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Abstract

A 70-year old male is presented suffering from esophageal and small bowel obstruction,
caused by an occupational bezoar. The patient has worked as a carpenter for 35 years.
Ten years before the incident he underwent pyloroplasty and vagotomy. The part of the
bezoar, which caused the esophageal obstruction was removed during endoscopy, while
the part of the small bowel was treated surgically. The patient recovered well and was
discharged on the 8" postoperative day. The study presents a rare case of intestinal
obstruction (esophageal and small bowel) caused by an occupational bezoar in a patient

with a previous gastric surgery.

Introduction



Phytobezoar causing bowel obstruction in patients with previous gastric surgery is a well
known late complication, although very rare. It is a concretion of food fibers (fruit and
vegetable fibers) or foreign bodies in the stomach. The stomach is the most common
place of bezoar formation. In a normal stomach vegetable fibers can not pass through the
pylorus; they undergo hydrolysis within the stomach, which softens them enough to go
through the small bowel. After gastric surgery, because the gastric motility is disturbed,
the gastric acidity is decreased, and the stomach may rapidly empty, there is an increased
possibility for bezoar formation, causing acute abdomen due to small bowel obstruction.

Reports of bezoars causing obstruction of the gastrointestinal tract exist since the
late 18" century.? Mir and Mir® reported on 22 cases of bezoar found in the literature
from 1966 to 1973. Most case reports refer to bezoars of food with fibers or foreign
bodies. Moseley” reported the first case of a phytobezoar (citrus, onions, mushrooms)
following pyloroplasty and vagotomy.

There have not been incidents of occupational reason. The reverse migration of the
bezoar to the esophagus is also very rare, and may occur after persistent vomiting and
bezoar fragmentation.>® In this paper, the case of a patient with a phytobezoar of
occupational origin is presented. The patient suffered from both esophageal and small

bowel obstruction.

Case report
A 70-year old male carpenter, who complained about dysphagia for several days, and
epigastric pain, nausea and vomiting for 24 hours, was admitted to the Department of

Internal Medicine. He had worked as a carpenter for 35 years, only occasionally using



personal protective equipment. Ten years before the incident, he had undergone
cholecystectomy, pyloroplasty and vagotomy.

Plain x-ray and ultrasonography of the abdomen was performed after admission with
no diagnosis. A chest x-ray and pulmonary function tests were normal. Vomiting
continued and dysphagia got worse. The patient then underwent upper gastrointestinal
endoscopy as an alternative for diagnosis. The endoscopy (Olympus GIF-V2, Olympus
Optical Co. Ltd., Tokyo, Japan) of the esophagus showed a foreign body (dimensions:
1.5cm long, 2.8cm in diameter), which was endoscopically removed using a dormia

basket (Fig. 1).

Figure 1. Endocopy: (a) obstruction of the lower third of the esophagus due to a

bezoar; (b) removal of the esophageal bezoar with a Dormia-basket.



Further endoscopic examination to the second part of the duodenum revealed no
pathological findings. Pathological examination reported that the removed foreign body

consisted of wood dust (Fig. 2a).

Figure 2. The entire bezoar: (a) esophageal; (b) intestinal.

The patient’s condition improved only partially after endoscopy, so he was kept in
the hospital for further examination. Few days later he felt abdominal pain and a new x-
ray of the abdomen showed dilated gas-filled loops of the small bowel with no air in the
colon, suggesting small bowel obstruction. He was then transferred to the surgical clinic
for further treatment. His condition worsened the following days and the bowel
obstruction could not be managed with conservative treatment, so the patient underwent
exploratory laparotomy. The laparotomy revealed a swollen small bowel all the way

almost till the end of the ileum. A solid palpable mass (dimension 9.0cm long, 2.9cm in



diameter) was found close to ileocecal valve. Enterotomy was performed and the mass

was removed (Figs. 3 and 4)

Figure 3. Enterotomy.



Figure 4. Removal of the intestinal bezoar.

and sent to the pathologist. The pathology report revealed the same composition with
that of the foreign body removed from the esophagus (Fig. 2b). The patient was

discharged on the 8" postoperative day. Eighteen months later the patient is doing well.



Discussion

Intestinal obstruction due to phytobezoars (food, vegetable fibers, and/or foreign bodies)
is rarely encountered in adults with a normal intestinal tract. Phytobezoar usually is a
cause of intestinal obstruction in patients with previous vagotomy and drainage or gastric
resection.”** Most of the bezoars that have been presented in the literature are
concretions of poorly digested food, which are usually formed initially in the stomach; a
fragment of them may migrate in the bowel and cause obstruction.*?* The two usual sites
of the obstruction are in the ileum and the jejunum; it is unusual the reverse migration of
the bezoar to the esophagus, as it occurred in our patient.>® Some factors seem to be
responsible for bezoar formation. The risk factors that explain the etiology and
pathogenic mechanisms in patients with pyloroplasty - vagotomy include: (1) decreased
secretion of hydrochloric acid and reduced peptic activity; (2) decreased gastric motility
(atonic stomach); and (3) occupational exposure.'**

In cases the bezoar is located in the esophagus and the stomach, there should be an
attempt to first treat it conservatively.® If the bezoar is causing acute intestinal
obstruction there is indication for surgical treatment.*** In our patient the cause of the
bezoar was the accumulated wood dust (occupational bezoar) in the stomach and the
previous gastric surgery. The bezoar had two different final locations, one in the
esophagus and the other in the small bowel. The initial mass was probably in the
stomach, and due to the continuing vomiting, the bezoar was fragmented. The fragments
migrated causing obstruction in two different locations in the intestinal tract. The tail of
the bezoar moved to the esophagus, while the rest from the stomach through the pylorus

(because of the previous pyloroplasty and vagotomy) moved to the small bowel. Two



different therapies were used to treat this occupational phytobezoar, namely endoscopy
and surgery.

This is a rare case of bezoar causing two obstructions, nearly simultaneously in the
same patient. To our knowledge this is the first case of an occupational bezoar consisting
of wood dust. The patient only occasionally used personal protective equipment in his
work, and during the month before the incident, he had worked around twelve hours per
day. The use of personal protective equipment is imperative to avoid serious health
problems to the worker.

In conclusion, since occupational bezoars may be a cause of intestinal obstruction
(esophageal and/or small bowel), patients who have undergone a previous gastric surgery
should avoid certain kinds of fiber in their diet, and also avoid similar occupational

exposures.



References

1. Rubin M, Shimonov M, Grief F, Rotestein Z, Lelkuk S. Phytobezoar: A rare cause of
intestinal obstruction. Dig Surg 1998; 15(1):52-4.

2. Madura MJ, Naughton BJ, Craig RM. Duodenal bezoar: a report case and review of
the literature. Gastrointest Endosc 1982; 28:26-8.

3. Mir AM, Mir MA. Phytobezoar after vagotomy with drainage or resection. Brit J
Surg 1973; 60(11):846-7.

4. Moseley RV. Pyloric obstruction by a phytobezoar following pyloroplasty and
vagotomy. Arch Surg 1967; 94:290-1.

5. Hermoso JC, Rosado R, Ramirez D, Ruiz JJ, Medina P, Bonetti A. A esophageal
impaction of a bezoar after gastric surgery. Rev Esp Enf Digest 1991; 79:139-41.

6. Goel AL, Seenu V, Srikrishna NV, Goyal S, Thakur KK, Shukla NK. Esophageal

bezoar: a rare but distinct clinical entity. Trop Gastroenterol 1995; 16:43.



ATTé@patn olcopdayou Kal AeTTToU EVTEPOU
o€ EUAOUPYO OPEINOPEVN OE QUTOTTIANUA
ETTAYYEAPATIKAG AITIOAOYIOG

M. INimakoudngs, A. Toapouxas,

O. Kwvaoravriviongs, K. Miuiong:,

E. Euarabious, I'.A. 21a061m0UAOCS, K. ZIuGTTOUAOC
12N Xeipoupyikh Aivikny Tunuarog larpikng
Anuokpireiou lNavemioTnuiou Opdkng

21n MaBoAoyikn Aivikny Tunuarog larpikng
Anuokpireiou lNavemiotnuiou Opdkng

sEpyaornpio Yyieivi¢ kai lNpoaraciag lNepiBdAAovrog
Tunuarog larpikhc A.I1.0

QuToTTIAAPATA TTPOKAAOUVTA ATTOQPPAEEIG TNG YAOTPEVTEPIKAG 000U ava@épovTal atd Tov
180 aiwva. Ta TTEPICOOTEPA TTEPICTATIKA TTOU avagépovTal aTn cuyxpovn BiBAloypagia
dnuioupyouvTal aTTo TPOPIPA TTAOUCIA O€ QUTIKEG IVEG KABWG KAl EEva oWPaTA.
EBdounvtayxpovog avdpag TTPoCHABE OTO TUNAPA ETTEIYOVTWV TTEPICTATIKWY TOoU [EVIKOU
Mepipepeiakol Noookopeiou AAEEavOPOUTTIOANG TTOPATTOVOUEVOG YIG ETTIYACTPIKO TTOVO,
vautia, €ueToug Kal duokaratmooia. MNda Tn ouptITwaToAoyia autrv €1I0AxBn otnv
MaBoAoyikn AlvikA. ATTAR akTIvoypagia KolAiag kal utrepnyxoypdenua dsv foribnoav otn
diayvwon.

H kAIvik €ikdéva TTapouciace oTadlokd emdeivwan Kal 0 acBevig HETAQEPBNKE OTN
XeEIPOUPYIKN KAIVIKI).

ATTO Ta OTOIXEIQ TOU IGTOPIKOU TTPOEKUYE OTI 0 acBeVAG epyaloTav wg EuAoupyog yia 35
€Tn, XWpPIg va AauBdavel atouikG PETPO TTPOCTACIAC KOTA TNV €£pyaAdia Tou, TTAPA HWOVO
TTEPIOTACIOKA.

O aobevng TTpo dekacTiag €ixe UTTOBANBEI O0€ XOAOKUOTEKTOWN, TTUAWPOTTAACTIKA Kal
BayoTtoun.

Kartd mn didpkeia dlayvwaoTIKAG evOOOKOTINONG, EVIOTTIOBNKE {Evo OWPa To TUAPO Tou
QUTOTTIAUATOG TTOU TTPOKOAOUCE TNV OICOQAyYIKI oTTo@pagn €Eaipébnke, evw TO
UTTOAOITTO TUMUO TOU QUTOTTIANMOTOG OTO AETITO EVTIEPO OQAIPEONKE XEIPOUpPYIKA. H
TTaBoAoavaTopIKy) MEAETN £€0eige OTI KAl OTIG OUO TIEPITITWOEIG TA  QUTOTTIANPOTA
arroteAolvTav amd okovn ¢UAou. O aoBevng etavékauwe kKal EAape €€imiplo Tnv 8n
METEYXEIPNTIKN NUEPA. AEKOOKTW PAVEG META N KATACTACT TOU 00BEVOUG TTAPAMEVEI KAAT).
21N BiIBAIoypagia dev ava@EéPOovTal QUTOTTIANMATA ETTAYYEAUATIKNAG QITIOAOYIOG, yI'auTod Kal
Bewpeital 0TI TO TTEPICTATIKO TTOU AVOQEPETAI OTNV AVAKOIVWON QUTAV €ival eEAIPETIKA
omavio. Emiong ecivar €EaipeTikd@ oTrdvio amdé  @uToTTiAnua va  TTPokAnBouv  duo
ATTOPPAEEIG TOU YACTPEVTEPIKOU GUCTAUATOG OTOV id10 aoBevn.

H avagopd Tou TrEPIOTATIKOU aUTOU, EMIRERAILIVEI TNV aAvayKaIOTATA TNG AQWNG
evOEAEXOUG IOTOPIKOU Kal TN ONPacia Tou €TTAyYEAPATIKOU I0TOPIKOU. ETTiong, ue T Anwn
TIPOANTITIKWY HETPWVY TTPOCTACIOG KATA Tnv epyacia eivar duvatd va atmmo@euxBolv
TTEPIOTATIKA, OTTWG TO TTAPATTAVW, TTOU ATTAITOUCE XEIPOUPYIKEG DPATEIC.
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