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Abstract
Liver abscess is a rare complication associated with the ingestion of foreign bodies such as fish bone, which migrates to the 
liver through gastrointestinal tract. Here, we are reporting one such case of fish bone induced liver abscess that presented 
with acute small intestinal obstruction. On preoperative imaging, there was evidence of left lobe liver abscess with distal 
ileal transition point for obstruction and ascites. However, intraoperatively to our surprise, a foreign body, i.e., fish bone, was 
retrieved from liver abscess cavity, apart from ruptured liver abscess, and adhesive small bowel obstruction in distal ileum. 
This foreign body was identified later on revisiting the contrast-enhanced computed tomography abdomen post-operatively. 
We are reporting rare incidence to discuss presentation and adequate management.
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Introduction

Liver abscess caused by fish bone has been seldom reported 
in the literature. This case report spotlights a fish bone caus-
ing liver abscess and presenting as intestinal obstruction.

Case Summary

A 63-year-old lady presented to the emergency with 4 days 
history of fever, pain abdomen, obstipation, abdominal 
distension, and bilious vomiting. Patient had undergone 
treatment for acid peptic disease for pain upper abdomen 
prior to this visit. On examination, patient had tachycardia, 
abdominal distension, diffuse, tenderness, and bowel sounds 
were sluggish. On digital rectal examination, there was no 
significant abnormality detected.

On X-ray abdomen, multiple air fluid levels with dilated 
small-bowel loops were seen. Ultrasonography abdomen 
showed a relatively ill-defined anechoic to hyperechoic 
lesion with hyperechoic foci measuring approximately 
5.2 × 4.8 × 4.2 cm noted in segment III of liver in subcapsular 
location, suggestive of liver abscess with prominent bowel 

loops of 3 cm with sluggish peristalsis and mild ascites. 
CECT (contrast-enhanced computed tomography) abdomen 
showed 5 × 5 cm abscess in left lobe of liver with impend-
ing rupture, transition point seen distal to ileum. Proximal 
bowel loop dilated with mild ascites. The total leukocyte 
counts were slightly raised, 12,000. Liver function test panel 
was normal. Renal function test was deranged on admission, 
which became normal subsequently after fluid resuscitation.

Patient underwent exploratory laparotomy with peritoneal 
lavage, release of adhesive kink of terminal ileum, left lobe 
liver abscess cavity drainage, and abdominal drain place-
ment. Intraoperatively, there was pyoperitoneum with pus 
flakes over abdominal viscera. The distal ileum was kinked 
due to flimsy inter-bowel adhesions, and the proximal bowel 
loops were dilatated with collapsed distal ileal loops. There 
was a ruptured left lobe liver abscess with a linear pointed 
foreign body retrieved from the abscess cavity as shown in 
Fig. 1. In the postoperative period, the preoperative CECT 
was reviewed and there was a linear hyperdense area amidst 
the left liver lobe abscess shown in Figs. 2 and 3 which was 
missed previously. Subsequently, on histopathologic exami-
nation, the foreign body was suggestive of a calcified bone. 
However, there was no evidence of any perforation in the 
stomach or any other part of the gut, probably due to healing 
of fistula tract. The patient was monitored and subsequently 
discharged on day 5 postoperatively after recovery. *	 Ankita Singh 
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Discussion

Liver abscess is a rare complication associated with the 
ingestion of foreign bodies, such as fish bone. The fish 

bone migrates from luminal GIT (gastrointestinal tract) 
to liver. There are about 53 cases reported in English lit-
erature [1]. Out of which 36 of them had left lobe liver 
abscess probably due to migration from stomach. The 
most common presenting symptom was epigastric pain 
and fever [1]. Our patient presented with features of intes-
tinal obstruction with liver abscess. All the cases were 
diagnosed preoperatively on imaging for fish bone induced 
liver abscess. Most of the patients underwent either 
surgery or image-guided drainage, while few patients 
received conservative treatment and the fish bone were left 
in situ. Among these patients, eight of them had duodenal 
perforation and 17 had stomach perforation. In the rest, 
site of perforation was not available, similar to our case. 
Probably the fish bone ingestion incident was old enough 
for the healing of the fistula tract. Upper gastrointestinal 
endoscopy was not performed as our patient presented 
with intestinal obstruction.

Patients who underwent formal laparotomy and lavage 
had short-term hospital stay than those who underwent 
image-guided laparotomy [2]. For patients, undergoing 
percutaneous drainage of the abscess, the foreign body 
persisted, thus endoscopic removal of the foreign body 
done to avoid recurrence [3]. Migrated foreign bodies from 
the GIT cause other intra-abdominal abscess as well [4]. 
The fistula tracts between stomach and the left lobe of liver 
were identified as a fibrous tract along with fish bone or 
regional phlegmon with embedded foreign body in stom-
ach [2, 5]. The foreign body which causes liver abscess 
are associated with normal oral flora, with streptococcus 
being the most common [6], unlike the other pyogenic 
liver abscess which are usually caused by E. coli and Kleb-
siella spp.

Fig. 1   Fish bone retrieved from the liver abscess cavity intraopera-
tively

Fig. 2   CECT abdomen showing left liver lobe abscess with foreign 
body in situ. Red arrow tip pointing at it

Fig. 3   CECT showing left liver lobe abscess with foreign body 
in situ. Red arrow tip pointing at it
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Conclusion

This is the first case reporting small-bowel obstruction 
associated with liver abscess probably due to migration of 
ingested fish bone from gastrointestinal tract. A history of 
foreign body ingestion in the past and any episode of chok-
ing may raise suspicion preoperatively. The imaging may or 
may not be able to identify foreign bodies in all such cases 
of liver abscess. However, the presence of fistulization from 
gastrointestinal tract to liver should raise suspicion and any 
connection should be searched for during surgery and man-
aged accordingly. It is important to identify and retrieve all 
remnants of any foreign body from liver abscess cavity that 
may cause recurrence. Thus, definitive management of the 
fish bone-associated liver abscess should involve drainage of 
liver abscess cavity with removal of the fish bone and man-
agement of gastrointestinal fistula whenever present, to con-
trol the source of infection and to prevent future recurrence.
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