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Clinical note

Key message
· Chronic abdominal pain caused by a gastric trichobezoar 

is extremely rare among children.
· An indentable epigastric mass is characteristic and upper 

gastrointestinal endoscopy is diagnostic of a gastric tri­
chobezoar.

· Symptomatic large trichobezoars usually require surgery.
· Neuropsychiatric disorders are often associated with gas­

tric trichobezoar, making a psychiatric evaluation of para­
mount importance.

Introduction

A bezoar is an aggregate of undigestible materials, typi­
cally made of hair, vegetable matter, or foreign materials, 
found in the gastrointestinal tract. The word “bezoar” is 
derived from the Arabic word “bazahr” meaning antidote. 
Bezoars were initially discovered as hardened masses 
found in the stomach and intestines of ruminating ani­
mals and were believed to have magical powers to heal.1) 
Bezoars are an uncommon cause of abdominal pain 
among children. The exact incidence is not known. As per 
a previous study, it constituted approximately 0.4% of all 
gastroscopies.2) They are of 4 types: phytobezoar (vegetable 
fibers, skin, seeds), trichobezoar (hair and food particles), 
lactobezoar (milk proteins), and pharmacobezoar (medi­
cines and food particles), of which phytobezoar is the 

commonest.3) Herein, we report a young girl with chronic 
intermittent epigastric pain, who was diagnosed to have a 
gastric trichobezoar clinically, and was managed surgi­
cally. Written informed consent was taken from the pa­
rents for publication of the clinical details and clinical 
images of the child.

Case report

An 8-year-old girl presented with abdominal pain for 3 
months. Pain was epigastric, intermittent, and mild to 
moderate in intensity. There was no history of vomiting, 
abdominal distention, fever, or weight loss. The child was 
developmentally normal and well-nourished. There was 
patchy alopecia on the scalp. Abdominal examination 
revealed an epigastric indentable mass of approximate 
width of 10 cm with ill-defined margins. Parents revealed 
that the child not only had a history of trichotillomania 
and trichophagia but also a habit of eating soil and threads 
plucked from her dresses, absent-mindedly. Considering 
the history of trichotillomania, pica, and the presence of 
an indentable epigastric mass, a clinical diagnosis of 
gastric trichobezoar was made. Erect x-ray of the abdomen 
was normal. Hemogram, liver function test, and inflam­
matory markers were normal. Abdominal ultrasonogra­
phy (USG) revealed a hyperechoic mass occupying almost 
the entire stomach with air foci within, accompanied by 
acoustic shadowing, suggestive of a gastric trichobezoar; 
the duodenum was normal. Upper gastrointestinal endo­
scopy (UGIE) was performed under sedation, which re­
vealed the trichobezoar extending from the gastroeso­
phageal junction, up to the pylorus (Fig. 1). The endoscope 
could not be negotiated across the pylorus as the bezoar 
was partially obstructing it. The child underwent laparoto­
my, an anterior gastrotomy was made, and the bezoar (15 
cm × 10 cm) was retrieved in toto, there was no tail of the 
bezoar beyond the pylorus (Fig. 2). On psychiatric evalua­
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tion, the child was diagnosed with trichotillomania. She 
underwent multiple sessions of cognitive behavioral the­
rapy and has remained asymptomatic thereafter.

Discussion

Bezoars can form anywhere in the gastrointestinal tract 
starting from the stomach to the rectum, the most 
common site is the stomach.3) When the tail of the bezoar 
extends beyond the pylorus, it is called Rapunzel syn­
drome. As far as the etiology is concerned, there may be 
multiple reasons; firstly, an excessive fiber intake (persim­
mons, hazelnuts, coir), second, congenital gastrointestinal 
anomalies (e.g., duodenal web, annular pancreas), third, 
gastroparesis due to vagotomy due to previous gastric 
surgery, and lastly associated psychiatric disorders like 

trichotillomania, obsessive-compulsive disorder, mental 
retardation.3) Symptoms depend on the site of the bezoar, 
most present with epigastric pain, postprandial fullness, 
and palpable epigastric mass, with or without features of 
gastric outlet obstruction. Other presentations include 
hematemesis due to ulceration, sub-acute intestinal ob­
struction, and perforation.4,5) Examination reveals epiga­
stric mass with indentability, also known as the Lamer­
ton’s sign.6) Diagnosis can be made on contrast barium, 
USG, and confirmed on computed tomography or UGIE. 
The extent of the bezoar can be confirmed on computed 
tomography, it was not done in this patient due to financial 
constraints. Diagnosis is often delayed due to non-specific 
symptomatology. Our patient presented with epigastric 
abdominal pain and an epigastric mass. USG findings 
were typical of a gastric trichobezoar and an early diag­
nosis was made on UGIE. Intraoperatively, there was no 
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Fig. 1. Extent of the trichobezoar on upper gastrointestinal endoscopy. (A) At the 
gastroesophageal junction. (B) Body of the stomach. (C) Antrum. (D) Retroflexed view.
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Fig. 2. (A) Ultrasonography showed mobile mass in the stomach with echogenic anterior border 
with significant posterior acoustic shadowing. (B) Surgical specimen of the gastric trichobezoar 
“Stomach cast.”
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evidence of extension into the duodenum.
Treatment is mostly surgical; there are very few reports 

of endoscopic removal of trichobezoar, whose success rate 
ranges from 5% to 30.7%.5,7,8) Endoscopic removal can be 
done by fragmentation using biopsy forceps, polypectomy 
snares, modified lithotripters, modified needle-knife, and 
monopolar coagulation current and requires expertise.2,5,7) 
Trichobezoars are difficult to remove endoscopically 
because they are usually large and resistant to enzymatic 
dissolution. It is difficult to fragment them due to their 
hardness and density; noxious fumes (generated by elec­
trical current on the synthetic fibers in the trichobezoar) 
can lead to small bowel perforation.7) This child underwent 
laparotomy and the whole bezoar (15 cm×10 cm) was re­
moved from the stomach. Bezoars are commonly asso­
ciated with psychiatric disorders, as in the present case. 
Trichophagia is seen in 5%–20% of patients with tricho­
tillomania.9)

Gastric bezoar associated with trichotillomania is a rare 
cause of chronic abdominal pain in children. An astute 
clinician can suspect the diagnosis based on history and 
characteristic indentable epigastric mass. This case report 
highlights the importance of clinical examination to 
diagnose a rare cause of chronic abdominal pain in child­
ren.
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Short question

Which of the following statements regarding a tricho­
bezoar is not true?

i.   It is seen in adults only.
ii.  It may be associated with psychiatric disorders.
iii. Surgical removal is required in most cases.
iv. The clinical presentation includes chronic abdomi­

nal pain, intestinal obstruction.

Answer i. It is seen in adults only.
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