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Acute small bowel obstruction
caused  by a hemobezoar in a peptic
ulcer  case

Hemobezoar  causa obstrucción aguda  de
intestino delgado en un caso de  úlcera  péptica

The formation  of  bezoars  from  indigestible  materials  can
cause  intestinal  obstruction.1 A  hemobezoar  is  an  accumu-
lation  of  blood  residue  in the  intestinal  lumen  and  is  a rare
complication  of  upper  gastrointestinal  bleeding.  The  major-
ity  of  cases  occur  after  bariatric  procedures,  in particular,  in
Roux-en-Y  gastric  bypass  (RYGB)  surgery.  Hemobezoars  can
cause  acute  small bowel  obstruction.2---5

A  92-year-old  woman had  a past  medical  history  of
chronic  NSAID  use.  She  arrived  at the  emergency  depart-
ment  presenting  with  hematemesis,  lethargy,  dehydration,
abdominal  distension,  nausea,  and vomiting.  The  initial
laboratory  work-up  showed  Hb  of  5.6  g/dl,  creatinine  of
1.2  mg/dl,  and  BUN  of  38 mg/dl.  She  underwent  transfusion
with  three  units  of  packed  red  blood  cells  and first  received
an  80  mg  intravenous  (IV)  bolus  dose  of  omeprazole,  fol-
lowed  by  40  mg  IV  twice a day.

Upper  endoscopy  revealed  a Forrest  IIB  duodenal  ulcer
(Fig.  1), which  due  to  the complexity  associated  with  its
anatomic  location,  was  treated  only with  removal  of the
attached  clot  and  endoscopic  adrenaline  injection.  Erosive
gastritis  and  Los  Angeles  grade  C  esophagitis  were also
identified.  Twenty-four  hours  later,  the patient  developed
acute  oral  feeding  intolerance,  with  a  tendency  toward  low
blood  pressure.  She  showed  neurologic  signs  of  lethargy  and
presented  with  skin  and mucous  membrane  dehydration,
associated  with  a serum  sodium  level of  149  mmol/l,  olig-

Figure  1 A) Forrest  IIB duodenal  ulcer.  B)  Bleeding  after  clot  removal.

uria with  creatinine  of 1.2  mg/  dl, and BUN  of 38  mg/dl.  She
also  presented  with  abdominal  distension,  epigastric  pain,
and  multiple  episodes  of  nausea and  vomiting.  Given  that
her  hemoglobin  level  did not drop, and her  clinical  status
did  not  worsen,  suspected  rebleeding  was  ruled  out.

Additional  evaluation  was  carried  out by consulting  with
the  internal  medicine  service.  An  abdominal  computed
tomography  (CT)  scan  with  oral  contrast  was  ordered  that
revealed  the  presence  of  a  hemobezoar  in  the  second  and
third  part of  the  duodenum,  causing  acute  small  bowel
obstruction  (Fig.  2).

The  primary  therapeutic  approach  consisted  of  hydration
with  crystalloid  solutions,  nasogastric  tube  placement,  and
intestinal  lavage  with  a  carbonated  soda,  with  no  success.
The  general  surgery  team  suggested  a surgical  approach,
but  the  patient  and  her  relatives  rejected  it,  and so  conser-
vative  treatment  through  the  placement  of  a nasojejunal
feeding  tube  for  enteral  nutrition  and  the prevention  of
major  obstruction  was  employed.  Clinical  improvement  was
achieved  in two  days,  with  the patient  becoming  hemo-
dynamically  stable  and  adequately  tolerating  the  enteral
nutrition  tube.  There  were  no  signs  of  rebleeding,  and so
we  decided  to  discharge  the  patient.

An  abdominal  CT  scan  with  oral contrast  was  programmed
for  one  month  after  her  discharge  and  it showed  that  the
duodenal  obstruction  had  resolved  (Fig.  3).  The  feeding
tube  was  removed,  and the patient  remained  under  surveil-
lance.

Our  case  is  an example  of  successful  conservative  treat-
ment  of acute  small bowel  obstruction  related  to  upper
gastrointestinal  bleeding,  which  can  serve  as a  guide  for
physicians  faced  with  similar  cases.  The  main  limitation  of
the  present study  is  the fact that  it  describes  only  one  case
report, thus  limiting  its  generalization.

151

https://doi.org/
http://www.elsevier.es/rgmx
http://crossmark.crossref.org/dialog/?doi=10.1016/j.rgmxen.2024.09.006&domain=pdf
dx.doi.org/10.1111/apt.16277
dx.doi.org/10.1080/13697137.2018.1476969
https://www.nature.com/articles/s41574-019-0224-4
https://www.frontiersin.org/articles/10.3389/fped.2021.742830/full
https://www.frontiersin.org/articles/10.3389/fped.2021.742830/full
https://www.karger.com/Article/FullText/490425
https://www.amjcaserep.com/abstract/index/idArt/937259
https://linkinghub.elsevier.com/retrieve/pii/S0016510716302504
https://linkinghub.elsevier.com/retrieve/pii/S0016510716302504
https://linkinghub.elsevier.com/retrieve/pii/S0016508516355603
https://linkinghub.elsevier.com/retrieve/pii/S0016508516355603
http://www.thieme-connect.de/DOI/DOI?10.1055/a-1973-3796
http://archinte.jamanetwork.com/article.aspx?doi=10.1001/archinte.1977.03630170087020
http://archinte.jamanetwork.com/article.aspx?doi=10.1001/archinte.1977.03630170087020
https://www.wjgnet.com/1007-9327/full/v29/i7/1131.htm
https://www.wjgnet.com/1007-9327/full/v25/i22/2720.htm
dx.doi.org/10.1002/j.1536-4801.2002.tb07732.x
mailto:ptoledo@hcuch.cl
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1016/j.rgmxen.2024.09.006&domain=pdf
dx.doi.org/10.3390/diagnostics9020053
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0010
dx.doi.org/10.14701/ahbps.2020.24.3.333
dx.doi.org/10.1515/med-2020-0104
dx.doi.org/10.7759/cureus.18223
dx.doi.org/10.1016/j.ijscr.2020.08.045
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0035
mailto:Karenpaola.rodriguezarellano@gmail.com
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1016/j.rgmxen.2024.09.006&domain=pdf
dx.doi.org/10.1016/S0300-2896(11)70065-5
dx.doi.org/10.1056/NEJMoa1112088
dx.doi.org/10.2147/RSRR.S99537
dx.doi.org/10.1093/ejcts/ezw326
dx.doi.org/10.3748/wjg.v25.i3.356
dx.doi.org/10.1016/j.athoracsur.2008.01.097
dx.doi.org/10.3390/jcm10112346
dx.doi.org/10.1016/j.thorsurg.2018.07.002
dx.doi.org/10.1016/j.athoracsur.2003.08.037
dx.doi.org/10.1016/j.vgie.2023.03.007
mailto:giovannacasadiego@gmail.com
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1016/j.rgmxen.2024.09.006&domain=pdf
dx.doi.org/10.1055/s-0043-125145
dx.doi.org/10.1016/s0016-5107(91)70872-9
dx.doi.org/10.1016/s0016-5107(93)70278-3
dx.doi.org/10.1002/ccr3.563
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
http://refhub.elsevier.com/S2255-534X(25)00019-2/sbref0025
dx.doi.org/10.1159/000468515
mailto:dzamora@outlook.com
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1016/j.rgmxen.2024.09.006&domain=pdf
https://doi.org/10.1016/j.rgmxen.2024.11.001
https://doi.org/10.1016/j.rgmxen.2024.11.001
dx.doi.org/10.14309/crj.0000000000000152
dx.doi.org/10.1016/j.ijscr.2015.07.013
dx.doi.org/10.1177/021849230201000127
dx.doi.org/10.1007/s00261-014-0120-2
dx.doi.org/10.1016/j.gastrohep.2011.03.027
dx.doi.org/10.5152/eurasianjmed.2022.21135
dx.doi.org/10.1016/j.rgmxen.2021.11.014
dx.doi.org/10.1055/a-1222-3191
dx.doi.org/10.1007/s00268-013-1951-7
dx.doi.org/10.1016/j.ajem.2022.12.031
dx.doi.org/10.1093/ageing/afr081
dx.doi.org/10.1093/ageing/afr081
mailto:drjorgepabloperez@gmail.com
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1016/j.rgmxen.2024.09.006&domain=pdf


SCIENTIFIC  LETTER

Figure  2  Axial  view  of  the  abdominal  CT scan  with  oral  con-

trast, showing  a  large  duodenal  hemobezoar.

Figure  3  Comparison  of  the  abdominal  CT scan  at  the  follow-

up at  one  month  (left)  and  the  initial  CT scan  (right).  The  red

arrow shows  the  free  passage  of  the  oral  contrast  through  the

duodenum  and  the  complete  resolution  of  the  hemobezoar.

Hemobezoars  are  a  rare  complication  of  upper  gastroin-
testinal  bleeding.  The  majority  occur  following  bariatric
procedures,  specifically  RYGB.  They  account  for  approxi-
mately  0.05  to  1.9%  of  small bowel  obstructions  in RYGB,
causing  the  formation  of intraluminal  blood  clots  and intesti-
nal obstruction  in jejunostomy.  Most cases  are resolved
through  the  laparoscopic  approach  and  enterotomy.2---5 A
recent  case  described  acute  intestinal  obstruction  from  a
hemobezoar  after  robotic  gastric  bypass  surgery.6 In 2006,
Groth  et  al.7 reported  the first and  only  case  of  gastric  out-
let  obstruction  in the duodenum  secondary  to  endoscopic
sphincterotomy.  Those  authors  found  a  large  hemobezoar
and unsuccessfully  attempted  its removal  with  a  basket,
scalpel,  and  polypectomy  loop;  a 16  F  nasojejunal  tube
was  placed  in the proximal  jejunum  to  prevent  intestinal
obstruction,  which  led  to its  resolution.  Opting  for  conserva-
tive  management  and  nasojejunal  tube  placement  provided
a  successful  result.  Diagnostic  abdominal  CT  and  conserva-
tive  treatment  with  a nasojejunal  feeding  tube  can  be a
potential  and  safer  option  in such  patients,  especially  those
who  are  fragile  and  present  with  high  surgical  risks.

The present  case  report  is  the first  documented  appear-
ance  of acute  intestinal  obstruction  related  to  a bleeding
peptic  ulcer  and sets  a  precedent  for  the conservative  treat-
ment  of  those  patients.
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Published by Masson Doyma México S.A. This is an open access

article under the CC BY-NC-ND license (http://creativecommons.

org/licenses/by-nc-nd/4.0/).

Transitioning from NAFLD to MAFLD
to  MASLD in the Mexican population

Transicionando de  NAFLD  a MAFLD y a MASLD
en  la población  mexicana

Recently,  the  nomenclature  for  nonalcoholic  fatty  liver  dis-
ease  has  significantly  evolved.  Originally  known  as  NAFLD,
the  term  was  updated  to  MAFLD  (metabolic  dysfunction-
associated  fatty  liver  disease),  and more  recently,  to  MASLD
(metabolic  dysfunction-associated  steatotic  liver  disease),
whose  Spanish  equivalent  is  esteatosis  hepática  metabólica

(metabolic  hepatic  steatosis).1 This  evolution  reflects  a
broader  and  more  accurate  approach  that  is  in  accordance
with the  understanding  of the pathophysiology  of  the dis-
ease.

Table  1  Correlations  between  NAFLD,  MAFLD,  and  MASLD

Variable  NAFLD  n  = 255  MAFLD  n  = 242  MASLD  n  = 249

Sociodemographic  data

Prevalence  43.7%  41.4%  42.6%

Age 51  (41-58) 51  (41-58)  51  (41.5-58)

Sex

Women 166 (65.1%)  158 (65.3%)  163  (65.5%)

BMI 31.6  (28.8-35.4)  31.9  (29.3-35.9)  31.8  (29.1-35.4)

Visceral fat  3.5  (2.8-4.5)  3.5 (2.8-4.6)  3.5  (2.8-4.6)

Obesity 163 (63.9%)  163 (67.4%)  163  (65.5%)

Type 2  diabetes  mellitus  52  (20.4%)  52  (21.5%)  52  (20.9%)

Systemic arterial  hypertension  93  (36.5%)  90  (37.2%)  93  (37.3%)

Hypercholesterolemia  58  (22.7%)  57  (23.6%)  58  (23.3%)

Hypertriglyceridemia  159 (62.4%)  155 (64%)  159  (63.9%)

Biochemical  data

Glucose  94  (87-106)  95  (87-107)  94  (87-106.5)

Platelets 238 (198-289)  239.5  (198.7-289.2)  239  (199-289)

Creatinine 0.80  (0.70-1)  0.80  (0.70-1)  0.80  (0.70-1)

Uric acid  6 (5-7)  6.05  (5.1-7)  6  (5-7)

Total cholesterol  197 (172-220)  197 (173.5-219.2)  197  (174-220)

Triglycerides  164 (124-220)  167.5  (127-222.2)  167  (126-221)

AST 31  (25-40)  32  (25-41)  32  (25-40.5)

ALT 33  (25-48)  34  (26-49)  34  (26-48.5)

HDL 49  (41-29.9)  48.8  (40.9-132.6)  49  (41-59.7)

LDL 109 (87.7-132.6)  109.4  (87.8-132.6)  109.2  (88.3-132.6)

Albumin 4.1  (3.9-4.3)  4.1 (3.9-4.3)  4.1  (3.9-4.3)

FIB-4 1. (0.77-1.62)  1.1 (0.77-1.59)  1.1  (0.77-1.62)

In  this context,  we  have  read  the Letters  to  the Editor
of Hagström  et  al.,2 Song  et  al.,3 and  Ratziu  et al.4 with
great  interest.  Those  authors  argue  that  the differences
between  NAFLD  and  MASLD  are minimal,  and  thus  maintain
that  applying  the findings  of  previous  studies  on  NAFLD  to
the  new  definition  of  MASLD  is  a reasonable  proposition.
Likewise,  they  propose  that  there  is  no  need  to  conduct
new  confirmatory  studies  during  the transition  from  NAFLD
to  MASLD.

NAFLD  is  defined  as an accumulation  of  fat in the liver,  in
the  absence  of  significant  alcohol  use,  as  well  as  of appar-
ent  secondary  causes,  such  as  viral  hepatitis  or lipogenic
medication  use.  This  diagnosis  is  based  mainly  on  ruling  out
other  causes.5,6 In contrast,  MAFLD  is  characterized  by the
presence  of  hepatic  steatosis  accompanied  by  one or  more
criteria,  including  overweight,  obesity,  type  2  diabetes  mel-
litus,  or  at least  2  additional  metabolic  factors,  such  as
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