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A rare case of trichotillomania with antisocial personality
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Abstract
Trichotillomania (TTM) is characterised by recurrent and irresistible urge to pull out one’s own body
hair. It is often associated with trichorrhizophagia in which there is a habit to eat the roots of pulled out
hairs. It can also present with many comorbid psychiatric problems including personality disorders.
High rates of comorbid mood, anxiety, and substance use disorders have been detected in patients of
TTM. The lifetime prevalence of comorbid personality disorders has been much less extensively studied. We present a rare case of 28-year-old male having TTM with antisocial personality disorder and
discuss difficult management issues with this comorbidity. Our patient improved with a combination
of fluoxetine and sodium valproate.
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Introduction
Problems (ICD-10) in Habit and Impulse Control Disorder.[4,5] However, in recent times in view of similarities
in underlying neurobiological underpinnings, and the treatment used for TTM and obsessive-compulsive disorder,
there is a debate to classify TTM as an obsessive-compulsive spectrum disorder.[6-8]

Trichotillomania (TTM) is characterised by recurrent
and persistent urge of one’s own hair pulling that often
results in alopecia. Currently, it is classified as an impulse
control disorder, in which the individual has an overwhelming urge to pluck out hair, which leads to momentary relief from associated anxiety.[1] Five to 18% of the patients
of TTM have been reported to ingest their hairs.[2] Eating
the roots of pulled out hairs is known as
trichorrhizophagia,[3] and found to be often associated
with TTM. The text revision of the fourth edition of the
Diagnostic and Statistical Manual of Mental Disorders
(DSM-IV-TR) places TTM in category of Impulse Control Disorder, and the tenth revision of the International
Statistical Classification of Diseases and Related Health

Comorbid psychiatric problems are common in
children and adults with TTM.[9,10] High rates of comorbid
mood, anxiety, and substance use disorders have been reported. The lifetime prevalence of personality disorders has
been less extensively studied. We present a case of TTM in
a young adult male with antisocial personality disorder to
add to scarce literature available on this comorbidity, and
discuss the difficult management issues.
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He is now being incorporated in the non pharmacological
treatment, but his follow ups are irregular due to his legal
issues. A written informed consent has been sought from
the patient with explaining him that all his identification
details would be concealed.

Case report
A 28-year-old unmarried male educated up to primary
level, from low socioeconomic status, belonging to rural
background presented with five years history of pulling hairs
from scalp, eyebrows, eye lashes, upper lip, chin, upper
limbs, chest, and axilla leading to hair loss. His hair pulling
was preceded by increasing tension and followed by relief
in anxiety. The pulled hairs were swallowed by him at times.
He also complained of pain abdomen on and off.

Discussion
TTM is considered as a rare psychiatric disorder encountered in the clinical practice. Earlier studies have reported the prevalence of comorbid mood, anxiety, and substance use disorder with TTM.[2,12] The lifetime prevalence of personality disorders is less known. Swedo and
Leonard[13] found a lifetime prevalence of 38% of their
sample. It has been found associated with histrionic, borderline, passive/aggressive, avoidant, and obsessive-compulsive personality disorder in various previous studies.[13,14] Its association with antisocial personality disorder has never been reported earlier as in the present case.

On detailed history, it was explored from the family
members that there was pervasive pattern of irresponsible
behaviour, disregard to social norms, callus and unconcerned
attitude since his adolescence. He was also indulged in harmful use of alcohol. His stubbornness and aggressive
behaviour resulted in frequent fights and legal problems.
He ultimately landed in prison implicated in a murder case
under Section 302 Indian Penal Code and released on bail.
The personality of the patient was assessed using the International Personality Disorder Examination Screening Questionnaire (IPDE-SQ).[11] His personality assessment
showed high scores on antisocial personality traits.

Personality issues in this patient posed difficulty in management especially harmful alcohol use and legal complication. His imprisonment in between interfered with follow
up and medication irregularities. Treatment also became
difficult because of his non cooperation with non pharmacological interventions and need for surgery.

His physical examination revealed thin built, complete
hair loss over the scalp, eyebrows, upper arm, axilla, and
legs. He also had tenderness in upper abdomen. On mental
status examination, patient had irritable affect and ideas of
helplessness without any delusions and hallucinations. His
reality orientation was preserved. On investigations, no abnormality was detected in his haemogram, serum electrolytes, renal and liver function tests, electrocardiogram, and
electroencephalogram. His ultrasound abdomen was also
normal but diagnosis of trichobezoar was made on plain
supine radiographs of abdomen and barium meal.

Significant improvement was seen with fluoxetine and
sodium valproate. Previous case reports also suggest that
the use of selective serotonin reuptake inhibitors (SSRIs) is
useful in treatment of TTM.[7,8] This case also highlights
the effectiveness of combination of SSRI and sodium
valproate to take care of the associated personality issues.
Trichobezoar in this patient is yet to be taken care of, and
the authors are vigilant about his gastrointestinal symptoms
that needed interventions.
Thus, it is concluded that TTM can also be associated
with antisocial personality disorder, and this comorbidity
should be carefully dealt with due to difficult management
issues.

On the basis of available information, a diagnosis of
TTM with comorbid antisocial personality disorder was
made according to ICD-10. He was initially started on
fluoxetine 20 mg which was gradually titrated up to 80 mg.
Sodium valproate (up to 800 mg) was added to control his
aggression. Initially, he did not cooperate for non pharmacological interventions for personality issues. Surgical opinion was sought for trichobezoar for which surgery was advised, but he refused for surgical intervention. With this
treatment, his hair pulling behaviour was reduced significantly as well as there was improvement in his aggression.
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References
1. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 4th ed. Washington, DC:
American Psychiatric Association; 1994.
2. Christenson GA, Chernoff-Clementz E, Clementz BA.

69

Open Journal of Psychiatry & Allied Sciences
2014 Nov 30]. Available from: http://www.ipsf.in/209.php

Personality and clinical characteristics in patients with
trichotillomania. J Clin Psychiatry. 1992;53:407-13.

9. Krishnan KR, Davidson JR, Guajardo C. Trichotillomania-a review. Compr Psychiatry. 1985;26:123-8.

3. Grimalt R, Happle R. Trichorrhizophagia. Eur J Dermatol.
2004;14:266-7.

10. Malhotra S, Grover S, Baweja R, Bhateja G. Trichotillomania in children. Indian Pediatr. 2008;45:403-5.

4. American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 4th ed. Text rev. Washington,
DC: American Psychiatric Association; 2000.

11. Loranger AW, Janca A, Sartorius N, editors. Assessment
and diagnosis of personality disorders: the international
personality disorder examination (IPDE) [internet]. Cambridge: Cambridge University Press; 1997 [cited 2014 Nov
26]. Available from: http://whqlibdoc.who.int/publications/
1997/9780521041669.pdf

5. World Health Organization. The ICD-10 classification of
mental and behavioural disorders: clinical descriptions and
diagnostic guidelines. 10th rev. Geneva: World Health
Organization; 1992.

12. Schlosser S, Black DW, Blum N, Goldstein RB. The
demography, phenomenology, and family history of 22
persons with compulsive hair pulling. Ann Clin Psychiatry.
1994;6:147-52.

6. Christenson GA, Crow SJ. The characterization and
treatment of trichotillomania. J Clin Psychiatry. 1996;57
Suppl 8:42-7; discussion 48-9.
7. Das S, Talukdar U, Chakravarty S, Tripathi MN. Do
trichotillomania need reclassification into a new group of
disorders? Delhi Psychiatry Journal [serial online].
2012;15:213-5 [cited 2014 Nov 30]. Available from: http://
medind.nic.in/daa/t12/i1/daat12i1p213.pdf

13. Swedo SE, Leonard HL. Trichotillomania. An obsessive
compulsive spectrum disorder? Psychiatr Clin North Am.
1992;15:777-90.
14. Woods DW, Flessner C, Franklin ME, Wetterneck CT,
Walther MR, Anderson ER, et al. Understanding and treating
trichotillomania: what we know and what we don't know.
Psychiatr Clin North Am. 2006;29:487-501, ix.

8. Das S, Talukdar U, Chakravarty S, Das B, Tripathi MN.
Time to test trichotillomania terminology. Indian Journal of
Psychosocial Sciences [serial online]. 2012;2(1):42-4 [cited

70

