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Laparoscopic Treatment of Liver Abscess by a Fishbone 
Impaction: A Case Report
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Abstract

Bacterial liver abscesses caused by ingested bodies are very uncom-
mon. In the current report, a unique case of a 50-year-old man as-
sociated with diabetes mellitus who suffered from sepsis and a liver 
abscess because of the migration of a fishbone that lodged in the 
left hepatic lobe is presented. The diagnosis was confirmed by en-
hanced computed tomography examination of the upper abdomen. 
The patient subsequently underwent laparoscopic surgery, and was 
discharged on postoperative day 12 without any complications. The 
present study discusses the clinical features and treatment of this case.
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Introduction

Bacterial liver abscess caused by the transfixion of foreign 
bodies through the gastrointestinal tract is extremely rare [1]. 
Most of the ingested foreign bodies pass uneventfully through 
the gastrointestinal tract. Perforation of the gastrointestinal oc-
curs in less than 1% of ingestion of a foreign body [2]. Here 
we report a rare case of successful laparoscopic treatment of 
a bacterial liver abscess associated with diabetes mellitus by a 
fishbone impaction.

Case Report

In January 2021, a 50-year-old man with a medical history of 
type 2 diabetes mellitus for about 5 years was referred to the 

local hospital complaining of upper abdominal pain without 
nausea or vomiting for 1 day. After medical treatment, the up-
per abdominal pain was alleviated but did not completely dis-
appear. Due to the increased abdominal pain after 3 days, the 
patient was referred to Kanghua Hospital for treatment.

The admission charge showed temperature of 38.2 °C, 
heart rate of 112, blood pressure of 72/49 mm Hg, and res-
piratory rate of 23. Physical examination revealed that the 
abdomen was flat, the abdominal muscle was a little tense in 
the upper abdominal, abdominal tenderness was positive, and 
rebound tenderness was negative in the upper abdominal, and 
bowel sounds were three times every minute. Laboratory ex-
amination revealed that a white blood cell count was 13.31 × 
109/L (normal range, 3.5 - 9.5 × 109/L), the neutrophil per-
centage was 92% (normal range, 40-75%), the lymphocyte 
count was 0.62 × 109/L (normal range, 1.1 - 3.2 × 109/L), the 
hemoglobin (Hgb) levels was 105 g/L (normal range, 130 - 
175 g/L), the platelet (PLT) count was 103 × 109/L (normal 
range, 125 - 350 × 109/L), the C-reactive protein was above 
200 mg/L (normal range, 0 - 10 mg/L), the procalcitonin was 
61.52 ng/mL (normal range, 0 - 0.046 ng/mL), the aspartate 
aminotransferase (AST) was 272 U/L (normal range, 9 - 50 
U/L), the alanine aminotransferase (ALT) was 171 U/L (nor-
mal range, 15 - 40 U/L), the total bilirubin was 15.7 µmol/L 
(normal range, 0 - 26 µmol/L), the direct bilirubin was 10.4 
µmol/L (normal range, 0 - 26 µmol/L), the albumin was 24.1 
g/L (normal range, 40 - 55 g/L), and the blood sugar was 21.2 
mmol/L (normal range, 4.1 - 5.9 mmol/L). The results of the 
abdominal ultrasonography revealed a mixed mass in the left 
hepatic lobe. Enhanced computed tomography (CT) exami-
nation of the upper abdomen revealed a needle-shaped dense 
shadow between the stomach and the liver (Fig. 1), a mass with 
ring enhancement (8 × 7 cm) in the left hepatic lobe which was 
suspected to be a liver abscess (Fig. 2). The results suggested 
the patient suffered bacterial liver abscess caused by a foreign 
body. To inquest the case history, the patient denied eating any 
foreign body before abdominal pain. Subsequently, a gastric 
endoscopy was performed and nothing was revealed.

Blood glucose control was consulted by endocrinolo-
gists and then treated by insulin via a venous pump. Because 
the liquefaction of the liver abscesses was not evident in our 
case, conservative treatment rather than surgery drainage was 
chosen. Laparoscopic surgery was performed under general 
anesthesia when the imaging of CT reexamination showed 
liquefaction within the lesion after antibiotic therapy by intra-
venous drip for 4 days (ceftazidime) (Fig. 3). In the opera-
tion, we found the adhesions at the omentum, liver, duodenum, 
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and stomach, and the tissues around the left hepatic lobe had 
tightly adhered to the left liver. After carefully separating the 
adhesions around the left liver by ultrasonic scalpel, we found 
a foreign body in the omentum around the hepatoduodenal 
ligament and an abscess in the left hepatic lobe. Then the liver 
abscess was drained and the foreign body was removed (Figs. 
4 and 5). Part of the pus was taken out for bacterial culture and 
drug sensitivity experiments.

There was approximately 200 mL white pus in the abscess 
cavity of the liver, and approximately 80 mL ascites in the 
abdominal cavity, mainly in the liver and kidney crypts. The 
foreign body was confirmed to be a needle-shaped fishbone 
with a length about 2.5 cm and a diameter of about 0.3 cm 
(Fig. 6). The abdominal local rinse was performed by warm 
saline and drainage pipes were placed in the abscess cavity of 
the liver and out of the abscess cavity of the liver, respectively 
(Fig. 7). Because blood cultures were positive for Streptococ-

cus constellatus and drug sensitivity experiments resulted in 
sensitivity to imipenem cilastatin, the patient was treated with 
imipenem cilastatin by intravenous drip for 5 days after the op-
eration. The drainage pipe out of the abscess cavity of the liver 
was removed on postoperative day 7, and the drainage pipe 
in the abscess cavity of the liver was removed on postopera-
tive day 12. The patient resumed oral intake on postoperative 
day 2 and was discharged on postoperative day 12 without any 
complications.

Discussion

Bacterial liver abscesses are a common disease. Generally, bac-
teria invade the liver through biliary tracts, hepatic arteries, or 
portal veins. Bacterial liver abscess caused by gastrointestinal 

Figure 2. Enhanced computed tomography (CT) scan of the upper ab-
domen showing a 7 cm hypodense mass in the left hepatic lobe.

Figure 3. Plan computed tomography (CT) scan of the upper abdomen 
showing liquefaction within liver abscess after antibody therapy for 4 
days before operation.

Figure 4. The hepatic abscess in the left hepatic lobe was opened by 
ultrasonic scalpel.

Figure 1. Enhanced computed tomography (CT) scan of the upper ab-
domen demonstrating the needle-shaped dense shadow (arrow) be-
tween the stomach and the liver.



Articles © The authors   |   Journal compilation © J Curr Surg and Elmer Press Inc™   |   www.currentsurgery.org 67

Dong et al J Curr Surg. 2021;11(3):65-68

perforation of a foreign body is extremely rare. A fishbone is 
the most frequent foreign body accounting for approximately 
40% of cases [3]. The left hepatic lobe was the most frequent 
site for bacterial liver abscesses caused by fishbones because 
of the proximity of the stomach to the left hepatic lobe [4]. In 
general, patients rarely recall the episode of the ingestion, and 
the foreign bodies may remain silent until they cause abscesses 
[5]. In the current case, the patient did not describe the inges-
tion of foreign bodies probably because the fishbone had been 
ingested a long time before the complication. We suspect that 
the fishbone had penetrated the stomach wall, stabbed into the 
left hepatic lobe and led to a bacterial abscess.

Most patients have non-specific symptoms and the pre-
operative diagnosis of bacterial liver abscess caused by for-
eign bodies can be challenging [6, 7]. As the delayed diagnosis 
of liver abscess caused by foreign bodies may lead to a life-
threatening infection, the complications should be comprehen-
sively assessed by the medical history of the patient, laborato-
ry examination, and imaging manifestation. Plain radiographic 

tests are of limited assistance as many foreign bodies are not 
radiopaque or are too small to be seen [8, 9]. Enhanced CT 
examination of the abdomen is the most important tool when 
there is suspicion for this situation [10, 11]. Enhanced CT ex-
amination can also help to guide the selection of the therapeu-
tic schedule [12, 13].

At present one of the most effective treatments for this 
situation is drainage of the hepatic abscess and removal of the 
foreign body by surgery. Compared with open surgery, lapa-
roscopic surgery has advantages for small wounds, minimal 
postoperative pain, faster return to normal activation, a better 
cosmetic outcome, slight influence on the abdominal tissues, 
and shorter hospital stay [14, 15]. In this case, we adopted the 
laparoscopic surgery for drainage of the hepatic abscess and 
removal of the fishbone. Inspection of the surgical specimen 
revealed a fishbone measuring 2.5 cm in length. It is clear that 
the patient had eaten fish before the abdominal pain.

For the abscess with poor liquefaction and multilocular 
abscess, the effect of early drainage is poor. Antibiotic treat-
ment should be given first. With the destruction of the internal 
compartment of the abscess and the gradual liquefaction of the 
lesions, the effect of surgical drainage is good. Studies have 
shown that Klebsiella pneumonia has replaced Escherichia 
coli as the main pathogen of bacterial liver abscess in Asian 
populations [16, 17]. The results of blood bacterial culture and 
drug sensitivity experiments of this patient showed that Strep-
tococcus constellatus was found and was sensitive to imipen-
em cilastatin. The bacterial culture of pus did not cultivate 
bacteria. This is not the same as the previous reports. Diabetics 
are the high-risk population of bacterial liver abscesses. For 
diabetics with bacterial liver abscess, ineffective blood glucose 
control can lead to a poor prognosis. The uncontrolled blood 
glucose in diabetics with bacterial liver abscesses is prone to 
complications such as pulmonary infections, which increases 
the mortality of patients. Blood glucose control should be un-
der the guidance of endocrinologists. Bacterial liver abscesses 

Figure 5. Removal of the fishbone in the omentulum around the hepa-
toduodenal ligament by forceps.

Figure 6. The foreign body removed: a 2.5 cm long fishbone.

Figure 7. Plan computed tomography (CT) scan of the upper abdomen 
after operation showing the drainage pipe in the abscess cavity of liver 
(white arrow) and the drainage pipe out of the abscess cavity of the 
liver (black arrow).
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caused by foreign bodies require multidisciplinary treatment. 
And a reasonable and personalized therapeutic schedule should 
be determined.

In conclusion, we report an unusual case of a patient as-
sociated with diabetes mellitus who underwent laparoscopic 
surgery for the migration of an ingested fishbone that caused 
a hepatic abscess and sepsis. For such patients, enhanced CT 
scans are the most sensitive imaging test for the localization 
of suspected foreign bodies, and early diagnosis and treatment 
are crucial to decrease the risk of this potentially lethal condi-
tion.
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