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Laparoscopic retrieval of a large 
gastric trichobezoar
Yuen Liu, Binura Buwaneka Wijesinghe Lekamalage, Lucinda Jane Duncan-Were, David 
McGouran, Barnaby Blair Smith

A 16-year-old female with a background  
of trichotillomania presented with  
epigastric pain and nausea. An abdominal 

X-ray revealed a distended stomach with a speck-
led gas pattern, concerning for a bezoar, without 
obstruction (Figure 1). Gastroscopy demonstrated 
a large trichobezoar with a superficial gastric 
ulcer (Forrest class III). Given its size and density, 
chemical dissolution and endoscopic extraction 
were unsuitable.

The patient proceeded to theatre for laparo-
scopic-assisted removal. An anterior gastrostomy 
was made laparoscopically. Given the size of the 
specimen, a small midline laparotomy incision 
with Alexis O wound protector (Figure 2) was used 
to extract the large trichobezoar (Figure 3). The 
gastrotomy was closed with interrupted sutures 
using 2-0 Maxon. The postoperative course was 
uneventful. Follow-up gastroscopy at 8 weeks  
confirmed healing of the gastric ulcer. 

Trichobezoars are rare gastric foreign bodies 
composed of ingested hair, occurring predom-
inantly in young females with trichotillomania 
and trichotillophagia.1,2 In some cases, there is 
post-pyloric extension (Rapunzel syndrome), with 
reported complications including obstruction, 
perforation and, less commonly, pancreatitis.2,3 
Because endoscopic removal is rarely successful 
unless the trichobezoar is small, surgical inter-
vention remains the definitive treatment.1

Computed tomography (CT) is useful for  
evaluating large trichobezoars and suspected 
Rapunzel syndrome. In addition to confirming 
the diagnosis, CT defines extension and identifies 
associated complications, such as perforation, 
obstruction and intussusception, thereby guiding 
management and operative planning.2,4 Gastric 

mucosal ulceration due to pressure-induced  
ischaemia is a recognised complication of 
trichobezoars,1,2 and was present in this patient. 

Complete removal of the trichobezoar should 
be ensured by running the bowel to the ileocaecal 
valve, as retained fragments or satellite bezoars 
have been reported to migrate and precipitate  
distal obstruction requiring reoperation.1,5 For 
large trichobezoars, conventional laparotomy 
remains the most reported and reliable method 
for en bloc removal1 and permits systematic 
inspection for satellites.6

Pure laparoscopy offers the advantage of 
smaller incisions, shorter hospital admissions 
and reduced complications.7 However, for large 
trichobezoars, it often necessitates intragastric 
fragmentation with piecemeal extraction, which 
increases the risk of spillage and distal fragment 
migration with obstruction.1

In selected patients, a laparoscopic-assisted 
approach may represent a pragmatic compromise 
by isolating the gastrotomy to the mini-laparotomy 
incision and utilising a wound protector to facili-
tate extraction of the trichobezoar and closure of 
the gastrotomy.8 This minimises intraperitoneal 
contamination while limiting incision length, with 
small series reporting uneventful recovery and 
favourable cosmetic results.6,9 However, when 
post-pyloric extension is present (Rapunzel  
syndrome), most series strongly favour conventional 
laparotomy for complete removal.1,10

This case demonstrates that safe en bloc removal 
of large trichobezoars can be achieved via a  
laparoscopic-assisted mini-laparotomy with 
wound protection, offering a practical operative  
strategy for surgeons faced with this rare 
presentation. 
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Figure 1: Abdominal X-ray showing an intragastric mass with a mottled gas pattern consistent with a trichobezoar.

Figure 2: Wound-protected upper-midline mini-laparotomy and superficial gastric ulcer.
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Figure 3: Trichobezoar, weighing 500g.



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2026 Mar 13; 139(1631). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA 

clinical correspondence 130

competing interests
Nil. 

author information
Yuen Liu: Medical Student, Tauranga Hospital, Bay of 

Plenty.
Binura Buwaneka Wijesinghe Lekamalage, MBChB: 

General Surgical Trainee Registrar, Tauranga Hospital, 
Bay of Plenty.

Lucinda Jane Duncan-Were, MBChB: General Surgical 
Trainee Registrar, Tauranga Hospital, Bay of Plenty. 

David McGouran, MBChB: Consultant Gastroenterologist, 
Tauranga Hospital, Bay of Plenty. 

Barnaby Blair Smith, MBChB: Consultant General 
Surgeon, Tauranga Hospital, Bay of Plenty.

corresponding author
Binura Buwaneka Wijesinghe Lekamalage: General 

Surgery, Tauranga Hospital, Bay of Plenty, New 
Zealand. E: binura.lekamalage@gmail.com

url
https://nzmj.org.nz/journal/vol-139-no-1631/
laparoscopic-retrieval-of-a-large-gastric-trichobezoar

citation
Liu Y, Lekamalage BBW, Duncan-Were LJ, et al. 
Laparoscopic retrieval of a large gastric trichobezoar. 
N Z Med J. 2026 Mar 13;139(1631):127-130. doi: 
10.26635/6965.7304.

references
1.	 Gorter RR, Kneepkens CM, Mattens EC, et al. 

Management of trichobezoar: case report and 
literature review. Pediatr Surg Int. 2010;26(5):457-
463. doi: 10.1007/s00383-010-2570-0.

2.	 Alami Hassani Z, Andaloussi S, Annattah S, et al. 
Trichobezoars in pediatric surgery: a narrative 

review of clinical perspectives, surgical strategies, 
and psychological considerations. Pediatr Med. 
2025;8:20. doi: 10.21037/pm-25-41.

3.	 AlQaseer A, AlHarmi RAR, AbuAli N, Ahmed M. Rare 
case of trichobezoar causing pancreatitis in a young 
woman. BMJ Case Rep. 2019;12(12):e229173. doi: 
10.1136/bcr-2018-229173.

4.	 Ripollés T, García-Aguayo J, Martínez MJ, Gil 
P. Gastrointestinal bezoars. Am J Roentgenol. 
2001;177(1):65-69. doi: 10.2214/ajr.177.1.1770065. 

5.	 Christopoulos P, Ross-Thriepland S, McCarthy 
H, et al. A Rare Case of an Early Postoperative 
Obstructive Ileus in a Young Female Patient due 
to a Residual Trichobezoar Mass. Case Rep Surg. 
2016;2016:4121969. doi: 10.1155/2016/4121969. 

6.	 Wang L, Chen Y, Chen S, et al. Gastrointestinal 
trichobezoars in the pediatric population: a 
retrospective study. BMC Pediatr. 2024;24(1):124. 
doi: 10.1186/s12887-023-04489-x.

7.	 Yau KK, Siu WT, Law BKB, et al. Laparoscopic 
approach compared with conventional open 
approach for bezoar-induced small-bowel 
obstruction. Arch Surg. 2005;140(10):972-975. doi: 
10.1001/archsurg.140.10.972. 

8.	 Tudor EC, Clark MC. Laparoscopic-assisted 
removal of gastric trichobezoar; a novel technique 
to reduce operative complications and time. J 
Pediatr Surg. 2013;48(3):e13–15. doi: 10.1016/j.
jpedsurg.2012.12.028.

9.	 Javed A, Agarwal AK. A modified minimally invasive 
technique for the surgical management of large 
trichobezoars. J Minim Access Surg. 2013;9(1):42-44. 
doi: 10.4103/0972-9941.107142.

10.	 Lyons R, Ismaili G, Devine M, Malik H. Rapunzel 
syndrome causing partial gastric outlet obstruction 
requiring emergency laparotomy. BMJ Case Rep. 
2020;13(1):e232904. doi: 10.1136/bcr-2019-232904.


