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ABSTRACT

Introduction: The clinical presentation of intestinal 
perforation secondary to foreign body ingestion is 
nonspecific, since often the patient does not remember 
the ingestion of the foreign body, and imaging studies 
are negative, making diagnosis difficult. Material and 
methods: We present a clinical case of perforation of 
the cecum secondary to ingestion of a wooden stick, 
with clinical presentation of acute abdomen, along with 
its diagnosis and resolution by laparoscopic surgery. 
Conclusions: Toothpick ingestion may be unintentional 
during meals. The diagnosis of gastrointestinal perforation 
by foreign bodies is non-specific and may present as a 
clinical presentation of appendicitis.

RESUMEN

Introducción: La presentación clínica de la perforación 
intestinal secundaria a la ingesta de cuerpos extraños es 
inespecífica, ya que a menudo el paciente no recuerda 
la ingesta de éste, y los estudios de imagen resultan 
negativos, lo que hace difícil el diagnóstico. Material y 
métodos: Presentamos un caso clínico de perforación de 
ciego secundario a la ingesta de un palillo de madera, con 
presentación clínica de abdomen agudo, su diagnóstico y 
resolución por cirugía laparoscópica. Conclusiones: La 
ingesta de palillo de dientes puede ser involuntaria durante 
las comidas. El diagnóstico de perforación gastrointestinal 
por cuerpos extraños es inespecífico y puede presentarse 
como una clínica de apendicitis.

How to cite: Ramírez-Nava JR, Cuendis-Velázquez A, Burgos-Sosa E, Jordan-García E. Laparoscopic surgical management 
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INTRODUCTION

The ingestion of foreign bodies that reach 
the stomach pass unnoticed through the 

gastrointestinal tract. Sometimes, this situation 
leads to the presence of complications that 
will require a relatively common surgical 
resolution.1 Cases of complications have been 
reported in up to 35% with ingested sharp 
objects. The most common areas of perforation 
are those sites where there is angulation of the 
track (upper and lower esophagus, pylorus, 
and ileocecal valve), and most frequently in the 
ileum (54%), and appendix and colon (39%). 
Sharp foreign objects are usually fish bones 
in 55%, followed by chicken bones. Wooden 
sticks predominate in the duodenum where, 

if they cause a complication, reach a mortality 
of 18%.1-3

For the diagnosis of perforation of a hollow 
viscera by a foreign object, a correct anamnesis 
is necessary, although only 12% of patients 
remember the ingestion of the object.2,3 
Initially, chest and abdominal plain X-rays 
are preferred, since the location, size, shape, 
and number of the objects ingested can be 
suspected. In patients in whom evidence of 
foreign bodies is not found but still suspected, 
a computerized tomography (CT) scan is 
suggestive as it can identify 80-100% of these 
objects. And in other patients in whom it is not 
possible to identify the foreign object but persist 
with acute abdominal pain, surgical exploration 
is required.3-8
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In this case report we present a patient 
with acute abdominal pain secondary to 
perforation of the cecum by a foreign object, 
who had a very particular clinical picture and 
was diagnosed by laparoscopic surgery.

CLINICAL CASE

This is the case of a 49-year-old female 
patient with personal history of open 
appendectomy in childhood, and abdominal 
hysterectomy secondary to uterine fibromas 
and oophorectomy approximately 25 years ago.

Her clinical picture began with the presence 
of pain localized in the epigastrium and later 
radiating to the right iliac fossa lasting 20 hours. 
The pain was of stabbing type, with a severe 
intensity of 10/10, increasing with mobility and 
without apparent improvement, accompanied 
by chills and unspecified fever. She denied 
other symptoms and she had not received any 
previous medical treatment.

Physical examination revealed abdominal 
pain on deep palpation in the right iliac fossa 
with positive McBurney’s point, and obturator, 

psoas, and Von Blumberg’s signs. She also had 
positive right upper and middle ureteral points 
and right Giordano sign. Complete laboratory 
tests, including blood cytology, blood chemistry, 
and acute phase reactants were requested. 
The only important findings were leukocytosis 
with neutrophilia of 94% and C-reactive 
protein of 4.3 mg/dl. An abdominal CT scan 
with intravenous contrast was performed 
(Figure 1) that showed inflammatory changes 
of peri-colonic fat on the right side, and no 
identification of the cecal appendix.

Therefore, it was decided to admit her to 
continue with the diagnosis study protocol. 
After six hours of observation and without 
clinical evidence of any improvement, surgical 
treatment was proposed. A laparoscopic 
approach was decided. During the diagnostic 
laparoscopy surgery, scarce cloudy liquid was 
found in the right parieto-colic slide and a 
lax adhesion of the omentum to the left iliac 
fossa wall. Dissection of lax adhesions of the 
omentum to the cecum was performed and 
at that moment a protruding pointed foreign 
object was observed in the anterior face of the 
cecum with leakage of intestinal material. The 
foreign body was removed with grasper forceps 
and a wooden stick was identified. Primary 
closure of the perforation was performed with 
3-0 polypropylene suture with extracorporeal 
cross knot and a drainage was placed in the 
right parieto-colic slide and another in the 
pelvic cavity of the Jackson-Pratt type (Figure 2).

During the postoperative period, the patient 
showed a favorably evolution with normal vital 
signs. She tolerated the oral route. Drainage of 
a sero-hematic fluid was minimal. Ceftriaxone 
1 g iv every 12 hours and metronidazole 500 
mg iv every 8 hours were administered, and she 
was discharged 48 hours after surgery.

DISCUSSION

Foreign body ingestion can cause perforation 
at any level of digestive tract. The pylorus, the 
angle of Treitz, the terminal ileum and the 
rectosigmoid junction are the most affected 
segments due to their great angulation. In this 
patient the perforation occurred at the level of 
the cecum. The clinical presentation of intestinal 
perforation may resemble other emergency 

Figure 1: A) A CT scan coronal section, showing peripheral enhancement (arrows) 
of the mucosa of the small bowel loops and changes due to striation of the adjacent 
fat. B) An abdominal CT scan axial section, after the administration of contrast 
material, showing an increase in the density of mesenteric fat in the location of the 
right iliac fossa adjacent to the cecum (arrow), as well as peripheral enhancement 
of the mucosa of the same structures, which is associated with multiple images of 
nodular aspect corresponding to nodes of inflammatory features. C) Inflammatory 
changes of the mesenteric fat (arrows) extending towards the pelvic bone.
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conditions such as acute appendicitis, acute 
diverticulitis and perforated peptic ulcer, 
and in some cases be associated with these 
pathologies, and even with that of a tumor. But 
in a patient with a history of appendectomy 
and clinical data highly suggestive of this 
entity, it is not wise to suspect it. Sometimes 
the perforation may even be asymptomatic.5-12

In our patient, despite an exhaustive 
interrogation, no r isk factors such as 
alcoholism, psychiatric diseases, use of 
prosthetic denture (since it decreases tactile 
and palate sensitivity), or some others, 
such as decreased visual acuity, could be 
identified. Although probably the same surgical 
history (oophorectomy, appendectomy, and 
hysterectomy) conditioned the formation 
of adhesions, this was not related to the 
perforation by the toothpick.9-13

In the retrospective study by Ngan et al, 
with 358 patients who ingested a fish bone, 
the abdominal plan X-rays had a sensitivity 
of only 32%, since the foreign object is small 
and has a low radio-opacity feature. In our 
case, without the identification of this pattern, 
nor the presence of free air in the cavity, an 
abdominal CT scan was performed, since it 
may identify foreign bodies in up to 80-100% 
of cases, making this study the most valuable 
for the diagnosis of intestinal perforation of 
this cause.12-15

Finally, a laparoscopic procedure was 
performed as a diagnostic method to identify 
the etiology of pain and systemic inflammatory 
response. In some cases, open and laparoscopic 

approaches in intestinal perforation show 
similar results; however, laparoscopy has 
shown less postoperative paralytic ileus, a 
rapid return of intestinal function, less pain 
and shorter hospital stay, and is therefore 
considered the method of choice for this 
condition.14-16

CONCLUSIONS

Ingestion of sharp foreign bodies that trigger 
intestinal perforation is of accidental origin in 
most cases, usually have an atypical clinical 
presentation and non-specific radiological 
findings, so multiple differential diagnoses 
must be ruled out, becoming so a diagnostic 
challenge, especially if the patient does not 
recall having ingested a foreign body.

In cases of acute abdomen, laparoscopic 
surgery is a useful diagnostic and therapeutic 
tool, not only by offering a definitive diagnosis, 
but depending on the findings during the 
procedure, in a center with the appropriate 
equipment and experience, it can be offered 
as a safe therapeutic option with satisfactory 
results for the patient, with a shorter hospital 
stay, less postoperative complications, and a 
faster return to normal activities.
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