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Impulse-Control Disorders Not Elsewhere Classified

This section includes disorders of impulse control that are not classified as part of the presentation of disorders in other sections of the manual (e.g., Substance-Related Disorders, Paraphilias, Antisocial Personality Disorder, Conduct Disorder, Schizo​phrenia, and Mood Disorders may have features that involve problems of impulse control). The essential feature of Impulse-Control Disorders is the failure to resist an impulse, drive, or temptation to perform an act that is harmful to the person or to oth​ers. For most of the disorders in this section, the individual feels an increasing sense of tension or arousal before committing the act and then experiences pleasure, gratification, or relief at the time of committing the act. Following the act there may or may not be regret, self-reproach, or guilt. The following disorders are included in this section:
Intermittent Explosive Disorder is characterized by discrete episodes of failure to resist aggressive impulses resulting in serious assaults or destruction of property.
Kleptomania is characterized by the recurrent failure to resist impulses to steal ob​jects not needed for personal use or monetary value. 
Pyromania is characterized by a pattern of fire setting for pleasure, gratification, or relief of tension. 
Pathological Gambling is characterized by recurrent and persistent maladaptive gambling behavior.
Trichotillomania is characterized by recurrent pulling out of one's hair for plea​sure, gratification, or relief of tension that results in noticeable hair loss.
Impulse-Control Disorder Not Otherwise Specified is included for coding disor​ders of impulse control that do not meet the criteria for any of the specific Impulse-Control Disorders described above or in other sections of the manual.
                           312.34   Intermittent Explosive Disorder
Diagnostic Features        
The essential feature of Intermittent Explosive Disorder is the occurrence of discrete episodes of failure to resist aggressive impulses that result in serious assaultive acts or destruction of property (Criterion A). Examples of serious assaultive acts include striking or otherwise hurting another person or verbally threatening to physically as​sault another individual. Destruction of property entails purposeful breaking of an object of value; minor or unintentional damage is not of sufficient severity to meet this criterion. The degree of aggressiveness expressed during an episode is grossly
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out of proportion to any provocation or precipitating psychosocial stressor (Criterion B). A diagnosis of Intermittent Explosive Disorder is made only after other mental disorders that might account for episodes of aggressive behavior have been ruled out (e.g., Antisocial Personality Disorder, Borderline Personality Disorder, a Psychotic Disorder, a Manic Episode, Conduct Disorder, or Attention-Deficit/Hyperactivity Disorder) (Criterion C). The aggressive episodes are not due to the direct physiolog​ical effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., head trauma, Alzheimer's disease) (Criterion C). The individual may describe the aggressive episodes as "spells" or "attacks" in which the explosive be​havior is preceded by a sense of tension or arousal and is followed immediately by a sense of relief. Later the individual may feel upset, remorseful, regretful, or embar​rassed about the aggressive behavior.
Associated Features and Disorders
Associated descriptive features and mental disorders. Individuals with Intermit​tent Explosive Disorder sometimes describe intense impulses to be aggressive prior to their aggressive acts. Explosive episodes may be associated with affective symp​toms (irritability or rage, increased energy, racing thoughts) during the aggressive impulses and acts, and rapid onset of depressed mood and fatigue after the acts. Some individuals may also report that their aggressive episodes are often preceded or accompanied by symptoms such as tingling, tremor, palpitations, chest tightness, head pressure, or hearing an echo. Individuals may describe their aggressive impulses as extremely distressing. The disorder may result in job loss, school suspen​sion, divorce, difficulties with interpersonal relationships or other impairment in social or occupational spheres, accidents (e.g., in vehicles), hospitalization (e.g., be​cause of injuries incurred in fights or accidents), financial problems, incarcerations, or other legal problems.
Signs of generalized impulsivity or aggressiveness may be present between explo​sive episodes. Individuals with Intermittent Explosive Disorder may report problems with chronic anger and frequent "subthreshold" episodes, in which they experience ag​gressive impulses but either manage to resist acting on them or engage in less destruc​tive aggressive behaviors (e.g., screaming, punching a wall without damaging it).
Individuals with narcissistic, obsessive, paranoid, or schizoid traits may be espe​cially prone to having explosive outbursts of anger when under stress. Preliminary data suggest that Mood Disorders, Anxiety Disorders, Eating Disorders, Substance Use Disorders, and other Impulse-Control Disorders may be associated with Inter​mittent Explosive Disorder. Childhood histories may show severe temper tantrums, impaired attention, hyperactivity, and other behavioral difficulties, such as stealing and fire setting.
Associated laboratory findings. There may be nonspecific EEC findings (e.g., slow​ing) or evidence of abnormalities on neuropsychological testing (e.g., difficulty with letter reversal). Signs of altered serotonin metabolism (e.g., low mean 5-hydroxy-indoleacetic acid [5-HIAA] concentrations) have been found in the cerebrospinal flu​id of some impulsive and temper-prone individuals, but the specific relationship of these findings to Intermittent Explosive Disorder is unclear.
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Associated physical examination findings and general medical conditions.
There may be nonspecific or "soft" findings on neurological examinations (e.g., reflex asymmetries or mirror movements). Developmental difficulties indicative of cerebral dysfunction may be present (e.g., delayed speech or poor coordination). A history of neurological conditions (e.g., migraine headaches, head injury, episodes of uncon​sciousness, or febrile seizures in childhood) may be present. However, if the clinician judges that the aggressive behavior is a consequence of the direct physiological ef​fects of a diagnosable general medical condition, the appropriate Mental Disorder Due to a General Medical Condition should be diagnosed instead (e.g.. Personality Change Due to Head Trauma, Aggressive Type; Dementia of the Alzheimer's Type, Early Onset, Uncomplicated, With Behavioral Disturbance).
Specific Culture and Gender Features
Amok is characterized by an episode of acute, unrestrained violent behavior for which the person claims amnesia. Although traditionally seen in southeastern Asian coun​tries, cases of amok have been reported in Canada and the United States. Unlike Inter​mittent Explosive Disorder, amok typically occurs as a single episode rather than as a pattern of aggressive behavior and is often associated with prominent dissociative features. Episodic violent behavior is more common in males than in females.
Prevalence 
Reliable information is lacking, but Intermittent Explosive Disorder is apparently rare.
Course
Limited data are available on the age at onset of Intermittent Explosive Disorder, but it appears to be from childhood to the early 20s. Mode of onset may be abrupt and without a prodromal period. The course of Intermittent Explosive Disorder is vari​able, with the disorder having a chronic course in some individuals and a more epi​sodic course in other individuals.
Familial Pattern
Mood Disorders, Substance Use Disorders, Intermittent Explosive Disorder, and oth​er Impulse-Control Disorders may be more common among the first-degree relatives of individuals with intermittent Explosive Disorder than among the general popula​tion.
Differential Diagnosis
Aggressive behavior can occur in the context of many other mental disorders. A di​agnosis of Intermittent Explosive Disorder should be considered only after all other disorders that are associated with aggressive impulses or behavior have been ruled out. If the aggressive behavior occurs exclusively during the course of a delirium, a
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diagnosis of Intermittent Explosive Disorder is not given. Similarly, when the behav​ior develops as part of a dementia, a diagnosis of Intermittent Explosive Disorder is not made and the appropriate diagnosis is dementia with the specifier With Behav​ioral Disturbance. Intermittent Explosive Disorder should be distinguished from Per​sonality Change Due to a General Medical Condition, Aggressive Type, which is diagnosed when the pattern of aggressive episodes is judged to be due to the direct physiological effects of a diagnosable general medical condition (e.g., an individual who has suffered brain injury from an automobile accident and subsequently mani​fests a change in personality characterized by aggressive outbursts). In rare cases, epi​sodic violence may occur in individuals with epilepsy, especially of frontal and temporal origin (partial complex epilepsy). 
A careful history and a thorough neurological evaluation are helpful in making the determination. Note that nonspecific abnormalities on neurological examination (e.g., "soft signs") and nonspecific EEG changes are compatible with a diagnosis of Intermittent Explosive Disorder and only preempt the diagnosis if they are indicative of a diagnosable general medical condition.
Aggressive outbursts may also occur in association with Substance Intoxication or Substance Withdrawal, particularly associated with alcohol, phencyclidine, co​caine and other stimulants, barbiturates, and inhalants. The clinician should inquire carefully about the nature and extent of substance use, and a blood or urine drug screen may be informative. 
Intermittent Explosive Disorder should be distinguished from the aggressive or erratic behavior that can occur in Oppositional Defiant Disorder, Conduct Disorder, Antisocial Personality Disorder, Borderline Personality Disorder, a Manic Episode, and Schizophrenia. If the aggressive behavior is better accounted for as a diagnostic or associated feature of another mental disorder, a separate diagnosis of Intermittent Explosive Disorder is not given. However, impulsive aggression in individuals with Antisocial Personality Disorder and Borderline Personality Disorder can have specif​ic clinical relevance, in which case both diagnoses may be made. For example, if an individual with an established diagnosis of Borderline Personality Disorder develops discrete episodes of failure to resist aggressive impulses resulting in serious physical or verbal assaultive acts or destruction of property, an additional diagnosis of Inter​mittent Explosive Disorder may be warranted.
"Anger attacks"—sudden spells of anger associated with autonomic arousal (tachy​cardia, sweating, flushing) and feelings of being out of control—have been described in individuals with Major Depressive Disorder and Panic Disorder. If these attacks occur only in the setting of a Major Depressive Episode or a Panic Attack, they should not count toward a diagnosis of Intermittent Explosive Disorder. However, if these anger attacks also occur at times other than during Major Depressive Episodes or Panic Attacks, and meet the Intermittent Explosive Disorder criterion for serious as​saultive acts, then both diagnoses may be given.
Aggressive behavior may, of course, occur when no mental disorder is present. Purposeful behavior is distinguished from Intermittent Explosive Disorder by the presence of motivation and gain in the aggressive act. In forensic settings, individuals may malinger Intermittent Explosive Disorder to avoid responsibility for their be​havior. Anger as a normal reaction to specific life events or environmental situa​tions also needs to be distinguished from the anger that may occur as part of an
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aggressive episode in Intermittent Explosive Disorder, which occurs with little or no provocation. 
Diagnostic criteria for 312.34 Intermittent Explosive Disorder
A.  Several discrete episodes of failure to resist aggressive impulses 
that result in serious assaultive acts or destruction of property. 
B.  The degree of aggressiveness expressed during the episodes is 
grossly out of propor​tion to any precipitating psychosocial 
stressors.
C.  The aggressive episodes are not better accounted for by another 
mental disorder (e.g.. Antisocial Personality Disorder, 
Borderline Personality Disorder, a Psychotic Dis​order, a Manic 
Episode, Conduct Disorder, or Attention-Deficit/Hyperactivity 
Disor​der) and are not due to the direct physiological effects of a 
substance (e.g., a drug of abuse, a medication) or a general 
medical condition (e.g., head trauma, Alzheimer's disease). 
312.32   Kleptomania
Diagnostic Features 
The essential feature of Kleptomania is the recurrent failure to resist impulses to steal items even though the items are not needed for personal use or for their monetary val​ue (Criterion A). The individual experiences a rising subjective sense of tension be​fore the theft (Criterion B) and feels pleasure, gratification, or relief when committing the theft (Criterion C). The stealing is not committed to express anger or vengeance, is not done in response to a delusion or hallucination (Criterion D), and is not better accounted for by Conduct Disorder, a Manic Episode, or Antisocial Personality Dis​order (Criterion E). The objects are stolen despite the fact that they are typically of lit​tle value to the individual, who could have afforded to pay for them and often gives them away or discards them. Occasionally the individual may hoard the stolen ob​jects or surreptitiously return them. Although individuals with this disorder will gen​erally avoid stealing when immediate arrest is probable (e.g., in full view of a police officer), they usually do not preplan the thefts or fully take into account the chances of apprehension. The stealing is done without assistance from, or collaboration with, others. 
Associated Features and Disorders 
Individuals with Kleptomania experience the impulse to steal as 

ego-dystonic and are aware that the act is wrong and senseless. The person frequently fears being appre​hended and often feels depressed or guilty about the thefts. Kleptomania may be as​sociated with compulsive buying as well as with Mood Disorders (especially Major Depressive Disorder), Anxiety Disorders, Eating Disorders (particularly Bulimia
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Nervosa), Personality Disorders, and other Impulse-Control Disorders. The disorder may cause legal, family, career, and personal difficulties. 
Specific Gender Features
Preliminary evidence suggests that, in clinical samples, approximately two-thirds of individuals with Kleptomania are female.
Prevalence         
Kleptomania is a rare condition that appears to occur in fewer than 5% of identified shoplifters. Its prevalence in the general population is unknown.
Course
Age at onset of Kleptomania is variable. The disorder may begin in childhood, ado​lescence, or adulthood, and in rare cases in late adulthood. There is little systematic information on the course of Kleptomania, but three typical courses have been de​scribed: sporadic with brief episodes and long periods of remission; episodic with protracted periods of stealing and periods of remission; and chronic with some de​gree of fluctuation. The disorder may continue for years, despite multiple convictions for shoplifting. 
Familial Pattern
There are no controlled family history studies of Kleptomania. However, preliminary data suggest that first-degree relatives of individuals with Kleptomania may have higher rates of Obsessive-Compulsive Disorder than the general population.
Differential Diagnosis
Kleptomania should be distinguished from ordinary acts of theft or shoplifting. Or​dinary theft (whether planned or impulsive) is deliberate and is motivated by the use​fulness of the object or its monetary worth. Some individuals, especially adolescents, may also steal on a dare, as an act of rebellion, or as a rite of passage. The diagnosis is not made unless other characteristic features of Kleptomania are also present. Klep​tomania is exceedingly rare, whereas shoplifting is relatively common. In Malinger​ing, individuals may simulate the symptoms of Kleptomania to avoid criminal prosecution. Antisocial Personality Disorder and Conduct Disorder are distin​guished from Kleptomania by a general pattern of antisocial behavior. Kleptomania should be distinguished from intentional or inadvertent stealing that may occur dur​ing a Manic Episode, in response to delusions or hallucinations (e.g., in Schizophre​nia), or as a result of a dementia.
312.33    Pyromania
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Diagnostic criteria for 312.32 Kleptomania
A.   Recurrent failure to resist impulses to steal objects that are not 
needed for personal use or for their monetary value.
B.   Increasing sense of tension immediately before committing the 
theft. 
C.   Pleasure, gratification, or relief at the time of committing the theft.
D.  The stealing is not committed to express anger or vengeance and 
is not in response to a delusion or a hallucination.
E.  The stealing is not better accounted for by Conduct Disorder, a
Manic Episode, or Antisocial Personality Disorder.
312.33   Pyromania
Diagnostic Features
The essential feature of Pyromania is the presence of multiple episodes of deliberate and purposeful fire setting (Criterion A). Individuals with this disorder experience tension or affective arousal before setting a fire (Criterion B). There is a fascination with, interest in, curiosity about, or attraction to fire and its situational contexts (e.g., paraphernalia, uses, consequences) (Criterion C). Individuals with this disorder are often regular "watchers" at fires in their neighborhoods, may set off false alarms, and derive pleasure from institutions, equipment, and personnel associated with fire. They may spend time at the local fire department, set fires to be affiliated with the fire department, or even become firefighters. Individuals with this disorder experience pleasure, gratification, or a release of tension when setting the fire, witnessing its ef​fects, or participating in its aftermath (Criterion D). The fire setting is not done for monetary gain, as an expression of sociopolitical ideology, to conceal criminal activi​ty, to express anger or vengeance, to improve one's living circumstances, or in re​sponse to a delusion or a hallucination (Criterion E). The fire setting does not result from impaired judgment (e.g., in dementia or Mental Retardation). The diagnosis is not made if the fire setting is better accounted for by Conduct Disorder, a Manic Epi​sode, or Antisocial Personality Disorder (Criterion F).
Associated Features and Disorders       
Individuals with Pyromania may make considerable advance preparation for starting a fire. They may be indifferent to the consequences to life or property caused by the fire, or they may derive satisfaction from the resulting property destruction. The be​haviors may lead to property damage, legal consequences, or injury or loss of life to the fire setter or to others. Individuals who impulsively set fires (who may or may not have Pyromania) often have a current or past history of Alcohol Dependence or Abuse.
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Specific Age and Gender Features
Although fire setting is a major problem in children and adolescents (over 40% of those arrested for arson offenses in the United States are under age 18 years), Pyromania in childhood appears to be rare. Juvenile fire setting is usually associated with Conduct Disorder, Attention-Deficit/Hyperactivity Disorder, or Adjustment Disor​der, Pyromania occurs much more often in males, especially those with poorer social skills and learning difficulties.
Prevalence
Pyromania is apparently rare.
Course
There are insufficient data to establish a typical age at onset of Pyromania. The rela​tionship between fire setting in childhood and Pyromania in adulthood has not been documented. In individuals with Pyromania, fire-setting incidents are episodic and may wax and wane in frequency. Longitudinal course is unknown.
Differential Diagnosis
It is important to rule out other causes of fire setting before giving the diagnosis of Pyromania. Intentional fire setting may occur for profit, sabotage, or revenge; to con​ceal a crime; to make a political statement (e.g., an act of terrorism or protest); or to attract attention or recognition (e.g., setting a fire in order to discover it and save the day). Fire setting may also occur as part of developmental experimentation in child​hood (e.g., playing with matches, lighters, or fire). Some individuals with mental dis​orders use fire setting to communicate a desire, wish, or need, often directed at gaining a change in the nature or location of services. This form of fire setting has been referred to as "communicative arson" and must be carefully distinguished from Pyromania. A separate diagnosis of Pyromania is not given when fire setting occurs as part of Conduct Disorder, a Manic Episode, or Antisocial Personality Disorder, or if it occurs in response to a delusion or a hallucination (e.g., in Schizophrenia) or if it is due to the direct physiological effects of a general medical condition (e.g., epi​lepsy). The diagnosis of Pyromania should also not be given when fire setting results from impaired judgment associated with dementia, Mental Retardation, or Sub​stance Intoxication.
312.31    Pathological Gambling
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Diagnostic criteria for 312.33 Pyromania
A.   Deliberate and purposeful fire setting on more than one occasion. 
B.  Tension or affective arousal before the act.
C.   Fascination with, interest in, curiosity about, or attraction to fire 
and its situational contexts (e.g.. paraphernalia, uses, 
consequences).
D.   Pleasure, gratification, or relief when setting fires, or when 
witnessing or participat​ing in their aftermath. 
E.   The fire setting is not done for monetary gain, as an expression of 
sociopolitical ide​ology, to conceal criminal activity, to express 
anger or vengeance, to improve one's living circumstances, in 
response to a delusion or hallucination, or as a result of ​
Impaired judgment (e.g., in dementia, Mental Retardation, 
Substance Intoxication).
F.   The fire setting is not better accounted for by Conduct Disorder, a 
Manic Episode, or Antisocial Personality Disorder.
312.31    Pathological Gambling
Diagnostic Features
The essential feature of Pathological Gambling is persistent and recurrent maladaptive gambling behavior (Criterion A) that disrupts personal, family, or vocational pursuits. The diagnosis is not made if the gambling behavior is better accounted for by a Manic Episode (Criterion B).
The individual may be preoccupied with gambling (e.g., reliving past gambling experiences, planning the next gambling venture, or thinking of ways to get money with which to gamble) (Criterion A1). Most individuals with Pathological Gambling say that they are seeking "action" (an aroused, euphoric state) or excitement even more than money. Increasingly larger bets, or greater risks, may be needed to contin​ue to produce the desired level of excitement (Criterion A2). Individuals with Patho​logical Gambling often continue to gamble despite repeated efforts to control, cut back, or stop the behavior (Criterion A3). There may be restlessness or irritability when attempting to cut down or stop gambling (Criterion A4). The individual may gamble as a way of escaping from problems or to relieve a dysphoric mood (e.g., feel​ings of helplessness, guilt, anxiety, depression) (Criterion A5). A pattern of "chasing" one's losses may develop, with an urgent need to keep gambling (often with larger bets or the taking of greater risks) to undo a loss or series of losses. The individual may abandon his or her gambling strategy and try to win back losses all at once. Al​though all gamblers may chase for short periods, it is the long-term chase that is more characteristic of individuals with Pathological Gambling (Criterion A6). The individ​ual may lie to family members, therapists, or others to conceal the extent of involvement with gambling (Criterion A7). When the individual's borrowing resources are
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strained, the person may resort to antisocial behavior (e.g., forgery, fraud, theft, or embezzlement) to obtain money (Criterion A8). The individual may have jeopardized or lost a significant relationship, job, or educational or career opportunity because of gambling (Criterion A9). The individual may also engage in "bailout" behavior, turn​ing to family or others for help with a desperate financial situation that was caused by gambling (Criterion A10).
Associated Features and Disorders  
Associated descriptive features and mental disorders. Distortions in thinking (e.g., denial, superstitions, overconfidence, or a sense of power and control) may be present in individuals with Pathological Gambling. Many individuals with Patholog​ical Gambling believe that money is both the cause of and solution to all their prob​lems. Individuals with Pathological Gambling are frequently highly competitive, energetic, restless, and easily bored. They may be overly concerned with the approval of others and may be generous to the point of extravagance. When not gambling, they may be workaholics or "binge" workers who wait until they are up against deadlines before really working hard. They may be prone to developing general medical condi​tions that are associated with stress (e.g., hypertension, peptic ulcer disease, migraine). Individuals seeking treatment for Pathological Gambling have relatively high rates of suicidal ideation and suicide attempts. Studies of men with Pathological Gambling suggest that a history of inattentive and hyperactive symptoms in childhood may be a risk factor for development of Pathological-Gambling later in life. Increased rates of Mood Disorders, Attention-Deficit/Hyperactivity Disorder, Substance Abuse or De​pendence, other Impulse-Control Disorders, and Antisocial, Narcissistic, and Borderline Personality Disorders have been reported in individuals with Pathological Gambling.
Associated laboratory findings. There are no laboratory findings that are diagnos​tic of Pathological Gambling. However, a variety of laboratory findings have been re​ported to be abnormal in males with Pathological Gambling compared with control subjects. These include measures of neurotransmitters and their metabolites in cerebrospinal fluid and urine, and response to neuroendocrine challenges, implicating abnormalities in a variety of neurotransmitter systems, including the serotonin, norepinephrine, and dopamine systems. Abnormalities in platelet monoamine oxidase activity have also been reported in males with Pathological Gambling. Individuals with Pathological Gambling may display high levels of impulsivity on neuropsychological tests.
Specific Culture and Gender Features
There are cultural variations in the prevalence and type of gambling activities (e.g., pai go, cockfights, horse racing, the stock market). Approximately one-third of indi​viduals with Pathological Gambling are females, but in different geographic areas and cultures, gender ratio can vary considerably. Females with the disorder are more apt to be depressed and to gamble as an escape. Females are underrepresented in treatment programs for gambling and represent only 2%-4°/o of the population of
312.31    Pathological Gambling
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Gamblers Anonymous. This may be a function of the greater stigma attached to fe​male gamblers.
Prevalence
The prevalence of Pathological Gambling is influenced by both the availability of gambling and the duration of availability such that with the increasing availability of legalized gambling, there is an increase in the prevalence of Pathological Gambling. Community studies estimate the lifetime prevalence of Pathological Gambling to range from 0.4% to 3.4% in adults, although prevalence rates in some areas (e.g., Puerto Rico, Australia) have been reported to be as high as 7%. Higher prevalence rates, ranging from 2.8% to 8%, have been reported in adolescents and college students. The preva​lence of Pathological Gambling may be increased in treatment-see king individuals with a Substance Use Disorder.
Course
Pathological Gambling typically begins in early adolescence in males and later in life in females. Although a few individuals are "hooked" with their very first bet, for most the course is more insidious. There may be years of social gambling followed by an abrupt onset that may be precipitated by greater exposure to gambling or by a stressor. The gambling pattern may be regular or episodic, and the course of the dis​order is typically chronic. There is generally a progression in the frequency of gam​bling, the amount wagered, and the preoccupation with gambling and obtaining money with which to gamble. The urge to gamble and gambling activity generally in​crease during periods of stress or depression.
Familial Pattern
Pathological Gambling and Alcohol Dependence are both more common among the parents of individuals with Pathological Gambling than among the general popula​tion.
Differential Diagnosis
Pathological Gambling must be distinguished from social gambling and professional gambling. Social gambling typically occurs with friends or colleagues and lasts for a limited period of time, with predetermined acceptable losses. In professional gam​bling, risks are limited and discipline is central. Some individuals can experience problems associated with their gambling (e.g., short-term chasing behavior and loss of control) that do not meet the full criteria for Pathological Gambling.
Loss of judgment and excessive gambling may occur during a Manic Episode. An additional diagnosis of Pathological Gambling should only be given if the gambling behavior is not better accounted for by the Manic Episode (e.g., a history of maladaptive gambling behavior at times other than during a Manic Episode). Alternatively, an individual with Pathological Gambling may exhibit behavior during a gambling binge that resembles a Manic Episode. However, once the individual is away from the
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gambling, these manic-like features dissipate. Problems with gambling may occur in individuals with Antisocial Personality Disorder; if criteria are met for both disor​ders, both can be diagnosed.
Diagnostic criteria for 312.31 Pathological Gambling
A.   Persistent and recurrent maladaptive gambling behavior as indicated by five (or more) of the following: 
(1)   is preoccupied with gambling (e.g., preoccupied with reliving past 
gambling ex​periences, handicapping or planning the next 
venture, or thinking of ways to get money with which to gamble)
(2)   needs to gamble with increasing amounts of money in order to 
achieve the de​sired excitement
(3)   has repeated unsuccessful efforts to control, cut back, or stop 
gambling
(4)   is restless or irritable when attempting to cut down or stop 
gambling  
 (5)   gambles as a way of escaping from problems or of relieving a 
dysphoric mood (e.g., feelings of helplessness, guilt, anxiety, 
depression)
(6)   after losing money gambling, often returns another day to get 
even ("chasing" one's losses)
(7)   lies to family members, therapist, or others to conceal the extent 
of involvement with gambling
(8)   has committed illegal acts such as forgery, fraud, theft, or 
embezzlement to fi​nance gambling 
(9)   has jeopardized or lost a significant relationship, job, or 
educational or career opportunity because of gambling
(10) relies on others to provide money to relieve a desperate financial 
situation caused by gambling
B.   The gambling behavior is not better accounted for by a Manic 
Episode.
312.39   Trichotillomania
Diagnostic Features
The essential feature of Trichotillomania is the recurrent pulling out of one's own hair that results in noticeable hair loss (Criterion A). Sites of hair pulling may include any region of the body in which hair may grow (including axillary, pubic, and perirectal re​gions), with the most common sites being the scalp, eyebrows, and eyelashes. Hair pull​ing may occur in brief episodes scattered throughout the day or in less frequent but more sustained periods that can continue for hours. Hair pulling often occurs in states of relaxation and distraction (e.g., when reading a book or watching television) but may also occur during stressful circumstances. An increasing sense of tension is present im​mediately before pulling out the hair (Criterion B). For some, tension does not necessar​ily precede the act but is associated with attempts to resist the urge. There is gratification, pleasure, or a sense of relief when pulling out the hair (Criterion C). Some
312.39   Trichotillomania
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individuals experience an "itchlike" sensation in the scalp that is eased by the act of pulling hair. The diagnosis is not given if the hair pulling is better accounted for by an​other mental disorder (e.g., in response to a delusion or a hallucination) or is due to a general medical condition (e.g., inflammation of the skin or other dermatological con​ditions) (Criterion D). The disturbance must cause significant distress or impairment in social, occupational, or other important areas of functioning (Criterion E).
Associated Features and Disorders
Associated descriptive features and mental disorders. Examining the hair root, twirling it off, pulling the strand between the teeth, or trichophagia (eating hairs) may occur with Trichotillomania. Hair pulling does not usually occur in the presence of other people (except immediate family members), and social situations may be avoid​ed. Individuals commonly deny their hair-pulling behavior and conceal or camou​flage the resulting alopecia. Some individuals have urges to pull hairs from other people and may sometimes try to find opportunities to do so surreptitiously. They may pull hairs from pets, dolls, and other fibrous materials (e.g., sweaters or carpets). Nail biting, scratching, gnawing, and excoriation is often associated with Trichotillomania. Individuals with Trichotillomania may also have Mood Disorders, Anxiety Dis​orders (especially Obsessive-Compulsive Disorder), Substance Use Disorders, Eating Disorders, Personality Disorders, or Mental Retardation.
Associated laboratory findings. Certain histological findings are considered char​acteristic and may aid diagnosis when Trichotillomania is suspected and the affected individual denies symptoms. Biopsy samples from involved areas may reveal short and broken hairs. Histological examination will reveal normal and damaged follicles in the same area, as well as an increased number of catagen hairs. Some hair follicles may show signs of trauma (wrinkling of the outer root sheath). Involved follicles may be empty or may contain a deeply pigmented keratinous material. The absence of in​flammation distinguishes Trichotillomania-induced alopecia from alopecia areata.
Associated  physical  examination  findings and general  medical  conditions.
Pain is not routinely reported to accompany the hair pulling; pruritus and tingling in the involved areas may be present. The patterns of hair loss are highly variable. Areas of complete alopecia are common, as well as areas of noticeably thinned hair density. When the scalp is involved, there may be a predilection for the crown or parietal re​gions. The surface of the scalp usually shows no evidence of excoriation. There may be a pattern of nearly complete baldness except for a narrow perimeter around the outer margins of the scalp, particularly at the nape of the neck ("tonsure Trichotillomania"). Eyebrows and eyelashes may be completely absent. Thinning of pubic hairs may be apparent on inspection. There may be areas of absent hair on the limbs or tor​so. Trichophagia may result in bezoars (hair balls) that may lead to anemia, abdomi​nal pain, hematemesis, nausea and vomiting, and bowel obstruction and even perforation.
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Specific Culture, Age, and Gender Features
Among children with Trichotillomania, males and females are equally represented. Among adults, Trichotillomania is much more common among females than among males. This may reflect the true gender ratio of the condition, or it may reflect differ​ential treatment seeking based on cultural or gender-based attitudes regarding ap​pearance (e.g., acceptance of normative hair loss among males).
Prevalence 
No systematic data are available on the prevalence of Trichotillomania. Although Trichotillomania was previously thought to be an uncommon condition, it is now believed to occur more frequently. For example, a survey of college students found a lifetime rate of 0.6%.
Course
Transient periods of hair pulling in early childhood may be considered a benign "habit" with a self-limited course. Individuals who present with chronic Trichotillo​mania in adulthood often report onset in early adolescence. Some individuals have continuous symptoms for decades. For others, the disorder may come and go for weeks, months, or years at a time. Sites of hair pulling may vary over time.
Differential Diagnosis 
Other causes of alopecia should be considered in individuals who deny hair pulling (e.g., alopecia areata, male-pattern baldness, chronic discoid lupus erythematosus, lichen planopilaris, folliculitis decalvans, pseudopelade, and alopecia mucinosa). A separate diagnosis of Trichotillomania is not given if the behavior is better account​ed for by another mental disorder (e.g., in response to a delusion or a hallucination in Schizophrenia). The repetitive hair pulling in Trichotillomania must be distin​guished from a compulsion, as in Obsessive-Compulsive Disorder. In Obsessive-Compulsive Disorder, the repetitive behaviors are performed in response to an obses​sion, or according to rules that must be applied rigidly. An additional diagnosis of Stereotypic Movement Disorder is not made if the repetitive behavior is limited to hair pulling. The self-induced alopecia in Trichotillomania must be distinguished from Factitious Disorder With Predominantly Physical Signs and Symptoms, in which the motivation for the behavior is assuming the sick role.
Many individuals twist and play with hair, especially during states of heightened anxiety, but this behavior does not usually qualify for a diagnosis of Trichotillomania. Some individuals may present with features of Trichotillomania, but the resulting hair damage may be so slight as to be virtually undetectable. In such situations, the diagnosis should only be considered if the individual experiences significant distress. In children, self-limited periods of hair pulling are common and may be considered a temporary "habit." This form of childhood hair pulling differs from adult forms of Trichotillomania in that there may be an absence of reported tension or relief associ​ated with the hair pulling. Therefore, among children, the diagnosis should be re​served for situations in which the behavior has persisted for several months.
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Diagnostic criteria for 312.39 Trichotillomania
A.   Recurrent pulling out of one's hair resulting in noticeable hair 
loss.
B.  An increasing sense of tension immediately before pulling out the 
hair or when at​tempting to resist the behavior.
C.   Pleasure, gratification, or relief when pulling out the hair.
D.   The disturbance is not better accounted for by another mental 
disorder and is not due to a general medical condition (e.g., a 
dermatological condition).
E.  The disturbance causes clinically significant distress or 
impairment in social, occupa​tional, or other important areas of 
functioning.
312.30   Impulse-Control Disorder Not Otherwise Specified
This category is for disorders of impulse control {e.g., skin picking) that do not meet the criteria for any specific Impulse-Control Disorder or for another mental disorder having features involving impulse control described elsewhere in the manual (e.g., Substance Dependence,-a Paraphilia).

