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Clinical ScenarioThis 11-year old girl presented in the emergencydepartment with a history of intermittentabdominal pain for the last 30 hours. She hadone episode of vomiting in the emergencydepartment upon arrival. She did not complainof diarrhea or urinary tract symptoms. She hadnot yet started having period. She was afebrile(37°C), had normal blood pressure(110/75mmHg), a mild tachycardia (130bpm),normal respiratory rate (20bpm) and oxygensaturation (99%). On clinical examination herabdomen was soft with a mild generalizedtenderness, a more pronounced intense pain inthe right iliac fossa and a positive McBurneysign. We also felt a mass in the area that wethought of as an appendiceal mass. The rest ofthe physical exam was unremarkable.Labaratory findings included normalhemoglobin (14g/dl) and MCV (95), elevatedwhite blood cells (16,22×103 μL, withneutrophils 85.9% and  C-reactive protein (85).Clotting was within normal limits (PT 11sec, INR0.9, aPTT 31sec). Urine dipstick was also clear ofinfection. The upright abdominal X-ray showedan air-fluid level on the left side of the abdomen.Ultrasound was non diagnostic. The appendixwas not visualized and no mass was identifiedbut there was a large quantity of free fluidbetween enteral loops in the right iliac fossa. Thepatient was transferred to theatre and theintraoperative findings are shown in Fig. 2.

After the operation a more thorough historytaking and clinical examination was made. Atfirst her weight was found to be 34kg (<50thcentile) and her height 1,42 (<50th centile). Sheadmitted having two previous episodes ofabdominal pain of lesser intensity last year thatwere attributed by her GP to constipation. Therewas a significant weight loss (2kg past twomonths) that was attributed to “anxiety” inschool.

Fig. 1: Abdominal X-ray showing air-fluid level on theleft
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Fig. 2: A 500gr mass removed from the terminal ileum and the ileocecal valveWhat is the cause of the patient's symptoms?a) Acute appendicitisb) Ovarian teratomac) Lymphomad) Duplication Cyste) Trichobezoar
CORRECT ANSWER: e

ExplanationsThe correct answer is e. Our patient had atrichobezoar at the level of the ileocecal valve.Bezoars are foreign bodies that form masses inthe gastric or intestinal lumen. The word“bezoar” comes from the Arabic word “bazahr”or the Persian word “padzahr,” meaning“protecting against poison.” At different times inhistory, bezoars from animal guts were used asprecious stones, antidotes to poisons and todayas part of traditional Chinese medicine[1,2]. Theyare classified according to their composition intophytobezoar (vegetable matter), trichobezoar(“trich” means hair in Greek, seen mostly inchildren), lactobezoar (concentrated milkformulas, seen in neoneates), mixed medicationbezoars and food bolus bezoars[2,3]. Commonpresentation is gastrointestinal tract obstructionwith nausea and vomiting, gut perforation, acutepancreatic necrosis, obstructive jaundice,hypochromic anemia, vitamin B12 deficiency,weight loss, an abdominal mass, or other seriousproblems[4,5]. Elevated leukocyte count and fevercould also be present[1-6]. Imaging findings on X-

ray include mottled radiotransparencies in theinterstices of solid matter. Ultrasound reveals anintraluminal mass with a hyperechoic arclikesurface and a marked acoustic shadow. The CTscanning of a small bowel or gastric bezoardemonstrates a well-defined, oval, non-homogeneous mass consisting of gas and softtissue. When oral contrast is used, the contrastmaterial typically collects around the lesion.Nevertheless preoperative plain abdominalradiography and ultrasonographic examinationare usually nonspecific and inconclusive[3,7,8].When not diagnosed early they can present withcomplications such as ulcer formation, bowelperforation, and intussusception[3,6]. Sometimesas in our case the clinical presentation andradiologic findings are atypical and trichobezoaris not initially suspected.Acute appendicitis is the most common causeof right inguinal fossa pain in children. Inneglected cases there is an inflammatory mass ofbowel loops and omentum but the clinicalpicture is suggestive of sepsis and the pain onclinical examination is continuous andunbearable. Teratoma of the right ovary can alsobe the source of pain especially if there is torsionof the ovary. In that case there is no weight lossand the pain is also more intense andcontinuous. Lymphoma in the terminal ileumalso might be a cause for the symptoms. The lossof weight raises suspicion, as well as theincreased inflammatory markers. Only theintraoperative findings made it possible todifferentiate between the two. Duplication cyst
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might also cause intestinal obstruction of theterminal ileum. It does not cause loss of weightand the gross appearance is that of a bowel loop.
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