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CASE REPORT
A Case of Large Gastric Perforation due to Bezoar
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ABSTRACT

Background: A bezoar is a tightly packed collection of partially digested or undigested
material found trapped in the gastro-intestinal system, Though, it can occur in other
locations in the body as well, the most common location is the stomach. When
unrecognized, these habits of eating bezoars can lead to severe complications such as
gastric ulceration and even perforation.

Methods: We report a case of 55 year old Indian male who presented to the emergency
room with signs and symptoms of acute abdomen. Radiological study revealed bilateral
pneumoperitoneum. Personal history revealed depressive symptoms.

Results: An emergency exploratory laparotomy was performed and gastric perforation
with 800 gms of gravel stones in the enlarged stomach were present as a content.
Anterior gastrojejunostomy with Feeding jejunostomy was performed after removal of
stones. Patient was discharged on post-operative day 10 and followed up for post op
complications and referred to psychiatry for further therapy.

Conclusion: Acute abdomen with hollow viscus perforation is an emergency where
saving the time is crucial to avoid further peritonitis, shock or mortality. Gastrointestinal
perforation and peritonitis in association with lithobezoars are rare entities where
emergency interventions are must needed. Therefore, in patients with psychiatric
behaviour and unusal dietary habits, bezoars as a differential diagnosis needs to be ruled
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out and managed with further psychiatric therapy.

Introduction

Bezoars were introduced to Europe from Middle
East during 11% century as medicinal remedies. The
word bezoar comes from 18% century derived from
the Persian word pad-zahr meaning “antidote”. The
physician in west known by the name “Avenzoar” had
made earliest description of bezoar stones [1]. For
medicinal purposes, the widely used bezoars were
Animal bezoars at that time [2]. Bezoars are intra-
luminal mass formed by accumulation of partially
digested or undigested products trapped in the gas-
trointestinal system of human body. These bezoars
can be of different types depending upon content
and location. According to the location, they can be
esophagus, stomach, large intestine or even trachea.
According to the type of content, these can be, food
boluses, lactobezoars, pharmabezoars, trichobezoars,
phytobezoars [3]. Out of which gastric trichobezoars
are commonly encountered.

Bezoars account for reported incidence of 0.07% to

0.4%, usually occur secondary to depressive symp-
toms, behavioral disorders, abnormal gastric empty-

ing or altered gastrointestinal anatomy [4]. Usually
patients have a long history of ingestion of such ma-
terials with dull aching pain in abdomen, intermittent
vomiting and disturbed bowel habits leading to ob-
structive symptoms, gastrointestinal bleeding, ileus,
ulceration and perforation. We here report a case of
perforation peritonitis secondary to gastric bezoar.

Case Presentation

55 years old male presented to the casualty with com-
plaints of pain in abdomen since 2 months which got
aggravated in last 3 days associated with multiple ep-
isodes of vomiting since 5 days. It was also associated
with not passing motion and flatus since 1 day. The
patient had history of eating gravels since 5 months.
The attenders also gave history of acid ingestion 2
years back. The patient was suffering from depres-
sive and behavioral disorders since 2 years. He had
no other comorbidities. He had no previous surgical
history.

Examination and investigations

On examination, he was fully conscious and vitally
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stable. Per abdomen examination revealed distention
of abdomen with generalized tenderness, guarding.
On per rectal examination fecoliths were present.
Blood investigations revealed an elevated leukocyte
count. Radio- imaging (X-ray erect) revealed a bilat-
eral pneumoperitoneum and radio-opaque shadow
in the shape of stomach extending till pelvic cavity
(Figures 1 and 2). Ultrasonography suggested a mild
ascites with echoes.

Figure 1. Erect X- ray abdomen showing Bilateral pneumoperi-
toneum.

Figure 2. Erect X- ray abdomen showing hyperdense mass in
abdomen extending till pelvic cavity.

Surgical intervenion

The patient underwent an emergency explorato-
ry laparotomy. Approx. 1.5 L of purulent fluid was
found in peritoneal cavity with enlarged stomach
of (approx. 10 cm x 8 cm) with 3 cm x 2 cm perfo-
ration over the lesser curvature of posterior wall of
stomach. Gravel stones present inside the stomach
were palpable from the perforation site (Figure 3).
Approx. 8 cm of Gastrotomy was performed in the
anterior wall and 300 gravel stones weighing 800 gm
were removed (Figures 4 and 5). Anterior Gastro-je-
junostomy with primary repair of gastric perforation
and feeding jejunostomy was performed (Figure 6).
Post-operative period was uneventful. The patient
was discharged on postoperative day 14 and Feeding
Jejunostomy was kept in situ for 2 weeks. Patient was
on regular follow-up. Patient recovered well without
any complications and is undergoing regular psychi-
atric treatment.

Figure 4. Gastric perforation over posterior wall of stomach
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Figure 6. Proximal Gastrojejunostomy performed.
Results and Discussion

Gastric bezoars were first described during the au-
topsy of a patient who died from gastric perfora-
tion and peritonitis [5]. The condition usually oc-
curs in patients with psychiatric disorders with the
incidence estimated to be 0.4 to 1% in the general
population. Bezoars are classified as per their com-
position as phytobezoars (composed of vegetable fi-
bres), trichobezoars (balls of hair or hair like fibres),
lithobezoars (fragments of stones), pharmacobezoars
(pills), lactobezoars (composed of milk products),
plasticobezoars (plastic).

The symptoms depend upon the size of bezoars and
the presence of complications. If there is a large be-
zoar, it is generally retained in the stomach due to
presence of pyloric sphincter with symptoms of py-
loric obstruction as was seen in our patient. Patients
usually present with epigastric pain, nausea and vom-
iting, hematemesis, weight loss, diarrhea and consti-
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pation. In our case, patient presented with pain in
abdomen, multiple episodes of vomiting, and obstipa-
tion with chronic history of eating gravels. If gastric
bezoar is slow growing and left untreated for long
time, it increases in size leading to various complica-
tions like gastric obstruction, ulceration or perfora-
tion which was the case in our patient as he presented
to the emergency with perforation peritonitis.

These bezoars are diagnosed by radiological imaging
such as x-rays, endoscopy, Computed Tomography
scan [6]. Our patient underwent X-ray abdomen in
emergency which showed Bilateral pneumoperito-
neum and opaque shadow of stomach. Ultrasound of
abdomen showed mild as- cites with echoes.

The treatment of bezoars includes removal of the
mass and prevention of the recurrence with psychi-
atric treatment. It can be chemical dissolution, endo-
scopic removal, surgery or a combination of therapy.
Chemical dissolution is mostly preferred for phytobe-
zoars whereas endoscopic removal can be done for
those bezoars which fail to dissolve or if the initial di-
agnosis was done with endoscopy then it is removed
in the same sitting. Endoscopic removal is only possi-
ble for small bezoars which can be removed with the
help of basket or direct suction. It is less effective for
large bezoars [7]. Surgical removal of bezoars is done
when chemical dissolution and endoscopic removal
has failed, patients with complications or for intesti-
nal bezoars, large or solid bezoars leading to perfo-
ration or hemorrhage. Since patient presented to the
emergency with features of perforation peritonitis,
patient was taken for emergency laparotomy. Primary
repair of gastric perforation after removal of lithobe-
zoars was done with anterior gastrojejunostomy and
feeding jejunostomy was done for the patient. To re-
duce recurrence, psychiatric treatment and regular
follow up in psychiatric OPD are advised.

Conclusion

Bezoars have different ways of presentation. Acute
abdomen with hollow viscus perforation is an emer-
gency where saving time is crucial to avoid further
peritonitis, shock or mortality. Gastrointestinal per-
foration and peritonitis in association with lithobe-
zoars are rare entities where emergency intervention
is needed. Therefore, thorough history and clinical
examination for behavioral disorders with prompt di-
agnosis, early intervention, and follow up with proper
psychiatric evaluation is must for early intervention,
good prognosis and prevention of recurrence of such
conditions. Hence, in patients with psychiatric behav-
iors and unusual dietary habits, bezoars as a differen-
tial diagnosis needs to be ruled out and managed with
further psychiatric therapy.
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