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Abstract:  

Background: The term bezoar refers to an intraluminal masse in the gastrointestinal system caused by the accumulation of 

indigestible ingested materials. Trichobezoar is a compact conglomeration of swallowed hair and constitutes less than 6% of all 

bezoars. The stomach is the common site of occurrence and many patients may remain asymptomatic or present a mild form of the 

disease. Intestinal obstruction due to trichobezoar is an extremely rare complication. The clinical findings of bezoar-induced ileus 

do not differ from those of mechanical bowel obstruction due to other causes and they are rarely reported in the pediatric age 

group.  

Case presentation: we report a case of acute small-bowel obstruction due to trichobezoar in a three years old boy with no history 

of eating disorder which presented an abdominal distention. 

Conclusion: This case serves to raise awareness of trichobezoar as a diagnosis in young children who present with abdominal 

pain, palpable mass, and signs of acute small-bowel obstruction 
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Introduction: 

Bezoars are conglomerations of undigested foreign material retained in the gastrointestinal tract because the pylorus acts as a 

natural impediment to further passage.[1] Such foreign material may be fibers and debris of plants, vegetables, and fruits 

(phytobezoar), persimmons (diospyrobezoar), hair (trichobezoar), medications (pharmacobezoar), and milk protein (lactobezoar). 

Phytobezoars are the most common type, while trichobezoars account for less than 6% of all cases of bezoars found in 

humans.[2] Although they were first described in humans in 1779 affecting a 16‐year‐old boy, trichobezoars are a phenomenon 

that almost exclusively affects females in the second and third decades of life and are quite uncommon in the pediatric age 

group.[3, 4] Trichobezoars are generally seen in individuals with trichophagia, a psychiatric disorder that usually occurs during 

childhood and in young adults with or without trichotillomania (hair pulling). Many patients may be asymptomatic, but some 

bezoars may produce epigastric pain, early satiety, nausea, vomiting, and weight loss. Complications may manifest as gastric 

obstruction or bleeding. The passage of a bezoar into the small bowel or large bowel may cause intestinal obstruction. [5] Since a 

psychiatric disorder underlies trichobezoar, recurrence is inevitable if insufficient psychiatric support is provided after surgical 

treatment. [6] 

In this report, we describe a case of an atypical location and presentation of a trichobezoar in a three years old boy presented with 

abdominal distention. 

Case presentation: 

We report the case of a 3-year-old boy who consults in the pediatric emergency room for 4 days of abdominal distension without 

fever or vomiting with a history of chronic constipation. On admission, his general condition was preserved, the child had a low 

weight but the parents did not report any particular eating disorder. No abdominal mass was palpated at that time. The plain 

abdominal radiography showed significant small-bowel distention with air-fluid levels (figure 1).  
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Figure 1: plain abdominal X-ray showing a distended loop of small bowel with multiple air-fluid levels. 

No biliary gastric stasis was noted and the introduction of a rectal tube had objectified fetid diarrhea. The patient was put on 

antibiotics and the distension improved but the levels on the X-ray persisted. Further questioning of the mother revealed that the 

child was regularly chewing sewing threads, and examination revealed a mobile mass under the umbilic.  

An abdominal computed tomography was then requested in front of this progressive ileus with a palpable mass. It revealed a 

heterogeneous intraluminal mass containing air bubbles responsible for digestive distention upstream evoking a trichobezoar 

(figure 2). 

 
Figure 2:  abdominal CT imaging of intraluminal bezoar and mottled gas pattern in small bowel with wall thickening 

The patient is then admitted to the operation room, the surgical exploration after laparotomy revealed a transition zone in the 

middle of the small intestine with two obstructive intraluminal masses and an inflamed loop wall with multiple adherences around 

(figure 3).  

 
Figure 3: intraoperative images showing distended loops with a bowel masse in the ileum. 

 

The rest of the digestive tract had no other mass, particularly the stomach. The decision was to perform an intestinal resection with 
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anastomose (figure 4).  

 
Figure 4 : postoperative images of two trichobezoar after resection  

 

The postoperative course was simple, and the patient was discharged after a week and was referred to a pediatric psychiatrist. No 

recurrence is known after a year.     

Discussion: 

Trichotillomania (TTM), the pulling of hair, was first described in 1889 and affects 1 in 2000 people in the general population. 

Only 30% of these patients will also engage in trichophagia; of those that do, only 1% will eventually develop a trichobezoar and 

require surgical extraction. [7] Only 14% of TTM are present before the age of 7 years but the condition is more likely to be self‐

limiting if onset is early. When disease onset occurs during adolescence or adulthood, there is a higher chance of it being chronic 

and associated with other psychiatric disorders such as anxiety, depression, and obsessive‐compulsive disorder. [7] 

Trichobezoar is a compact agglomeration of swallowed hair. This condition is usually located in the stomach but it may extend 

through the pylorus to the small bowel and colon. The resistance of human hair to digestion, the limited peristaltic propulsion due 

to its smooth surface, and the pyloric valve effect contribute to the accumulation of hair between the stomach mucosal folds and 

may assume the shape of the gastric lumen. Fragments of the hair conglomerate may become detached and migrate to the small 

bowel. [8, 9]  

Naik et al. reported a mean age of 10.8 years, and 96% were female patients. [10] At least 10% of patients have a history of 

psychiatric disturbance, behavioral disorders, or mental retardation, and a significant proportion of cases in children were 

observed in association with recent trauma (death of a family member, recent parental separation, and abuse) or socioeconomic 

disadvantage. [10, 11] 

The clinical findings of bezoar-induced occlusion do not differ from those of mechanical intestinal obstruction due to other 

causes. Almost all patients have poorly localized abdominal pain. Other symptoms may include abdominal distention, vomiting, 

nausea, a sense of satiety, dysphagia, anorexia, weight loss, gastrointestinal hemorrhage, and constipation. [12] Anemia can arise 

from iron malabsorption and/or chronic ulceration, while acute hematemesis is present in 6% of cases. If left undiagnosed, acute 

bowel obstruction occurs in 26% of patients, and peritonitis from visceral perforation will affect 18% of cases. [10] 

Plain abdominal radiography is nonspecific but may be useful to confirm a clinical diagnosis of gastrointestinal obstruction or 

perforation. [13] Barium studies may show a stomach being occupied by a heterogeneous mass mottled-appearing due to the 

absorption of contrast material by the trichobezoar. Barium studies may differentiate small-bowel obstruction caused by adhesions 

from obstruction secondary to an intraluminal trichobezoar. [14] Ultrasound provides no pathognomonic signs, but a hyperechoic 

curvilinear dense strip at the anterior margin associated with complete shadowing posteriorly has been described.[15] The most 

valuable method to determine the location and etiology of intestinal obstructions is contrast-enhanced computed tomography 

(CT). The sensitivity and specificity of the abdominal CT for bezoar-induced ileus are 90% and 57%, respectively. [16] Zissin et 

al reported that a round, mottled intraluminal mass in the area of obstruction was a pathognomonic CT finding for a bezoar. [17] 

Once a trichobezoar is diagnosed, the primary management involves its extraction. They are most commonly removed by 

gastrotomy and/or enterotomy [5]. If ischemia or perforation is found, gastric and/or intestinal resection will be required.  Surgery 

is the usual modality of choice with laparotomy being the most commonly performed procedure and is associated with a 99% 

success rate. Endoscopic extraction of trichobezoars is generally ineffective but endoscopy will detect whether a gastric 

trichobezoar is present. Endoscopy is also valuable when the diagnosis of gastric mass is unclear. [5] 

This case was unusual due to the early age of the child, particularly a boy, without any psychiatric history along with the 

previously unreported mixture of human hair and sewing threads. 
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Conclusion: 

Small bowel trichobezoar causing acute small bowel obstruction in young children is exceedingly rare. It should be suspected in 

patients that present with abdominal pain, palpable mass, and signs of acute small bowel obstruction. When a history of 

trichotillomania is absent or not forthcoming, a very high index of suspicion is required to make the diagnosis clinically. Although 

surgical treatment is well known, its rarity and late presentation preclude the development of new approaches. Laparotomy 

remains the mainstay of treatment. Secondary prevention is also crucial and requires a psychiatric evaluation and follow-up.  
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