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Fish Bone Perforation Mimicking Acute Appendicitis
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Abstract

Fish bone ingestion is relatively common, however, resultant per-
foration of the small bowel is fortunately rare. We present a case of 
a 48-year-old gentleman who attended our emergency department 
complaining of severe, unrelenting right lower abdominal pain for 
the preceding five hours. CT scanning suggested a perforated ap-
pendix however at operation the appendix was normal. Several 
loops of small bowel walling off an inter-loop abscess and a fish-
bone were discovered in the washout fluid. A diagnosis of small 
bowel fish bone perforation was made intra-operatively and the pa-
tient subsequently made a full recovery without the need for bowel 
resection. We present this as a rare case of small bowel perforation 
by a fish bone where the site of perforation was unidentifiable but 
was treated successfully without the need for bowel resection.
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Introduction

Fish bone ingestion is very common however resultant bowel 
perforation is rare. Rarer still is managing such a complica-
tion without the need for bowel resection. This case reflects 
upon the importance of history taking, judicious examination 
of pre-operative imaging and uniquely where perforation is 

suspected but a site unidentifiable intra-operatively due to 
the risk of causing further harm, such perforation can be suc-
cessfully managed without bowel resection.

 
Case Report

A 48-year-old Caucasian gentleman presented to the Emer-
gency Department complaining of lower right abdominal 
pain. He described this as being constant since coming on 
suddenly five hours previously. He felt feverish, but had no 
history of nausea or vomiting.  He had opened his bowels 
normally prior to the onset of pain.  His past medical history 
included alcoholism for the past seven years after the unex-
pected death of his young son, drinking approximately one 
litre of whisky per day. He was diagnosed with gallstones 
two years previously but had been asymptomatic.

On examination the patient was flushed and sweaty. He 
was febrile with a temperature of 38 °C and tachycardic with 
a heart rate of 105 beats per minute.  He had localised peri-
tonism in the right iliac fossa. There was the clinical impres-
sion of a mass in the right lower zone. His urine and rec-
tal examinations were unremarkable. His plain radiographs 
demonstrated no free air or radiographic evidence of bowel 
obstruction. 
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Figure 1. This is an axial section from the CT scan demonstrat-
ing the large amount of inflammatory change within the right 
iliac fossa.
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His blood tests showed both a raised white cell count of 
10.6 and a raised CRP of 109 with a normal amylase of 31. 
His liver function tests   demonstrated a raised bilirubin at 42 
with an  ALP of 110 and  ALT 37. His arterial blood gas was 
unremarkable.

A CT scan was requested to investigate the nature of the 
mass and it demonstrated significant inflammatory change 
around the right iliac fossa (Fig. 1) and the region of the cae-
cum. The appendix was not identifiable on the CT scan (Fig. 
2). A presumptive diagnosis of a perforated appendix was 
made and the patient proceeded to diagnostic laparoscopy 
and laparotomy. 

Under anaesthetic, on examination a mass could eas-
ily be felt in the right iliac fossa. At laparoscopy there was 
free pus in the pelvis and several small bowel loops fixed in 
the right abdominal area walling off a large abscess cavity. 
The appendix could not be visualised. Conversion to lapa-
rotomy was performed. By careful dissection the appendix, 
which appeared normal macroscopically, was identified and 
removed in the standard fashion. A full laparotomy was per-
formed and all the solid organs appeared normal as did the 
duodenum. There was no free faeces in the abdomen. Three 
loops of distal ileum walling off an inter- loop abscess in the 
right lower abdominal compartment were separated. During 
washing out of the pus in this area a 3 cm fishbone was found 
floating in the fluid (Fig. 3).

 An intraoperative diagnosis of fish bone perforation was 
made. After a thorough and careful re-examination of the 
entire bowel no definite site of perforation could be identi-
fied. The decision was made to close the abdomen following 
copious washout, and to treat the patient with intravenous 
antibiotics.            

The patient made a rapid recovery and was discharged 
after a full course of intravenous antibiotics.  On questioning 
the patient admitted to eating fish two nights before present-
ing to the ED. A review of the pre-operative CT with coronal 
reconstruction (Fig. 4) clearly demonstrates the fish bone on 
the coronal plane reconstruction.

Discussion
  
Any insoluble ingested foreign body may potentially cause 
bowel perforation, however the most commonly uninten-
tionally ingested foreign bodies are fish bones, toothpicks, 
chicken bones and fragments of bone [1]. Perforation may 
occur at any site along the gastrointestinal tract with varying 
clinical presentations. However it must be noted that most 
ingested foreign bodies pass spontaneously through the gas-
trointestinal tract without impaction or perforation or need 
for surgical intervention.

In certain populations intentional foreign body ingestion 
is commonplace. In the largest review of ingested foreign 
bodies to date by Velitchkov et al of 542 patients from 1973 
to 1993 in Bulgaria the foreign bodies ingested that caused 
bowel perforation included spoon handles, metal wire and 
metal pins [2]. However, almost 70% of the patients were 
jail inmates and over 20% had psychiatric conditions, there-
fore caution is required when interpreting these data when 

Figure 3. This is a photo of the fish bone discovered intra-oper-
atively, the scale is in centimetres.

Figure 2. This is an axial section from the CT scan demonstrat-
ing a complex abscess with a loop of small bowel entering it.

Figure 4. This is a coronal reconstruction from the CT scan that 
in retrospect demonstrates the fish bone within a loop of small 
bowel-distal ileum. It is highlighted by the white arrow.
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considering the population as a whole. The foreign bodies 
reported in this study reflect the availability of such items 
in prisons and the fact they are radio-opaque on plain radio-
graphs.

Preoperative diagnosis is very difficult due to many fac-
tors. Goh et al. in their paper outlining the use of CT scan-
ning in the diagnosis of fish bone perforation demonstrated 
this. From 1996-2003 22 patients were identified that had 
presented with bowel perforation due to foreign body inges-
tion- of these, 15 were due to fish bones. Seven had had pre-
operative CT scans. Furthermore in only 5 of the 7 scans was 
a fishbone perforation suspected pre-operatively. Reasons 
given included the poor opacification of certain types of fish 
bone, lack of observer awareness and more technical aspects 
such as too large a CT slice thickness, movement artifact, the 
use of oral and intravenous contrast material and orientation 
of a FB with respect to an axial CT scan can all make identi-
fying fish bones extremely difficult on CT scans [3]. 

 The wide variety of potential clinical presentations is 
reflected in the literature with fish and chicken bone perfora-
tions being mistaken preoperatively for numerous conditions 
including acute appendicitis (as in our case) and perforated 
diverticulitis [4]. At the other end of the spectrum colovesi-
cal and colorectal fistulas have been reported as being caused 
by ingested chicken bones discovered at the time of surgery 
[5, 6].

Fortunately fish bone perforation is rare, however in the 
estimated 1% of all ingested foreign bodies that do cause 
bowel perforation the most common locations for perfora-
tion of the lower gastrointestinal tract are in the ileocecal and 
rectosigmoid regions [1]. It is thought this occurs due to the 
change in direction of the  intraluminal contents at these sites 
and the fact that at these points the colon is relatively fixed 
and less accommodating to intraluminal contents changing 
direction as opposed to the more mobile mesentery of the 
small bowel. 

The literature with respect to foreign body bowel perfo-
ration states the site of perforation is usually identified and 
some form of direct closure or bowel resection is performed 
[1,7]. In our case the site of perforation was not identified 
despite a thorough examination. Furthermore there was only 
localised inflammatory change in the region of the distal il-
eum without evidence of more generalised peritonitis. Our 
patient was managed with intravenous broad-spectrum anti-
biotics for one week to good effect. It is indeed fortunate that 
the fish bone was identified during the washout however this 
case demonstrates that it is not always necessary to identify 
the site of perforation if a foreign body is discovered intra-
operatively.   It is likely that given the small size and profile 
of the fishbone in this case, that the initial perforation may 
have sealed spontaneously. 

Fish bone perforation is a previously well-documented 
cause of gastrointestinal perforation [8, 9]. However, to our 
knowledge, fish bone perforation masquerading as acute ap-

pendicitis with no definite site of perforation being identified 
is novel. It is likely that the perforation had occurred in the 
distal ileum with the fibrinous reactive change involving the 
caecum leading to the clinical signs and the preoperative im-
aging suggestive of perforated appendicitis. 

The appendix histology indeed came back as micro-
scopically normal however it did show evidence of reactive 
inflammatory change.

Conclusion

Fish bone perforation of the small bowel is a rare but well 
recognised entity. We have presented a case where the site 
of perforation could not be identified intra-operatively, how-
ever, the patient made a swift and full recovery with intra-
venous antibiotics and without the need for bowel resection. 
This case demonstrates that fish bone perforations can be 
managed without the need for bowel resection following a 
full laparoscopy or laparotomy to exclude the presence of a 
macroscopic perforation. 

It must be remembered however that ingested foreign 
bodies causing gastrointestinal perforation still remains for-
tunately rare. Most ingested foreign bodies pass through the 
gastrointestinal within 1 week and are uneventfully passed 
[10].
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