
215

Pulling of Hair While Sleeping: a Pediatric Case

Uykuda Saç Koparma: Bir Pediyatrik Olgu
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The term trichotillomania is a combination of the Greek 
words thrix (hair), tillein (pulling) and mania (mad-
ness). It was first defined by Hallopeau in 1889 as ‘an 
irresistible urge to pull one’s hair, eyebrows, eyelashes, 
pubic hair or facial hair.[1-3] In DSM-IV, it is classified 
under the category of Impulse Control Disorders Not 
Otherwise Specified, while in ICD-10, it is classified 
under Habit and Impulse Disorders in the group of 
Behavioral Syndromes Associated With Psychological 

Disturbances and Physical Factors.[4,5] Trichotillomania 
is a psychopathology with multidimensional etiology. 
Any stress factor, like the divorce of parents, birth of a 
sibling, sibling rivalry or moving into a new house may 
trigger the onset of this disorder. Psychodynamically, 
it is explained that trichotillomania is seen in children 
who could not complete the separation-individuation 
process or who experience emotional deprivation. 
Trichotillomania might be comorbid with depression, 

Kişinin kendi kılını karşı konulamaz bir şekilde 
çekip koparması olarak tanımlanan trikotiloma-
ni, DSM-IV-TR’da Başka Türlü Adlandırılamayan 
Dürtü Kontrol Bozuklukları başlığı altında sınıflan-
dırılmaktadır. Bu davranış, artmış öfke ve kaygı gibi 
duygular nedeni ile ortaya çıkan gerilimi ortadan 
kaldırmak için yapılmaktadır. Olgumuz, tüm gece 
boyunca uyurken saçını koparma ve altını ıslatma 
bulguları gösteren 11 yaşında erkek çocuğuydu. 
Ayırıcı tanı için olgumuza tüm gece süresince uyku 
sırasında polisomnografi uygulanarak, epileptik 
deşarjların ayırt edilmesi amaçlandı. Sonuçlar nor-
mal sınırlarda bulundu. Trikotilomani ön tanısı tar-
tışıldı. Trikotilomaninin parasomni tanısı adı altında 
değerlendirilmesinin daha uygun olacağı sonucuna 
varıldı.
Anahtar sözcükler: Trikotilomani; uyku; parasomni; poli-
somnografi; çocuk.

Trichotillomania, defined as an irresistible urge to 
pull and pluck one’s own hair, is categorized as 
an impulse control disorder not otherwise speci-
fied in DSM-IV-TR. This behavior is performed 
in response to a number of emotions such as 
increasing temper or anxiety and gives resultant 
tension relief. Our case is an 11-year-old boy who 
showed signs of pulling his hair overnight and bed-
wetting when he was sleeping. Polysomnography 
was performed on him overnight during sleep to 
differentiate epileptic discharge, for a differential 
diagnosis. The results were within normal limits. 
The initial diagnosis of trichotillomania was dis-
cussed and we concluded that it would be more 
appropriate to evaluate the case under the diagno-
sis of parasomnia.
Key words: Trichotillomania; sleep; parasomnia; poly-
somnography; child.
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anxiety disorders, obsessive compulsive disorder 
and disruptive behavior disorders.[6,7] The prevalence 
of TTM is probably underestimated because of the 
secretiveness that is a characteristic of the disorder. 
However, it is suggested to be <1% among children and 
adolescents.[6] Trichotillomania is more frequent in two 
age groups, namely early childhood and early adoles-
cence.[8] In studies with children there was no gender 
difference in terms of frequency.[6,9] 

According to the DSM-IV-TR criteria, trichotil-
lomania is defined as an increasing sense of tension, 
from which pleasure and relief are found from pulling 
the hair. However, most of the cases do not meet these 
criteria.[8,10] Children, especially, might deny the tension 
and pleasure phenomena. Epidemiological studies also 
support this statement.[6,9] A person should be awake to 
meet trichotillomania diagnostic criteria. Because the 
pulling of hair while sleeping does not meet this crite-
rion, it is our aim to discuss our case presented in this 
paper in terms of diagnostic evaluation. 

CASE REPORT
Our case was an 11-year-old boy who is the first of two 
children. He had a seven-year-old brother. He was in the 
fifth grade. He applied with his mother to the outpatient 
clinic of Child and Adolescent Psychiatry Department.

According to his mother’s report, he had been pull-
ing/plucking his hair on the right frontal part of his 
head for one year and he had been bed-wetting since 
infancy. When asked, he reported that he did not know 
he had been pulling his hair, and that he did not have 
any such behavior when he was awake. It was notice-
able that he was pulling his hair on the right frontal part 
of his head; a bald spot was observed on his head. The 
mother reported that at first she coincidentally observed 
his pulling behavior and then she started to check him 
all the time, seeing that he pulls his hair every night. He 
rarely woke himself to urinate; he was generally in a 
deep state of sleep and for this reason he could not wake 
up during the night so he wet his bed.

He had a nuclear family composed of mother, father 
and two children. After the marriage, the mother got 
pregnant willingly. Her pregnancy was normal. The baby 
was full-term and a vaginal labor was conducted. He had 
no history of postnatal trauma or illness. He was breast-
fed for the first eight months. He started to sit for the first 
time when he was eight months old and to walk when 
he was 12 months old. He started to talk when he was 18 
months old. He had his toilet training in the 24th month 
when he started to pronounce defecation. However, he 
did not have his toilet training for urination. He devel-
oped measles and varicella during his childhood. He did 
not have any history of febrile or nonfebrile convulsions.

The mother was a 30-year-old housewife. She gradu-
ated from primary school. According to her report, she 

did not have any problems in her relationship with our 
case. She was responsive towards her children. She did 
not have any medical problems.

The father was a 35-year-old farmer. He graduated 
from primary school. He was reported to be a responsive 
father. He did not have any medical problems. 

It was reported that the parents did not have any 
marital discord.

In his psychiatric examination, the case looked his 
stated age with plain and clean clothes. He looked calm. 
He had eye contact during conversation, responded to 
questions appropriately, and talked spontaneously if 
necessary. He was attentive to his surroundings. His 
mood was assessed to be euthymic. His time and place 
orientation was normal. His attention and memory 
examination was normal. No thought or perception dis-
turbances were identified. When asked, it was learnt that 
he was successful at school and that his relationships 
with peers were good. The psychometric evaluation 
revealed that his IQ was in the normal range.

A computerized polygraphic sleep examination 
was conducted on our case in a sleep laboratory. In 
this examination, by using 10-20 System of Electrode 
Placement, a 16-channel electroencephalography (Fp1-
F7, F7-T3, T3-T5, T5-O1, Fp1-F3, F3-C3, C3-P3, P3-O1 
on the left side, and Fp2-F4, F4-C4, C4-P4, P4-O2, 
Fp2-F8, F8-T4, T4-T6, T6-O2 on the right side) was 
performed simultaneously with standard polysomnog-
raphy. Polysomnography included recordings from two 
central EEG channels (C3-A2 and C4-A1), two electrooc-
ulography (left and right EOG), chin electromyography 
(EMG) for sleep staging, and nasal cannula, thoracic and 
abdominal movements by strain gauges, snoring, arterial 
oxygen saturation by pulse oximeter, body position, leg 
movements. Sleep staging was performed by 30 second 
epochs according to the standard criteria.[11] This type of 
recording montage was preferred in order to demonstrate 
possible epileptiform discharges or other paroxysmal 
events during sleep. We failed to find any evidence for 
epileptiform discharges during hair-plucking episodes. 
It was observed that hair pulling occurred during super-
ficial NREM period. Imipramine 50 mg was prescribed 
and behavioral techniques were applied over a period of 
eight weeks for his primary enuresis nocturna treatment. 
It was treated in two months. There was a decrease in 
hair pulling during sleep. It is suggested that Imipramin 
changes the quality of sleep and decrease anxiety. 

DISCUSSION
This is the first report of a boy pulling and plucking 
his hair while he is asleep. Because, in DSM-IV-TR, 
trichotillomania is considered to be an impulse control 
disorder while awake, pulling hair during sleep can be 
categorized as a rhythmic movement disorder in sleep. 
Rhythmic movement disorder that occurs during sleep 
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is categorized under parasomnia. It usually occurs in 
the NREM period of sleep. These movements can lead 
to soft tissue damage, albeit rarely.[12] It was found to be 
associated with depression in the mother and low fam-
ily socio-economic status. Sleep-related rhythmic-move-
ment disorder, like body-rocking is usually considered 
a pleasant self-soothing behavior associated with sleep 
onset, but it has been suggested that it reflects an unbal-
anced mother-child relationship.[13] Psychodynamically, 
it is suggested that emotional deprivation in a child’s 
relationship with his/her mother in the early years, plays 
a role in the occurrence of trichotillomania and that there 
is an intense conflict between mother and child.[14] It is 
interesting that conflict is present in the mother-child 
relationship and that behavior relieves the person in both 
disorders. Stereotypical paroxysmal events (hair-pulling 
in this case) during sleep may be manifestations of noc-
turnal seizures.[12] Therefore, a formal polysomnographic 
study with a full seizure montage is indicated in these 
cases with atypical histories. This time, approximately 
eight-hour recordings showed electrical activity of the 
brain within physiologic limits. Parasomnias are defined 
as undesirable behavioral or experiential phenomena 
that occur predominantly during sleep.[15] Parasomnias 
usually occur in the first third of the sleep cycle and 
are common in childhood. A common classification is 
made according to the sleep state of origin: rapid eye 
movement sleep parasomnias and non-rapid eye move-
ment parasomnias. Hair pulling occurred during NREM 
sleep in our patient, but we failed to find trichotilloma-
nia as any kind of sleep disorder in the International 
Classification of Sleep Disorders Manual which classifies 
all sleep disorders (ICSD-2). Our case was not reported to 
have any stress factors in his life. He does not have any 
comorbid disorders, except primary enuresis nocturna. 
All clinical studies, except one, report that cases have 
trichotillomania while they are awake. In the report of 
an adult case, similar to our case, trichotillomania was 
found to occur during NREM period of sleep.[16]

During sleep, children and adolescents might experi-
ence extraordinary behaviors, like confusional arousal 
state, sleepwalking, night terror, nightmare, enuresis, 
and bruxism and these are grouped under sleep disor-
ders called parasomnias. During childhood, parasom-
nias are observed usually during the NREM period of 
sleep.[12,17] The pulling of hair while asleep and primary 
enuresis nocturna complaints of our case were assessed 
as parasomnias.
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