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Abstract
Foreign body ingestion is a common reason for consultation to the 
Gastroenterology Service. Most of these bodies pass through the diges-
tive tract spontaneously and, in some cases, may cause complications 
such as obstruction or perforation. Early diagnosis is crucial to establish 
immediate conservative or surgical therapy. The following is the case of a 
67-year-old patient admitted to the Emergency Department due to abdo-
minal pain of 16 days of evolution. Since an over-infected gastric tumor 
was suspected, an upper gastrointestinal endoscopy was requested for 
biopsy. Strikingly, a 3.5cm fish bone was removed without complications. 
Gastric abscess was treated subsequently with antibiotics for 14 days, 
obtaining a good clinical outcome. 
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INTRODUCTION

Foreign body ingestion is one of the reasons for consultation 
in the gastroenterology service, being fish bone ingestion the 
most frequent. Long and sharp-pointed fish bones can cause 
complications in 1 % to 5 % of cases, requiring endoscopic 
and, in some cases, surgical extraction (1). The perforation 
of the gastrointestinal tract by fish bone occurs in less than 
1% of cases. The mortality rate is unknown, but death due 
to fish bone ingestion-related complications has been rarely 
reported (2-5). In adults, its incidence is higher in people 
with intellectual disability or psychiatric disorders.

Poor dentition or inadequate chewing of food are clear 
risk factors. Dental prostheses fail to replace dentition, 
which affects the discriminative touch sensitivity of the oral 
cavity. Bad eyesight becomes another risk factor that often 
coexists in these people (3). Approximately 50 % of ingested 
fish bones remain stuck in the esophagus and about 26 %  
reach the stomach; once in the stomach, they are usually 
expelled spontaneously; a low percentage remains stuck in 
the gastrointestinal mucosa due to they being sharp or having 
a large size. Fish bone impaction occurs most frequently in 
the prepyloric region and the ileocecal valve, since they are 
areas with a greater physiological stenosis (4).
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Intestinal perforation by fish bone ingestion diagnosis 
is frequently confused with some of the most common 
diseases, such as acute appendicitis or acute diverticulitis. 
Likewise, failure to make a causal association is also fre-
quent due to the time usually elapsed between fish bone 
ingestion and the onset of symptoms, which are usually 
non-specific, including fever, malaise and abdominal pain, 
and later worsen until localized peritonitis occurs (5). 
Endoscopy is a rapid diagnostic and therapeutic method 
that allows reducing morbidity. The removal of foreign 
bodies through endoscopy allows identifying the object, 
assessing the condition of the underlying mucosa, and veri-
fying if the foreign body has caused any complication (5).

In the case of bowel perforation caused by a fish bone 
there are basically two outcome possibilities: the perfora-
tion is located and bowel adhesion formation is triggered 
by the defense mechanisms of the peritoneal cavity, or 
peritonitis secondary to perforation occurs. Escherichia coli, 
Streptococcus, Enterobacter spp, Klebsiella spp, Enterococcus 
spp, Pseudomonas aeruginosa, Proteus spp, Staphylococcus 
aureus and Staphylococcus epidermidis are germs frequently 
found. Antibiotic treatment must be started before perfor-
ming the surgery or the endoscopic procedure, and must be 
continued after the procedure and modified according to 
the results of the cultures and the evolution of the patient’s 
clinical condition (5). 

The case of a patient in which fish bone ingestion led to 
intestinal perforation and a gastric abscess that were suc-
cessfully managed endoscopically and with antibiotic the-
rapy is presented in this paper.

CLINICAL CASE PRESENTATION

This is the case of a 67-year-old female patient, without any 
relevant history of disease, who was admitted to the emer-
gency department due to having experienced upper left 
abdominal pain, chills, lack of appetite and an approxima-
tely 6 kg weight loss for nearly 16 days. The following diag-
nostic studies were performed: initially, an upper gastroin-
testinal endoscopy showing a lesion in the extrinsic slope 
of the greater curvature, with a suspected 5cm subepithelial 
lesion in front of the extrinsic compression, with normal 
adjacent mucosa; an abdominal ultrasound showing ima-
ges of stomach bed thickening with echogenic images that 
invade the light and the posterior acoustic shadow; a colo-
noscopy in which diverticulosis and a suspected superinfec-
ted tumor were reported, and for which an abdominal CT 
scan was performed, where an apparently solid exophytic 
mass with soft tissue density was found in relation to the 
greater curvature of the stomach. Based on these findings, 
gastrointestinal stromal tumors (GISTs) and foreign body 
reaction (Figure 1) were considered as possible diagnoses. 

Tumor markers were negative; leukocytosis and anemia 
were not reported in the complete blood count test, and 
the patient had elevated CRP levels (172.9).

Figure 1. Contrast enhanced abdominal CT scan.

A second upper endoscopy was performed to determine 
the location of the mass and to take samples for perfor-
ming biopsies. A severe thickening of the greater curva-
ture mucosa with a large erythema was observed during 
the endoscopic procedure. Multiple samples for biopsy 
purposes were taken and, surprisingly, a 3.5 cm fish bone 
was extracted (Figures 2 and 3). Subsequently, antibiotic 
treatment for gastric abscess was started and the patient 
was asked again if she had eaten fish within the last month 
or months, however she denied it; a follow-up abdominal 
CT scan showed the size of the lesion had been reduced, as 
well as the presence of scarce fluid, thus drainage was not 
necessary (Figure 4). Antibiotic treatment was completed 
and there was no evidence of the abscess in a control abdo-
minal ultrasound.

DISCUSSION

Foreign body ingestion is a frequent reason for consultation 
in emergency departments, and the second most common 
indication for urgent upper endoscopy (4-9). It has been 
described that 80-90% of foreign bodies can pass through 
the gastrointestinal tract without causing any complica-
tions (3), and that only 1% can generate abscesses or per-
forations, being fish bones the main cause of such compli-
cations (2-5). Unlike in the pediatric population, in which 
the ingestion of foreign bodies such as coins, buttons, bat-
teries and plastic objects is frequent, in adults, the ingestion 
of organic bodies such as food pellets, fish bones and bones 
is more common (6-10); this is due to the fact that most of 
foreign body ingestion cases in adults occur in those with 
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The highest percentage of gastrointestinal perforations 
caused by fish bones occurs in the esophagus (approximately 
50 % of cases); despite this, aortic rupture is a rare compli-
cation. Benítez (11) reported two aortic rupture cases in 
which the patients died due to an aortoesophageal fistula, 
which reaches 22%; this is why making a timely diagno-
sis and identifying the location of the lesion is important, 
as this will contribute to improving the prognosis of these 
patients. Only 26% of ingested foreign bodies remain impac-
ted in the gastric mucosa, and more frequently they can lead 
to complications such as abscesses, perforation and fistulas 
(4, 6, 7, 10). In children, ingested foreign bodies are usua-
lly located in the airway; besides, according to the location 
of the foreign body, symptoms may range from cough until 
respiratory distress. In these cases, bronchoscopy is indica-
ted as it is a diagnostic, therapeutic, and safe procedure; this 
way, bronchoscopy has become the gold standard to extract 
foreign bodies in children, and delaying this procedure could 
increase the risk of complications (12-14).

Reaching a timely diagnosis decreases the morbidity and 
mortality; in some cases, patients may present with atypical 
and non-specific symptoms that hinder the identification 
of the lesion, especially when there is no a clear history of 
foreign body ingestion. In the case reported here, symptoms 
were not very specific and the patient did not report having 
eaten fish within the last months prior to the onset of the 
symptoms, which led to a wrong diagnosis; furthermore, the 
time of onset of the symptoms was not immediate, since the 
patient had been experiencing them during approximately 
16 days, but the time elapsed between fish consumption 
and symptoms onset was unknown. Garrido (1) reported a 
similar case of gastric perforation caused by a foreign body 
of long permanence in a patient who presented with acute 
abdomen as initial symptom and in which the foreign body 
had been stuck for approximately 14 years and who sub-
sequently required surgical management. In the first case 
reported by Benítez (11), symptom onset occurred 12 days 
after the involuntary ingestion of a fish bone.

Using diagnostic aids is indispensable in any patient with 
suspected foreign body ingestion; plain X-rays are useful 
in cases of radiopaque objects ingestion to identify signs 
of perforation, such as the presence of free air under the 
diaphragm, in the mediastinum, the retroperitoneum or in 
cervical subcutaneous areas (15). However, in fish bone 
ingestion cases, plain X-ray are not very useful, sincer f﻿ish 
bones are not radiopaque and they are hidden by soft tis-
sues and the edema produced around the foreign body. 
CT, besides allowing the observation of non-radiopaque 
bodies, is very useful to identify the segment where the 
body is located. Due to its high sensitivity (100%) and 
specificity (93.7%) using it as the initial diagnostic test is 
recommended (8, 11, 16).

dental prostheses, which alter the discriminative touch sen-
sitivity of their oral cavities; besides, bad eyesight increases 
the risk of involuntary ingestion of a foreign body (3).

Figure 2. Upper gastrointestinal endoscopy.

Figure 3. Extraction of the fish bone through endoscopy.

Figure 4. Control contrast enhanced abdominal CT scan.
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of esophageal, gastric and, occasionally, bowel perforations 
were properly treated using conservative management. The 
type of antibiotic therapy is also important, in particular 
when abscesses occur. In the case reported here, the patient 
underwent gram-positive and gram-negative germs anti-
biotic therapy during 14 days, showing an adequate clinical 
response (5).

Finally, in fish bone ingestion cases, conservative manage-
ment by means of endoscopic extraction is frequent, since it 
is the treatment option with the lowest risk of morbidity and 
mortality. In the case abscesses and peritonitis are develo-
ped, establishing an antibiotic therapy regimen is necessary.
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Endoscopic procedures, both upper and lower endosco-
pies, are absolutely contraindicated when the occurrence of 
perforation is confirmed, as these are challenging and high 
risk procedures, especially when foreign bodies are sharp 
and can cause perforation and bleeding; another risk fac-
tor is the lack of fasting, which can lead to complications 
such as pulmonary aspiration, which in turn worsens the 
patient’s condition (12). Somehow, conservative manage-
ment of small perforations is well documented, as long as 
there are no open perforations or peritonitis. Endoscopic 
techniques have been perfected over time and, in this sense, 
these procedures have become more important in these 
cases, as they allow both the diagnosis and the removal of 
the foreign body. In general, these cases have been traditio-
nally managed through surgery, which has been associated 
with very high morbidity and mortality rates (55% to 78%). 
However, the publication of cases in which endoscopy has 
been used has increased, as this procedure is less aggressive 
and has a high efficacy in solving this health problem (4, 
9-11, 15-18). According to Rosón et al. (4), several cases 

REFERENCES

1.	 Garrido R, Verástegui T, Huanqui J, Cárdenas B. 
Abdomen agudo debido a perforación gástrica por cuerpo 
extraño de larga permanencia. Rev Gastroenterol Perú. 
2012;32(1):84-7.

2.	 Mutlu A, Uysal E, Ulusoy L, Duran C, Selamoğlu D. A fish 
bone causing ileal perforation in the terminal ileum. Ulus 
Travma Acil Cerrahi Derg. 2012;18(1):89-91. https://doi.
org/10.5505/tjtes.2011.90912

3.	 Pfau PR, Ginsberg GG. Cuerpos extraños y bezoares. 
En: Feldman M, Friedman LS, Brandt LJ, eds. Sleisenger 
y Fordtran. Enfermedades Digestivas y Hepáticas, 
Fisiopatología, Diagnóstico y Tratamiento, 8ª ed. Madrid: 
Elsevier, 2008:499-513

4.	 Rosón Rodríguez P, López Ortega S, Melgarejo F, Vásquez 
Pedreño L, Fernández Castañer A. Seguridad del trata-
miento conservador de la perforación gástrica por espina 
de pescado. Gastroenterol Hepatol. 2009;32(8):552-6. 
https://doi.org/10.1016/j.gastrohep.2009.04.010

5.	 Barragán C, Rueda J, Espitia E, Uriza L, Rosselli D. 
Perforación intestinal por espina de pescado, revisión de 
la literatura científica y presentación de dos casos. Rev 
Colomb Cir. 2012;27:79-84.

6.	 Vásquez M, Rosendo Y, Rodulfo J, Camacaro O. Absceso 
retrofaríngeo por perforación esofágica con espina de pes-
cado, a propósito de un caso. GEN. 2012;66(2):120-3.

7.	 Vásquez JC, Montesinos E, Castillo L, Rojas L, Peralta J. 
Perforación Esofágica y Mediastinitis causada por Espina 
de Pescado: Reporte de 3 casos. Rev Gastroenterol Perú. 
2006;26(4):400-3.

8.	 Cañete-Celestino E, Gómez P, Núñez-Delgado Y, López-
Martín G, García-Galera A. Perforación gástrica contenida 
secundaria a peculiar cuerpo extraño. Rapd Online. 
2015;38(4):183-5.

9.	 Ríos G, Alliende F, Miquel I, Arancibia ME, Rodríguez 
L, Saelzer E. Extracción endoscópica de cuerpos extraños 
digestivos. Rev Chil Ped. 2013;84(5):505-512. http://
dx.doi.org/10.4067/S0370-41062013000500004

10.	 Núñez Ó, Sanz C, Pérez I, Holguera L, Alberdi J. 
Resolución endoscópica de perforación gástrica con pene-
tración a páncreas por espina de pescado. Gastroenterol 
Hepatol. 2018;41(9):567-8. https://doi.org/10.1016/j.
gastrohep.2017.11.002

11.	 Benítez E, Alfonso M, Lesmes MC, Barón V, Hernández O, 
Oliveros G. Perforación aorto-esofágica, diagnóstico clínico 
e imagenológico: reporte de dos casos clínicos con manejo 
endovascular. Rev Colomb Cir. 2019;34:190-8. https://
doi.org/10.30944/20117582.114

12.	 Low Kapalu C, Lantos J, Booser A, Thomson M, Attard 
T. Preventing Self-Harm From Repeat Foreign-Body 
Ingestion. Pediatrics. 2020;145(1):e20191515. https://
doi.org/10.1542/peds.2019-1515

13.	 Palmer J, Osario C, Madriñán J, Montalvo A, Dr. Uro 
H. Extracción broncoscópica de cuerpos extraños en 
la vía aérea. Diez años de experiencia. Acta Pediatr 
Mex. 2010;31(3):102-107. https://doi.org/10.18233/
APM31No3pp102-107



119Gastric perforation caused by fish bone. Case report and literature review

17.	 Fernández Landaluce A. Triaje de urgencias de pediatría. 
En: Protocolos diagnósticos y terapéuticos de Medicina 
Pediátrica de Urgencias. 3.ª edición. Sociedad Española de 
Urgencias de Pediatría (SEUP); 2019. p. 1-14.

18.	 ASGE Standards of Practice Committee, Ikenberry SO, 
Jue TL, Anderson MA, Appalaneni V, Banerjee S, Ben-
Menachem T, Decker GA, Fanelli RD, Fisher LR, Fukami 
N, Harrison ME, Jain R, Khan KM, Krinsky ML, Maple 
JT, Sharaf R, Strohmeyer L, Dominitz JA. Management of 
ingested foreign bodies and food impactions. Gastrointest 
Endosc. 2011;73(6):1085-91. https://doi.org/10.1016/j.
gie.2010.11.010

14.	 Doniz M, Illodo G, Pereira D, Padín L, López J, Bujanda A, 
Diz JC. Obstrucción glótica por cuerpo extraño en un niño. 
Rev Chil Anest. 2010;39(4):311-4.

15.	 Lee JH, Kim HC, Yang DM, Kim SW, Jin W, Park SJ, Kim 
HJ. What is the role of plain radiography in patients with 
foreign bodies in the gastrointestinal tract? Clin Imaging. 
2012;36(5):447-54. https://doi.org/10.1016/j.clini-
mag.2011.11.017

16.	 Maluenda, C, Varea, V, Bodas A. Ingesta de cuerpos 
extraños. En: Protocolos diagnóstico-terapéuticos de 
Gastroenterología, Hepatología y Nutrición Pediátrica. 
Madrid: Ergon; 2010. p. 131-4.


