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Trichotillomania (Hair-Pulling) in a 4.5-Year-Old Girl

Ali Fathi Nejad,1 Elham Ranjbar,1 Hakimeh Fathi Nejad,2 Rezvan Sadr Mohammadi,3 Zahra 
Rajabi,1 Seyed-Ali Mostafavi,4 Pouria Yazdian,5 and Reza Bidaki6,*

1School of Medicine, Rafsanjan University of Medical Sciences, Rafsanjan, IR Iran2School of Medicine, Kerman University of Medical Sciences, Kerman, IR Iran3Department of Clinical Psychology, Kar Higher Education Institute of Rafsanjan, Rafsanjan, IR Iran4Psychiatry Research Center, Roozbeh Hospital, Tehran University of Medical Sciences, Tehran, IR Iran5Student Research Committee, School of Medicine, Shahid Sadoughi University of Medical Sciences, Yazd, IR Iran6Research Center of Addiction and Behavioral Sciences, Shahid Sadoughi University of Medical Sciences, Yazd, IR Iran
*Corresponding author: Reza Bidaki, Research Center of Addiction and Behavioral Sciences, Shahid Sadoughi University of Medical Sciences, Yazd, IR Iran. Tel: +98-3532632005, 
Fax: +98-3532633555, E-mail: Reza_bidaki@yahoo.com

 Received 2015 July 8; Revised 2015 October 19; Accepted 2015 November 12.

Abstract
Introduction: Trichotillomania (TTM) is a type of chronicimpulse control disorder characterized by the recurrent pulling of hair, which 
can cause pleasure, relief of pressure and can be associated with infections or skin diseases in the hair pulling areas.
Case Presentation: A 4.5-year-old girl without any psychiatric disorders in the family. She was cared for by her mother, and the child had a 
history of separation anxiety. After detection of trichotillomania, her head was shaved by her parents in order to avoid pulling of the hair, 
but triggered additional psychiatric problems and isolation. Trichotillomania usually can be seen in children aged 10 to 13 years but in this 
case occurred at the young age of 4.5 years.
Conclusions: Trichotillomania may also be seen in preschool-aged children and may be associated with separation anxiety disorder. 
Improper and late treatment can be associated with a worsening of the disorder.
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1. Introduction
Trichotillomania (TTM) is a type of chronic impulse con-

trol disorder, characterized by the recurrent pulling of 
hair that appears on a person,s head (1). This process can 
cause pleasure and relief of pressure in the patient (2), al-
though, it may be associated with skin disease, infection 
and injury at the site of the hair pulling (3). The cause is un-
known, but there are a few suggestions that there is a ge-
netic source, because trichotillomania may be more likely 
in children of families with a previous history of trichotil-
lomania and in twins (4). The prevalence of hair-pulling 
in childhood period and adolescents is below 1% (5). Some 
patients eat the hair after pulling, which can cause masses, 
called trichobezoar (6, 7). The procedures for treatment of 
trichotillomania are different in children and adults and 
include psychotherapy and pharmacotherapy (8).

2. Case Presentation
The case is a 4.5-year-old girl who was referred to a 

psychiatrist because of obsession and compulsion to 
tweeze. The child was belong to a family from a middle 
socioeconomic class. There was a history of psychiatric 
disorder in the parents, but her mother separated from 

her hausband because of her father was dependent to 
crystal. Her mother was anxious with obsessive-com-
pulsive traits. There was a history of separation anxiety 
disorder about her. The patient was taken to the nursery 
at age four, when for the first time she encountered sep-
aration anxiety and obsessive hair pulling. Her mother 
shaved her hair as a first line treatment. Once again, the 
child was taken into the nursery, but was ridiculed by 
her peers about whether she was a boy or a girl. Then, 
the child generally refrained from going to kindergar-
ten, was isolated, a loner and refused to eat. The child 
did not tend to play with the other children. When her 
short hair grew again she began hair pulling more vig-
orously. The child had noted that if I dont it, Im offend 
and when I do it therefore, I will be better, and her peers 
thought her hair was more important to her. Behavioral 
therapy was provided for her including mindfulness 
training, awarding of prizes, positive encouragement 
and attempts by the parents to create a low stress, calm 
and supportive home environment. The patient showed 
significant improvement with this treatment and grad-
ually was able to go to kindergarten.
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3. Discussion
Psychiatric disorders in children, and their diagnosis 

and treatment, are always challenging. Especially when 
there are multiple comorbid disorders, treatment and 
how to deal with the disorder are faced with challenges. 
Separation anxiety normally occurs between the ages 
of 18 months and 3 years, with the peak age at 12 to 24 
months and gradual reduction after 24 months. The child 
in this case had stress and anxiety, and felt forced to pull 
hair, because when she did this she felt relaxed. The sense 
of relief was temporary and later replaced by shame, fear 
and discomfort. Tweezing led to some parts of the head 
being bald, which created unpleasant appearance. The 
child performed the behavior secretly, not in front of oth-
ers, and separation anxiety could have intensified it.

A study of 133 patients aged 10-17 years old with compul-
sive hair pulling found that in many cases anxiety and 
depression, as well as school problems, were more preva-
lent, and also that comorbidities have importance (9).

Trichotillomania in childhood is rare and is seen in girls 
more than boys and can be associated with an emotional 
deprivation in relation to the mother (10). Trichotilloma-
nia is usually seen in children aged 10 - 13 years, but in this 
case occurred at the age of 4.5 years, which required timely 
supportive measures by the parents (11). These measures 
are very important, particularly for children at an early age, 
to prevent consequences. Especially, this is of high prior-
ity when the child is sent to kindergarten, and hence, faces 
separation anxiety (12). The separation anxiety could lead to 
obsessive-compulsive disorder. These disorders can occur 
simultaneously. The hair shaving treatment done by the 
parent not only did not improve the disorder, but the child 
was isolated and a loner because of peer ridicule and an 
unpleasant appearance, which increased the severity of the 
disease and hair pulling after the hair re-growth. The full-
head shaving made those around her say she was a boy (4). 
This caused the issue of gender conflict and was extremely 
upsetting to her (13). Families should be educated about 
proper treatments and not using unscientific and incorrect 
therapies that are recommended to them. In this case, using 
an unusual treatment exacerbated the patient’s problems.

Most people with trichotillomania are referred to der-
matologists and treated for a long period of time, but 
because the origin of the problem is not a skin problem, 
no improvement in their condition is seen (14). In fact, 
the first line treatment of this disorder is psychotherapy 
and pharmacotherapy, followed by skin treatment. This 
means the patient should be referred to a psychologist 
and/or psychiatrist first, and then a dermatologist can 
help to improve hair re-growth (15).

Trichotillomania can be seen at the preschool age and 
is associated with separation anxiety disorder. Improper 
and delayed treatments can be associated with a worsen-
ing of the disorder.
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