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1. Abstract
Fish bone bowel perforation has been shown as a major cause of 
presentation in the emergency room, even though most dietary for-
eign bodies are passed unnoticed. This a case report of a couple of 
patients who presented at the emergency room with acute abdomi-
nal pain. Both patients had no memory of recently swallowing any 
fish bone. Case 1 showed moderate right upper quadrant tender-
ness and hepatomegaly, while case 2 had paraumbilical tenderness 
and guarding. On CT imaging both patients demonstrated intraab-
dominal abscesses: in the liver for case 1, and intraperitoneal and 
anterior abdominal wall for case 2. Linear hyperdense structure 
of calcific density (HU 93-151) was seen in each intraabdominal 
abscess collection, and an abutting adjacent bowel loop. These im-
aging findings were confirmed during surgical intervention: lapa-
roscopic hepatic abscess drainage and laparotomy/anterior abdom-
inal wall repair respectively for case 1 and case 2.

2. Clinical Presentation
2.1. Case 1

The patient is a 40year old male who presented with acute abdom-
inal pain of two days duration and a prior melaena of one month. 
Patient had previous Bariatric surgery and cholecystectomy. Clin-
ical examination revealed right upper quadrant tenderness and he-
patomegaly. No jaundice was observed. Initial laboratory assays 

showed anaemia and thrombocytosis. Computed tomography 
(CT)- precontrast, arterial phase, portal venous phase and delayed 
series- were acquired. The precontrast series show a hypodense 
area in the left hepatic lobe with a hyperdense linear structure of 
calcific density (HU 93-131) centrally, touching the adjacent small 
bowel (jejunum) which abuts the liver (Figure 1). On contrast (ar-
terial, portal venous and delayed) series this lesion demonstrated 
double target sign: central hypodense area, enhancing thick cap-
sule and peripheral hypodense ring. All these are in keeping with a 
liver abscess from a fish bone intestinal perforation. No free intra-
peritoneal fluid or gas is however seen (Figure 2).

Figure 1: Images A and B are respectively axial and coronal non contrast 
CT images showing a hypodense collection in the left hepatic lobe with 
a hyperdense punctate/linear structure (fish bone FB) within it. A small 
bowel loop abuts the left liver lobe.
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Figure 2: This shows axial arterial (A), portal venous (B) and delayed (c) phases images. Each demonstrates a double target sign of the liver abscess, 
with early enhancement of the abscess and peripheral hypodense ring. The foreign body is seen centrally in each image.

2.2. Case 2

A 66year old known hypertensive and diabetic female who present-
ed at the emergency room with moderate abdominal pain of about 
12hours duration. Clinical examination demonstrated paraum-
bilical tenderness and guarding. Positive irreducible paraumbili-
cal hernia was also noted. An initial assessment of strangulated 
paraumbilical hernia was made. She later had precontrast and con-
trast (portal venous) computed tomography (CT). These showed 

a peripherally enhancing hypodense collection in the left anterior 
paramedian intraperitoneal cavity anteroinferior to the transverse 
colon, in keeping with an abscess collection. There is stranding of 
the surrounding mesentery. An oblique vertically oriented hyper-
dense linear structure (HU 107-151), measuring about 2.5cm is 
noted within it, pointing toward the aforementioned colon (Figure 
3). The abscess is abutting and extending into left rectus sheath, 
which also shows ring enhancing hypodense collections (abscess) 
(Figure 4). No free intraperitoneal gas is seen.

Figure 3: Image A is an axial contrast CT showing a left paramedian anterior intraperitoneal abscess with an internal fish bone FB seen as a dot-like 
calcific structure. The abscess shows minimal peripheral enhancement and abutting/involving the rectus sheath. Image B is a coronal precontract CT 
showing the first bone FB as a linear hyperdense structure within the abscess and relative expansion and irregularity of the left rectus sheath. Stranding 
of the mesenteric and anterior abdominal fat is seen in both images.
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Figure 4: A sagittal contrast CT image showing ring-enhancing hypodense collections in the rectus sheath with stranding of its surrounding subcuta-
neous fat.

2.3. Surgical Management

Case 1: the patient had laparoscopic drainage of about 10ml of the 
hepatic frank pus collection and extraction of two fish bones. Ad-
hesiolysis was performed for the stomach and small bowel which 
were adherent to the liver. There was no demonstrable bowel per-
foration at surgery. Samples were sent for pathological analysis.

Case 2: an open laparotomy was done. The intraperitoneal and an-
terior abdominal wall abscesses were drained.  The omental ab-
scess cavity measured about 4x4cm in dimension. The necrotic 
anterior abdominal wall muscle and fascia were repaired. Partial 
omentectomy was done. A 3.0cm fish bone were seen within the 
omental abscess collection (Figure 5). The herniating small bowel 
through the paraumbilical anterior abdominal wall was reduced. 
No bowel perforation was seen at the time of surgery.

Figure 5: Image A showed the abscess bed on the omentum, while image B showed the partially excised omentum with fish bone picked by the forceps 
in the abscess bed.
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3. Discussion
Despite the fact that most ingested foreign bodies (FB) are passed 
uneventfully, the commonest forms of foreign bodies are food-re-
lated, especially toothpicks and fish bones [1]. Swallowed tooth 
brush had also been reported as an aetiology of bowel perfora-
tion [2]. Patients with bowel perforation due to dietary FB often 
have no memory of inadvertently swallowing the material [1, 3, 4]. 
Even though the ileum is the most prevalent location for intestinal 
perforation by fish bone [4-7], the jejunum appears to be the next 
susceptible site for perforation [1]. The closest bowel loops in the 
index cases are jejunum and transverse colon, respectively for case 
1 and case 2. A jejunal fish bone perforation similar to our case 1 
had been reported by Choi et al [8].

The index cases presented with acute abdominal pain which is a 
usual but non-specific presentation, as also documented in previ-
ous studies. Other usual GI symptoms such as nausea, vomiting 
and diarrhoea were however not seen in the cases under study [1, 
3-7, 9].

Unlike some previous reports by Pulat et al, Goh et al and Hsu et 
al in which the site of bowel perforation was seen intraoperatively 
as direct visualisation of the fish bone through the bowel wall or 
a perforated intestinal wall, there was no evidence of intraperi-
toneal free gas or obvious bowel perforation in these cases [1, 5, 
7]. Shahid et al reported a similar lack of pneumoperitoneum, but 
in contrast demonstrated no abscess formation in all their studied 
patients [6].

Unpopular anterior abdominal wall abscess formation was docu-
mented in very few cases by Goh et al, just as in the case 2. This 
is likely dependent on the proximity of the primary collection or 
foreign body to the abdominal wall [1].

Similar to the culprit (fish bone FB) of the liver abscess in case 1, 
Santos et al was able to review several literature which had pre-
viously reported hepatic abscess as a result of FB, predominantly 
fish bone, tooth pick and chicken bone [10].

4. Conclusion 
Because of the usual ‘no-memory’ of ingestion of dietary foreign 
body, the Radiologist must have a high index of suspicion when an 
unusual linear hyperdense structure is sighted adjacent to a bowel 
loop- in an unusual location (such as liver or other viscera), with 
a surrounding mesenteric fat stranding or within an abscess col-
lection.
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