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Abstract

A phytobezoar is one of the intraluminal causes of
gastric outlet obstruction, especially in patients with
previous gastric surgery and/or gastric motility disor-
ders. Before the proton pump inhibitor era, vagotomy,
pyloroplasty, gastrectomy and gastrojejunostomy
were commonly performed procedures in peptic ulcer
patients. One of the sequelae of gastrojejunostomy
is phytobezoar formation. However, a bezoar causing
gastric outlet obstruction is rare even with giant gastric
bezoars. We report a rare case of gastric outlet ob-
struction due to a phytobezoar obstructing the efferent
limb of the gastrojejunostomy site. This phytobezoar
which consisted of a whole piece of okra (lady finger
vegetable) was successfully removed by endoscopic
snare. To the best of our knowledge, this is the first
case of okra bezoar-related gastrojejunostomy efferent
limb obstruction reported in the literature.
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INTRODUCTION

Gastric bezoars are a form of concretion resulting from
the accumulation of ingested materials. They are rela-
tively rare and are found in less than 1% of patients un-
dergoing gastroscopy'. The nature of the contents clas-
sifies gastric bezoars into many types. Common bezoarts
are phytobezoars, trichobezoars and pharmacobezoars.
Among the various types of bezoars, the most common
type is the phytobezoars, which are composed mainly of
undigested vegetable materials.

Generally, gastric phytobezoars ate common in pa-
tients with dentition problems, impaired digestion, de-
creased gastric motility and previous gastric surgery™”.
They usually have a wide range of clinical presentations
from abdominal discomfort and weight loss to small
bowel obstruction. Gastric outlet obstruction is an
uncommon presentation of gastric bezoars even when
they occupy the whole stomach. We report a patient who
previously underwent gastrectomy and gastrojejunostomy
for duodenal ulcer and who presented with signs and
symptoms of partial gastric outlet obstruction due to a
phytobezoar obstructing the gastrojejunostomy efferent
limb.
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Figure 1 Endoscopic view: Phytobezoar obstructing the efferent limb of
gastrojejunostomy.

CASE REPORT

A 67-year-old gentleman presented with intermittent
epigastic pain of one month duration. He was suffering
from pain associated with vomiting. His vomitus con-
tained old food particles and some bile. He had a history
of gastrectomy and gastrojejunostomy for peptic ulcer
disease in the previous 30 years. Clinically, he had a dis-
tended stomach with a positive succession splash. There
was some tooth loss which caused mastication problems.
Gastroscopy revealed a distended stomach containing
undigested food particles mixed with bile and mucus.
The gastrojejunostomy site appeared adequate and no
signs of ulceration or stricture were noted. The afferent
limb was patent with free flowing bile during intubation.
A golf ball-sized phytobezoar was found obstructing the
efferent limb area of the gastrojejunostomy (Figure 1). It
was successfully removed using an endoscopic snare. Ex-
amination of the bezoar after removal revealed an inner
core formed from a whole piece of okra (Figure 2). The
patient was well following removal of the phytobezoar,
and was given appropriate dietary advice upon discharge
to prevent recurrence.

DISCUSSION

Gastric bezoars are formed due to the accumulation of
ingested materials in the form of concretions. They are
rare and found in less than 1% of patients who undergo
gastroscopym. The commonest type of bezoar is a phy-
tobezoar which is composed of vegetable material”.
In our case, the centre of the bezoar was formed by a
whole piece of okra; lady finger vegetable. Trichobe-
zoars are composed of swallowed hairs in patients with
psychiatric disorders. High fibre persimmon fruits can
cause diospyrobezoars, and pharmacobezoars are com-
posed of ingested medications.

The pathogenesis of bezoar formation is usually in-
tricate. It involves many factors such as improper masti-
cation, dentition problems, alterations in the production
of acid, pepsin and mucus, previous gastric surgery and
impairments in gastric motilitylé’”. Robles et al” pointed
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Figure 2 Whole piece of okra (lady finger vegetable) formed the centre of
the phytobezoar.

out that 20% of patients have mastication and dentition
problems, 70%-94% have had previous gastric surgery
and 40% have a history of excessive dietary fibre intake.
Most adults with phytobezoars are men between the
ages of 40 and 50 years, however, trichobezoars usually
occur in young women with psychiatric problems™”.

Patients with gastric bezoars may remain asymptom-
atic for many years. Common symptoms usually include
abdominal pain, nausea, vomiting, early satiety, anorexia
and weight loss. Some patients present with gastrointes-
tinal bleeding from gastric ulcer formation due to be-
zoar-induced pressure necrosis'’. However, gastric outlet
obstruction is an uncommon presentation in patients
with gastric bezoars, even though some are large enough
to fill the whole stomach. Leung ez al™ reported a case
of bezoar-induced gastric outlet obstruction in a patient
who had a previous gastrojejunostomy for peptic ulcer
disease in whom they found a stricture at the anasto-
motic site. In another study, a large bezoar was found to
occlude the afferent loop of the gastrojejunostomy, this
patient also had afferent loop syndrome which was diag-
nosed by ultrasound and computed tomography cn,
In our report, the patient vomited old food indicating a
gastric outlet obstruction; however, the presence of bile
meant that the afferent loop of the gastrojejunostomy
was still patent. Gastric outlet obstruction was due to
occlusion of the efferent limb by a whole okra phytobe-
zoaf.

Gastric bezoars are usually discovered incidentally in
patients with non-specific abdominal symptoms. Abdom-
inal X rays, ultrasound and CT scan can reveal mass or
filling defects"™"”. The current gold standard for diagno-
sis of a gastric bezoar is upper gastrointestinal endosco-
py. It provides not only direct visualization of the bezoar
but also allows simultaneous therapeutic intervention.

Many studies have shown successful dissolution of
gastric bezoars using agents such as Coca-cola, acetyl-
cystine, cellulase, meat tenderizer and hydrogen perox-
ide™"*"”. However, all available studies are uncontrolled
trials and there are no prospective studies evaluating the
medical treatment of phytobezoars in the literature.

The majority of gastric bezoars can be removed
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endoscopically. Endoscopic removal involves fragment-
ing the bezoar with a water jet, direct suction, forceps
and snares”™. A variety of other methods have been
described in case reports such as Nd:YAG laser, endo-
scopic drills, and mechanical, electrohydraulic, extracor-
poreal lithotriopsy and intra-phytozoal Coca-Cola injec-
tion™ ™, Bruzzese ez a/*" pointed out that any fragments
more than one centimetre in size must be extracted after
fragmentation to prevent intestinal obstruction.

Surgical removal should be considered in patients
who fail conservative therapy, have large bezoars which
hinder endoscopic removal or have complications such
as obstruction with underlying mechanical problems, as
seen in Edmund Leung’s study, and associated peptic
ulcer bleeding". Taparoscopic removal is a promising
option for the removal of gastric as well as intestinal be-
zoars to avoid conventional surgery which is associated
with higher postoperative morbidity™.

The reported recurrence rate after removal of a gas-
tric bezoar is 14% in some studies, however, this will be
higher if underlying risk factors are not corrected”. For
prevention, it is necessary to educate high risk patients
to chew properly, take more fluid and avoid a stringy
fibrous diet. Patients with trichobezoars may need to
seek psychiatric evaluation to avoid further occurrence.
Patients with underlying motility problems also need to
be identified and treated as necessary.

Phytobezoars are a rare cause of gastric outlet ob-
struction, especially in patients with previous gastrojen-
unostomy. Currently, gastroscopy is the best method for
detecting and managing gastric bezoars by endoscopic
removal. Some cases require surgical removal, especially
those associated with complications. The most important
points in the management of a bezoar are identification
of the causative factor and prevention of recurrence by
counselling;
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