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Abstract

Background: Fish bones are the most common cause of accidental foreign body ingestion, especially in Asian and
Mediterranean nations. In most cases, the fish bones pass through the alimentary tract without any complications
and rarely require any intervention. Less than 5% of the patients with accidentally ingested fish bones develop
complications. In this report, we present the first documented case of a fish bone induced bronchial artery
pseudoaneurysm in an elderly male with underlying bronchiectasis; the latter recognized as a risk factor for
developing bronchial artery hypertrophy.

Case presentation: We report a case of a fish bone induced bronchial artery pseudoaneurysm in a patient with
underlying bronchiectasis. The vascular complication induced by the fish bone was identified only on intravenous
contrast CT and would not have been identified on plain CT alone. The patient underwent bronchial artery
embolization, following which the fish bone was dis-impacted endoscopically.

Conclusions: Intravenous post contrast chest CT may have an important role in the evaluation of accidental fish
bone ingestion, especially in patients with underlying lung diseases, as vascular complications are most often overt
on a non-contrast CT study.
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Background
Foreign body ingestion is a common clinical presenta-
tion in the emergency room (ER), and fish bones ac-
count for 84% of the accidentally ingested foreign
bodies. A majority of the ingested fish bones pass out
from the gastrointestinal tract (GIT) without any symp-
toms or the need for an intervention, and < 1% of the
patients develop complications. Symptoms when present
are non-specific [1] and include nausea/vomiting, drool-
ing, dysphagia, and retrosternal or chest pain. Fish bones
impacted for long durations can lead to potentially life-
threatening complications such as esophageal perfor-
ation, mediastinal or neck abscess, and vascular or lung

injuries [2]. Here, we report the first documented case of
fish bone induced bronchial artery pseudoaneurysm in a
patient with underlying bronchiectasis. We feel our art-
icle carries an important message to a multitude of spe-
cialists including ER physicians, gastroenterologists,
cardiothoracic surgeons, as well as radiologists, who may
come across such a similar situation in the future.

Case presentation
We present a case of a 61-year-old male with bronchiec-
tasis and systemic hypertension on medication who pre-
sented to our hospital with complaints of retrosternal
chest pain following accidental fish bone ingestion for 5
days. Two days earlier, he was evaluated at a local hos-
pital for the same symptoms where he underwent a non-
contrast CT of the neck and chest, which revealed the
fish bone in the thoracic esophagus at the level of the
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bifurcation of the trachea and was advised emergency
endoscopy for foreign body retrieval; however, the pa-
tient refused the procedure, and 2 days later presented
to our hospital. As the previous CT images were not
available for evaluation, a repeat non-contrast CT of the
chest was done, which revealed cystic bronchiectasis in
both lungs (Fig. 1) and a 20-mm long and 2-mm thick
hyperdense fish bone (Fig. 2a, b) partly located in the
lumen of the thoracic esophagus close to the level of the
bifurcation of the trachea. More than 95% of the fish
bone had penetrated the posterior wall of the esophagus
and was now located retroesophageal. A contrast en-
hanced CT (CECT) study of the chest was performed
following consultation with a multi-disciplinary team in-
volving gastroenterology, gastrosurgery, and cardio-
thoracic surgery. To our surprise, CECT (Fig. 3a, b) of
the chest revealed a bronchial artery pseudoaneurysm
(measuring 9.5 × 5.6 × 6.6 mm), seen arising from a
hypertrophied right bronchial artery at ~ 5.8 mm from
its origin protruding anteriorly and in intimate contact
with the fish bone. We presume that the bronchial artery
pseudoaneurysm must have resulted from the fish bone
penetrating a hypertrophied bronchial artery; the latter
being a recognized complication of long-standing bron-
chiectasis, although a pre-existing bronchial arterial
pseudoaneurysm cannot be completely ruled out (as the
patient had no prior chest CT images or reports for
comparison). No active extravasation of intravenous
contrast was seen on the post contrast images. As the
consulting gastroenterologists and cardiothoracic sur-
geons felt that any attempt at removing the fish bone, ei-
ther endoscopically or surgically could lead to potential
life-threatening hemorrhage; an urgent interventional

radiology consultation was taken prior to endoscopy,
and bronchial artery embolization was done (Fig. 4). In
the intensive care setting, an upper gastrointestinal en-
doscopy was done, and dis-impaction of the fish bone
was carried out successfully. A cardiothoracic surgery
consultation was done, and the patient was counselled
regarding the possible need for surgery as well an endo-
scopic ultrasound evaluation. However, the patient re-
fused further hospital admission and was discharged
against medical advice.

Discussion
Accidental ingestion of fish bones is a common ER presen-
tation especially across Asia and the Mediterranean where
the ingestion of unfilleted fish occurs regularly [3, 4]. Fish
bones when impacted in the esophagus are a medical emer-
gency. In close to 80% of the cases, the fish bone gets ex-
pelled from the GIT, but about 10–20% will require an
intervention such as an endoscopic removal, and nearly 4%
of these cases can present with an esophageal perforation.
An esophageal perforation can be further complicated by
mediastinal infection, vascular injuries such as pseudoa-
neurysm or aorto-esophageal fistula, tracheo-esophageal fis-
tula, pneumomediastinum, pneumothorax, pericarditis, and
other conditions. In rare cases, a fish bone can also migrate
to adjacent structures such as the thyroid and cause com-
plications [5]. Vessels that have been documented in fish
bone induced injuries are the aorta, subclavian artery, in-
ternal carotid artery, and the internal jugular vein. A fish
bone can either injure the vessel wall either by secondary or
direct puncture or from an adjacent inflammatory reaction
leading to vascular rupture contained by adjacent soft tissue
structures and inflammatory exudate (pseudoaneurysm). In
most cases, the site of esophageal perforation is sealed off
by a hematoma or a blood clot, leading to partial tampon-
ade and prevention of further bleeding [5]. In adults, the
most common site of fish bone impaction is the orophar-
ynx/hypopharynx, followed by the oral cavity and the
esophagus. Within the oropharynx, the most common sites
include the tonsils, followed by the base of the tongue, val-
lecula, and the pyriform sinus. In the esophagus, a fish bone
commonly gets impacted at the 3 sites of physiological nar-
rowing, namely, the cricopharyngeal muscle at the level of
C5/C6, at the level of the aortic arch and left mainstem
bronchus, and the gastroesophageal junction near the dia-
phragm. Esophageal fish foreign bodies are usually seen in
adults > 40 years of age and mostly attributed to weakening
of the swallowing mechanism [1, 6].
Fish bones are often difficult to identify on a plain

radiograph, with the majority appearing radiolucent. The
reported sensitivity of a plain radiograph in identifying a
fish bone is as low as 32%, with a false negative rate of
47% [6]. Therefore, a negative soft tissue radiograph
does not exclude a fish bone foreign body [1, 6].

Fig. 1 Non-contrast chest CT, showing cystic bronchiectasis in
both lungs
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Multidetector computed tomography (MDCT) is the
preferred imaging modality for evaluating patients with
accidentally ingested foreign bodies, with a reported sen-
sitivity and specificity of 90–100% and 93.7–100%, re-
spectively [7]. Potential mimickers of foreign bodies in
the neck on MDCT include tonsilloliths, hyoid bone, cri-
coid calcifications, and motion artifacts. Additional pit-
falls include artifacts from radiodense materials, e.g.,
barium or silver nitrate or even fecal material in the
bowel [1, 7] and slice thickness [8]. Some experts believe
the use of contrast [oral/intravenous (i.v)] can hamper
the identification of fish bones on MDCT. Oral contrast
can conceal fish bones in the intestinal lumen, while
extraluminal fish bones can mimic blood vessels on i.v
contrast studies [8]. If there is a strong clinical suspicion
for accidental fish bone ingestion and if the initial study
is an i.v contrast examination that was negative, then the
study needs to be reperformed without contrast. Factors

that can improve their detection on MDCT include the
use of thinner reconstructions (3 mm/1.5 mm) as well as
using multiplanar reformatted images for evaluation [8].
We recommend i.v contrast MDCT studies in all pa-
tients with suspected foreign body ingestion who have
underlying lung disease as in our case, to rule out unsus-
pected complications.
As per the American Society of Gastrointestinal En-

doscopy, an impacted fish bone is considered an emer-
gency that requires immediate removal [9]. If the fish
bone is directly visible, it can be removed by forceps.
However, a fibreoptic/rigid endoscopic retrieval will be
required in those cases where the fish bone is located
beyond the level of direct visualization [10]. Surgical
intervention is generally reserved for those cases with
perforation or for complications that cannot be resolved
endoscopically or following several unsuccessful endo-
scopic retrieval attempts [10].

Fig. 2 a, b Non-contrast axial (a) and reformatted sagittal (b) CT images of the chest (mediastinal window), showing the fish bone (thin arrows),
which has penetrated the posterior wall of the esophagus (arrowhead), and the majority of it now lying in a retroesophageal location

Fig. 3 a, b Post contrast 3D multiplanar reformatted (3D-MPR) coronal (a) and axial (b) CT images show a hypertrophied right bronchial artery
(arrowhead) and a bronchial artery pseudoaneurysm (thick arrow) in intimate contact with the fish bone (thin arrow)
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Conclusion
Although oral or i.v contrast is generally not recom-
mended for assessing patients with accidentally ingested
fish bones, we recommend an i.v contrast CT study in
all patients with underlying lung diseases who present to
the ER with complaints of foreign body ingestion, as vas-
cular complications are most often overt on a non-
contrast CT study.
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Fig. 4 Post embolization and foreign body dis-impaction axial CT
image, showing metallic artifact from recent bronchial artery
pseudoaneurysm embolization (white arrowhead)
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