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Abstract

An | [-month-old male child with a complex past medical history presented for admission due to failure to thrive. He had
hair loss throughout his scalp, and his abdomen was distended. There was parental report of hair pulling and hair in his
stool. An upper gastrointestinal (Gl) radiograph with fluoroscopy was performed and showed a filling defect in the gastric
lumen. On endoscopy, he was found to have a gastric bezoar consisting of hair, nail, and food material. The trichobezoar
was removed, and he began to tolerate feeds and showed consistent weight gain. There were no recurrence of symptoms 8
months following removal. While inadequate caloric intake is a common reason for failure to thrive, mechanical obstruction

from a trichobezoar as a cause is rare and to our knowledge has not been reported in a child this young.
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Introduction

While inadequate caloric intake is a common reason for fail-
ure to thrive,! mechanical obstruction from a trichobezoar as
a cause is rare and to our knowledge has not been reported in
infancy. There are many reported cases of trichotillomania
and trichobezoars in infants and young children,® but our
patient’s case is unique as he is an 11-month-old male child
who developed failure to thrive secondary to an obstruction
from a trichobezoar. While trichotillomania is not very well
understood, there seems to be a better understanding of the
underlying etiology in adolescents and adults than in the
younger pediatric population.>’~ In infants and young chil-
dren, trichotillomania is a heterogeneous condition, and
determining the cause may not be as straightforward.>” We
review the available literature on trichobezoars and tricho-
tillomania in the pediatric population.

Case report

An 11-month-old male child with a past medical history of
hypoxic ischemic encephalopathy, Pierre Robin Sequence,
and G-tube dependence, presented to the emergency depart-
ment for 6 months of poor weight gain. The patient was
appropriately following his growth curve without any issues
until 6 months ago. His length and head circumference
remained uninterrupted. In an attempt to improve his weight,

the caloric density of the patient’s formula was increased
which resulted in only a short-term improvement in his
weight. Formula frequency was increased via his G-tube, but
the patient developed discomfort and fussiness with feeds,
and formula would come out his nose. To help improve his
fussiness, the patient’s mother decreased the frequency of his
feeds 1 month prior, and he tolerated this better. Throughout
this 6-month period, he had no problem with his continuous
night-time feeds which were a smaller volume than his day-
time bolus feeds. Per his last swallow evaluation, which was
several months prior, he was restricted to small amounts of
baby food by mouth and not yet cleared to take formula by
mouth due to moderate oropharyngeal dysphagia. The
patient’s mother reported that he enjoys eating by mouth and
gets upset when his oral feedings are stopped. She did not
feed him more frequently by mouth than what was recom-
mended and aside from decreasing the feeding frequency 1
month ago, she strictly followed his feeding regimen. The
parent also reported she was spending less time with her son
over the past few months due to longer work hours. On
exam, he was agitated, inconsolable, and thin appearing. He
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Figure |. Hair loss in the patient.

sucked on his entire right hand throughout the exam. The
skin on the dorsum of his right hand was thickened and
hyperpigmented. Very sparse hair was noted throughout his
scalp (Figure 1). His abdomen was soft and nontender but
appeared distended. The patient was particularly fussy when
he was alone in his room and would settle down when he was
held and around others. On admission, the patient had nor-
mal vitals and a normal complete blood count (CBC) with
hemoglobin of 11.2 g/dL, normal comprehensive metabolic
panel (CMP), normal thyroid-simulating hormone (TSH) of
1.58 ulU/mL, and Free T4 of 0.9 ng/dL, normal urinalysis,
and normal abdominal radiograph which showed a non-
obstructive bowel gas pattern. He was admitted to the hospi-
tal for further management and workup.

Hospital course

The patient’s unusually sparse hair raised concerns about
micronutrient deficiencies or other genetic disorders, but
upon further questioning, the patient’s mother reported that
he started pulling his hair several months ago and she has
found strands of hair in his stool. Given this new piece of
information, feeding intolerance, and exam findings of hair
loss, an Upper gastrointestinal (GI) with fluoroscopy was
performed and showed a 4.2 X 1.8 cm mobile filling defect in
the gastric lumen, concerning for a gastric bezoar (Figure 2).
An endoscopy was performed to assist with removal of the
bezoar through his G-tube, and the patient was found to have
a 10 cm X 3 cm gastric bezoar consisting of hair, nail, and
food material (Figure 3). After removal of the trichobezoar
(Figure 4), the patient showed improvement in his fussiness,
he was able to tolerate feeds without discomfort, and began to
show consistent weight gain. The parent also initiated

Figure 2. Upper Gl with fluoroscopy.

behavioral interventions by limiting access to his hair with
headwear and placing socks on his hands. Eight months fol-
lowing removal of the trichobezoar, he continued to have
appropriate weight gain via G-tube feeds and advancement of
his oral feeds without any return of symptoms.

Final diagnosis

Gastric trichobezoar causing feeding intolerance and failure
to thrive.

Discussion

While inadequate caloric intake is a common reason for fail-
ure to thrive in infants,! mechanical obstruction from a
trichobezoar as an underlying cause is quite rare and to our
knowledge has not been reported in a child this young. There
are reported cases of trichotillomania and trichobezoars in
infants and early childhood,”® but the youngest reported
case found in our literature review of a trichobezoar causing
failure to gain weight, was in a 4-year old.!°
Trichotillomania results either from automatic or focused
hair pulling.® Young children more commonly fall in the auto-
matic category while older children tend to have more aware-
ness of their hair pulling.’ In older children and adolescents,
their behavior may be a result of some form of negative emo-
tions and the behavior may be preceded by an urge to pull hair
followed by a sense of gratification, though the latter is no
longer required criteria in diagnosing trichotillomania.>%!1:12
Less than a quarter percentage of children with tricho-
tillomania engage in trichophagia,'* and in infancy, hair
pulling can be associated with thumb-sucking,” or sucking
on the whole hand as seen in our patient. This behavior
occurs during periods of boredom or distress or while
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Figure 3. Endoscopic image of bezoar.

Figure 4. Removed trichobezoar.

falling asleep.” Nail biting can also be a comorbid finding
with trichotillomania.®!3 In older children and adolescents,
trichotillomania has been associated with psychiatric con-
ditions such as obsessive compulsive disorder or general-
ized anxiety.®!? Hair pulling has been considered a benign
habit in infants and young children that self-resolves®!'
and in some cases has been associated with the need for
tactile stimulation and self-soothing behavior or used as a
stress-coping mechanism.”!? There are some reports, how-
ever, that it may be associated with anxiety, emotional
deprivation, or neurodevelopmental factors in infants and
toddlers,>%!516 and this habit in small children may not
always be benign.>!”

Once trichotillomania is identified, non-pharmacological
treatment such as behavioral therapy should be introduced to
help reduce symptoms.> Behavioral therapy or response pre-
vention initiated in childhood or adolescence has shown to
have a decreased risk of relapse as compared to adults seek-
ing treatment, suggesting the importance of identifying and
diagnosing trichotillomania and beginning treatment as early
as possible.’ Though there is not much research on treatment
in very small children and infants, those who do receive
treatment, including infants, have achieved success in either
eliminating or reducing their behavior.>>!4

Our patient had limited oral stimulation and oral intake
due to multiple surgeries and had not had a feeding evalua-
tion in several months during a period of typical rapid devel-
opment in infancy, so he may have been over-restricted. He
enjoyed being fed by mouth as he would become upset at the
end of his oral feeds. The cause of our patient’s hair pulling
is unclear, whether it was self-soothing behavior, related to
underlying anxiety from parental separation or emotional
deprivation or other psychosocial stressors, if he was
increasing his oral feeding behavior himself, or many other
possible explanations. The trichotillomania and trichophagia
resolved after the removal of the obstruction and advance-
ment of his oral feeds, while also introducing response pre-
vention techniques.

Conclusion

This report is unique, as there are no reported cases of
trichobezoar causing failure to thrive in a patient as young as
the one presented in this case. In addition, this case report
demonstrates that finding the underlying cause of failure to
thrive is not always straightforward, but with a broad differ-
ential and thorough physical exam and history, one can reach
a diagnosis. Trichotillomania is not a well-understood disor-
der and requires more research’’ and what makes it difficult
to understand particularly in infants and children is that it is
a heterogeneous condition that can result from various eti-
ologies.>” The importance, however, is identifying the
behavior and beginning treatment as soon as possible.’
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