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An Uncommon Cause of Abdominal Mass: Phytobezoar
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ABSTRACT

Phytobezoar is a gastric foreign body formed due to accumulation of ingested fruits and/or vegetables.
Patients usually have a predisposing condition leading to alteration in gastric emptying. Altered

gastric emptying leads to stagnation and amalgamation of the ingested vegetables or fruits. This

condition can be easily diagnosed with upper gastrointestinal endoscopy. Management is medical if
the size is small. Larger phytobezoars need endoscopic therapy. In this case report, we describe a case

of phytobezoar in a middle aged lady with no known risk factor. She was managed successfully by

therapeutic endoscopy.
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INTRODUCTION

Gastric bezoar is a foreign body formed due to
accumulation of the ingested material. It is
commonly found as hard mass or concretion in the

stomach.

Gastric bezoar either presents with wide variety of
nonspecific abdominal complains or may be
detected incidentally during endoscopy or imaging.
A study involving 1400 gastroscopies found an

incidence of Gastric Bezoars to be 0.3%.! It is

more common in men in the age group 40-50
years? Risk factor for gastric bezoar include history
of gastric surgery, gastroparesis, gastric outlet
obstruction, anti cholinergic agents, opiates,

dehydration.3-5

We report a case of phytobezoar who had presented
with complains of abdominal pain, non-significant

weight loss and occasional vomiting.
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CASE REPORT

A 52 years housewife from far western region of
Nepal presented to our Gastroenterology OPD with
complains of upper abdominal pain for one year.
Pain was dull, continuous, associated with early
satiety and occasional vomiting. She also reported
non-significant weight loss in last one year. Pain
was not related with meals or defecation, and non-
radiating. There was no history of fever and she
denied any change in bowel habit or blood in
stools. There was no significant past medical or
surgical history. There was no history of chronic
alcohol abuse. Clinical examination revealed 4 X 8
cm firm, non tender and mobile mass in the left
upper quadrant of abdomen. She was admitted for
evaluation. Her complete blood counts, random
blood glucose, renal function test, liver function
test were all within normal limits. Ultrasonography
and Contrast Enhanced CT of abdomen and pelvis
was unremarkable. Upper Gastrointestinal
Endoscopy (UGIE) revealed a mobile green foreign
body of approximate size 3 cm X 8 cm extending
from body to antrum of the stomach (Figure 1).
Foreign body was examined by biopsy forceps. On
biting with biopsy forceps filamentous parts were
extracted from the foreign body. Endoscope could
be negotiated beyond the foreign body up to the
second part of duodenum. The mucosal surface
under the foreign body was erythematous and rest
of the endoscopic examination was normal. Patient
was diagnosed to have phytobezoar. She was put on
oral metoclopramide and Coca cola 3 litres per day.
However patient could take only about one litre of
Coca cola because of abdominal discomfort. After
one week UGIE was repeated. UGIE showed
findings similar to last endoscopy. The phytobezoar
was disintegrated by the use of endoscope, snare
forceps, biopsy forceps and injection normal saline

into the lesion by sclerotherapy needle. Strands of
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Figure 1: Endoscopic view of Phytobezoar.

Strands of vegetables are seen.

Figure 2: Strands of putrefied vegetables

extracted using snare forceps

AT
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Figure 3:Endoscopic fragmentation of

phytobezoar.
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vegetables were extracted by snare forceps, as
shown in figure 2. After 30 minutes of endoscopic
therapy, major portion of phytobezoar was
disintegrated and mass had been divided into two
smaller parts. After 3 days UGIE was repeated and
it confirmed clearance of mass. Patient had
resolution of her symptoms. Abdominal mass had
disappeared and she was discharged with plan to
perform Gastric Emptying test if symptoms of

gastroparesis occurred.

DISCUSSION AND REVIEW OF
LITERATURE

Gastric bezoar is a rare condition and is considered
as a differential diagnosis in many other
gastrointestinal diseases. There are four types of

Gastric Bezoarss:-

1. Phytobezoars- commonest and composed of

vegetable matters
2. Trichobezoars- composed of hairs
3. Pharmacobezoars-composed of medications

4. Other- composed of wide variety if substances.

Example styrofoam, cement, tissue paper etc.

Gastric bezoars can have multiple presentation.
Bezoars are formed from ingestion of indigestible
material in patients with impairment in the gastric
motility.> Phytobezoars are the commonest type of
gastric bezoar. Commonly implicated fruits and
vegetables include celery, pumpkin, prunes, raisins,
leeks, beets, and persimmon.” Phytobezoars form
when food containing large amounts of insoluble
and indigestible fibers such as cellulose,
hemicellulose, lignin, and fruit tannin are ingested
and accumulated.® Majority of patients with
bezoars (other than trichobezoars) have a risk factor
that delays emptying of gastric contents. Patients
may be asymptomatic but majority of cases (80%)

complains of vague epigastric discomfort.®
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Anorexia, nausea, vomiting, weight loss, and early
satiety may also be present. Bezoars can cause
gastric ulceration secondary to pressure necrosis.
Bezoar-induced gastric ulcers can cause bleeding
and gastric outlet obstruction.® History can be
helpful in diagnosis. Note should be made of
previous bezoar, gastric surgery, or gastric
dysmotility. Physical examination occasionally
detect a palpable abdominal mass. Halitosis may be
present because of putrefying materials of the
bezoar residing in the stomach. Plain abdominal
radiograph may demonstrate the outline of the
bezoar. On contrast radiography, a gastric bezoar
classically presents as filling defects within the
stomach. Gastric bezoars are definitively diagnosed
with upper endoscopy; phytobezoars appear as a
dark brown, green, or black mass of amorphous
vegetable material in the stomach. Small bezoars
are treated conservatively with liquid diet for a
short period of time and a prokinetic agent to
promote gastric emptying. For those not responding
to conservative therapy chemical dissolution,
endoscopic removal or surgery may be required.
Chemical dissolution agents include Coca-cola,
Cellulase, Papain and Acetylcysteine. Coca-cola is
administered via gastric lavage (3000 mL over a
12-hour period) or consumed same amount by
patients without nausea or vomiting. Coca-Cola's
action may be attributed to its low pH, the
mucolytic effect of its high sodium bicarbonate
content, and the CO2 bubbles which enhance
dissolution. A systematic review of 24
observational studies that included 46 patients,
showed that administration of Coca-Cola alone
resulted in resolution of phytobezoars in 23 (50
percent) patients. In 23 patients with partial
dissolution with Coca-Cola, concomitant
endoscopic therapy resulted in dissolution in 19

patients and only 4 patients required surgery.10
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Cellulase tablets or solutions disintegrates the
cellulose and hemicellulose found in plant fiber and
phytobezoars. Reported success rates range from 83
to 100 percent.!1-12 Papain administered in the form
of Adolph's Meat Tenderizer, 1 teaspoon in 120 mL
of water before each meal or papase two (10,000
unit) tablets with each meal.!3 Acetylcysteine has
been administered via nasogastric tube (15 mL of
acetylcysteine in 50 mL of water, twice daily) and
endoscopically (30 mL of acetylcysteine in 30 mL
of saline solution) for chemical dissolution of
gastric bezoars.!4 Endoscopic management can be
done by fragmenting the bezoar with water jet,
direct suction through a large channel (6 mm)
endoscope, forceps, or snares. Resulting fragments

can then be

cleared with the endoscope or by using a large bore
nasogastric tube (eg, Ewald tube), or allowed to
pass through the gastrointestinal tract.!2 In one
study, nine patients treated with adjunctive
Metoclopramide (10 mg orally before meals and at
bedtime) required a mean of 1.2 courses of
endoscopic therapy, while 15 patients treated with
endoscopic therapy alone required 1.9 courses of
treatment.!5 Surgical management is required in
patients who fail chemical dissolution and
endoscopic therapy and for patients with
complications including obstruction and significant
bleeding. If a gastrotomy or enterotomy is
performed to remove bezoars, the remainder of the
small bowel and stomach should be examined to

exclude other retained bezoars.16
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