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Unusual liver abscess secondary to ingested foreign body:
laparoscopic management

SUMMARY: Unusual liver abscess secondary to ingested foreign body:
laparoscopic management.
A. PANEBIANCO, R.C. LOZITO, A. PRESTERA, P. IALONGO, A. VOLPI,
G. CARBOTTA, N. PALASCIANO
Liver abscess is a cause of febrile abdominal pain and usually the
origin of a liver abscess is ascending cholangitis, hemathological diffu-
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sion, via the portal vein or the hepatic artery, or superinfection of necrotic tissue. Solitary pyogenic abscess with no obvious systemic cause
may be secondary to a local event such as the migration of an ingested
foreign body.
We report the case of a solitary liver abscess caused by an ingested
foreign body, a fish bone, migrated through the gastric wall into the left
lobe.
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Case report
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A 57-years-old woman was evaluated in another hospital with 2-weeks history of intermittent fever, epigastric pain, mild dyspnea and hypotension. Liver ultrasound and a CTscan of the abdomen revealed a large
(about 9 cm in maximum diameter ) lesion suggestive
for an abscess in the left liver lobe and was transferred
to our institution and admitted to our Surgical Unit.
Upon arrival, she was found febrile (38° C), her abdomen was soft and tender to palpation in the right upper quadrant without any sign of peritoneal “irritation”.
Blood tests showed increased level of creatinine (2,0 mg/l),
white blood cell count (WBC) of 11.000, elevated liver
function tests (LFTs): AST 299 U/l, ALT 170 U/l, elevated C-reactive protein (CRP) value of 193 mg/l. Patient was started on intravenous fluid and antibiotics
(Cefotaxime). The next day a CT scan of chest and abdomen showed mild right pleural effusion, a heterogenic ill-defined, low-density mass in the left lobe of the
liver (8 cm x 8 cm) that appeared undissociable from the

the antrum of the stomach that was also noted to be slightly thickened and a linear radiopaque structure 4 cm
in length was noted at the posterior margin of the left
lobe of the liver (Figure 1). The patient denied any accidental ingestion of foreign body.
Few days later, after initial improvement in symptoms
the patients complained worsening in abdominal pain
and underwent an explorative laparoscopy and during
the procedure an upper endoscopy performed showed
a submucosal antral mass causing extrinsic compression
on the gastric lumen with some spillage of white-thick
fluid from prepyloric mucosa after compression of the
mass. Following lysis of adhesions between the left lobe
of the liver and the antrum of the stomach, a perforation of the gastric wall appeared; the lesion was carefully
opened and following drainage of pus from the abscessual cavity of the liver, a foreign body 4 cm in length was
removed. The gastric lesion was sutured with single layer
of interrupted vicryl stitches. The foreign body removed
was a fish bone. Postoperative course was uneventful and
the patient was discharged in good clinical conditions
6 days after the operation.
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Discussion and conclusion
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The ingestion of foreign bodies, usually dietary, is
a well-documentated clinical event with most passing th-
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Fig. 1 - Abdominal CT scan. Solid lesion in the lower pole of the right kidney
and polyp of the colon.
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gn bodies perforating the gastric wall are quite rare and
as postulated by Goh et. al it is possible that a thicker
gut wall (stomach and large bowel) causes the foreign
body to perforate more gradually, and the close proximity of the omentum and adjacent organs, such as the
liver assists in “sealing” the perforation site (6-8). Gastric
and duodenal perforation may result in rarely reported
cases of foreign body- induced liver abscess. Nearly twothird of foreign bodies that are causes of complications
are toothpicks, shells, chicken bones (9) There are few
documented cases of a fish bone causing liver abscess (10).
The most common presenting symptom is abdominal
pain followed by more general symptoms of fever, chills, fatigue, anorexia, weight loss. Successful treatment of
a liver abscess caused by a fish bone consists of drainage, removal of the nidus of infection, and antibiotic treatment. The removal of the fish bone is the best way to
prevent recurrence of the pyogenic abscess. In the reported
case the suspicious of a foreign body migrated in the left
hepatic lobe and the thickened wall of the gastric antrum suggested to perform an endoscopy during the explorative laparoscopy allowing to clarify the diagnosis of
foreign body perforation and identify the site of gastric
perforation and so to successfully manage laparoscopically the abscess by drainage, retrieval of the fish bone
from the abscessual cavity and suture of the perforation
site of the gastric wall.
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