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Cotton Bezoar Causing Intestinal Obstruction
jAgAnnAth kulkArni*, sAnjiv kumAr goyAl*, girish singlA*

AbstrAct

Background: The unusual urge to eat cotton fibers is usually seen in people whose mental health is affected. Presentation 
could be in the form of trichophagy (eating hair), followed by trichobezoar or phytobezoar (eating vegetable fibers), which 
is a rare entity. Rapunzel syndrome is a term for trichobezoar where the parent bezoar is in the stomach and a tail of the 
fibers or hair extends into the jejunum. Presentation as gastric outlet obstruction due to a cotton bezoar in the stomach and 
intestine is rare, hence we report it here. Case report: A 60-year-old gentleman with no known comorbidities presented to 
the emergency room with history of pain abdomen, vomiting and loss of weight. Ultrasound followed by CT abdomen and 
pelvis revealed features of gastric outlet obstruction due to foreign body. On emergency exploratory laparotomy after initial 
resuscitation, he was found to have a large gastric cotton bezoar possibly extending into the proximal jejunum. The bezoar 
was extracted via gastrostomy and on-table enteroscopy confirmed complete evacuation of the bezoar. On postoperative 
Day 5, patient was discharged on soft diet. Conclusion: Gastrointestinal bezoars are a rare entity, and when cotton is the 
nature of bezoar with possible gastric outlet obstruction Rapunzel syndrome, it qualifies for inclusion into the literature.
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Stomach bezoars if detected in time may be treated 
by endoscopic retrieval but if presentation is in 
the form of intestinal obstruction with or without 

perforation management is by a formal exploratory 
laparotomy followed up by treatment for the underlying 
psychiatric disorder.1,2 Bezoars are rare and are often 
reported in patients with some psychiatric ailment.3,4 
They usually present with signs and symptoms due to 
a mass in the stomach, which may rarely extend into 
the jejunum as a tail (Rapunzel syndrome).1,5,6 Such 
instances where in an elderly male patient presents 
to the Emergency Room (ER) with signs of gastric 
outlet obstruction due to cotton bezoar and successful 
management surgically is rare in literature.

cAse report

A 60-year-old gentleman with no known comorbidities 
was brought to the ER with history of pain 
abdomen recurrent episodes of vomiting for 4 days. 
On examination, he appeared dehydrated, his heart 

rate (HR) - 98 bpm, blood pressure (BP) - 130/80 mmHg, 
conscious and oriented. Per abdominal examination 
revealed vague palpable mass and signs of gastric 
outlet obstruction. Per-rectal examination had empty 
rectum and no growth was palpated. Other systems 
examination was normal.

He was resuscitated in ER with IV fluids, 
antispasmodics, antiemetics and was started on broad-
spectrum IV antibiotics. Blood samples were sent for all 
the preoperative values. Baseline ECG, X-ray chest was 
done. Ryle’s tube aspiration was started and a Foley’s 
catheter was placed. 

Ultrasound followed by CT abdomen showed features 
of gastric outlet obstruction possibly due to a foreign 
body. The patient underwent emergency exploratory 
laparotomy. Gastric palpation suggested foreign body 
and on gastrotomy (Fig. 1) a large and a long band/ball 
of cotton fibers was seen. After complete extraction of 
the bezoar, it was found to measure 2.4 feet in length 
and was made up of varying girths and colors of cotton 
fibers (Fig. 2). 

On table enteroscopy via the gastrotomy confirmed 
complete extraction of the bezoar. Gastrotomy and 
abdomen were closed with drain. He improved over 
a period of 3 days after the surgery and was taking 
liquids on post-op Day 3. He was started on soft diet 
on post-op Day 5 and discharged on post-op Day 6 in 
stable condition. 
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and even plague. A genuine bezoar was recognized by 
its failure to smoke when a red-hot needle was plunged 
into it.3,5,6 

Causes of bezoar include the presence of indigestible 
material in the lumen, gastric dysmotility (including 
previous surgery like vagotomy and partial 
gastrectomy, etc.) and certain other substances that 
encourage stickiness and concretion formation. 
The clinical presentation may be a palpable, firm, 
nontender epigastric mass, which is either discovered, 
on routine physical examination in an asymptomatic 
patient. Bezoars have been reported between the ages 
of 1 and 56 years, most presenting between the ages of 
15-20 years and 90% are in females. Approximately 10% 
show psychiatric abnormalities or mental retardation.1 

Rarely, the bezoars may extend into the small intestine 
as a tail (Rapunzel syndrome after “Rapunzel” the fair, 
long haired maiden in the Grimm brother’s fairy tail 
who lowered her tresses to allow Prince charming to 
climb up to her prison tower to rescue her) or may 
get broken lodging in the intestine to cause intestinal 
obstruction, ulceration, bleeding and perforation. Small 
intestinal bezoars have also been reported after truncal 
vagotomy and with compression of the duodenum by 
the superior mesenteric artery.8 

Bezoars mostly originate in the stomach and are 
probably related to high fat diet causing non-
specific symptoms like epigastric pain, dyspepsia 
and postprandial fullness; the stomach is not able 
to push the hair/cotton or other substance out of the 
lumen because the friction surface is insufficient for 
propulsion by peristalsis.3,5,6 They may also present 
with gastrointestinal bleeding (6%) and intestinal 
obstruction or perforation (10%).3,5,6 Diagnosis at an 
early stage is important since conservative treatment 
(fragmentation and endoscopic extraction, enzymatic 
destruction) is possible for gastric bezoars.

If available, endoscopic examination of the stomach 
is the preferred method of exploring the stomach 
for the concomitant bezoar while managing a case of 
intestinal bezoar. Exploration may reveal concomitant 
gastric bezoar, which may be retrieved endoscopically 
or by gastrotomy.7 Escamilla et al reported 23 cases of 
concomitant gastric bezoars (extracted by gastrotomies) 
out of 87 cases of intestinal bezoars.7 If detected in the 
intestine, they may be milked down to the enterotomy 
site for retrieval through one opening or they may 
require multiple enterotomies.

Treatment is removal of the mass by a single enterotomy 
or resection of the bowel if not viable.2,7 Duncan et al  

Figure 1. Gastrotomy and extraction of bezoar.

Figure 2. Cotton bezoar measuring 2.4 feet.

Discussion AnD conclusion

Around 400 cases of trichobezoar and a larger number 
of phytobezoars have been reported in the literature but 
many go unreported.1,4 They occur mainly in the young 
women who chew and swallow their hair (trichobezoar) 
or phytobezoar (vegetable fibers) or diospyrobezoar 
(persimmon fibers) or pharmacobezoar (tablets/semi-
liquid masses of drugs).3,6,7 With time, these are retained 
by mucus and become enmeshed, creating a mass in 
the shape of the stomach where they are usually found. 
They may attain large sizes owing to the chronicity of 
the problem and delayed reporting by the patients. 

The term bezoar comes from the Arabic “badzehr” or 
from the Persian “panzer” both meaning counter poison 
or antidote.4,5 Hindus used bezoars in the 12th century 
BC for rejuvenating the old, neutralizing snake venom 
and other poisons, treating vertigo, epilepsy, melancholia 
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recommended bezoar extraction by multiple 
enterotomies in the Rapunzel syndrome.9 DeBakey and 
Ochsner reported an operative mortality of 10.4%.10 
It is mandatory to do a thorough exploration of the 
rest of the small intestine and the stomach to look for 
retained bezoars.11
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