
Abstract 

 We report the case of a 2-year-old child with small bowel obstruction due to a phytobezoar. Initial 
imaging studied failed to identify its etiology: this included an abdominal CT scan, revealing small bowel 
obstruction with a transitional zone in the ileum, but without a clear cause. Phytobezoar impacted in the 
mid-of-the-ileum was discovered to be the source of the obstruction during an exploratory laparotomy. 
Histopathology confirmed the diagnosis. Phytobezoar is considered rare in children, and much less 
common as a cause of small bowel obstruction. 
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Introduction 
Bezoars can result from any indigestible or poorly digestible substance, capable of forming concretions 

within the gastrointestinal tract, including both the stomach and small intestine. Phytobezoars are 

composed of vegetable matter and are an unusual cause of small bowel obstruction (SBO); they account 

for about 0.4-4% of all mechanical bowel obstructions. However, the symptoms are not significantly 

different from those caused by the usual aetiologies of SBOs. The most common site of obstruction is the 

terminal ileum, with surgery as the preferred treatment.1  

Small intestinal phytobezoars are almost always obstructive. Intestinal perforation, secondary to 

obstruction, is not well-documented in the literature, but a few cases have been reported 2. Small bowel 

phytobezoars are extremely rare in the pediatric population, with a few cases reported in the literature, in 

terms of a patient less than three years of age.3 Here, we report a case presenting with acute intestinal 

obstruction and a small bowel phytobezoar in a 2-year-old-girl. 

Case Presentation 
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This 2-year-old was not known to have any medical illnesses, so was brought into the emergency 

department by her parents, with a history of bilious vomiting and irritability for three days. Associated 

symptoms included decreased activity, fever, abdominal pain, and constipation.  

Family history was negative for any similar condition; in addition, her drug and social history were 

unremarkable. On general examination, she was conscious but lethargic, and looked sick. Her vital signs 

were within normal limits except for a low-grade fever. 

Her abdomen was distended, but when palpated was found to be tender: there was no palpable mass, and 

no rebound tenderness or signs of peritonitis. 

Preliminary laboratory tests were ordered, including a complete blood count, as well as urea, creatinine, 

and a coagulation profile, all within normal limits. The electrolyte panel revealed a low potassium level of 

2.8 mmol/L. Imaging studies were also conducted, including chest and abdominal x-rays. The chest x-

rays were unremarkable, without air under the diaphragm, which may have suggested a perforation. 

However, the plain abdominal films showed dilated small bowel loops with multiple air-fluid sacs.  

An ultrasound of the abdomen was done, which ruled out any intussusception, but showed dilatation of 

the small bowel loops. (Fig. 1) In view of a suspected intestinal obstruction, an urgent computed 

tomography (CT) scan of the abdomen was done to identify the aetiology of the obstruction and localize 

the transitional zone, if any; this demonstrated a SBO with a transitional zone in the terminal and distal 

ileal loops. No clear aetiology of the obstruction was otherwise identified. (Fig. 2) 

We proceeded with resuscitation of intravenous fluids, electrolyte replacement, and nasogastric tube 

placement. The patient was taken to the operating theatre and underwent an exploratory laparotomy with 

a small bowel enterotomy and the removal of a foreign body. 

The bowel was examined from the duodenojejunal junction up to the ileocecal junction, as we anticipated 

a palpable foreign body. The dilated small bowel loops were healthy up to the site of the foreign body. 

However, they were not ischemic and were thus unperforated. There was no malrotation or bands noted.  

A 3 cm x 4 cm foreign body could be felt, and was impacted in the mid-ileum, as the small bowel 

collapsed from the foreign body (bezoar). The foreign body was blackish, round, and firm with a hair-like 

consistency. (Figs. 3A, B) (Fig. 4) An enterotomy was performed, and was extracted from the site. 

Outcome and follow up  
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The patient recovered well, and was discharged on the fifth postoperative day. Subsequent histology was 

consistent with having discovered a phytobezoar. She was followed in the outpatient clinic for two weeks 

while making a prompt recovery. 

 

  
 

Figure.1 Ultrasound of the abdomen and pelvis, showing 
dilated bowel loops. 

Fig.2 A CT scan abdomen and pelvis image, showing 
multiple dilated small bowel loops. 
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Discussion 

 
Bezoar is a tight collection of undigested material, that may present as a gastric outlet or intestinal 

obstruction. These can include lactobezoars (milk), phytobezoars (plant), trichobezoars (hair), or  

pharmacobezoars (medication).4-6 The most common is the phytobezoar in adults and trichobezoars in 

children, as described in Debakey and Oschsner's literature review.9 

 

Some contributing factors in bezoar formation were identified, including a history of previous surgery, 

poor mastication, overindulgence in foods with high fibre content, loss of pyloric function, gastric 

motility, and hypoacidity, which all play an important role in bezoar formation.5 6 These factors are 

commonly observed in the adult age group, compared to children, in whom bezoar formation is rare. 

 

Highlighting paediatric age groups, the literature reviewed some children of different age groups. In those 

cases, the most common causes included high fibre intake, ingestion of persimmon, mental retardation, 

and underlying behavioural disorders, such as pica.10 11 

Fig.3A phytobezoar seen (blue arrow) through the 
enterotomy site. 

Fig3B Healthy appearing small bowel, with a palpable 
obstructing mass\foreign body(blue arrow). 

 

Fig.4 the phytobezoar ( blue arrow ), after being extracted from 
the small bowel. 
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The location of bezoar impaction varies, the most frequent being the stomach, as mentioned in the 

literature. Second is the small intestine. Gastric bezoars are more common in adults, especially those with 

a previous history of gastric surgery. About 20% of patients have a history of surgery, altering gastric 

motility and emptying.7  

As stated, the most common location of primary small bowel bezoars is the terminal ileum followed by 

the jejunum. The ileum is the narrowest portion of the small bowel and is almost always causing intestinal 

obstructions.13 Bezoars can also arise in the small bowel diverticula, in a segment of the bowel associated 

with stricture formation. Intestinal content of the diverticulum may form concretions (bezoars) and can 

migrate out and subsequently obstruct the small bowel.12 

Clinical symptoms are largely dependent on the location of the bezoar, whether in the stomach or 

intestine: they vary from nonspecific gastrointestinal symptoms such as abdominal pain, nausea, and 

vomiting to bowel obstruction, if impacted in the intestine.  

 

A retrospective study of small bowel obstructions, secondary to a phytobezoar, showed that 100% of 

patients in this study had epigastric or generalised abdominal pain, associated with severe nausea and 

vomiting. Physical examination identified signs of acute obstruction in all patients who presented with 

faecaloid vomiting and abdominal tenderness.12 Imaging modalities failed to identify the bezoar as the 

cause of the bowel obstruction. It was only found intraoperatively, and later confirmed by the 

histopathology report.  

 

Preliminary imaging tests, such as plain abdominal film, showed only air-fluid sacs and dilated bowel 

loops, whereas the abdominal CT scan showed features of bowel obstruction without clear aetiology, 

which raises the question of its usefulness in detecting bezoars.  

 

A study of 14 patients with small bowel obstructions due to phytobezoar showed that CT scan of the 

abdomen failed to detect it in 14 patients (93%), whereas in one (7%) patient, images consistent with 

intraluminal bezoar and dilatation in proximal segments were observed.12 

 

Treatment options focus on removing the bezoar and preventing its recurrence. The literature has 

described many nonsurgical interventions, such as endoscopic retrieval, enzymatic therapy, or therapies 

like nasogastric lavage or suctioning, NAAC (or NaAc), or carbonated beverages for gastric bezoars.8 

There was not enough data or studies on paediatric age groups, so this was not an option in our case, as 

the patient had a mid-ileal bezoar causing the bowel obstruction. 
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Surgical intervention was reserved for cases with perforation, bleeding, and obstruction as in ours.7-8 The 

surgical approach can be either open or laparoscopic, depending on the size, location, number of bezoars, 

the centre, feasibility, and the surgeon's experience.  

 

Through our review of the literature, our patient was considered young enough to have a phytobezoar-

related SBO. Given the age groups found, they ranged between 4-14 years old. One case mentioned was 

similar to our own patient's age, i.e., 12 months, presenting with a small bowel obstruction due to a 

parsnip phytobezoar.3 

Prevention includes dietary counselling, treatment of any underlying behavioural illnesses, such as pica, 
and endoscopic assessment to retrieve any remnant bezoars to in turn prevent future migration to the 
small bowel - which may again cause obstruction 

Conclusion 

Bezoars are considered rare in paediatric age groups. The cases reported were mainly secondary to 

abnormal dietary habits or those with underlying behavioural illness. That said, a detailed dietary history 

can aid in the diagnosis, given that certain types of food ingestion play a role in bezoar formation.  

Diagnosis by imaging modalities, such as CT scan of the abdomen alone, are insufficient. It may aid in 

the diagnosis, but in most cases they failed to detect the bezoar; a number of cases with a final diagnosis 

were made with the histopathology report.  

The main target of treatment is early diagnosis, tackling complications, and preventing recurrence. 

Treatment is mainly case-dependent, as each may present differently, based on the location. 

Prevention includes dietary counselling, treatment of any underlying behavioural illnesses, such as pica, 
and endoscopic assessment to retrieve any remnant bezoars to in turn prevent future migration to the 
small bowel - which may again cause obstruction, 

Disclosure 

This case report was performed in the pediatric surgery unit, department of surgery, and the pediatric 
department, Salmaniya medical complex, Bahrain. 

Consent 

Verbal  consent was obtained from the parents for publication of accompanying images of the patient.  
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