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ABSTRACT
Accidental ingestion of fish bones can lead to serious complications, such as gastrointestinal perforation and hepatic abscesses. 
This case series presents three instances where fish bone ingestion led to secondary GI tract perforation and the development 
of hepatic abscesses. It also emphasizes the importance of prompt diagnosis and intervention to prevent serious consequences.

1   |   Introduction

Accidental foreign body ingestion with food is a frequent occur-
rence, with most cases passing without complications within 
one week [1]. It is reported that approximately 1% of ingested 
foreign bodies can lead to gastrointestinal (GI) perforation [2]. 
Factors that increase the likelihood of complications like GI per-
foration, abscess formation, or obstruction include shape of the 
ingested object (sharp, pointy edges), or the location in the GI 
tract, for example, sites of angulation or narrowing [3]. One such 
source of GI perforation and eventual hepatic abscess formation 
is the ingestion of a fish bone [4, 5].

In this case series, we describe three cases of fish bone ingestion 
with secondary perforation of the GI tract, followed by entero-
hepatic migration of the foreign body. This case series illustrates 
the difficulty of diagnosis and emphasizes the need for attention 
to this rare but serious condition.

2   |   Case 1

2.1   |   Case History/Examination

A 16-year-old boy with fever and upper abdominal pain for 5 days 
was admitted to our hospital with a history of accidental inges-
tion of fish bone 1 week before. Upon admission, the patient was 
oriented and exhibited a blood pressure of 120/78 mmHg, heart 
rate of 82 beats per min, temperature of 37°C, respiratory rate of 
19 breaths per min, and oxygen saturation of 98% on room air. 
Over the past 5 days, the patient reported dull pain in the epi-
gastric region and intermittent low-grade fever. There were no 
episodes of vomiting or diarrhea. Physical examination revealed 
a soft and non-tender abdomen, suggesting no acute distress or 
underlying pathology. Initial laboratory workup was done, and 
it showed an elevation of inflammatory biomarker (C-reactive 
protein of 38 mg/dL), normal WBC count, and normal levels of 
serum amylase and lipase.
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2.2   |   Radiological Investigations

Abdominal ultrasound showed a linear hyperechoic foreign 
body traversing the duodenum and causing subhepatic collec-
tion (see Figure  1). Unenhanced abdominal computed tomog-
raphy was performed, which showed a dense foreign body 
traversing the lateral duodenal wall with a small subhepatic col-
lection (see Figure 2).

2.3   |   Outcome and Follow-Up

He underwent upper gastrointestinal endoscopy but no for-
eign body was found. Follow-up ultrasound was performed 
after 10 days which showed redemonstration of fish bone with 
interval resolution of subhepatic collection. The patient was 
reassessed after 5 days on ultrasound, which showed no de-
finitive foreign body. No antibiotic coverage was done during 
this period. The patient was discharged. Another follow-up 
ultrasound 2 weeks later also showed no recurrence of the 
collection.

3   |   Case 2

3.1   |   Case History/Examination

A 40-year-old male presented to the emergency department 
with abdominal pain for the past 2 days. There were no specific 
symptoms apart from pain. Upon admission, the patient was 
oriented and presented with a blood pressure of 120/70 mmHg, 
a heart rate of 78 beats per minute, and was Afebrile. The re-
spiratory rate was 18 breaths per minute, and oxygen satura-
tion was measured 98% on room air. Over the past 2 days, the 
patient reported experiencing upper abdominal pain along 
with a low-grade fever. On physical examination, the abdo-
men appeared bloated with notable hardness in the epigastric 
and umbilical regions accompanied by tenderness; gut sounds 
were audible. Initial laboratory tests revealed leukocytosis, 
with a predominance of neutrophils and elevated inflamma-
tory markers (WBCs = 22 × 109/L, neutrophils = 86%, and C-
reactive protein = 52 mg/dL), while serum total bilirubin and 
alkaline phosphatase levels were within the normal range. 
Blood cultures were sent, and it appears negative.

3.2   |   Radiological Investigations

An ultrasound of the upper abdomen demonstrated a streak of 
free fluid in the perisplenic and perihepatic regions. A subse-
quent enhanced computed tomography of the abdomen showed 
a linear hyperdensity adjacent to the lesser curvature of the 
stomach, located outside the gastric lumen, suggesting a per-
forating foreign body. There was associated gastric wall edema 
and thickening, primarily at the lesser curvature, along with a 
small volume of loculated perigastric fluid (see Figure 3).

3.3   |   Outcome and Follow-Up

The patient was initially treated with intravenous antibiotics. 
A barium swallow study with nonionic contrast showed no 
evidence of contrast leakage from the stomach. However, the 
patient developed recurrent abdominal pain and fever. A fol-
low-up CT scan of the abdomen revealed the continued presence 
of the fishbone adjacent to the lesser curvature of the stomach. 
The scan also showed an increase in gastric wall thickening 
and inflammatory changes along the lesser curvature and gas-
trohepatic ligament, accompanied by small air pockets. These 
findings suggested the development of gastric outlet obstruction 
because of abnormal thickening and inflammation.

Furthermore, there was interval development of small, low-
attenuation areas with peripherally enhancing walls, indicating 
abscess formation. The abscess was drained under image guid-
ance, and the patient was discharged on oral antibiotics, includ-
ing metronidazole and cefixime.

Thereafter, the patient was lost to follow-up.

4   |   Case 3

4.1   |   Case History/Examination

A 65-year-old male presented to the emergency department with 
a 10-day history of abdominal pain, intermittent low-grade fever, 
and drowsiness. Upon general physical examination, the patient 
was febrile, and vital signs were within normal limits. The abdo-
men appeared bloated with hardness and tenderness in the epi-
gastric and umbilical regions, accompanied by audible gut sounds. 
Initial laboratory workup revealed elevated inflammatory markers 
(TLC 15.2 × 109/L) and deranged liver function tests (total bilirubin 
2 mg/dL with predominantly raised direct bilirubin 1.3 mg/dL). 
Blood cultures were obtained, and the results returned negative.

4.2   |   Radiological Investigations

A contrast-enhanced computed tomography of the abdomen 
showed a large, ill-defined hypodense lesion in the right hepatic 
lobe with internal necrosis, multifocal air specks, peripheral en-
hancement, and surrounding hyperemia. These findings were 
suggestive of a hepatic abscess. A linear hyperdensity was noted 
within the lesion, adjacent to its inferior margin near the duo-
denum, raising suspicion of trans bowel migration of a foreign 
body, possibly a fish bone (see Figure 4).

FIGURE 1    |    Ultrasonography image showing fish bone (blue caliper) 
measuring 21.6 mm.



3 of 4

4.3   |   Outcome and Follow-Up

A pigtail drain was placed for abscess drainage, and a pus 
culture grew Streptococcus milleri which was sensitive to pen-
icillins, tetracycline, and fluoroquinolones and resistant to 
erythromycin. The patient was started on broad-spectrum anti-
biotics. Follow-up ultrasounds after 1, 2, and 4 months showed 
no residual abscess with non-visualization of the foreign body.

5   |   Discussion

Liver abscess resulting from an ingested foreign body is very 
uncommon. Most ingested foreign bodies pass through the gas-
trointestinal tract without causing any problems within a week, 
and only about 1% result in perforation [6]. The stomach and 
duodenum are the most frequently affected sites for gastrointes-
tinal perforation [7, 8]. In earlier cases of abscess formation due 

FIGURE 2    |    Unenhanced computed tomography images. Axial (a) and coronal (b) images of computed tomography showed a linear hyperdense 
structure, fish bone (red arrow) traversing the lateral wall of the duodenum with a small subhepatic collection not shown in this image.

FIGURE 3    |    Enhanced computed tomography images. Axial (a) and coronal (b) images of computed tomography showed a linear hyperdense fish 
bone (red arrow) adjacent to the lesser curvature of the stomach, located outside the gastric lumen.

FIGURE 4    |    Enhanced computed tomography images. Axial (a, b) and sagittal (c) images showed a large, ill-defined hypodense lesion (blue ar-
row) in the right lobe of liver along with a linear hyperdense structure, fish bone (red arrow).



4 of 4 Clinical Case Reports, 2024

to fish bone ingestion, most patients did not report a history of 
ingesting fish bones. Ultrasound and a high clinical suspicion 
are the primary methods for diagnosing these rare cases of mi-
grating foreign bodies [7, 9, 10]. A migrating foreign body might 
remain asymptomatic for an extended period and may only be 
detected when there are signs of infection or abscess formation, 
as seen in our three cases [7, 10]. The lack of history of foreign 
body ingestion often results in a delayed presentation for these 
patients. Routine laboratory tests are typically nonspecific as 
seen in our three cases. Plain radiography is only effective in de-
tecting radiopaque foreign bodies [11]. While abdominal ultra-
sound can assist in diagnosis, a CT scan has a sensitivity of 100% 
and specificity of 91% in the diagnostic evaluation of ingested 
foreign bodies [12].

Our third case highlights a rare instance where a fish bone 
caused a liver abscess. Upon aspiration, S. milleri was isolated 
which was sensitive to penicillins, tetracyclines, and fluoro-
quinolones and was resistant to erythromycin. The S. milleri 
is commonly present in the normal flora of the gastrointes-
tinal tract and sometimes can cause opportunistic infection 
leading to abscess formation. Therefore, drainage followed by 
culture and sensitivity is needed for proper antibacterial ther-
apy. The patient's successful treatment involved pus drainage 
and targeted antibiotic therapy, resulting in full recovery. The 
treatment of hepatic abscesses is still a subject of debate, with 
approaches varying from antibiotic therapy and percutaneous 
drainage to surgical intervention [13]. As seen in our first case, 
conservative treatment was done and only two reported cases 
of liver abscesses resulting from foreign body perforation have 
been successfully managed with conservative treatment [10, 14].
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