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Introduction:-
Accidental digestive perforations due to a foreign body ingestion are common and can involve all segments of the
digestive tract. The literature reports mainly perforations of the oesophagus, stomach, small intestine and rectum [1].

It is essential for us to report this case of accidental perforation of the sigmoid colon by a chicken bone swallowed
by our patient, because it is uncommon and the prognosis depends on the anatomical site of the perforation, the
timing of the discovery, and the surgical procedure performed.

Through this case wealso report a literature review, the different epidemiological, diagnostic and therapeutic aspects
of this rare and exceptional accident.

Case Report
A 60-year-old male patient, with no medical history records, was admitted to the ER with an obstructivebowel
syndrome evolving for around three days.

Clinical examination shows a fever at 39°celcius, his BP was 100/60mmHg, his pulse rate was 107/min, with a 95%
oxygen saturation.Palpation revealeda pelvic abdominal pain, more right sided.Biological exams revealed a
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haemoglobin level at 13 g/l, white blood cells at 14000/mm3, CRP 242, urea at 0,31ng/dL, creatinine at 10 mg/dL,
blood sugar and lipase levels werenormal.

An abdominal ultrasound performed showed massive peritoneal fluid, thus without any visibility of the appendix
and right pelvic pain, a suspicion of appendicular peritonitis was noted.

Unfortunately, no further imaging was required such as a CT scan because the patient did not report the incidental
ingestion of the foreign body and was admitted in the emergency room for this deceptive clinical picture similar to
appendicular peritonitis therefore surgical treatment was required.

The patient was operated on the basis of this clinical context that is very suggestive of an appendicular origin given
its frequency in our emergency surgical setting.

We performed laparoscopy by three trocars only: the optical one sitting in the umbilic at 10 mm, and two others at 5
mm on both sides of the umbilicus. An aspiration of the purulent peritoneal effusion in the abdominal cavity, and
peritoneal cleaning were done, however, the appendix seemed normal.

The follow up explorationof the rest of the peritoneal cavity in search of another cause ledto the discovery
ofinflammation and agglutination with false membranes on the sigmoid loop which was suggestive at first of a
diverticular sigmoiditis. There was a small perforation of about 5 mm of the left colonic wall with the exit of a
foreign body, extracted by a fenestrated forceps, which was indeed a fragment of a chicken bone.

The immediate post operative evaluationwasnormal.The patient was put on antibiotics.No identification of germs in
the bacteriological sample taken during the operation was identified. The postoperative interrogation of the patient
revealed the swallowing of a chicken bone three days prior tosymptoms, which was an important detail initially
neglected by our patient.

Chicken bone
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Figure 1:- Intra operative images showing:
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A: Position of the 3 trocars and drainage

B: Acute peritonitis

C: Chicken bone extraction

D: post operative image of the extracted chicken bone

Discussion:-

The clinical picture of bowel perforation due to foreign body ingestion is rarely of a sudden onset, the symptoms
generally set sub acutely or even chronically, given the covered nature of these colonic perforations, nevertheless
colonic perforation on foreign body should be evoked in front of an acute abdomen, especially if the aetiology is not
obvious. Perforations complicating sigmoidal diverticulitis are usually largely “"covered" by peritoneal structures,
especially the greater omentum, but also the adjacent intestinal loops. [2], [3] .[4], [5]. [6]

As a result, the pneumoperitoneum is often small in volume, and may be limited to a few gas bubbles on the deep
surface of the anterior abdominal wall, particularly in the umbilical region. [6], [7], [8].The volume of the
pneumoperitoneum is very variable and depends on the nature of the perforation. It is therefore important to
emphasize on painful and febrile presentations behind which perforations are largely or totally "covered" by the
adjacent intestinal-mesenteric structures. In these circumstances, the CT scan is the key examination that allows the
inflammatory reactions of the adjacent structures to be identified, abdominal peritoneal and/or pelvic for the sigmoid
colon and the small intestine. The changes observed may be located immediately around the site of the perforation
or at a great distance, in the form of intra- and/or retroperitoneal diffusion of gaseous fluids, or the formation of
liquid collections that must be carefully investigated and related to their cause.

The CT scan will also be invaluable in identifying endoluminal causes such as swallowed sharp foreign bodies,
inflammatory, tumoral or accidental traumatic parietal causes, or iatrogenic causes (complicating surgical or
interventional, endoscopic or radiological procedures).

The scan is essential in the establishment of an etiological diagnosis, it can show, without injection of contrast
product, the foreign body with the type of fishbone or ossicle [2], [6].Injection of contrast may demonstrate indirect
signs of perforation.If the perforation is covered pneumoperitoneum may be absent.

In case of open perforation, we look for pneumoperitoneum, peritoneal effusion, or even signs of loco-regional
peritonitis in the form of small bowel and colonic parietal thickening, mesenteric infiltration, which was observed in
our patient.Onultrasound,small gas bubbles can also be observed within the mesentery near the perforation.

Our patient benefited only from an ultrasound which did not show pneumoperitoneum because the peritonitis was
covered, on the other hand it revealed the existence of a peritoneal effusion, a parietal thickening of the small loops,
and a right loco-regional mesenteric infiltration.

Colonic perforations are serious because of the major risk of stercoral, hyperseptic peritonitis and are therefore
imperative indications for emergency surgery.

Laparoscopy allows more effective washing than open surgery. In the event of open stercoral peritonitis, it is best to
perform a temporary colostomy with drainage, the restoration of continuity being, if necessary, deferred from 3 to 8
weeks to be carried out. [9]

The urgency of the management of foreign bodies in the digestive tract is essentially based on its declaration by the
patient, the vulnerating nature of the foreign body, and its location in the digestive tract.The therapeutic
approachmust be simple and adapted to our means.

It is first of all necessary to detect situations of extreme urgency such as bowel obstruction or peritonitisthrough a
rigorous anamnesis followed by a meticulous clinical examination and a minimal radiological assessment
(Abdominal plain film X-Ray, Ultrasound or abdominal CT). These extremely serious forms are most often
consecutive to the ingestion of sharp, bulky foreign objects.

When the picture is alarming, an emergency laparoscopy is indicated, otherwise, after early ingestion, an oeso-
gastro-duodenal endoscopy should be performedto extract foreign bodies from the upper digestive tract and to make

555



ISSN: 2320-5407 Int. J. Adv. Res. 10(09), 553-556

an exact lesional assessment. In the event of failure of endoscopy, medical supervision in a hospital will be required
for objects whose configuration and dimensions allow their elimination by natural means. When the patient becomes
symptomatic or the foreign body stops progressing, the sanction should be surgical.

Conclusion:-

Colonic perforations by swallowed foreign bodies, such as ossicles are rare. They have variable clinical
manifestations which donot always reflect the potential gravity. They are mostly covered and reveal themselves by
an acute, subacute or even chronic abdominal pain.

The Computed Tomography Scan has a main role in abdominal emergencies, it is the key element of the diagnosis
of colonic perforation by a swallowed ossicle.

However, the perforation may go unnoticed. In the absence of specific anamnestic data,it may be difficult to
establish the exact nature of the foreign body.

Laparoscopy makes it possible to establish the etiological diagnosis and to perform a more effective washing than
open surgery.

As a prevention, the sensitization of our population, with the dangers generated by the ingestion of foreign bodies,
the early consultation of our patient could have avoided the peritonitisby carrying out an endoscopic extraction.

Abbreviations:

BP: Blood Pressure

CRP: C-Reactive Protein
CT: ComputedTomography
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