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Objective: Interactions between psychological, biological and environmental factors are 

important in development of trichotillomania and skin picking. The aim of this study is to 

determine the relationship of traumatic life events, symptoms of post-traumatic stress disorder 

and dissociation in patients with diagnoses of trichotillomania and skin picking disorder.

Methods: The study included patients who was diagnosed with trichotillomania (n=23) or skin 

picking disorder (n=44), and healthy controls (n=37). Beck Depression Inventory, Traumatic 

Stress Symptoms Scale and Dissociative Experiences Scale were administered. All groups 

checked a list of traumatic life events to determine the exposed traumatic events.

Results: There was no statistical significance between three groups in terms of Dissociative 

Experiences Scale scores (P=0.07). But Beck Depression Inventory and Traumatic Stress 

Symptoms Scale scores of trichotillomania and skin picking groups were significantly higher 

than the control group. Subjects with a diagnosis of trichotillomania and skin picking reported 

statistically significantly higher numbers of traumatic and negative events in childhood com-

pared to healthy subjects.

Conclusion: We can conclude that trauma may play a role in development of both trichotilloma-

nia and skin picking. Increased duration of trichotillomania or skin picking was correlated with 

decreased presence of post-traumatic stress symptoms. The reason for the negatively correlation of 

severity of post-traumatic stress symptoms and self-harming behavior may be speculated as devel-

oping trichotillomania or skin picking symptoms helps the patient to cope with intrusive thoughts 

related to trauma. Future longitudinal research must focus on whether trauma and post-traumatic 

stress or trichotillomania and skin picking precede the development of mental disorder.
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Introduction
Trichotillomania (TTM) has been first defined in the 19th century as a syndrome that 

leads to noticeable hair loss by pulling out one’s own hair. The hair pulling behavior is 

accompanied by a feeling of distress, and it leads to gratification or relief while pulling 

the hair.1 TTM is mainly involved in pulling out hair, and less frequently pulling out 

hairs from different parts of the body.2 The bodily area of pulling out hair is reported 

as 75% scalp hair, 53% eyelashes, 42% eyebrows, 10% beard, and 17% pubic area, 

and it is seen in more than one area with increasing age.3 TTM was classified under 

the title of “Impulse Control Disorders Not Classified Elsewhere” in Diagnostic and 

Statistical Manual of Mental Disorders, fourth edition, text revision (DSM-IV-R) and 

as “Habit and Impulse Disorder” in International Classification of Diseases, tenth 

revision (ICD-10).4 Although there are many assumptions about TTM, the etiology 

is not clear.5 While discussing TTM to be classified within the obsessive spectrum 

before Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5), 
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it has been reported that, in a person suffering from mental 

trauma, obsessive–compulsive disorder (OCD) symptoms 

might have been developed in order to cope with anxiety 

and intrusive thoughts associated with trauma.6

People with TTM might shift their focus from traumatic 

material to pulling out hair in order to reduce their anxiety. 

Owing to phenomenological and neurobiological similarities 

with OCD, several researchers have suggested that TTM might 

be better conceptualized as an obsessive–compulsive spectrum 

disorder, and it has been classified under obsessive–compulsive 

and related disorders title in DSM-5.7,8 Skin picking (SP) is an 

irresistible scratching and picking urge to the extent that skin 

lesions are caused by the patients due to excessive excoriation. 

Frequency of SP is reported to be 2% in patients admitted to a 

dermatology clinic,9 4% in university students,10 and 5.4% in a 

nonclinical population.11 SP disorder is mostly accompanied by 

major depressive disorder and OCD. It is reported to be more 

frequent in women. Although SP has been recommended to be 

classified in impulse control disorders not otherwise specified 

in DSM-IV-TR,12 it was classified in obsessive–compulsive 

disorder and related disorders section in DSM-5.13

1. TTM diagnostic criteria are as follows according to 

DSM-513:

a. Trichotillomania

 i.  recurrent pulling out of one’s hair, resulting in 

hair loss;

 ii.  repeated attempts to decrease or stop hair 

pulling;

 iii.  the hair pulling causes clinically significant dis-

tress or impairment in social, occupational, or 

other important areas of functioning;

 iv.  the hair pulling or hair loss is not attributable to 

another medical condition (eg, a dermatological 

condition); and

 v.  the hair pulling is not better explained by the 

symptoms of another mental disorder (eg, 

attempts to improve a perceived defect or flaw 

in appearance in body dysmorphic disorder).

2. SP diagnostic criteria are as follows according to 

DSM-513:

a. SP disorder

 i.  recurrent SP resulting in skin lesion;

 ii.  repeated attempts to decrease or stop SP;

 iii.  the SP causes clinically significant distress or 

impairment in social, occupational, or other 

important areas of functioning; and

 iv.  the SP is not attributable to the physiological 

effects of a substance (eg, cocaine) or another 

medical condition.

The SP is not better explained by symptoms of another 

mental disorder (eg, delusions or tactile hallucinations in a 

psychotic disorder, attempts to improve a perceived defect or 

flaw in appearance in body dysmorphic disorder, stereotyp-

ies in stereotypic movement disorder, or intention to harm 

oneself in nonsuicidal self-injury).

Personality allegedly plays a role in the development 

of TTM and SP.14 Emotionality and emotional regulation 

difficulties, reward dependence and harm avoidance, have 

been reported among the personality traits in both disorders.15 

Environmental factors, boredom, and lack of stimulation have 

been reported being possible triggers of hair pulling and SP 

episodes.14 TTM development has been considered to be a 

behavioral response to stress in order to reduce anxiety or to 

cope with anxiety.16,17 Various researchers reported the high 

frequency of traumatic events in the past history of patients 

with SP18,19 and TTM6,20 compared to healthy population.

In a study on young women, it has been reported that 

history of sexual abuse and rape in childhood was one of the 

predictors of SP, but not of TTM.21 Although trauma history is 

not reported in all patients with a diagnosis of TTM, childhood 

trauma is reported to be higher when compared to patients 

without any psychiatric diagnoses.20,22 Exposure to interper-

sonal violence is reported to be high during the initial phase 

of the TTM.20 Approximately 76% of patients with TTM have 

been found to have a history of at least one traumatic life event, 

and 19% have a lifetime diagnosis of post-traumatic stress 

disorder (PTSD).23 Results of research suggest that in patients 

with TTM, PTSD prevalence was found to be higher than the 

general population but lower than psychiatric sample.23 It is 

interesting that the number of pulled hairs and duration of hair 

pulling are negatively correlated with the severity of comorbid 

PTSD in TTM patients.6 Regarding the relation between TTT, 

SP, and dissociative symptoms, it has been reported that one-

third of SP patients have a feeling of trance or a feeling of 

mesmerized during SP.24,25 In a study, 21.3% of the patients 

with TTM had reported depersonalization during pulling out 

hair.26 Despite the high frequency of dissociative symptoms 

in TTM and SP, the number of studies is limited.

This study was aimed to search for the relationship of 

psychological trauma with TTM and SP. A secondary aim 

was to investigate the presence of dissociative symptoms 

with TTM or SP.

Methods
The study included 67 outpatients who had been admitted 

to the Neuropsychiatry Istanbul Hospital between January 

2012 and March 2014 and who were diagnosed with TTM 

(n=23) or SP disorder (n=44) according to the DSM-IV-TR 
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criteria. Also, age- and sex-matched healthy controls (n=37) 

were included in the study. The normal controls were selected 

from hospital staff who were compatible with TTM and SP 

groups in terms of age, sex, and education. Clinical inter-

views were conducted by three psychiatrists. Demographic 

and clinical data of the subjects were recorded. Necessary 

information was given about self-reported list of traumatic 

events, Traumatic Stress Symptoms Scale (TSSS), the Dis-

sociative Experiences Scale (DES), and the Beck Depression 

Inventory (BDI), by interviewing psychiatrists and a clinic 

psychologist, and the subjects were allowed to fill them in 

the testing room. Self-reported scales were filled in the test 

room by the patients and were evaluated diagnosis-blind by 

the clinic psychologist, after all the data were integrated by 

the three psychiatrists. Patients suffering from a concurrent 

mental illness other than TTM or SP were excluded. The 

study protocol conformed to the Declaration of Helsinki; 

all patients were fully informed and signed consent forms. 

This study was approved by the Clinical Research Ethics 

Committee of Üsküdar University.

screening tools
sociodemographic data sheet
Data related to age, sex, education, and marital status; bodily 

areas of TTM and SP; and family history of TTM, SP, and 

other psychiatric illnesses were collected. Through clinical 

interviews, patients were evaluated in terms of the presence 

of comorbid psychiatric disorders.

Structured clinical interview for DSM Axis I 
disorders
It was for Turkish sample.27

list of traumatic events
It includes 16 traumatic life events prepared by the researcher 

in order to determine the traumatic events to which partici-

pants were exposed throughout their lives.

Traumatic stress symptoms scale
TSSS was used in order to measure PTSD. It is developed 

by Başoğlu et al and reliability and validity studies were 

performed.28 It includes 23 items, and it is a four-item 

Likert-type scale by which people evaluate themselves for the 

past 1 month. Each item is scored between 0 and 3, and the 

total scores are obtained by summing up the scores of each 

item. The first 17 items question symptoms of PTSD speci-

fied in DSM-IV, and the last six items question depressive 

symptoms. A total score of 25 or more for the first 17 items 

indicates a possible diagnosis of PTSD. The cutoff point of 

the scale is 38 when taking all the items into consideration, 

25 when taking PTSD items into consideration, and 8 when 

taking depression items into consideration. Başoğlu et al has 

reported that sensitivity and specificity for PTSD is 81%.

Dissociative experiences scale
To determine dissociative experiences of individuals, the 

DES with 28 items was used. Each item of the scale is scored 

between 0 and 100, and the average of the scores is taken.  

A score above 30 suggests a diagnosis of dissociative dis-

order. This self-report scale has been designed by Bernstein 

et al to determine dissociative experiences.29 Validity and 

reliability studies for the Turkish version have been con-

ducted by Şar et al.30

Beck Depression inventory
This scale has been designed by Beck to measure depression 

severity.31 Validity and reliability studies for the Turkish 

version have been conducted by Hisli.32 It is a Likert-type 

scale consisting of 21 items, and each item is scored between  

0 and 3. Cutoff point for Turkish version is 17.

statistical analysis
Statistics Package for Social Sciences (SPSS) 15.0 program 

was used for statistical evaluation. First, data were calcu-

lated as percentages and means, and presented as descrip-

tive statistics. One-way analysis of variance (ANOVA) 

and chi-square tests were used in evaluating the difference 

between the three groups’ averages. The relationship between 

sociodemographic variables and clinical scale scores were 

investigated by Pearson’s correlation test. In the evaluation of 

all data, the statistical significance was designed as P,0.05 

confidence interval.

Results
The study included 104 subjects in three groups. Twenty-three 

of the subjects were suffering from TTM, 44 from SP, and 37 

were healthy controls. The mean ages of the TTM, SP, and 

control groups were 32.74±9.12, 31.91±9.27, and 30.7±7.32, 

respectively. Female patients were more than male patients in 

all groups as 78.3% (n=18) in the TTM group, 75% (n=33) 

in the SP group, and 64.9% (n=24) in the control group were 

females. The study groups did not differ statistically significant 

in terms of age, sex, and marital status. TTM and SP groups 

did not differ significantly in terms of illness duration. Also, 

the groups did not differ significantly in terms of education 

level, family history of psychiatric illness, and family history 

of TTM or SP. Some demographic and clinical characteristics 

and statistical significance levels are shown in Table 1.
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Family history of TTM in TTM and SP groups were 

34.8% (n=8) and 13.6% (n=6), respectively. A statistically 

significant difference was observed between families of the 

three groups in terms of TTM (P,0.01). In 30.4% (n=7) of 

the families of the patients with TTM and in 50% (n=22) of 

the families of the patients with SP, SP disorder was found. 

The difference was statistically significant between families 

of the three groups in terms of SP (P,0.01).

The bodily areas of TTM are as 4.3% (n=1) of the patients 

with TTM were pulling out chest hair, 8.7% (n=2) only eye-

brows, 8.7% (n=2) eyebrows and eyelashes, 4.3% (n=1) hair, 

eyebrows, and eyelashes, and 74% (n=17) only scalp hair. 

The bodily areas of SP are as 18.2% (n=8) of the SP group 

were picking only lips, 4.5% (n=2) intraoral picking and 

finger edges, 2.3% (n=1) heels, 13.6% (n=6) lips and finger 

edges, 36.4% (n=16) finger edges, 2.3% (n=1) general, and 

11.4% (n=5) face (Tables 2 and 3).

There was no statistical significance between the three 

groups in terms of DES scores (P=0.07). But BDI and TSSS 

scores differ significantly between the three groups (P=0.02 

and P=0.03, respectively). The difference between BDI 

scores originates from TTM and control groups (P=0.03) and 

SP and control groups (P=0.01). The clinical scale scores of 

the three groups are given in Table 4.

The mean number of reported traumatic life events was 

4.0±3.1 in the TTM group, 2.9±2.1 in the SP group, and 

2.5±1.4 in the control group (P=0.04). TTM and SP groups 

did not differ significantly in a number of traumatic life 

events (P=0.15).

There was no statistically significant difference between 

the three groups in terms of the types of trauma such as 

natural disasters (P=0.93), fire explosion (P=0.47), traffic 

accident (P=0.28), physically attacked (P=0.21), sexual 

assault (P=0.23), being in war (P=0.17), exposure to torture 

and other ill-treatment (P=0.25), death incidents such as 

murder–suicide (P=0.82), unexpected serious illness of a 

loved one (P=0.17), unexpected sudden death of a loved 

one (P=0.72), sudden unexpected separation from a loved 

one (P=0.89), domestic violence (P=0.16), serious economic 

difficulties (P=0.29), and accidents at work (P=0.17). The 

Table 3 symptom areas in patients with skin picking disorder

Skin picking patients Number

Areas n (%)

lips 8 (18.2)
lips + finger edges 6 (13.6)
Finger edges 16 (36.4)
intraoral + finger edges 2 (4.5)
heels 1 (2.3)
general 1 (2.3)
Face 5 (11.4)

Table 1 The sociodemographic characteristics of the groups

TTM (n=23) SP (n=44) Control (n=37) P-value

age (year) (mean ± sD) 32.74±9 31.91±9 30.7±7 0.61
sex (n, %)

Male 5 (21.7%) 11 (25%)
Female 18 (78.3%) 33 (75%) 24 (64.9%)

Marital status (n, %)
single 12 (52.2%) 19 (43.2%) 19 (51.4%) 0.94
Married 10 (43.5%) 22 (50%) 16 (43.2%)
Widowed 1 (4.3%) 3 (6.8%) 2 (5.4%)

Family history of psychiatric illness
No 7 (30.4%) 20 (45.5%) 31 (83.8%) 0.01
Yes 16 (69.6%) 24 (54.5%) 6 (16.2%)

Family history of TTM
No 15 (65.2%) 38 (86.4%) 0.01
Yes 8 (34.8%) 6 (13.6%) –

Family history of sP
No 7 (69.6%) 22 (50%) 36 (97.3%) 0.01
Yes 7 (30.4%) 22 (50%) 1 (2.7%)

illness duration (year) (mean ± sD) 14.83±9.2 13.57±7.8 – 0.58

Note: Bold values denote p,0.05.
Abbreviations: TTM, trichotillomania; SP, skin picking.

Table 2 symptom areas in patients with trichotillomania

Trichotillomania patients Number

Areas n (%)

hair 17 (74)
hair + eyebrows + eyelashes 1 (4.3)

eyebrows + eyelashes 2 (8.7)
eyebrows 2 (8.7)
chest hair 1 (4.3)
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difference between the three groups in terms of bad and nega-

tive events in childhood (neglect, abuse, extreme violence, 

sexual harassment, and intercourse = childhood traumatic 

experiences) was statistically significant (P=0.01). Childhood 

traumatic experiences in terms of the difference are due to 

the TTM group (Figure 1).

Pearson’s correlation test was applied to sociodemo-

graphic data and clinical scale score variables of groups.  

Table 4 The clinical scale scores of the three groups

TTM (n=23) SP (n=44) Control (n=37) P-value

Des (mean ± sD) 16.91±12 13.18±8.5 11.03±7.2 0.07
BDi (mean ± sD) 16.3±10 15.98±10 9.5±8 0.01
Tsss (mean ± sD) 20.65±13 17.8±15 11.35±11 0.02
Number of traumatic life events (mean ± sD) 4.0±3.1 2.9±2.1 2.5±1.4 0.04

Note: Bold value denotes p,0.05.
Abbreviations: TTM, trichotillomania; SP, skin picking; DES, Dissociative Experiences Scale; BDI, Beck Depression Inventory; TSSS, Traumatic Stress Symptoms Scale; SD, 
standard deviation.

Figure 1 Distribution of groups in traumatic life events.
Notes: Group 1, TTM group; Group 2, SP group; Group 3, healthy group.
Abbreviations: TTM, trichotillomania; SP, skin picking.
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A positive correlation was found between age and DES 

(P=0.02, r=−0.29), education and DES (P,0.01, r=−0.29), 

illness duration and DES (P=0.02, r=−0.28), comorbid illness 

and TSSS scores (P=0.02, r=+0.27), DES and BDI scores 

(P,0.01, r=+0.53), and BDI and TSSS scores (P,0.01, 

r=+0.73). The number of traumatic events was negatively 

correlated with education (P,0.01, r=−0.31) and positively 

correlated with comorbid psychiatric illness (P,0.01, 

r=+0.27), DES score (P,0.01, r=+0.53), and BDI scores 

(P,0.01, r=+0.73). In all, 30.5% (n=7) of the TTM group 

and 22.8% (n=10) of the SP group had a diagnosis of PTSD. 

The average TSSS score of the PTSD diagnosed total group 

was 36.14±7.5. A total of 80.8% of the total group (n=84) got 

a score of lesser than 25 points and 19.2% (n=20) got a score 

above 25 points in TSSS. PTSD positive and negative groups 

were compared to chi-square test for sociodemographic data 

and with independent t-test for parametric variables. There 

was no statistically significant difference observed between 

the sociodemographic and disease-related variables of PTSD 

and non-PTSD subjects in the TTM group. In the SP group, 

there was a difference only in terms of BDI scores between 

PTSD and non-PTSD subjects (P,0.01). The group with 

TSSS score over 25 points had a correlation with BDI scores 

(P,0.01, r=+0.84). In the PTSD negative group, there was a 

correlation between education level (P,0.01, r=−0.45), DES 

(P#0.01, r=+0.32), and BDI scores (P#0.01, r=+0.49).

There were a total of six subjects with a DES score of $30 

in this study. In total, 17.4% (n=4) of the TTM group and 

4.5% (n=2) of the SP group were diagnosed with dissocia-

tive disorder.

Discussion
This study aimed to search for the relationship of psycho-

logical trauma with TTM and SP. A secondary aim was 

to investigate the presence of dissociative symptoms with 

TTM or SP.

The results of the present study suggest that 34.8% 

of patients with TTM had TTM history in their families. 

Previous studies have reported 22.7%33 and 25.5%26 TTM 

in the families of patients with TTM. In the SP group, we 

found 50% families with history of TTM. Again, in previ-

ous studies, 28.3%26 and 43%19 of the first-degree relatives 

of the patients with SP disorder has been found to have SP 

disorder. Although the number of publications is limited, 

high frequency of positive family history suggests that 

genetic transmission may be important in the etiology of 

TTM and SP.34–36 Average duration of illness was found to 

be 14.83±9.2 years in the TTM group and 13.57±7.8 years 

in the SP group; it can be said that the average age of onset 

of TTM and SP was approximately.17,18 In literature, age at 

disease onset has been defined bimodal as age of childhood 

and adolescence.33,37 In late onset, more severe course of the 

disease, greater comorbidity and severity of symptoms, and 

treatment resistance are observed.38

In our study, BDI scores in TTM and SP groups were sig-

nificantly higher than healthy subjects. Although BDI scores 

are not sufficient alone to diagnose major depressive disorder, it 

refers to depressive tendency. Also in previous studies, risk of 

developing comorbid mood disorders in patients with TTM has 

been reported to be increased.33,39 History of traumatic events 

in childhood, such as neglect, abuse, extreme violence, sexual 

harassment, or intercourse, and history of any other stressful 

life events did differ significantly among TTM, SP, and con-

trol groups. There was a statistically significant difference in 

both TTM and SP groups in terms of traumatic and negative 

events in childhood (neglect, abuse, extreme violence, sexual 

harassment, and intercourse) when compared to healthy sub-

jects. In a study, childhood sexual trauma has been found as 

25.8% and childhood physical abuse as 20.6% in subjects with 

TTM.6 Gershuny et al reported that the childhood trauma was 

significantly higher in OCD and TTM groups than in healthy 

subjects. In this study, emotional neglect was found to be 

higher in both OCD and TTM groups than in the control group. 

Physical abuse score in the TTM group was significantly higher 

than that in healthy controls.6 Boughn and Holdom reported 

history of violence during the onset of TTM symptoms in 86% 

of 44 female patients with TTM.20 These studies suggested that 

childhood traumas may be related to the development of TTM 

cases. In our study, 30.5% of the TTM group and 22.8% of the 

SP group were diagnosed with PTSD using TSSS.

In this study, we classified individuals with DES score 

of $30 as possible cases of dissociative disorder, and 17.4% 

of the TTM group and 4.5% of the SP group were in this 

group. Congruent with our results, in the study by Lochner 

et al the frequency of individuals with a DES score of 30 

and more was reported as 18.8% in the TTM group.15 In our 

study and in the study by Lochner et al DES scores were 

about the same in the TTM group. In studies with Turkish 

population, the mean DES score was found to be 17.88 

and 7.67 in psychiatry inpatients and general population, 

respectively.40,41 A study investigating the relationship of 

dissociation and TTM/SP revealed that approximately one in 

three of the patients with SP was feeling mesmerized during 

picking behavior.24,25 Another study reported that 21.3% of 

the patients with TTM reported depersonalization during 

hair pulling behavior.26
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In our study, we found negative correlation between DES 

and TSSS scores and duration of TTM and SP. In the study 

by Gershuny et al increased duration and number of hairs 

pulled were negatively correlated with the presence of PTSD 

symptoms.6 The reason for the negative correlation of sever-

ity of PTSD and TTM may be speculated as developing TTM 

symptoms helps the patient to cope with intrusive thoughts 

related to trauma. If TTM is taken into account as a coping 

mechanism, it may contribute to prevention of PTSD devel-

opment. The person suffering from the traumatic material 

may sooth the anxiety by focusing on hair pulling.

The diagnosis of anxiety disorders has encountered 

various changes in the recently released DSM-5.13 One is 

the addition of the dissociative subtype of PTSD. The dis-

sociative subtype is not a subset of the core PTSD symp-

toms, but rather indicates a class of PTSD characterized 

by additional comorbid symptoms of derealization and/or 

depersonalization.

Those individuals set a dissociative group who were dis-

tinct from those with high PTSD severity and no dissociation 

and those with low PTSD severity and no dissociation.42

Symptoms of dissociation are important clinical phenom-

ena that may become a target of treatment in cases of TTM 

with a history of childhood trauma. Dissociative symptoms 

may also interfere with TTM treatment as dissociation may 

interfere with the processing of trauma memories and related 

emotions and cognitions in trauma-focused therapies.

The dissociative symptoms seen in TTM and SP may 

be associated with a distinct etiology, biology, course, and 

treatment response. For example, individuals with the dis-

sociative subtype may have different genetic vulnerabilities 

than individuals who do not dissociate. Providing a clear 

definition of the TTM and SP comorbidity with dissocia-

tive symptomatology would help to understand genetic, 

neurobiological, cognitive, and psychosocial mechanisms 

of TTM and SP.

The most obvious limitation of our study is the usage of 

three self-reported scales (list of traumatic events, TSSS, and 

DES). The reliability of the scales filled out without a clini-

cian’s intervention is lower than that of structured forms. As 

the small size of the current study is the major limitation of 

this study, we cannot come to a conclusion that TTM serves 

a dissociative or anxiety-relieving function. The study group 

consisted of individuals who were seeking treatment for 

TTM or SP. Another limitation of the study is the increased 

probability of a Type I error associated with multiple t-tests. 

This is another limitation of the study due to the probability 

of symptoms of avoidance in individuals with a comorbidity 

of PTSD; we can speculate that they did not seek treatment 

and did not participate in the study.

Conclusion
In this study, we included two self-harming groups, SP and 

TTM, to get information about the relation of self-harming 

disorders and past traumas. Dissociation, PTSD, and depres-

sion mean scores of TTM and SP groups were not statisti-

cally different from one another. Although two self-harming 

groups did not differ significantly from each other in depres-

sion or PTSD scores, they were both significantly differing 

from the healthy control group. We can conclude that trauma 

and PTSD may play a role in etiology of both TTM and SP. 

PTSD symptoms reduce with the prolonged TTM and SP 

illness duration. The reason for the negative correlation of 

severity of PTSD and TTM may be speculated as developing 

TTM or SP symptoms helps the patient to cope with intrusive 

thoughts related to trauma. Future longitudinal research must 

focus on whether trauma and PTSD or TTM and SP precede 

the development of mental disorder.
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