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Tricoses compulsivas”
Compulsive trichoses®

José Marcos Pereira

Resumo: Por sua importancia estética, os cabelos freqlientemente séo alvo de interferéncias sociais,
como é o caso de penteados e tinturas bizarras, e por vezes de auto-agresses. Os atos auto-agressivos
mais freqlientes sdo: tricotilomania, tricotemnomania, tricofagia, tricoteiromania, pseudoalopecia da
cocadura, tricocriptomania, tricorrexomania e plica neuropdtica. Neste artigo o autor discute detal-
hadamente as caracteristicas clinicas e propedéuticas de cada doenca, dando énfase aos aspectos

psiquiatricos dos pacientes.
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Abstract: Due to its aesthetic importance, our hair is often a target of social manifestations, as in the
case of bizarre hairstyling and hair dyes and sometimes even self-aggression. The most frequent acts
of self-aggression are: trichotillomania, trichotemnomania, trichophagy, trichoteiromania, scratch -
ing-pseudoalopecia, trichocryptomania, trichorrexomania and neuropathic plica. In this article, the
author discusses in detail the clinical characteristics and propedeutics of each disease, with empha -

sis on the psychiatric aspect of the patients.
Key-words: alopecia; hair; trichotillomania

INTRODUCAO

Em todas as culturas e em todas as épocas os cabe-
los sdo venerados. Muitos trabalhos tém mostrado os
danos psicossociais que uma pessoa sofre ao perder os
cabelos. Um estudo curioso foi feito por Maffei e cols.,*
que compararam 0 comportamento emocional de
pacientes com alopecia androgenética com o da popu-
lagdo com cabelos e constataram que na amostra com
cabelos, 10,3% tinham algum distdrbio psiquiéatrico, tais
como paranOia, comportamento anti-social, obsesséo,
agressividade, sadismo, depressdo, e outros mais. Em
pacientes com alopecia androgenética, esses indices
chegaram a 76,3%.

O cabelo, sem divida alguma, é o ornamento mais
relevante para o ser humano. E Gbvio que, por sua
importancia estética, passa a ser alvo facil para manifes-
tacOes culturais, tais como cortes, penteados e coloragdes
bizarras, dreadlocks, black power, etc., e, ndo raro, com-
portamentos auto-agressivos, as chamadas tricoses com-
pulsivas. A tricose compulsiva mais conhecida na derma-
tologia é a tricotilomania, porém outras menos citadas
devem ser lembradas, como tricotemnomania, tricofagia,
tricoteiromania, pseudoalopecia da cocadura, tricocripto-
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INTRODUCTION

In all cultures and throughout all the ages the hair
has been highly regarded. Many works have described the
psychological and social trauma that a person suffers upon
losing his/her hair. An interesting study was done by Maffei
and cols., that compared the emotional behavior of patients
with androgenic alopecia with that of the population with
normal hair. They reported that in the sampling with normal
hair, 10.3% had some psychiatric disturbance, such as para -
noia, antisocial behavior, obsession, aggressiveness, sadism,
and depression, among others. In patients with androgenic
alopecia, the level of disturbance reached 76.3%.

The hair, without any doubt, is the most significant
ornament for the human being. It is clear that, due to its
aesthetic importance, hair becomes the most obvious means
of cultural expression, such as with haircuts, hair styles and
bizarre colorations, such as for example, dreadlocks and
black power, etc. The hair is also the target for self-aggres -
sive behaviors, or the so-called compulsive trichoses. The
best known compulsive trichosis in dermatology is trichotil -
lomania, however there are others less well known that
should be kept in mind, such as trichotemnomania, tri -
chophagy, trichoteiromania, scratching- pseudoalopecia,
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mania, tricorrexomania e plica neuropatica, cada uma com
caracteristicas proprias.

Tricotilomania

E o0 ato compulsivo de extrair os cabelos, embora
pélos de qualquer regido do corpo também possam estar
envolvidos no processo. A abordagem de um paciente com
tricotilomania requer cautela e deve ser feita sob 0s pontos
de vista psiquiatrico e dermatoldgico.

1. Aspectos psiquiatricos

Ato compulsivo é distlrbio psicopatoldgico caracter-
izado por impulso repetitivo e incontrolavel para realizar
uma determinada a¢do.? As caracteristicas clinicas de um ato
compulsivo seriam: falha na tentativa de resistir ao impulso;
tentacdo para atos perigosos para Si mesmo ou outros;
aumento na tenséo ou excitacdo imediatamente antes do ato;
gratificacdo ou prazer logo ap6s o ato. Dos mais variados
impulsos, quatro sdo os mais freqlientes, a saber: jogo com-
pulsivo (por exemplo, cassino), cleptomania, tricotilomania
e compra compulsiva? Estudos psiquiatricos tém criado
critérios para o diagnostico da tricotilomania. Segundo o
Diagnostic and Statistical Manual of Mental Disorders
(DSM-1V),?* a tricotilomania seria uma desordem compulsi-
va e requer os seguintes critérios para diagndstico: 1) tragdo
recorrente sobre os cabelos, ocasionando uma alopecia per-
ceptivel; 2) aumento no senso de tensdo imediatamente
antes do ato de tragdo dos cabelos ou ao tentar resistir ao
impulso; 3) prazer, gratificacéo ou alivio quando o cabelo é
tracionado e conseqiientemente extraido; 4) a doenca néo ¢é
explicada apenas pela existéncia de doenca mental.
Obviamente, esses critérios da DSM-1V, exceto o primeiro,
sdo avaliagOes psiquidtricas, que ndo levam a um diagnosti-
co definitivo Quanto ao primeiro item, dermatologicamente
€ muito vago, uma vez que a tricotilomania apresenta exu-
berancia clinica muito grande, que pode enganar o derma-
tologista mais experiente; além disso, quando a tricotiloma-
nia assume uma forma mais ou menos difusa, a rarefacéo s
é percebida ap6s perda de 30% dos cabelos.?

Quando a tricotilomania ocorre apés a adolescéncia
é mais provavel que exista uma psicopatia ou desordem que
cause ansiedade.® Mulheres sdo muito mais acometidas do
gue homens. Curiosamente muitas vezes 0s pacientes ndo
Se preocupam com a aparéncia por vezes grosseira de seus
cabelos (la belle indifférence), o que se constitui em forte
indicio para diagnodstico. Muitos deles admitem que real-
mente extraem os cabelos, porém a maioria nega terminan-
temente qualquer manipulacdo dos cabelos, dificultando
uma abordagem terapéutica.* A tricotilomania no adulto é
mais grave do que na crianga, em guem, muitas vezes, 0o
quadro se resolve espontaneamente com o passar dos anos.®

Alguns autores calculam que s6 nos EUA dois a oito
milhdes de pessoas podem ter tricotilomania, sendo 90%
mulheres, devendo seus aspectos psicossociais ser devida-
mente analisados.®
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trichocryptomania, trichorrexomania and neuropathic
plica, each of these with its own characteristics.

Trichotillomania

Trichotillomania is the compulsive action of pulling
out the hair, and may involve hair of any area of the body.
In attending a patient with trichotillomania, great caution is
required, since this should be done considering the psychi -
atric as well as the dermatological point of view.

1. Psychiatric aspects

Compulsive action is a psychopathic disturbance char -
acterized by a repetitive and uncontrollable impulse to do a
particular act? The clinical characteristics of a compulsive
action may be defined as: a failure in the attempt to resist the
impulse; a temptation to inflict dangerous acts against oneself
or others; an increase in tension or excitement immediately
before the action; and a gratification or pleasure soon after the
action. Of the wide variety of impulses, four are the most fre -
quent: compulsive gambling (for instance in a casino), klepto -
mania, trichotillomania and compulsive shopping.? Psychiatric
studies have created criteria for the diagnosis of trichotilloma -
nia. According to the Diagnostic and Statistical Manual of
Mental Disorders (DSM-1V),?* trichotillomania should be con -
sidered a compulsive disorder and requires the following crite -
ria for diagnosis: 1) recurrent traction of the hair, causing a
perceptible alopecia; 2) an increase of a sense of tension imme -
diately before the action of hair pulling or when trying to resist
the impulse; 3) pleasure, gratification or relief when the hair is
pulled and consequently extracted; and 4) mental illness should
not be considered the only explanation for the existence of this
disease. Obviously, these criteria of the DSM-1V, except for the
first, are psychiatric evaluations that do not lead to a definitive
diagnosis. As for the first item, it is quite vague dermatologi -
cally, since trichotillomania when presented in the clinic is only
one of a very wide range of clinical possibilities, thus even the
most experienced dermatologist may be deceived. Besides this,
when the trichotillomania assumes a form more or less diffuse,
the rarefaction is only noticeable after a loss of 30% of the hair.?

When the trichotillomania occurs after adolescence
it is more probable that there exists a psychopathic disorder
that causes anxiety.> Women are much more affected than
men. Surprisingly, many times these patients do not worry
about the sometimes unkempt appearance of their hair (la
belle indifférence). This constitutes a strong indication for
the diagnosis of this condition. Many patients openly admit
that they pull their hair, however most categorically deny
any manipulation of their hair, thus hindering a therapeutic
approach.” Trichotillomania in adults is more serious than
in children, amongst whom, the situation often resolves
spontaneously with the passing of time.®

Some authors estimate that in the USA alone two to
eight million persons may have trichotillomania, of these
90% are women who should have their psychosocial
aspects properly analysed.®
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Enos e col.” criaram guias para diagndstico, medida
da intensidade e conduta na tricotilomania.

2. Aspectos dermatoldgicos

A tricotilomania pode ocorrer em qualquer area pilosa
do corpo, como barba, cilios, pélos pubicos, etc., porém, neste
artigo enfoca-se apenas a tricotilomania no couro cabeludo.

A tricotilomania prevalece em 0,6% dos estudantes.
Tem sido mostrada incidéncia de 3,4% em mulheres e 1,5%
em homens. Muitas vezes a tricotilomania passa desperce-
bida. Em geral 40% dos casos ndo sdo diagnosticados, e
58% dos pacientes ndo sdo tratados.?

Estudos em populagbes fechadas mostram que,
quando a tricotilomania é pesquisada ativamente, ou seja,
sem que haja queixa ou procura do médico pelo paciente,
sua incidéncia € muito grande.®

Do ponto de vista dermatolégico, a tricotilomania é
muito rica em sinais propedéuticos. O quadro é eventual-
mente precipitado ou agravado por uma patologia no couro
cabeludo, como eczema, neurodermite, dermatofitose ou
até mesmo alopecia areata. Pode ser acompanhado de tri-
cofagia,” e por vezes os cabelos sdo encontrados dentro da
boca do paciente ou acumulados no estbmago ou intestino,
formando o cléssico tricobezoar.

Geralmente a agressdo aos cabelos ocorre quando o
paciente esta assistindo a televisdo, estudando, falando ao
telefone, etc., e é intensificada quando associada a uma situ-
acdo estressante, como por exemplo preparagdo para uma
prova. Nem sempre a extracdo do pélo € imediata. Muitas
vezes 0 paciente fica durante horas torcendo os cabelos
entre os dedos ou manipulando de uma forma qualquer,
para depois extrai-los, o que, ocasionalmente, pode ser feito
com pinga.** A extragdo dos cabelos anagenos é mais difi-
cil e dolorosa, motivo pelo qual os cabelos telégenos sdo
primeiramente arrancados.* A tricotilomania pode alternar
periodos de exacerbacdo e de acalmia.?

Anamnese

Dificilmente o paciente, adulto ou crianca, quer
consultar o médico por apresentar tricotilomania. Em
geral, apesar da aparéncia bizarra de seus cabelos, ele ndo
da importancia. Na maioria dos casos o paciente vai ao
consultério com acompanhante, que € quem tem o0 maior
interesse pela doenga. Normalmente o paciente ja passou
por outros médicos e, assim como o acompanhante, ndo
aceita e ndo admite a hipotese de uma tricotilomania.
Apesar de toda cautela para abordar o assunto, grande
parte dos pacientes ndo mais retorna apds confirmagéo do
diagndstico.

Clinica

E extremamente variavel a clinica da tricotilomania,
que, em geral, acomete maltiplas areas nas regides tem-
poroparietais, sendo a lesdo raramente Unica. N&o existe um
padrdo de alopecia. O quadro pode ser exuberante e bizarro
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Enos and col.” created guides for diagnosis, for meas -
urement of intensity and for the management of trichotillomania.

2.Dermatological aspects

Trichotillomania may occur in any pilose area of the
body, such as the beard, eyelashes, pubic hair, etc.,® howev -
er this article focuses only on trichotillomania of the scalp.

Trichotillomania has a prevalence of 0.6% among
students, with a reported incidence of 3.4% in women and
1.5% in men. Many times trichotillomania passes unno -
ticed. In general, 40% of these cases are not diagnosed, and
58% of the patients are not treated.?

Studies in closed populations show that, when tri -
chotillomania is actively investigated, or that is, going
beyond counting specific complaints or of patients seeking
medical help, its incidence is found to be much greater.®

From the dermatological point of view, trichotillo -
mania is very rich in propedeutical signs. The situation is
occasionally triggered or worsened by a pathology in the
scalp, such as eczema, neurodermatitis, dermatophytosis or
even alopecia areata. It may be followed by trichophagy,*
and at times hair may be found inside the patient's mouth or
accumulated in the stomach or intestine, forming the clas -
sic trichobezoar.

Usually aggression to the hair occurs when the
patient is watching television, studying, talking on the
phone, etc., and is intensified when associated with a stress -
ful situation, for example when preparing for an examina -
tion. The extraction of the hair is not always immediate.
Often the patient spends hours in twisting the hairs with the
fingers or manipulating them in some way and only later
actually extracting them. This is occasionally done with
tweezers.*" The extraction of anagenous hairs is more dif -
ficult and painful, for this reason telogenous hairs are usu -
ally pulled out first.** Trichotillomania may have alternat -
ing periods of exacerbation and relative calm.?

Anamnesis

Apatient with trichotillomania, adult or child, rarely
wants to consult a physician. Generally, it is not considered
important in spite of the often bizarre appearance of the
hair. In most cases the patient goes to the clinic with a com -
panion who has taken a greater interest in the disease.
Usually the patient has already been seen by other doctors
and consequently neither the patient nor the companion
want to accept or admit the hypothesis of a trichotillomania.
In spite of great tact on the part of the physician in
approaching the subject, the great majority of patients never
return after confirmation of the diagnosis.

Clinical examination

The clinical presentation of trichotillomania is
extremely variable, in that in general, it may involve any of
several areas in the temporoparietal region, a single lesion
is rare. A standard pattern for alopecia does not exist. The
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ou até ser tdo discreto, a ponto de passar despercebido.
Dificilmente existe uma &rea com franca alopecia, ou seja,
com auséncia total de cabelos. Na maioria das vezes existe
sua rarefacdo e observam-se muitos cabelos partidos e outros
tantos rebrotando. Algumas vezes, pela manipulagdo con-
stante, os cabelos ficam encaracolados irregularmente, assu-
mindo a aparéncia da sindrome dos cabelos encaracolados,
kinking sindrome, ou mesmo sindrome dos cabelos impen-
tedveis. Outras, podemos encontrar escoriagdes ou pequenos
ferimentos no couro cabeludo e, eventualmente, até uma
placa de neurodermite localizada na regido alopécica.

Dermatoscopia

Na area afetada existem cabelos de vérios tipos:
observam-se fios terminais normais; alguns em flamula,
mostrando que séo cabelos "nascendo”; muitos de varios
tamanhos e com extremidade em pincel, caracterizando um
rompimento; e alguns "encaracolados”. Muitos 0stios estdo
vazios, e alguns com impregnac@es enegrecidas, que sdo
restos de hastes (tricomalacia). O tradicional cabelo em
ponto de exclamagdo ndo é patognomonico da alopecia
areata. Na tricotilomania também podemos encontrar cabe-
los muito parecidos com os peladicos. Na alopecia areata o
cabelo em ponto de exclamagdo, tem a extremidade distal
em pincel, como no cabelo quebrado na tricorrexis nodosa.
Jé na tricotilomania a extremidade distal é cortada a pique,
ou seja, é lisa e arredondada.*

Também pela dermatoscopia é comum serem obser-
vados tricoptilose, pili torti e tricorrexis nodosa.

Teste da tracdo suave

Como sua maioria est na fase anagena, os cabelos
néo se desprendem com esse teste, que se demonstra, por-
tanto, negativo; porém, como existe lesdo da haste, pode
haver quebra do fio, e os cabelos que se soltam, na verdade
sdo pedagos da haste, levando a um resultado falso positi-
vo.® Nesses casos € fundamental a microscopia Optica
comum para analisar as extremidades dos fios assim obtidos.

Teste do puxao®

Feito por tragdo intensa sobre os cabelos, é teste Util,
pois, estando os fios em geral quebradicos, a obtencdo de
fragmentos mostra a fragilidade dos cabelos.

Teste do atrito

Consiste em atritar com o dedo indicador um chu-
maco de cabelos colocado no centro da palma da outra
mao.® Pelas constantes lesdes da haste, ao se realizar o teste
do atrito, observam-se pedagos de cabelos na palma, carac-
terizando lesdo na haste.

Tricograma

O tricograma na tricotilomania pode ser bastante
caracteristico.®* Como os cabelos telogenos sdo primeira-
mente extraidos por ter menos adesdo ao foliculo e sua
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picture may be radical and bizarre or even so discreet as to

the point of passing unnoticed. Rarely will an area be

observed with complete alopecia, that is, with total absence
of hair. Usually there is a thinning with many broken hairs

and many others growing again. Sometimes, because of the

constant manipulation, the hairs are curled irregularly,

assuming the appearance of the kinking syndrome, or even

the syndrome of unmanageable hair. In some cases excori -
ations or small wounds may be found in the scalp.
Eventually these may even form a plaque of neurodermati

tis localized in the area of alopecia.

Dermatoscopy

In the affected area, hairs of several types may be
observed: shafts with normal ends; some in flammule,
showing that they are "sprouting” hairs; many of several
sizes with extremities in a brush shape, characterizing a
breaking off; and some that are curled. Many follicles are
empty, and some present darkened impregnations, which
are the remains of stems (trichomalacia). The classic excla -
mation mark hair is not pathognomonic of alopecia areata.
In trichotillomania, hair quite similar to that of the excla
mation mark hair may also be found. In alopecia areata,
exclamation mark hair forms a brush at the distal extremi -
ty, as in the split hairs of trichorrexis nodosa. However, in
trichotillomania the distal extremity is cut off cleanly, or
that is the ends are smooth and rounded.”

Also in the dermatoscopy it is common for trichop
tilosis, pili torti and trichorrexis nodosa to be observed.

The Gentle Traction Test

SSince most of the hairs are in the anagen phase, they
do not come loose easily with this test, thereby demonstrating
a negative result. However, as there may be a lesion of the
stem, the hair may break and come loose, leading to a false
positive result as they are actually pieces of the stem.® In these
cases it is fundamental to use a simple optical microscope to
analyze the extremities of the hair shafts thus obtained.

The Hair Pull Test®

This test is done by an intense traction on the hairs. It
is a useful test because if the shafts in general are brittle, the
obtaining of fragments demonstrates the fragility of the hair.

The Attrition Test

The attrition test consists of rubbing with the index fin -
ger a wad of hair placed in the center of the palm of the other
hand.13 Due to the constant lesions of the hair shafts, on per -
forming the attrition test, broken pieces of hair are observed in
the palm, thereby characterizing lesions of the stems.

Trichogram

The trichogram in trichotillomania can be quite char -
acteristic.®® Since the telogenous hairs are the most easily
extracted as they have less adhesion to the follicles and their
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extracdo ser menos dolorosa, restam no couro cabeludo os
cabelos anagenos, podendo o tricograma chegar a 100%
deles.** Além disso, toda reposicao capilar é anagena, o que
contribui para o aumento dos cabelos anégenos.

Andlise dos cabelos eliminados espontaneamente

Quando o paciente extrai os cabelos, tem trés
opcdes para 0s mesmos: 1) comé-los (tricofagia); 2)
escondé-los ou livrar-se deles, por exemplo, jogando-0s no
lixo, lavatdrio, sanitario etc.; 3) simplesmente deixa-los
cairem, onde quer que esteja. Atentando para essas possi-
bilidades, é conveniente que a coleta na tricotilomania seja
feita de duas maneiras. A primeira, a mais importante e
confiavel, seria a coleta feita pelo acompanhante, geral-
mente um parente, a quem se pede que procure e recolha os
cabelos nos ambientes em que vive o paciente. Deve-se
ficar atento para cabelos no chdo, na mesa onde o paciente
estuda, no banheiro, na fronha do travesseiro, etc. E impor-
tante ter o cuidado de ndo deixar que o paciente saiba da
coleta, pois este pode deixar de extrair momentaneamente
0s cabelos ou simplesmente escondé-los. J& a segunda
forma de coleta é feita pelo préprio paciente, que, em geral,
ndo mostra muito interesse em cooperar com o médico,
trazendo-lhe quase sempre quantidade de cabelos coletados
muito pequena.

Quando se faz a analise dos cabelos, em ambas as
coletas, a presenca de cabelos anagenos, catagenos ou de
telégenos com saco epitelial mostra que os cabelos foram
extraidos por tracdo, o que confirma a tricotilomania.** A pre-
senca de cabelos partidos é sugestiva, porém ndo diagnostica.

Estudo da pelugem

Ao examinar um paciente com tricotilomania, o
estudo da pelugem pode esclarecer algumas dividas. Tata-
se de pequenos pélos, geralmente com poucos milimetros
de comprimento, observados com o auxilio de um cartdo de
papel, colocado perpendicularmente ao couro cabeludo.®
Uma amostra deles é removida com um porta-agulhas e
observada a microscopia Optica comum.

Quando o paciente extrai um fio de cabelo em sua
fase anagena, trés possibilidades podem acontecer: o cabe-
lo quebra junto a matriz, mas logo continuara a crescer; o
cabelo fragmenta-se dentro do canal folicular e, nesse caso,
podera formar a tricomaldcia; e, finalmente, o cabelo que-
bra a poucos centimetros da superficie do couro cabeludo.
Nas trés possibilidades a pelugem encontrada é andgena e
com extremidade distal em estilhaco.

Quando o cabelo extraido é telégeno, dificilmente
quebra, pois sua adesdo ao foliculo é baixa. Sua reposicao
sera por meio de um pélo anageno, que terd como carac-
teristica sua extremidade distal afilada em flamula. Esses
conceitos sdo importantes, pois, se 0 paciente tiver uma
doenga associada a tricotilomania, como, por exemplo,
uma alopecia androgenética, ele terd uma pelugem pre-
dominantemente tel6gena.
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extraction is less painful, thus the anagen hairs are left in the
scalp, thus the trichogram can reach 100% anagenous
hairs.* Besides this, every capillary replacement is anage -
nous, which contributes to the increase in anagenous hair.

Analysis of hair eliminated spontaneously

When the patients extract their hair, they have three
options as to what to do with it: 1) eat the hair (trichophagy);
2) hide or dispose of it, for instance, in the garbage, flush it
down the toilet, etc.; and 3) simply let it fall to the ground,
wherever they are. Considering these possibilities, there are
two convenient ways to make the collection of samples in a
case of trichotillomania. Firstly, the most important and reli -
able method is a collection done by a companion of the
patient, usually a relative, who is asked to find and collect the
hair in the environment in which the patient lives. Careful
attention is required to collect hair on the ground, on the desk
where the patient studies, in the bathroom, on the pillowcase,
etc. It is important that care be taken to not let the patient
know about the collection, because his or her reaction might
be to temporarily stop extracting the hair or simply to hide it.
The second form of collection is done by the patients them -
selves. Generally though, these patients do not show much
interest in cooperating with the doctor, almost always bring -
ing in very small amounts of collected hair.

When the hair is analyzed from either means of collec -
tion, the presence of anagenous, catagenous or telogenous
hairs with epithelial sacs shows that the hairs were extracted
by traction, which confirms trichotillomania.”® The presence of
broken hair is suggestive, but does not confirm the diagnosis.

Study of the pelage

When examining a patient with trichotillomania, a
study of the pelage may clarify some aspects. These are fine
hairs, usually only a few millimeters in length, observed
with the aid of a paper card held perpendicular to the
scalp.”® A sample of them is removed with tweezers and
observed under a simple optical microscope.

When the patient extracts a hair shaft in its anagen
phase, three possibilities may occur: the hair breaks off
near the matrix, in which case it will soon continue to
grow; fragmentation of the hair occurs inside the follicular
channel, which may cause the formation of a trichomala -
cia; and finally, the hair breaks off a few centimeters from
the surface of the scalp. In all three possibilities, the pelage
to be found is anagenous and with splintering of the distal
extremity.

When the extracted hair is telogenous, it rarely
breaks as its adhesion to the follicle is weak. Its replace -
ment will be with an anagenous hair that will have as its
characteristic a thin distal extremity in flammule. These
concepts are important, because if the patient has a disease
associated with trichotillomania, such as, for instance, an
androgenic alopecia, there will be predominantly teloge -
nous pelage.
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Um pélo pelédico ndo deixa de ser uma pelugem, e
sua haste é bem caracteristica, sendo seu bulbo em geral
tel6geno, embora em raros casos também possa ser anageno.

Teste da luz fluorescente

E um teste simples e mostra se realmente o paciente
manipula o couro cabeludo. Junto & &rea alterada do couro cabe-
ludo, coloca-se tinta fluorescente, do tipo das que sdo usadas em
canetas marcadoras de texto. No dia seguinte a mé&o do paciente
é examinada com lampada de Wood.** A fluorescéncia em sua
mao mostra que o paciente manipulou os cabelos.

Em muitos casos esse teste tem valor principalmente
para convencer o acompanhante de que existe a manipu-
lac&o dos cabelos.

Janela de observacgéo

Uma pequena area de cabelos é cortada junto ao
couro cabeludo e isolada com fita adesiva.® Trata-se de
recurso muito Gtil, e talvez a melhor indicacéo para esse
tipo de teste seja mostrar ao paciente e acompanhantes que
os cabelos estdo crescendo normalmente.

Histopatologia

A histopatologia € importante para confirmar o diag-
nostico* ou, pelo menos, para afastar outras doencas.
Classicamente s&o encontrados vérios canais foliculares
vazios, alguns foliculos com infundibulo dilatado e com
rolhas cdrneas. A maioria dos foliculos estdo na fase cata-
gena ou anagena inicial, poucos sdo telégenos e chama
atengdo a inexisténcia de processos inflamatdrios perifoli-
culares. Alguns foliculos estdo destruidos com hemorragia
perifolicular, restos pigmentares junto ao istmo do foliculo
e a caracteristica tricomalécia, que sdo pedacos de pélos
dentro do foliculo piloso.

TRICOFAGIA

Ato compulsivo de engolir os cabelos. Pacientes
com cabelos longos costumam colocar na boca chumagos
de cabelos que ficam mastigando, podendo engolir alguns
pedacos. Outra forma consiste em o paciente arrancar 0s
cabelos, caracterizando uma tricotilomania, para depois
leva-los a boca.

Sempre que se apresentar um quadro clinico de tri-
cotilomania, deve-se aventar a possibilidade de o paciente
estar engolindo os cabelos, podendo levar a um tricobe-
zoar.”® Ao examinar um paciente com tricotilomania ndo se
deve esquecer de examinar sua boca, pois podem ser encon-
trados pedacos de cabelos entre seus dentes e mesmo aderi-
dos a mucosa.

Pelo menos teoricamente, qualquer outra tricose
compulsiva, como tricotemnomania, tricoteiromania,
pseudoalopecia da cogadura, tricocriptomania e tricorrexo-
mania, pode levar a uma tricofagia, que, por sua vez, pode
levar a formagdo de um tricobezoar, também chamado de
sindrome de Rapunzel.*® Trata-se de uma massa de cabelos
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A exclamation mark hair is still part of the pelage,
and its shaft is very characteristic since its bulb is general -
ly telogenous, although in rare cases it may be anagenous.

The Fluorescent Light Test

This simple test shows whether or not the patient
actually manipulates the scalp. Close to the altered area of
the scalp, fluorescent ink of the type used in text marking
pens is applied. The following day the patient's hand is
examined with a Wood lamp.® Fluorescence on the hands
shows that the patient had manipulated the hair.

In many cases the value of this test is mainly to con -
vince the companion of the patient that manipulation of the
hair is actually taking place.

Observation Window

A small area of hair is cut close to the scalp and iso -
lated with adhesive tape.”® This test is a very useful
resource, and perhaps the best indication for this type of
test is to demonstrate to the patient and companions that the
hair is growing normally.

Histopathology

Histopathology is important for confirming the diag -
nosis* or, at least, for ruling out other diseases. Classically,
several empty follicular channels will be found, as well as
some follicles with dilated infundibula with corneous plugs.
Most of the follicles will be in the catagenous phase or ini -
tial anagenous, few will be telogenous. The complete lack of
perifollicular processes will be notable. Some follicles are
destroyed by perifollicular hemorrhage, by pigmentary
remains close to the isthmus of the follicle and by the char -
acteristic trichomalacia caused by pieces of hair within the
pilose follicle.

TRICHOPHAGY

Trichophagy is the compulsive action of swallowing
hair. Patients with long hair, who may be in the habit of put -
ting wads of hair in the mouth and chewing, could be swal -
lowing some of the pieces. Another form consists of the
patient pulling out the hair, characterized as trichotilloma -
nia and thereupon transferring it into the mouth.

Whenever faced with a clinical picture of trichotillo -
mania, the possibility should always be considered that the
patient may be swallowing hair, and that this could lead to
a trichobezoar.* When examining a patient with trichotillo -
mania, an examination of the mouth should not be over -
looked because fragments of hair might be found between
the teeth or adhering to the mucous membrane.

At least theoretically, any other compulsive tri -
chosis, such as trichotemnomania, trichoteiromania,
scratching-pseudoalopecia, trichocryptomania and trichor -
rexomania, may lead to a trichophagy, which in turn may
result in the formation of a trichobezoar, also known as
Rapunzel's syndrome.” This is defined as a mass of hair that
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que se forma no estdmago e, mais raramente, no intestino
delgado,® resultante da ingestdo de cabelos. Geralmente os
pacientes apresentam quadro de tricotilomania, embora
existam casos de formacdo de tricobezoar sem que o
paciente apresente alteragdes no couro cabeludo. Na maio-
ria das vezes, 90%, ocorre em meninas com cabelos lon-
gos.** Normalmente séo criancas com perda de peso e man-
ifestacBes gastrointestinais imprecisas. Clinicamente
podem ser observados vomito e ndusea em 64% dos
pacientes, colica abdominal em 70%, alteracdes dos habitos
intestinais em 32%, massa epigastrica palpavel em 88%, e
outras alteragdes gastrointestinais. Se ndo houver diagndsti
CO precoce com tratamento, retirada por endoscopia e, em
altimo caso, cirurgia, pode haver necrose gastrica,
hematémese, perfuracdo intestinal com peritonite, podendo
o indice de mortalidade chegar a 50%.* A radiografia e a
ultra-sonografia sugerem uma massa gastrica, porém o
diagnostico é firmado pela endoscopia.

A maioria dos casos de tricobezoar esta associada a
um retardo mental.*”

TRICOTEMNOMANIA

Termo criado por Braun-Falco e col.,® em 1968,
para descrever um homem de 69 anos de idade que apre-
sentava areas nas quais 0s cabelos estavam tonsurados a
poucos milimetros da superficie do couro cabeludo. O
exame desses cabelos mostrava que suas extremidades dis-
tais apresentavam um corte a pique, ou seja, feito com obje-
to cortante.

Meiers,* em 1971, publica um caso idéntico ao de
Braun-Falco, e, em 1990, Orfanos e cols.? publicam outro
caso semelhante aos demais.

Em todos os pacientes descritos, os cabelos eram
cortados praticamente junto ao couro cabeludo, com tesoura
ou lamina,* estando os cabelos curtos e com extremidades
distais cortadas a pique.

Na tricotemnomania ndo existe tricotilomania, ou
seja, 0 paciente ndo arranca os cabelos, mas corta-0s com
algum instrumento. Obviamente, exames como tricograma,
anatomopatolégico, densidade capilar estardo dentro dos
limites da normalidade. O diagndstico é feito com a der-
matoscopia ou com a microscopia optica comum, que per-
mitem observar cabelos pequenos e cortados a pique.

Ao contrario do tricotilomania, a tricotemnomania
s6 ocorre em adultos idosos, e todos o0s casos descritos sdo
em pacientes psicopatas.

PSEUDOALOPECIA DA COCADURA

Runne,® em 2000, descreveu uma mulher com 70
anos que apresentava trés areas alopécicas no couro cabelu-
do com diametros variaveis de seis a 8cm nas regides tem-
poral e parietal, e na nuca. Ao dermatoscépio notavam-se
alguns fios de cabelos quebradigos, que davam a area um
aspecto aveludado. Na periferia da lesdo o tricograma era
normal, porém os fios no centro da leséo apresentavam tri-
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is formed in the stomach or, more rarely, in the small intes -
tine, resulting from the ingestion of hair. Usually the
patients present a profile of trichotillomania, although
cases of trichobezoar formation have been reported in
which the patient did not present alterations in the scalp.
Most of the cases (90%) occurs among girls with long
hair.** Usually these patients are children with weight loss
and imprecise gastrointestinal manifestations. Clinically,
vomiting and nausea can be observed in 64% of the
patients, abdominal cramps in 70%, alterations of the intes -
tinal habits in 32%, palpable epigastric mass in 88%, as
well as other gastrointestinal alterations. Without early
diagnosis and treatment, consisting of either removal by
endoscopy or as a last resort surgery, it can lead to gastric
necrosis, hematemesis or intestinal perforation with peri -
tonitis. The mortality rate can reach 50% .** Diagnosis by x-
ray and ultrasound scan may suggest a gastric mass, but
endoscopy provides confirmation of the diagnosis.

Most of the cases of trichobezoar are associated
with mentally retarded persons.”

TRICHOTEMNOMANIA

The term trichotemnomania was created by Braun-
Falco and col.,* in 1968, to describe the case of a 69-year-
old man who presented areas in which the hairs were cut
short a few millimeters from the surface of the scalp. The
examination of these hairs showed that their distal extrem -
ities presented a clean cut, or in other words, were severed
with a sharp object.

Meiers,” (1971) published a report of an identical
case to that of Braun-Falco, and, in 1990, Orfanos and
cols.® reported another case similar to the others.

In all the described patients, the hair was cut almost at
the surface of the scalp, with scissors or a razor,* the hair thus
being short and the distal extremities were cut off cleanly.

There is no trichotillomania in trichotemnomania,
that is, the patient does not pull out the hair but cuts it off
with some instrument. Obviously, the results of anatomico -
pathological exams, trichograms and capillary density will
be within the normal limits. The diagnosis is made through
dermatoscopy or with a simple optical microscope, which
allows the observation of very short hairs that are cut off
cleanly.

Unlike trichotillomania, trichotemnomania only
occurs in senior adults, and all of the described cases were
psychotic patients.

SCRATCHING-PSEUDOALOPECIA
Runne,® (2000) described a 70-year-old woman that

presented three areas of alopecia on the scalp with diame -
ters varying from 6 cm to 8 cm in the temporal and parietal

regions, and on the nape of the neck. Under the dermato -
scope some strands of brittle hair were observed. These

gave the area a velvety aspect. In the periphery of the lesion

the trichogram was normal, however the hair shafts in the
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coptilose, tricorrexis nodosa, fraturas incompletas e dobras.
A histopatologia mostrou intensa acantose.

Todo dermatologista esta familiarizado com essa
situacdo. Em qualquer regido do corpo em que exista atri-
to frequiente, pode haver quebra dos pélos e mesmo alope-
cia. Exemplo tipico é a perda dos pélos na regido tibial
dos alfaiates, conhecida como alopecia dos alfaiates, que
ocorre pelo fato de esses profissionais cruzarem as pernas
para costurar. Também é comum observar pélos quebra-
dos, dando a impressdo de tonsura, em qualquer der-
matose prurigionosa, como liquen plano, dermatite at6pi-
ca, placa de neurodermite etc. Obviamente, qualquer
dessas condicBes pode ocorrer no couro cabeludo.

Runne® caracterizou a cogadura compulsiva no
couro cabeludo como pseudoalopecia da cogadura, mas, na
opinido dos autores, esse quadro corresponde a escoriacéo
psicogénica descrita por Arnold e cols.,” e Touraine.”

TRICOTEIROMANIA

Termo criado por Freysschmidt e cols.,® em 2001,
para descrever uma mulher com 61 anos que apresentava,
ha varios anos, areas no couro cabeludo nas quais os cabe-
los estavam partidos a dois centimetros da superficie. A
paciente queixava de intenso prurido na regido, motivo pelo
qual ela cogava muito.

Alguns cabelos foram coletados com pinca e, ao
serem examinados a microscopia Optica comum, obser-
vavam-se cabelos com cerca de dois centimetros de taman-
ho e extremidades distais estilhacadas em forma de pincel.
A superficie da pele do couro cabeludo era eritematosa e
descamativa, conseqiiente ao ato de cocar.

O exame anatomopatol6gico mostrou acantose, orto-
hiperceratose, paraceratose focal e microvesiculagéo
intraepidérmica. O tricograma desses cabelos estava normal.

Na opinido dos autores, os termos tricoteiromania e
pseudoalopecia da cocadura representam uma mesma enti-
dade clinica. Ambas séo causadas pelo ato de atritar o couro
cabeludo e tém como caracteristica a presenca de pequenos
cabelos no couro cabeludo com extremidade distal em forma
de pincel, ou seja, em estilhago, e a pele com achados de
espessamento epidérmico reacional decorrente do atrito.

Sabouraud,* em 1913, descreveu quatro casos, cujos
pacientes apresentavam os cabelos tonsurados a poucos
centimetros do couro cabeludo, e chamou a tricose de tric-
oclasia tonsurante. Posteriormente, Jeanselme e col.,” e
Touraine e col.”* descreveram casos semelhantes ao de
Sabouraud. Sanderson e col.,* em 1970, publicaram oito
casos que apresentavam grandes areas com cabelos corta-
dos a poucos centimetros do couro cabeludo e chamou esse
quadro de tricotilomania tonsurante. Em todos esses casos
0s autores ndo descrevem as caracteristicas dos cabelos
remanescentes, se sdo andgenos ou teldgenos, e nem a
forma pela qual foram tonsurados. Portanto, clinicamente
podem corresponder a tricotemnomania, tricoteiromania,
tricocriptomania ou tricorrexomania.
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center of the lesion presented trichoptilosis, trichorrexis
nodosa and incomplete fractures and folds. Histopathology
demonstrated intense acanthosis.

Every dermatologist is familiar with this situation. In
any area of the body where there is frequent attrition, there may
be breakage of the hairs and even alopecia. A typical example
is the loss of the hair in the tibial area experienced by tailors,
known as tailors' alopecia. This occurs because workers in this
profession tend to cross their legs when they are sewing. It is
also common to observe broken hair, giving the impression of
having been shaved, in any pruriginous dermatosis, such as
lichen planus, atopic dermatitis, plaque of neurodermatitis, etc.
Obviously, any of these conditions may occur in the scalp.

Runne* characterized the compulsive scratching of
the scalp as scratching-pseudoalopecia. But in the opinion
of the authors, this condition corresponds to the psychogenic
excoriation described by Arnold and cols.? and Touraine.”

TRICHOTEIROMANIA

The term trichoteiromania was created by
Freysschmidt and cols.? in 2001, to describe a syndrome in
a 61-year-old woman who, over a period of several years,
had presented areas in the scalp in which the hair was bro -
ken off at about two centimeters from the surface. The
patient complained of intense itching in the area, which
lead her to scratch a great deal.

Some hairs were collected with tweezers and when
they were examined under a simple optical microscope, the
hairs were observed to be about two centimeters in length
with distal extremities split into a brush form. The surface
of the skin of the scalp was erythematose and scaly as a
consequence of the scratching.

Anatomicopathological exam revealed acanthosis,
ortho-hyperkeratosis, focal parakeratosis and intraepidermic
microvesiculation. The trichogram of these hairs was normal.

In the authors' opinion, the terms trichoteiromania and
scratching-pseudoalopecia represent the same clinical entity.
Both are caused by the action of attrition in the scalp and have
as a common characteristic the presence of small hairs on the
scalp with the distal extremities split into brush form. The skin
reveals an epidermic thickening due to the attrition.

Sabouraud,* (1913) described four cases of patients
who presented hair shortened to a few centimeters from the
scalp, he denominated this condition as trichosis of tonsure
trichoclasia. Later, Jeanselme and col.,” and Touraine and
col.”* described cases similar to those of Sabouraud.
Sanderson and col.,* in 1970, published a report of eight
cases that presented large areas where the hair was cut off
only a few centimeters from the scalp. Sanderson called this
condition tonsure trichotillomania. In none of these cases
the authors described the characteristics of the remaining
hairs, if they were anagenous or telogenous, nor the means
by which they were cut off. Therefore, clinically they could
correspond to trichotemnomania, trichoteiromania, tri -
chocryptomania or trichorrexomania.
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TRICOCRIPTOMANIA OU TRICORREXOMANIA

Os termos tricocriptomania® e tricorrexomania® séo
sinbnimos e correspondem a um ato compulsivo de cortar
o0s cabelos com as unhas. O paciente pode cortar os cabelos
em qualquer nivel, tanto junto ao couro cabeludo, como a
varios centimetros da superficie da pele. Normalmente nao
existe uma area alopécica, mas sim fios cortados em varios
tamanhos, dando mé& qualidade ao penteado. Os cabelos que
sofreram o processo de tricocriptomania ou tricorrexoma-
nia, mas que ainda estdo presos no couro cabeludo, apre-
sentam em sua extremidade distal a aparéncia de pincel.

A tricocriptomania pode fazer parte da tricotiloma-
nia, ou seja, além de o paciente arrancar os cabelos, ele
pode quebrar os cabelos com as unhas.

PLICA NEUROPATICA

Le Page,” em 1884, apresentou no Departamento de
Dermatologia do Museu Real do Colégio de Cirurgides da
Inglaterra o0 caso de uma jovem branca, com 17 anos de
idade, com cabelos muito emaranhados, levando & for-
macao de uma massa endurecida. Como a jovem sofresse
de problemas psiquiatricos, o autor chamou a tricose de
"plica neuropatica". Apos essa primeira descri¢do, outros
casos ja foram mencionados na literatura.**

Savil e col.* utilizaram a expresséo "plica neuropati-
ca" quando o emaranhado de cabelos estava acompanhado
por problemas psiquiatricos. A plica neuropatica deve fazer
diagnostico diferencial com compactagdo aguda dos cabe-
los, fendmeno eletrostatico que ocorre nos cabelos durante
a lavagem.®

COMENTARIOS

A caracterizacdo das tricoses compulsivas ndo é tdo
simples quanto parece. Segundo Toit e cols.,** nem toda
extracdo de cabelos € compulsiva; esses autores chamaram
0S pacientes que extraem os cabelos de hair-pullers, que
poderiam ou ndo apresentar tricotilomania, segundo avali-
acdo psiquidtrica.

A abordagem do paciente com tricose compulsiva é
um pouco embaragosa para o dermatologista, uma vez que
0 paciente e mesmo o acompanhante ndo admitem uma pos-
sivel auto-agressdo. Um bom dominio da propedéutica tri-
colégica é fundamental para um diagnéstico preciso. Como
ja visto, muitas vezes as manifestacdes sdo descritas sob o
ponto de vista clinico, porém sem nenhuma énfase as carac-
teristicas dos cabelos, o que dificulta a compreensdo da
etiopatogenia da doenca.

Existe uma denominacao especifica para cada tipo
de agressdo aos cabelos. Tém sido observado pacientes,
geralmente jovens, com cabelos longos, que simplesmente
cortam seus cabelos com os dentes, porém sem 0s engolir;
0 autor acredita que ndo hd uma nomenclatura especifica
para esses €asos e por isso denominaram esse quadro "tri-
codontoclasia”.

Eventualmente, pacientes com psicopatias graves
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TRICHOCRYPTOMANIA OR TRICHORREXOMANIA
The terms trichocryptomania® and trichorrexoma -
nia® are synonymous and correspond to a compulsive
action of cutting the hair with the nails. The patient may cut
the hair at any level, close to the scalp or several centime -
ters from the surface of the skin. Usually an area of alope -
cia does not exist, but rather there are strands of hair cut in
various lengths, giving a poor quality to the hairstyle. The
hairs that suffer from the process of trichocryptomania or
trichorrexomania, but are still attached to the scalp, present
a brush appearance in their distal extremity.
Trichocryptomania may sometimes be part of the tri -
chotillomania problem, in that, in addition to the patient
pulling the hair, he may be breaking the hair with his nails.

NEUROPATHIC PLICA

In 1884, Le Page® presented in the Department of
Dermatology of the Royal Museum of the School of
Surgeons of England, the case of a young woman, 17 years
of age, with very entangled hair and which was starting to
form into a hardened mass. Since the youth suffered from
psychiatric problems, the author called the trichosis: "neu -
ropathic plica". After that first description, other cases have
been mentioned in the literature.®*

Savil and col.* used the expression "neuropathic
plica™ when the matting of hair was accompanied by psy -
chiatric problems. Neuropathic plica should be diagnosed
differentially from acute compacting of the hair, an electro -
static phenomenon, that occurs in the hair during sham -
pooing.®

COMMENTS

The characterization of compulsive trichoses is not
as simple as it seems. According to Toit and cols.,* not all
extraction of hair is compulsive; those authors called the
patients that extract the hair as "hair-pullers", whether or
not they presented trichotillomania, according to a psychi -
atric evaluation.

The management of a patient with compulsive tri -
chosis is somewhat embarrassing for the dermatologist,
especially if the patient and even the companion do not
admit the possibility of self-aggression. A good knowledge
of elementary trichology is fundamental for a precise diag -
nosis. As already seen, many times the manifestations are
described from a clinical point of view, but without any
emphasis on the characteristics of the hair. This hinders the
understanding of the etiopathology of the disease.

There is a specific classification for each type of
aggression to the hair. Patients have been observed, usual -
ly young with long hair, who simply cut their hair with their
teeth, however without swallowing. The author believes
that there is as yet no specific nomenclature for these cases
and have denominated this condition: “trichodontoclasia.”

Sometimes patients that are seriously psychotic may
present profiles that are practically unclassifiable. There may
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podem apresentar quadros praticamente inclassificaveis.
Pode haver uma mistura de todos os quadros citados, muitas
vezes com maior gravidade. O paciente, em algumas
ocasifes, arranca com violéncia grande quantidade de cabe-
los a0 mesmo tempo ou pode até neles atear fogo.
Acreditam também que s6 o dermatologista néo é sufi-
ciente para resolver uma tricose compulsiva, visto que ela faz
parte da sintomatologia de uma psicopatia, e, sendo assim, um
profissional dessa area também deve ser consultado. (]
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