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Therapeutic' Aspects of Trichotillomania:
A Review of Current Treatment Options
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ABSTRACT

Trichotillomania (TTM) is a disorder characterized by recurrent
episodes of hair pulling that affects a growing and diverse patient
population. The behavior is a result of conscious or unconscious
stimuli aimed at alleviating stress. TTM can be diagnosed, typically
by a psychiatrist or dermatologist, with various assessment

tools and scales. Although researchers continue to discover new
pharmacologic regimens and nonpharmacologic therapies, there
is no single, effective, US Food and Drug Administration—-approved
option available for patients. Treatment of TTM with the least
occurrence of relapse consists of a combination of pharmacologic
and nonpharmacologic options and calls for the involvement

of a multidisciplinary team along with family members and
friends. This review provides an analysis of the current treatment
modalities in the management of TTM and highlights the need

for further epidemiologic, genetic, neuroimaging, and dietary
research to better understand the complicated nature of the
disorder.
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Trichotillomania (TTM) is a disorder characterized by
hair pulling and is one of the primary diseases studied
in the field of trichopsychodermatology, a subspecialty of
psychodermatology. Trichopsychodermatology aims to
gain a comprehensive view of the psychosocial impact of
hair disorders, impact of stress on hair loss, and reduction
of other comorbid psychological conditions to improve
quality of life.! Due to the impact on appearance, there is
often decreased self-confidence associated with TTM, which
has led to social stigma, underreporting, mistreatment, and
incomplete treatment.’

EPIDEMIOLOGY AND PREVALENCE

There is a lack of substantial epidemiologic research
on TTM to date. Studies have shown varying results with
respect to epidemiologic characteristics such as prevalence
of chronic or acute TTM. The mean age at onset for hair-
pulling symptoms has been reported as bimodal, occurring
in either early childhood or adolescence.’ The adolescent
or later onset of TTM has been found to be more severe
and resistant to treatment methods compared to childhood
onset.* Although the female-to-male ratio of disease is 4:1,
in children the ratio is more equal.”> TTM can manifest at any
site on the body where hair is located. The most common
sites of hair pulling are the scalp (72.8%), eyelashes, and
eyebrows (56.4%) followed by pubic hair (50.7%).° Less-
common sites include body and facial hair.

TTM can be chronic in many patients, and there is
a common presence of comorbid conditions like nail
biting, skin picking, headache, trichobezoar, carpal tunnel
syndrome, and scalp injury.” Patients seeking psychiatric
care who are suspected to have TTM must meet 5 criteria as
established by the DSM-5 during the diagnostic interview
and history-gathering portion of the visit. Patients should
be appropriately screened for other psychiatric illnesses due
to the high occurrence of comorbid conditions with TTM,
specifically depression (70% comorbidity) and substance
abuse (17.7% comorbidity of tobacco product use and
14.1% comorbidity of alcohol use).® Age can be an important
potential indicator of comorbid conditions. Kessler et al®
found that adolescents and adults with TTM have a higher
incidence of mental disorders, while preadolescents with
TTM have shown little psychopathological involvement.

The 2 types of hair pulling are either conscious or
unconscious in nature. The autonomic/habitual type
comprises 5%-47% of patients and involves attention
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B When treating trichotillomania (TTM), it is essential to
identify the presence of potential comorbid psychiatric
conditions, as they can impact the patient-specific
treatment plan.

B Although no US Food and Drug Administration-approved
treatment exists, novel therapeutic modalities for TTM
continue to emerge.

B Current evidence supports the combination of
pharmacologic and nonpharmacologic treatment
with continued follow-up and monitoring as the most
beneficial treatment option for TTM.

focused away from the actual area of hair pulling. The
focused/compulsive type comprises 15%-34% of patients
who direct attention on the act of hair pulling itself.” The
focused form of TTM involves the conscious, purposeful
pulling of hair usually mediated with heightened anxiety and
stress. There are several triggers for hair pulling, which could
be classified into sensory (hair thickness, length, location,
and physical sensation on the scalp), emotional (feelings of
anxiousness, boredom, anger, and frustration), or cognitive
(thoughts about the appearance of hair).!° Psychosocial
dysfunction is common in patients with TTM. Many with
the disorder have low self-esteem, depression, guilt, anxiety,
and shame, with an overall lower reported quality of life
compared to the general population.!!

DIFFERENTIAL DIAGNOSIS AND COMORBIDITIES

Many disorders present with hair loss and may appear
similar to TTM. It is important to distinguish acquired from
congenital causes, presence of scarring, and the pattern of
hair loss (diffuse, patchy, focal). Specific causes of hair loss
that are similar to TTM in that they are acquired, nonscarring
(unless chronic damage is present), and have a patchy pattern
are alopecia areata, tinea capitis, and androgenic alopecia.'?

Obsessive-compulsive disorder (OCD) is characterized
by obsessions (stress and anxiety inducing persistent,
intrusive, and unwanted thoughts, images, or doubts) and
compulsions (ritualistic/repetitive behaviors that are done
to lower the stress that is associated with obsessions). OCD
is significantly more prevalent in patients with TTM than
in the general population and ranges from 13%-27% in
reported studies.!” In contrast, patients with OCD have a
lower incidence of TTM at 5%-7%.!! Females are more likely
to have TTM than males and are also more likely to have
other body-focused repetitive behavior disorders like skin
picking and nail biting. The presence of a first-degree relative
with a body-focused repetitive behavior disorder is also
more common in these female patients.!! In contrast, males
are twice as likely to have obsessive-compulsive spectrum
disorder. Specifically, there has been a greater incidence of
body dysmorphic disorder, hypochondriasis, chronic motor
tics, and Tourette’s disorder in males with TTM.!!

Body dysmorphic disorder can be included in the
differential diagnosis of TTM. Body dysmorphic disorder is

characterized by obsessions and perceptions aboutaperceived
defect of one’s physical appearance. Although hair pulling
can manifest in patients with body dysmorphic disorder, the
motivation behind the habit is to correct a perceived physical
defect. Tourette’s disorder shares similarities with TTM such
as underlying sensory cues and structural abnormalities
found in magnetic resonance imaging scans.

PATHOPHYSIOLOGY

The pathophysiology underlying TTM has been debated,
with no overarching consensus formed among researchers and
physicians. Although TTM is currently classified under the
OCD spectrum of disorders, there are many other proposed
models including the behavioral model, which characterizes
hair-pulling behavior under the tension reduction theory in
which a coping behavior develops in response to stress and
is reinforced by the reduction of stress. The psychoanalytic
model explains TTM as a result of unconscious conflicts
from real or perceived threats. The biologic model studies
TTM from a neurobiology perspective, with a focus on
neuroanatomical identification of specific areas of the brain
that display abnormalities.

ASSESSMENT TOOLS, SCREENING,
SCALES, AND DIAGNOSIS

TTM is chronic in nature with fluctuations in intensity.
Although TTM is not difficult to diagnose because of the
specific patterns of behavior, many patients do not seek
treatment due to embarrassment or feelings of shame and guilt.
In a study® examining 1,048 patients who met the diagnostic
criteria for TTM, only 39.5% had received treatment from
a therapist and only 27.3% had sought treatment from a
psychiatrist. Specific assessments, screening, and scales
implemented in the diagnosis of TTM are shown in Figure
1.13-24In addition to the various screening forms available for
TTM, there are also specific physical examination techniques
and procedures that can be used to correctly diagnose TTM.
These diagnostic techniques are shown in Figure 2 and are
particularly helpful in distinguishing the disorder from other
similarly appearing dermatologic conditions.

Some patients may not be fully transparent about their
hair-pulling behavior; therefore, a thorough physical
examination is vital. The physician should look at all areas of
potential hair loss or varying length of hair at different stages
of growth. Regrowth potential can be examined by identifying
the presence or absence of scarring. The possibility of
trichobezoar (abdominal mass from swallowing hair) should
also be assessed with an abdominal examination.

Positive hair punch biopsy shows follicular damage
post external insult that is nonscarring, noninflammatory
alopecia.? However, in patients with chronic TTM, without
treatment the damage can transition from nonscarring to
scarring, leading to permanent hair loss. Trichoscopy in
TTM shows flame hairs (proximal hair residue that remains
after pulling anagen hairs), V-sign (2 hairs rising from the

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2018 Copyright Physicians Postgraduate Press, Inc.

e2 [E PRiIMARYCARECOMPANION.COM

Prim Care Companion CNS Disord 2018;20(6):18nr02344



Trichotillomania Therapy

Figure 1. Assessment Tools, Screenings, and Scales for Trichotillomania
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same follicular opening and broken at the same level), and
tulip hairs (short hairs with darker tulip-shaped ends). The
Hair Pull Test'? is another assessment performed by pulling
a bundle of 20-60 hairs between the thumb and forefinger
from multiple locations. The result of the test is considered
positive if >10% of the hairs are released.

TREATMENT

Treatment for TTM currently consists of a mixture of
pharmacologic and nonpharmacologic (psychotherapeutic)
methods as shown in Figure 3. Pharmacologic treatment
includes lithium salts, tricyclic antidepressants, selective
serotonin reuptake inhibitors (SSRIs), antipsychotics, and
N-acetylcysteine (NAC). Psychotherapeutic treatments
include habit reversal therapy (HRT), acceptance and
commitment therapy, awareness-enhancing monitoring

devices, and response inhibition training. Experimental
therapies highlighted in this review have been administered
to patients with varying success in multiple case studies.?
However, it is difficult to fully assess validity with the limited
sample sizes and lack of additional studies with consistent
data. In addition, it is important for physicians to monitor for
the presence of potential adverse effects when administering
medications like antipsychotics, anticonvulsants, and
antidepressants. Treatment should follow a multidisciplinary
approach and consist of follow-up to prevent relapse,
assistance in the management of potential comorbid
conditions, and the improvement of quality of life.”

Nonpharmacologic Treatment

A variety of psychotherapeutic techniques have been
implemented in the treatment of TTM. The most commonly
employed therapies are as follows.
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Figure 2. Diagnosis of Trichotillomania

DSM-V
Criteria

area of functioning

and its symptoms

A. The person must be removing hair from a body region
B. The person must have tried to stop or decrease hair removal
—— C. The removal must cause significant distress or impairment in at least 1

D. The hair pulling or loss cannot be caused by another medical condition
E. The hair pulling is not better explained by some other mental disorder

Location of
Hair Loss

Carefully examine all areas of potential hair loss or
varying length of hair at different stages of growth

—

Physical Presence of

Regrowth potential can be examined by identifying the

Examination Scarring presence or absence of scarring
\— Presenc'e of | |  Abdominal mass may indicate a secondary condition
Abdominal caused by swallowing hair
Mass
/—,m’—{ Short hairs with darker tulip-shaped ends ‘
Trichoscopy Tulip Hairs Proximal hair residue that remains after pulling anagen hairs |

\— V-Sign

Two hairs rising form the same follicular opening and

broken at the same level

. Positive Trichotillomania Pull Test: >10% of hairs released when pulling
Hair Pull Test |— 20-60 hairs between the thumb and forefinger
Hair Punch Positive Hair Punch Biopsy: Follicular damage post external insult that is
Biopsy nonscarring and noninflammatory

TTM is characterized under the OCD spectrum of
psychological disorders because of the obsessive, intrusive,
persistent thoughts that induce stress and result in patients
engaging in compulsive acts of hair pulling.’® Cognitive-
behavioral therapy (CBT) has been shown to be very
effective in the treatment of OCD-related disorders.?
Cognitive and neuropsychological components of TTM
have been shown to be treatable with proper behavior
therapy. Stressful situations and boredom lead many
patients with TTM to develop the urge to pull hair: the
increase in tension and stress that builds up manifests
as hair-pulling behavior. After the patient engages in
the practice of hair pulling, the tension diminishes, only
to recur again in the future. This cycle can be modified
through behavior therapy by proper identification and
conscious awareness of potential stress-inducing triggers.
To successfully implement CBT as a method of treatment,
the protocol indicates the use of sessions aimed at planning
and education related to symptoms, repeated exposures to
the feared stimuli, and strategic attempts to eliminate the
ritualistic behavior. Treatment typically involves 12-16
weekly sessions and “homework practice” sessions in
between. In a study investigating the effectiveness of the
cognitive and behavioral aspects of CBT, Keijsers et al*’
found that both features were successful in reducing TTM
symptoms in the categories of severity, urge, inability to

resist, and negative beliefs by identifying and addressing
the autonomic beliefs resulting in hair-pulling behavior.
However, after a period of time without treatment, relapse
occurred in many patients, which indicates the need for
planned booster sessions.?’

Group CBT has been shown to be beneficial in TTM
because patients receive a larger amount of feedback and
guidance through personal accounts that can lead to greater
positive changes in symptoms compared with one-on-one
CBT sessions. However, due to the lack of knowledge in the
theoretical basis of group CBT and professional training in
group techniques, it has not been implemented extensively
as a treatment method.”

HRT shares essential principles of CBT but aims to
reverse the positive reinforcement that patients with TTM
have developed. By completing the therapy, patients learn
to effectively monitor and increase awareness of their
hair-pulling behavior. Cognitive restructuring methods
are an essential component of HRT, which decrease the
dysfunctional cognitions and off-balance emotional
regulation that increase hair-pulling.?® The focus of HRT is
to assist patients to reduce receptive unwanted behaviors by
bringing them to conscious awareness and replacing them
with alternative behaviors that are not bothersome and do
not interfere with overall quality of life. The 4 components
of HRT include awareness training, competing response
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Figure 3. Treatment of Trichotillomania (TTM)

Pharmacologic

Nonpharmacologic

Selective Serotonin Reuptake Inhibitors (SSRIs)

Cognitive-Behavioral Therapy

The most common treatment for TTM due to
its classification under the obsessive-compulsive
disorder spectrum; studies indicate mixed results

in efficacy in successfully reducing the
hair-pulling behavior

Reduces the cycle of repetitive hair-pulling
behavior induced by stressful situations and
boredom by increasing awareness of the patient’s
behaviors and avoidance of potential triggers

Clomipramine (tricyclic antidepressant)

Habit Reversal Therapy

Studies have shown greater benefits in the
treatment of TTM symptoms compared to SSRIs

Olanzapine (antipsychotic)

A. Awareness training

B. Competing response training
C. Motivation techniques

D. Generalization training

Studies indicate effectiveness in reducing the
severity of TTM symptoms; the dopaminergic
properties of olanzapine are most likely related to
its ability to lower repetitive movements in TTM
and Tourette’s disorder

Acceptance and Commitment Therapy

Identifies and encourages the acceptance of
negative thoughts and emotions in TTM patients

Mood Stabilizers and Anticonvulsants

Social Support

Lithium (mood stabilizer) and lamotrigine,
topiramate, and oxcarbazepine (anticonvulsants)
have been shown to be beneficial in the treatment
of TTM due to their potential role in altering sex
hormones specifically during puberty and
childbirth

A. Peer support groups

B. Educating family members about TTM and
encouraging their involvement in monitoring
of hair-pulling behaviors

C. Involvement of occupational or school
counselors

N-Acetylcysteine (NAC)

Studies have shown symptom improvement in
children and adults with TTM with NAC by
increasing levels of endogenous antioxidants and
reducing TTM mediated cellular oxidative stress

Experimental

Awareness-enhancing
monitoring devices
(adults)

Response inhibition
training (children)

training, motivational techniques and social support, and
generalization training.?

Awareness training involves specific steps to increase
self-control with regard to hair pulling by increasing
patients’ awareness of their behavior. Specifically, patients
can practice awareness training by techniques such as
describing themselves carrying out an unwanted behavior
while watching themselves in the mirror and being more
mindful of specific stressful triggers of hair pulling. Family
members, counselors, and therapists are also encouraged
to point out when the patient engages in the behavior.”
Awareness training prepares patients for the next component
of HRT, which involves developing a competing response,
eliminating behaviors that occur immediately prior to hair
pulling, and avoidance of stressful situations.

Competing response training assists in the development of
behaviors that are different from those related to hair pulling
specifically when the urges occur. The patient is taught to
perform this replacement act whenever there are thoughts
or engagement in hair pulling. An example of a replacement
act can be to hold a fist with both hands to the side of the
body whenever there is an urge or thought of hair pulling.?’

Motivation techniques are important to implement after
the successful formation of a replacement act for continued

habit reversal and to prevent relapse. Habit inconvenience
review is a method to motivate the patient to continue to
avoid the unwanted behavior by brainstorming specific
negative aspects attributed with it such as feelings of
embarrassment, impact on work and social life, and
general inconvenience.’® Social support procedure
involves family members, school counselors, and close
friends in the treatment process by praising the patient for
the nonoccurence of the unwanted behavior. In addition,
those offering social support are instructed to be attentive
of instances when the patient may relapse and engage in
the behavior and are encouraged to practice competing
response with continued motivation.

Generalization training involves the symbolic reversal
procedure wherein patients imagine themselves in stressful
situations or triggers previously identified that typically
result in them engaging in an unwanted behavior. They
would be asked to imagine themselves starting the behavior
but stopping without completion and committing to the
competing behavior response instead.

Similar to CBT, relapse rates posttreatment are high with
HRT. In addition, new information about the relationship
between emotional regulation processes and the severity of
TTM indicates that HRT does not target all the factors that
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contribute to the’development, mainténance, and relapse
of TTM.?! However, for many patients, HRT remains
promising, and increased awareness of TTM and HRT as
a treatment method should be stressed at a primary care
and dermatologic level to more accurately determine its
effectiveness.

Acceptance and commitment therapy (ACT) addresses
the tendency of TTM patients to avoid unpleasant and
aversive thoughts, sensations, and emotions (which lead
them to pull hair). Researchers have found that patients who
engage in avoidance of unwanted internal feelings through
behaviors like hair pulling have more intense hair-pulling
urges, lower control over the urges, and heightened overall
distress from the behavior. These findings together indicate
that TTM patients who exhibit avoidance have an overall
lower quality of life. Through therapy, patients learn to be
more mindful of their avoidance behaviors and increase the
acceptance of these negative thoughts and emotions.

In a trial of 10 ACT sessions over 12 weeks, Rehm et a
found that the therapy resulted in significant improvement
of TTM severity and impairment in both self- and clinician-
rated observations. Studies®” also indicate that, through
ACT, there was significantly greater pre- to posttreatment
reductions in comorbid conditions like depression and
anxiety in patients with TTM.

The experimental awareness-enhancing monitoring
device (combined with sessions of HRT) aims to increase
awareness of hair-pulling behavior in patients with TTM
and monitor and record these habits. A study by Himle
et al® recruited 21 adults with TTM who were assessed
at baseline, at the end of the 9-session treatment, and 12
weeks posttreatment. The device, which is worn around
the neck and both wrists, implements broadcasting signals
and microprocessors to send vibrating alerts when the
TTM patients draw their hands near their face and head.
The vibration continues until the person turns it off by
pressing a specific button. The results indicate a significant
improvement of TTM symptoms and a positive reaction to
the device by the participants.®®

Response inhibition training is an experimental
intervention developed from the connection found between
TTM and response inhibition dysfunction. Specifically,
the right-lateralized inferior frontal cortex is known as
the central locus of inhibition, and networks like the
cortical-striatal-thalamic-cortical circuit display structural
abnormalities in patients with TTM.>* Lee et al** conducted
a pilot clinical trial of computerized cognitive training
programs aimed at improving response inhibition and
TTM symptoms in children (N =22, 12 participated in the
training and 10 were on the waitlist). Compared to control
groups, response inhibition training showed a significantly
higher response rate and lower level of hair pulling.*

Peer support groups and education of the family of TTM
patients can also play an important role in improvement of
symptoms. In addition, involvement of occupational and
school counselors can assist patients and improve treatment
success when combined with other options.*®

131

Pharmacologic Treatment

No US Food and Drug Administration-approved
treatments are currently available for TTM. However, a
variety of medications have been used with varying success.
Examples of commonly implemented pharmacologic
treatments are as follows.

SSRIs are the most commonly used treatment for TTM.
The underlying reasoning behind the use of SSRIs in patients
with TTM is based on it being classified under the spectrum
of OCD. However, TTM differs from OCD in that it is caused
by strong urges that transform into feelings of satisfaction
and gratification once the act of hair pulling is complete.
Also, unlike OCD, there are no obsessions present before the
compulsions, and TTM patients’ symptoms do not change
over time in focus and severity.*”

Although SSRIs are widely implemented in the treatment
of TTM, varying results indicate the need for further research
and better understanding of the disorder and mechanism of
actions of treatment options. In a systematic review® of the
effectiveness of SSRIs, there was no significant difference
found with respect to the benefit of SSRIs. However, further
research is indicated regarding the particular types of SSRIs
used in the treatment of TTM, as citalopram may be more
effective than fluoxetine. In contrast, in a meta-analysis®
of the effects of serotonin reuptake inhibitors (SRIs) and
behavioral therapy, researchers found that there was a
moderate effect size with SRI use and a greater effect size
with behavioral therapy (increases with greater number of
contact hours), indicating such nonpharmacologic treatment
may be more beneficial for patients compared to SRI
administration. In an open-label trial studying the efficacy
of the SSRI escitalopram, Gadde et al*® found that some
patients had a significant improvement in TTM following
the 12-week treatment period.

SSRIs are also the most frequently prescribed drugs for
treatment of pediatric TTM, although their effectiveness in
children is relatively unknown. In a review by Sah et al,*
the authors highlight the importance of completing more
comprehensive studies of antidepressant medications with
blinding, randomization, and placebo controls due to
black box warnings and insufficient supporting evidence
of efficacy. In addition, treatment options for patients with
TTM should be determined based on the age at onset. For
example, young children frequently “outgrow” habits like
hair pulling over time and often require no intervention,
while adolescents may benefit most from therapies that
increase awareness of their behavior. Cognitive-behavioral
therapy remains the treatment of choice in pediatric patients
with TTM due to its safety and known efficacy.

The tricyclic antidepressant clomipramine has shown
benefits in the treatment of TTM and improvements in
symptoms compared to SSRIs despite their preferred
and continued use.”® A study by Ninan et al*! compared
clomipramine with CBT in the treatment of TTM and
found statistically insignificant symptom reduction of
clomipramine along with evidence of CBT outcompeting
the medication in symptom improvement scores. Within the
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class of tricyclic-antidepressants, there may be differences
in the efficacy of medications, indicating the need for
further research. For example, in a 10-week double-blind
crossover trial of clomipramine and desipramine, Swedo et
al*? found that clomipramine resulted in significantly greater
improvement in symptoms compared to desipramine.
Although moderately effective, clomipramine has an
extensive side effect profile and varying patient adherence,
and understanding of its long-term effectiveness is
incomplete.*?

Several antipsychotics have been studied and used in
the treatment of TTM. For example, olanzapine, although
known to have metabolic side effects such as weight gain,
was shown to be effective in a study** investigating its role in
TTM treatment when compared to placebo. In the study,** 13
participants with TTM were given olanzapine and 12 were
given placebo. The treatment group showed significant
change from baseline to endpoint, with improvement in the
severity of symptoms of TTM. The study** further supports
the theory that TTM has features unrelated to OCD and more
specifically shares characteristics with repetitive movement
disorders like Tourette’s disorder. The effectiveness of
olanzapine may be related to its dopaminergic properties that
also make it effective in the treatment of Tourette’s disorder.**
Quetiapine has also been reported to be successful in the
treatment of TTM in case reports. In a report by Paholpak
and Mendez,* a patient who developed TTM 8 years into
her diagnosis of dementia was successfully treated with
quetiapine after SSRI administration was unsuccessful. In
another case report by Junior et al,* a patient with an 8-year
history of TTM was successfully treated with quetiapine after
being administered fluoxetine, which, although it decreased
hair pulling, led to insomnia and weight loss. Similarly,
aripiprazole has also been studied in the treatment of TTM.
In an 8-week, open-label, flexible-dose trial*’ consisting
of 12 subjects, participants who were assessed 2 or more
times were found to have a significant mean reduction in
end points of TTM symptoms. In a case report by Sasaki
and Iyo,*® low-dose aripiprazole was successful in treating
puberty-onset TTM in a 14-year-old girl. Aripiprazole
is considered a safer alternative to antidepressants when
treating TTM in adolescents due to their increased risk
of suicidal ideation. Other reports**>* show the successful
use of aripiprazole in the treatment of patients with TTM
and comorbid conditions like restless leg syndrome and
Huntington’s disease. These reports*** indicate the need
for further studies investigating the properties of different
classes of medications in the treatment of TTM in patients
with specific comorbidities.

Mood stabilizers like lithium and anticonvulsants like
lamotrigine, topiramate, and oxcarbazepine have been
reported to be beneficial in the treatment of TTM. In cases of
TTM with bipolar disorder following childbirth, Sharma et
al’! found women had a decrease in hair-pulling symptoms
after the administration of lithium or lamotrigine. To further
support the role of sex hormones in TTM, they found that
in 462 patients seeking TTM treatment, 94% were female,

Trichotillomania Therapy

and the majority reported the onset of the hair-pulling
behavior coincided with puberty. Some researchers point
to the success of lithium and lamotrigine with regard to
the role of sex hormones in the pathophysiology of TTM
through the potential correlation of hair-pulling behavior
during reproductive and hormonal changes in mice.> Other
anticonvulsants have also been found to be successful in TTM
treatment such as in a case report in which oxcarbazepine
was successful in treating a patient with TTM and comorbid
binge-eating disorder.>® Also, in an open-label trial>* of the
anticonvulsant topiramate, the medication was found to be
successful in the reduction of TTM severity.

NAC is a cysteine-derived food additive that has been
shown to be effective in the treatment of TTM with an
unknown mechanism of action. NAC is used for the treatment
of many medical conditions such as acetaminophen
overdose, doxorubicin-induced cardiotoxicity, stable
angina pectoris, ischemia reperfusion cardiac injury, acute
respiratory distress syndrome, bronchitis, influenza, heavy
metal toxicity, and chemotherapy-induced toxicity and as
a mucolytic for chronic obstructive pulmonary disease.”
Due to the ability of NAC to impact so many pathways
and its overall safe profile with side effects being mild at
high doses (nausea, vomiting, diarrhea, and flatulence), it
is used to treat various conditions across disciplines. The
role that NAC plays in antioxidant, anti-inflammatory, and
neurotransmitter modulatory pathways makes it important
for study in many psychiatric conditions in which there is a
dysregulation of these pathways such as bipolar depression,
major depressive disorder, and schizophrenia.>®>’

Proposed mechanisms indicate that since NAC is a
precursor to the primary antioxidant made to protect
the brain against reactive oxygen species (ROS), TTM
may be caused by excessive oxidative stress. Specifically,
accumulation of ROS from loss of antioxidants in the brain
lead to neuronal damage that induces hair-pulling behavior.?!
Also, OCD patients have been found to have abnormalities
in glutamate (endogenous antioxidant) metabolism, which
can be overcome with the use of NAC to reduce oxidative
stress and cytotoxicity from excess glutamate levels.>

In a 12-week controlled trial comprised of 50 individuals
with TTM, Grant et al*® found a significant improvement in
hair-pulling symptoms after 9 weeks of treatment with NAC
compared to placebo. Further, Barroso et al®® found NAC
effective in improving TTM symptoms in an 11-year-old
patient (1,200 mg/d for 3 months with modest improvement
and complete regrowth with 1,800 mg/d). Additionally,
Barroso et al®® indicate that although SSRIs are used for
the treatment of TTM, the presence of side effects makes it
important to find alternative treatment options like NAC.
Another case report® found that a 28-year-old man and
40-year-old woman with TTM both responded successfully
to NAC treatment, and the 28-year-old man had recurrence
of TTM symptoms when he was noncompliant with the
medication. Rodrigues-Barata et al®?> found NAC led to
the successful elimination of symptoms and complete hair
regrowth in 2 women aged 23 and 19 years, with complete
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hair régrowth™in”2"and" 3" months, respectively. Finally
a report by Ozcan and Seckin® found NAC, used in the
treatment of TTM in 2 females aged 14 and 30 years, to be
well-tolerated and effective.

Although numerous pharmacologic treatment options
have been successfully administered to patients with TTM,
placebo response rates remain high. Grant et al® raise the
concern of high placebo response rates in pharmacologic
interventions of TTM. The overall lack of ability to identify
effective pharmacologic treatments for TTM may be a
result of unknown predictors of placebo response, which
are poorly understood when compared to responses in
other psychiatric conditions. Specifically, to better predict
placebo response in certain patients, Grant et al®* point to
the importance of analyzing baseline demographics and
clinical characteristics.

CONCLUSION

TTM presents primarily as excessive hair-pulling behavior
that can be conscious or unconscious in nature. The disorder
is studied under the field of trichopsychodermatology and
is managed primarily by psychiatrists and dermatologists.
With many advancements made to better understand the
pathophysiologic basis of TTM, there is no ideal, accepted,
or approved treatment for the disorder.

Treatments for TTM fall under both pharmacologic and
nonpharmacologic categories. Although relapse has been
shown to be a recognized issue in the implementation of
nonpharmacologic therapies like CBT and HRT, their success
with continued monitoring by professionals and family
members has been shown. With respect to pharmacologic

treatment, many medications have been extensively used
in the successful elimination of hair-pulling symptoms in
TTM. Currently, SSRIs are the most widely used medication
despite substantial evidence of relapse and the availability
of alternative medications with increased efficacy like
tricyclic antidepressants, antipsychotics, mood stabilizers,
anticonvulsants, and NAC. The majority of available data
points to the treatment of TTM with the combination of
pharmacologic and nonpharmacologic treatment with
continued follow-up and monitoring as most beneficial in
the management of hair-pulling symptoms.

It is imperative to improve protocols for existing drugs
while continuing to explore novel treatment options due
to the lack of universally accepted and approved treatment
options for TTM. With the advancement of epidemiologic,
genetic, neuroimaging, and dietary studies, it may be
possible to gain the knowledge needed to better assist the
patient population affected by TTM. In addition, further
attention and exploration in making necessary changes
in the classification and nomenclature of this disease are
important. TTM should be regarded as hair-pulling disorder
as suggested by the DSM-5 classification system or given a
more descriptive term like neuromechanical alopecia.

To better assist the growing and diverse patient
population presenting with TTM, it is essential to implement
a multidisciplinary approach with dermatologists,
psychiatrists, counselors, and even family members. With
further awareness of medical professionals about the
complicated nature of TTM and the various treatment
options available, symptoms of TTM in patients can be
diagnosed, treated, and managed in a more systematic and
effective way.
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