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CASE REPORT  GENERAL SURGERY

Intestinal obstruction due to phytobezoar induced
in the Meckel’s diverticulum-report of two cases
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ABSTRACT

Meckel’s diverticulum is generally asymptomatic, but it may become symptomatic due to various reasons and maybe the
etiology of the acute abdominal syndrome. Bezoars are formed by the combination of non-digestible substances in the
gastrointestinal tract, and which are among the rare causes of intestinal obstruction. The formation of bezoars in Meckel’s
diverticulum and subsequent intestinal obstruction is a rare condition. In this article, two cases with intestinal obstruction due
to bezoar in Meckel’s diverticulum and their surgical treatment had presented.
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Bezoars are made up of substances taken by mouth,
and which cannot be digested and accumulate in the
stomach and small intestine. They have been named by
different names according to the type of material they
contain (e.g., trichobezoar, phytobezoar, and lactobe-
zoar) [1]. Phytobezoars, which are formed by consuming
high amounts of fiber foods that are difficult to digest,
are the most common type of bezoars and play a role in
the etiology of 0.4—-4% of intestinal obstructions [2].
Meckel’s diverticulum is the most common (2%) con-
genital anomaly of the gastrointestinal tract [3]. While
it is frequently presented as intestinal obstruction and
gastrointestinal bleeding in childhood, it is usually ob-
served asymptomatic in adults and is found incidentally
during radiological examinations or abdominal surgeries
performed for other reasons [3]. Phytobezoar is a rare
condition causing small bowel obstruction in Meckel’s
diverticulum, and the literature is composed of a limited
number of case reports [4].

CASE REPORTS

Case 1 — A 34-year-old female patient was admitted to
the emergency department with complaints of severe ab-
dominal pain and vomiting lasting for 1 day. There was
no history of a co-morbid disease or previous abdominal
surgery. Hemodynamic parameters were stable at pre-
sentation (Blood pressure [BP] 110/70 mm Hg, pulse
rate [PR] 68). Physical examination revealed abdominal
distention and generalized tenderness, but no rebound
was detected. Laboratory investigations were normal,
except leukocytosis (11,700/mm?). Conventional ab-
dominal X-ray showed air-fluid levels consistent with
mechanical intestinal obstruction (Fig. 1A). Abdominal
computed tomography revealed a foreign body in the
diverticulum of the small intestine at the level of the ile-
um. Proximal to this level, it was determined that there
was thin barred dilatation and that the obstruction level
had the appearance of small intestine feces within the
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FIGURE 1. Plain abdominal radiography (A); air-fluid levels
consistent with mechanical intestinal obstruction, abdom-
inal computed tomography examination (B); the appear-
ance of a foreign body (bezoar) in the diverticulum of the
bowel wall in the small bowel segments matching the ileum,
the small bowel dilatation proximal to this level, and the
small bowel feces within the dilated small bowel segments
just proximal to the obstruction level.

dilated small bowel segments just proximal (Fig. 1B).
In the abdominal exploration of the patient who under-
went emergency surgery with a preliminary diagnosis
of mechanical intestinal obstruction; Meckel’s diver-
ticulum was found to be 60 cm proximal the ileocecal
valve, and the bezoar in the diverticulum was pressured
to the intestinal lumen to cause obstruction (Fig. 2). The
patient underwent to diverticulectomy, and during the
postoperative follow-up, wound infection developed.
The patient discharged on the 10% post-operative day
without any problem. Histopathological examination
revealed phytobezoar, non-specific chronic inflamma-
tion, and Meckel’s diverticulum. The histopathology of
faecolith exposed vegetable material.

Case 2 — A 35-year-old male patient was admitted to
the emergency department with complaints of severe ab-
dominal pain and vomiting lasting for 2 days. There was
no history of a co-morbid disease or previous abdominal
surgery. Hemodynamic parameters were stable at pre-
sentation (BP 120/80 mm Hg, PR 74). Physical exam-
ination revealed abdominal distention and generalized
tenderness, but no rebound was detected. Laboratory in-
vestigations were normal, except leukocytosis (10.500/
mm?®). Conventional abdominal X-ray showed air-fluid
levels consistent with mechanical intestinal obstruction
(Fig. 3A). In abdominal CT examination; in the small
intestine lumen at the ileum level, an oval-shaped lesion
with air beads (compatible with the bezoar) causing
obstruction was detected (Fig. 3B). In the abdominal
exploration of the patient who underwent emergency
surgery with a preliminary diagnosis of mechanical in-
testinal obstruction; Meckel’s diverticulum was found 60
cm proximal to the ileocecal valve and the bezoar in the

FIGURE 2. Surgical findings; Meckel’s diverticulum filled with
bezoars.

FIGURE 3. Plain abdominal radiography (A); air-fluid levels
consistent with mechanical intestinal obstruction, abdom-
inal computed tomography examination (B); oval-shaped
lesion in the small intestine lumen at the level of the ileum,
containing air beads (compatible with bezoar), causing ob-
struction.

diverticulum caused congestion by compressing the in-
testinal lumen due to the mass effect (Fig. 3). The patient
had diverticulectomy, and post-operative follow-up was
uneventful. He was discharged on the 5th postoperative
day without any complaint. Histopathological examina-
tion exposed vegetative bodies and necrotic materials
consonant with the diagnosis of phytobezoar. In addi-
tion, it was reported that mucosal sloughing, submucosal
congested blood vessels, and acute inflammatory exudate
in the Meckel’s diverticulum.

DISCUSSION

Meckel’s diverticulum is the most common congenital
anomaly of the gastrointestinal tract and encountered
in approximately 2% of the population [3]. Although
Meckel’s diverticulum is generally asymptomatic, it may
become symptomatic due to intussusception, inflam-
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matory adhesion, or volvulus associated with the om-
phalomesenteric band and may cause surgical interven-
tion [4]. Intestinal obstruction due to bezoar formation
in Meckel’s diverticulum is very rare, and the literature
is limited to a few case reports [5]. In both cases, there
were Meckel diverticulum between 60 and 80 cm of the
ileocecal valve and intestinal obstruction due to bezoar
in the diverticulum. It is well known that the most im-
portant risk factor for the development of intestinal
phytobezoar is excessive consumption of fibrous foods
that are difficult to digest.

It has been reported in the literature that a history of
gastric surgery such as pyloroplasty or gastrojejunostomy;,
where the gastric outflow pathway is enlarged, the pres-
ence of medical conditions such as hypothyroidism with
slowing gastrointestinal tract passage and diabetes mel-
litus, are factors that facilitate the intestinal phytobezoar
formation [6]. On the other side, chewing problems due
to deterioration of the tooth structure with advancing
age may be considered as a separate risk factor in elderly
patients without the aforementioned bezoar formation
facilitating factors. Both of the cases, we presented were
young, and there were no risk factors for bezoar forma-
tion. Since the consumption of fibrous foods which is the
most important risk factor for the formation of Bezoar,
is quite common in our region (especially Persimmon
consumption), that we often encounter intestinal bezoar
patients without other facilitating risk factors.

Abdominal CT is quite effective in the diagnosis of
intestinal bezoar cases, and sensitivity and specificity
rates were reported as 90% and 57% in the presence of
obstruction [7]. It is an advantage to be able to detect
the presence of other intra-abdominal possible patholo-
gies on CT, but attention should be paid to the possible
synchronous bezoar images within the dilated intestinal
segments proximal to the level of obstruction in bezoar
cases. Therefore, in the literature, cases that required ad-
ditional surgical intervention for bezoars which have not
observed in the obstruction area due to the presence of
the bezoar in another part of the dilated intestinal lumen
has been reported [8].

Conclusion

As a result; although bezoars are among the rare caus-
es of intestinal obstruction, they should have considered
as the first diagnostic option in the geographic regions
in which high fibered food consumption is a tradition.
Since the presence of Meckel's diverticulum constitutes
a potential site for bezoar accumulation in the intestinal
tract, it should be kept in mind that these two rare con-
ditions may coexist.
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