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Acute Intestinal Occlusion Due to a Double Location Gastric and Ileal 
Trichobezoar

Abstract

Trichobezoar is a rare condition that typically results from the accumulation of hair in the stomach and is often associated with 
psychiatric disorders.
In this article, we report the case of a 27-year-old female patient who presented to the emergency department with signs of 
bowel obstruction, including cessation of bowel movements and gas, accompanied by bilious vomiting, diffuse abdominal 
pain. 
A CT scan revealed ileal distension upstream of an intraluminal formation of heterogeneous mixed density with air bubbles, 
and a second gastric formation with similar characteristics, suggesting a double localization of the bezoar. 
The patient underwent surgery, during which two trichobezoars were extracted, one located in the ileum 2.20 meters from the 
duodenojejunal junction and the other in the stomach. 
The postoperative course was uneventful, and the patient was referred for psychiatric follow-up upon discharge.
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Introduction
Trichobezoar is a rare condition [1], resulting from the inges-
tion of hair, fur, or fibers from carpets or rugs [2].
Cases of double gastric and intestinal localization have been 
reported in the literature [3].
In this article, we report a case of trichobezoar occlusion with 
double gastric and ileal localization in a 27-year-old female 
patient.

Case Report
A 27-year-old patient presented to the emergency department 
with symptoms of bowel obstruction, including cessation of 
bowel movements and gas, bilious vomiting and diffuse ab-
dominal pain. On examination, she had a distended and tym-
panic abdomen, with palpation revealing a firm mobile mass 
in the epigastric region measuring approximately 10 cm in di-
ameter.

An emergency abdominal X-RAY showed hydro-aerial levels.
This was supplemented by an abdominal CT scan, which re-
vealed significant distension of the intestinal bowel loops (di-
ameter 50 mm) with hydro-aerial levels, upstream of a tran-
sitional level with an intraluminal formation. This formation, 
oval-shaped and well-defined, exhibited heterogeneous mixed 
pseudo-fatty density, containing air bubbles, measuring 51 x 
36 mm and extending over 60 mm, consistent with a bezoar. A 

similar formation was identified in the gastric region, measur-
ing 82 x 45.5 mm and extending over 100 mm. 

Figure 1: plain abdominal radiography showing hydroaerial 
levels.

The patient reported that she had suffered from trichophagia 
since childhood.
The patient was admitted to the surgical emergency depart-
ment, where laboratory tests revealed a hemoglobin level of 
16.7 g/dl and normal electrolyte levels.
She underwent exploratory laparotomy, which confirmed the 
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Figure 2: CT image of intestinal endoluminal formation 
(bezoar).

Figure 3: CT image of intra-gastric formation (bezoar).

Figure 4: Image of intra-intestinal trichobezoar.

Figure 5: Image of the dual location of the trichobezoar in the 
gastric and intestinal tracts.

Figure 6: Image of both trichobezoars after extraction.

presence of two trichobezoars: one located at the duodenojeju-
nal angle measuring 5 cm in diameter at 2.20 meters, causing 
a 5 cm upstream intestinal distension, and the other measuring 
12 cm in diameter in the stomach. 

Both trichobezoars were surgically removed, and the patient's 
postoperative course was uneventful, and the patient was sub-
sequently referred for psychiatric treatment. 

Discussion
Trichobezoar is the most common form of bezoar, accounting 
for 0.15% of gastrointestinal foreign bodies, with a strong fe-
male predominance and peak incidence between the ages of 10 
and 19 [4].

It is often associated with psychiatric disorders [4].
Diagnosis can be difficult due to its low prevalence [4].

Trichobezoar is a rare cause of acute intestinal obstruction.
Symptoms vary depending on the location of the bezoar, with 
the most frequent location being gastric [1], although a double 
location may be found in a few patients.

Symptoms of bezoar are anorexia, epigastric discomfort, nau-
sea, vomiting, progressive intolerance to solid foods, weight 
loss and weakness, when food can still bypass the bezoar. 
However, symptoms usually develop gradually and insidi-
ously, and the diagnosis is made many years after the onset of 
trichotillomania [5]. 

A complication may be the mode of revelation of this pathol-
ogy. These may include upper digestive haemorrhage due to 
parietal ulceration, gastric or intestinal mechanical obstruction, 
gastric or intestinal perforation with peritonitis or subphrenic 
abscess, digestive fistula [6].

Clinical examination may reveal a patch of alopecia in some 
cases, but in the majority of cases a well-limited, smooth, firm, 
painless, mobile, non-pulsatile epigastric mass [2].
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Diagnosis can be confirmed in a number of ways, based on 
oeso-gastro-duodenal fibroscopy, which allows visualization 
of the trichobezoar, and is also of therapeutic interest, enabling 
endoscopic extraction of small trichobezoars [6,7].

Imaging diagnosis is based on CT scans, which have both diag-
nostic and prognostic value [2].
It reveals an intraluminal, ovoid, mobile and heterogeneous 
mass with no attachment to the intestinal wall, and the pres-
ence of air bubbles dispersed within the mass, as well as dilata-
tion of the upstream loops [8].

Therapeutic management depends on the presence or absence 
of complications such as occlusion. For small trichobezoars, 
endoscopic treatment remains the best option, but surgery has 
its place in therapeutic management for voluminous forms, as 
well as intestinal localization, as in the case of our patient [1].
Laparotomy with gastrotomy is recommended to remove the 
trichobezoar from the stomach [9] or enterotomy to remove the 
trichobezoar from the intestine.

Therapeutic management also includes psychiatric support to 
prevent recurrence [10].

Conclusion
Trichobezoar is a rare pathology, with a strong female predom-
inance, and is often associated with psychiatric disorders.
It is often asymptomatic, but manifests itself after a complica-
tion, as in the case of our patient who presented with a tricho-
bezoar occlusion with both gastric and intestinal localization.
Therapeutic management involves removal of the trichobezoar 

either endoscopically or surgically, and psychological support 
is an essential part of the treatment.


