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History of present illness:  A 12-year-old female with no past medical history presented with abdominal pain 
for three months. The pain was intermittent, located at the epigastric region, non-radiating, fluctuating 
intensity up to 8/10, and had worsened over the past month. She did not have fever, nausea, vomiting, 
diarrhea, constipation, or blood in her stool. The patient also endorsed hair loss over the same time period 
and noted that her previously long hair was now short and thin. On exam, patient was noted to have 
shoulder-length hair, a soft, non-distended abdomen with mild tenderness to the epigastric region, and a 
5cm hard mass palpated at the epigastrium. 
 
Significant findings: In the abdominal radiograph, a nonspecific and non-obstructive bowel gas pattern with 
no air-fluid level was noted, however the stomach was distended with soft tissue. The computed tomography 
(CT) abdomen/pelvis revealed a distended stomach with undigested heterogeneous contents (presumed 
bezoar).  
 
Discussion: A bezoar is a mass of incompletely digested material typically originating in the stomach and 
consisting of vegetable fibers, hair, or drugs.1 Bezoars develop after ingested foreign material accumulates 
in the gastrointestinal tract due to indigestibility, gastric outlet obstruction, or intestinal stasis. Trichobezoars 
are comprised of hair and classically form in young females with an underlying psychiatric disorder resulting 
in the urge to pull one’s hair out (trichotillomania) and swallow it (trichophagia).2,3 Gastric bezoars are rare 
with an approximate incidence of 0.3 percent of patients undergoing upper endoscopy.4 Patients tend to 
remain asymptomatic for long periods, but may develop abdominal pain, nausea/vomiting, early satiety, 
anorexia, and weight loss.5 Complications may include gastrointestinal ulcerations, perforations, 
intussusception, pancreatitis, obstructive jaundice, and death.6-8 The diagnosis of a gastric bezoar can be 
made using plain films, ultrasound, or CT, and is confirmed via upper endoscopy.2,9 Management of gastric 
bezoars should be dictated by its composition and may include chemical dissolution, endoscopic removal, or 
surgical removal.6,9 Our patient underwent urgent surgical removal of the gastric trichobezoar.   
  
Topics: Bezoar, trichobezoar, trichotillomania, abdominal pain, GI, x-ray, radiograph, CT scan. 
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