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Introduction

A trichobezoar is a rarely encountered mass of hair, wool,
and similar material in the stomach and intestine of some pa-
tients with trichotillomania and trichophagia. The accumulated
hair within the stomach and intestine is resistant to digestion,
which occasionally presents as trichobezoar-induced bowel or
gastric outlet obstruction. Trichobezoars are more common in
paediatric age than adults, with up to 90% occurring in girls [1-
3]. This report aims to describe the case of a young woman with
an obstructive trichobezoar of the stomach and duodenum.

Case presentation

A 27-year-old woman presented to the emergency room
with epigastric abdominal pain and intermittent vomiting of 4
days of evolution. The patient has a history of anxiety symp-
toms. Dehydration and a palpable hard-elastic mass in the epi-

gastric region were observed during the physical examination.
The laboratory analysis did not show significant alterations.
In imaging studies, occupied gastric dilation with a heteroge-
neous formation was evidenced inside. Hospitalization (Figure
1) was decided, and an upper digestive video endoscopy was
performed, through which an abundance of hairs was observed
inside the stomach without the possibility of progression to the
body and gastric antrum. Open surgery was decided, a median
supraumbilical laparotomy was performed, a gastrostomy and a
giant trichobezoar were extracted (Figures 2 & 3). The patient
progressed favourably; She began with fluid intake at 24 hours
and was discharged without complications at 72 hours. The pa-
tient was referred to control by surgery, gastroenterology and
mental health departments.
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Figure 1: Tomography: Gastric dilation with a heterogeneous

formation inside. j

Figure 3: Giant gastric trichobezoar removed.

J

Discussion

The trichobezoar represents 55% of all bezoars, more fre-
quent in women under 30 years of age, as in the case present-
ed. Trichophagia is the unfailing antecedent of a trichobezoar;
it is a prevention of appetite related to pica, and that can be
determined by psychic alterations, among them, oligophrenia,
psychosis, neurosis, autism or psychomotor retardation. Hair
can be obtained from siblings, pets, dolls, brushes, or the pa-
tients themselves [4,5]. The scalp is the most affected, in the
form of segmental alopecia due to hair traction, but the origin
may be the eyebrows and eyelashes. Initially, abdominal pain

usually occurs in the epigastrium and in the left upper quadrant,
followed by anorexia, weight loss, halitosis, vomiting, and diar-
rhea. In addition, when they are large, they usually manifest as
an abdominal mass in the epigastric region, such as the patient
we have presented [6-8]. Complications may be due to obstruc-
tion either at the level of the pylorus, duodenum or jejunum.
However, they can also be traumatic, manifesting with ulcers,
bleeding and perforation [9,10].

In most cases, they are unique, and only 15% spread to the
small intestine. The diagnosis is difficult because the patient
usually denies or hides trichophagia or trichotillomania, which
makes clinical suspicion difficult; Diagnostic methods include ul-
trasonography, contrast-enhanced CT, and gastrointestinal en-
doscopy. Abdominal ultrasonography can show an intragastric
mass of high-amplitude echoes, with posterior acoustic shad-
owing, and barium-contrasted radiography shows us a typical
"honeycomb" image, caused by part of the barium that is re-
tained in the bezoar; however, CT is one of the more specific
methods, showing a heterogeneous image that dilates the gas-
tric cavity. Upper endoscopy is the test of choice, allowing us
to observe the trichobezoar lodged in the gastric cavity directly
and thus determine the therapeutic procedure [11,12].

Conclusion

In conclusion, the trichobezoar, once diagnosed, requires an
immediate approach for its removal. This can be able for endo-
scopic, by fragmentation, or laparoscopic if it is small or by lapa-
rotomy in large ones. In turn, once the acute picture has been
overcome, these types of patients must be approached thor-
oughly by surgeons, gastroenterologists, and a mental health
team.
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