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A human being is a part of the whole, called by us ‘Universe’ . . . He experiences himself, his thoughts and feelings as something separated from the rest – a kind of optical delusion of his consciousness. This delusion is a kind of prison for us . . . Our task must be to free ourselves from this prison by widening our circle of compassion to embrace all living creatures and the whole of nature in its beauty.


Albert Einstein1
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Preface



Argh . . . my fingers have worked their way into the danger zone, and I’ve found an anomalous hair . . . I must put my hands down and concentrate on the book I’m reading. I am NOT going to pull out that hair . . . it needs to stay where it is.


Uh-oh, hands are up again and agitating at the hair.


The follicle is now tingling with the feeling that the hair needs to come out, but I am still fighting it . . . I don’t want to pull it – it’s been growing nicely, and I don’t want to ruin the good work.


I try more distraction . . . I am doing everything I can to stop myself pulling this hair, but the attraction is too great . . . ten seconds after deliberately dragging my hands away they’re back, agitating at the hair. Now I know I’m not going to be able to concentrate on anything else until I’ve pulled out that hair, so maybe I should allow myself just that one, then I can get on with my day. I don’t have any tweezers close by, so I’m going to have to use my (bitten) fingernails, which are not a precise tool.


No, no, no, we know where this leads, it’s a really bad idea to start . . .


But now I can’t not . . . the need to pull out that hair is occupying my entire consciousness, and I need to get it over with. The first attempt yields a hair, but it’s not the right one. The anomalous one is still there – screaming louder than ever. Try again . . . another miss . . . and again . . . but the one I’m after is thicker and trickier than the soft ones around it, so more good hairs continue to fall victim. Eventually I get a good hold on the hair in question and out it comes, with a strong feeling of relief and satisfaction. I inspect it for a second and then discard it. And now comes the dreaded shame feeling. I failed – yet again – to overcome the urge to pull. And I didn’t just pull one hair . . . I pulled a few from a patch, which now looks a bit wonky/bald and is still tingling with the urge to pull. So now my fingers are searching for any hairs that could be pulled to ‘tidy up’ the wonky patch, and before long, another target hair has been identified. Now we’re right back at the beginning, and I’m trying to resist the temptation all over again, but I have a horrible feeling of inevitability . . . this swarm of urges will keep me in its grip until it chooses to let me go, and then I’ll have to deal with the consequences. I start to wonder how I’m going to hide what I’ve done, so I do a mental survey of where my nearest eyeliner is, and whether I’m likely to be able to get to it without anyone seeing me.


Since I was around twelve years old, some version of the above has been my constant companion. On several days in any given month, I have experienced powerful urges, fought to resist and usually failed. This left me with a bald patch on the crown of my head, missing eyebrows and eyelashes and an intense, deep shame. Despite being fortunate to have many of the trappings of ‘success’ (good general health, loving husband, the joy of motherhood, nice house, good career, great friends, etc.), I have always harboured a strong sense of being fundamentally flawed because I cannot resist the urge to pull out my hair.


A combination of hitting the wall in a busy job, menopause and COVID forced me to pause. I had some good therapy and started to learn the powerful skill of self-compassion. Compassion helped me to pull back the lead-lined curtain of shame that had cloaked my natural curiosity. I’m a professor of neuroscience and have been fascinated by the human brain for as long as I can remember, and yet it is only now that I am able to start my journey of discovery into the little-known and widely misunderstood set of conditions called body-focused repetitive behaviours (BFRBs), of which trichotillomania (hair-pulling disorder) is one.


This book describes the first leg of that journey. I have visited many corners of the ‘globe’ of the human condition, from psychology and psychiatry, through cognitive and molecular neuroscience, to social science, anthropology and hair/skin science. I have had some incredible conversations with experts in these fields, as well as hair and beauty professionals and many members of the BFRB community. I have been amazed and thrilled at the number and variety of stones there are to upturn, and how this contrasts with the misguided sense that individuals who experience uncontrollable urges to pick, pull or bite at themselves are ‘faulty’. What I have learned so far is that the answer to the question ‘why can’t I stop pulling out my hair?’ is complicated, but that the answer is very definitely not that I am fundamentally faulty, broken or flawed.


When I set off on my journey it was going to be all about hair, but the more I learned, the more I became convinced that BFRBs belong together. Almost all of what I learned about hair pulling is directly applicable to skin picking, nail biting, cheek biting, lip picking and myriad other variants. Indeed, I’m also a lifelong nail biter, and I love nothing more than a good scab to pick at! Here lies an important distinction, though. My nail biting and (minor) skin picking have never really bothered me very much, whereas my hair pulling has always troubled me a great deal. As we’ll learn, most of us pick, pull or bite at ourselves a bit because these are normal grooming behaviours, but some of us, for some reason, can’t stop once we’ve started, and that can lead to a great deal of distress.


When I started writing, I was quite sure that this was not going to be a self-help book. I wanted to free myself of any requirement to come up with answers and knew that my scientific training would stop me from advocating anything without subjecting it to proper scrutiny. My plan was to collect jigsaw pieces and present them in a way that allows their validity to be tested, expecting to find some red herrings or unhelpful rabbit holes. I have, through this process, learned a lot, and have inevitably started to put those jigsaw pieces together. I have also found this journey very healing personally; my urges to pull my hair and bite my nails are less frequent and less overwhelming. In other words, when I stopped trying to stop and started trying to understand, I found that the urges to pull quietened down. I now sport a reasonable set-up of much-loved eyelashes most of the time, and I don’t beat myself up on the occasions when the urges win. And, perhaps inevitably, the book does include suggestions of how people with BFRBs might be supported to manage their symptoms.


This book is structured in three parts. In the first part, I summarise the key facts and figures about BFRBs, describe the phenomena, the diagnoses and the existing treatments. The second part is the biggest, where I explore the experience of BFRBs, drawing from a range of scientific disciplines, and think, in turn, about:


1) how we might be predisposed to pick, pull and bite


2) the urges


3) the actions themselves


4) how we can get stuck or trapped in an episode, and


5) how the consequences of living with BFRBs can make us feel.


I then bring this together in the third and final part with some thoughts about potential future directions. I also reflect on what it means to collate my thirty years of neuroscience and forty years of BFRBs to become a ‘lived-experience scientist’. Many chapters include some of my own story of living with hair pulling and nail biting, and they are relatively self-contained, so feel free to dip in and out.


Researching and writing this book has been a revelation and has helped me to feel compassion and curiosity towards an area of my life that had previously completely escaped my understanding. By sharing what I’ve learned, I hope that others can gain a better understanding of BFRBs, and that people who know the struggle can be liberated from unnecessary suffering.










PART 1



What do we already know?


‘Keep your hair on’ is a British English idiom, which means ‘stay calm’ or ‘don’t panic’, and it is in direct contrast to the well-known expression ‘tearing my hair out’, which is used to describe the feeling of exasperation when facing something deeply frustrating and difficult. This association between hair and emotional turmoil is nothing new – historical references to hair pulling being linked to emotional turmoil go back as far as Aristotle and Hippocrates.


Almost all the research that has been done in BFRBs has been conducted by psychologists or psychiatrists, who conceptualise them as psychological disorders, and Part 1 is devoted to summarising this research, adding in some context of my lived experience. As we’ll learn in Part 2, there are other ways to think about urges to pick, pull and bite, but for the time being, let’s ground ourselves in what we know so far.




My experience: how it started


I’ve heard stories from some who can recall the very first hair they pulled, and others who don’t remember a time when they didn’t pull. I can’t pinpoint the very beginning of my hair pulling, but it started around the age of twelve, which was a tricky time in my life. My parents had split up a couple of years earlier and I’d had a difficult transition to secondary school, where I fell victim to the school bully. I lived through a few months of complete social isolation, with groups of kids following me around the playground taunting me. I put on a brave face and told everyone I was fine, but when lying in the bath on Sunday evenings, I would sometimes wish that I could slip under the water and not come up.


Somewhere around this time I found myself pulling out my eyelashes. I don’t ever remember actually wanting to do it, but there was something about the feeling that kept me coming back. I was blessed with thick, dark eyelashes and some of them grew in funny directions, so I would seek them out to give me a neater line. It wasn’t long before I found a patch of head hair that I liked pulling, too. It would mostly happen when I was lying in bed at night, not able to fall asleep. I found it confusing that it just sort of happened without me having a clear reason or understanding of why. My self-esteem was non-existent, and sometimes, feeling a bit panicked, I would go and check how bad it looked in the mirror. I don’t have any memory of making an association between hair pulling and dealing with difficult emotions, but I do remember despising myself for doing it.


I didn’t start pulling at my eyebrows until a bit later, when I was in my early twenties. This was another time of social uncertainty (albeit nowhere near as traumatic as my school bullying experience), when my good friends left university and I stayed on to do a PhD. Since then, my hair pulling has been fairly constant for most of my life. The intensity goes up and down a bit, and somewhere along the line I mostly stopped having urges to pull my head hair, but overall, I’ve had largely naked eyelids and brows and a bald patch on the crown of my head for close to forty years.


For around half of those years, I lived with the conviction, shared by my parents and a few close confidants, that I was the only person in the world who did this strange thing. One day, in the early 2000s, a friend who was doing his clinical psychology training called me at work to tell me he’d found ‘my thing’ in the diagnostic manual for psychiatric disorders. He had to spell the word out for me: t-r-i-c-h-o-t-i-l-l-o-m-a-n-i-a. At the time there was a library on the top floor of the Warneford Hospital in Oxford where I still work. I rushed straight over there, climbed the two flights of stairs and, still breathing heavily, opened the big book. I will never forget the heart-pounding, blood-running-cold feeling of seeing the word in black and white for the first time. It felt momentous, and I stood there with my mouth hanging open. It meant two things: first – if it was a thing in a diagnostic manual, then it was not just me; and second – someone out there might know how to help.





I now know that my experience was fairly typical, with adolescence being the most common age of onset. I’ve heard several stories of individuals who associate the start of their BFRB with parental break-up, bullying or other traumas, while others link theirs with anxiety or low mood, and still others can’t identify any kind of related trauma or psychological distress – they just like the feeling of picking, pulling or biting. I hope to bust several myths in this book and this is the first: BFRBs are not just a nervous habit or a symptom of something else. They are common behaviours that can reach the level of a disorder at the extreme end of the spectrum. This is the case for many psychological disorders. For example, it is completely normal for all of us to feel sad or worry sometimes or perhaps to be concerned about gaining weight, but a proportion of people experience more extreme symptoms, which are then characterised as depression, anxiety or eating disorders, respectively. When symptoms are more extreme and cause significant distress, a common phenomenon can become a disorder.










CHAPTER 1



Definitions and symptoms


Body-focused repetitive behaviours (BFRBs) include hair pulling (trichotillomania), skin picking (dermotillomania or excoriation disorder), nail biting (onychophagia), cheek and lip picking/biting, etc. Well done for getting this far through this paragraph . . . the terminology is awful. As if people with these disorders need more reason to be stigmatised! When I started to write and talk about these disorders it occurred to me to start a campaign to change the names, but there are bigger fish to fry.


The ridiculously unapproachable term ‘trichotillomania’ was coined in 1889, and although references to it crop up from time to time in the medical literature, it was not included as a formal disorder in the diagnostic manual for psychiatric disorders (DSM-3-R) until 1987. Dermatillomania was formally added to the DSM-5 in 2013, and to date these are the only BFRBs to be formally classified. The amount of research carried out into BFRBs follows the same trend – i.e. most for hair pulling, some for skin picking and very little on any others. More on classification and diagnosis below, but for the purposes of this book, I define BFRBs as uncontrollable urges to pick, pull or bite at our own hair, skin or nails. We all do this a bit, but those of us for whom this is problematic find that we are unable to stop, even when we desperately want to, and it becomes classified as a disorder when this impacts our lives in clinically significant ways.


The basic facts and figures


There are a small number of dedicated researchers who have worked hard, often with limited funding, to collect the basic information needed to understand BFRBs. However, the evidence we have falls short of the population studies and large clinical trials that are really needed. Unfortunately, it remains the case that basic questions about BFRBs are not included alongside others in mental-health screening questionnaires, and there is very little research, or even awareness, in the mainstream psychiatric/psychological/neuroscientific community. Furthermore, we know that only a minority of people with BFRBs seek treatment, which means that clinical samples are not representative of the wider population of those who struggle with problematic picking, pulling or biting. I hope this will change in the near future.


Nevertheless, the basic facts and figures as I understand them are as follows:


• Relatively common Best estimates suggest that something like 2–5 per cent of people experience problematic picking, pulling or biting behaviours.2 There is a continuum with all these behaviours, and a much larger percentage of people (closer to 100 per cent!) pick/pull/bite sometimes, but not to the extent that they feel out of control. In our own survey of more than 5,000 UK school children aged 10–18 as part of the 2025 OxWell study, over 60 per cent said that they ‘sometimes pick, pull or bite at their hair, skin or nails in a way that feels difficult to control’, and 5 per cent said that they experience ‘a great deal of upset or distress’ as a consequence.3


• Age of onset BFRBs can occur at any age but most commonly start when we’re young. Interestingly, the age of onset appears to have a different profile for the three major BFRBs. Nail biting tends to start very young, whereas hair pulling and skin picking most often start during adolescence. Hair pulling has a distinct peak onset around age twelve to thirteen, and skin picking is similar. There is some suggestion that very young children are more likely to grow out of BFRBs, whereas onset in older children/adults is more likely to become a lasting part of everyday experience. Having said that, it’s important to stress that BFRBs that start at any age can resolve themselves and be seen as ‘just a phase’.


• Sex difference There is a general sense that BFRBs are more common in women and girls, but working out whether this is true is tricky. In treatment-seeking populations and support groups there is a strong female predominance of around 80 per cent (4:1). However, in larger studies of unselected college students or children the prevalence is much closer to 50:50, suggesting that males might be equally likely to experience urges, but less so to seek help. In our OxWell survey, we found that men/boys are less likely to engage in BFRBs than women/girls, and are also less likely to be distressed by these behaviours if they do.4 Overall, it seems that females are around twice as likely to have problematic BFRBs than males. I’ll talk more about gender and gender diversity in Chapter 7.


• Impact A group of clinical scientists from the Trichotillomania Learning Centre (TLC) conducted an important study, published in 2005, called the Trichotillomania Impact Project, followed a few years later by the Skin-Picking Impact Project.5,6 Both reported high levels of distress and moderate levels of ‘functional impairment’ in people with hair-pulling and skin-picking disorders, with specific problems including missing days of work or school, restricting leisure activities or not wanting to socialise, etc. This is mirrored in our OxWell survey, where around 5 per cent of young people report feeling a great deal of distress that impacts aspects of their family, social, leisure or school lives.


• Co-occurring conditions In common with most psychological disorders, there is a high rate of co-occurring conditions in people with hair-pulling disorder. The most common is an anxiety disorder, with as many as 50 per cent of people reporting both hair pulling and anxiety. Next is a mood disorder at around 40 per cent, then there is a fairly consistent level of around 20 per cent co-occurrence across a wide range of other psychological disorders – for example, obsessive compulsive disorder (OCD), post-traumatic stress disorder (PTSD), addictions, eating disorders, etc.7 These percentages add up to more than 100 per cent because of the high rates of people with multiple diagnoses. Importantly, these data are collected in treatment-seeking populations, which are potentially more likely to include individuals with more complex profiles. Equally importantly, even within these populations, there is a consistent proportion of around 20 per cent of individuals with no other psychological disorders. There will be more later (see pp. 21–5) on the overlap between BFRBs and a range of psychological disorders.


Symptoms and key features


Although all the following symptoms are described in the literature, the textbooks and diagnostic manuals don’t tend to go into much detail about distinct ones. The following is my own list of the aspects of BFRBs that I think are important for anyone trying to understand underlying mechanisms.


• Episodes of uncontrollable urges Urges are not constant, but rather come in waves, and when they arrive, they are very difficult (often impossible) to resist. One of the cruel things about this disorder is that a lot of damage can be done in a short period of time, leaving people dealing with the consequences of the behaviour long after it occurs. A common experience reported in support communities is extended periods of time feeling able to control the urges, or just not experience any (sometimes for weeks, months or even years), then suddenly, without warning, a swarm of them arrives and, in a very short time, all the progress is undone. I am personally able to identify distinct periods of time with high and low urges, but have never managed to pin them to anything that could help me manage them, despite trying to track them in relation to mood, hormonal cycles, food, etc. Their intensity just seems to ebb and flow like irregular tides.


• Target sites (where do we pick, pull or bite?) The most common sites for hair pulling and skin picking are on the head (face, scalp, eyebrows, eyelashes, beard), although they can occur anywhere on the body, and it is common for people to pick or pull from more than one site. Importantly, different people will often have highly stereotyped picking or pulling sites. In other words, if you look across individuals, there will likely be a wide range of sites and extent of picking or pulling, but within an individual there will often be clearly distinct target and non-target areas. For example, for decades I experienced strong urges to pull from a specific area on the crown of my head but have never had any inclination to pull from the sides or back. I revisit this in Part 2, where I consider the possibility that there is something physiologically different about target vs non-target areas.


• Styles of picking/pulling/biting In the 1990s, it was observed that people who pull their hair have differing levels of awareness of their actions. This gave rise to a distinction between ‘focused’ and ‘automatic’ pulling, which has also been used as a distinction for skin picking and other BFRBs. Focused, or targeted, pulling/picking usually has some sort of identifiable intention – for example, I ‘need’ to pull this hair because it is coarse/frizzy/white/stubbly/painful/out of place/etc., or I ‘need’ to pick my skin to make it smooth, etc. This type of BFRB might include tools like a mirror and/or tweezers, and the experience of ‘need’ is often powerful and eludes any attempts to divert attention. Focused pulling/picking is thought of as ‘compulsive’ behaviour and has some similarities to obsessive compulsive disorders in that there is an identifiable cognition that precedes the behaviour. The alternative is ‘automatic’ pulling/picking, which, as the name suggests, happens without any conscious intention. People describe finding themselves picking, pulling or biting without knowing they are doing it, and some even report waking to find evidence of BFRBs happening in their sleep. Automatic picking, pulling and biting are thus thought of as more ‘impulsive’ behaviours. This distinction in styles is well established among experts and embedded into clinical interventions for BFRBs, but I have questions about how useful it is. Firstly, even the team who developed the established measure of pulling styles (called the Milwaukee Inventory for Subtypes of Trichotillomania-Adult version, or MIST-A) found that virtually everyone engages in both focused and automatic BFRBs.8 Secondly, attempts to establish subtypes of people with BFRBs using this distinction haven’t yielded anything that looks meaningful. Finally, my own experience, and that of others in the community, isn’t quite captured by this distinction. As I set out below, and then in more detail in Part 2, I find it more helpful to recognise that there are different sorts of urges, and that there is a critical aspect of the experience, which is kind of a mixture of focused and automatic pulling, namely the ‘trance-like state’ – about which there is much more to come.


• Triggers Many people with BFRBs associate their picking, pulling or biting with stress or anxiety. While it is definitely true that stress is a trigger, I don’t think it’s the only one. I pull more when I’m feeling anxious or ruminating, but also if I’m feeling overexcited or, indeed, any kind of overwhelm. If there is too much going on in my brain, my hands go searching for something to pick or pull. Rather than just focusing on stress I think of being at greater risk when I’m in a heightened state of arousal. Just as often, I find myself at risk when I’m understimulated or bored. Reading or watching TV are major triggers which I put into this category. It’s not that the reading material or TV programme is boring, but neither seems to be enough input, so my hands start to roam around, looking for something to do. The fact that both under- and overstimulation are likely to trigger a pulling episode supports the idea, first suggested by Dr Fred Penzel (a pioneer of BFRB research), that pulling serves as a way of regulating emotions.9 The final kind of trigger I experience is highly sensory, and is, for me, the most difficult to resist. This feels like an itch that has to be scratched, and it is infuriatingly insistent. I can tell myself a thousand times to leave it alone, but as soon as I am not using my whole conscious effort to control it, my hand will be back there again bothering at a hair. I’ll go into much more detail about the triggers when we explore urges in Chapter 4.


• The trance An intriguing aspect of the experience of BFRBs is the ‘trance-like state’. It is not well understood or studied yet, but every time I attempt to tell others with BFRBs how mine feels, I get wide-eyed responses of ‘That’s it!’ It is a sort of dissociative state, and it is when most of the damage is done. Indeed, if I can avoid falling into the trance, my hair pulling is totally manageable. I experience the trance as a powerful ‘trap’ over which I have virtually no control. It feels external to me and when it descends, I just have to wait it out. Others talk about losing hours or whole days to the trance, and even missing commitments like school or work because of it. However, it doesn’t feel like it fits with the narrative of ‘automatic’ or ‘focused’ pulling. It is kind of both in that I am both aware and unaware – but I have no control. I do recognise times for myself when my pulling could be described as focused (in front of the mirror) or automatic (absentminded), but the trance is something quite different. The feeling is hard to express but is not unpleasant. It might even be pleasant, but it is not easy to articulate because it is an altered state of consciousness. What is unambiguous, though, is the feeling of emerging from the trance, which is unequivocally awful. When I return to normal consciousness, and realise the damage I’ve done, I feel intense shame, regret and sadness. In Part 2, we’ll explore this strange phenomenon further.


• Distress Many people with BFRBs experience significant distress that can stop them from living their lives to the full. In particular, the scale, depth and extent of the shame felt by some of us potentially gives rise to more distress than the behaviours themselves. Shame is common in psychological disorders and is often an exacerbating or maintaining factor. This is a real problem in cases such as BFRBs, where the behaviour has a self-soothing function, but its consequences include creating more distress, so setting up a vicious cycle. Unfortunately, the stigma and lack of awareness surrounding these disorders amplify the risk of shame. This will be explored in detail in Chapter 7.


Diagnosis


The official diagnostic criteria for hair pulling and skin picking, according to the DSM-5, are pretty straightforward.10 I’ll summarise the main ones side by side to demonstrate the similarity:






	

Trichotillomania



	

Excoriation disorder (dermatillomania)








	

Repeated pulling out of one’s own hair, resulting in hair loss



	

Repeated picking of one’s own skin resulting in skin lesions








	

Repeated attempts to stop or decrease hair pulling



	

Repeated attempts to stop or decrease skin picking








	

Experience of clinically significant distress or impairment in social, occupational or other important areas of functioning



	

Experience of clinically significant distress or impairment in social, occupational or other important areas of functioning








	

The hair pulling or hair loss can’t be attributed to another medical condition, or better explained by another mental disorder



	

The skin picking can’t be attributed to another medical condition, or better explained by another mental disorder









In the community groups that I am part of, I often see questions about how to get a diagnosis. My reply is usually along the lines of ‘If you pick, pull or bite your hair, skin or nails and want to stop but can’t, then you have a BFRB. You don’t need anyone to make it official.’ This is largely because most primary-care physicians have never heard of BFRBs, and there is no evidence-based targeted treatment available in public-health programmes, so there is little benefit to a formal diagnosis. I hope this will change as awareness is raised.


Diagnostic categories and co-occurring conditions


Within the current version of the standard diagnostic manual (DSM-5), hair pulling and skin picking are categorised under ‘obsessive compulsive disorders’ as a ‘related condition’. In the previous edition (DSM-4), hair pulling was classified as a type of ‘impulse control disorder’, other examples of which are gambling, compulsive shoplifting, etc. My understanding is that there is much wrangling with each new edition about which disorders should be classified where, and there is constant debate in the field about the usefulness of any classification system when mental-health conditions have such high rates of co-occurrence with each other.


BFRBs get conflated with several other, better-known, conditions, and in all cases, there are some elements that are shared. As is the case in most psychological disorders, many people with hair pulling also have another psychiatric diagnosis. This presents challenges in terms of understanding the interactions and conflating cause and effect. Importantly, though, there is a good proportion of people with BFRBs who don’t have another diagnosis, demonstrating that it is a disorder in its own right.


Diagnostic overlaps:


• Anxiety disorders The most common misconception around BFRBs is that the behaviours are a symptom of anxiety. People who are twiddling hair, scratching at their skin or biting nails ‘look’ anxious. Although anxiety is a common co-occurrence, and having a BFRB can induce anxiety, there are plenty of people with BFRBs who do not experience clinically significant levels of anxiety.


• Self-harm Although the consequences of BFRBs and non-suicidal self-injury share some commonalities (i.e. self-inflicted damage and unwanted changes to our appearance), the important distinction is the intent. People who self-harm describe a sense of building emotional pressure that can only be released by cutting. People with BFRBs are usually not intentionally trying to inflict harm; rather, the harm they experience is a consequence of behaviour that has other drivers.


• Obsessive compulsive disorder Although OCD and BFRBs share an element of compulsion, the cognitions behind the behaviours are quite distinct. For people with OCD, compulsive behaviour is typically aimed at neutralising an obsession in an attempt to prevent harm occurring (to self or others), but these thoughts are usually absent in people with BFRBs. In the case of picking/pulling/biting, there is often no conscious thought at all that precedes the episode, and thus no ‘obsession’. Even the word ‘compulsion’ is problematic, with some of the behaviour being more accurately described as an ‘impulsion’. The distinction between these two isn’t immediately obvious, but a compulsion is a feeling of being compelled to do something, whereas an impulsion can be thought of as a more impulsive response to something.


• Impulse control disorder This is the failure to resist a temptation, urge or sensation, even when the consequences are negative. Impulsivity is a feature of many common psychological disorders (for example, addiction, some eating disorders, some mood disorders), as well as behaviours such as compulsive buying, stealing items that aren’t needed, internet addiction, compulsive sex and gambling. BFRBs used to be categorised as an impulse control disorder in the previous version of the diagnostic manual.


• Addiction Closely associated with the idea of impulse control is addiction, and BFRBs are sometimes described as a ‘behavioural addiction’. For something to be classified as an addiction it typically involves the following: salience (it feels rewarding/relieving); mood modification (it feels good – even if very temporary); tolerance (progressively more is needed to achieve the same feeling); withdrawal symptoms (suffering when abstaining); conflict (causes problems in other areas of life); and relapse (trying to stop, but returning to the activity).


• Body dysmorphic disorder (BDD) People with BDD worry excessively about perceived flaws in their appearance that are often unnoticeable to others or seem minor. Again, there is a degree of overlap here, and picking or pulling behaviours might be present, alongside others, in people with BDD. The key distinction is the motivation. People with BFRBs are typically motivated by urges to pick, pull or bite, rather than trying to improve any perceived flaws.


• Attention deficit hyperactivity disorder (ADHD) and autistic spectrum disorder (ASD) Repetitive movements are common in people with both ADHD and ASD, and assessment of these movements or ‘stereotypies’ is typically part of the diagnostic process. For example, one of the two ‘domains’ that make up the Autism Diagnostic Observation Schedule (ADOS), which is used for diagnosis of autism, is ‘restricted and repetitive behaviours’. In both ADHD and autism, repetitive behaviours are often described as ‘stimming’, although their interpretation differs (more on this in Chapter 8).


As is clear from the length of this list, the picture is murky. I suspect that if a group of people with BFRBs were asked which of the diagnostic categories above they most identify with, there would be a large spread. Personally, I associate my BFRBs most with impulse control and addiction, with a possible smattering of ADHD traits, but I am not particularly anxious, and don’t feel any connection with self-harm or OCD. As is the case for many psychological/psychiatric disorders, it’s complicated, and the diagnostic categories are only partially helpful.


This overlap in the ‘Venn diagrams’ of psychological disorders is a well-recognised problem, with symptoms that are common and high rates of co-occurrence, across disparate diagnoses. In the early part of this century, efforts were made to reconceptualise the classification of mental-health disorders with a greater emphasis on the symptoms than the traditional diagnostic labels. The National Institute for Mental Health (NIMH) in the USA proposed something called the ‘Research Domain Criteria’ or RDoC, which encourages research that moves away from diagnostic categories to look at domains or areas of functioning and examine a wide range of factors (for example, neuroscience, genetics, behaviour) to better understand what drives them and keeps them going. The five major domains that were initially included in the RDoC ‘matrix’ didn’t have an obvious place for BFRBs, but in 2018, a new ‘sensorimotor’ domain was inserted in recognition of the number of psychological disorders that include a motor component. There is still plenty of work to do to raise awareness/profile of these disorders, but things are moving in the right direction.
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