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A Case Report

Jamal S. Kamal, FRCS (), FACS

Department of Surgery, Division of Pediatric Surgery
Faculty of Medicine, King Abdulaziz University
Jeddah, Saudi Arabia

drjamalkamal@yahoo.com

Abstract. Trichobezoar is a rare disorder in which a collection of swallowed
hair and some undigested food particles are retained in the gastrointestinal
tract. It is frequently seen in psychic patients (trichotillomania). It may be
present with vague symptoms, such as anorexia, anemia, weight loss and
recurrent abdominal pain, or symptoms and signs of intestinal obstruction.
This report illustrates a case of trichobezoar with a serious sequence and
unusual presentation. In this investigation; a female child (12-years-old) with
a huge trichobezoar was presented to our emergency department with
diffuse peritonitis due to gastric perforation. She was treated successfully by
gastronomy and the unblock evacuation of the trichobezoar.
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Case Report

A 12-years-old Saudi girl was admitted to the Emergency Department
with a sudden onset of severe abdominal pain and difficulty in breathing,
clinical examination revealed; respiratory rate of 26/min, pulse 80/min,
BP 100/60 and a temperature of 38.2°C. Her abdomen was tense, rigid
and severely tender all over with moderate distention. Abdominal X-ray
showed free peritoneal gas and diffused, with a mottled opacity in the
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middle. In her history, she came twice to the Emergency Room in the last
few days with a mild abdominal pain; diagnosed as colic, given some
analgesics and sent home; no other positive findings were mentioned.
She was administered with IV fluids and broad-spectrum antibiotics.
After stabilization of an emergency laparotomy was done, a large amount
of clear fluid was aspirated, a greater omentum was found adherent to the
body of the stomach. The stomach was full by a pliable soft mass from
the fundus to the pylorus. After careful release of the omentum , a tuft of
dark hair was seen protruding from a small perforation in the body of the
stomach, midway between the greater and lesser curvature, the site of
perforation was extended as seen in Fig. 1.

Fig. 1. Trichobezoar emerging from the site of perforation after partial extension.
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A huge trichobezoar cast the whole stomach with tail extension to
the pylorus and first part of the duodenum. It was evacuated completely
intact (Fig. 2).

Fig. 2. Full-size trichobezoar after complete evacuation.

The diameter of removed trichobezoar was 38 x 16 X 8 cm. Post
operatively, the child had smooth recovery and discharged a week later.

Discussion

Due to its indigestible and slippery nature, the swallowed hair seen
in trichotillomania patient failed to be propelled; it may had accumulated
over a period of time to form a ball of hair. The trichobezoar may had
reached a large size occupying the whole stomach and extended further
down to the small and/or even the large bowel (Rapunzel syndrome)"*.
The clinical presentation of trichobezoar varies from non-specific
symptoms like; anorexia, anemia, weight loss, gastrointestinal bleeding
and recurrent abdominal pain to a more serious presentation as intestinal
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obstruction and perforation™™). Once diagnosed, it needs to be evacuated
[6]

to avoid these complications™.

Removing trichobezoar depends on its size. The use of Prokinetic
agents to enhance its clearance was reported, but large sizes require
piecemeal endoscopic removal or operative evacuation!®. Successful
removal of trichobezoars via Laparoscopic gastronomy was reported in
few cases'"). Large sizes trichobezoars are more frequently present with
intestinal obstruction; however, perforation particularly in the stomach is
rarely seen!'').

During examinations, I came across with only three cases of
trichobezoars that were presented with gastric perforation, all cases were
females and all were managed by surgical removal via laparotomy,
gastronomy and complete evacuation (Table 1)!"*'*. This case study may
possibly be the fourth one in the literature to be reported and may be the
first case in Saudi literature. Although, this case was successfully
managed, this fatal complication could have been avoided if detected
earlier. This huge trichobezoar definitely gave rise to a palpable
abdominal mass, which was overlooked during her initial presentation to
the emergency room. Additionally, she could have been examined
through other nonspecific symptoms over an extended period and a
routine investigation, like abdominal ultrasonography, would have
diagnosed the trichobezoar!'*.

Table 1. Reported cases of gastric perforation due to trichobezoar.

Author/s Medical centre Age | Sex
Pul, N and Pul, M Edirne, Turkey 13Y F
Jiledar, Singh G and Mitra S Chandigarh, India 10Y F
Koc, O et al. Nazili, Turkey 14Y  F
Kamal, J Jeddah, KSA 12Y  F

The objective of this case report is to draw attention to other causes
of peritonitis and the rare, but serious complication of trichobezoar; and
to inform the essence in enhancing the proper and adequate clinical
examination to those children presented with abdominal pain; preferably
provided by a senior attendant.
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