
International Journal of 

                  Case Report

Abdelhak Ettaoussi, Malik Zarhouni Baallal*, Aziz Moussahim, EL Bakouri A, Bouali M, Majd A, Kamal K 
and Khalid El Hattabi
Department of Visceral Surgery, Ibn Rochd University Hospital, Hassane II University, Faculty of Medicine and Pharmacy 
(FMPC), Casablanca Morocco

*Corresponding author: Zarhouni Baallal Malik, Department of Visceral Surgery, Ibn Rochd University Hospital, HassaneII 
University, Faculty of Medicine and Pharmacy (FMPC), Casablanca, Morocco (FMPC), Casablanca, Morocco

Received: April 02, 2025                                                                                                            Published: May 23, 2025

Copyright © All rights are reserved by Abdelhak Ettaoussi, Malik Zarhouni Baallal*, Aziz Moussahim, EL Bakouri A, Bouali M, Majd A, Kamal K and 
Khalid El Hattabi

Clinical Studies & Medical  Case ReportsISSN 2692-5877

1

DOI: 10.46998/IJCMCR.2025.52.001277

DOI: 10.46998/IJCMCR.2025.52.001277

Obstructive Phytobezoar of the Small Bowel: Surgical Treatment Without 
Enterotomy

Abstract

Intestinal bezoars are a rare cause of obstruction. Their treatment is surgical and consists of extraction by enterotomy. 
We report a case of small bowel obstruction on a phytobezoar treated by manual expression. The patient was 19 years old and 
had no previous medical or surgical history. He was admitted with an acute intestinal obstruction.
An unprepared abdominal X-ray revealed hydroaeric levels in the small intestine. 
Abdominal and pelvic CT showed significant distension of the small intestines with hydroaerosal levels in favour of an oc-
clusive syndrome with a transitional zone at the level of the last ileal loop.  Biological tests were normal.
Surgical exploration revealed an obstructive phytobezoar of the small bowel, which was treated by manual expression without 
enterotomy, a moderate peritoneal effusion of ascites fluid, and a catarrhal appendix in the mesocoeliac position.
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Figure 1: Erythema-bullous pigmented lesions on the palmar 
surface of the hands.

Introduction
Phytobezoar is a concretion of ingested plant substances stag-
nating in the digestive tract.
It is a rare cause of intestinal obstruction. Surgical treatment is 
an enterotomy which may increase morbidity. We report a case 
treated surgically by manual expression without enterotomy. 
The aim of this article was to discuss the indications for treat-
ment.

Observation
A 19-year-old patient with no specific medical or surgical his-
tory was admitted to the Intake Department of Casablanca Uni-
versity Hospital with abdominal pain that had been progressing 
for three days, of progressive intensity, with infrequent stools 
and gas and no vomiting. There was no evidence of fever. On 
admission, the patient's blood pressure was 120/70 mmHg, 
pulse 92 beats per minute, and temperature 36°C8. On physical 
examination, the mucous membranes were well stained. The 
abdomen was slightly distended with generalized tenderness 
predominating in the right iliac fossa. On rectal examination, 
the blister contained faces.

The rest of the physical examination was normal. A complete 
blood count (CBC) showed white blood cells at 8,560 cells 
per mm3, haematocrit at 17.5 cells per mm3, and platelets at 

303,000 cells. A frontal unprepared abdomen X-ray (APX) re-
vealed hydroaeric levels (HAL) in the small intestine. Abdomi-
nal and pelvic CT showed significant distension of the small 
intestines with hydroaerosal levels in favour of an occlusive 
syndrome with a transitional zone at the level of the last ileal 
loop (Figure 1). 
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Figure 3: Mechanical obstruction (hard food).

Figure 2: Small intestine upstream of a transition zone.

In view of this occlusive syndrome, we admitted the patient 
to hospital, administered parenteral fluid and electrolytes, per-
formed a urinary catheterisation, inserted a nasogastric tube 
and administered parenteral paracetamol for analgesia.

Surgical exploration by median laparotomy above and below 
the umbilicus revealed a moderate peritoneal effusion of asci-
tes fluid (removed and evacuated). There was a 3 cm distension 
of the small intestine upstream of a transition zone 4 m from 
the ADJ and 1.10 m from the JIC (Figure 2). The site of a me-
chanical obstruction (hard food) (Figure 3). 
Catarrhal appendix in mesocoeliac position (Figure 4). 

Figure 4: Catarrhal appendix in mesocoeliac position.
The rest of the examination was unremarkable. 

We performed manual expression without opening the small 
bowel. The intra-intestinal bezoar was held between the pulp 
of the five fingers of the right hand on the proximal side of the 
bezoar and we applied gradual and repeated manual pressure. 
The distal portion of the loop was held by the left hand to mon-
itor the progression of the bezoar through the valve of Bauhin 
valve.

The same manoeuvre was performed on the colon until the be-
zoar was extracted through the anus. 
It was a phytobezoar, friable, mobilisable, weighing about 20g 
and made up of fig peel; we had also carried out a retrograde 
appendectomy. 

The post-operative course was straightforward and the patient 
was discharged on the fourth post-operative day. 
Pathological examination of the appendix revealed acute sup-
purative pan-appendicitis with oxyurosis, no signs of malig-
nancy, hematic and inflammatory ascites fluid with no cells 
suspected of malignancy. The patient was prescribed alben-
dazole-based medical treatment for pinworm infection. At six 
months, there was no recurrence and his physical examination 
was normal.

Discussion
The prevalence of bezoar occlusions is estimated at 2-3%, and 
phytobezoars are the most common, accounting for 80% of 
all occlusions [1]. Occlusions in the oesophagus are rare and 
those in the colon exceptional. The treatment of phytobezoars, 
although poorly codified, is essentially surgical. The aim is to 
extract the bezoar but also to avoid complications and recur-
rences [1]. In our patient, we extracted the bezoar after manual 
expression by laparotomy. Given its advantages over laparoto-
my, laparoscopy is the best means of exploration [2]. However, 
it can be difficult to express the bezoar in this way, as there is a 
loss of manual contact. In our patient, we performed extraction 
by manual expression because the phytobezoar was friable, not 
adherent to the walls of the small intestine and close to the ce-
cum. This manoeuvre is easy in these circumstances. The most 
commonly performed therapeutic procedure is an enterotomy 
[1].

But for many patients, the phytobezoar is easily fragmented 
and evacuated by manual expression without enterotomy. En-
terotomy may be indicated only if the bezoar cannot be frag-
mented and adheres to the intestinal walls. Resection is rarely 
performed and may be reserved for cases of intestinal necrosis 
or complication. This manual extraction manoeuvre can lead 
to erosion of the intestinal mucosa, ulceration, haemorrhage 
or perforation, complications which we did not observe in our 
patient. The closer the bezoar is to the ileo-caecal valve, the 
easier it is for the surgeon to fragment it and evacuate it manu-
ally to the cecum. This technique avoids the need for an enter-
otomy, which carries an increased risk of postoperative mor-
bidity. Some authors have attempted medical treatment with 
chemical dissolution of the phytobezoar using acetylcysteine, 
papain or cellulose. However, the results are controversial and 
there is a risk of bezoar migration [1].

In some cases, the chemical composition of the mass makes 
medical treatment illusory [3].
 Some authors suggest the use of copious drinks combined with 
transit accelerators, and others, fragmentation either by laser 
and mini-explosion, or by extracorporeal lithotripsy, especially 
in adult patients in poor general condition who are unfit for 
surgery [4]. 
Endoscopic techniques are mainly used in cases of gastric or 
duodenal bezoar. 
However, attempted extraction by endoscopy may result in 
failure or severe complications such as pneumomediastinum 
due to oesophageal fissure because of the size of the bezoar [4].
Endoscopic extraction may be proposed if surgery is contrain-
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dicated after an attempt at chemical dissolution. The definitive 
solution is surgery. Extraction by enterotomy is the most com-
monly practised, but manual expression has some advantages. 
In a third of cases, patients present with a recurrence because 
the favouring factors are still present and patients still maintain 
their eating habits [3].

Conclusion
Obstructive phytobezoar of the small intestine is a rare condi-
tion. Surgical treatment by manual expression is preferable and 
consists of extraction without enterotomy if the bezoar is fri-
able and does not adhere to the intestinal walls.


