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A 76-year-old male patient with a history of abdominal
aortic aneurysm repair and Billroth II gastrojejunostomy
(25 years ago) for refractory peptic ulcer disease presented
with gradually worsening epigastric pain over the past
48 h, without any associated fever. Physical examination
was significant for epigastric discomfort. A complete
blood count, liver function tests, and C-reactive protein
were within normal limits. Pancreatic enzyme levels were
not available. The day after admission, an upper endos-
copy (GIF H260; Olympus, Tokyo, Japan) revealed chang-
es consistent with Billroth IT gastrojejunostomy. The gas-

tric remnant, distal afferent loop, and efferent loop mu-
cosa appeared normal. An abdominal computerized
tomography demonstrated a radiopaque foreign body
penetrating into the pancreatic head, with the proximal
portion partially residing in the duodenal lumen (Fig. 1).
The patient acknowledged eating turbot fish 2 days prior
to the onset of abdominal pain. In an attempt for endo-
scopic removal of the foreign body, the afferent enteral
loop was deeply intubated with a therapeutic upper endo-
scope (GIF 2T 240; Olympus). The foreign body penetrat-
ing the duodenal wall (Fig. 2) was noted at the duodenal
stump. The distal end of the fish bone was captured with
a polypectomy snare and was removed in 1 piece. The
snare’s plastic sheath was left 2-3 cm distal to the tip of the
endoscope to allow alignment of the fish bone’s long axis
with the axis of the lumen and the endoscope. Since the
appropriate alignment was successfully achieved, an over-
tubeovertube was not used. The fish bone was removed
from the lower and upper esophageal sphincters without
any mucosal penetration and damage. The removed for-
eign body was 3.5 cm in length and consistent with a tur-
bot bone (Fig. 3). The patient’s pain improved following
removal of the fish bone penetrating the head of pancreas.
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Fig. 1. Abdominal tomography revealing a
radiopaque foreign body penetrating into
the pancreatic head.

Foreign body ingestion occurs commonly. The major-
ity of foreign bodies pass through the gastrointestinal tract
spontaneously. Rarely, ingestion of a sharp-pointed object
such as a fish bone may potentially pierce the gastrointes-
tinal wall and cause complications such as abscess forma-
tion in adjacent structures [1-3]. Patients are usually un-
able to provide a clear history of fish bone ingestion. Im-
aging may provide valuable information, especially in
patients with a surgically altered anatomy as in our case.
Early recognition may allow endoscopic removal of the
penetrated fish bone in 1 piece and prevent further com-
plications that may require surgical interventions. This
case is unique because a fish bone migration in retrograde
fashion into the afferent loop of Billroth II surgery and
penetration into the pancreas through the duodenal stump
has not previously been reported. It is extremely impor-
tant to have an alignment of long, pointed objects with the
axis of the lumen and endoscope to avoid iatrogenic mu-
cosal damage and foreign body penetration into the gas-
trointestinal wall. If needed, an overtube or soft latex pro-
tector hood should be used to prevent iatrogenic injury
during the removal of a foreign body.
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Fig. 2. Endoscopic examination revealing a
foreign body penetrating the duodenal wall
of the duodenal stump.

Fig. 3. The removed foreign body measures
3.5 cm in length and is consistent with a
turbot bone.
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