
The ingestion of foreign objects is 
a common problem in clinical prac-
tice. However most of the ingested 
objects pass through the gastroin-
testinal tract without any problems 
within a week (1). Perforation in the 
gastrointestinal tract is very rare and 
is only seen in about 1% of the pa-
tients ingesting a foreign object (2, 
3). Chicken bones and fish bones are 
amongst the most common acciden-
tally ingested foreign objects and are 
also the most common cause of 
bowel perforation. Fish bones are 
rarely detected radiographically as 
they aren’t always radiopaque, chick-
en bones however can be detected 
with computed tomography, when 
large enough.

Case reports

Case 1

A 67-year-old woman presented 
at the emergency ward with right 
abdominal pain of one day duration. 
On clinical examination she had a fe-
ver of 38,4° Celsius and abdominal 
distress with peritoneal signs. She 
had a known muscle dystrophia and 
lupus for which she took several 
drugs, corticoids being the most 
important. The laboratory results 
showed no other than an elevated 
white blood count and a CRP of 
9,51 mg/dl. The decision was made 

eign object, perforating the antral 
wall of the stomach, but no free air in 
the peritoneal cavity. The surgeons 
performed a medial laparotomy and 
dissected a pheasant bone of ap-
proximately 4 cm in an inflamed 
area of the stomach. Thereafter an 
omentoplasty was performed and 
the patient left the hospital ten days 
later after treatment with intra
venous antibiotics. 

to perform an abdominal CT scan 
after admission of intravenous con-
trast, in the portovenous phase 
(Fig. 1, 2). This clearly shows a for-
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Fig. 1. — CT scan with intravenous contrast in the portove-
nous phase: coronal reconstruction shows a dense foreign ob-
ject (arrow) perforating the antral gastric wall. The perforation is 
covered and gastric wall is thickened and hypodense, suggest-
ing inflammation.
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perilesional inflammation and 
thrombosis of main portal vein. 
Some free air in the hilar region, sug-
gesting some degree of cholangitis. 
This patient was treated conserva-
tively with antibiotics and therapeu-
tic dosed low molecular weight hep-
arines. After two months, this septic 
trombophlebitis of the main portal 
vein resolved. After conservative 
management there was a spontane-
ous evacuation of the foreign object 
without any residual inflammation.

Case 4

A 53-year old man presented at 
the emergency room with malaise, 
fatigue, night sweats, diffuse pain, 
arthralgia. the patient had a fever of 
unknown cause. Clinical examina-
tion was negative. Laboratory results 
showed an elevated C-reactive pro-
tein We performed a CT scan with 
intravenous contrast in the portove-
nous phase (Fig. 7, 8). This showed a 
foreign object that perforated 
through the stomach with important 

Case 2

A 79-year old woman was referred 
by gastroenterologist for a virtual 
colonoscopy. She already com-
plained of abdominal pain and anal 
blood loss for several days. She had 
a known history of recidivating di-
verticulitis for several years. The vir-
tual colonoscopy was performed af-
ter the admission of intravenous 
contrast and rectal air insufflation in 
the portovenous phase (Fig. 3, 4). 
The foreign object lied in the centre 
of and is the base of the accompany-
ing diverticulitis. This foreign object 
was simply removed by colonosco-
py and identified as a small fish 
bone. Afterwards the patient was 
further treated for diverticulitis with 
antibiotics.

Case 3

A 77-year old man presented at 
the emergency ward with severe left 
abdominal pain of two days dura-
tion. He is a known COPD patient and 
already underwent a gastrectomy af-
ter several gastric ulcerations. He 
had no fever, but he did have clear 
peritoneal signs. Laboratory results 
showed and elevated white blood 
count (16800/mm³) and C-reactive 
protein (11,53 mg/dl). We performed 
a CT scan with intravenous contrast 
in the portovenous phase (Fig. 5, 6).

He was immediately operated on, 
a laparotomy for partial colectomy 
was performed. In the dissected 
colon they retrieved a sharp wooden 
meat stick. After antibiotic therapy of 
several days, the patient could return 
home.

Fig. 2. — CT scan with intravenous contrast in the portove-
nous phase: the axial MIP (maximum intensity projection) recon-
struction shows the foreign object (arrow) in close proximity of 
the liver and biliary ducts. Fig. 3. — CT scan with intravenous contrast in the portove-

nous phase: coronal reconstruction shows a foreign object 
(arrow) in a thickened sigmoid wall. 

Fig. 4. — CT scan with intravenous contrast in the portove-
nous phase: axial image shows the foreign object (arrow) in the 
thickened sigmoid wall with accompanying fatty infiltration as a 
sign of inflammation. Clearly several sigmoid diverticula are 
seen on this slide.

huyskens-.indd   28 19/02/15   15:53



	 GI COMPLICATIONS OF INGESTION OF FOREIGN OBJECTS — HUYSKENS et al	 29

vanilla stick. After a consecutive 
treatment of 10 days with antibiotics, 
the woman remained asymptomatic.

Discussion

A wide variety of offending for-
eign objects have been reported to 
result in perforation, including chick-
en bones, fish bones, metallic ob-
jects and toothpicks. Most perfora-
tions occur at narrowings or 
angulations such as ileocecal and 
rectosigmoid junctions, with approx-
imately 83% occur at the ileum (4-6). 

To make the diagnosis, clinical 
suspicion must be high, because 

moidal wall with associated focal di-
verticultitis of the sigmoid. In first 
instance, the object could not be re-
moved endoscopically because of 
the inflammation. After a period of 
conservative treatment with antibiot-
ics, the object was removed endo-
scopically. On macroscopical exami-
nation the object was identified as a 

Case 5

A 81-year-old woman was re-
ferred to a gastroenterologist by her 
clinician because she could not sit 
comfortable for several months. We 
performed a CT scan with intrave-
nous contrast in the portovenous 
phase (Fig. 9, 10, 11). This shows a 
foreign object, perforating the sig-

Fig. 5. — CT scan with intravenous contrast in the portove-
nous phase: axial reconstructions shows a low density foreign 
object (arrow), perforation the bowel wall of the descending 
colon. Note the extensive diverticulosis of the sigmoid and 
descending colon.

Fig. 7. — CT scan with intravenous contrast in the portove-
nous phase: coronal reconstruction shows the foreign object 
(arrow), perforating through the antral wall. Hypodense main 
portal vein without contrast, suggesting thrombosis.

Fig. 8. — CT scan with intravenous contrast in the portove-
nous phase: coronal reconstruction shows the foreign object, 
perforating through the antral wall with perilesional hypodense 
tissue, ie inflammation. Free air in the hilar region suggesting 
cholangitis.

Fig. 6. — CT scan with intravenous contrast in the portove-
nous phase: coronal reconstruction shows the low density 
foreign object (arrow) in the wall of the inflamed wall of the 
descending colon. Again note the diverticulosis.
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Ultraound can be very useful, es-
pecially in young children, where an 
ingested object can obstruct the 
gastric outlet, causing persisting 
vomiting and dehydration (11). 
Sometimes a foreign object can be 
visualized sonographically more dis-
tal, for example at the ileocaecal 
valve. Children tend to ingest plastic 
or wooden toys, making convention-
al radiography or CT less useful. 
Ultrasound is not dependent on the 
radiographic density and it does not 
involve ionizing radiation. 

As illustrated in three of our cases, 
perforation of a foreign object was 
accompanied by the presence of di-
verticulitis around the site of perfora-
tion. Therefore it could be a possible 
cause of diverticulitis. As diverticulo-
sis is very common, with a preva-
lence of more than 50% above the 
age of 60 (10), it is very likely that the 
ingestion of foreign objects is a trig-
ger for the occurrence of diverticuli-
tis. Before this report, this was not 
yet described, to our knowledge. 
Maybe in the future it will be de-
scribed more, as CT is more widely 
used for the diagnosis of diverticuli-
tis, as long as we look for it, and also 
keeping in mind that the foreign ob-
ject causing the perforation of diver-
ticulum may already passed with the 
stool.
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Fig. 9. — CT scan with intravenous contrast in the portove-
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object (arrow).
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