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Abstract

Trichotillomania is a chronic psychiatric condition characterised by uncontrollable, self-inflicted, hair pulling, resulting in noticeable
hair loss. The hair pulling may occur anywhere on the body; with the scalp and eyelashes most commonly affected. Onset is often during
childhood or early adolescence. Once presumed to be an obscure condition, the estimated lifetime prevalence is 1.5% for male and 3.4%
for female college students. In very young patients, a more equal sex ratio is observed. On the whole, women show 5 to 10 times higher
prevalence rates than men. Majority of the sufferers disguise their hair loss very well. Because of the secrecy and shame about their
behaviour, many remain silent sufferers, and treatment is often delayed. Serotonin reuptake inhibitors currently are the pharmacological
treatment of choice, although other drugs like naltrexone and antipsychotics like pimozide and haloperidol have varying responses.
Behaviour therapy includes habit reversal coupled with exposure therapy and response prevention.
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Introduction

Trichotillomania (TTM) is a chronic psychiatric condi-
tion characterised by uncontrollable, self-inflicted, hair
pulling, resulting in noticeable hair loss. First described
by Hallopeau’  a century ago, it was previously regarded
as an obscure condition. Trichotillomania was incorpo-
rated into the DSM-III-R2 as an Impulse Control Disor-
der not Elsewhere Classified, and has remained so in the
DSM-IV.3 In the latter, it describes a mounting tension
prior to hair pulling or during attempts to resist it,
and pleasure, gratification or relief once the hair is
pulled out.

Epidemiology

Like its spectrum cousin Obsessive Compulsive Dis-
order (OCD), trichotillomania is no longer as rare as was
previously thought. Christenson et al4 reported a preva-
lence of 0.6% among 2534 college students. When the
criteria requiring associated affective states with hair
pulling were ignored, the lifetime prevalence rose to
1.5% for male and 3.4% for female students. In very
young patients, a more equal sex ratio is observed.5  On
the whole, women show 5 to 10 times higher prevalence
rates than men.5f6

Clinical Features

The hair pulling may occur anywhere on the

body, with a decreasing frequency on scalp (67%),
eyelashes (22%),  eyebrows (8%), pubic hair (2%) and
extremity hair (1%). Onset is often during childhood or
early adolescence, 7r8  and a chronic course seems to be the
rule.7  Very early onset with less than six months dura-
tion at presentation are found to have better prognosis.9
After pulling the hair, patients often collect them, or else
may even ingest them (trichophagy) resulting
in trichobezoars - this occurs between 5% and 18% of
patients.ht7

With its onset during a period not uncommonly asso-
ciated with psychological disturbance in self-image,
trichotillomania sufferers often develop low self-esteem.
This has been found to be related to the level of depres-
sion and anxiety, frequency of hair pulling, and bodily
dissatisfaction8 This is further aggravated by the suffer-
ers’ secrecy and resultant shame, leading to delay in
treatment.

Majority of the patients disguise their hair loss very
well - by styling their hair, applying makeup to eye-
lashes or eyebrows, or the wearing of wigs. Single hair is
pulled each time, although some would pull groups or
tufts of hair. Short or new-grown hair and coarse or thick
ones are more likely targets than old and fine ones. Hair
pulling often occurs during sedentary activities like
watching television, reading, listening to a lecture or
doing paper work. Because of the shame, most sufferers
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would only pull when alone or in the
diate family members.

presence of imme-

Neurobiology

Research into the possible biological basis of trichotil-
lomania  has recently been in the fields of neuroimaging
and neurochemistry. Swedo et allo compared resting
positron emission tomography (PET) profiles of tri-
chotillomania patients with normal healthy subjects,
and found elevated global, bilateral cerebellar  and right
superior parietal glucose metabolism. In the first report
of  structural  brain abnormality,  O’Sull ivan
et al” reported that the left putamen volume was signifi-
cantly smaller in trichotillomania subjects compared
with normal matched controls on morphometric mag-
netic resonance imaging (mMR1).

Because of the somewhat similar phenomenology be-
tween trichotillomania and obsessive compulsive disor-
der, the presumption has been that both disorders may
be characterised  by serotonergic dysregulation. Although
critical analysis of cerebrospinal fluid did not reveal
differences in levels of the serotonin metabolite 5-
hydroxyindoleacetic acid (5-HIAA) between trichotillo-
mania patients and a control group matched for age and
education, nor any correlation between trichotillomania
severity and 5-HIAA leve1,12  a role for central serotonin
turnover in treatment response was suggested by a
correlation between baseline 5-HIAA level in trichotillo-
mania patients and response to serotonin reuptake in-
hibitors.12 A later study challenging a group of
trichotillomania patients with the serotonin receptor
partial agonist meta-chlorophenyl piperazine (m-CPP)
showed no difference in neuroendorine response com-
pared with a control group.13

Pharmacological Treatment

Until recently, reports of pharmacological treatment
for trichotillomania were mainly confined to anecdotal
ones. However, since the first double-blind, lo-week
crossover study comparing clomipramine,14  a relatively
potent serotonin reuptake inhibitor (SRI) with the rela-
tively adrenergic desipramine involving 22 patients,
where clomipramine proved statistically superior on all
measures of trichotillomania severity and impairment,
it followed that subsequent pharmacological studies
attempt to demonstrate the utility of SRI in this disorder.
Another lo-week double-blind crossover study with the
selective SRI fluoxetine or clomipramine showed both
drugs to be equally effective.15  Other reports involving
paroxetine16  and sertraline17  appeared to show modest
response. The non-uniform results of trichotillomania
response to SRIs  is probably due to the heterogeneity of
this condition. For instance, comorbid anxiety or border-
line personality disorder impacts negatively on response
to clomipramine.18

Apart from the SRIs,  the only other controlled drug
trial in trichotillomania is the opioid receptor antagonist
naltrexone. The rationale for its use is the observation
that majority of trichotillomania patients do not describe
pain as associated with hair pul1ing.l”  It has thus been
suggested that opioid receptor antagonism may reduce
pain threshold, leading to the experience of pain with
hair pulling.ly  This would result in greater awareness of
the behaviour, or else acts as an aversive consequence of
hair pulling. A placebo-controlled trial of naltrexone2”  in
17 trichotillomania patients demonstrated statistically
significant reduction in its severity while on the active
drug compared with placebo. Finally, a case was re-
ported where the addition naltrexone to fluoxetine
therapy further decreased hair pulling.21

Lithium is the only mood stabiliser to have demon-
strated efficacy in trichotillomania patients with moder-
ate to complete success in 8 of 10 patients.22  However, 4
of the 8 had a history of affective disorder. Even though
concomitant anxiety is common in trichotillomania, sur-
prisingly there is little in the literature regarding the use
of anxiolytics e.g. benzodiazepines in its treatment. And
because trichotillomania displays some similarities to
Gilles de la Tourette’s syndrome, antipsychotics e.g.
pimozide, haloperidol and chlorpromazine, either alone
or as augmentation to an SRI, have demonstrated some
efficacy in the treatment of trichotillomania, but often in
the presence of confounding variables like psychosis or
autism.23

Finally varying responses to novel treatment with
topical corticosteriods (to reduce pruritus when present),
levonorgestrel (a progestin) and fenfluramine (a serot-
onin  agonist) only point to the deficient understanding
we have about this fascinating psychiatric syndrome.

Non-pharmacological Treatment

Currently the most widely used behavioural strategy
in the treatment of trichotillomania is habit reversal. It
involves self-monitoring and competing response appli-
cation. This is often used in conjunction with exposure
therapy. Thus the patient who finds that mirror gazing
can evoke hair pulling is asked to look into the mirror,
and then deliberately applies competing behaviour, like
holding on to the seat with both hands, so that hair
pulling is not possible. Alternatively, she may wear a
pair of thick gloves where hair pulling will be difficult,
if not impossible.

Hypnosis has also been used with some success. Here
the focus in hypnotic suggestions includes greater aware-
ness of hair pulling, pain during pulling, relaxation
instead of pulling, and substitution of behaviours other
than hair pulling. As in most psychiatric disorders,
especially the impulsive and compulsive spectrum dis-
orders, the combination of pharmacotherapy and be-
havioural strategies yield better results than either alone.
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And because of the intense secrecy and shame involved,
group support from patients with the same disorder
may elevate their already diminished self-esteem, and
encourage perseverance with treatment which is likely
to be long term.

Conclusion

Once regarded as rare, this under-diagnosed condi-
tion is fast gaining more attention in research into its
aetiology, psychopathology and pathophysiology. On
the treatment front, more studies are required to focus
on the differential responses, less on monotherapy and
more on combined strategies both pharmacologically
and otherwise, to alleviate the silent suffering of patients
with this chronic and frequently treatment-resistant dis-
order.
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