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Case report of abdominal left upper quadrant 
collection secondary to fish bone perforation
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Abstract
We present an unusual case of an intra-abdominal collection which evidenced a rare 
etiology and raises diagnostic particularities.
Background. Fish bones ingestion is frequent, but seldom followed by complications. 
Those are often reported at specific sites.
Objectives. This case report emphasizes the unusual presentation and site 
localization of a colonic perforation by a small fish bone, in the context of limited 
radiological accuracy at the diagnostic phase. 
Case presentation. A 37 year old male was admitted to the gastroenterology ward 
with upper and left sided abdominal pain associated with fever and marked fatigue. 
His medical history was marked by a sleeve gastrectomy in 2010 for obesity. 
Abdominal signs and elevated acute inflammatory syndrome on blood tests were 
followed by computer tomography which revealed a pericolic mass near the left 
splenic flexure. The pain and fever increased in intensity, so a laparotomy was 
proposed. Intraoperatively, a tumor-like lesion was found and a resection with 
oncologic limits was performed. Microscopic examination of the specimen revealed 
a fish bone, but only after  surgery did the patient confirm that he had eaten fish meal 
the week before. The post-operative period was uneventful.
Conclusion. Fish bones remain some of the most frequently ingested alimentary 
foreign bodies; they may cause atypical clinical presentations, frequently omitted 
by the patients themselves if symptoms appear delayed. They could also lead to 
possible high-risk complications which need to be addressed by surgeons.
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Background
Statistically foreign body ingestion 

is more frequent with prison inmates, 
in patients with psychotic disorders, at 
extreme ages (children, denture-wearing 
elderly) and with alcoholics. Most foreign 
bodies may pass spontaneously through 
the digestive tract; some of them may 
need endoscopic extraction while surgery 
is seldom needed [1,2]. Fish bones are 
the most frequently ingested organic 
foreign objects, but complications such 
as mechanical obstruction or small bowel 
perforation are rare [2-6].

Fish bones are small pointed 
objects; through their passage, 
complications such as obstruction or 
perforation are anticipated in the regions 

of the angulations of the digestive 
tract. They remain a difficult clinical 
diagnosis because of difficulties in image 
identification and characterization [1,4,7]. 
Usual sites for colonic perforation are the 
caecum and the sigmoid, whereas a few 
cases may be reported at other locations.

We report herewith the case of a 
pericolic abscess as a complication of 
a fish bone perforation of the left colic 
flexure.

Case presentation
A 37 year old male was admitted 

to the gastroenterology ward of a district 
hospital with upper-left abdominal pain 
for the past 3 days associated with fever 
and marked fatigue.
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His relevant medical history was only a sleeve 
gastrectomy in 2010, which he had underwent without 
significant complications. He reported no toxicological 
addictions and no local abdominal trauma.

At the time of the examination, the patient had 
fever 39°C, and he had abdominal left upper quadrant 
tenderness, but without guarding.

Admission blood tests were marked by an important 
inflammatory syndrome (C reactive protein - CRP over 
300 mg/L, leucocytes 12.750/mm3); the rest of the blood 
tests were within normal range. An emergency computer 
tomography (CT) with contrast noted a left flexure 
pericolic mass of 70 mm in the largest diameter, with 

contrast-enhanced walls and heterogenic content, with 
suspicion over invasiveness of the neighboring pancreatic 
fatty tissue and spleen. No clear etiology was apparent at 
the time of admission, neither the exclusion of abdominal 
malignancy was possible with certainty (Figures 1-4). 
Colonoscopy was dismissed because of the suspicion of 
colic perforation and localized peritonitis.

Differential diagnosis
Several entities were considered within the 

differential diagnosis, including: carcinoma of the colon 
or tail of the pancreas, an abdominal sarcoma, perforation 
related to diverticulitis or a foreign body.

   
Figures 1 and 2. Native abdominal computer tomography, infra-splenic level: a mass with heterogenous density and apparent wall 
situated between the splenic flexure and the spleen; with a hyperdense linear object inside, but cannot be followed in the colic lumen; no 
signs of pneumoperitoneum. 

   
Figures 3 and 4. Contrast-enhanced computer tomography, arterial (Figure 3) and portal phase (Figure 4): mass belonging to colonic 
wall, heterogenic content, contrast enhanced walls; non-specific aspect, malignancy cannot be excluded; Figures emphasize the contrast 
enhancement, with suspicion of septae or mural nodules, also the extracolic location of the fish bone seen only in multiple sequences.
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Treatment
We started empiric antibiotics with Amoxicillin-

clavulanic acid and escalated to PiperacillinTazobactam 
associated with Metronidazole based on the non-
responsive inflammatory syndrome.

A review of the case with our surgeons proposed 
an exploratory laparotomy. After a left subcostal (Kocher) 
incision, the mass was identified as belonging to the left 
colic flexure and the meso-colic fascia; the tumor was 
also adherent/invasive to the spleen. After dissection, the 
tumor and the left colic flexure were removed in block 
for histological examination, followed by the end-to-end 
anastomosis of the remaining colon. 

Outcome and follow-up 
Macroscopic examination of the specimen found 

a perforating fish bone. The microscopic analysis of 
the specimen retained the same diagnostic, confirming 
the secondary abscess and it excluded any malignant 
component of the removed mass and colon.

The drains were progressively removed between 
day 5 and day 10 post-surgery and surgical wound progress 
was favorable. Post-operatively, the patient developed 
a left-sided pneumonia, despite ongoing antibiotic 
treatment, and he was escalated to Linezolid. The patient 
was discharged day 10 post-surgery, with the residual pain 
controlled by level 1 analgesia, a clean surgical wound 
and normal bowel movement.

During the following month, the patient was 
readmitted for sub-obstructive symptoms which were 
mitigated by medical treatment. Follow-up at 3 months 
was normal.

Discussion
Ingested fish bones are frequently asymptomatic, 

and they are discarded by the digestive tract. Usually 
they become impacted in zones of angles of the digestive 
tract or sphincters such as the pharynx, esophagus, 
pylorus, duodenum where most of them can be managed 
endoscopically, or in the colon at the ileo-caecal valve 
or the sigmoid. The delay in passing the cardia and the 
duodenum makes correlation with later symptoms difficult, 
because patients usually do not remember the time of 
ingestion. In contrast to a gastro-duodenal perforation 
by a foreign body complicated with chemical peritonitis 
that is quite symptomatic, a colon perforation may evolve 
with a sub-acute clinical peritonitis and/or abscess 
formation; this may mean milder symptoms; adding a 
significant delay from the intake of the foreign body, the 
presentation leaves the differential diagnosis open for 
debate at admission time between emergency room (ER), 
radiology and surgeons [1,3-6]. A case series report about 
ingested radio-opaque foreign bodies describes a mean 
time for spontaneous passage through the digestive tract 
of less than 1 week in 75% of cases, with a mean hospital 
stay of 3.4 days. The same group describes endoscopic 

intervention in 20% of the remaining cases [1].
Plain radiography is limited in detecting fish 

bones [4,7,8]. Despite the superiority of the CT versus 
radiography, one author notes a sensitivity of only 
70% related to fish bone perforation due to: radiologist 
awareness and super-imposing other structures such as 
blood vessels; initial reports improved on retrospective 
reviews of images (review case images: Figures 1-4). 
In most case reports, the radiologist described the 
complications, but their etiology remained vague [9,10]. 
The same author underlines the risk of masking the 
fish bone by oral contrast agents [9]. This is in contrast 
to chicken bones; because of their size and radiologic 
characteristics they are readily diagnosed. [1,6,7,9]. There 
are debates about the use of ultrasound in select cases for 
finding the foreign object in an abdominal mass [11]. 

The management of the ingested foreign bodies 
depends on their impaction, location, shape, length 
and corrosive risk. Most objects impacted in the upper 
digestive tract (including pharynx) are very symptomatic 
but can be managed by upper digestive endoscopy or 
direct pharyngo-laryngeal approach. For objects that 
have passed the duodenum, surveillance is proposed 
with some exceptions such as magnets and batteries [12]. 
Endoscopy may be attempted in objects impacted at the 
level of the recto-sigmoid region. Different techniques 
are described, but retrieval with a polypectomy snare 
is often the case [12,13]. In the acute settings, surgery 
with extraction of the foreign body is proposed for acute 
complications such as peritonitis, hemorrhage control 
or drainage of abscesses [1,2,14,15]. Surgery is also 
recommended in cases of sharp-pointed objects that 
cannot be retrieved by endoscopy and intestinal impaction 
suggested by lack of progression for 72 hours on X-Ray 
[7,12]. Selected cases can be successfully treated by 
percutaneous abscess drainage or with antibiotics therapy 
alone [16,17]. In cases of long standing inflammation, 
a preliminary antibiotic therapy could reduce the local 
inflammation, thus facilitating surgical debridement and 
extraction [2,4,8,16,17]. The most important is to remove 
any suspicion of digestive tumor or inflammatory bower 
disease [6,15,18,19].

In this case, the initial supposition was an intra-
abdominal abscess of unknown etiology that did not 
respond favorably to medical treatment. Local complication 
following the sleeve gastrectomy the patient had some 
10 years beforehand was highly improbable because of 
the asymptomatic time span between the two. No other 
infection site was found, so the cause for the associated 
progressive sepsis was associated with the perforation of 
the colon. In the possible context of a malignant mass, 
foreign body or diverticulitis, surgery was prioritized. 
Because we could not exclude a malignant tumor of the 
colon or of the tail of the pancreas, the surgeons opted 
for an oncological approach of the mass, as recommended 
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[15,19]. Retrospectively, the patient recalled eating fish 
the week before; the review of the images confirmed the 
fish bone fine appearance that could be mistaken for a 
blood vessel in contrast CT imaging. 

We could not perform the coloscopy to eliminate a 
colonic malignant process as a standard procedure in other 
case reports [6,20]. The patient had no personal or family 
risk factors for colorectal cancer and the progressive 
sepsis raised the suspicion of possible colon perforation 
with peritonitis that contraindicated the preparation and 
the colonoscopy.

We found one other case report of splenic flexure 
perforation by a wooden toothpick that was managed 
endoscopically by snare-extraction because part of the 
toothpick was still inside the colonic lumen. The post-
endoscopy micro-perforation and pneumo-peritoneum 
were successfully treated conservatively with antibiotics 
[20]. A similar case to ours describes the extra-colonic 
migration of a fish bone to the spleen complicated with 
a hematoma and indication of surgical intervention [21]. 
Another group of authors describe a similar approach to 
ours in a pediatric patient [22].

The case report was written following CARE 
guidelines [23].

Conclusion
In conclusion, fish bones remain the most frequent 

ingested (dietary) foreign body; they may cause atypical 
ER presentations, frequently omitted by patients if there 
are delayed symptoms, and they could lead to possible 
high-risk complications which need to be addressed by 
surgeons.

Learning points
This case highlights the differential diagnosis of a 

pericolic abscess, while clinical progression dictates the 
diagnostic and therapeutic approach.

Ingestion of a foreign body has a variety of modes 
of presentation, including acute or an insidious onset, as 
well as symptomatic complications; however, most of the 
foreign bodies pass the digestive tract asymptomatically.

Management of the complications of ingestion of 
a foreign body should be guided by a clinical setting and 
radiological imaging and can include both open and/or 
intraluminal techniques.
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