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An otherwise healthy 20-year-old  
woman presented for evaluation  
of severe chronic abdominal pain.
A 20-year-old woman with no significant medical history presented to the 
ED with a several-month history of worsening abdominal pain. She re-
ported that although she previously had been evaluated at multiple EDs, 
no cause of her abdominal pain had been identified. The patient further 
noted that the pain had significantly increased the day of this presenta-
tion. 

Physical examination revealed guarding and rebound tenderness in the 
midabdomen. Computed tomography (CT) studies of the abdomen and 
pelvis were performed; representative scout and axial images of the upper 
abdomen are shown above (Figures 1 and 2).

What is the suspected diagnosis?
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The scout image of the abdomen revealed a distended 
stomach (white arrows, Figure 3), which displaced 
multiple loops of small bowel into the lower abdomen. 
The axial image through the upper abdomen showed 
air and solid material within the distended stomach 
(white arrows, Figure 4). Multiple foci of extraluminal 
(free) air were seen anteriorly (white asterisks, Figure 
4). A coronal reformat of the CT better demonstrated 
the distended stomach filled with debris (white arrows, 
Figure 5), extraluminal air (white asterisk, Figure 5), 
and pneumatosis (air within the walls of multiple small 
bowel loops; red arrows, Figure 5). 

These findings indicated a bowel obstruction and per-
foration due to the presence of a gastric bezoar. Upon 
further questioning, the patient admitted to a stress-
related habit of eating her own hair (trichophagia) over 
the past 3 to 4 months.  

Bezoars
Gastric bezoars are aggregates of nondigestible material 
that collect within the gastrointestinal system, usually 
fruit/vegetable matter (phytobezoars) or hair (trichobe-
zoars). Phytobezoars are most common in patients with 

a history of reduced gastric motility and/or prior gastric 
surgery. Trichobezoars, similar to the one seen in this 
case, typically occur in young women and/or patients 
with psychiatric illness.1 

Gastric bezoars are typically located in the gastric 
body but may extend into the small bowel and cause 
bowel obstruction. Trichobezoars that extend into the 
small bowel are referred to as “Rapunzel syndrome” 
(based on the fairy tale of the princess with long hair). 

Clinical Presentation
Patients with gastric bezoars often present to the ED 
with nonspecific complaints of abdominal pain, includ-
ing early satiety, weight loss, signs of anemia, abdominal 
pain, bloating, and symptoms of small bowel obstruc-
tion (SBO).2 Obtaining a thorough history is important 
to identify trichophagia, as only a small percentage of 
patients have evidence of alopecia on examination.

Workup
The workup for patients with gastric bezoars typically 
involves multiple imaging modalities. While abdomi-
nal radiography may demonstrate distention of the 
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stomach, these findings are often nonspecific, and the 
characteristic feature of a mass with a diffusely mottled 
appearance is visualized in less than 20% of cases. 

Computed tomography is the test of choice for detect-
ing a bezoar, with a reported sensitivity of 97%.3 This 
modality is also useful for assessing the size of a bezoar 
and evaluating for complications such as SBO, perfo-
ration (free-air), or pneumatosis—all of which were re-
vealed on this patient’s CT studies. 

Treatment
The treatment for patients with large or obstructing 
gastric bezoars is surgical resection; both open and 
laparoscopic techniques have been described in the lit-

erature.2,4 The patient in this case was admitted to the 
hospital, where she underwent surgical removal of the 
bezoar. She was discharged home on hospital day 6 
with outpatient psychiatric follow-up. 
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