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SUMMARY
Introduction Trichobezoars presents a rare form of bezoar made of swallowed hair, with clinical manifesta-
tion of gastric or intestinal obstruction, gastric ulceration, bleeding, and perforation. It is predominantly 
found in emotionally disturbed or mentally retarded youngsters, who eating their own hair which is clini-
cally known as trichophagia. Patients often deny eating their own hair which makes diagnosis difficult. 
Case report We present a case of acute gastric outlet obstruction caused by a giant gastric trichobezoar 
made of a long thin hair, in a 20-year young female. Although patient had a long history of trichophagia, 
she did not think her behavior was unusual and she had not been treated before. Following the initial 
diagnostic procedures, exploratory laparotomy was indicated. After anterior gastrotomy was performed, 
a massive stomach-shaped trichobezoar was removed. Postoperatively, the patient had a psychiatric 
consult exam. She recovered well and was discharged without complications. She was referred for further 
psychiatric follow-up.
Conclusion Trichobezoars are non-digestible collections that usually accumulates in stomach and can 
extend to small bowel, causing mechanical injury such as hollow viscus obstruction. Patients with acute 
gastric obstruction caused by a giant trichobezoar require urgent removal of the trichobezoar, to preserve 
the stomach and avoid further, catastrophic consequences.
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INTRODUCTION

Bezoars represent a undigested mass within the 
gastrointestinal tract which enter the stomach 
by swallowing non-absorbable materials [1, 2]. 
It could increase in size passing further into the 
small intestine [1, 2]. Trichobezoars are rare 
clinical entity, but they have been known for 
centuries [1–7].

They are consist of a bunch of hairs in the 
proximal gastrointestinal tract [1–7]. Hairs 
enter the stomach by compulsive swallow-
ing, the disorder is called trichotillomania [7]. 
Trichotillomania is classified as an impulse 
control disorder, with prevalence estimate to 
2% [3, 7]. Repetitive hair pulling may be un-
consciously or unintentionally done [3]. The 
inability to control the impulse to pull one’s hair 
out, is followed by an increase in tension which 
is replaced by a feeling of satisfaction after the 
act [8]. Trichophagia is hair swallowing occurs 
in up to 18% of patients with trichotillomania 
[1–8] Finally about 33% of patients with tricho-
phagia develop stomach trichobezoars [1–8]. 

Trichobezoars are most often found in 
young women, in female children and adoles-
cents with underlying behavioral disorder, but 
it can occasionally affect healthy adult [2, 4, 

5]. Piles of hair create a ball in the stomach 
that grows slowly for years and is asymptomatic 
for a long time. Over time, first non-specific 
symptoms occur such as nausea, vomiting, ab-
dominal pain, anorexia, early satiety, or weight 
loss. Trichobezoars can enlarge and creates a 
mechanical damage due to their presence in the 
lumen of the stomach and intestines. This can 
lead to serious complications such as gastric 
mucosal erosions, gastric ulceration, gastric 
outlet obstruction, pneumatosis, perforation 
and peritonitis [6, 9]. 

Trichobezoars are foreign bodies that must 
be removed. After visualization endoscopic 
extraction of large trichobezoars often fails. 
Complete removal of the massive trichobezoars 
and treatment of the intestinal damage caused 
by its presence is only possible surgically. 

We are presenting a case of acute gastric out-
let obstruction caused by giant gastric tricho-
bezoar made of a long thin hair, in a 20-year-
old female. Consequences of her behavioral 
disorder in this young woman was conformed 
on the computed tomography (CT) scan. After 
surgical removal of the massive trichobezoar, 
she recovered without adverse events. Patient 
would continue with psychiatric follow-up.
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CASE REPORT

A 20-year-old female was referred to the surgical examina-
tion at the Emergency Center with intermittent epigastric 
pain and vomiting, which started two weeks prior. Patient’s 
medical history revealed loss of appetite and early satiety. 
She previously visited the Emergency Center six months 
prior complaining of the same symptoms when an abdomi-
nal ultrasound and upright abdominal radiography showed 
no specific findings. On general physical examination, ab-
dominal palpation of epigastric region revealed smooth 
and hard intrabdominal curved lump approximately 10 cm 
in diameter. Differential diagnosis of gastric trichobezoar 
and gastric malignancy was made with further diagnos-
tic tests. Abdominal ultrasound showed a large mass in 
the epigastric region with echogenic anterior margin. An 
abdominal CT scan showed a distended stomach with a 
clearly demarcated intraluminal mass extending from the 
gastric cardia to the duodenal bulb which was described as 
heterogeneous dense formation with interposed air inclu-
sions and without postcontrast enhancement (Figures 1a, 

1b, 1c). A gastric trichobezoar was diagnosed and gastro-
enterologist endoscopist was consulted.

Urgent esophagogastroduodenoscopy (EGDS) showed 
small amount of esophageal blood, foreign body regur-
gitation and stomach filled with hair and impacted food 
obstructing 80% of the gastric lumen with completely ob-
structing the antrum, disabling further propagation of the 
endoscope. Considering the size of the mass and the extent 
of bezoar on the CT scan it was thought that endoscopy 
would likely fail to remove the mass completely without 
large fragmentation and the risk for distal intestinal ob-
struction or gastric perforation. Thus, the patient was re-
ferred for emergency surgical treatment. 

After adequate preoperative treatment by the anesthe-
siologist, a few hours after admission to the hospital the 
patient underwent surgery. An exploratory laparotomy 
through an upper midline abdominal incision was per-
formed. During exploration, smoothly contoured mass 
was found occupying whole stomach and D1 of duodenum 
Exploration of other visceral organs was uneventful. A 
longitudinal 7 cm gastrotomy incision several centimeters 

Figure 1a. Abdominal computed tomogra-
phy scan – axial sections show a trichobe-
zoar as non-enhancing intraluminal mass in 
stomach

Figure 1b. Abdominal computed tomogra-
phy scan – coronal section shows a tricho-
bezoar as a non-enhancing intraluminal mass 
with trapped air bubbles in the interstices 
which is distending the stomach

Figure 1c. Abdominal computed tomogra-
phy – axial sections that shows a trichobezoar 
as intraluminal mass in stomach and tail in 
duodenum

1a 1b 1c

Figure 2a. Gastrotomy, a massive compact 
foreign body completely occupies the lumen 
of the stomach

Figure 2b. Intraoperative trichobezoar ex-
traction following a gastrotomy

Figure 2c. Trichobezoar forming a cast of the 
stomach

2a 2b 2c
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above pylorus was made on the anterior surface of the 
corporal region of the stomach (Figures 2a, 2b, and 2c). A 
massive trichobezoar of the stomach and duodenum was 
extracted (Figure 2b, and 2c). The gastrotomy was closed 
in two layers and the abdomen was closed with drainage.

The patient made an excellent post-operative recovery 
with no complications. Postoperatively the patient was ex-
amined by a psychiatrist, this was her first psychiatric exam. 
According to anamnesis data, she started to bite the ends of 
her hair and then to pull it out at the root at the age of 13. 
She denied the existence of any significant stressors in both 
that period of her life, as well as presently. The diagnosis 
of trichotillomania was confirmed. During hospitalization 
oral intake was allowed on the fifth post-op day. She was 
discharged from Surgery department on the seventh post-
op day in stable condition, with advice for psychotherapy 
and psychiatric follow-up to avoid recurrence.

This study was done in accordance with the institutional 
standards on Ethics.

DISCUSSION

Trichobezoars are foreign bodies, they are solid masses that 
cannot be digested. It occurs most often in young people, 
young women with behavioral disorders and retarded chil-
dren [4–9]. Trichobezoars are formed when indigestible 
hairs are retained in the stomach, forming a ball, and instead 
of being expelled through the peristaltic wave, remains in 
the lumen, retaining parts of undigested food [1–7, 9]. Over 
time this solid mass “grows,” takes the shape of the stomach 
and extends distally into the duodenum and small intestine, 
create the Rapunzel syndrome [4, 10, 11, 12].

If the patient continues to eat the hair, the trichobezoar 
gets bigger and bigger, this process progresses slowly, and 
the symptoms are non-specific for years. Sometimes fer-
mentation of the bezoar give the patient’s breath a putrid 
smell which could be a warning clinical sign [6]. 

Trichobezoars occurs most often in young people, 
young women with behavioral disorders and retarded 
children [3, 8].

Trichobezoars, with their mechanical effect on the mu-
cosa of the lumen of the stomach and intestines, can cause 
minor or major and even catastrophic complications, such 
as organ perforation [3, 8, 10, 11, 12].

About 6% of all the bezoars presenting with symptoms 
of gastric outlet obstruction. 

We presented a rare case of trichobezoar, which mani-
fested itself as a surgical emergency due to acute gastric 
obstruction in a young woman who had been swallowing 
her own hair for years, without the idea of asking for a 
psychiatric support and without the idea that she could 
harm herself. She denied the existence of the psychology or 
external stressors. Considering her first contact with a psy-
chiatrist in the context of the existing conditions this could 
be understood as an expression of less mature psychologi-
cal defense mechanisms, as well as dissimulative behavior. 
In a situation where the first psychiatric examination is 
performed as part of the treatment of complications of the 

underlying disease, like in this case of trichotillomania, 
only detailed psychological and psychiatric exploration, the 
complete exploration patient’s life, as well as examination 
outside the context of current events can provide sufficient 
insight into their mental status [3, 8].

The complications of gastric trichobezoar are different, 
it can rarely detach, and made satellites [11, 12]. Mirza et 
al. [13] presented 17 cases of trichobezoars with different 
complications, there was one case that had a satellite small 
bowel trichobezoar in addition to the gastric trichobezoar. 
Sometimes the signs of small bowel obstruction with in-
traluminal mass and the real cause of the intestinal ob-
struction can recognized late, which is one of the dangers 
of bezoars. Therefore, it is recommendation that in any 
case of gastric trichobezoar, during abdominal exploration 
surgeon should looking for a secondary trichobezoar in 
small or large bowel.

Trichobezoars most often present with one of three clin-
ical types: acute presentation due to complications made 
by massive lesions, asymptomatic or atypical picture in 
small or stable lesions, and incidental lesions. If there is 
no evidence about behavioral disorder, small trichobezoars 
can be asymptomatic for a long time, diagnosis is based on 
clinical suspicion and on the correct selection of diagnostic 
methods and radiological imaging. Depending on the size, 
location and mechanical injuries caused by trichobezoar 
the symptoms could be non-specific (dyspepsia, loss of 
appetite, nausea, weight loss) or dramatic [9–15]. Most 
often, trichobezoars are lesions located in the stomach, 
leading to increased pressure on the mucosa, erosion of 
the mucosa, malnutrition, gastric ulcerations, bleeding and 
even gastric perforation [14, 15]. Severe clinical finding 
is intestinal obstruction in about 25% of the patients and 
perforation and peritonitis in about 18% cases [7,13–19]. It 
is important to detect the existence of trichobezoar in time 
to avoid serious complications. In our case, the patient had 
an undetected trichobezoar for years, she did not consult a 
doctor until acute gastric obstruction occurred. 

Treatment is multidisciplinary and includes a differ-
ent specialist, psychiatrists, gastroenterologists, and sur-
geons in case of complications. Insight into the existence 
of trichophagia, indicates a detailed clinical, endoscopic, 
and radiological examination. The presence of hair in the 
stool and the clinical finding of a palpable mass in the ab-
domen, especially in the epigastrium, are specific clinical 
signs. Even abdominal ultrasound and plain radiograph 
are not sensitive in cases of large gastric trichobezoars, 
plain radiographs can show a gastric shaped opacified area, 
which corresponds with heterogenous intragastric mass 
on ultrasound.

The most sensitive in diagnostic algorithm is abdomi-
nal CT shows some distinctive features as well-defined 
non-attached intraluminal mass with air bubbles retained 
within the interstices [1, 2, 15]. EGDS is presented as the 
gold standard because it serves both the diagnosis and the 
therapeutic evacuation of the trichobezoars but it is not 
suitable for all patients [16]. The therapeutic approach us-
ing EGDS is not suitable for all patients, as was the case 
with our patient because it was impossible to fragment the 

Giant gastric trichobezoar
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solid impacted gastric mass and there was a risk of unin-
tentional stomach injury. Treatment is complete removal 
of the foreign body, endoscopically or surgically, by laparo-
scopic or open surgical approach [17–21]. We performed 
open midline laparotomy with gastrotomy following by 
complete bezoar extraction, without any complications. 
Some studies reported only 5% of successful endoscopic 
bezoars removals, successful rate of 75% for laparoscopic 
extraction and 99% successful for conventional laparotomy 
with gastrotomy [17–21]. Therefore, laparotomy it is con-
sidered the treatment of choice. To completely eliminate 
the lesion from stomach or intestines, there is no clinical 
evidence of the drugs therapy effectiveness, such as en-
zyme therapy, and only mechanical removal of the lesion 
is considered successful [18]. 

Multidisciplinary treatment is mandatory, and in addi-
tion to mechanical removal of bezoars, is psychiatric sup-
port and treatment of trichomania as an impulse control 
disorder. To help the patient it is necessary to discover 
biopsychosocial specificities in the origin and development 
of the clinical characteristics of trichotillomania [3, 8]. The 
success of the treatment in this case can only be attributed 
to the good teamwork of the surgeon, gastroenterologist, 
psychiatrist who established the first contact with patient, 
the initial examination and initial diagnostic evaluation, 
and further psychiatric supervision. Treating trichotil-
lomania is complex and includes pharmacotherapeutic, 
socio-therapeutic and psychotherapeutic modalities. In 
the treatment of these patients the most important results 
are provided by behavioral or behavioral-cognitive psy-
chotherapy techniques [3, 8]. It is important to emphasize 
that inadequately treated trichomania is accompanied by 

relapses when trichophagia occurs, and therefore psychi-
atric follow-up is necessary [3, 8]. 

After surgical removal of trichobezoars, clinical and 
EGDS follow-up is advised during next six, 12 and 24 
months due to potential abdominal complications or early 
detection of recurrence of trichophagia with asymptomatic 
trichobezoars in the stomach or intestines [19, 20, 21].

This case emphasizes the importance of trichobezoars 
as a differential diagnosis in early diagnostic and therapeu-
tic procedures in young females with non-specific upper 
abdominal complaints and an epigastric palpable mass. It 
is also important to understand that it is a complex clinical 
problem, primarily a disorder of impulse control which 
requires psychiatric treatment, while surgery or endoscopy 
only solve the consequences of this behavior disordered. 
In patients with trichobezoar and trichotillomania, serious 
complications may occur due to the presence of a foreign 
body in the stomach or intestines, and another problem 
is relapses of the disease. The experience with our patient 
shows that only the interaction of medical knowledge and 
skill from different medical disciplines can provide the 
best understanding and the most successful treatment of 
this disease.

FUNDING

Former project CN175091, now contract No 200110 fund-
ed by the Ministry of Education, Science and Technological 
Development, Republic of Serbia. 

Conflict of interest: None declared.

REFERENCES 

1.  Mewa Kinoo S, Singh B. Gastric trichobezoar: an enduring intrigue. 
Case Rep Gastrointest Med. 2012;2012:136963.  
[DOI: 10.1155/2012/136963] [PMID: 23227373]

2.  Chahine E, Baghdady R, El Kary N, Dirani M, Hayek M, Saikaly E, et 
al. Surgical treatment of gastric outlet obstruction from a large 
trichobezoar: A case report. Int J Surg Case Rep. 2019;57:183–5. 
[DOI: 10.1016/j.ijscr.2019.04.002] [PMID: 30981073]

3.  Grant JE, Chamberlain SR. Automatic and focused hair pulling 
in trichotillomania: Valid and useful subtypes? Psychiatry Res. 
2021;306:114269. [DOI: 10.1016/j.psychres.2021.114269]  
[PMID: 34758405]

4.  Melo DF, Lima CDS, Piraccini BM, Tosti A. Trichotillomania: What Do 
We Know So Far? Skin Appendage Disord. 2022;8(1):1–7.  
[DOI: 10.1159/000518191] [PMID: 35118122]

5.  Ayoub K, Alibraheem A, Masri E, Kazan A, Basha SR, Hamoud M, 
et al. Trichobezoar from bristles brush and Carpet yarn requiring 
emergency laparotomy. Case report. Ann Med Surg (Lond). 
2021;63:102192. [DOI: 10.1016/j.amsu.2021.102192]  
[PMID: 33680452]

6.  Nettikadan A, Ravi MJ, Shivaprasad M. Recurrent Rapunzel 
syndrome - A rare tale of a hairy tail. Int J Surg Case Rep. 
2018;45:83–6. [DOI: 10.1016/j.ijscr.2018.03.017] [PMID: 29587201]

7.  Paschos KA, Chatzigeorgiadis A. Pathophysiological and 
clinical aspects of the diagnosis and treatment of bezoars. Ann 
Gastroenterol. 2019;32(3):224–32. [DOI: 10.20524/aog.2019.0370] 
[PMID: 31040619]

8.  Milovančević Pejović M & Lečić Toševski D. Poremecaji kontrole 
impulsa. U: Jašović Gašić M & Lečić Toševski D (eds): Psihijatrija, 
208–209. Libri medicorum, CIBID, Medicinski fakultet, Univerzitet u 
Beogradu, Beograd, 2014. 

9.  Marique L, Wirtz M, Henkens A, Delchambre E, Rezaï M, Venet C, et 
al. Gastric Perforation due to Giant Trichobezoar in a 13-Year-Old 
Child. J Gastrointest Surg. 2017;21(6):1093–4.  
[DOI: 10.1007/s11605-016-3272-2] [PMID: 27659788]

10.  Tabesh E, Dehghan A, Tahmasebi M, Javadi N. Gastric phytobezoars 
as a very unusual cause of gastric outlet obstruction. J Res Med Sci. 
2021;26:25. [DOI: 10.4103/jrms.JRMS_115_20] [PMID: 34221054]

11.  García-Ramírez BE, Nuño-Guzmán CM, Zaragoza-Carrillo RE, 
Salado-Rentería H, Gómez-Abarca A, Corona JL. Small-Bowel 
Obstruction Secondary to Ileal Trichobezoar in a Patient with 
Rapunzel Syndrome. Case Rep Gastroenterol. 2018;12(3):559–65. 
[DOI: 10.1159/000492810] [PMID: 30323730]

12.  Chauhan NS, Kumar S, Bhoil R. Rapunzel Syndrome: Rare ‘Tale’ of a 
Broken ‘Tail’. Pol J Radiol. 2016;81:166–9.  
[DOI: 10.12659/PJR.896154] [PMID: 27141237]

13.  Mirza MB, Talat N, Saleem M. Gastrointestinal trichobezoar: An 
experience with 17 cases. J Pediatr Surg. 2020;55(11):2504–9.  
[DOI: 10.1016/j.jpedsurg.2020.04.020] [PMID: 32467033]

14.  Bolívar-Rodríguez MA, Fierro-López R, Pamanes-Lozano A, Cazarez-
Aguilar MA, Osuna-Wong BA, Ortiz-Bojórquez JC. Surgical outcome 
of jejunum-jejunum intussusception secondary to Rapunzel 
syndrome: a case report. J Med Case Rep. 2018;12(1):362.  
[DOI: 10.1186/s13256-018-1883-9] [PMID: 30522519]

15.  Iwamuro M, Okada H, Matsueda K, Inaba T, Kusumoto C, 
Imagawa A, et al. Review of the diagnosis and management 
of gastrointestinal bezoars. World J Gastrointest Endosc. 
2015;7(4):336–45. [DOI: 10.4253/wjge.v7.i4.336] [PMID: 25901212]

16.  Wang YT, Gou YW, Ye F, Liu YL, Hou GF, Ishrat I, et al. Endoscopic 
retrieval of a huge gastric trichobezoar using a polypectomy snare 
and an electrosurgical knife: A case report. J Dig Dis. 2022;23(1):54–
6. [DOI: 10.1111/1751-2980.13073] [PMID: 34927795]

DOI: https://doi.org/10.2298/SARH221017116L

Lončar Z. et al.



  

93

Srp Arh Celok Lek. 2023 Jan-Feb;151(1-2):89-93 www.srpskiarhiv.rs

17.  Ali AA, Gurung R, Fuad ZM, Moosa M, Ali I, Abdulla A, et al. Gastric 
trichobezoar in an end-stage renal failure and mental health 
disorder presented with chronic epigastric pain: A case report. Ann 
Med Surg (Lond). 2020;58:76–9. [DOI: 10.1016/j.amsu.2020.08.021] 
[PMID: 32953103]

18.  Won MM, Sacks MA, Leigh R, Mendez YS, Goodman LF, Tagge 
E, et al. An Unusual Case of Primary Ileal Trichobezoar Causing 
Intussusception. Am J Case Rep. 2022;23:e935460.  
[DOI: 10.12659/AJCR.935460] [PMID: 35900939]

19.  Wolski M, Gawłowska-Sawosz M, Gogolewski M, Wolańczyk T, 
Albrecht P, Kamiński A. Trichotillomania, trichophagia, trichobezoar 
- summary of three cases. Endoscopic follow up scheme in 

trichotillomania. Psychiatr Pol. 2016;50(1):145–52. [Article in 
English, Polish] [DOI: 10.12740/PP/43636] [PMID: 27086334]

20. Tarchouli M, Ait Idir B, Bouhabba N, El Jaouhari SD, Salaheddine 
T, Hnach Y, et al. A huge abdominal mass revealing a depressive 
syndrome. Ann R Coll Surg Engl. 2021;103(3):e77–e80.  
[DOI: 10.1308/rcsann.2020.7093] [PMID: 33645270]

21. Kumar N, Huda F, Gupta R, Payal YS, Kumar U, Mallik D. Rapunzel 
syndrome in adult with mysterious presentation: a rare case report 
with literature review. Trop Doct. 2019;49(2):133–5.  
[DOI: 10.1177/0049475519826477] [PMID: 30722745]

САЖЕТАК
Увод Трихобезоари представљају редак облик безоара 
насталих од прогутаних длака, са клиничком манифеста-
цијом опструкције желуца или црева, улцерације желуца, 
крварења и перфорације. Углавном се откривају код емо-
ционално поремећених или ментално ретардираних младих 
који једу сопствену косу, што је клинички познато као три-
хофагија. Болесници често поричу да једу сопствену косу, 
што отежава дијагнозу.
Приказ болесника Представљамо случај акутне опструк-
ције желуца изазване огромним желудачним трихобезоаром 
сачињеним од дугих танких длака код 20-годишње жене. 
Иако је болесница имала дугу историју трихофагије, није 
мислила да је њено понашање необично и раније није лече-
на. После почетних дијагностичких процедура, индикована 

је експлоративна лапаротомија. Након учињене предње 
гастротомије, уклоњен је масивни трихобезоар у облику 
желуца. Болесница је постоперативно прегледана од стране 
психијатра. Опоравила се и отпуштена је без компликација. 
Упућена је на даље психијатријско праћење.
Закључак Трихобезоари су несварљиве колекције које се 
обично акумулирају у желуцу и могу се проширити до танког 
црева изазивајући механичка оштећења, као што је опструк-
ција шупљих органа. Болесници са акутном опструкцијом 
желуца изазваном џиновским трихобезоаром захтевају хит-
но уклањање трихобезоара, како би се сачувао желудац и 
избегле даље, катастрофалне последице.

Кључне речи: трихобезоар; гастротомија; трихофагија; емо-
ционални поремећаји
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5Универзитетски клинички центар Србије, Клиника за психијатрију, Београд, Србија;
6Универзитетски клинички центар Србије, Клиника за гинекологију и акушерство, Београд, Србија;

Giant gastric trichobezoar


