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We report a rare case of esophageal be−
zoar, thought to have formed after oral in−
take of sucralfate. A 62−year−old man,
who was wheelchair−bound due to pa−
ralysis of both lower limbs following sur−
gery for a spinal tumor, and with a history
of partial gastrectomy for gastric ulcer,
was diagnosed with cancer of the pancre−
atic head. The patient refused any treat−
ment apart from symptomatic care.

The patient was admitted to hospital after
sudden dysphagia and severe vomiting.
The X−ray examination showed no ap−
pearance suspicious for ileus. The upper
gastrointestinal series showed an ob−
struction in the lower part of the esopha−
gus, but no stenosis of the duodenum was
shown upon examination using contrast
medium which seeped through the ob−
struction later. Chest computed tomog−
raphy (CT) showed an air−containing for−
eign body in the esophageal lumen, dilat−
ing the oral side of the esophagus (Fig−
ure 1). Endoscopy showed a cream−co−
lored soft bezoar that was fixed in the
lower part of the esophagus, causing an
obstruction (Figure 2). It was broken into
pieces endoscopically and drawn down
into the stomach. An ulcer was observed
in the esophageal mucosa where the be−
zoar had been trapped.

Part of the the bezoar was analyzed and
found to contain a large amount of alumi−
num. No bezoar had been detected during
previous endoscopic examination prior to
the onset of treatment with sucralfate for
remnant gastritis and esophagitis. The be−
zoar was therefore considered to have
formed from the sucralfate, which has a
concentration of aluminum that is not
found in nature.

Two factors are considered to be related
to esophageal bezoar formation (not in−
cluding gastric bezoar that has migrated
to the esophagus): esophageal disorders
causing peristaltic abnormality, and the
ingestion of material that is easily aggre−
gated. The former has been reported in
Zenker�s diverticulum [1], achalasia [2],

systemic sclerosis [3], and post−radiother−
apy, and the latter has been reported fol−
lowing oral intake of granular laxative
[4], and sucralfate as in the present case.
Most bezoars are treated by endoscopic
destruction or removal. Most cases occur
in individuals with retarded peristalsis

due to a bed−ridden state and enteral
feeding.
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Figure 2 a Endoscopic examination reveals a
cream−colored bezoar blocking the esopha−
geal lumen. b The bezoar was an agglomera−
tion of muddy material, easily destroyed by
biopsy forceps.

Figure 1 An air−containing bezoar in the
esophageal lumen is located by computed to−
mography (CT).
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