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Case Report

Giant Gastric Trichobezoar: Report
of Two Cases
Abstract
We report two cases of gastric trichobezoar, recorded in the last 3 years in our Hospital. Both
cases presented abdominal pain and epigastric mass, as well as upper obstructive symptoms. The
cases were surgically treated with satisfactory evolution. the clinician has to consider this diagnosis.
Surgery is a successful treatment for these cases.
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Introduction
The word “bezoar” corresponds to accumulation of undigestible
foreign substances along the digestive tract, most commonly found
in the stomach and proximal portions of the small bowel. Bezoars
may present different compositions, although classically the most
frequently found forms correspond to trichobezoars (agglomeration
of hair) and phytobezoars (agglomeration of vegetable fibers) [1,2].
We report two cases of gastric trichobezoar through which will be
discussed the diagnostic and therapeutic difficulties.

Case 1

Physical examination revealed in reduced general health, with an
anemic syndrome, cachexia with a body mass index of 16 kg / m²,
the patient presented stable vital signs, with a large (10 × 7.5 cm),
hardened and painful epigastric mass at abdominal palpation, with
no sign of acute abdomen.
Laboratory tests confirmed the iron deficiency anemia to 6.8 g /
dL, with an acceleration of the rate of inflammation e sedimentation
to 46 mm first hour and a slight increase in serum fibrinogen.
Abdominal CT scan showed the presence of a huge intragastric
heterogeneous mass whose characteristics were suspect a bezoar
(Figure 3). Gastroscopy confirmed the diagnosis of trichobezoar
(Figure 4), which was surgically removed for its large size. A
psychiatric consultation was also recommended.

24-year-old patient J.M consults for chronic epigastric pain
associated with postprandial early feeding vomiting, evolving since 2
years in a significant weight loss and anorexia context. In its history
we noted a notion of trichophagia since the age of 18.
Clinical examination revealed a body mass index at 14 k/m²,
discolored conjunctiva, and abdominal examination epigastric mass
sensitive to the touch, hard, moving to 2 superficial and deep planes
at 20 cm / 10 cm. The remainder of the physical examination was
unremarkable.
The blood count showed anemia hypochromic microcytic to
7.1 g / dl. Abdominal CT scan objectified the intragastric presence
of a huge mass heterogeneous hypodense, containing bubble area,
following the shape of the stomach, which is not enhanced by the
injection of contrast material and measures 17 8 cm / 5.78 cm, with
discrete thickening of the stomach wall (Figure 1).

Figure 1: Upper digestive endoscopy. Foreign Typically Corresponding body
to a trichobezoar occupying the whole gastric lumen.

Gastroscopy confirmed the diagnosis of trichobezoar showing
intraluminal gastric training made of interwoven hair, preventing the
progression of gastric and exploration (Figure 2). Given the volume
of trichobezoar, endoscopic extraction was impossible. Surgical
extraction was performed through a gastrostomy. The postoperative
course was uneventful and the patient was sent to a psychiatric
consultation to get treated for her eating disorder.

Case 2
J.K patient aged 18 years with a history of trichophagia and
geophagia was seen in gastroenterology consultation for abdominal
distension epigastric topography with paroxysmal abdominal pain.

Figure 2: Abdominal CT shows a large heterogenous intraluminal mass
occupying almost the entire stomach.
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Discussion
Bezoar corresponds to the unusual accumulation of solid masses
in the form of aggregates made of non-digestible substances (hair,
plant material, drugs ...) stagnant in the often intragastric digestive
tract. The trichobezoar represents 55% of cases. It is an agglomerate of
hair or fibers intermingled with each other and associated with food
debris serving most often in the gastric lumen [1].
This is a rare condition, which represents 0.15% of gastrointestinal
foreign bodies in children [2], and even more rare in adults. Female
gender is most affected (90%), and the age of onset is in 80% of cases
within 30 years [3].
The trichobezoar is seen most often in patients with a psychiatric
history, the mentally retarded and prisoners who have trichophagia
[4]. In our patients the trichophagia was present without having
noticed a particular psychiatric history where the decision taken
subsequent psychiatric care.
The localization of trichobezoar is most often gastric or small
bowel [5]. It remains often asymptomatic for a long time of period,
discovered incidentally during an assessment of iron deficiency
anemia or hypoalbuminemia. Otherwise, it can cause a polymorphic
and non-specific symptoms: abdominal pain, vomiting, constipation,
poor general condition, foul breath odor [5]. Sometimes a
complication in type of acute intestinal obstruction, perforation or
gastrointestinal bleeding may indicate [6].

Upper gastrointestinal endoscopy is the examination of choice for
the diagnosis of bezoar. The hairball takes the form of an intraluminal
mass, made of tangled hair with food debris.
On the abdominal CT scan, the trichobezoar is as a heterogeneous
mass, intraluminal. Two pathognomonic signs are constant: the
presence of air bubbles in the mass and the absence of any attachment
to the gastric wall [7]. This examination like any imaging is not
necessary to confirm the diagnosis, it has the role to eliminateorganic
lesion or exclude any secondary complications.
Therapeutically, endoscopic extraction can be attempted if
trichobezoar small or after mechanical fragmentation using a biopsy
forceps or a polypectomy loop for the larger size. Excisional surgery
at a gastrostomy is indicated for large conglomerates or in case of
failure of endoscopic extraction [8]. The presence of a complication
(perforation, haemorrhage) always requires surgical treatment [9].
Finally, a psychological treatment of these patients is essential to
prevent recurrence [2].

Conclusion
The positive diagnosis of trichobezoar is endoscopic. Therapeutic
management depends on the size of bezoar and the existence or
absence of complications. It is often based on surgical removal view
the psychological character of patients presenting late. Psychiatric
care is essential despite its difficult acceptance in our context.
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