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Abstract

Small bowel obstruction secondary to ingested fish bone is an exceedingly 
rare occurrence, particularly among the elderly, accounting for less than 1% 
of cases necessitating surgical intervention. This article reports a case of an 
84-year-old male who presented with acute abdominal pain and bilious vomiting 
for seven days after accidentally swallowing a fish bone. Computed Tomography 
(CT) of the abdomen and pelvis indicated sub-acute bowel obstruction, revealing 
a linear foreign body in the jejunum with a focal collection. An emergency 
exploratory laparotomy uncovered a pocket of pus containing the fish bone in 
the mesentery of the jejunum, with evidence of perforation at approximately 150 
cm distal to the duodenojejunal flexure.
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Introduction
Perforation of the gastrointestinal tract due to ingested foreign 

bodies is rare but may occur in patients with conditions such as hernia 
or Meckel’s diverticulum where the integrity of the wall tissue has 
been impaired. Small bowel perforation is more likely in individuals 
with intestinal diseases or at sites of acute angulation, such as the 
ileocecal and rectosigmoid junctions [3-5]. Ingested foreign body 
may not only cause perforation but also may cause obstruction, 
and fistula formation which may be fatal. We present a case of small 
bowel perforation due to a swallowed fish bone in a patient with no 
history of intestinal disease or prior abdominal surgery, along with 
the management approached for this uncommon condition.

Case Presentation
An 84-year-old male with diabetes and hypertension was 

admitted to the emergency room with progressive upper abdominal 
pain, bilious vomiting, and absent bowel opening for two days. 
Physical examination revealed tenderness in the left upper quadrant 
with rigidity, guarding and reduced bowel sounds. An erect 
abdominal X-ray indicated air-fluid levels in the proximal small bowel 
without evidence of pneumoperitoneum. CT scan of the abdomen 
demonstrated sub-acute bowel obstruction, transition in the distal 
jejunum, and a linear foreign body with a focal collection and diffuse 
inflammation of the jejunum and surrounding fatty tissues. This image 
was initially reported as foreign body causing perforation (Figure 1 & 
2) An emergency exploratory laparotomy was performed, revealing 
small bowel perforation with a fish bone at the mesentery of the 

jejunum, 150 cm from the ligament of Treitz. Localized inflammation 
and abscess formation were noted, prompting a segmental resection 
of the affected bowel. The remainder of the intestine appeared grossly 
normal except for the perforation site, and end-to-end anastomosis 
was performed manually. The patient experienced no complications 
during the postoperative period and was discharged after eight days. 
A retrospective history taken postsurgery revealed that the patient 
had consumed fish seven days prior to admission.

Figure 1: Axial view of CECT abdomen shows fishbone [FB] and abscess [A].
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Discussion
Fish bones account for 84% of accidentally ingested foreign bodies, 

the majority of which are excreted without surgical complications [1]. 
Only 1.0% of foreign bodies lead to intestinal perforation, typically 
at the ileal level [16,2]. Fish bones are particularly prone to cause 
perforation due to their sharp edges and elongated shapes [6]. Factors 
such as advanced age, underlying inflammatory conditions causing 
increased fragility of the intestine, rushed eating habits, inadequate 
food preparation and the presence of dental prosthetics (cause loss 
of sensation of a foreign body) can increase the risk of accidental 
ingestion of fish bones[13].

Perforation can occur anywhere in the gastrointestinal tract, 
with areas of angulation — such as the ileum, ileocecal junction, and 
rectosigmoid—being most susceptible. In segments where a change 
in direction or transition from a mobile to an immobile segment 
occurs possibility of perforation increases. The most frequent sites 
of fish bone perforation are the ileum, the ileocecal junction and the 
rectosigmoid, however it can occur in all segments of the GI tract [8]. 
While perforation may occur at other sites, including hernia sacs, 
Meckel's diverticula, or the appendix [7] our case involved a jejunal 
perforation.

Clinical presentations of fish bone perforation vary widely, 
from unnoticed passage per rectum to severe peritonitis. Common 
symptoms include abdominal pain, vomiting, fever, and occasionally 
melena or bowel obstruction [4]. Depending on the location of the 
damage, different surgical conditions may occur including localized 
abdominal abscess, colorectal, Colovesical and entervesical fistulas, 
inflammatory mass or omental pseudo-tumor and bleeding. The 
diagnosis can be challenging, often mimicking appendicitis or 
diverticulitis, and cases can occasionally be asymptomatic[14]. The 
stomach, duodenum, and colon typically exhibit delayed presentations 
compared to small bowel perforations.[7]

Diagnosing fish bone perforation preoperatively is challenging 
and rare. Various imaging techniques can aid in detection, with each 
having its distinct advantages. While abdominal X-rays may reveal 
ingested metal foreign bodies or free air in the abdomen associated 

with perforation, or the obstruction, ultrasound can detect intra-
abdominal fluid and assist in excluding differential diagnoses. CT 
scans are particularly effective in visualizing perforations caused 
by foreign bodies, highlighting mucosal wall thickening, intestinal 
obstruction, and associated abscess formation.

Role of plain film radiography is an insignificant in the detection of 
fish bones in the aerodigestive tract is as low as 32%, false negatives are 
seen in up to 47% of cases [10]. The presence of pneumoperitoneum 
is not found in many cases, because the perforation is usually caused 
by the impaction and the progressive erosion of the FB through the 
intestinal wall, allowing it to be covered by fibrin, omentum and 
adjacent loops of bowel [6]. 

Because of their high reflectivity and various background 
shadows, foreign bodies that are not radio-opaque such as fish bone or 
toothpick can be detected by US [15]. Changes in tissues surrounding 
perforations and luminal contents of superficial intestines could be 
evaluated by US. However, deeper tissues may be hard to visualise. 
The morphological properties of the patient, localization of the 
perforation, and the experience of the observer may limit the 
functionality of the ultrasonography. Computed Tomography (CT) 
yields more useful information illustrating fish bones as demarcated 
linear, calcifications [18]. Furthermore, associated CT-scan findings at 
the site of perforation include: mucosal wall thickening of the bowel, 
intestinal obstruction, pericolic fat stranding, and at times there may 
be abscess formation [10]. Abdominal CT with contrast revealed a 
typical image of the perforation caused by ingested fish bone, as 
seen in our case, the linear lesion with hyper density surrounded by 
inflamed tissues. In some cases, imagery findings can be nonspecific; 
however, the finding of a foreign body with extra-luminal pockets 
of free air or an associated mass in patients with clinical signs of 
peritonitis, mechanical bowel obstruction or pneumo-peritoneum 
strongly suggests the diagnosis of foreign body perforation [4].

The management of ingested foreign bodies depends on the 
patient's symptoms and the type and location of the object [11]. 
Surgical intervention is the preferred approach for repairing 
perforations caused by foreign bodies. In cases of complications such 
as abscesses, fistulas, or ileus, treatment may include observation, 
medical management, or radiological interventions. Laparoscopy is 
often preferred [17], although patients who are hemodynamically 
unstable or in septic shock may require laparotomy for thorough 
peritoneal lavage and bowel resection and defunctioning colostomy 
if necessary. Depending on the size of the perforation, the degree 
of contamination, the underlying condition of the bowel and the 
judgement of the surgeon, an early intervention should be taken to 
prevent further morbidity and mortality [9]. Surgical treatment of 
small intestine perforations requires surgical repair or segmental 
resection [12].

In our patient, the ingested fish bone resulted in jejunal 
perforation and localized pus collection in the mesentery, early 
presentation and early advanced imaging led for early diagnosis and 
management causing better prognosis. Following advanced imaging, a 
laparotomy was performed, and the perforated segment was resected, 
with subsequent end-to-end anastomosis. The patient's recovery was 
uneventful.

Figure 2: Coronal CECT shows fishbone [FB] and abscess [A].
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Conclusion
Fish bones are common foreign bodies in the digestive tract, 

typically passing without incident. This case underscores the 
importance of considering intestinal perforations due to fish bone 
ingestion in the differential diagnosis of acute abdominal symptoms. 
Employing appropriate imaging techniques and conducting a 
thorough patient history can lead to accurate diagnosis. Early 
identification and appropriate management are crucial for improved 
outcomes.
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