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Trichobezoar Without Trichotillomania—a Case Report
Mitchell Edwards, DO1,2 , Andrew Kaz, MD1,2, and Pandora L. Wander, MD1,2

1Veterans Affairs Puget Sound Health Care System, Hospital and Specialty Medicine, Seattle, WA, USA; 2Department of Medicine, University of
Washington, Seattle, WA, USA.

DOI: 10.1007/s11606-021-07194-6

©This is a U.S. governmentwork and not under copyright protection in the

U.S.; foreign copyright protection may apply 2021

INTRODUCTION

Since the advent of H2 blockers and proton pump inhibitors,
the most common cause of gastric outlet obstruction has
shifted from peptic ulcer disease to malignancy.[1] Bezoar (a
mass of indigestible material that forms in the gastrointestinal
tract) is a rare cause of gastric outlet obstruction in adults.
Phytobezoars (vegetable matter) are the most common type of
bezoars in adults (40%), followed by trichobezoars (20%). [2]
Trichobezoars are generally found in patients with psychiatric
disorders, most commonly trichotillomania (the urge to pull
one’s hair) and trichophagia (the urge to eat one’s hair). [3]
However, trichobezoars occur in only 1% of patients with
these psychiatric disorders. [4] Trichobezoar without trichotil-
lomania has been reported in girls and women, [5, 6] but to our
knowledge has not been reported in an adult man. We present
a man without trichotillomania who was found to have gastric
outlet obstruction caused by a trichobezoar. In this patient, the
diagnosis of trichobezoar was initially delayed and therefore,
we examine the contribution of cognitive biases to this diag-
nostic delay.

CLINICAL PRESENTATION

A 32-year-old man presented to the emergency department
with complaints of intractable nausea, vomiting, and chest
pain. Post-prandial nausea began 6 days prior to presentation
followed by non-bilious, non-bloody vomiting beginning
3 days prior to presentation. These symptoms were worse with
solid compared to liquid foods. He reported epigastric pain
that improved after emesis and early satiety with frequent
eructation. He had not had a bowel movement for several
days, denied diarrhea, and was able to pass flatus. His chest
pain was described as a churning, stinging pain located in the
mid sternum with radiation to the epigastrium that began
3 months prior to presentation. The pain was non-exertional

and sometimes associated with food ingestion. He denied
changes in diet, weight loss, melena, anorexia, dysphagia,
odynophagia, fever, personal or family history of peptic ul-
cers, or shortness of breath.
Medical history included treated chlamydia infection 3 years

prior, several sprained wrists related to trauma from assaults,
post-traumatic stress disorder, and a recent diagnosis of per-
sonality disorder with cluster A (paranoid) and B (borderline)
traits. He did not have a history of Helicobacter pylori infec-
tion or gastroesophageal reflux and had no prior surgeries.
Family history included diabetes in his parents. It was reported
in the electronic health record that he had paranoia and fre-
quent physical outbursts while recently incarcerated and was
therefore started on olanzapine. He denied alcohol use in the
2 weeks prior to admission but previously consumed up to six
beers a day for the past 4 years. He used marijuana infrequent-
ly over the past several years and denied other illicit drug use.
The patient was healthy appearing with normal vital signs.

He was wearing a hospital gown and a beanie. He had a
regular cardiac, pulmonary, and neurological exam. Abdomi-
nal exam revealed no tenderness to palpation without masses
and normal bowel sounds. He had a paranoid effect, frequently
asking, “Why do you need to know that?” in regards to
questions. He endorsed a belief that he was poisoned in prison
more than a month ago causing his vomiting and chest pain.
He denied suicidal or homicidal ideation.
A basic metabolic profile and complete blood count were

unremarkable. His liver function tests revealed an aspartate
transaminase level of 136 U/L (normal 0–50 U/L) and alanine
transaminase 52 U/L (normal 0–39 U/L), with unremarkable
albumin, alkaline phosphatase, and bilirubin levels. The lipase
was 69 U/L (normal 13–60 U/L). Alcohol level was undetect-
able. Urine toxicology screenwas positive for cannabinoids. A
D-dimer was 0.66 ug/mL (normal 0.00–0.50 ug/mL). Hemo-
globin A1C was normal. Troponin level was undetectable. An
EKG performed revealed normal sinus rhythm without evi-
dence of ischemia. Chest x-ray was unremarkable. CT angio-
gram of the chest revealed no filling defects in the pulmonary
arteries or esophageal abnormalities.
He was admitted to the hospital from the emergency de-

partment after an oral challenge with antacids, oral lidocaine,
and water resulted in forceful vomiting. The initial working
diagnosis from the emergency department was alcoholic pan-
creatitis given his abdominal pain and alcohol use history. On
hospital day 2, a CT of the abdomen and pelvis with
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intravenous contrast revealed a focally dilated duodenum,
proximal jejunum, and stomach without abnormalities to the
pancreas (Fig. 1). The study was interpreted by a tele-
radiologist overnight, with whom the team did not speak.
The written report noted that the findings were likely due to
peristalsis and a mechanical obstruction was felt to be unlikely
with clinical correlation warranted. The patient declined naso-
gastric tube placement. Despite a normal lipase, normal find-
ings of the pancreas on CT, and an AST:ALT ratio not > 2:1,
the team’s leading diagnosis persisted as alcoholic pancreati-
tis. The differential diagnosis for gastric outlet obstruction was
discussed (including trichobezoar, which was initially
dismissed due to lack of signs of trichotillomania and the
patient being male), and ultimately more common diagnoses
were focused on compared to rare diagnoses.
On hospital day 3, the patient had forceful vomiting after a

trial of a clear liquid diet. Nasogastric tube was offered and
declined. After he was asked, “Do you feel you are improv-
ing?” he replied with, “No, you do know I ate my own hair a
week ago, right?”He endorsed shaving and ingesting all of his

hair over several days prior to his admission. The patient stated
his goal by eating the hair was to have it grow back better. He
denied neurovegetative symptoms and excessive anxiety or
worry. Examination of his scalp revealed a recently shaved
head without signs of patchy alopecia. He noted he had done
the same 2 years prior without associated gastrointestinal
symptoms at that time. Otherwise, he denied ingesting or
pulling his own hair. Further review of his imaging with
radiology after obtaining this information confirmed a non-
enhancing mottled appearance to the gastric contents, consis-
tent with a trichobezoar.
An esophagogastroduodenoscopy (EGD) was performed

on hospital day 4, revealing a large trichobezoar occupying a
majority of the stomach extending into the duodenal bulb
(Fig. 2). Endoscopic removal of the trichobezoar was
attempted, but the mass was too large to be pulled across the
gastroesophageal junction. Only 30% of the trichobezoar was
fragmented and removed using a combination of endoscopic
devices. General surgery evaluated the patient and opted for
conservative management to see if partial fragmentation

Fig. 1 Transverse (A) and coronal (B) sections of the patients’ CT of the abdomen and pelvis with intravenous contrast. A focally dilated
duodenum and a proximal jejunum with a mottled appearance of the non-enhancing gastric contents were present. No inflammatory changes

of the pancreas were present

Fig. 2 A Endoscopic view of the large trichobezoar mixed with food occupying the stomach. B Attempt of fragmentation using argon plasma
coagulation on the trichobezoar
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would allow the remaining trichobezoar to pass through the
gastrointestinal system. Over the next several days, the pa-
tient’s diet was advanced and he began to have small bowel
movements with hair contents visible. His presenting symp-
toms resolved. He declined an inpatient psychiatry evaluation
but was amenable to outpatient visits with psychiatry and a
substance abuse counselor. He endorsed an understanding that
his trichophagia led to his hospitalization and stated he would
not ingest his hair again because of his symptoms and the
hospitalization that resulted from it. As of 9 months after
hospital discharge, the patient was lost to follow-up.

DISCUSSION

This patient presented with gastric outlet obstruction second-
ary to a trichobezoar from trichophagia in the absence of
trichotillomania. To our knowledge, a diagnosis of trichobe-
zoar from trichophagia, specifically in the absence of tricho-
tillomania, has not been reported in an adult man. In addition
to an opportunity to review, in brief, the management of
bezoars in adults, this case also provides important lessons
on the recognition of cognitive biases.
Treatment options for gastric bezoar include dissolution,

endoscopic, and surgical interventions. Dissolution has been
described using Coca-Cola, cellulase, papain, and other prod-
ucts. [7, 8] Trichobezoars, unlike phytobezoars, are generally
resistant to dissolution treatments and typically require endo-
scopic or surgical treatment. [9] Endoscopic fragmentation
and removal of trichobezoars is frequently attempted but is
time-consuming and often ineffective. [10, 11] Fragmentation
has been associated with migration of portions of the hair mass
distally leading to bowel obstruction. [9] A review of pediatric
patients with trichobezoars revealed 5% were successfully
managed with endoscopy alone, highlighting the frequent
need for surgical intervention. [9] Indications for surgery via
laparotomy or laparoscopy [12, 13] are not well-defined for
adults, and management should be discussed with an interdis-
ciplinary team of gastroenterologists and surgeons. Treatment
of trichophagia and trichotillomania is centered around body-
focused repetitive behavior reversal using cognitive behavior-
al therapy. [14, 15] While this was the patient’s second time
ingesting his hair, given his intact insight and decision-making
capacity, consideration for inpatient psychiatric admission
was not felt to be appropriate. Follow-up in the clinic was
scheduled.
In this case, diagnosis was delayed for several days even

after CT imaging of the abdomen was performed. Several
forms of cognitive bias may have contributed to this delay
including anchoring, confirmation, blind obedience, frequen-
cy gambling, and gender bias. Anchoring bias (the most
common cognitive bias identified, occurring in 5.9–87.8% of
cases) [16, 17] occurs when individuals rely on their initial
diagnostic impression despite subsequent information to the
contrary. This patient’s recorded history of alcohol use

disorder in the presence of a slightly elevated lipase and
AST:ALT ratio of greater than 2:1 led to an initial differential
diagnosis of alcoholic or gallstone-related pancreatitis, gastri-
tis, or a combination of the two. The leading diagnosis was
alcoholic pancreatitis from the emergency department’s
signout to the Medicine team. Despite an illness script that
was not consistent for alcoholic pancreatitis (the patient did
not consume alcohol in the 2 weeks prior to admission, re-
ported non-classical epigastric pain, and had a lipase that was
not three times the upper limit of normal without a CT), the
subsequent workup and management over the next 2 days was
focused on alcoholic pancreatitis. The delays were further
compounded by confirmation bias (the tendency to look for
confirmatory evidence while disregarding invalidating evi-
dence) as the CT for abdomen and pelvis was ordered to
further evaluate for evidence of pancreatitis rather than for
causes of gastric outlet obstruction. Further complicating the
diagnosis was a CT dictation that was nonspecific for a bezoar
and gastric outlet obstruction, to which blind obedience bias
(reliance on an authoritative source on the presence or absence
of information) [18] occurred. While CT is the imaging of
choice for bezoars, its diagnostic accuracy is 73–95% and can
be less accurate early in the formation of a bezoar. [19] The
classic findings of a trichobezoar on imaging include a dilated
stomach with a mottled appearance of the mass material, [20]
which was not reported on initial dictation. After discussion
with radiology in concordance with the patient’s clinical
symptoms and additional history, it was felt the findings on
the CT did support a finding of a bezoar. This stresses the
importance of clinical correlation when reading radiology
reports. Frequency gambling (the tendency in equivocal or
ambiguous presentations to opt for a benign diagnosis on the
basis it is more likely than a rare one) and gender bias (the
belief that gender is a determining factor in the probability of
diagnosis of disease when no such pathophysiological basis
exists) [21] may have influenced the medical decision-making
of this patient. When the differential diagnosis of gastric outlet
obstruction included a trichobezoar, the treatment team
dismissed this in favor of more common diagnoses given the
rarity of trichobezoars in adults, men, and individuals without
signs of trichotillomania. Gender bias has been noted to cause
differences in diagnostic timing and treatment modalities with
well-researched diseases including coronary artery disease,
[22] Parkinson’s disease, [23] irritable bowel syndrome, [24]
neck pain, [25] tuberculosis, [26] and joint arthrosis [27, 28].
While review of 152 trichobezoar cases (including cases with
and without trichotillomania) revealed 91.4% of cases were in
females [29], dismissing trichobezoar as a diagnosis based on
the patient’s gender alone was ultimately a large source of
cognitive bias causing delayed diagnosis in this patient.
This case demonstrates the importance of considering the

diagnosis of a trichobezoar in adult men who present with
symptoms of gastric outlet obstruction and a history of psy-
chiatric illness. Careful attention to avoidance of cognitive
biases is imperative to reach a timely diagnosis. Overreliance

Edwards et al.: Trichobezoar Without Trichotillomania JGIM964



on radiology reports without consideration of clinical correla-
tion can compound other forms of bias. Endoscopic or surgical
treatment are frequently required for trichobezoars, as disso-
lution therapy is rarely effective. Psychiatric intervention with
cognitive behavioral therapy is warranted to prevent further
episodes.
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