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“Psychosis and Escherichia Coli Infection: 
A Forgotten Issue”: Our Observation

Sir,

Reminding us on the important relation between 
certain infections and their drug treatment, which 
may sometimes result in the psychiatric problems, 
Wiwanitkit made a nice effort in highlighting an 
important aspect of preventive medicine.[1] In this 
context, we would like to share our recent experience. 
On March 6, 2013, our hospital organized a Medical 
Camp in a destitute home in Patiala, Punjab. On 
detailed examination by a team of experts from 
Psychiatry and Dermatology Departments, many of 
the inmates of the destitute home were suffering from 
psychiatric disorders and some were severely mentally 
retarded. Common skin infections/infestations included 
tinea, scabies, and pediculosis. One of the problems, we 
observed was a gastrointestinal complaint of abdominal 
pain and diarrhea in many of the patients. When we 
enquired about quality of drinking water available, 
the workers there told us that, though filtered water 
was available for inmates, many of them did not drink 
water properly and that was the possibly the reason of 
abdominal complaints. Later, as we read the article by 
Prof. Wiwanitkit, we realized that occasional, if not 
many, psychological disorders in settings like a destitute 
home may be ascribed to lack of basic amenities to 
these unfortunate people, though there is probably 
no direct proof of it. However, it may be noted that 
a recent meta‑analysis found that childhood central 
nervous system viral (but not bacterial) infections were 
associated with approximately two‑fold increased risk 

of adult schizophrenia/psychosis.[2] Thus, preventive 
medicine at community level has a larger role to play.
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New Avenues in Management of Trichotillomania

Sir,

In 1889, Hallopeau coined the term trichotillomania, 
meaning a ‘morbid craving to pull out one’s hair’.[1] 
Trichotillomania is basically a primary psychiatric disorder 
with a typical dermatologic manifestation (alopecia). 
Originally, trichotillomania was classified as an impulse 
control disorder; however, it is now widely accepted that 

there is a possibility of a broad spectrum of additional 
psychopathology such as obsessive compulsive disorder 
(OCD), dysmorphophobia/body dysmorphic disorder, 
and mood disorders.[2,3] Trichotillomania causes varying 
degrees of functional impairments, apart from significant 
hair loss/alopecia. The Diagnostic and Statistical Manual 
of Mental Disorders (DSM)‑IV‑TR diagnostic criteria for 
trichotillomania includes: (1) Recurrent pulling out of 
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one’s own hair resulting in hair loss; (2) an increasing 
sense of tension immediately before pulling out the hair 
or when attempting to resist the behavior; (3) pleasure, 
gratification, or relief when pulling out the hair; (4) the 
disturbance is not better accounted for by another mental 
disorder; and (5) the disturbance provokes clinically 
marked distress and/or impairment in occupational, 
social, or other areas of functioning.[4] Pulled out hair 
may be ingested by the patient leading to trichobezoar 
(a compact mass of hair occupying the gastric cavity to a 
variable extent) and Rapunzel syndrome (a trichobezoar 
extending past the duodenum); these conditions usually 
require surgical interventions.

Management of trichotillomania is challenging. A 
number of treatment modalities have been used including 
psychotherapy, hypnotherapy, and pharmacotherapy; 
though treatment response is variable and relapses are 
frequent.

Dialectical behavior therapy enhanced habit reversal 
treatment offers significant promise for improved 
long‑term treatment benefits in trichotillomania.[5] 
In a recent study, Keuthen et al., reported significant 
improvement from baseline at 3‑and 6‑month follow‑up 
on all measures of hair pulling severity and emotion 
regulation following dialectical behavior therapy 
enhanced habit reversal therapy.[6] Hypnotherapy has 
also been reported to be effective in trichotillomania.[7]

Dronabinol is a cannabinoid agonist which is 
hypothesized to reduce the excitotoxic damage caused by 
glutamate release in the striatum. This medication offers 
a new promise in reducing compulsive behaviors. In a 
study, the use of dronabinol, at an average dose of 11.6 
mg/day, decreased the Massachusetts General Hospital 
Hair Pulling Scale scores (MGH‑HPS) from a mean of 
16.5±4.4 at baseline to 8.7±5.5. About 64% of patients 
responded with ≥35% reduction on the MGH‑HPS and 
there was ‘much or very much improvement’ on the 
Clinical Global Impression (CGI) scale.[8]

N‑acetylcysteine is a glutamate modulator which 
has shown some promise in treatment of compulsive 
behaviors. Rodrigues‑Barata et  al., described clinical 
improvement of two patients of trichotillomania with 
N‑acetylcysteine.[9] A large trial of 50 trichotillomania 
patients also reported significant improvement with 
this medication.[10] However, a recent randomized, 
double‑blind, controlled trial of N‑acetylcysteine 
in pediatric age group  (8-17  years) failed to show 
a statistical benefit over placebo  (response rate of 
25  versus 21%, respectively).[11] The authors of this 
study stressed the importance of referring pediatric 
patients of trichotillomania to appropriate behavioral 
therapy before starting pharmacological interventions.

In another important study, a second generation (atypical) 
antipsychotic  (SGA), olanzapine at an average dose 
of 10.8  mg/day was used. The intervention showed 
significant improvement of trichotillomania responders 
as per Clinical Global Impressions‑Improvement (CGI‑I) 
scale. There was also a significant change from baseline 
to end point in the Yale‑Brown Obsessive Compulsive 
Scale for Trichotillomania  (TTM‑YBOCS) and the 
Clinical Global Impressions‑Severity of Illness (CGI‑S) 
scale.[12] In addition, aripiprazole, another SGA, has 
also shown promise in treatment of trichotillomania.[13]

Bimatoprost is a synthetic prostaglandin analogue 
used for glaucoma and ocular hypertension. Peabody 
et al., recently reported successful treatment of eyelash 
madarosis (due to trichotillomania) in a female patient 
with use of bimatoprost 0.03% ophthalmic solution.[14] 
Treatment of trichotillomania with mood stabilizers, for 
example, lithium has also been suggested.[15]

Thus, starting with successful but relatively older 
pharmacotherapy options of clomipramine and 
selective serotonin reuptake inhibitors (SSRIs), there 
are now a number of new treatment modalities for 
this difficult to manage entity. Most of these require 
validation in controlled clinical trials. And still, the role 
of psychotherapeutic interventions in both pediatric 
as well as adult patients cannot be over‑emphasized.
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Emerging H7N9 Infection, a Concern on 
Psychological Manifestation

Sir,

The new emerging H7N9 infection in several provinces 
of China leads to the worldwide discussion on this 
possible new global threaten.[1] As an atypical influenza 
virus infection, there are many atypical clinical 
presentations adding to simple respiratory signs and 
symptoms. In psychological medicine, the question 
is whether there is any psychological presentation 
of H7N9 infection. Of interest, on available data, 
the observation on “confusion” in some patients is 
described  (see www.flu.gov for more information). 
The neurological involvement of H7N9 infection 
is widely discussed and believed to be a possible 
explanation for rapid deterioration of mental status in 
some infected cases.[2] To correspond for the possible 
worldwide epidemic of H7N9 infection, the concern 
that the psychological manifestation might be the first 
presentation must be kept in mind of all practitioners.
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