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Acta Tropica 35. 373-377 (1978)

Pahlavi Hospital. Tehran. Iran

Report of a case of a giant phytobezoar in a patient
with a duodenal bulb ulcer

M. A. Rashed-Mohassel

Summary

A case of a large phytobezoar (750 g weight and with the length of 29 cm)
due to Khormalou (Persimmon) is being reported in a young patient with chief
complaint of abdominal pains and concomitant duodenal ulcer. Review of the
literature in this subject shows that bezoars of this size and weight are relatively
rare in healthy individuals.

Key words: giant phytobezoar: duodenal ulcer; case study.

Introduction

The term bezoar has been known in the Orient for many centuries, and

according to the foundations and conceptions of mythology it was believed to
be an essential remedy against poison. From an etymological viewpoint, certain
authors refer to its origin in the Hebrew word "Beluzaar" [1] and others recall
the persian word "Padzahr" or "Badzahr" which means "against poison" [2. 3].

Actually the bezoar is the general term for foreign bodies and the intragastric

concretions composed of vegetable résidu, food material and hair [ 1.2. 4-7].
These bezoars are relatively rare in a healthy and nonoperated stomach [2]. We
have recently observed a giant phytobezoar in a young student with a duodenal
ulcer which we are going to report and then discuss its etiology, pathology and
therapeutic problems.

Case report

Patient M. R. B. I., a 22-year-old student who weighs 64 kg and is 170 cm tall presented himself
to us in December 1975 with epigastric pains when time to eat (hunger pains). These pains were
diminished by ingesting a meal. In his past medical history, he recalls episodes of epigastric burning

Correspondence: Prof. M. A. Rashed. M.D.. Medicine 3 Service. Pahlavi Hospital. Bayat Avenue.
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Fig. 1

and also a melena which lasted 24 h. In addition he had the habit of eating close to 1 kg of Kormalou
(a type of Persimmon, resembling a tomato in size which is cultivated and raised in the central
region of Iran "Yazd"). for almost 6 years.

During the clinical examination, the abdomen was supple to palpation and we found amass

more or less mobile situated in the left epigastric region and was not painful. The upper G.I. series
showed an area of filling defects covering close to % of the gastric cavity and permitting the barium
to pass through by the periphery of the tumor in order to reach the pylorus (Fig. 1).

The gastroscopie examination was done and it was verified that a hard and greenish mass,
composed of vegetable material, had invaded all the gastric cavity which did not permit the passage
of the gastroscope through the antro-pyloric region. The air contrast study proved that there was not

any adhesion present between the mass and the stomach wall. All the laboratory values were
normal. We elected not to remove the mass by medical or instrumental methods for two reasons: the

type and rigidity of the tumor.
Surgical intervention was done. A midline incision was made above the umbilicus and

gastrostomy was performed. A greenish mass which weighed 750 g was carefully removed from the
stomach. It was made up of two parts: a small part situated in the antral region and another larger
part invading the body of the stomach. The length of the tumor was 29 cm (Fig. 2).

The postoperative course was uncomplicated. The patient left the hospital one week after the

operation, and clinical symptoms were diminished. The pathological examination of the removed

specimen confirmed the vegetable origin of the bezoar (Fig. 3).
One moth later, the patient came back to us complaining of episodes of rhythmic and periodic-

pains.
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An upper G.I. series performed in February 1976 showed an apparently normal stomach and

the existence of an ulcer in the duodenal bulb. Gastroscopy was done which showed a normal

appearing gastric mucosa. Gastric secretion analysis showed a volume of 60 ml (2.88 mEq/h) in 1 h

and acid concentration of 48 mEq/1. The response to histamine was normal 100 ml/h or 5.00

mEq/h). Other laboratory results were as follows: hemoglobin 16.5 g%. hematocrit 49.0rr. white
blood cells 8200/mmJ with neutrophils 60%. eosinophils 3%. basophils 0%. band cells lrr. lymphocytes

34%. monocytes 2%. The patient was started on metoclopromide and antacids. His condition
on discharge was satisfactory. Repeat gastroscopy showed a healed duodenal ulcer.

Discussion

The phytobezoar has been reported relatively rarely until recent years (3 11

cases until 1938 [2]). Its frequency appears to be increasing dye to the fact that
surgical intervention of the stomach has become more frequent in our times [8],
The first medical observation dates back to 1845 by Quin, and first surgical
removal in 1854 by Schreiber [9].

In a nonoperated stomach the majority of cases are occupational and

professional in origin, such as phytobezoar, lactobezoar. etc. [2. 5. 10]. or
trichobezoar made up ofhair in an emotionally disturbed adult or child who habitually

pulls out hair and swallows it [6. 7].

Predisposing factors

In a healthy stomach a diet rich in vegetable fibers has a special place in the
formation and genesis of phytobezoars: the undigested debris of fruits form a

primary nucleus of the bezoar [4, 9]. In DeBakey's series 40.4% were of phytobezoars

of which the Persimmon formed the central core [2], In our patient, excessive

ingestion of Kormalou plays a role of primary importance in the formation
of giant phytobezoars. This bezoar is presently at the Museum of Anatomical
Pathology, Institute of Taj Pahlavi, Tehran, Iran.

Klein [12] reported a case of phytobezoar in a vegetarian suffering from a

stomach ulcer.

Hypoacidity, pyloric stenosis, reduction in gastric motility are also predisposing

factors for bezoar formation [13], In our case, however, the patient had
only a duodenal bulb ulcer without stenosis and with an acid secretion at the

upper limit of normal. The gastric motility was well preserved. The only contingency

that remains is the excessive ingestion of Khormalou which is covered by
a rind full ofTannin which has not been well chewed. We can compare our case
with Gilat's whose patient drank the juice of three grapefruits for several
months.

Treatment

The treatment of a phytobezoar consists of enzymatic dissolution "cellu-
lase or papain" [13-15]: occasionally in adding some pineapple [16]. the endoscopic

destruction [4], direct injection of the enzyme by endoscopy in the interior
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of the bezoar [17], and finally in the case of failure surgical intervention is inevitable.

In our patient, we did not even try the medical and instrumental
approaches because at the time of endoscopy the rigidity of this voluminous
bezoar was verified. In addition, the crushing of this mass could have caused
serious complications [19]: such as intestinal obstruction, gastric hemorrhage,
etc. [10]. Among the late complications of bezoars one can mention
gastrointestinal fistulas and anemia [18]. One case of protein losing enteropathy also
has even been reported in a patient carrying a bezoar which disappeared after
removal of the bezoar [19].
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