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Abstract

Introduction: "Bezoar" refers to a rare condition, secondary to unusual accumulation, in the form of solid masses or concretions, of

substances of various kinds inside the digestive tract and more particularly, in the stomach. It mainly affects young patients who are

disturbed by psychological disorders. We report a case of gastric bezoar through which diagnostic and therapeutic difficulties will

be discussed.

Observation: This is a phytobezoar in a 17-year-old woman, revealed by vomiting and epigastralgia complicated by intestinal

obstruction, Upper fibroscopy (FOGD) made the diagnosis. The therapeutic management was surgical.
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Introduction

Trichobezoar is a raredisease that usually occurs in adolescents
with mental disorders. Its clinical symptomatology is very varied
and the diagnosis is often suspected at radiology and endoscopy.
The treatment is essentially surgical and associated with psycho-
logical care. We report a case collected in the gastroenterology de-
partment of the Mohammed V Military Hospitalin Rabat.

Observation

This is a 17-year-old girl, with no notable pathological history
or notion of trichophagy; for five months she had been experienc-
ing epigastric pain of the type of cramps and post prandial heavi-
ness associated with food vomiting, nauseous eructation with foul
breath without intestinal transit disorders, all in a context of un-
quantified weight loss. The clinical examination was normal with a
BMI: 22KG/M2 FOGD (Figurel) showed an intraluminal gastric for-

mation made of intertwined hair mixed with whole-stomach foods

corresponding to a trichobezoar with an erythematous antrofundic
mucosa and angular ulcerations, the biological assessment showed
microcytic hypochrome anemia at 10.4g/dl and a Rate of protein of
62g /1. The patient was programmed for endoscopic extraction of
the bezoar but became complicated by an occlusive syndrome, ASP

had shown colic-like hydroaeric levels, Figure 2.

Figure 1: Endoscopic appearance of a gastric trichobezard.
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Figure 2: Hydroaeric level of the grélique type.

Therapeutic management consisted of surgical extraction of
the trichobezoar by a median incision under umbilical, exploration
had shown a distended hail and a foreign body 1m from the first
intraluminal loop responsible for upstream dilation and peritoneal
effusion, moreover it had no anomalies on the remaining hail or on

the stomach; (Figure. 3) the operative consequences were simple.

Figure 3: Trichobezoar with an extension in the small intestine
characteristic of Rapunzel syndrome.

Figure 4: Gastric trichobezoard after surgical extraction.
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Discussion

The term "Bézoard" comes from the Persian panzehr, or the Ara-
bic badzehr, which means antidote or antipoison [1,2]. It refers to
a rare condition, secondary to unusual accumulation, in the form
of solid masses or concretions, of substances of various kinds in-
side the digestive tract and more particularly in the stomach, but
also sometimes in the urinary tract. The nature of these substances
determines the type of bezoar. Thus, the trichobezoar, which rep-
resents 55% of all bezoars, is made of hair, hair or carpet fibers of
varying sizes, intertwined with each other, most often in the gastric

lumen that can mold it [1].

The female sex is involved in more than 90% of cases and the
age of onset is 80% of cases under 30 years of age, with a peak inci-
dence between 10 and 19 years old [1]. Trichobezoar is most often
observed in emotionally disturbed or depressed patients, psychiat-
ric patients, mentally retarded people and prisoners, who swallow
their hair (trichophagy) after pulling it out (trichotillomania) [3]. It
can occur spontaneously in hairdressers, wool workers and carpet

weavers [1].

Figure 5: Trichobezoard extracted: its shape is that of the
stomach from which it molded the light from which it
molded the light.

Classical favoring factors include gastric emptying disorders
[4.5], loss of normal motor functions of the pylorus, following par-
tial gastrectomy, and a diet high in fiber [6]. Gastric antisecretory
treatments [7,8] appear influencing: the hypoacidity they induce
reduces the activity of enzymes (pepsin, cellulase) involved in the
disintegration of dietary fiber. Insufficient chewing, due to the ab-

sence of teeth, for example, as well as the tachyphagia can lead to
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form ationof bezoars. Eating hair or non-digestible materials, or
excessive consumption of food that is difficult to digest can also
lead to abezoar. These are rare phenomena, more frequent in the
small intestine than in the stomach. the stomach [7,8,9]. Psycho-
logical disturbances are generally reported: depression, mental
retardation, behavioral disorders [10-11] but this is not the case

for our patient.

The clinic is not unambiguous. Trichobezoar may remain as-
ymptomatic for a long time or manifest as a vague epigastric gene
(80%), abdominal pain (70%), nausea or vomiting (65%), asthe-
nia with weight loss (38%) ordisorderstransit (33%) with type of
diarrhea or constipation [1,3-5]. A complication may be the mode
of revelation of this pathology [5]. It may be upper digestive bleed-
ing due to parietal ulcerations, mechanical gastric or hail occlusion
[6,7]. Hail occlusion by trichobezoardis very rare, encountered in

only 10% of cases [25] is the case of our patient.

Other complications have been described as gastric or hail per-
foration with peritonitis or subphrenic abscess [2,7-9], digestive
fistula [9,10], cholestasis or acute pancreatitis due to obstruction
of the Vater ampoule by an extension of the trichobezoard (Rapun-
zel syndrome) [11-13]. Some of our patient's history may therefore
be related to her bezoar. Other less frequent complications have
been reported, such as chronic gastritis, Menetrier disease, gastric
polyposis [14], steatorrhea, exudative enteropathy [14] or cystic
pneumatosis [15].0n clinical examination, in 85% of cases, there is
a well limited, smooth, firm, mobile abdominal mass with epigas-

tric localization; alopecia or foul breath can also be noted [1,12].

Endoscopy is the technique of choice for diagnosing and clas-
sifying bezoars. Trichobezoards are black as tar, while phytobe-
zoards are multicoloredranging from yellow to brown or green
[2,10,20,20,21]. An X-ray of the abdomen may show a mass invad-
ing the gastric air bag, but it rarely allows to find the mass involved
in the occlusion: risk of confusion with stool or abscess [2]. The
scanner and MRI reveal a mass with air pockets without contrast
capture [10,20].

Therapeutic management depends on the size and the presence
or absence of complications. For a small gastric trichobezoar, it is
usually endoscopically extirpatable, the bezoar can be mechani-
cally fragmented using biopsy forceps or polypectomy handles and

then removed by washing and suction [2,20]. However, this pro-
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cedure may result in gastric or esophageal perforation reported
in some series [20]. Dissolution tests have been performed using

papain, acetylcysteine and cellulase, but these rarely succeed [2].

But if it is bulky and heard at the handles or at the complica-
tion stage, surgery is the treatment of choice, as was the case with
our patient. Laparotomy with extraction of the trichobezoar by gas-
trotomy, possibly supplemented by enterostomy, is the treatment
of extended forms and time-bound cases of endoscopic treatment
[3]- Recently, the laparoscopic approach has been proposed as an
alternative to laparotomy In addition, psychiatric care, based on be-
havioural therapy, parental education and medical treatment, must
often be provided for patients with trichophagia [5,8]. Our patient
had no psychicdisorder.

Conclusion

The bezoar remains a pathological curiosity, due to its nature
and rarity. His diagnosticis certainly easily applied by upper diges-
tive fibroscopy and imaging to highlight other intestinal locations,
thus facilitating their therapeutic management. The treatment of
choice is the surgery that must be performed urgently to avoid
complications of the occlusion. In addition to surgery, psychological
care is an essential time in the treatment and especially the preven-
tion of recurrences. Must be performed urgently to avoid complica-
tions of the occlusion. In addition to surgery, psychological care is
an essential time in the treatment and especially the prevention of

recurrences.
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