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Introduction
Ingestion of foreign bodies is very common in routine clin-

ical practice. Most of these cases occur in children, but also 
in a considerable number of psychiatric, disabled, or elderly 
patients with dentures. 80-90% of foreign bodies are sponta-
neously excreted without repercussions [1], but at least 1% of 
cases present complications such as gastrointestinal perfora-
tions, with the formation of secondary abscesses infrequent 
[2,3].

The clinical presentation is nonspecific and is often con-
fused with abdominal inflammatory processes which make 
early diagnosis difficult [4].

Abdominal CT is the initial test of choice with a sensitivity 
of 100% [5] requiring exploratory laparotomy for definitive 
diagnostic confirmation.

Clinical Case
We present the case of a male patient with a history of 

insulin-dependent type 2 DM and dyslipidaemia. He went to 
the emergency department due to a week-long fever with a 
torpid evolution despite antipyretic treatment.

In the initial examination, the patient is bradypsychic, 
tachypneic, normotensive and with a fever of 40°. Physical 
examination is unremarkable except for mild epigastric ten-
derness on palpation.

Laboratory tests show mild neutrophilia with a CRP of 18 
mg/l and a slightly altered liver profile LDH: 486 U/l, GOT: 92 
IU/l GPT: 60 IU/l, Alkaline Phosphatase: 610 IU/l, GGT: 54 IU/l, 
the rest being normal analytical parameters. Plain abdominal 
X-ray shows no abnormalities.

Given the nonspecific abdominal symptoms, an imaging 
test is requested. Initially, an abdominal ultrasound is per-

Case Report

Abstract
Ingestion of foreign bodies is very common in routine clinical practice. They are usually secreted spontaneously, but in 
a small percentage they cause complications such as gastrointestinal perforations that can migrate causing abscesses.

Given the nonspecific symptoms of these patients, it is important to take an anamnesis and complete the clinical suspicion 
with radiological tests (CT), requiring exploratory laparotomy for definitive diagnostic confirmation.

Check for
updates

formed where multiple echogenic images with a descending 
ring artifact are observed in the left liver lobe that suggests 
the presence of gas (Figure 1).

Taking these findings into account, an abdominal CT scan 
was performed that shows a 9 × 10 cm collection with air in-

         

 
Figure 1: Abdominal US: Echogenic image with descending ring 
artifact.
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Initial conservative treatment was decided with adminis-
tration of broad spectrum penicillin (Piperacilin-Tazobactam) 
and metronidazole together with drainage with ultrasound 
control.

The evolution is torpid with progressive increase of the 
abscess despite treatment with drainage and antibiotic ther-
apy (Figure 4 and Figure 5), for which an exploratory laparot-
omy was decided with cleaning of the area, finding as an inci-
dental finding a migrated chicken bone through a perforation 
produced at the level of the pylorus (Figure 6 and Figure 7).

Discussion
The incidence of intestinal perforation due to foreign 

body ingestion is less than 1% [2,3]. Sometimes after perfo-
ration they can migrate to adjacent organs with the result of 
fistulization, abscess formation or sepsis.

These perforations are usually produced by fish bones, 
followed by chicken bones or various bone fragments, in ad-
dition to other objects such as toothbrushes, toothpicks or 
dentures [4].

Perforation tends to affect bowel segments with greater 
side and peripheral enhancement that guides the diagnosis of 
liver abscess (Figure 2 and Figure 3).

         

 
Figure 2: (Axial CT no contrast).
Figure 3: (Axial CT with contrast): Hypodense focal lesion in the left liver lobe, with air bubbles in its interior compatible with liver 
abscess.

         

Figure 4 and Figure 5: (Axial CT no contrast). Control study with radiological worsening due to enlargement of the abscess.

         

 
Figure 6: CT image where a linear image of bone density is 
retrospectively observed after laparotomy identified as chicken 
bone that pierces through the pylorus.
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Exploratory laparotomy allows the final diagnosis.

Conclusion
Liver abscess due to perforation after ingestion of a for-

eign body is very rare and the symptoms are usually nonspe-
cific. This makes a high clinical suspicion necessary after a de-
tailed anamnesis, even more so when the symptoms can take 
months to appear after ingestion of the foreign body. In many 
cases, exploratory laparotomy is essential for the diagnosis.
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angulation, the most common being the ileocecal junction 
and the rectosigmoid region.

The symptoms are usually nonspecific, presenting as ab-
dominal pain, intestinal obstruction or renoureteral colic, [5] 
and it can have a variable duration, reaching months after in-
gestion [6].

The abdominal X-ray is generally nonspecific and on many 
occasions, the abdominal CT does not initially detect the for-
eign body, although it does retrospectively as it happened in 
our case. The sensitivity of abdominal CT is conditioned by 
the index of suspicion and can sometimes be confused with 
other structures such as a blood vessel [5].
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Figure 7: Migrated chicken bone.
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