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Abstract Objective :

The aim of this study was to report a rare case with a trichobezoar in the stomach.

Materials and Methods : A 5-year-old girl developed abdominal pain with non-bilious vomiting about

3 days before admission. A round mass was palpable at the epigastrium. Past history indicated that she habitually

swallowed her own hair during the previous 3 years. After complete radiological investigations had been done,

surgical laparotomy was performed and revealed a large hairball in the stomach and this mass obstructed the

pyloric canal.

The bezoar was removed through a gastrotomy. The stomach was closed in two layers.

Postoperative course was uneventful. Since then, she completely stopped eating her hair.

Conclusion : This report was an unusual foreign body impaction in the stomach. Recurrence of this

phenomenon has never been reported because the operation is probably traumatic enough to stop hair

ingestion.

Bezoar is a term used to describe a concretion of
foreign bodyin various charactersfound in the stomach
and in the intestine on rare occasions. This term is
derived from the Arabic word “Bedzehr”, the Persian
word “Padzahr”, the Turkish word “Panzehr” or the
Hebrian word “Beluzaar”, which all mean protection
against poison or counter poison or antidote.* Most
bezoars are the results of ingestion of undigestible
organic materials such as hair (trichobezoar), fruit
and vegetable fibers (phytobezoar), a combination of
hair and vegetable (trichophytobezoar), milk-curd
concretion (lactobezoar) and medication impaction
(medication bezoar).® Bezoarsalso can be concretions
oftar, shellac, sand orresin.® Trichobezoaris commonly
seen in the stomach and occasionally seen in the
intestine. We reported herein a case of trichobezoar
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with complication of gastric outlet obstruction found
at our institute.

CAsE REPORT

A 5-year-old girl was admitted to the hospital on
July 25, 2000. Her complaints included intermittent
abdominal pain, epigastric distension and non-bilious
vomiting for 3 days before admission. Her parents
gave her some antacids but the symptoms were not
relieved. The patientwas akindergarten pupil and she
was a single daughter in the family. Her parents told
that she liked to pull up and swallow her hair since she
was 2years old. Sometimes, she passed stool composing
of hair.

Physical examination revealed normal nutritional
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status, normal hair distribution and normal colour of
conjunctivae. The abdomen had epigastric distension.
A mobile non-tender mass, oval in shape, was palpable
in the epigastrium and the lefthypochondrium (Figure
1). Rectal examination revealed normal stool and no
rectal mass. During the physical examination, non-
bilious vomiting including food particles occurred
and the epigastric distension reduced. Complete blood
count (CBC) and urine analysis were within normal
limit. Abdominal x-ray showed normal intestinal gas
pattern without a definite mass. Ultrasonography
revealed hyperechoic area with acoustic shadowing
like bowel contents at the epigastric area. Upper
gastrointestinal (UGI) series demonstrated a large
intragastric mass which occupied most of the gastric
lumen (Figure 2). Normal gastric mucosa was seen.
Delayed passage time from the pylorus to the duodenal
bulb was detected and narrowing of the pyloric canal
was also noted. After 30 minutes, barium was found to
pass into the duodenum. The C-loop was widening
with thickening of the duodenal folds. The duode-
nojejunal junction and the small intestine were in
normal position.

The patientwas treated by surgical removal of the
foreign body on the dayfollowing admission. Amidline
laparotomy revealed dilatation of the stomach with an
intragastric mass. A longitudinal anterior gastrotomy
was performed. A large hairball, which occupied the
whole stomach and continued into the duodenum was

Fig. 1 An oval abdominal mass in the epigastrium.
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Fig. 2 A mottled intragastric mass shown by a contrast study.

Fig. 3 A hair-ball mass in the gastric lumen at operation.

noted (Figure 3). After removal of the gastric bezoar,
the stomach was closed in two layers. The specimen was
composed of strands of hair that organized as the
gastric configuration (Figure 4). The postoperative
course was uneventful. The psychiatrist suggested no
further treatment was needed because the operative
trauma would probably be sufficient to halt the habit
of hair eating. At 6-month follow-up, the patientlooked
well and gave up swallowing her hair.
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DiscussION

Trichobezoars consist of hair, usually the patient’s
own, but they can also include other nondegradable
fibersincluding wool, nylon and animal hair.” The first
case of trichobezoar in the stomach was reported by
Baudamant in 1779.°

De Bakey and Ochsner’ succeeded in collecting
311 cases of trichobezoar in what is still considered
the classic paper on this subject. More than 90 percent
of the cases occurred in females under 30 years of
age.”™ Trichobezoars are usually found in girls and
young women who are emotionally unstable and
aberrant appetite of hair eating (trichophagia).'
Patients with cranionervous system abnormality, that
result in gastric motility disorders, are also the victims
of trichobezoars."

Trichobezoars are asymptomatic until theyreach
a critical size. Symptoms include vague abdominal
pain, anorexia, nausea, vomiting and weight loss.
Hematemesis and melena due to gastric ulceration
often cause anemia in advanced cases."®!° A large,
solid and non-tender mass is usually palpable in the
epigastrium and the left hypochondrium. Most cases
have been recognized with a history of trichophagia
including a composition of hair either in vomitus or in
stool. An upper gastrointestinal contrast study may
show a mass with shaggy edges and a mottled filling
defect. This is the most satisfactory method for mak-
ing correct diagnosis.'

The treatment of choice is operative laparotomy
with gastrotomy and removal of a hairball. At the time
of laparotomy, careful inspection is recommended in
orderto rule out possible extension of the trichobezoar
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Fig. 4 Trichobezoar in a complete shape of the stomach, pylorus and duodenal bulb.

into the small and large bowel.>'* Gastroscopy used for
extraction of trichobezoar is dangerous because it may
cause distal small bowel obstruciton due to a piece of
hairball becoming discontinued! In many reports
from the literature, the distal bowel obstruction caused
by trichobezoars has been known as Rapunzel syn-
drome.5*!* Rare complications including intussus-
ception caused by multiple trichobezoar™® and
obstructive jaundice due to gastric trichobezoar'” have
been reported.

Operative mortality is almost zero in cases that
were diagnosed and managed in time without
complication. The mortality rate increases to about 20
percent in the presence of complications.! Patients
with multiple trichobezoars may be complicated by
obstructing daughter bezoars, which may lead to
ulceration, necrosis, perforation, and peritonitis.*16-18.19

Recurrence of this phenomenon has never been
reported, althrough a certain percentage of the patients
have emotional instabilities. This support the
supposition that the operation is probably traumatic

enough to stop hair ingestion habit.'°
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