
Gastric bezoar with small bowel obstruction

In the operation performed on a patient with a history of abdominal surgery, a gastric bezoar and a small bowel be-

zoar were detected. Adhesive bowel obstruction was suspected; however, the patient was diagnosed with mechanical 

intestinal obstruction. Small bowel bezoar has resulted in intestinal obstruction. This case was discussed in accordance 

with the literature.
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INTRODUCTION

Bezoar is the mass of indigestible materials which accumulate in gastrointestinal system (1, 2). Although 

anatomic differences and motility disorders of the gastrointestinal system are predisposed, they can 

also be experienced in normal people. Apart from the diagnosis of conditions such as stomach ache, 

intraabdominal mass, anemia, malnutrition, gastric ulcer, this condition can be experienced due to com-

plications of surgical interventions (3).

CASE PRESENTATION

Male patient was 45 years old. He came to the emergency service with abdominal pain. He was suf-

fering from a continuous abdominal pain in the last few days and also constipation and gas in the last 

2 days. He had undergone a surgical operation for the treatment of his ulcer and he has a scar in the 

midline. During auscultation, tenderness towards palpation and mechanical resonance was observed. 

He was suffering from colic pain. Leukocytes (22.000) were detected in laboratory analysis. Abdominal 

radiography suggested an obstruction and suspicious opacity in small intestine. In addition, angle 

between air and liquid had reached 90 degrees at some points. There was no air fluid level in colon. 

The patient’s body temperature was normal and there was no air observed in abdominal radiography 

(Figure 1).

Performing a surgical operation was planned with the diagnosis of mechanical intestinal obstruc-

tion and the patient has given his written informed consent. In the operation, four old suture ma-

terials were detected in pylorus. Intraluminal mass that obstructed the lumen is detected to be 

located at 100 cm proximal from ileocecal valve. It was determined that the opacity detected in 

abdominal radiography had been the bezoar in the ileum. The small bowel was dilated at the proxi-

mal of the mass. There was no adhesion in the small bowel. Since it was observed in the examina-

tion that the mass was fragmented with palpation, the passage was opened without enterotomy. 

Fragmented bezoar parts were directed to caecum and small bowel decompressed with retro-

grade milking. In the operation, another mass lesion, which was 12 x 6 x 6 cm in size, was detected 

in fundus and it was removed (Figure 2). No complications were detected during the postoperative 

observation.

DISCUSSION

There are four different types of bezoars formed by undigestible materials; Phytobezoars: formed by 

fruit and vegetable fibroids, Trichobezoars: formed by hair, Lactobezoars: formed by milk and milk prod-

ucts, and Others: formed by medicines, paper, sand etc. (1). 

Even though the best way to determine bezoars is endoscopic examination, other imaging meth-

ods can also be used (1, 4). Bezoars can be detected by using ultrasonography as an intraluminal 

mass with acoustic shadowing (5, 6). In addition, dilatation in intestinal loops and free abdominal 

liquid can be detected with ultrasonography. Since small bubbles are characterized as “mottled 

appearance”, they can be detected as an intraluminal ovoid mass in CTs. This appearance is called 

Clinic of General Surgery, Buca 
Seyfi Demirsoy State Hospital, 
İzmir, Turkey

Address for Correspondence
Ayvaz Ulaş Urgancı
e-mail: ulasurganci@gmail.com

Received: 02.09.2014
Accepted: 29.10.2014 
Available Online Date: 19.06.2015

©Copyright 2016 
by Turkish Surgical Association 

Available online at  
www.ulusalcerrahidergisi.org

Ayvaz Ulaş Urgancı, Ebru Akıncılar

289

ABSTRACT

Ulus Cerrahi Derg 2016; 32: 289-291

DOI: 10.5152/UCD.2015.2884
Case Report



‘small bowel feces-sign (6, 7). CT is acknowledged as the 

ideal methodology to determine the intestinal obstruction 

as it can demonstrate the reason and the level of obstruc-

tion (7, 8).

Main predisposing factors are; history of stomach operations 

(especially pyloroplasty and vagotomy operations), diabetic 

gastroparesis, peptic ulcer, psychiatric disorders (1).

Even though there are different treatment options in the lit-

erature such as endoscopic extirpation, enzymatic fragmen-

tation, lithotripsy, and coca cola injection, surgical operation 

is required especially in case of complications (1). The most 

common complication is intestinal obstruction. Intesti-

nal obstruction mostly occurs in ileum and sigmoid colon 

where the intestinal loops are narrower (9). Bezoar can be 

smeared on caecum or rectum. According to the damage in 

the intestine, enterotomy or resection can be applied (2, 6). 

In addition, it must be kept in mind that there may be differ-

ent bezoars in different parts of the gastrointestinal system 

of these patients. The percentage of patients with determi-

nation of bezoars both in stomach and intestines is 17-21% 

(10). Residual bezoars can cause new obstructions in 9% of 

patients (6).

In our case, level of leukocytes (22.000), sharpness of air-liquid 

level angles in abdominal radiography and distinct tympanic-

sounds led us to emergency surgical operation.

There were two uniformly contoured opacities observed 

in direct abdominal radiography. 18% of the bezoars can 

be detected with abdominal radiography examinations 

(2). These opacities are also detected in surgical opera-

tion.

CONCLUSION

Attentive preoperative examination provides important data 

about the etiology of the condition. In this case, intestinal ob-

struction and two radiopaque masses are detected with ab-

dominal radiography. These masses can be defined in terms of 

etiology as obstructive. According to our opinion, the best way 

to minimize morbidity and mortality during bezoar treatment 

is to fragment the obstruction by depressing without splitting 

up the lumen.
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Figure 1. Abdominal radiography 

Figure 2. Gastric bezoar 
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