Indian Journal of Medical Case Reports ISSN: 2319-3832(Online)
An Online International Journal Available at http://www.cibtech.org/jcr.htm
2013 Vol.2 (3) July-September, pp.20-22/Chahal et al.

Case Report

TRICHOTILLOMANIAWITH HYPOTHYROIDISM AND MENTAL
RETARDATION: CASE REPORT

*Chahal S.*, Govil N.2, Anuradha® and Govil D.*
'Department of Psychiatry
Department of Medicine, Rajindra Hospital, Patiala, Punjab, India
*Department of Community Medicine, Pt. B. D. Sharma UHS, Rohtak Haryana (India)
“Department of Psychology, Maharishi Dayanand University, Rohtak, Haryana, India
*Author for Correspondence

ABSTRACT

Trichotillomania is a chronic disorder characterized by recurrent non cosmetic hair pulling driven by
increasing sense of tension and resulting in alopecia. It is co morbid with a variety of psychiatric disorders
including OCD, depression, anxiety, eating disorders and personality disorders. The present case is of a
15 year old girl with diagnosed to have trichotillomania with congenital hypothyroidism and mild mental
retardation whose symptoms showed considerable improvement on administering Sertraline 100 mg for 6
weeks along with supportive psychotherapy. Further studies are needed to understand course of this
disorder and considering the best treatment options.
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INTRODUCTION

The word Trichotillomania derived from the Greek thrix (hair), tillein (to pull), and mania (madness)was
first described by the French dermatologist Hallopeaua century ago (Hallopeau,1889). It was recognized
as a distinct disorder by the American Psychiatric Association in 1987 (DSM 111, 1987). Trichotillomania
is recurrent hair pulling driven by an escalating sense of tension which gets relieved after pulling out the
hair and this behaviour results in noticeable hair loss, distress or socio-occupational impairment. Lifetime
prevalence seems to be in the range of 0.6-3.4% in the general population and about 1% in children and it
is more common among girls (Bruce, 2005). It is co morbid with a variety of psychiatric disorders
including OCD, depression, anxiety, eating disorders etc. Studies regarding the pharmacological
treatment in children or adults are scarce, and there is a lack of consensus on drug treatment. In this
article, we report a 15 years-old girl who is diagnosed to have trichotillomania with congenital
hypothyroidism and mild mental retardation and showed remarkable improvement in response to the
treatment with Sertraline 100 mg for 6 weeks and supportive psychotherapy.

CASES

A 15 year old girl, student of 7" Std., presented with her father in the Out Patient Clinic of Department of
Psychiatry after being referred from Dermatology clinic with the complaints of repetitive hair pulling
from scalp for the last 8 months that had resulted in 2 bare patches on her scalp. Her father reported that
family members would often notice her twirling hair. Her mother thoroughly checked her hair for the
presence of lice or dandruff but could not find any evidence for the either. But family members got
concerned when they happened to notice hair loss from the scalp and found few hairs which she was
hiding in her tight fist. On enquiry, she initially complained of only itching and denied any deliberate hair
pulling at that time. Following this her father got her head shaved, but soon there were missing hair from
early regrowth hair also. Soon after this she was taken to dermatology clinic of PGIMS Rohtak, where the
examination and investigation were inconclusive and she was referred to Psychiatry OPD. During detailed
psychiatric evaluation, patient remained quiet in the presence of father but became communicative in his
absence. She told that she would have an escalating sense of tension leading to hair pulling and which
would ultimately terminate into a feeling of gratification on completion of the act. On the contrary she’d
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experience discomfort when prevented from pulling her hair. She’d at times chew the uprooted hair
before throwing them. She’d preferably pull out hair from the side of scalp just above the ears but denied
hair pulling from any other body part. She’d hide the pulled out hair in the soil out of the fear of being
scolded by parents but denied any ingesting of the hair ever. She had the history of neonatal
hypothyroidism diagnosed within 10 days of birth. She was put on Tab. Thyroxin 25 pg that was
discontinued after a period of 2.5 months. Treatment was again resumed after a gap of 5 months when she
started having signs like lethargic appearance and protruding tongue etc. Since then, she had been
compliant along with regular follow up in endocrinology clinic. She was reported to have delayed
developmental milestones, poor academic performance, shyness, low self esteem, few friends, poor social
contacts and avoidance of peer group activities, There was no family history of hair-pulling or any history
suggestive of impulse control disorder or obsessive compulsive disorder. Thegeneral and systemic
physical examination was within normal limits except for two areas of nonscarring alopecia behind the
ears bilaterally. On examination of the alopecia patchhair were observed to be short, irregularly broken
off at different levels. Investigatory work up including complete blood counts, bio-chemistry and
metabolic profile, thyroid function test, VDRL, wood’s light examination and fungal scrapings were
within normal limits. Ultrasound Abdomen did not reveal any evidence of trichobezoar. 1Q testing
revealed mild mental retardation (1Q=52). She was put on tab Sertraline 50 mg, escalated upto 100 mg in
next 2 weeks along with supportive psychotherapy. Patient showed significant improvement within 6
weeks of treatment. This behaviour pattern did not recur on subsequent follow up.

DISCUSSION

Trichotillomania is infrequently seen in psychiatry clinics. It often affects female children and adolescents
(Bruce, 2005). Our case is in accordance with what most of the literature says. Most of the patients with
trichotillomania have the social fear they tend to have feelings of shame, helplessness, isolation,
frustration and embarrassment and are secretive about the condition. These patients’s avoidsocial contacts
even with friends and relatives (Bruce, 2005). Our case fulfills most of these features. Hypothyroidism
could have been offered as one of the possible causes of hair loss in this case as thyroid hormone
influences the activity of hair follicles and in hypothyroidism hair may become dull, brittle, and coarse
with reduced diameter as well as result in areas of hair loss (Comaish, 1985). But in this case patient is
maintaining a euthyroid state for quite long and moreover hair loss is symmetrically confined to behind
ears on both sides and did not involves eyelashes, eyebrows or any other hair bearing area and patient
herself also admitted to hair pulling. The association of trichotillomania with mental retardation has also
been reported in previous studies. The treatment of trichotillomania particularly in children has numerous
limitations because of the disharmony to nonpharmacological approaches and side effects to
pharmacological therapies. In terms of pharmacological therapy, various treatment options such as
antidepressants particularly SSRIs, atypical antipsychotics, opioid antagonists and anticonvulsants show
potentially clinical benefits in treating impulsive features (Adewuya et al., 2008; Pathak et al., 2004).
Fluoxetine has been studied in trichotillomania with mixed results. Studies by Christenson et al., (1991),
Streichenwein and Thornby (1995) and Van Minnen et al., (2003) did not find any significant beneficial
effect of fluoxetine treatment in trichotillomania. Sertraline has been studied for use in a number of
impulse control disorders. Sertraline has been shown to have good outcome in treatment of
trichotillomania in a study by Dougherty et al., (2006). Sertraline in the present case resulted in
remarkable initial improvement in hair pulling symptoms. Finally, this case report calls for further studies
with a wide sample of patients to prove the efficacy of sertraline in the treatment of trichotillomania and
the long-term maintenance of these benefits. Although there are many case reports on effective treatments
for trichotillomania, the data from controlled trials are scarce.
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