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Advantage of Long Ileus-tube Placement by Gastrostomy for Treating 
Patients with Refractory Intestinal Obstruction
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Abstract : Maintaining a long transnasal ileus tube for a long period can be quite 
painful for patients such as in those with refractory intestinal obstruction and 
peritonitis carcinomatosa and it can markedly decrease quality of life （QOL） due 
to unexpected respiratory complications associated with the tube placement.  To 
mitigate such complications, we undertook a trial insertion of a long ileus tube 
by gastrostomy in �ve patients with refractory intestinal obstruction （four cases of 
peritonitis carcinomatosa and one case of chronic intestinal pseudo-obstruction）.  
We inserted the transgastric ileus tube using a percutaneous gastrostomy catheter 
kit after puncture with a plastic skin （PS） needle covered with a protective sheath, 
and then endoscopically placed the tube beyond the ligament of Treitz.  Subse-
quently, we removed the long transnasal ileus tube, and comparable decompression 
was achieved.  In all cases, the entire procedure was easily performed with no 
complications.  Moreover, patients experienced reduced pain and stress and they 
were able to regain some freedom during activity.

Key words : refractory intestinal obstruction, transgastric ileus tube by gastrostomy, 
peritonitis carcinomatosa

Introduction

　Long-term placement of an ileus tube is necessary in cases such as in patients with peritonitis 
carcinomatosa and refractory intestinal obstruction.  However, inserting such a tube through the 
nose and maintaining it there over the long term is likely to cause nasal pain and respiratory 
complications.  Moreover, the patient’s quality of life （QOL） will become markedly worse.  To 
avoid such outcomes, alternative methods have been reported, such as percutaneous endoscopic 
gastrostomy （PEG） or percutaneous endoscopic gastrostomy with jejunal extension （PEG-J）1-7）.   
Herein, we report five patients who underwent another new method involving insertion of a 
long ileus tube by gastrostomy, with good treatment results and increased QOL achieved.  This 
method has been reported previously in only a few published papers. 
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Patients and methods

Patients

　Table 1 details the �ve cases, comprising two male and three female patients with a mean 
age of 69 years （range, 46-80 years） in this study.  There were four cases of intestinal obstruc-
tion due to peritonitis carcinomatosa and one case of chronic intestinal pseudo-obstruction.  All 
patients and their families consented to the gastrostomy procedure for insertion and placement 
of the long ileus tube. 

Surgical procedure

　First, the gastric and abdominal walls were percutaneously fixed using a Funada-style loop 
gastropexy device under endoscopic guidance （Fig. 1）.  Then, a plastic skin （PS） needle （16 F） 
covered with a protective sheath （166 mm in length） was guided into the stomach using a percu-
taneous gastrostomy catheter kit （Create Medic Co., Ltd., Yokohama, Japan） through a planned 
�stula site （Fig. 2）.  The PS needle was removed, leaving a peel-away sheath, and a 16-F ileus 
tube （Create Medic Co., Ltd.） was inserted through this sheath.  After insertion, the sheath was 

Table 1.  Case List

Case Age Gender
Underlying 

disease

Transnasal 

ileus tube

Duration of surgery 

（min）
Duration of 

transgastric 

ileus tube via 

gastrostomy 

placement 

（days）

Possibility 

of transition 

to home 

care and 

duration 

（days）

Turning 

pointDuration of 

placement 

（days）

Time required 

for placement of 

transgastric ileus 

tube via gastrostomy

1 80 Female Peritonitis 

carcinomatosa 

（bladder 

cancer）

12 23 Unknown Possible 

（unknown）
Discharge

2 68 Male Peritonitis 

carcinomatosa 

（rectal cancer）

14 35 910 Not possible Discharge

3 78 Male Peritonitis 

carcinomatosa 

（prostate 

cancer）

12 25 17 Not possible Death

4 46 Female Chronic 

intestinal 

pseudo-

obstruction

28 30 553 Possible 471 

days

Discharge

5 69 Male Peritonitis 

carcinomatosa 

（rectal cancer）

8 40 45 Not possible Discharge
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Fig. 1.  Fixation of the abdominal wall and stomach using a Funada-style loop gastropexy device 
and scheme of the fixation.

Fig. 2.  A vertical puncture was performed with a peel-away, 
sheath-covered PS needle （Create Medic Co., Ltd.） at the 
planned fistula site. Scheme shows the puncture procedure.

Fig. 3.  An ileus tube （Create Medic Co., Ltd.） was inserted as the 
sheath was being peeled away. Relevant schema show the 
procedure.
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peeled away （Figs. 3-5）.  Finally, an ileus tube was endoscopically guided beyond the ligament 
of Treitz, and �xed to the abdominal wall after proceeding as far to the anus side as possible 
（Fig. 6）.  Notably, guiding this ileus tube was much easier than experienced using the nasal 

approach. 

Fig. 4.  Intraoperative endoscopic image and relevant schema of 
the ileus tube tip being inserted into the sheath. Fig. 5.  Intraoperative endoscopic image 

of ileus tube insertion into the 
stomach. The tip was secured 
with a thread to guide it toward 
the duodenum.

Fig. 6.  Intraoperative perspective image. The ileus 
tube was guided towards the duodenum 
by gripping the thread secured to the tip 
of the tube with endoscopic alligator jaws-
type biopsy forceps.
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Results

　The mean duration of inserted transnasal ileus tube was 12 （8-28） days before changing to 
an ileus tube by gastrostomy.  The mean duration necessary for this insertion method was 30 
（range, 23-40） min.  No patient experienced complications associated with this procedure, such 

as surgical site infection, and four patients returned home immediately after the procedure.  
Patient details are presented in Table 1.  One patient with chronic intestinal pseudo-obstruction 
（case 4） could have their ileus tube removed after 471 days.  QOL was improved for all treated 

patients, with speci�c improvements in neck discomfort and disappearance of nasal pain.  It was 
also possible for the patients to orally ingest some food such as jelly or a liquid diet.

Discussion

　For cases of refractory intestinal obstruction such as peritonitis carcinomatosa or chronic 
intestinal pseudo-obstruction, gastric and ileus tubes are generally inserted transnasally.  However, 
prolonged placement can cause complications including nasal in�ammation and ulceration because 
of contact pressure applied to the mucosal membranes of the nose, gastrointestinal bleeding, and 
aspiration pneumonia and sinusitis due to a decline in laryngeal and swallowing functions.  These 
physical complications together with the mental stress caused by long-term placement negatively 
impact the patient’s QOL.  Finally, according to Silk et al 1）, 78.8％ of patients with a nasal gas-
tric tube �tted are plagued by neck discomfort.
　To address these complications and the decreased QOL associated with the long-term place-
ment of a transnasal ileus tube, various methods such as PEG and PEG-J have been attempted 
as alternatives to the nasal approach 2-8）.  PEG is an endoscopic technique developed by Gaud-
erer et al 9） that is now widely used because it is simpler and less invasive than laparotomy.  
Several reports have described the effectiveness of this method in improving nutrition and the 
transition to home care, and in reducing medical costs for patients with oral feeding dif�cul-
ties 10, 11）.  Under the present management approaches, PEG will be most indicated for improving 
nutritional management; however, this approach is not effective for decompressing intestinal �uids 
in cases of refractory intestinal obstruction 2-6）. 
　To address these challenges, we evaluated a newly developed method similar to PEG-J 12）, 
which is reportedly as effective as PEG with regard to gastrointestinal decompression 7, 8）.  In a 
study cohort of �ve patients with refractory intestinal obstruction, we inserted a long ileus tube 
beyond the ligament of Treitz by gastrostomy.  After the procedure, all patients experienced no 
neck discomfort, improved sleep, and freedom in their daily activities.  Patient QOL was also 
markedly improved, and the patients could ingest water or an oral liquid diet during care at 
home.  This new procedure for inserting the ileus tube seemed to reduce the intestinal pressure 
associated with nasal placement.
　Of note, the few other reports of gastrointestinal decompression when �tting an ileus tube by 
gastrostomy reported some complications with the tube insertion13-15）. 
　Due to the low incidence of complications （4-33％）, endoscopic PEG is currently the most 
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widely used method for long-term ileus tube insertion and maintenance ; however, the mortality 
and morbidity rates associated with this procedure are 1-2％ and 3-12％ , respectively 16）.  Herein, 
we achieved safe and easy placement of an ileus tube via gastrostomy using a commercially 
available gastrostomy kit.  The greatest advantage of this procedure lies in the sheathed PS nee-
dle from the percutaneous gastrostomy catheter kit and the 16-F ileus tube having approximately 
the same diameter, which makes it easy to gradually feed the ileus tube into the stomach while 
the sheath is peeled away, despite some resistance as the ileus tube is inserted into the sheath.  
We believe that this gastrostomy procedure will be an effective way to treat patients with refrac-
tory intestinal obstruction.
　In conclusion, �ve patients suffering from refractory intestinal obstruction had their nasogastric 
tube replaced with an ileus tube by gastrostomy using a percutaneous gastrostomy catheter kit.  
This method was safe and easy to perform, with no complications and a markedly improved 
patient QOL. 
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