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Enteral Migration of Feeding Jejunostomy tube: Report of a Case 
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Abstract 
We report a rare complication of the migration of a feeding jejunostomy tube inside the gut. A Stamm type 

jejunostomy was performed in a patient with an unresectable esophageal cancer using a 16-F ryles tube, 

at another center. Two months later, she presented because of the “disappearance” of the tube. A clinical 

examination revealed a mature jejunostomy tract, skin erosion at the site where the suture was placed, and 

absence of the tube. There were no signs of intestinal obstruction or peritonitis. Plain abdominal X-ray 

examination showed the tube inside the abdomen. 

The patient was treated initially conservatively with serial radiographs which showed no migration of tube 

for 4 days. Therefore, an exploratory laprotomy was done with removal of old tube with new feeding 

jejunostomy at previous entrostomy site.  

An awareness of this complication and its appropriate treatment is important given the widespread use of 

feeding jejunostomy tube. 

Keywords: Ryles tube, Feeding jejunostomy, Enteral nutrition, Complications, Migration. 

 

Introduction 

Feeding jejunostomy is a method that is widely 

used for enteral nutrition in patients with normally 

functioning intestines but unable to take orally. 

Several different surgical techniques and tube type 

are presently used, and despite its technical 

simplicity, serious complications associated with 

the feeding tube have been reported. We report a 

rare complication consisting of an enteral 

migration of feeding jejunostomy tube. 

Case Report 

A 30-year-old female with an unresectable 

esophageal cancer had a surgical Stamm 

jejunostomy performed for enteral nutrition at 

another center. 

Two months later, she presented to our emergency 

department because of the “disappearance” of the 

tube. A clinical examination revealed a mature 

jejunostomy tract, skin erosion at the site where 

the suture was placed, and no sign of the tube. 
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There were no signs of infection, leakage, 

obstruction, volvulus or perforation. A plain 

abdominal X-ray examination revealed the Ryles 

tube to be inside the abdomen. Other routine 

investigations were within normal limit. Patient 

was initially treated conservatively, with serial 

plain abdominal x-ray, but there was no further 

migration of tube for 4 days, therefore an 

exploratory laprotomy was planned.  

On exploration, the feeding jejunostomy tube 

(Ryles tube) was found inside the distal ileum and 

ascending colon. The Ryles tube was removed by 

retrograde milking from the old jejunal 

entrostomy site. A new ryles tube was inserted as 

feeding jejunostomy with fixation of Ryles tube 

by using silk 2-0 RB suture at old entrotomy site 

and fix to parietal peritoneum by using silk 2-0 

RB.  

 
Fig 1 Plain radiograph showing intra abdominal 

position of migrated FJ Tube  

 
Fig 2 Migrated feeding jejunostomy tube after 

removal                                      

Discussion  

Jejunostomy tube feeding is widely used for the 

nutritional support of patients who are unable to 

take orally but have normally functioning 

intestines. Despite its benefits compared to 

parenteral nutrition, enteral tube feeding is not 

without risk. Apart from metabolic disturbances, 

1various complications associated with the 

migration of the feeding tubes are known to occur, 

2 and it can sometimes results in small bowel 

obstruction, 3,4 intussusception,5 and obstructive 

jaundice.6 Gowen7 reported nine occurrences of 

distal migration and 19 episodes of balloon 

rupture in four patients who had a Foley catheter 

feeding gastrostomy, and they recommended the 

use of a mushroom tipped catheter to avoid these 

complications. Secure fixing either by direct 

suturing of the catheter to the skin or by using an 

external retention ring on the catheter has also 

been proposed for the prevention of tube 

migration.2 

In this case, a ryles tube No 16F was used for the 

construction of a surgical jejunostomy, and the 

tube was securely fixed to the skin. However, skin 

erosion allowed the tube to free itself, and it 

subsequently migrated distally due to intestinal 

peristalsis. In a previous report, a Foley
’
s catheter 

gastrostomy tube migrated into the small bowel 

resulting in an obstruction, which was relieved by 

percutaneous balloon aspiration that allowed the 

tube to migrate into the colon.8 Eventually the 

tube was impacted into the sigmoid colon where it 

was reached by a colonoscopy and then was 

retrieved with a snare. In two other cases, the 

distal migration of the jejunostomy tube was 

associated with retrograde plication of the small 

bowel over the tube, thus bypassing most of the 

jejunum and resulting in severe diarrhea, hyper 

peristalsis, and malnutrition.9,10 In both cases the 

condition was discovered at autopsy. In the only 

other similar reported case, a jejunostomy with a 

Foley catheter migrated through the entire 

intestine and passed in the feces without the need 

for a surgical exploration. 
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However, any kind of long-standing feeding tube 

that is placed either surgically or endoscopically 

can migrate, and as the placement of such tubes 

becomes more common, an awareness of this 

complication and its successful management has 

thus become increasingly important. Family 

members, nursing home personnel, or other health 

care providers who care for patients with 

jejunostomies for long-term enteral nutrition, must 

be instructed in detecting a loosening of tube 

fixation or tube displacement among other 

complications. 

 

Conclusion 

When enteral migration of a jejunostomy feeding 

tube occurs, the patient can be treated 

conservatively provided that there are no signs of 

an acute abdomen. Serial abdominal radiographs 

should be taken to follow the advancement of the 

tube within the intestinal lumen. If the tube in not 

spontaneously eliminated, as seen in our patient, 

and can be reached endoscopically, then a 

colonoscopic retrieval should be attempted. 

Surgical removal should be a last treatment 

option. The migrated tube may removed by 

retrograde milking from the previous entrostomy 

site, thus avoiding a new entostomy.  The external 

portion of the tube can be marked with a marker 

or a tape, and instructions should be given to keep 

the marked point at the skin level.
8
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