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ABSTRACT 

Trichobezoars are an uncommon cause of acute abdominal pain. A 

bezoar refers to a mass of undigestible foreign material found in the 

gastrointestinal tract, mainly stomach. The second most common 

bezoar is the trichobezoar, which usually occurs in the young 

psychiatric female patients with history of trichotillomania and 

trichophagia. We reported a case of a 16 year-old young psychiatric 

female patient with frontal patchy alopecia admitted with history of 

recurrent abdominal pain, vomiting abdominal distension and weight 

loss. Endoscopy confirmed a large hair ball occupying whole of the 

stomach and CT abdomen was also suggestive of trichobezoar. 

Laproscopic surgery was done and long hair ball with tail was removed in piecemeals. 

Another case we reported was a 18 year old male known case of Mental retardation and 

seizure disorder on antiepleptics, who presented with recurrent abdominal pain and 

hemetemesis - endoscopy revealed multiple metallic Nails inside stomach with erosions and 

was successfully removed by raw tooth forcep without any complications. Thus, trichobezoar 

should be considered as differential diagnosis of abdominal pain in a young psychiatric 

female patients. Conclusions: Early diagnosis and intervention are crucial, but not always 

sufficient to avoid serious complications. Further research is needed to increase knowledge 

regarding the etiology and treatment of this psychiatric condition. 
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INTRODUCTION   

Bezoars are accumulations of human or plant fiber located in the gastrointestinal tract of both 

humans and animals. Trichobezoar is a rare condition presenting in just 0.06–4% of the 

population
[1]

 defined as a mass of swallowed hair in the stomach.
[1,2]

 Due to the smooth and 

indigestible nature of hair, when swallowed it accumulates in the gastric mucosa and over 

time it mixes with food and mucus, becoming compacted and forming a solid mass known as 

a trichobezoar.
[1,3]

 When the gastric bezoar extends into the duodenum and the jejunum it is 

called Rapunzel syndrome and it is associated with higher risk of complications.
[4]

 Presence 

of trichobezoar is associated with the conditions trichotillomania and trichophagia. 

Trichotillomania is a psychosomatic condition, involving the pulling out of one’s hair. 

 

Trichophagia is often associated with mental retardation and psychiatric conditions such as 

personality and eating disorders
[5]

 and these patients often have some common 

pathophysiological and neurobiological risk factors  for another pediatric eating disorder, 

known as pica.
[5,6,7]

 Although rare and usually asymptomatic
[5]

, trichobezoar should be 

suspected in young females presenting with nonspecific symptoms such as epigastric pain or 

mass, weight loss and fatigue. Other common signs or symptoms include vomiting, 

constipation, alopecia, iron deficiency, hypochromic anemia and vitamin B12 

deficiency
[3,8,5,9]

 Most commonly, the bezoars produce obstructive symptoms but rarely may 

cause ulceration and even bleeding. Diagnosis is suggested by upper GI series and confirmed 

by endoscopy. Treatment options, as described in the literature, include enzyme therapy 

(papain, cellulase and acetyl-cysteine), endoscopic fragmentation, or surgical excision. 

 

CASE NO 1    

A 16 year-old young girl presented to the Emergency  Department with  recurrent  epigastric 

pain, of increasing frequency and severity, associated with nausea, vomiting, abdominal 

distension  and  weight  loss  of   two  months  duration. There was no associated history of 

fever, night sweats, diarrhea, joint swellings and bleeding P/R. General physical examination 

revealed pallor and patchy alopecia in frontal region of her head. Per abdominal examination 

revealed the presence of a hard, solid mass from epigastric to periumbilical region, mobile 

and painless with no other remarkable features. Blood routine investigations –microcytic 

hypochromic anemia, Serum amylase, lipase, absolute eosinophillic count were within 

normal limits. Abdominal CT reported a distended stomach, filled with heterogeneous 

density material, probably bezoar (Fig. 1). An upper GI endoscopy was performed, confirmed 
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the presence of a Hair ball (trichobezor) occupying all gastric cavity. On revealing her past 

history, She has been addicted to hair eating for the past six years (Trichophagia). The 

laproscopic surgery was done – hair ball was cut by endo-scissors into piecemeals and was 

removed. (Fig. 2). Psychiatric consultation was also sort and proper counseling and anti 

psychiatric treatment was started. After six months of follow up she has no abdominal 

symptoms and is feeling better with antipsychotic medications.  

 

 

(A). CT abdomen - distended stomach, filled with heterogeneous density material, 

probably bezoar. (B). Intraoperative Laproscopic removal of gastric hair ball. 

 

CASE NO 2   

An 18 year old young male who presented with recurrent abdominal pain and multiple 

episodes of coffee ground vomitus (hemetemesis). There was no history suggestive of EHPO, 

NSAIDs intake and no significant family history of Peptic ulcer disease or Malignancy and 

was managed conservatively with PPI infusion, Upper GI endoscopy revealed multiple 

metallic iron nails inside stomach of size 3-4 inches with superficial  erosions and were 

successfully removed by raw tooth forcep (Figures 1-4), without any complication. On 

revealing his history, the patient was a known case of mental retardation with seizure disorder 

on drugs. Historically whenever patient would get a seizure, the parents would keep an iron 

nail between the teeth to avoid tongue bite as advised by some local quack. Most of the times 

patient would ingest the nail without any recognition. After 3 months of follow up, he has no 

abdominal symptoms and is on anti psychiatric treatment. 



www.wjpr.net                                 Vol 6, Issue 3, 2017.                                                          1349 

Waseem et al.                                                        World Journal of Pharmaceutical Research 
 

 

Figures 1- 4: Endoscopic  removal of  Iron Nails  from stomach, in a mentally retarded, 

Seizure  disorder  patient  who presented with UGI Bleeding. 

 

DISCUSSION 

Bezoar is an uncommon but potentially serious cause of abdominal pain in children. Several 

types of bezoars exist, including phytobezoars (plant material), lactobezoars (formula or milk, 

seen exclusively in infants)
[10]

, pharmacobezoars (medications) and trichobezoars (hair). 

Bezoars are most commonly seen in the stomach, although may also involve the small bowel, 

particularly in the case of trichobezoars. “Rapunzel syndrome” is the name given to 

trichobezoars that extend into the small bowel, potentially   traversing the ileocecal valve, 

with associated with obstructive symptoms.
[11]

 While some phytobezoars and lactobezoars 

may be managed conservatively with enzyme-based therapy or observation, respectively, 

trichobezoars typically require surgical intervention in the form of laparotomy.
[12]

 



www.wjpr.net                                 Vol 6, Issue 3, 2017.                                                          1350 

Waseem et al.                                                        World Journal of Pharmaceutical Research 
 

Trichobezoars overwhelmingly tend to occur in females over males, with predisposing factors 

of trichotillomania and trichophagia. A recent case series of 7 patients with trichobezoars, all 

of whom were girls, found a mean age at presentation of 11.5 years.
[13]

 Common presenting 

signs and symptoms of trichobezoars include abdominal pain, chronic gastrointestinal 

complaints, a palpable abdominal mass and small bowel obstruction.
[13]

 Imaging plays an 

important role in diagnosis. On abdominal radiography, the diagnosis may be suspected when 

there is abundant mottled material admixed with gas distending the stomach. On CT, bezoars 

present as a heterogeneous, intraluminal mass typically interspersed with gas, distending but 

not adherent to the stomach or small bowel.
[14]

 CT is helpful in delineating small bowel 

extension including more distal satellite lesions.
[14]

 

 

Small gastric bezoars can be removed endoscopically however; there is limited evidence of 

success with only a 5% success rate in a recent study.
[3]

 Endoscopic fragmentation and 

enzymatic dissolution prove to be problematic due to the difficulty of fragmenting large, 

dense, indigestible and solid nature of trichobezoars.
[1]

 There is a significant risk of migration 

once fragmented which could result in residual satellite bezoars which can cause later 

obstructive phenomena. Endoscopy also poses the potential risk of iatrogenic esophageal 

perforation
[3,6]

 and is therefore used more for diagnostic reasons rather than treatment.
[6]

 Thus 

the role of endoscopy has advanced more towards diagnostic management than treatment. It 

allows us to differentiate, in the context of a gastric mass of an unknown nature, between a 

trichobezoar and foreign bodies that can be extracted or fragmented via endoscopy.
[15]

 

 

In terms of surgical approach, this is where most of the debate lies with respect to 

management. Laparotomy, laparoscopy, endoscopic removal and even chemical dissolution 

in the case of phytobezoars have all been proposed.  The choice is made on the basis of the 

size and composition of the bezoar.
[16,17]

 As far as surgical removal is concerned, it is 

important to differentiate between the classic and the laparoscopic approaches. The first 

report of a successful result of laparoscopy for a trichobezoar was published in 1998 

regarding a 7-year-old girl.
[18]

 For the removal of small sized masses, laparoscopic surgery 

could be considered and an overall success rate of just 70% in experienced laparoscopic 

centers.
[1]

 

 

To date the case reports endorsing this technique have been few, mainly in the pediatric 

population, limited mainly by the size and the presence of satellites in the intestine.
[19,20,21,22-

25]
 The combination of techniques has been used, implementing fragmentation 
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laparoscopically and removal endoscopically.
[26]

 The advantages of laparoscopy as it relates 

to a trichobezoar are a lower rate of postoperative complications, a reduced hospital stay and 

a better cosmetic result.  The disadvantages are a longer operating time, greater complexity in 

the review of the intestine in search of satellites, and the risk of contaminating the abdominal 

cavity with hair   fragments.
[27]

 

 

The laparotomy has been successful in most cases:  over 100 cases of successful results with 

this technique have been described.
[28]

 Complications with this technique are described in 

12% of the cases
[29]

 and these include intestinal perforation during removal of the 

trichobezoar
[30,31]

,  infection of the surgical wound
[32]

, pneumonia and paralytic ileum. 

 

In summary, our case highlights trichobezoar as an uncommon, yet important potential cause 

of abdominal pain in girls presenting with acute abdominal pain. The diagnosis of 

trichobezoar may be suspected in female patients with a history of trichotillomania, 

trichophagia, gastrointestinal symptoms and a palpable abdominal mass. However, imaging is 

a mainstay for accurate diagnosis, particularly of potential complications. 
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