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Background Small bowel obstruction (SBO) is a prevalent cause of acute abdomen among surgical patients, rep-
resenting approximately 16% of surgical hospital admissions and affecting over 300,000 individuals 
annually. Postoperative adhesions are the most common cause, accounting for 74-83% of SBO cases. 
Conversely, bezoar-related obstructions are less common, accounting for only 0.4% to 4.8% of cases. 
Bezoars are an indigestible agglomeration of indigestible material formed in the intestinal tract, typical-
ly categorized as phytobezoars (composed of plant materials such as fibers, fruits, and skins and seeds of 
vegetables), trichobezoars (consisting of ingested hair), lactobezoars (containing milk protein in milk-
fed infants), and pharmacobezoars (resulting from medications).

Summary A 46-year-old man, who is partially edentulous and has never undergone abdominal surgery, presented 
to the hospital with severe fluctuating abdominal pain, nausea, and vomiting for two days duration. 
Laboratory studies demonstrated leukocytosis and an elevated venous lactate. A CT scan showed an 
intraluminal mass with a transition point in the left lower quadrant, along with potential signs of 
pneumatosis and mesenteric edema, raising concerns about ischemic changes. The patient underwent 
a diagnostic laparoscopy and small bowel resection, during which a phytobezoar consisting of whole, 
undigested, dried mango slices was identified as the cause of the obstruction.

Conclusion Phytobezoars are a rare cause of small bowel obstructions, and it is important for surgeons to be aware 
of this potential cause. Edentulous patients are at higher risk due to the difficulty in proper mastica-
tion. Therefore, clinicians should maintain a clinical suspicion for bezoars in cases where an otherwise 
healthy edentulous patient, with no prior abdominal surgeries, presents with symptoms of small bowel 
obstruction.
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Case Description
A partially edentulous and otherwise healthy 46-year-old 
man presented to the hospital with severe waxing-and-wan-
ing abdominal pain, nausea, and vomiting for the past two 
days. The pain was localized in the epigastrium and was 
unrelieved by sitting or standing. He was afebrile on arriv-
al, and his vital signs were within normal limits. Physical 
examination showed a soft, rotund abdomen with tender-
ness in the epigastrium upon palpation. Laboratory studies 
were notable for a white blood cell count of 18.4 × 103 
cells/µL (normal range: 4.5-11.0) and a venous lactate of 
3.81 mmol/L (normal range: 0.40-1.30). Subsequent CT 
scan demonstrated an obstructing intraluminal mass in the 
left lower quadrant, with dilated loops of bowel proximal 
to the transition point and and signs suggestive of possi-
ble bowel ischemia, including pneumatosis and mesenteric 
edema.

The patient was diagnosed with small bowel obstruction, 
prompting immediate transfer to the operating theater 
for an emergent diagnostic laparoscopy. Intraoperatively, 
an obstructive mass was discovered in the terminal ileum, 
accompanied by mesenteric edema but no signs of pneu-
matosis or perforation. This mass was felt to be immobile, 
raising concern for the presence of an intraluminal malig-
nancy. Consequently, an 8 cm segment of the small bowel 

was resected, and a side-to-side functional end-to-end 
stapled anastomosis was performed. Once extracted from 
the abdominal cavity, the contents of the resected ileum 
were exposed, revealing a clump of several thin, yellow, 
fibrous objects resembling whole dried mango slices.

After being settled into his hospital room, the patient men-
tioned that he had been consuming dried mango slices at 
home until they lost their sweetness. Due to discomfort 
while chewing, he would then swallow them whole. He 
did not endorse eating other dried fruits or following a 
high-fiber diet. The patient’s postoperative course was 
complicated by an ileus requiring nasogastric tube decom-
pression, and he was discharged to home on postoperative 
day 3 in his usual state of health.

Discussion
Small bowel obstruction (SBO) is a common cause of acute 
abdomen, contributing to approximately 16% of surgical 
hospital admissions and exceeding 300,000 cases annu-
ally. While adhesions are by far the most common cause 
of SBO, bezoars—clusters of indigestible material in the 
gastrointestinal tract—constitute only a small fraction.2,3 
Bezoars come in various types: phytobezoars, trichobe-
zoars, lactobezoars, and pharmacobezoars.4 The word 
“bezoar” orginates from the Farsi word padzahr, meaning 
“antidote” or “antitoxin,” reflecting ancient beliefs as ani-
mal bezoars were considered a panacea.5 While bezoars can 

Figure 1. Abdominopelvic CT with Contrast (coronal view). Published with 
Permission

Figure 2. Resected and Exposed Section of Terminal Ileum Containing 
Whole, Dried Mango Slices. Published with Permission

Red arrow points to an obstructing intraluminal mass in the distal small bowel
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form in any part of the digestive tract, they typically form 
in the stomach, where they are generally asymptomatic.3 
However, when they migrate past the pylorus or form in 
the small intestines, they can cause obstruction.6 Bezoars 
that traverse the ileocecal valve are generally passed per 
rectum without issue. Most SBOs caused by bezoar occur 
approximately 50 to 70 cm proximal to the ileocecal valve, 
where the intestinal diameter is narrowest.3 In our patient, 
the phytobezoar was impacted in the terminal ileum, 
which is consistent with prior literature.

The abdominopelvic CT of our patient also demonstrated 
pneumatosis intestinalis (PI), the radiographic finding of 
gas infiltration in the walls of the intestines.7 PI can be 
classified as primary or secondary and is diagnosed via 
plain film or CT imaging.8 There are competing theories 
regarding its cause, such as bacterial translocation across 
the luminal membrane with subsequent hydrogen gas for-
mation deep into the mucosa or submucosa. The clinical 
significance of PI remains unclear. While PI itself may not 
indicate pathology,7 in certain clinical contexts (e.g., severe 
abdominal pain, small bowel obstruction), its presence 
can suggest ischemic changes in the bowel wall, potential-
ly indicating life-threatening mesenteric ischemia.9 While 
surgical decisions should not solely rely on the presence of 
PI, it can add to the surgeon’s clinical gestalt regarding the 
urgency of surgical treatment.

The gastrointestinal dysfunctions associated with bezoars 
are numerous and may be divided into mechanical and 
chemical disturbances.5 Previous gastric surgery such as 
vagotomy and gastrectomy, along with factors like high-fi-
ber diets, and poor dentition, are especially associated 
with phytobezoars.10 The incidence of phytobezoars varies 
geographically and among ethnic groups, often associat-
ed with dietary habits rich in high-fiber foods, typical in 
the Mediterranean and Southeast Asia. High-fiber diets 
contribute to bezoar formation by increasing insoluble 
material in the digestive tract and providing more material 
for bezoar formation.3,4 Certain fruits and vegetables like 
persimmons,11 apricots,4 and bell peppers12 are particularly 
known to cause phytobezoars. Dried fruits are particularly 
hazardous as their volume progressively expands through 
water absorption during enteric transit.4,13 In our patient’s 
case, despite not having a high-fiber diet, his dietary habits 
and edentulousness led to the formation of a bezoar.

While laparotomy remains the most commonly uti-
lized surgical approach for treating SBO, accounting for 
approximately 65% of surgical cases,2 laparoscopic small 

bowel resection (SBR) offers distinct advantages. These 
include fewer subsequent intra-abdominal adhesions, 
lower morbidity rates, shorter hospital stays, and faster 
recovery times. Laparoscopic SBR is safe and effective in 
the management of bezoar-induced SBO.14 However, if 
the diagnosis of bezoar-related SBO is confirmed periop-
eratively, the need for resection may be avoided entirely 
through techniques such as “milking” the bezoar through 
the ileocecal valve.11 Other options include endoscopic 
fragmentation, removal, and enterotomy.15 Our case reit-
erates these findings. In our patient, the mass seen on CT 
was not identified as a bezoar, and the immobility of the 
mass during diagnostic laparoscopy raised concern for an 
intra-luminal malignancy, so we opted for an up-front lap-
aroscopic resection of the affected small bowel segment.

Conclusion
Our case highlights the importance of clinical suspicion 
for bezoar-related obstruction as a potential diagnosis in an 
otherwise healthy patient with no prior abdominal surger-
ies who presents with symptoms suggestive of small bowel 
obstruction. This is particularly important when additional 
risk factors could contribute to the formation of a bezoar.

Lessons Learned
Perioperative identification of phytobezoars as the causal 
agent for small bowel obstruction remains challenging. 
Edentulousness and regional food habits increase the risk 
for phytobezoar-induced small bowel obstruction. Engag-
ing with primary care physicians to identify patients at risk 
for bezoar formation, provide patient education, and work 
to minimize reversible risk factors may help reduce the 
number of phytobezoar-induced SBO.
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