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Abstract  Case Report 
 

Bezoar is an intraluminal mass formed by the accumulation of undigested material in the gastro intestinal tract. 

Trichobezoar is a bezoar made up of hair and is a rare cause of bowel obstruction of the proximal gastrointestinal tract 

(GIT). This is an uncommon entity observed mostly in young girls with trichotillomania and trichophagia. Habit 

pattern, personality maladjustment, mental instability, and tension have been considered as causative factors in 

trichophagia and symptoms are somewhat dependent on the size of mass and duration of the habit of hair eating. 

Various degrees of secondary anaemia are frequently observed. Symptoms in presenting patients include epigastric 

pain, nausea, loss of appetite and gastric outlet obstruction (GOO). I here in describe a case of giant trichobezoar that 

presented as gastric outlet obstruction (GOO) and was subsequently successfully removed via laparotomy. 
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INTRODUCTION 
A bezoar is an intraluminal mass formed by 

the accumulation of undigested material in the 

gastrointestinal tract. It can be comprised of undigested 

fibres from fruit and vegetables (Phytobezoars), 

medications (Pharmacobezoar), undigested milk 

(Lactobezoar) or foreign material such as hairs 

(Trichobezoar). Trichobezoars are seen mostly in young 

females. Trichobezoar is almost always associated with 

trichotillomania and trichophagia and symptoms 

includes epigastric pain, nausea, decreased appetite and 

gastric outlet obstruction. Trichobezoars are a rare 

cause of the bowel obstruction of proximal GI tract. I 

here in describe a case of a gastric outlet obstruction 

and mass successfully removed in single piece along 

with its tail via laparotomy. 

 

 

CASE REPORT  
13 years old girl with no previous medical 

illness brought to hospital with signs and symptoms of 

bowel obstruction. The patient complained of 

paroxysmal abdominal pain for last few weeks for 

which she was previously consulted by local doctors 

and took some medications but she was not relieved. 

Additionally the patient had weight loss, anaemia. 

Clinical examination revealed a palpable, nontender, 

firm, mobile epigastric mass extending from 

epigastrium down to hypogastrium. On USG abdomen a 

large, hard mass seen in the abdomen centrally as a thin 

echogenic line anteriorly and dense acoustic shadowing 

posteriorly, thereby totally hampering to visualise the 

bowel and the retroperitoneum posteriorly. CECT scan 

was performed to reveal a non enhancing altered 

density hypodense lesion in the lumen of distended 

stomach, into pyloric canal and upper part of duodenum 

(Fig-1). 
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Fig-1a & 1b: CT scan shows distended stomach, duodenum. filled with a nonenhancing altered density hypodense mass in the lumen of 

stomach, into pyloric canal and upper part of duodenum 

 

Therefore, because of its bulky size, it was 

planned for exploratory laparotomy & proceed. During 

surgery there was no fluid collection inside peritoneum. 

No ischemia of gut and stomach noted, but stomach was 

hugely distended, full with firm mass extending from 

fundus of stomach up to proximal jejunum. Gastrotomy 

was made at the fundus to expose head of trichobezoar 

that has assumed the shape of stomach ( U-shaped), 

successfully extracted & delivered out completely in 

single piece along with its tail which was going up to 

jejunum. The trichobezoar weighted 2.1 kg, U -shaped, 

measuring 43 cm long with its tail measuring around 48 

cm (Fig.2). Patient’s postoperative course was 

uneventful. 6 days later she was discharged and referred 

to receive psychiatric counselling. 

 

 
Fig 2a, 2b & 2c: Female patient, aged 13- intraoperative photographs: giant stomach filled trichobezoar(a,b); removed huge size trichobezoar 

reflecting the shape of stomach along with its tail extending up to jejunum (c) 

 

DISCUSSION 
Trichobezoars are commonly associated with 

psychiatric disorders of trichotillomania and 

trichotillophagea. However trichobezoars develop in 

only about 1% of patients with these disorders [1]. 80% 

of bezoar occur before the age of 30 years and 90% 

occurs in females [2]. Trichobezoars are very rarely 

detected in young male patients [3, 4]. A well defined 

smooth, firm, mobile epigastric mass is found in 88 % 

of patients and there may be tenderness in 70% of 

patients [5]. Usually trichobezoar develops within the 

stomach although locations within small intestine are 

also possible [3, 6]. Majority of the gastric bezoars are 

preoperatively diagnosed or confirmed on upper 

gastrointestinal study. However Stelzner is believed to 

have been the first to record a correct preoperative 

diagnosis on the basis of physical examinations in 1896 

[7]. With steady improvement of x-ray techniques, 

identification of bezoars in the stomach has become 

simplified. Examination of choice is the contrast 

enhanced scan of upper gastrointestinal tract [3]. 

Ultrasound, the primary imaging modality for the 

evaluation of an upper abdominal mass in children, 

demonstrate a superficially located broad band of high 

amplitude echoes along the anterior wall of the mass 

with sharp, clean posterior acoustic shadowing [8]. 

Plain abdominal CT usually shows mobile intra gastric 

mass consisting of “compressed concentric rings “with 

mixed density pattern due to presence of entrapped air 

and food debris [9]. In our case, the bezoar, extended 

into the small intestine and caused symptoms of gastric 

outlet obstruction thus meeting the criteria of Rapunzel 

syndrome [10]. The Rapunzel syndrome [11] also 

referred as Roszpunka syndrome [12] or Raszpunka 
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syndrome [13] is a rare trichobezoar extending beyond 

the stomach along the duodenum down to the small 

intestine. Bezoars are categorized into 4 main groups 

according to their constituting material. Phytobezoars, 

trichobezoars, lactobezoars & pharmacobezoars [10]. 

Phytobezoars are most common accounting for 40% of 

all bezoars [14]. The second most common group are 

trichobezoars, most commonly associated with 

psychiatric disorders of trichotillomania (urge to pull 

out one’s hair) and trichophagia (urge to eat one’s hair). 

Recurrent bezoars as well as recurrent Rapunzel 

syndrome have been reported, most commonly in 

patients in whom no psychiatric treatment has been 

initiated [6, 15]. 
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