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TRICHOTILLOMANIA

Primary Disciplinary Field(s): Psychology, Psychiatry, Behavioral Health

1. Core Definition

Trichotillomania (TTM), commonly known as hair-pulling disorder, is a complex, chronic

psychological condition characterized by the recurrent and irresistible urge to pull out one's own

hair, resulting in noticeable and often extensive hair loss. This disorder is currently classified within

the spectrum of Obsessive-Compulsive and Related Disorders (OCRDs) in the Diagnostic and

Statistical Manual of Mental Disorders, 5th Edition (DSM-5). The scope of the behavior is broad,

potentially targeting any area where hair grows, including the scalp, eyebrows, eyelashes, or, less

frequently, body hair. The compulsive behavior of hair pulling is distinct from non-pathological

grooming or self-harm in that it is driven by a specific emotional cycle that reinforces the action,

leading to significant distress and functional impairment.

The psychological experience of TTM is defined by a critical tension-relief cycle, a fundamental

characteristic noted even in earlier classifications like the DSM-IV-TR, which categorized it as an

impulse-control disorder. Individuals typically report an escalating sense of internal pressure,

anxiety, or distress immediately preceding the pulling behavior. This mounting tension is frequently

described as overwhelming and unbearable, necessitating the physical act of pulling to achieve

temporary psychological homeostasis. The subsequent action provides an immediate, potent

sense of gratification, relief, or pleasure, which powerfully reinforces the behavior despite the

awareness of its detrimental consequences. This immediate reward mechanism solidifies the

chronic nature of the disorder, making attempts at cessation extremely difficult for the affected

individual.

Clinically, TTM manifests in two primary styles: focused pulling and automatic pulling. Focused

pulling involves a deliberate search for specific hairs (e.g., those that feel coarse, damaged, or

otherwise "wrong") and is often associated with the intention of regulating negative emotional

states such as anxiety, stress, or frustration. Conversely, automatic pulling occurs without full

conscious awareness, often while the individual is engaged in sedentary activities, such as

reading, watching television, or studying. Most individuals experience a combination of both

focused and automatic pulling, with the ratio shifting depending on their current emotional and

environmental state. Regardless of the style, the physical outcome--conspicuous alopecia--is a

source of intense shame, leading to efforts to conceal the damage, further isolating the sufferer

and exacerbating the psychological burden.

2. Classification and Historical Development
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The historical classification of Trichotillomania reflects the evolving understanding of its

pathological mechanisms. The term itself was coined in 1889 by French dermatologist Dr. François

Henri Hallopeau, who recognized the behavior as an autonomous disorder rooted in psychological

compulsion rather than purely a dermatological condition. For much of the 20th century, TTM

remained an obscure diagnosis, often overlooked or misdiagnosed until it was formally recognized

in major diagnostic systems.

In the DSM-IV and its text revision, the DSM-IV-TR, TTM was placed within the grouping of

Impulse-Control Disorders Not Elsewhere Classified (ICD-NEC). This positioning emphasized

the lack of conscious resistance to the urge and the immediate relief obtained upon executing the

action, linking TTM closely to behaviors where the primary pathology involved failure to inhibit a

detrimental impulse. This focus aligned with the core source content which highlighted the

escalating tension and subsequent gratification as the defining features.

The most significant shift occurred with the publication of the DSM-5 in 2013, where TTM was

relocated to the newly established chapter on Obsessive-Compulsive and Related Disorders

(OCRDs). This reclassification acknowledged the substantial overlap in clinical phenomenology,

genetic risk factors, and neurobiological substrates shared between TTM, Obsessive-Compulsive

Disorder (OCD), and excoriation (skin-picking) disorder. The move reflected the recognition that

while the pulling act satisfies an impulsive urge, the repetitive, often ritualistic nature of the

behavior, and the persistent, intrusive urges that precede it, bear greater resemblance to the

obsessive processes found in OCD than to the general category of impulse-control issues. This

modern classification aids in guiding therapeutic approaches, often favoring techniques similar to

those used for treating OCD.

3. Key Diagnostic Characteristics

The formal diagnosis of TTM requires the clinician to observe several specific characteristics,

centered around the pattern of hair loss and the individual's internal experience. The first

requirement is the documentation of recurrent pulling leading to measurable hair loss. This loss

must be clinically significant, causing distress or functional impairment, and is typically

characterized by uneven, patchy alopecia, unlike genetic baldness patterns. The examination often

reveals broken hair shafts and short regrowth, confirming the chronic, self-inflicted damage.

Secondly, the disorder is marked by the presence of the affective cycle--the experience of

increasing tension before the pulling and the subsequent feeling of relief or pleasure immediately

following the act. This cycle is essential because it distinguishes TTM from unconscious habits or

tics. Furthermore, the emotional complexity surrounding the act is often high; many individuals

report feelings of guilt, shame, and self-disgust immediately after the momentary relief fades,

reinforcing a negative self-perception that paradoxically contributes to the stress that triggers
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subsequent pulling episodes.

Thirdly, a definitive diagnostic criterion involves the individual's persistent and unsuccessful

attempts to stop or significantly decrease the hair pulling. These attempts highlight the ego-

dystonic nature of the behavior; the individual recognizes the behavior is harmful and desires to

cease it, but feels powerless against the compulsion. The inability to stop, despite high motivation,

is a central feature that validates the diagnosis of a compulsive disorder rather than a simple bad

habit that can be broken through willpower alone. These repeated failures contribute significantly to

the associated mood and anxiety disorders often seen in TTM sufferers.

4. Etiology and Theoretical Perspectives

The current understanding of TTM suggests a complex etiological model involving strong genetic,

neurobiological, and behavioral components. Genetic studies indicate a significant predisposition,

with specific genes related to serotonin and dopamine regulation implicated in the development of

body-focused repetitive behaviors (BFRBs). These neurotransmitter systems are central to

modulating reward processing, habit formation, and motor control, suggesting that individuals with

TTM may have an inherent biological vulnerability to developing uncontrolled, repetitive actions

when exposed to environmental stressors.

Neurobiological research, utilizing functional magnetic resonance imaging (fMRI), points toward

structural and functional abnormalities in brain circuitry responsible for inhibition and impulse

control. Specifically, researchers have identified atypical activity within the cortico-striato-thalamo-

cortical (CSTC) loops--the same circuits implicated in OCD and Tourette's syndrome. These

findings suggest a breakdown in the communication pathways required to suppress the motor urge

once it has been generated. The pulling might, therefore, be viewed partially as a manifestation of

a basal ganglia habit learning mechanism overriding prefrontal cortical inhibitory control.

Behavioral models emphasize the learned nature of TTM, focusing on how the behavior is

maintained through reinforcement. According to this perspective, hair pulling often starts

coincidentally during periods of stress or boredom. The immediate reduction of tension (negative

reinforcement) or the tactile satisfaction of finding a specific hair (positive reinforcement) rapidly

entrenches the pulling as a default coping mechanism. Cognitive models further suggest that poor

emotional regulation skills and difficulty tolerating internal discomfort lead individuals to use the

physical act of pulling as a maladaptive strategy to manage overwhelming feelings, thereby

avoiding the necessary internal work of processing distress.

5. Significance and Impact

The overall impact of Trichotillomania is devastating, affecting social interaction, occupational

function, and psychological well-being. The conspicuous nature of the hair loss often leads to
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intense social anxiety, prompting individuals to avoid social gatherings, school, or work

environments where their condition might be exposed. This avoidance behavior can lead to

significant educational or career setbacks and profound social isolation. Many sufferers invest

extensive time and energy in elaborate concealment strategies, such as meticulously choosing

clothing, wearing wigs, or applying heavy makeup, which in itself becomes an exhausting, time-

consuming ritual.

The psychosocial burden is compounded by high rates of psychiatric comorbidity. TTM is

frequently associated with mood disorders, particularly major depressive disorder, generalized

anxiety disorder, and other BFRBs like excoriation disorder (compulsive skin picking). The chronic

cycle of failure, shame, and self-criticism inherent in the disorder creates a fertile ground for

developing secondary psychological conditions, further complicating treatment and prognosis. This

psychological distress often requires therapeutic intervention separate from, but coordinated with,

the treatment for the pulling behavior itself.

Physical complications can range from minor skin irritations and infections to severe medical

emergencies. Chronic pulling can lead to permanent damage to hair follicles, resulting in

irreversible alopecia. A severe, though less common, complication is trichophagia, the compulsive

eating of pulled hair. Since human hair is indigestible, this can lead to the formation of a

trichobezoar (hairball) in the stomach or intestines, known as Rapunzel Syndrome when the hair

extends into the small intestine. Trichobezoars can cause obstruction, pain, and potentially life-

threatening perforation, necessitating emergency surgical removal.

6. Treatment and Management

Treatment for TTM requires a specialized, multidisciplinary approach, with behavioral therapy

serving as the primary intervention. The most evidence-based psychological treatment is Habit

Reversal Training (HRT), a component of Cognitive Behavioral Therapy (CBT). HRT is structured

around four main steps: 1) Awareness Training, where the individual learns to recognize the

specific urges and precursors leading up to the pulling; 2) Stimulus Control, modifying

environmental factors that trigger pulling (e.g., removing tweezers, covering mirrors); 3)

Competing Response Training, teaching the patient a non-harmful action physically incompatible

with pulling (e.g., clenching fists, engaging hands with a stress ball) to perform when the urge

arises; and 4) Social Support, involving family or friends in reinforcing appropriate behaviors.

Pharmacological strategies are often employed alongside HRT, primarily targeting co-occurring

conditions or attempting to modulate the underlying neurochemical imbalances. While Selective

Serotonin Reuptake Inhibitors (SSRIs), common for OCD, have demonstrated inconsistent efficacy

for TTM specifically, they are frequently effective in reducing associated anxiety and depressive

symptoms. More targeted approaches have focused on glutamatergic modulating agents, such as
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N-acetylcysteine (NAC), which influences the inhibitory signaling of glutamate in the brain, showing

promise in clinical trials for reducing pulling severity by stabilizing impulse control mechanisms.

Given the chronic nature of TTM, management is rarely a swift cure but rather a long-term process

emphasizing relapse prevention and emotional regulation. Therapeutic success is measured not

only by the reduction in hair pulling but also by improvements in functional status, self-esteem, and

the reduction of comorbid psychiatric symptoms. Ongoing supportive therapy helps individuals

manage the inevitable urges and stressors, equipping them with resilient coping strategies to

navigate life without relying on the immediate, detrimental relief provided by the pulling behavior.

Further Reading

Trichotillomania (Wikipedia)

American Psychiatric Association: DSM-5-TR Fact Sheets (Official Classification Source)

The TLC Foundation for Body-Focused Repetitive Behaviors
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