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Abstract
	The article below delves into Hair Pulling Disorder (Trichotillomania), a disorder one could have in the name of a habit. Bad habits! The article details what the disorder entails across all reported cases. The arrayed details include the subtypes, causes, effects, signs and symptoms among other demographics. The paper finally proves that all is not lost for such patients through the form of treatment imperative for the condition. 























Hair Pulling Disorder
Introduction
	The hair pulling disorder, also known as trichotillomania or “trich”, is a disorder that results in the compulsive hair pulling. The patient removes hair from the scalp, eyelashes, beard, pubic area and eyebrows amongst other parts of the body and thus cause bald patches. This tendency varies significantly regarding the body location, the severity as well as the response to the treatment. The disorder is characterised by an increasing sense of tension soon after pulling out the hair or when trying to resist the behaviour and later there is satisfaction, pleasure and relief when pulling out the hair. Individuals having this disorder may pull out hair purposefully or sub-consciously. The condition can turn out to be chronic especially if no treatment takes place. This essay focuses on the disorder in general with particular attention to its subtypes or specifiers, signs and symptoms, causes, effects, treatment and other behavioural coping mechanisms.
Subtypes/Specifiers
[bookmark: _GoBack]	Trichotillomania falls into two wide categories according to the physicians namely, ‘focused’ and ‘automatic’. Focused hair pulling is compulsive or rather reminiscent of the compulsions of OCD while automatic hair pulling, on the other hand, has decreased awareness as the name suggests. The former involves the conscious pulling mostly in reaction to an unpleasant sensory, cognitive or emotional state while the latter involves a habitual pulling, which occurs out of the particular patient’s awareness. Of critical significance is that the characteristics for both specifiers are evident in both adults and children with trichotillomania (TTM). These two styles of pulling are separable constructs that have different correlates and thus may emanate from different psychobiological underpinnings seeking various treatment methods. 
Signs and Symptoms
	How exactly would one tell if they are falling in the hands of TTM? Noble & McLaulin (2017) indicate that the signs and symptoms differ from person to person depending on how much hair they pull or where they pull it. Baldness is a common symptom, which is obviously due to the absence of hair from the pulling. Missing eyebrows or eyelashes is yet another symptom obviously because the individual has plucked it out and now all of a sudden, their eyes are bare. Other patients may have thinned hair. Also, there is a preference for specific types of hair rituals, which accompany hair pulling. The individuals bite, chew or eat the pulled-out hair and may also play with pulled out hair or even rub it across their lips or face. Sadly, there may be significant distress at work, social setups and school situations related to pulling out their hair. Pulling hair from pets, dolls and materials such as blankets may sometimes be a sign as well. Research shows that people with trichotillomania possibly pick their skin, chew lips or bite nails.
Causes 
The cause of trichotillomania is unclear, though recent studies indicate that there might be a genetic predisposition. Hair pulling begins during stress times in some cases but the behaviour may be triggered for seemingly no reason. Similar to many other disorders, TTM may as a result of a combined genetic, emotional, hormonal and environmental factors. Certain factors tend to risk chances of having trichotillomania. First, family history relates to genetics, which plays a role in the development of trichotillomania, and the disorder may occur in those who have a close relative with the disorder. Second, age is too is a predominant factor. Trichotillomania develops typically just before or during the early teens, most often between the ages of 10 and 13 years and is often a lifelong problem. Infants also can be prone to hair pulling, also called ‘baby trich’ but this is usually mild and is often very responsive to behavioural therapy. Third, the risk may be higher amongst people who have other disorders, such as depression, anxiety or obsessive-compulsive disorder (OCD). Last but not least is the risk factor of stress, which is quite a common trigger for the disorder.
Effects
	Research studies across the populations show that trichotillomania is a mild problem for some people. The others, on the other hand, suffer from a variety of complications due to the disorder. Some people with trichotillomania report are feeling shame, humiliation, embarrassment, and results in a great deal of emotional distress. They may thus experience low self-esteem, depression, anxiety leading to alcohol or street drug use because of this very condition. The patients may also encounter problems with social and work functioning. Such problems result from embarrassment because of hair loss that may lead them to avoid social activities and job opportunities. These people may wear wigs, style their hair to disguise bald patches or wear false eyelashes. Other people may avoid intimacy for fear that their condition will be discovered. Another complication is skin and hair damage. Constant as is evident in the scarring and other damage, including skin infections due to hair pulling and can permanently affect hair growth. Hairballs are yet another complication and occur in the digestive tract due to eating the hair. Within no time, the hairball can cause weight loss, intestinal obstruction, vomiting, and even death. Other less common complications include repetitive motion injuries to the muscles or joints. The hair pulling also causes great tension and unhealthy dynamics. 
Treatment
	Most behavioural therapists suggest that sufferers’ first step ought to develop a solid understanding of their behaviour to assist in seeking the emotional support that they will need to address it all. This is the point where the health providers can intervene in readiness to consider the psychological interventions, medications and other available therapies often found effective in helping other persons achieve remission. First is the Cognitive Behavioural Therapy (CBT), which is a therapeutic approach that focuses on a person’s thoughts, behaviours and feelings to acquire an improved control over the behaviour. The treatment is further tailored to a person’s needs since there is no protocol, which works for all cases.
	The Food and Drug Administration (FDA) has not approved the medication for TTM so far. However, some medicines help in reducing the symptoms in some patients. The medications may be of use mostly in treating co-existing problems with the likes of depression or anxiety (Mansueto, 2013). Of most and a holistic importance would be education and support to people suffering from trichotillomania. This means benefits the individual and their loved ones through the provision of social support and motivation in a support group. Such groups are useful to the people affected by the disorder, their families, educators, physicians, cosmetologists and psychotherapists who often help in noticing the problem.
Other Behavioural Coping Mechanisms
	According to Ruth (2014), the Comprehensive Behavioural (COMB) model is a functional model that serves as a form of treatment. The model comprises of five core components. At the top of the list are education, assessment and technical analysis. The goals here include but are not limited to educating, destigmatising, instilling hope, setting realistic goals and addressing the motivation for treatment. Second, there is need to identify and target modalities. The client can understand specific functional domain such as motor, cognitive, sensory and affective aspects of themselves through self-monitoring sessions and questionnaires.
The third component is identifying and selecting relevant strategies. With a clear understanding of the previously mentioned domains, intervention becomes a necessity. For instance, the affective domain may employ strategies such as improving coping skills or managing stress through self-care, relaxation training and deep breathing among others. Ruth later suggests that evaluation and modification are quite essential so as maintain only the practical strategies, add new ones and delete the useless ones. The last and fifth component is maintenance and relapse prevention. Here, the client can define lapse and relapse and thus can identify potential stressors for the future. The ultimate goal is being able to plan managing pulling of hair during any future stressful events. 







 





Conclusion
	Conclusively, Hair Pulling Disorder also termed as Trichotillomania, eventuates from the habit of pulling hair just as the name suggests. The individual pulls hair from various parts of their bodies. The dynamics of the disorder vary from one person to another about the subtypes, signs and symptoms, causes and thus the treatment too. In the end, however, the focus is to help the patient overcome. As with many complex disorders, therapy is ideal and requires cooperation with the sufferer. It is therefore essential to note that in as much as there is no medication for the disorder, therapy helps aligns behaviour accordingly.
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