in high-risk patients
such as sedated patients, patients with weak cough reflex,
endotracheally intubated patients and agitated patients [1].
Various methods to verify nasogastric tube placement in the
stomach include the use of chest X-ray, aspiration of gastric
content with the irrigating syringe, audible sounds of air
entering the stomach while a 30 cc air bolus is injected with
the syringe, and able to talk without coughing, choking or
cyanosis. It is important to verify nasogastric tube place-
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Fig. 1 Chest X-ray revealed nasogastric tube inserted into right main
stem bronchus

ment in the stomach because the result of misplacement can
be fatal such as aspiration pneumonitis or aspiration
pneumonia.
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