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ABSTRACT
Fishbone is the most common ingested gastrointestinal foreign matter and is less than 1% perforate. However, a ﬁshbone penetrating the gastrointestinal tract and causing granulomatous inﬂammation of the greater omentum with local suppuration is not
common. Because of the nonspeciﬁc clinical symptoms, gastrointestinal perforation may be manifested only as dull abdominal
pain, which is often ignored and timely clinical treatment may be delayed. We report a case of a 61-year male who experienced
intermittent right median ventral abdominal pain for half a year. These symptoms were the result of granulomatous inﬂammation of the greater omentum with local suppuration caused by a migrating ﬁshbone (3.5 cm in length). Finally, the ﬁshbone was
removed by exploratory laparotomy.
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INTRODUCTION
The esophagus and gastrointestinal tract are sometimes penetrated or perforated by ingested foreign bodies such as needles,
ﬁshbones, etc.1,2 Although most of the ingested foreign bodies
pass through the esophagus and gastrointestinal tract
smoothly, approximately 10% to 20% need to be removed by
endoscopy, and about 1% need surgery.3 An ingested ﬁshbone
penetrating the esophagus or gastrointestinal tract and
causing granulomatous inﬂammation with local suppuration is
a very rarely reported phenomenon.
Herein, we present a case of an ingested ﬁshbone that was
removed by laparotomy, and which caused granulomatous
inﬂammation of the greater omentum with local suppuration.

CASE REPORT
A 61-year male presented to our institution complaining of intermittent right median ventral abdominal pain for six months
which aggravated for the last three days. The patient had a
history of appendectomy more than 20 years ago but no signiﬁcant family history.
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On admission, the temperature was 36.8℃, the heart rate
was100 beats/min, the blood pressure was 135/90 mmHg, the
respiratory rate was 21 breaths/min, and the oxygen saturation
was 97% on ambient air. In the abdominal examination, a
10×10 cm mass was palpable in the right abdomen, with positive tenderness and no rebound pain. In the laboratory tests,
white blood cell count was 9100/mm3, C-reactive protein, 8.13
mg/dl, red blood count, 437×104/mm3, and amylase, 72 IU/L.
There were no other abnormalities, including occult blood in the
stool, or elevated tumor markers. Chest radiography showed no
abnormalities. Abdominal radiography showed a linear
calciﬁed structure about 3.5 × 0.2 cm in the right abdomen
(Figure 1A), and no free gas under the diaphragm. Abdominal
ultrasonography showed intestinal echo in the right mid-clavicular line in the abdominal cavity at the level of the umbilical horizontal line (Figure 1B). A magnetic resonance imaging (MRI)
scan of the abdomen showed a linear, dense foreign body, seemingly penetrating from the anterior wall of the gastric antrum.
The abnormal signal on the right side of the abdomen, likely
inﬂammatory in origin with the formation of the encapsulated
abscess was also observed (Figure 1C). Following the review of
the whole case and consideration of extraneous matter ingestion, the patient remembered eating ﬁsh 6 months back.
In the beginning, we attempted to remove the foreign
object with an endoscope but failed because it was not
found. Afterward, an exploratory laparotomy was performed
on the 6th hospitalisation day, which revealed a large mass
wrapped in the greater omentum. We carefully dissociated the
greater omentum, gastrointestinal tract, and pancreas, and
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found a ﬁshbone of approximately 3.5 cm in length wrapped in
the greater omentum (Figure 2A). Because the leak of the penetrated gastric wall was not detected during the operation, we
did not perform gastric wall-related suture repair. The ﬁshbone
was successfully removed, and intravenous cefuroxime was
used for ﬁve days. On gross examination, the foreign matter
was identiﬁed as a 3.5 cm long ﬁshbone (Figure 2B). Histopathological ﬁndings revealed an inﬂammatory response around the
ﬁshbone involving the greater omentum (Figure 2C).
The patient's pain improved after surgery and he was
discharged home on the 10th postoperative day without any
complications.

Figure 1: (A) Abdominal radiography shows a linear calciﬁed body in the
right abdomen (arrow). (B) Abdominal ultrasonography shows intestinal
echo in the right mid-clavicular line in the abdominal cavity at the level of
the umbilical horizontal line (arrow). (C) Abdominal MRI scan shows a
linear, dense foreign body wrapped by greater omentum (arrow).

Figure 2: (A) A ﬁshbone found embedded (arrow) in the greater omentum.
(B) On gross examination, the foreign object was identiﬁed as a 3.5 cm
long ﬁshbone. (C) Histopathology reveals acute inﬂammatory lesion in
the greater omentum (H&E; 40).

DISCUSSION
Foreign body ingestion by gastrointestinal route is a very
common occurrence that needs urgent diagnosis and adequate
treatment. Fishbone is one of the most common foreign bodies
ingested into our bodies.4 While most ingested foreign bodies
(80%-90%) pass through the gastrointestinal tract without any
complication, probably 10% to 20% of foreign bodies need to be
removed by endoscopy, and less than 1% perforate and need
surgery.5
In this case, we report an ingested ﬁshbone not passing
smoothly through but penetrating gastrointestinal tract and
causing granulomatous inﬂammation of the greater omentum
with local suppuration. The reason for the delayed treatment of
the patient was the neglect of minor symptoms by the patient.
According to the history of ﬁshbone intake and the MRI ﬁndings,
we were able to make an accurate diagnosis of ﬁshbone penetrating the stomach wall before the operation. Firstly, we
attempted to remove the foreign object by the endoscope but failed because it was not found. Subsequently, an emergency exploratory laparotomy was carried

out. The foreign body was removed successfully and safely by
laparotomy, and was identiﬁed as a 3.5 cm long ﬁshbone. Histopathological ﬁndings revealed an inﬂammatory response
around the ﬁshbone piercing the greater omentum.
Despite the fact that most accidentally ingested ﬁshbones
migrate distally inside the lumen, they may also remain
embedded within the thick gastric wall, migrate to other parts of
the body, perforate, and may result in abscess or granuloma
formation. We retrieved the PubMed database for case reports
of ingested ﬁshbones in the English language from January
1970 to March 2019. The retrieval results included more than
200 articles. We found that the ingested ﬁshbones can migrate
6,7
to many parts of the body, besides digestive tract perforation,
such as the thyroid gland, soft tissues of the neck, superior mediastinum, aorta, left atrium, common carotid artery, internal
8-10
jugular vein, pancreas, bile ducts, and liver. But it is exceedingly rare that the ﬁshbone penetrates through the stomach
wall, pierces the greater omentum, and results in granulomatous inﬂammation. In the present case, the ﬁshbone was
embedded in the greater omentum and was removed successfully and safely by laparotomy.
In summary, this case demonstrates that an ingested ﬁshbone
can cause granulomatous inﬂammation of the greater
omentum with local suppuration, and also indicates that timely
imaging examination is important for timely diagnosis and
management.
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