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A B S T R A C T .  Eleven chronic hair pullers, 11 subjects with obsessive-compulsive disor- 
der (OCD), and 11 subjects with a non-OCD anxiety disorder were assessed with struc- 
tured interviews and the Child Behavior Checklist (CBCL). Only 4 hair pullers (36%) 
reported both rising tension and relief with hair pulling. Each group had significantly 
more internalizing than externalizing symptoms on the CBCL. Seven hair pullers 
(64%) had a lifetime history of at least one other axis I diagnosis. The results provide 
further evidence that trichotillomania in referred children and adolescents is usually a 
chronic disorder often associated with internalizing symptoms and psychiatric com- 
orbidity. Rising tension followed by relief with hair pulling may be an unnecessary 
restriction in the diagnosis of childhood trichotillomania. 
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I n t r o d u c t i o n  

The DSM-IV categorizes trichotillomania as an impulse control dis- 
order not elsewhere classified, along with pathological gambling, 
kleptomania, pyromania, and intermittent explosive disorder. 1 The 
majority of hair pullers report an onset in childhood or adolescenceY 
The lifetime prevalence of the disorder in nonreferred adolescents has 
been estimated to be 1%. 4 Somewhat  higher rates have been obtained 
in studies of college freshmen2 ,6 

Trichotillomania has been considered previously as a habit disorder 
analogous to nail biting and as a manifestation of intrapsychic con- 
flict. 7,s,9 It has been suggested more recently that trichotillomania is 
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related to the mood and anxiety disorders, because patients with the 
disorder have increased lifetime prevalence rates of mood and anxiety 
disorders and often have an initial response to serotonergic anti- 
depressants or lithiumY ~ Some reports have commented, in partic- 
ular, on a possible relationship between trichotillomania and obses- 
sive-compulsive disorder (OCD), suggesting that they belong to a 
spectrum of disorders having in common pathologic compulsions of 
excessive grooming, m4'~5 Others have found, however, significant dif- 
ferences between trichotillomania and OCD in gender distribution, 
age at onset, phenomenology, comorbidity, neurobiology, and treat- 
ment response. 2'5'16'~7'~8'~9'2~ A possible relationship between tricho- 
tillomania and the tic disorders has also been suggested by epidem- 
iological and clinical data. 4,18 

The DSM-IV characterizes trichotillomania as "recurrent pulling 
out of one's own hair for pleasure, gratification, or release of tension 
that results in noticeable hair loss" (p. 609). Consistent with its clas- 
sification as an impulse control disorder, DSM-IV criteria further re- 
quire an "increasing sense of tension immediately before pulling out 
the hair" followed by "pleasure, gratification, or relief when pulling 
out the hair" (p. 621). However, a study of adult hair pullers found 
that 17% failed to describe both rising tension before hair pulling and 
relief during or after pulling. ~ Studies of hair pulling in children and 
adolescents determined that 27 to 90% failed to endorse one or both of 
these phenomena, so that these criteria appear to be even more prob- 
lematic for younger hair pullers. 18,19 In short, there are unresolved 
controversies about the appropriate diagnostic criteria and classifica- 
tion of trichotillomania. 

There is limited information about the demographics, phenomenol- 
ogy, and psychiatric comorbidity of childhood trichotillomania. ~5'~8'~9 
Because trichotillomania is classified as an impulse control disorder, 
the relative severity of internalizing and externalizing symptoms as- 
sociated with the disorder requires further examination. Although 
parallels have been drawn between trichotillomania and OCD, few 
studies have directly and systematically compared the two disor- 
ders. 17'~'~~ The relationship of trichotillomania to anxiety disorders 
other than OCD has received even less empirical study. Hence, this 
study examined the psychiatric symptoms associated with hair pull- 
ing and the relationship of trichotillomania to OCD and other anxiety 
disorders by comparing the demographic and clinical features of chil- 
dren and adolescents with either trichotiUomania, OCD, or a non- 
OCD anxiety disorder. It was hypothesized that  hair pulling would be 
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associated wi th  more  in te rna l i z ing  t h a n  ex te rna l iz ing  symptoms,  bu t  
t h a t  tens ion changes  would  no t  necessar i ly  be associa ted with ha i r  
pul l ing leading  to not iceable ha i r  loss. 

M e t h o d  

Subjects 

The sample consisted of 11 subjects with trichotillomania who were matched 
by age and sex with 11 subjects with OCD and 11 subjects with a non-OCD 
anxiety disorder. Each group contained 7 girls and 4 boys who ranged in age 
from 7 to 17 years. The average age (mean __+_ SD) was 12.2 + 2.7 years for 
the trichotillomania group, 11.9 _+_ 2.6 years for the OCD group, and 12.4 + 
3.6 years for the non-OCD anxiety disorder group. All subjects were referred 
to a specialty outpatient clinic during a 36 month period for a chief complaint 
of hair pulling, rituals, or anxiety. They were grouped according to the prob- 
lem for which they were initially referred for evaluation or treatment. 

The trichotillomania subjects were required to have visible hair loss that 
was acknowledged by the child to result from hair pulling or was observed by 
an adult after hair pulling. They were included in the trichotillomania group 
even if they failed to describe mounting tension before hair pulling and grati- 
fication or relief while hair pulling as required by DSM-IV criteria. 24 The com- 
parison subjects met DSM-III-R criteria for OCD or another anxiety disorder 
and were required to have no history of hair pulling or noticeable hair loss. 
The diagnoses of the subjects in the non-OCD anxiety disorder group were 
separation anxiety disorder (5), panic disorder (2), social phobia (2), overanx- 
ious disorder (1), and simple phobia (1). 

Subjects referred primarily for hair pulling who met DSM-III-R criteria for 
OCD were excluded to minimize the overlap between the trichotillomania and 
OCD groups. This resulted in the exclusion of two potential subjects. Subjects 
referred primarily for hair pulling who met DSM-III-R criteria for a non-OCD 
anxiety disorder were included in the trichotillomania group. Subjects re- 
ferred primarily for OCD who met DSM-III-R criteria for another anxiety 
disorder were included in the OCD group. Two subjects were excluded be- 
cause they could not cooperate with study procedures. Other exclusion crite- 
ria were mental retardation, pervasive developmental disorder, organic men- 
tal disorder, or psychosis. None of the subjects received medication or other 
forms of treatment for at least 2 weeks before the evaluation. 

Clinical Assessment 

Before the first appointment, each child completed the Children's Depres- 
sion Inventory (CDI) 25 and a parent of each child completed the Yale Chil- 
dren's Inventory ~B and the Child Behavior Checklist (CBCL). 27 Social status 
was determined for each family with the two-factor index of social position. 28 
At the first appointment, each child and his/her parents received a standard 
clinical psychiatric assessment which included a review of past medical, psy- 
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chiatric, and school records; an interview of the child and parents together; an 
interview of the child alone; and an interview of the parents. 

Each child and his/her parent  were interviewed with the Diagnostic Inter- 
view for Children and Adolescents (DICA) including the tic section of the par- 
ent interview. 19,29 All subjects in the trichotillomania group were assessed in a 
systematic manner  about onset and life events; current and past anatomical 
sites; awareness, affective concomitants, and context of hair  pulling; presence 
or absence of concurrent mounting tension or relief; routines or rituals involv- 
ing plucked hair, including trichophagy; and t reatment  history. The obsession 
and compulsion checklists of the child and adolescent Yale-Brown Obsessive 
Compulsive Scale (CY-BOCS) s~ was used to ask specific and detailed ques- 
tions about the onset and course of current and past obsessive-compulsive 
symptoms. All interviews were performed by a board-certified child and ado- 
lescent psychiatrist. All axis I disorders, with the exception of trichotillo- 
mania, were diagnosed according to DSM-III-R criteria. All diagnoses were 
made before scoring the CBCL. 

Data Analysis 

Student's t tests and analysis of variance were used to compare differences 
in the means between groups. Post-hoc comparisons were made with the 
Dunn / Bonferroni procedure. 32 Chi-square tests were used to examine cate- 
gorical data. In the analysis of the CBCL data, T scores were used to permit 
comparisons between both sexes and different ages and to allow comparison 
of the sample with previously described samples. 27 The CBCL syndrome 
(problem) T scores for the three groups were compared by a multivariate 
analysis of variance. This analysis was also performed on seven variables de- 
rived from the difference between the T score for each problem scale and that  
of the adjacent scale so that  the results could be compared with those of King 
and colleagues, is Data are reported as mean -+ standard deviation. All proba- 
bility values reported are two-tailed with significance stipulated as p -< .05. 

R e s u l t s  

Clinical Characteristics of Hair Pulling 

The  clinical cha rac t e r i s t i c s  of  h a i r  pul l ing  in 11 chi ldren  and  ado- 
lescents  a r e  s u m m a r i z e d  in Table  1. A l m os t  h a l f  of  the  subjec ts  (45%) 
descr ibed  a life even t  (e.g., s t a r t  of  t he  school year ,  move  to t he  
U n i t e d  S ta t e s ,  au tomobi l e  acc ident  ) assoc ia ted  w i th  t he  onse t  of  t he i r  
h a i r  pul l ing.  Six subjec ts  (54%) h a d  pul led  h a i r  f rom two or m o r e  
si tes.  T h r e e  subjec ts  (27%) h a d  pul led  scalp  ha i r  exclusively,  and  two 
subjec ts  (18%) h a d  pul led  eye l a shes  exclusively. A lmos t  h a l f  (45%) of  
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Table  1 
Clinical Characteristics of Hair Pulling in 11 Children and 

Adolescents with Trichotillomania 

No. % 

Events associated with onset of hair pulling 5 45 
Pulling from scalp hair 9 82 
Pulling from eyelashes 8 73 
Pulling from eyebrows 4 36 
Pulling from arm hair 1 9 
Routine or ritual with pulled hair 5 45 
Pulling at bedtime 5 45 
Pulling during another activity at home 4 36 
Pulling when angry 2 18 
Pulling at no particular time 2 18 
Awareness of hair pulling 8 73 
Increasing sense of tension before pulling or 5 45 
when attempting to resist the behavior 
Pleasure, relief, or gratification when pulling 4 36 

the subjects described having a routine or ri tual involving their  
plucked hair  (e.g., inspecting, counting, saving, hiding, smelling, 
sucking, or eating pulled hair). 

The majority of the subjects (82%) noted tha t  they were more likely 
to pull hair  at  home than  at  school. Those with more awareness of 
their  hair  pulling described pulling during specific situations when 
they were tired, alone, bored, or distracted (e.g., falling asleep at 
night, reading, doing homework, watching television). Three subjects 
(27%) denied having any awareness of their  hair  pulling. Although all 
subjects had cosmetically apparent  hair  loss, only 4 subjects (36%) 
described having both an increasing sense of tension immediately be- 
fore hair  pulling or when at tempting to resist the behavior and plea- 
sure, gratification, or relief when hair  pulling. 

The subjects who met  all DSM-IV criteria for trichotillomania had a 
significantly higher socioeconomic s tatus than  did those who denied 
mounting tension before hair  pulling or relief while hair pulling (1.4 
_+ 0.55 versus 3.2 +_ 1.6, t = 2.34, d.f. = 9, p = 0.04). However, tha t  
difference failed to reach statistical significance when the raw scores 
were compared (17.0 +_ 4.8 versus 35.2 ___ 18.7, t = 2.10, d.f. = 9, p 
= 0.06). There were no other significant demographic or clinical dif- 
ferences between those two groups. 
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Group Comparisons 

The  demograph ic  charac ter i s t ics  and  ra t ing  scale scores of the  
th ree  groups  are  s u m m a r i z e d  in Table 2. The  m e a n  age a t  onset  for 
ha i r  pul l ing was  8.5 yea r s  wi th  a r ange  of 2 to 13.5 years .  The  m e a n  
dura t ion  of ha i r  pul l ing was  3.7 yea r s  wi th  a range  of I to 7.6 years .  
The re  were  no s ignif icant  differences be tween  the  t h r ee  groups in so- 
cioeconomic s ta tus ,  age at  a ssessment ,  age a t  onset ,  du ra t ion  of ill- 
ness,  or CDI scores. Boys were  s ignif icant ly  older  t h a n  girls in the  full  
sample  (13.6 § 2.9 ve r sus  11.3 § 2.6 years ,  u n p a i r ed  t = 2.34, d.f. = 
31, p = 0.03). This  age dif ference did not  reach  significance wi th in  
the  t r i cho t i l lomania  group.  The re  were  no s ignif icant  gender  differ- 
ences in socioeconomic s ta tus ,  age at  onset ,  du ra t ion  of  illness, CDI 
scores, or CBCL T scores. 

With  the  CBCL, the  In te rna l i z ing  T scores were  s ignif icant ly h ighe r  
t h a n  the  Ex te rna l i z ing  T scores in the  full sample  (pai red t = 8.52, 
d.f. = 32, p = 0.0001). F u r t h e r m o r e ,  the  In te rna l i z ing  T scores were  
s ignif icant ly  h ighe r  t h a n  the  Ex te rna l i z ing  T scores wi th in  the  tri-  
chot i l lomania  group (paired t = 4.78, d.f. = 10, p = 0.0007), wi th in  
the  OCD group (paired t = 6.14, d.f. = 10, p = 0.0001), and  wi th in  
the  non-OCD anx ie ty  d isorder  group (paired t = 4.21, d.f. = 10, p = 
0.002). However ,  t he r e  were  no s ignif icant  group differences in the  
Total Problem,  In te rna l iz ing ,  Ex te rna l iz ing ,  or competence  T scores. 

A few s ignif icant  differences in the  CBCL syndrome  scales differen- 
t i a t ed  be tween  the  th ree  groups.  The  m e a n  Though t  Problems  T score 
was  increased  by  more  t h a n  two s t a n d a r d  deviat ions  in the  OCD 
group and  by  more  t h a n  one s t a n d a r d  deviat ion in the  tr ichoti l lo- 
m a n i a  group.  The  T h o u g h t  Prob lems  scale contains  i tems r a t i ng  ob- 
sessions and  compulsions.  T h e r e  was  a s ignif icant  group effect for the  
T hough t  Prob lems  T scores (F [2, 30] = 18.72, p = 0.0001). The  
T hough t  Prob lems  T scores were  s ignif icant ly h igher  in the  OCD 
group t h a n  in bo th  the  t r i cho t i l lomania  group (p = 0.014) and  the  
non-OCD anx ie ty  d isorder  group (p = 0.0001). F u r t h e r m o r e ,  the  
T hough t  P rob lems  T scores were  s ignif icant ly  h igher  in the  tr ichoti l-  
lomania  group t h a n  in  the  non-OCD anxie ty  d isorder  group (p = 
0.002). With  t he  MANOVA of  the  CBCL syndrome  scale T scores, 
t he re  was  a s ignif icant  group effect  on the  CBCL profile (F[7, 24] = 
16.63, p = 0.0001, Wilks'  ~ = 0.171). With the  MANOVA of  the  var i -  
ables der ived  f rom the  CBCL s y n d r o m e  scale T scores, t he re  was also 
a s ignif icant  group effect on the  CBCL profile (F[6, 25] = 13.52, p = 
0.0001, Wilks'  k = 0.236). 
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T a b l e  2 
Demographic  and Rat ing Scale Character is t ics  of  Chi ldren and 

Adolescents wi th  Trichotil lomania,  Obsessive-Compulsive Disorder, 
or Another  Anxiety Disorder  

Trichotillomania OCD ~ Anxiety Disorder 
(N = 11) (N = 11) (N = 11) 

(Mean + SD) (Mean + SD) (Mean + SD) 

Socioeconomic s ta tus  2.4 + 1.5 2.2 + 1.2 2.7 + 1.4 
Age a t  presentat ion,  12.2 + 2.7 11.9 + 2.6 12.4 + 3.6 
years  
Age a t  onset  of illness, 8.5 § 3.3 9.0 § 3.2 9.3 + 3.9 
years  
Dura t ion  of illness, years  3.7 § 2.2 3.0 + 2.6 3.0 § 2.9 
CDI score b 11.9 + 12.1 11.7 § 7.8 11.8 + 8.4 
CBCL Total Problem T 61.1 + 12.6 66.9 § 10.6 60.8 + 10.2 
score r 
CBCL In te rna l iz ing  T 64.5 + 11.3 71.2 + 10.6 67.1 + 9.6 
score 
CBCL Externa l iz ing  T 52.5 § 13.4 54.1 + 8.7 51.1 + 11.3 
score 
CBCL Wi thdrawn T score 56.2 + 18.5 65.4 + 11.7 62.3 + 7.2 
CBCL Somatic  T score 59.4 + 8.6 65.4 § 6.7 64.8 § 9.8 
CBCL Anxious / De- 67.1 + 12.8 75.2 + 14.8 66.3 + 8.8 
pressed T score 
CBCL Social Problems T 62.4 + 8.9 59.8 § 12.0 58.4 § 8.6 
score 
CBCL Thought  Problems 67.5 + 8.0 76.9 § 9.4 55.I  § 7.6 d 
T score 
CBCL At ten t ion  Prob- 63.1 + 11.0 66.8 + 14.2 57.3 + 6.3 
lems T score 
CBCL Del inquent  Behav- 55.0 § 7.7 53.4 + 5.9 53.2 § 4.8 
ior T score 
CBCL Aggressive Behav- 57.2 + 8.7 56.8 + 7.2 56.5 + 8.3 
ior T score 
CBCL Total Competence 42.2 + 11.9 40.4 § 11.4 43.0 + 9.7 
T score 
CBCL Activi t ies T score 47.9 + 7.8 45.0 + 8.0 46.6 + 9.8 
CBCL Social T score 40.0 + 9.9 37.0 + 16.1 43.8 + 6.9 
CBCL School T score 39.1 + 10.2 43.1 + 10.0 40.4 + 10.7 

aOCD = obsessive-compulsive disorder. 
bCDI = Children's Depression Inventory. 
~ = Child Behavior Checklist. 
dF[2, 30] = 18.72, p = 0.0001. 
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The lifetime axis I psychiatric diagnoses associated with trichotillo- 
mania, OCD, and the non-OCD anxiety disorders are summarized in 
Table 3. Most subjects (73%) in the full sample had a history of com- 
orbid psychopathology. Seven hair pullers (64%) had a lifetime history 
of at least one other axis I diagnosis. Five hair pullers (45%) had a 
lifetime diagnosis of at least one mood or non-OCD anxiety disorder. 

Of the individual disorders, only the lifetime prevalence of major 
depression was significantly different between the three groups, with 

Table  3 
Associated Lifetime Axis I Psychopathology in Children and 

Adolescents with Trichotillomania, Obsessive-Compulsive Disorder, 
or Another Anxiety Disorder 

No. (%) o f  Pa t ien t s  ~ 

Tr ichot i l lomania  OCD b Anx ie ty  Disorder 
(N = 11) (N = 11) (N = 11) 

Mood disorder 4 (36) 7 (64) 2 (18) 
Major depression 0 (0) 3 (27) 0 (0) ~ 
Dysthymia 4 (36) 2 (18) 0 (0) 
Depressive Disorder, 0 (0) 2 (18) 2 (18) 
NOS d 

Anxiety disorder other 4 (36) 2 (18) 6 (54) 
than OCD 

Separation Anxiety 1 (9) 0 (0) 3 (27) 
Disorder 
Overanxious Disorder 3 (27) 2 (18) 2 (18) 
Simple Phobia 0 (0) 1 (9) 2 (18) 

Disruptive behavior dis- 3 (27) 4 (36) 3 (27) 
order 

Attention-Deficit 2 (18) 3 (27) 0 (0) 
Hyperactivity Disorder 
Oppositional-Defiant 1 (9) 1 (9) 3(27) 
Disorder 

Chronic Tic Disorder 1 (9) 0 (0) 1 (9) 
Enuresis 2(18) 0 (0) 1 (9) 
Habits (e.g, nailbiting, 4 (36) 5 (45) 4 (36) 
cuticle, skin, or scab 
picking) 

aMultiple diagnoses were given to some patients. 
bOCD = obsessive-compulsive disorder. 
~215 = 6.6, d.f. = 2, p = 0.037. 
dNOS = not otherwise specified. 
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all diagnoses occurring within the OCD group (• = 6.6, d.f. = 2, p = 
0.037). Five hair pullers (45%) had a history of obsessive-compulsive 
symptoms not involving hair that failed to meet diagnostic criteria for 
OCD. Four subjects (36%) in the non-OCD anxiety disorder group 
also had a history of subclinical obsessive-compulsive symptoms. The 
difference between those two groups in the rate of obsessive-compul- 
sive symptoms was not significant. 

Three hair pullers had been treated in the past with medication 
(fluoxetine, 1; stimulants, 2). Four OCD subjects had been treated 
previously with medication (imipramine, 1; fluoxetine, 1; methylphe- 
nidate, 1; trazodone and hydroxyzine hydrochloride, 1). Two subjects 
in the non-OCD anxiety disorder group had been treated previously 
with medication (alprazolam, 1; imipramine, sertraline, paroxetine, 
alprazolam, and lorazepam, 1). None of these medications had been 
associated with substantial clinical improvement. Nine hair pullers, 4 
OCD subjects, and 6 subjects with a non-OCD anxiety disorder had 
been treated in the past with individual and/or family therapy. 

D i s c u s s i o n  

Most chronic hair pullers in this study expressed awareness of their 
hair pulling. Only about half of them, however, endorsed both rising 
tension and relief with hair pulling. A majority had a lifetime history 
of at least one other axis I diagnosis. Trichotillomania was associated 
with more internalizing than externalizing symptoms on the CBCL. 
As might be expected, OCD and the non-OCD anxiety disorders were 
also associated with a preponderance of CBCL internalizing symp- 
toms. The CBCL Thought Problems scale differentiated between the 
three groups. Some subjects with either trichotillomania or a non- 
OCD anxiety disorder reported a history of obsessive-compulsive 
symptoms. 

Most of the demographic and clinical features of the hair pullers in 
this study are similar to those reported in recent studies of children 
and adolescents with trichotillomaniaY ~'~8'19 However, the small sam- 
ple size limited the power to detect differences between hair pullers 
who met full criteria for trichotillomania and those who did not and 
to detect differences between the three diagnostic groups. The re- 
ferral patterns of a tertiary medical center influence the severity, 
chronicity, and comorbidity of a clinical series so that  the findings on 
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trichotillomania in the present  s tudy may not be generalizable to the 
disorder as it exists in the general population23 

The majority of the hair  pullers in this series were female. This is 
consistent with the strong preponderance of females found in most 
clinical studies of children, adolescents, and adults  with trichotiUo- 
mania. 15,1~,19'34.~5'36 However, a more even gender distribution was noted 
in children than in adults  in a survey of hair-pulling. 3 In addition, 
males slightly outnumbered females in an epidemiological s tudy of 
trichotillomania in adolescents. 4 The differences in the sex ratios be- 
tween referred and nonreferred samples may  reflect gender differ- 
ences in age of onset, severity, comorbidity, or t reatment-seeking be- 
havior. 

The mean age at  onset of hair  pulling in this s tudy is consistent 
with recent studies of hair  pulling in children and adolescents2 '~'18'~9 
Only one subject in this series began pulling hair  before age six, and 
the behavior persisted for over five years. Thus, this sample is not 
representat ive of hair  pulling in preschool children who according to 
some authors may have a milder form of the disorder with a shorter 
course.7,37.3 s 

Eight hair  pullers (73%) in this s tudy reported being aware at least 
occasionally of their hair  pulling as it occurred. Only four hair  pullers 
(36%) acknowledged having both an increasing sense of tension before 
hair  pulling and a relief of tension with hair  pulling. Thus, 64% of the 
subjects failed to meet  the DSM-IV criteria for trichotillomania. The 
possible relationship between socioeconomic s tatus  and tension 
changes associated with hair  pulling requires fur ther  examination in 
a larger sample of hair  pullers. 

In a slightly younger  sample of hair  pullers than the present sam- 
ple, only 10% reported both rising tension and relief. 'g In a slightly 
older sample than the present  sample, the 27% who failed to endorse 
one or both of these phenomena were disproportionately in the youn- 
ger half  of the group. TM In 60 adult  chronic hair  pullers, 17% failed to 
describe both phenomena. 2 Thus, as has been suggested previously, 
the awareness of internal s tates and the ability to report rising ten- 
sion and relief may be related to cognitive development and/or to neu- 
robiological changes associated with chronic hair  pulling. 1~,1~ Further-  
more, the tension requirement  in the DSM-IV may be irrelevant to 
the diagnosis of trichotillomania in children and adolescents. Studies 
with larger samples of both types of hair  pullers are necessary to ade- 
quately tes t  the validity of this requirement  in the diagnosis of child- 
hood trichotillomania. 
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The three groups were similar in their demographic measures  and 
in most of their  rat ing scale measures.  The CBCL ratings demon- 
strafed that  the full sample had significantly more internalizing than 
externalizing symptoms. Furthermore,  tha t  difference was statis- 
tically significant within each group. A relative increase in CBCL in- 
ternalizing symptoms was  noted in a previous s tudy of young hair  
pullers. TM The low frequency of externalizing symptoms in the CBCL 
ratings of the hair  pullers in the present s tudy is consistent with 
studies indicating that  trichotillomania is not associated with gener- 
alized problems of impulse control. ~'39 The denial by over half  of the 
subjects of rising tension before hair  pulling also suggests that  this 
disorder may  not be appropriately classified as an impulse control 
disorder. 

The lifetime prevalence of comorbid axis I diagnoses in the hair  
pullers was 64%, a figure in-between the rates found in previous 
studies of childhood trichotillomania. 18,~9 The broad range of associ- 
ated psychopathology in the hair  pullers indicates tha t  trichotillo- 
mania  is heterogeneous in its comorbidity as well as in its severity 
and chronicity. In addition to the preponderance of internalizing 
symptoms in the CBCL ratings, almost half  of the  trichotillomania 
patients had a history of at  least one mood or non-OCD anxiety disor- 
der. The lifetime prevalence of major depression was higher in the 
OCD group than in t h e  other two groups. This is consistent with a 
t rend noted in a s tudy comparing adults with either trichotillomania 
or OCD for an increased rate of major depression in the OCD sub- 
jects. '7 However, the hair  pullers with a history of dysthymia are at  
r isk for future episodes of major depression. 4~ Thus, the difference be- 
tween the three groups in lifetime prevalence of major depression 
may  not be robust  over time. Taken together, the  pat tern of comorbid 
symptoms and categorical diagnoses gives some support  for the con- 
cept of trichotillomania as an internalizing disorder or "affective spec- 
t rum disorder". 11 

About half  of the hair  pullers and a third of the non-OCD anxiety 
disorder subjects had a history of obsessive-compulsive symptoms 
that  failed to meet  diagnostic criteria for OCD. No obsessions or com- 
pulsions were identified in a previous study of childhood trichotillo- 
mania. TM However, other clinical and epidemiological studies have 
diagnosed OCD in some children and adolescents with trichotillo- 
mania. 4'~8 The CBCL Thought Problems scale discriminated between 
the three groups primarily because of the obsession and compulsion 
i tems on tha t  scale. The significant differences between the groups on 
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the CBCL Thought Problems scale and the significant group effect in 
the mult ivariate analysis of the CBCL syndrome scale profile repli- 
cate the findings of King and colleagues. TM One interpretat ion of the 
limited data  on childhood trichotillomania is tha t  a form of the disor- 
der is related to OCD and perhaps to generalized anxiety disorder 
and the chronic tic disorders. 4 Comparative studies with larger sam- 
ples are necessary to clarify the relationship of trichotillomania to 
OCD and other psychiatric disorders. 

Summary 

The s tudy provides further  evidence that  trichotillomania in chil- 
dren and adolescents referred for psychiatric services is usually a 
chronic disorder that  is often associated with other psychiatric disor- 
ders. Hair  pulling was associated with a preponderance of internaliz- 
ing symptoms on the CBCL, as were OCD and the other anxiety dis- 
orders, suggesting that  trichotillomania may  not be appropriately 
classified as an impulse control disorder. Obsessive-compulsive symp- 
toms were reported by subjects with either trichotillomania or a non- 
OCD anxiety disorder. However, the CBCL Thought Problems scale 
differentiated between the three groups. The requirement  of rising 
tension followed by relief or gratification with hair  pulling may be an 
unnecessary restriction in the diagnosis of childhood trichotillomania. 
Fur ther  epidemiological and family studies of trichotillomania are 
necessary to refine the diagnostic criteria for the disorder and to de- 
termine its appropriate classification. 
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