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Acute pancreatitis and cholangitis: A complication caused by 
a migrated gastrostomy tube
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Abstract
Percutaneous endoscopic gastrostomy (PEG) is 
generally considered safe with a low rate of serious 
complications. However, dislocation of the PEG-tube 
into the duodenum can lead to serious complications. 
An 86-year old Japanese woman with PEG-tube feeding 
sometimes vomited after her family doctor replaced 
the PEG-tube without radiologic confirmation. At her 
hospitalization, she complained of severe tenderness 
at the epigastric region and the PEG-tube was drawn 
into the stomach. Imaging studies showed that the tip 
of PEG-tube with the inflated balloon was migrated into 
the second portion of the duodenum, suggesting that 
it might have obstructed the bile and pancreatic ducts, 
inducing cholangitis and pancreatitis. After the PEG-
tube was replaced at the appropriate position, vomiting 
and abdominal tenderness improved dramatically and 
laboratory studies became normal immediately. Our case 
suggests that it is important to secure PEG-tube at the 
level of skin, especially after replacement.
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INTRODUCTION
Percutaneous endoscopic gastrostomy (PEG) has gained 

broad acceptance as an effective method for achieving en-
teral access in patients who need chronic nutritional sup-
port. The feeding through PEG-tube is convenient, safe, 
and agreeable. Most of  complications of  PEG-tube feed-
ing are minor, except for those arising at tube-exchange, 
which is necessary for a long-term feeding because of  
degradation of  tubes, or incidental tube-removal. It is bet-
ter to exchange PEG-tubes under fluoroscope in hospital 
for preventing complications. However, many primary 
doctors perform at the bed side in patient’s home through 
unavoidable circumstances. This is one of  the reasons why 
serious complications occur when a long-term PEG-tube 
feeding is needed.

In this report, we describe a case of  pancreatitis and 
cholangitis induced by dislocated PEG-tube, which are the 
very rare complications of  PEG-tube feeding.

CASE REPORT
An 86-year-old Japanese woman with PEG-tube feeding 
was referred to our hospital for reiterated emesis. She had 
an attack of  cerebral infarction and cerebral embolism at 
the age of  84 years. Since the disease caused her dysphagia 
and continuous consciousness disturbance, she received 
chronic nutritional support by PEG-tube feeding. One 
month before her hospitalization, a gastrostomy tube 
(Gastrostomy-tube, Bard Access Systems, Salt Lake City, 
UT, USA) with a diameter of  18 F, which is fixed by an 
intragastric balloon (20 mL of  water) and an external disc 
bumper, was replaced by her family doctor in her home 
without radiologic confirmation, and she sometimes vom-
ited gastric juice and bile without enteric nutrient. Her 
family noticed that the PEG-tube was sometimes drawn 
into the stomach. At her hospitalization, she complained 
of  severe tenderness at the epigastric region and the PEG-
tube was drawn into the stomach. The distance between 
the balloon and external disc bumper was 8 cm measured 
by a scale indicated on the PEG-tube. Laboratory studies 
revealed 10.4 × 109/L white blood cells (normal range: 
5.0-8.0 × 109/L), 97.9 mg/L C-reactive protein (normal 
range: < 3 mg/L), 1.24 µmol/L total serum bilirubin (nor-
mal range: 0.49-2.16 µmol/L), 213 U/L aspartate amino-
transferase (normal range: 10-34 U/L), 254 U/L alanine 
aminotransferase (normal range: 5-40 U/L), 553 U/L 
alkaline phosphatase (normal range: 100-358 U/L), 238 
U/L lactate dehydrogenase (normal range: 104-224 U/L), 
1191 U/L amylase (normal range: 32-112 U/L), 176 U/L 
gamma-glutamyltranspeptidase (normal range: 7-29 U/L). 
A diagnosis of  acute pancreatitis and cholangitis was made 
based on the physical examination and laboratory findings. 
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Abdominal roentgenography and computed tomography 
(CT) showed that the tip of  PEG-tube with the inflated 
balloon was migrated into the second portion of  the duo-
denum (Figures 1 and 2), suggesting that it might have dis-
turbed the flow of  bile and pancreatic juice at the papilla, 
and thus was thought to be the cause of  cholangitis and 
pancreatitis. No stone or tumor was found at this region in 
these studies.

Once the balloon was deflated and fixed at the appro-
priate position by the balloon re-inflation after the tube 
was retracted into the stomach. After the PEG-tube was 
replaced at the appropriate position, vomiting and abdomi-
nal tenderness improved on the next day and laboratory 
studies became normal after two days.

DISCUSSION
PEG has become the preferred method in patients requir-
ing long-term enteral nutrition because of  its ease and 
safety of  placement. Previous studies reported that com-
plications are infrequent and a procedure-related mortality 
is less than 1%[1,2]. Common procedure-related complica-
tions include wound infection, aspiration, hemorrhage, 
pneumoperitoneum, peritonitis, and common long-term 
complications include leakage, granulation tissue, uninten-
tional removal, buried bumper syndrome[3-7]. Obstructive 
pancreatitis and cholangitis induced by migrated PEG-tube 
are the very rare complications.

Although PEG-tube feeding is generally considered 
safe with a low rate of  serious complications, dislocation 
of  the PEG-tube into the duodenum can lead to symp-
toms of  obstructive pancreatitis and cholangitis. Because a 
balloon with PEG-tube is hard to pass through the pyloric 
ring, a migrated balloon may obstruct the pyloric ring and 
cause vomiting. In this case, the family doctor might have 
inserted the PEG-tube too deep into the duodenum, so 
the tube passed through the pyloric ring and the balloon 
was inflated in the duodenum. As enteral peristalsis moved 
the balloon up to papilla of  Vater, the flow of  bile and 
pancreatic juice might have been obstructed. These specu-
lations were supported by the frequent PEG-tube traction 

into the stomach noticed by her family, and her repeated 
vomiting due to small bowel obstruction by the balloon. 
Roentgenography could easily show the dislocation of  
PEG-tube which might have been noticed by checking 
carefully the length of  PEG-tube over the skin.

 Five cases of  acute pancreatitis related to gastrostomy 
tube migration have been reported[8-12]. Foley catheter has 
been used as PEG-tubes in 4 cases[8-10,12]. This catheter is 
more likely to migrate because it has no external bumper 
which prevents dislocation of  the tube. In another case us-
ing a gastrostomy tube with an external bumper, spontane-
ous loosening of  the external bumper caused the tube mi-
gration[11]. In this case, a technical error might have caused 
tube dislocation when a new tube was replaced blindly, 
although the tube has an external bumper.

This case demonstrates that a malpositioned PEG-tube 
can be an iatrogenic cause of  acute pancreatitis and chol-
angitis. It is important to secure PEG-tube at the level of  
skin, especially a couple of  days after its replacement.
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Figure 2  A plain CT scan demonstrating the PEG-tube balloon in the second 
portion of duodenum.
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Figure 1  A plain abdominal radiograph showing collected gas in the stomach and 
duodenum with the tube balloon situated in the second portion of duodenum (tube: 
arrow, balloon: arrowhead).
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