
CASE REPORT

A 54 year-old woman was admitted to the Neumology Service in our Hospital due to hemoptysis. Fifteen years ago she
was diagnosed peptic ulcer, and received medical treatment with good evolution. During the present episode she suddenly
suffered acute epigastric pain, not irradiated, not accompanied by nausea or vomiting and her injury worsened after food
ingestion. Complete laboratory tests were carried out, with no abnormalities. Simple abdominal X-ray was anodyne, and
ultrasound was informed as normal.

We were commented this case and, considering the patient’s precedents, the decision was to run an upper endoscopy,
which took place about 36 hours after the beginning of her symptoms. We could observe the presence of a thin long for-
eign body, penetrating gastric mucosa at both ends, located on prepyloric area (Fig. 1). It seemed to be a bone and mucosa
presented incipient inflammatory reaction at impactation points. The foreign body was removed and we could see two
small not complicated ulcerations (Fig. 2). The bone was a little chicken rib, about three centimeters long and had very
sharpened ends.

After these findings, a second look was made on the abdominal X-ray. Amore exhaustive study showed the presence of
a small, long calcic image, about three centimeters long, located on upper right abdomen, which had not been detected in
the first exams and seemed to be the chicken bone (Fig. 3). In the following hours the patient presented a good evolution,
with no pain and normal oral feeding.

DISCUSSION

Ingestion of foreign bodies is relatively frequent, es-
pecially in pediatric population and psychiatric patients.
In healthy adults accidental ingestion is not rare, but for-
eign bodies usually pass spontaneously through the gas-
trointestinal tract and only a few need endoscopic proce-
dures. About 10% of these patients suffer penetration of
the foreign body and present some symptoms, so that an
endoscopy is run for diagnosis or treatment. Only 1%
suffers perforation of gastrointestinal wall, especially at
esophagus or cecum, and present related complications
such as wall abscesses, hemorrhage, peritonitis or in-
traabdominal abscesses, just to mention some of those
described in literature. Radiology can be useful for diag-
nosis, especially in cases of great clinical suspicion or
big sized foreign bodies or with metallic or calcic densi-
ties. Endoscopic renoval is safe when we face non com-
plicated penetrations and endoclips may be used to close
mucosal defects, definitively or as a previous procedure
before surgery.
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Fig. 1. Foreign body penetrating prepyloric mucosa.
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Impactation of an intragastric foreign body is an exceptional cause of abdominal pain, with not much reported cases.
Moreover, most of these diagnoses were obtained after several radiological studies or after a laparotomy. This etiology
should be considered in diagnosis of abdominal pain, especially in patients with atypical symptoms, acute sharp beginning
of the symptoms or normality of the most frequent complementary studies.

Fig. 2. A. Removal of the foreign body. B. We can see two small ulcers on the mucosa.

Fig. 3. X-ray in which the foreign body can be seen on the right upper quadrant. It was detected on the first study.
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