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Abstract

Background: Clinical assessment of people with intellectual disability is challenging to the treating clinicians,
mainly because these patients are unable to provide an accurate history of their presenting symptoms. In this report,
we describe a case in which we faced a diagnostic dilemma before reaching a decision on definitive management.

Case presentation: A 57 year old woman with cognitive impairment from a group home was admitted to hospital
with abdominal distension, anorexia and malaise. She had a surgical intervention for trichobezoar many years ago.
Her bowel habits were reported to be normal. On examination, she had a distended but non-tender abdomen. A
computed tomography (CT) scan showed a small bowel obstruction (SBO). She responded to conservative
management and was discharged. She presented a third time 4 weeks later with the same problem. This time,
however, she looked lethargic and her biochemistry results were slightly abnormal. A CT scan was performed, which
confirmed complete SBO with a clear transition point in the distal small bowel within the pelvis and faecalisation of
the small bowel. We decided that, because of her multiple presentations to the hospital with the same symptoms
and worsening faecalisation on CT scan, she would benefit from exploratory laparotomy. During surgery, an
obstructing mass was identified that was found to be a calcified latex glove. The patient had an uncomplicated post-
operative recovery and has not presented to the hospital since then.

Conclusion: A trichobezoar should be suspected and investigated in intellectually impaired patients with
gastrointestinal symptoms. Environmental modifications, a neuropsychiatric review and a multidisciplinary approach
involving all care-givers should be considered in an effort to avoid this potentially life-threatening complication in a
most vulnerable group.
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Background
Small bowel obstruction (SBO) is a life-threatening condition in

which the normal enteric flow is impaired due to mechanical blockage
of the small intestine [1]. It is most commonly caused by adhesions
from previous abdominal surgery, hernia, intussusception or
malignancy [2]. Patients with SBO usually present with abdominal
pain, distension, nausea, vomiting, constipation and/or obstipation [3].
Bezoars are a well-recognised cause of intraluminal SBO in children
and the intellectually impaired [4]. Few cases of bezoar-induced SBO
have been reported in the last decade, the most recent series on the
subject having been published in 1994 [5]. This may represent a true
reduction in incidence, although with the improved general care of this
group, we would expect incidence rates to increase. We present what is
only the second reported case of a glove used by care providers as the
primary reason for the development of a bezoar. Intellectually
impaired patients may be more inclined to ingest foreign objects, are
often unable to provide a thorough history and can present special
challenges during examination. With the significant morbidity and

mortality that can complicate such presentations, it is important for
treating doctors to be aware of this possible aetiology [6]. In addition,
care providers in group homes should be alert to the dangers of
swallowing non-digestible foreign bodies.

Case Presentation

Case description
A 57 year old woman with cognitive impairment from a group

home was admitted to a regional hospital in Australia, New South
Wales, with abdominal distension, anorexia and malaise. She had a
background of previous laparotomy and enterotomy for a trichobezoar
many years ago. Her bowel habits were reported to be normal. She was
aphasic and fully dependent on a carer for activities of daily living. On
examination, she was haemodynamically stable and afebrile. Her
abdomen was distended but soft and non-tender. Biochemistry results
were all within normal range. A computed tomography (CT) scan was
performed, which showed a possible transition point in her pelvis. As
she had previous abdominal surgery in 2004, her transition point was
thought to be due to adhesions. She was admitted under the care of the
general surgical team for management of adhesive SBO. She responded
to conservative management and was discharged to her group home 3
days later. She presented to us again 2 weeks later with the same
symptoms of abdominal distension and poor appetite, but no obvious
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signs of distress from pain. She again responded to conservative
management and was discharged to the group home within a few days.
She came to the hospital a third time 4 weeks later with the same
problem. This time, she looked lethargic and her blood pressure was
143/108 mm Hg, pulse rate 106 beats/min, respiratory rate 17 breaths/
min, and body temperature 36.1°C. Laboratory evaluation revealed a
white blood cell count of 23 × 109/L with 89% neutrophils, a
haemoglobin level of 138 g/L, a platelet count of 536 × 109/L, and a
lactate level of 2.9. Liver and kidney function test results were normal.
A CT scan was performed that confirmed complete SBO with a clear
transition point in the distal small bowel within the pelvis and
faecalisation of the small bowel. She displayed overflow incontinence.
We decided that, because of her multiple presentations to the hospital
with the same symptoms and worsening faecalisation on the CT scan,
she would benefit from an exploratory laparotomy. During surgery, an
obstructing mass was identified in the proximal jejunum. An
enterotomy was performed and a hardened, semi-calcified foreign
body was removed. The enterotomy was closed primarily with a 3-0
polydioxanone suture. Further examination of the specimen showed a
mass that consisted of a calcified latex glove with intertwined hair. The
patient recovered well post-operatively, regained her appetite and
successfully returned to the group home. Following the patient’s
discharge from hospital, a neuropsychiatric review led to a change in
her pharmacotherapy to control pica. The patient’s carers were
involved in further discussions to prevent recurrences.

Discussion
Given the role of history taking in the establishment of differential

diagnoses in bowel obstruction, the management of patients with a
limited verbal capacity is challenging. With life expectancy in this
group generally improving, the spectre of recurrent idiopathic bowel
obstruction may increase. Even with a contributory history as in this
case, arriving at a diagnosis that requires surgical intervention may be
difficult and is facilitated by a desire to avoid overtreatment. A strategy
to avoid trichobezoars had been implemented for this patient over
many years, but it overlooked other potential scenarios, as shown in
the eventual operative findings. Four types of bezoar are well
recognised: phytobezoars, trichobezoars, pharmacobezoars and
lactobezoars [7]. Trichobezoars are defined as gastric concretions of
hair fibres typically found in patients with a history of mental illness
[8]. In our patient, we found a trichobezoar that consisted of a surgical
glove matted with hair. Yakan et al. [9] reported that abdominal pain
(49-100%), epigastric distress (80%), nausea and vomiting (35-75%)
and SBO (94%) are the main clinical symptoms of phytobezoars [9].
Some of these signs and symptoms can be difficult to elicit from a
patient with cognitive impairment. The CT appearance of a
gastrointestinal bezoar - an intraluminal mass containing a mottled air
pattern – is characteristic and reported to be a good indicator of
bezoars [10]. In our case, the radiologic interpretation was of an
intraluminal mass containing gas in the mid-jejunum, which was
considered faecalisation in a setting of chronic sub-acute obstruction
(Figures 1 and 2).

This result corresponded to the intraoperative findings (Figures 3
and 4). The mass was not detected on the CT scan, which was
performed at the patient’s first presentation. Most SBOs that occur in
patients who have undergone surgery are attributable to adhesions and
are primarily treated conservatively, surgery being considered only if
other treatment fails or if there is pain.

Figure 1: Axial CT of abdomen.

Figure 2: Coronal CT of abdomen.

In this case, the patient had previously undergone a laparotomy, had
been managed non-operatively and had responded appropriately
during each hospital admission. This transient responsiveness of the
patient to non-operative management and the difficulty in
communication contributed to a delay in definitive management.
Management of underlying disorders is the best approach to
prevention. Such an approach includes environmental modification
and formal psychiatric follow-up in patients with psychiatric disorders.
In this case, specialist input from neuropsychiatry was sought to
manage the patient’s trichotillomania after discharge.

Her hair was trimmed to minimise it and her carers at the group
home were made aware that objects such as gloves can be swallowed,
causing gastrointestinal distress. A combined multidisciplinary
approach is the key to preventing such episodes in this group of
patients.
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Figure 3: Intraoperative image of mid jejunum.

Figure 4: Foreign body.

Conclusion
Preoperative diagnosis of SBO caused by a bezoar is challenging, but

should be suspected and investigated in intellectually impaired patients
with gastrointestinal symptoms. The presence of an intraluminal mass
may not be easily appreciated on the CT scan, but should be explored
if this diagnosis is entertained. Environmental modifications, a
neuropsychiatric review and a multidisciplinary approach involving all
care-givers should be considered in an effort to avoid this potentially
life-threatening complication in a most vulnerable group.

Consent Written informed consent was obtained from the medical
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