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DEFINITION AND HISTORY
The term bezoar refers to an intraluminal mass in the gastrointestinal 
system caused by the accumulation of indigestible ingested materials, 
such as vegetables, fruits, and hair. It is also called “panzehr” in Arabic 
and “padzhar” in Persian, the term means antidote. Although there is 
written evidence of bezoars identied in animal and human 

thgastrointestinal systems in the 10  century AD. The rst scientic 
denition was made by Baudmant with the publication of a case of 
trichobezoar in 1779. In 1854, Quain named the mass of intragastric 
food residue found at autopsy a “bezoar”. The rst preoperative 
trichobezoar case was reported by Stelzner[4] in 1894.

The word "bezoar" comes from the Persian pād-zahr (پادزھـــــر)(Arabic 
th“bazahr” or “badzehr”), which literally means "antidote. Till the 19  

century, bezoars obtained from sacriced animals had been widely 
used as antidote .It was thought to be to be antidote of poisons.This was 
disproved in 1575 by French surgeon AmbroiseParé who did  an 
experiment to test the properties of the bezoar stone in a cook of king, 
who took poison as a punishment for  stealing ne silver cutlery . 
AmbroiseParé then used the bezoar stone to no great avail, as the cook 
died in agony seven hours after taking poison.

 There  are of different types of bezoars: 
By content
A)  Food boluses ,are composed of loose aggregates of food items 

such as seeds, fruit pith, or pits,  shellac, bubble gum, soil, and 
concretions of some medications.

B)  Lactobezoar is  comprised of inspissated milk. It is most 
commonly seen in premature infants receiving formula foods.

C)  Pharmacobezoars are mostly tablets or semiliquid masses of 
drugs, normally found following overdose of sustained-release 
medications.particularly common with sucralfate and aluminum 
hydroxide gel.

D)  Phytobezoarsare composed of indigestible plant material (e.g., 
cellulose), and are frequently reported in patients with impaired 
digestion and decreased gastric motility.

E)  Diospyrobezoar is a type  formed from unripe persimmons. 
F)  Trichobezoar is a bezoar formed from hair – an extreme form of 

hairball.Found in humans who frequently consumehairs.

Rapunzel syndrome is an extremely rare intestinal condition in 
humans resulting from ingesting hair (trichophagia). The syndrome is 
named after the long-haired girl Rapunzel in the fairy tale by the 
Brothers Grimm. Trichophagia is sometimes associated with the hair-
pulling disorder trichotillomania. This syndrome is a rare and unusual 
form of trichobezoar.

G)  Industrial materials bezoars are  due to wood trashes, polystyrene, 
and plastics which are used for making bags,knitting chairs and 
charpoys.

By location
A)  A bezoar in the esophagus is common in young children and in 

horses. In horses, it is known as choke.
B) A bezoar in the large intestine is known as a fecolith.
C)  A bezoar in the trachea is called a tracheobezoar.

(particularly common with sucralfate and aluminum hydroxide gel).

CAUSES OF BEZOAR FORMATION
Previous gastric surgery
Gastric motility disorders and hypoacidity after gastric surgery are the 
basis of bezoar formation. Bezoars located in the stomach can pass 
through the small intestines easily and cause symptoms of intestinal 
obstruction, especially in patients with pyloric dysfunction after a 
pyloroplasty or wide gastrojejunostomy, resulting in a wide gastric 
outlet. In a study of 42 diseases, Kement et al reported that previous 
gastric surgery was the most important factor predisposing to bezoar 
formation, with a rate of 48%. 

In patients who have had surgery for ulcer treatment, a vagotomy 
accompanied by a partial gastrectomy is the most important factor 
predisposing to bezoar formation. A vagotomy and partial gastrectomy 
reduce gastric acidity, negatively affecting peptic activity. 
Furthermore, the antrum has an important role in the mechanical 
digestion of ingested food. The pylorus also prevents ingested food 
from passing through the small intestine as bolus, contributing to 
digestion. In this regard, the risk of bezoar formation was higher in 
patients who had a pyloroplasty and antrectomy. The time taken for a 
bezoar to form after gastric surgery ranges from 9 mo to 30 years.

Bezoars can also form primarily in the small intestine when a 
mechanical factor alters the small intestinal passage, such as a 
diverticulum, stricture, or tumor. Primary bezoars of the small intestine 
almost always cause intestinal obstruction. The most common location 
of obstruction is the terminal ileum.

High-fiber diet
High-ber foods such as celery, pumpkins, grape skins, prunes, and 
especially persimmons are a risk factor for bezoar formation. 
Persimmons, which means the “God of fruits” in Greek, are the fruit of 
plants in the genus Diospyros. Immature persimmons contain tannins, 
which form an adhesive-like substance when they encounter acids and 
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ABSTRACT
A bezoar is a tightly packed collection of partially digested or undigested material that most commonly occurs in the stomach. It may be found in 
any part of GIT. Bezoars are responsible for 0.4%-4% of cases of mechanical intestinal obstruction. The clinical ndings of bezoar-induced ileus do 
not differ from those of mechanical intestinal obstruction due to other causes.Gastric bezoars can occur in all age groups and often occur in patients 
with behaviouraldisorders, abnormal gastric emptying, or altered gastrointestinal anatomy. Many bezoars are asymptomatic, but some causes 
symptoms.. The appearance and localization of bezoars can be established with various imaging methods.Treatment of choice depends on the 
localization of the bezoar which makes the clinical ndings.Some bezoars can be dissolved chemically, others require endoscopic removal, and 
some even require surgery.
A pseudobezoar is an indigestible object introduced intentionally into the digestive system ,such as a gastric balloon for reducing the size of 
stomach. 
AIM-  This review aims to summarize the denition and history, causes of bezoar formation, clinical ndings, diagnostic methods, treatment of the 
rare intestinal obstructions caused by bezoars.
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hold other food residues, causing bezoar formation. Krausz et al and 
Erzurumlu et al reported that 17% to 91% of bezoars in their series 
were caused by persimmons.

Other factors
Other factors predisposing to bezoar formation include systemic 
diseases such as hypothyroidism causing impaired gastrointestinal 
motility, postoperative adhesions, diabetes mellitus, Guillain-Barré 
syndrome, and myotonic dystrophy. Personal factors such as 
swallowing a large amount of food without sufcient chewing due to 
dental problems, especially in the elderly, the use of medications 
slowing gastrointestinal motility, and renal failure are also 
predisposing factors. Erzurumlu et al suggested that bezoar formation 
could occur without any predisposing factors.

CLINICAL FINDINGS
The clinical ndings of bezoar-induced ileus do not differ from those 
of mechanical intestinal obstruction due to other causes. Almost all 
patients have poorly localized abdominal pain that is similar to 
ischemic pain. Other symptoms include abdominal distention, 
vomiting, nausea, a sense of satiety, dysphagia, anorexia, weight loss, 
gastrointestinal hemorrhage, and constipation.

It is generally difcult to determine whether bezoars are the clinical 
cause of ileus. The great majority of patients have a history of 
abdominal surgery, and adhesions following previous surgery are 
often responsible for ileus. To reduce mortality and morbidity, it is 
important to consider bezoars in patients with a history of gastric 
surgery because the treatment of intestinal obstruction suspected of 
being induced by bezoars is mostly surgical. Prompt treatment can 
minimize the complications that might develop during medical follow-
up.

Symptoms and Signs
Most bezoars cause no symptoms because they don't completely block 
the digestive tract. Where symptoms do appear, these may include:-
Ÿ feeling full after eating very little food
Ÿ a lack of appetite
Ÿ nausea
Ÿ vomiting
Ÿ abdominal pain
Ÿ weight loss
Ÿ anemia

Complications:-
Rarely, bezoars cause serious complications which includes,
Ÿ Gastric outlet obstruction
Ÿ Gastrointestinal bleeding 
Ÿ secondary to ulceration,
Ÿ Ileus and intestinal obstruction
Ÿ Perforation · and peritonitis
Ÿ Intussusception
 
Bezoars in children:-
Although older adults are generally at greater risk for phytobezoars, 
certain types of bezoars are more often found in children. Lactobezoars 
are the most common type to affect infants.

Risk factors of lactobezoars in infants include:
Ÿ dehydration
Ÿ prematurity and low birth weight (an immature gastrointestinal 

tract)
Ÿ consumption of high-calorie formula
Ÿ addition of thickening agents, such as pectin, to formula

Trichobezoars are usually found in young females who suck, chew, and 
swallow their own hair. The presence of a trichobezoar may indicate an 
underlying psychiatric issue.

DIAGNOSTIC METHODS
Plain xray abdomen---Recent advances in imaging methods have 
facilitated the diagnosis of ileusThe air-uid levels associated with 
mechanical intestinal obstruction can be seen on plain X-rays in most 
patients, but plain radiographs are not useful for differentiating other 
causes of ileus.

Barium meal studies-The appearance and localization of bezoars can 
be established with barium studies, which are effective for 

differentiating diverticular disease, intraluminal adenomas, primary 
malignancies of the small intestine causing mechanical obstruction, 
and bezoars. However, these studies are not applicability in an 
emergency setting, can exacerbate peritonitis in the presence of 
perforation, and increase symptoms in complete obstruction.

Ultrasonogrphy-Ultrasonography can detect the cause in 88%-93% of 
bezoar-induced ileus. Typically, bezoars create hyperechoic acoustic 
shading on ultrasonography. However, the place of ultrasonography is 
controversial, since the examination is operator-dependent and 
requires experience. Furthermore, the air-uid levels in the obstructed 
intestines block the view and ultrasonography has low sensitivity 
when there are multiple bezoars.

CECT Abdomen--The most valuable method for determining the 
location and etiology of intestinal obstructions is contrast-enhanced 
computed tomography (CT) . The sensitivity and specicity of 
abdominal CT for bezoar-induced ileus are 90% and 57%, 
respectively. Abdominal CT is effective for excluding other causes of 
intestinal obstruction. The advantages of CT are its ability to detect 
dilatation and edema in the intestinal loops, the presence of intra-
abdominal free uid, and the level of obstruction and development of 
strangulation. Zissin et al reported that a round, mottled intraluminal 
mass in the area of obstruction with dilated intestinal loops proximally 
and collapse distally was a pathognomonic CT nding for a bezoar 
resulting in ileus. Air bubbles might be seen within bezoars. When 
there are multiple bezoars, intraluminal bezoars distant from the area 
of obstruction area might go unnoticed if not sought carefully.

Intraluminal round bezoar and mottled gas pattern were seen in the 
jejenum segment. Wall thickening due to inammation were seen at 
the obstruction site (arrow).

Feces in the small bowel can appear similar to a bezoar radiologically 
and are seen in about 8% of the patients treated for intestinal 
obstruction. Their radiological differentiation from bezoars is 
important because the treatment is generally medical. Small bowel 
feces generally appear in a longer segment than the bezoar and cause 
sharp-margin dilatation. Zissin et al reported that the most evident 
radiological feature for differentiating a bezoar and small bowel feces 
was the longer transition zone of the feces-like view in the dilated 
segments proximal to the obstruction in small bowel feces compared to 
bezoar.

Preoperative CT assessment in patients with suspected intestinal 
obstruction induced by bezoars is helpful for determining the timing of 
surgery. When a bezoar is detected on CT, the surgery is generally 
performed within 48 h. For small intestinal obstructions thought to 
result from non-bezoar causes, such as previous surgery, most patients 
can be treated medically, instead of surgically. A preoperative CT 
assessment allows the diagnosis of complications, such as perforation, 
necrosis, and ischemia secondary to bezoar-induced obstruction, and 
facilitates the planning of the timing of the surgical intervention.

Endoscopy-
Bezoars are typically observed as a single mass, but they can comprise 
multiple masses. They may range in color from brown, green, yellow, 
or even black.Material may be taken to know the constituent of bezoar.

Bezoar (Imaging Study Findings)

Upper endoscopy is usually done to conrm the diagnosis. On 
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endoscopy, bezoars have an unmistakable irregular surface and may 
range in color from yellow-green to gray-black. An endoscopic biopsy 
that yields hair or plant material is diagnostic.

Treatment
Ÿ Chemical dissolution
Ÿ Endoscopic removal
Ÿ Sometimes surgery

Ÿ Chemical dissolution using agents such as cola and cellulase can 
be done for patients with mild symptoms .Cellulase dosage is 3 to 5 
g dissolved in 300 to 500 mL of water; this is taken over the course 
of a day for 2 to 5 days. Metoclopramide 10 mg orally is often 
given as an adjunct to promote gastric motility. Enzymatic 
digestion using papain is no longer recommended.

Ÿ Endoscopic removal is indicated for patients who have bezoars 
that fail to dissolve, moderate to severe symptoms due to large 
bezoars, or both. If initial diagnosis is made by endoscopy, 
removal can be attempted at that time. Fragmentation with 
forceps, wire snare, jet spray, argon plasma coagulation, or even 
laser  may break up bezoars, allowing them to pass or be extracted.

Ÿ Surgery is reserved for cases in which chemical dissolution and 
endoscopic intervention cannot be done or have failed, for patients 
with complications, or for patients with intestinal bezoars.

Ÿ Persimmon fruit bezoars are usually hard and difcult to treat 
because persimmons contain the tannin shibuol, which 
polymerizes in the stomach. They do not respond well to chemical 
dissolution and usually require endoscopic or surgical removal.

Ÿ The optimal therapeutic intervention is controversial because 
randomized controlled trials comparing different options have not 
been done. Sometimes, combination therapy is required.

When a patient of intestinal obstruction due to bezoar comes ,we 
should  do his physical assessment and treat accordingly.

The initial treatment of bezoars causing obstruction is no different 
from that for obstructions of other etiologies. With intestinal 
obstruction, uid deciency and electrolyte imbalances result from 
vomiting and uid accumulation within the intestinal segment. 
Therefore, the rst step in treatment is intestinal decompression and 
uid-electrolyte replacement.

The most common location of bezoars in the gastrointestinal system is 
the stomach, although gastric bezoars usually do not cause obstruction. 
Therefore, endoscopic methods have become the main treatment. 
Mechanical disintegration (mechanical lithotripter, large polypectomy 
snare, electrosurgical knife, drilling, laser destruction, and a Dormia 
basket for extraction) and chemical dissolution (saline solution, 
hydrochloric acid, sodium bicarbonate, and Coca-Cola lavage) 
methods have been described.Ladas et al reported a very high success 
rate (90%) in gastric bezoars using a combination of mechanical and 
chemical methods. The treatment of choice is surgical for gastric 
bezoars in which endoscopic treatment failed.

Bezoar-induced intestinal obstructions occur mostly in the distal small 
intestine. The greater width of the colon lumen reduces the possibility 
of colonic mechanical obstruction due to bezoars, although a few rare 
cases of colon obstruction have been reported in children.

Bezoar-induced intestinal obstructions usually occur 50-70 cm 
proximal to the ileocecal valve, because of the reduced lumen diameter 
towards the distal end, the lower motility in the distal small intestine, 
and the decreased motility of bezoars due to the increased water 
absorption at the distal end.

When surgical treatment is chosen, open or laparoscopic abdominal 
exploration may be performed. Laparoscopic exploration is currently 
used more frequently; however, it requires technical experience 
because of the presence of dilated intestinal segments. It also requires a 
good preoperative radiological study to localize the bezoar because 
there can be multiple bezoars and there are reports of cases requiring 
surgery for an unnoticed bezoar. The factors to be considered when 
selecting the laparoscopic method include the size and number of 
bezoars, the presence of complications (such as perforation and 
peritonitis), and previous abdominal operations. Laparoscopic 
interventions are being performed increasingly; however, open 
surgery is still the most common method used for the surgical 
treatment of bezoar-induced intestinal obstructions. Some bezoars, 

particularly bezoars composed of persimmon, can be more difcult to 
remove, requiring surgery.

After determining the need for surgical intervention, the issue of what 
kind of intervention should be performed arises. The decision to 
perform an enterotomy to remove bezoars varies with experience. 
Surgeons often use the milking technique, which is used to advance the 
intestinal contents manually either proximally or distally. However, a 
laceration in the intestinal serosa or mesentery can occur during this 
procedure. Aysan et al reported that rats undergoing milking developed 
signicantly more peritoneal adhesions compared to the control group 
and that the peritoneal cultures were positive.

The bezoar location in the gastrointestinal system (duodenum, 
jejunum, or ileum) plays an important role in selecting the surgical 
method   (Figure2).. Oh et al reported that an enterotomy was more 
successful for bezoars located in the proximal small intestine. For the 
patients with ischemia and perforation caused by bezoars, anastomosis 
or stoma procedures should be performed with segmental small bowel 
resection.

Outlook and prevention
Treatment of bezoars is largely successful. However, steps should be 
taken to prevent future occurrences.

Those at increased risk of developing a bezoar may wish to avoid 
certain foods such as persimmons, celery, pumpkin, prunes, and 
sunower seed shells. Chewing food thoroughly before swallowing 
may also help to prevent their occurrence.

Psychiatric treatment, where appropriate, can help to prevent 
trichobezoars

CONCLUSION
In conclusion, the possibility of bezoars must be considered in patients 
with mechanical intestinal obstruction, although they are rare. This 
possibility must be considered especially in regions where there is 
excess consumption of high-ber food, which causes bezoar 
formation, in patients with intestinal obstruction, and in patients who 
have a history of abdominal surgery for a peptic ulcer. Early 
preoperative contrast-enhanced CT assessment aids both the diagnosis 
and decision for early surgical treatment. Surgery is usually chosen for 
bezoars causing intestinal obstruction. In addition to the physical 
characteristics of the bezoar, its location should be considered when 
selecting the surgical procedure.

REFERENCES
1.  Bingham JR, Causey MW, Haque MI. Phytobezoar within Meckel’s diverticulum: an 

unusual cause of intestinal obstruction. Am Surg. 2014;80:E94–E96. [PubMed] [Google 
Scholar]

2.  Senol M, Ozdemir ZÜ, Sahiner IT, Ozdemir H. Intestinal Obstruction due to Colonic 
Lithobezoar: A Case Report and a Review of the Literature. Case Rep Pediatr. 
2013;2013:854975. [PMC free article] [PubMed] [Google Scholar]29. Gayer G, Jonas 
T, Apter S, Zissin R, Katz M, Katz R, Amitai M, 

3.  Williams RS. The fascinating history of bezoars. Med J Aust. 1986;145:613–614. 
[PubMed] [Google Scholar]

4.  Andrus CH, Ponsky JL. Bezoars: classication, pathophysiology, and treatment. Am J 
Gastroenterol. 1988;83:476–478. [PubMed] [Google Scholar]

5.  Chintamani R, Singh JP, Singhal V. Cotton Bezoar--a rare cause of intestinal obstruction: 
case report. BMC Surg. 2003;3:5. [PMC free article] [PubMed] [Google Scholar]

6.  Altintoprak F. Gastric outlet syndrome associated with a recurrent trichobezoar: report 
of a case. Turk J Gastroenterol. 2010;21:471–472. [PubMed] [Google Scholar]

7.  Ashfaq A, Madura JA, Chapital AB. An unusual case of biliary bezoar causing small 
bowel obstruction in a patient with ampullary diverticulum and stapled gastroplasty. 
BMJ Case Rep. 2014;2014 [PMC free article] [PubMed] [Google Scholar]

8.  Hall BM, Shapiro MJ, Vosswinkel JA, Meisel S, Curci N. Phytobezoar as a cause of 
intestinal obstruction. J Gastrointest Surg. 2011;15:2293–2295. [PubMed] [Google 
Scholar]

9.  Erzurumlu K, Malazgirt Z, Bektas A, Dervisoglu A, Polat C, Senyurek G, Yetim I, Ozkan 
K. Gastrointestinal bezoars: a retrospective analysis of 34 cases. World J Gastroenterol. 
2005;11:1813–1817. [PMC free article] [PubMed] [Google Scholar]

10.  Peck JJ, Milleson T, Phelan J. The role of computed tomography with contrast and small 
bowel follow-through in management of small bowel obstruction. Am J Surg. 
1999;177:375–378. [PubMed] [Google Scholar]

11.  Macari M, Megibow A. Imaging of suspected acute small bowel obstruction. 
SeminRoentgenol. 2001;36:108–117. [PubMed] [Google Scholar]

12.  Alsafwah S, Alzein M. Small bowel obstruction due to trichobezoar: role of upper 
endoscopy in diagnosis. GastrointestEndosc. 2000;52:784–786. [PubMed] [Google 
Scholar]

13.  Kadian RS, Rose JF, Mann NS. Gastric bezoars--spontaneous resolution. Am J 
Gastroenterol. 1978;70:79–82. [PubMed] [Google Scholar]

14.  Kement M, Ozlem N, Colak E, Kesmer S, Gezen C, Vural S. Synergistic effect of 
multiple predisposing risk factors on the development of bezoars. World J Gastroenterol. 
2012;18:960–964. [PMC free article] [PubMed] [Google Scholar]

15.  Krausz MM, Moriel EZ, Ayalon A, Pode D, Durst AL. Surgical aspects of 
gastrointestinal persimmon phytobezoar treatment. Am J Surg. 1986;152:526–530. 
[PubMed] [Google Scholar]

16.  Bowden TA, Hooks VH, Mansberger AR. The stomach after surgery. An endoscopic 

Volume-9 | Issue-5 | May-2020 PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr

42 International Journal of Scientific Research



perspective. Ann Surg. 1983;197:637–644. [PMC free article] [PubMed] [Google 
Scholar]

17.  Saeed ZA, Rabassa AA, Anand BS. An endoscopic method for removal of duodenal 
phytobezoars. GastrointestEndosc. 1995;41:74–76. [PubMed] [Google Scholar]

18.  Ezzat RF, Rashid SA, Rashid AT, Abdullah KM, Ahmed SM. Small intestinal 
obstruction due to phytobezoar: a case report. J Med Case Rep. 2009;3:9312. [PMC free 
article] [PubMed] [Google Scholar]

19.  Yetim I, Ozkan OV, Semerci E, Abanoz R. Unusual cause of gastric outlet obstruction: 
giant gastric trichobezoar: a case report. Cases J. 2008;1:399. [PMC free article] 
[PubMed] [Google Scholar]

20.  Buchholz RR, Haisten AS. Phytobezoars following gastric surgery for duodenal ulcer. 
SurgClin North Am. 1972;52:341–352. [PubMed] [Google Scholar]

21.  Escamilla C, Robles-Campos R, Parrilla-Paricio P, Lujan-Mompean J, Liron-Ruiz R, 
Torralba-Martinez JA. Intestinal obstruction and bezoars. J Am Coll Surg. 
1994;179:285–288. [PubMed] [Google Scholar]

22.  Frazzini VI, English WJ, Bashist B, Moore E. Case report. Small bowel obstruction due 
to phytobezoar formation within Meckel diverticulum: CT ndings. J Comput Assist 
Tomogr. 1996;20:390–392. [PubMed] [Google Scholar]

23.  Lorimer JW, Allen MW, Tao H, Burns B. Small-bowel carcinoid presenting in 
association with a phytobezoar. Can J Surg. 1991;34:331–333. [PubMed] [Google 
Scholar]

24.  Kvitting JP, Andersson P, Druvefors P. A phytobezoar in the acute abdomen. Am J Surg. 
2009;197:e21–e22. [PubMed] [Google Scholar]

25.  Rubin M, Shimonov M, Grief F, Rotestein Z, Lelcuk S. Phytobezoar: a rare cause of 
intestinal obstruction. Dig Surg. 1998;15:52–54. [PubMed] [Google Scholar]

26.  Chisholm EM, Leong HT, Chung SC, Li AK. Phytobezoar: an uncommon cause of small 
bowel obstruction. Ann R CollSurg Engl. 1992;74:342–344. [PMC free article] 
[PubMed] [Google Scholar]

27.  Verstandig AG, Klin B, Bloom RA, Hadas I, Libson E. Small bowel phytobezoars: 
detection with radiography. Radiology. 1989;172:705–707. [PubMed] [Google Scholar]

28.  Ripollés T, García-Aguayo J, Martínez MJ, Gil P. Gastrointestinal bezoars: sonographic 
and CT characteristics. AJR Am J Roentgenol. 2001;177:65–69. [PubMed] [Google 
Scholar]

29.  Gayer G, Jonas T, Apter S, Zissin R, Katz M, Katz R, Amitai M, Hertz M. Bezoars in the 
stomach and small bowel--CT appearance. ClinRadiol. 1999;54:228–232. [PubMed] 
[Google Scholar]

30.  Ko YT, Lim JH, Lee DH, Yoon Y. Small intestinal phytobezoars: sonographic detection. 
Abdom Imaging. 1993;18:271–273. [PubMed] [Google Scholar]

31.  Balthazar EJ. George W. Holmes Lecture. CT of small-bowel obstruction. AJR Am J 
Roentgenol. 1994;162:255–261. [PubMed] [Google Scholar]

32.  Zissin R, Osadchy A, Gutman V, Rathaus V, Shapiro-Feinberg M, Gayer G. CT ndings 
in patients with small bowel obstruction due to phytobezoar. EmergRadiol. 
2004;10:197–200. [PubMed] [Google Scholar]

33.  Park SE, Ahn JY, Jung HY, Na S, Park SJ, Lim H, Choi KS, Lee JH, Kim do H, Choi KD, 
et al. Clinical outcomes associated with treatment modalities for gastrointestinal 
bezoars. Gut Liver. 2014;8:400–407. [PMC free article] [PubMed] [Google Scholar]

34.  Ladas SD, Triantafyllou K, Tzathas C, Tassios P, Rokkas T, Raptis SA. Gastric 
phytobezoars may be treated by nasogastric Coca-Cola lavage. Eur J 
GastroenterolHepatol. 2002;14:801–803. [PubMed] [Google Scholar]

Volume-9 | Issue-5 | May-2020 PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr

International Journal of Scientific Research 43


