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Abstract
Background: Obsessive–compulsive disorder is a condition in which patients experience an obsession and/or a
compulsion. It has a high impact on the quality of life, and is associated with an increased prevalence of psychiatric
comorbidities in patients. Onychotillomania is an underestimated psychodermatosis caused by repeated self-inflicted
damage to the nail unit. In patients, it is characterized by an obsessive or irrepressible impulse to repeatedly damage
their own nails, resulting in their destruction. It is a chronic condition that is difficult to manage, largely because of its
psychocutaneous character, as well as its high tendency to interact with underlying neuropsychiatric diseases or other
behavioral disorders. Only a few studies have reported an association between obsessive–compulsive disorder and
onychotillomania, which typically presents with therapeutic challenges. Cognitive behavioral therapy, physical-barrier
approaches, and pharmaceutical treatments have been reported to be beneficial in the management of onychotillomania; however, no major clinical studies have investigated the effectiveness of these therapies. Onychotillomania
remains a clinical and therapeutic issue owing to the lack of evidence-based treatment techniques.
Case presentation: We report a case of an 18-year-old, middle-eastern female patient who developed onychotillomania when she was being treated with paroxetine for obsessive–compulsive disorder and was showing partial improvement. The patient developed side effects from paroxetine, and was switched to fluoxetine. Thereafter,
improvement in her obsessive–compulsive disorder was observed, which relapsed when treatment was discontinued. However, the onychotillomania symptoms did not reemerge.
Conclusion: Onychotillomania typically presents both diagnostic and therapeutic challenges. Fluoxetine plays an
important role in the treatment of onychotillomania and other psychiatric disorders. However, large-scale studies
should be conducted before these outcomes can be generalized.
Keywords: Onychotillomania, Obsessive–compulsive disorder, Focused body repetitive behavior, Nail tic disorders,
Paroxetine, Fluoxetine
Background
Obsessive–compulsive disorder (OCD) is a condition in
which patients experience persistent unwanted thoughts,
ideas, or feelings (obsessions), which triggers them to
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perform an action repeatedly (compulsions), such as
washing hands, checking objects, or cleaning, which may
interfere with everyday tasks and interpersonal relationships [1]. OCD has a high impact on the patient’s quality
of live, and has been associated with an enhanced prevalence of psychiatric comorbidities [2], as well as dermatological disorders such as cellulitis [3]. OCD is widely
prevalent in adults, adolescents, and children worldwide
[4]. In most cases, the disease is detected by the age of
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19 years, and it occurs earlier in males than in females
[5].
Onychotillomania is an unusual and often misunderstood behavioral tendency that affects the nail apparatus.
Patients are identified by an obsessive or irrepressible
impulse to repeatedly damage their nails, either with
their fingers or with other objects, resulting in obvious
and even irreparable self-destruction of the nail unit [6].
A person with this impulse may be conscious or unconscious of its appearance [7, 8]. Regarding clinical manifestations, onychotillomania is characterized by various
nonspecific findings such as unusual nail morphology,
nail plate injury, and periungual skin irritation [9]. Furthermore, characteristics that are not present in other
nail disorders, such as loss of the nail plate, presence of
several obliquely directed nail bed hemorrhages, gray
coloration of the nail plate, and wavy lines, may also be
observed [10]. It affects 0.9% of the global population,
and can cause permanent nail deformation, melanonychia, and infections [11]. Onychotillomania diagnosis
requires an understanding of the patient’s clinical history,
as treatment methods may include behavioral treatments
and psychiatric drugs [9].
Approximately 33% of individuals with dermatological disorders are affected by emotional and psychological variables [12]. It is possible that a mental illness may
be caused by an underlying dermatological problem,
as in the case of onychotillomania [7]. Few studies have
reported an association between OCD and onychotillomania [13, 14]. In psychiatry, onychotillomania
is considered an impulse control disorder, similar to
OCD, compulsive gambling, and kleptomania [7]. It has
also been categorized as a habitual deformity that may
develop due to mental and emotional stress, or as a type
of OCD [15]. Although onychotillomania was not listed
in the Diagnostic and Statistical Manual of Mental disorders-5 or the International Classification of Diseases-10
as a separate disorder, it can be considered as a bodyfocused repetitive behavioral disorder that includes other
traits, such as nail biting and cheek chewing. As onychotillomania is often associated with serious depression and
OCD, a correct diagnosis of the condition is crucial but
difficult. Importantly, onychotillomania may also indicate
the presence of other mental problems such as OCD [16]
and depression [17].
Individuals suffering from onychotillomania should
consider seeking treatment for any underlying psychological illnesses. In addition to onychotillomania, onychophagia and trichotillomania-like symptoms are among
the most prevalent dermatological manifestations of
OCD [18]. In a study involving 509 patients with OCD,
56 patients had nail-biting habits, which is substantially
higher than that in the general population [19]. However,
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as hypothesized, OCD is not the underlying psychopathology for every patient with onychotillomania. Before
concluding that a patient with onychotillomania has
OCD, it is necessary to rule out alternative psychiatric
diagnoses, such as delusions or simple habit disorders [7].
After psychiatric evaluation and diagnosis, it is critical that the underlying mental disease be identified and
treated with psychotropic medications [20]. Individual
psychotherapy and behavioral therapy are the two most
commonly used therapies for OCD. Additionally, oral
drugs are often used to treat OCD.
Onychotillomania typically presents with therapeutic
problems. It is a chronic and difficult-to-manage condition, largely because of it has a psychocutaneous character as well as a high tendency to interact with underlying
neuropsychiatric diseases or other behavioral disorders
[8]. Reports have shown that cognitive behavioral therapy, physical-barrier approaches, and pharmaceutical
treatments have some advantages, although no major
clinical studies have investigated the effectiveness of
these therapies. Onychotillomania remains a clinical
and therapeutic issue for dermatologists, pediatricians,
internists, and psychiatrists in practice because there are
no evidence-based treatment techniques [11].
Various methods have been reported for treating
onychotillomania.
Nonpharmacological
treatments
include covering the nails or toes with physical barriers,
such as an Unna boot [7, 21], gloves, or bandages [22],
and cyanoacrylate adhesive [23]. Psychotherapy is also
used and is mainly directed towards performing a competing response, such as gripping and pulling the hands
[24], or acceptance-enhanced behavior therapy, including
habit reversal and stimulus control. [25]
The effectiveness of pharmacological treatments, consisting of the administration of various drugs such as
N-acetylcysteine [26, 27], intravenous triamcinolone acetonide followed by a topical combination of calcipotriol
and betamethasone dipropionate [6], citalopram, and
zolpidem hemitartrate [28], as well as behavioral treatment [25] have been reported for onychotillomania.

Case presentation
Here we present a case of a middle-eastern female patient
with OCD who developed onychotillomania at the age of
17 years. The patient’s OCD condition initially improved
with fluoxetine treatment but relapsed later. However,
onychotillomania, which developed as a consequence of
OCD, did not reemerge. The patient was a healthy Middle Eastern teenage female who developed OCD around
the age of 16 years, precipitated by a stressful event. The
patient experienced recurrent, intrusive, distressing, and
time-consuming obsessional thoughts of being surveilled through her phone. These obsessions also made her
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Fig. 1 Lateral erythematous, swollen, and bleeding nail folds of the
big toes

Fig. 2 Distolateral swelling and bleeding indicating ingrowing of the
left big toenail

functionally impaired. Consequently, the patient started
to avoid using the phone and eventually damaged it.
Nevertheless, her symptoms persisted even with a new
phone. Furthermore, the patient was worried about harm
to her family, although this symptom did not qualify as
an anxiety disorder or OCD. The patient had no other
symptoms of OCD, nor did her symptoms meet the criteria for psychotic disorders. She was under the care of
another physician at the time of onset of the condition,
and was treated with fluoxetine, which was changed to
paroxetine with clear justification.
The patient commenced paroxetine 20 mg titrated to
30 mg daily and started showing improvements. However, 5 months later, her OCD symptoms relapsed with
depressive features and floating passive suicide ideation.
Additionally, she demonstrated nail picking that was
mainly directed towards the big toes and the skin around
the nails using only her fingers. On examination, the lateral nail fold was erythematous and swollen with bleeding in both big toes, which may indicate a distolateral
ingrowth and the nails showed scales and signs of distal
nail tearing by the patient. Sometimes the patient’s injuries required bandaging (Figs. 1 and 2). These symptoms
were distressing, occurred daily, and were preceded by
an urge and followed by a relief. However, they were not
difficult to resist, which could be due to the paroxetine
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intake at the time. This complaint was not related to anxiety or depressive symptoms, and the patient had no other
body-focused repetitive behaviors. Subsequently, the
dose of paroxetine was increased to 40 mg. Two months
later, the patient started to experience side effects that
included weight gain and difficulty in urination.
Medication was switched to fluoxetine at a dose of
20 mg titrated, which was later increased to 40 mg daily.
After the resolution of OCD and nail-picking symptoms,
upon the patient’s request, 6–7 months later, the medication was reduced. The fluoxetine dose was tapered
and discontinued over 3 months without any relapse in
symptoms. However, 2–3 months later, the OCD symptoms relapsed and treatment with fluoxetine 20 mg was
recommenced. Importantly, the onychotillomania symptoms did not reappear. At the time of writing this report,
approximately 2 months after restarting fluoxetine, the
patient’s OCD had partially improved and onychotillomania remained remitted.

Discussion
Onychotillomania is an underestimated psychodermatosis caused by repetitive self-inflicted damage to the nail
unit. The condition manifests with minor-to-severe nail
plate morphologies [6]. It most often occurs in young
people who are otherwise mentally normal, but it may
also be related to anxiety in rare cases. Onychotillomania has been reported to occur with other psychiatric
illnesses such as depression anxiety, psychosis, dissociation, and dermatitis artefacta [29].Occasionally, it may
manifest as a symptom of OCD in extreme circumstances
[14]. However, onychotillomania has a greater tendency
to be connected with basic psychiatric comorbidities,
such as fixated hypochondriacal delusions, anxiety, and
OCD as compared with onychophagia [13, 23, 30], which
the later defined as chronic chewing of the cuticle, nail
bed, nail folds, or nail plate [29].
Despite the severity of the condition, only a few studies exist on onychotillomania, with the majority of them
highlighting the importance of a thorough assessment
and treatment of the comorbid conditions such as OCD,
depression, and tic. In the current case, the patient had
OCD associated with onychotillomania, and was treated
for OCD with paroxetine, and partial improvement was
observed. However, because the patient suffered from
paroxetine side effects, she was switched to fluoxetine.
Thereafter, improvement was observed in OCD, which
later relapsed, but the symptoms of onychotillomania did
not reappear. This case demonstrates the effectiveness of
fluoxetine in treating onychotillomania. The effectiveness
of higher doses of fluoxetine in treating onychotillomania
has previously been reported [14]. Fluoxetine stops nail
picking in adult males at only 20 mg [15]. However, in
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this case, onychotillomania remitted at a relatively small
dose and did not relapse even after the discontinuation
of medication despite the OCD relapse. Another study
reported ceasing of nail picking with sertraline [30] and
reduction of nail and cuticle picking with pimozide [31]
in adult patients. In contrast, selective serotonin reuptake inhibitors (SSRIs) did not influence nail picking in
another case [25].
It is necessary to comprehensively assess the patient’s
mental health before choosing the appropriate treatment.
Although evidence-based research to support their usefulness and effectiveness is lacking, nail tic disorders have
been treated using various methods. Although SSRIs
have been beneficial in treating severe onychotillomania, some patients with comorbid psychiatric illnesses
develop mania as a side effect of this treatment. Therefore, it is essential to thoroughly evaluate the patient to
determine the disorder intensity and any accompanying
mental disease and tailor the therapy accordingly.
Other nonpharmacological techniques have been
tested, including psychotherapy, hypnosis, cue-controlled
relaxation, and various behavioral therapies. There is substantial level 2 evidence supporting the use of behavioral
therapy as the first-line treatment option [32]. Additionally, the regular use of unpleasant topical preparations
on the nails and periungual areas is encouraged as it can
deter patients from biting their nails [14]. Occlusive coverings such as gloves, dressings, and sticky tape as shields
between the mouth and fingers are also frequently used
to prevent the nails from being damaged by the trauma
[11, 16, 30].
The effectiveness of fluoxetine has been reported in
skin picking disorders alone as well as in combination
with psychiatric disorders, such as OCD [33–36]. The use
and effectiveness of fluoxetine has also been reported for
various psychiatric disorders, including OCD [37–41].
However, to the best of our knowledge, this is the first
case report of OCD relapse after treatment with fluoxetine, where the symptoms of onychotillomania did not
re-appear.

Conclusion
Onychotillomania typically presents both diagnostic and
therapeutic challenges. It is a chronic and difficult-tomanage condition, largely because it has a psychocutaneous character and a high tendency to interact with the
underlying neuropsychiatric diseases or other behavioral
disorders. In this report, fluoxetine had an advantageous
effect in treating onychotillomania. However, this conclusion is based on a time-limited clinical observation of a
single patient and, therefore, large-scale studies should be
conducted around pharmacological treatments to generalize these outcomes.

Page 4 of 5

Abbreviations
OCD: Obsessive–compulsive disorder; SSRIs: Selective serotonin reuptake
inhibitors.
Acknowledgements
Not applicable.
Author contributions
The author confirms sole responsibility for this case report. The author read
and approved the final manuscript.
Funding
This research did not receive any specific grant from funding agencies in the
public, commercial, or not-for-profit sectors.
Availability of data and materials
All data related to the study are presented in this report. Any further details or
inquiries will be available upon request from the corresponding author.

Declarations
Ethics approval and consent to participate.
An approval from ethical committee was not required for this report.
Consent for publication
Written informed consent was obtained from the patient for publication of
this case report and any accompanying images. A copy of the written consent
is available for review by the Editor-in-Chief of this journal.
Competing interest
The author has no conflict of interest to declare.
Received: 5 July 2022 Accepted: 14 October 2022

References
1. Asken MJ, Grossman D, Christensen LW, American Psychiatric Association. Diagnostic and statistical manual of mental disorders. Arlington:
American Psychiatric Publishing; 2013.
2. Dell’Osso B, Benatti B, Arici C, Palazzo C, et al. Prevalence of suicide
attempt and clinical characteristics of suicide attempters with obsessive–
compulsive disorder: a report from the International College of Obsessive-Compulsive Spectrum Disorders (ICOCS). CNS Spectr. 2018;23:59–66.
https://doi.org/10.1017/S1092852917000177.
3. Bayes A, Parker G. Onychotillomania and secondary foot cellulitis. Aust
N Z J Psychiatry. 2017;51:1158–9. https://doi.org/10.1177/0004867417
710732.
4. Nazeer A, Latif F, Mondal A, Azeem MW, Greydanus DE. Obsessive–compulsive disorder in children and adolescents: epidemiology, diagnosis
and management. Transl Pediatr. 2020;9(Suppl 1):S76–93. https://doi.org/
10.21037/tp.2019.10.02.
5. NIMH. Obsessive–compulsive disorder; 2019. https://www.nimh.nih.gov/
health/topics/obsessive-compulsive-disorder-ocd. Accessed Feb 2022
6. Abdo HM. Marvelous response of severe onychotillomania to treatment
with local steroid injection plus topical calcipotriol/betamethasone
dipropionate combination. Skin Appendage Disord. 2020;6:158–61.
https://doi.org/10.1159/000506139.
7. Inglese M, Haley HR, Elewski BE. Onychotillomania: 2 case reports. Cutis.
2004;73:171–4.
8. Sidiropoulou P, Sgouros D, Theodoropoulos K, Katoulis A, Rigopoulos D.
Onychotillomania: a chameleon-like disorder: case report and review of
literature. Skin Appendage Disord. 2019;5:104–7. https://doi.org/10.1159/
000489941.
9. Rieder EA, Tosti A. Onychotillomania: an underrecognized disorder. J Am
Acad Dermatol. 2016;75:1245–50. https://doi.org/10.1016/j.jaad.2016.05.
036.

Aljhani Journal of Medical Case Reports

(2022) 16:431

10. Maddy AJ, Tosti A. Dermoscopic features of onychotillomania: a study of
36 cases. J Am Acad Dermatol. 2018;79:702–5. https://doi.org/10.1016/j.
jaad.2018.04.015.
11. Halteh P, Scher RK, Lipner SR. Onychotillomania: diagnosis and management. Am J Clin Dermatol. 2017;18:763–70. https://doi.org/10.1007/
s40257-017-0289-6.
12. Koo JY, Pham CT. Psychodermatology. Practical guidelines on pharmacotherapy. Arch Dermatol. 1992;128:381–8. https://doi.org/10.1001/archd
erm.128.3.381.
13. Pacan P, Grzesiak M, Reich A, Kantorska-Janiec M, Szepietowski JC.
Onychophagia and onychotillomania: prevalence, clinical picture and
comorbidities. Acta Derm Venereol. 2014;94:67–71. https://doi.org/10.
2340/00015555-1616.
14. Singal A, Daulatabad D. Nail tic disorders: manifestations, pathogenesis
and management. Indian J Dermatol Venereol Leprol. 2017;83:19–26.
https://doi.org/10.4103/0378-6323.184202.
15. Vittorio CC, Phillips KA. Treatment of habit-tic deformity with fluoxetine.
Arch Dermatol. 1997;133:1203–4. https://doi.org/10.1001/archderm.1997.
03890460015001.
16. Reese JM, Hudacek KD, Rubin AI. Onychotillomania: clinicopathologic
correlations. J Cutan Pathol. 2013;40:419–23. https://doi.org/10.1111/cup.
12098.
17. Bhardwaj A, Agarwal S, Koolwal A, Bhardwaj C, Sharma R. Onychotillomania as manifestation for underlying depressive disorder. Indian J
Psychiatry. 2016;58:98–9. https://doi.org/10.4103/0019-5545.174398.
18. Koo J, Gambla C. Psychopharmacology for dermatologic patients. Dermatol Clin. 1996;14:509–23. https://doi.org/10.1016/s0733-8635(05)70379-x.
19. Samuels JF, Bienvenu OJ, Pinto A, Murphy DL, Piacentini J, Rauch SL, et al.
Sex-specific clinical correlates of hoarding in obsessive–compulsive disorder. Behav Res Ther. 2008;46:1040–6. https://doi.org/10.1016/j.brat.2008.
06.005.
20. Koo JY, Smith LL. Obsessive–compulsive disorders in the pediatric dermatology practice. Pediatr Dermatol. 1991;8:107–13. https://doi.org/10.
1111/j.1525-1470.1991.tb00296.x.
21. Combes FC, Scott MJ. Onychotillomania; case report. AMA Arch Derm
Syphilol. 1951;63:778–80. https://doi.org/10.1001/archderm.1951.01570
060106015.
22. Baran R, Rigopoulos D. Nail therapies. Boca Raton: CRC Press; 2012.
23. Ring DS. Inexpensive solution for habit-tic deformity. Arch Dermatol.
2010;146:1222–3. https://doi.org/10.1001/archdermatol.2010.287.
24. Shenefelt PD. Biofeedback, cognitive-behavioral methods, and hypnosis
in dermatology: is it all in your mind? Dermatol Ther. 2003;16:114–22.
https://doi.org/10.1046/j.1529-8019.2003.01620.x.
25. Snorrason I, Woods DW. Nail picking disorder (onychotillomania): a case
report. J Anxiety Disord. 2014;28:211–4. https://doi.org/10.1016/j.janxdis.
2013.10.004.
26. Adil M, Amin SS, Mohtashim M. N-acetylcysteine in dermatology. Indian
J Dermatol Venereol Leprol. 2018;84:652–9. https://doi.org/10.4103/ijdvl.
IJDVL_33_18.
27. Magid MM-O, Mennella C, Kuhn H, Stamu-O’Brien C, Kroumpouzos G.
Onychophagia and onychotillomania can be effectively managed. J Am
Acad Dermatol. 2017;77:e143–4. https://doi.org/10.1016/j.jaad.2017.06.
154.
28. Lin YC, Lin YC. Onychotillomania, major depressive disorder and suicide.
Clin Exp Dermatol. 2006;31:597–9. https://doi.org/10.1111/j.1365-2230.
2006.02143.x.
29. Lee DK, Lipner SR. Update on diagnosis and management of onychophagia and onychotillomania. Int J Environ Res Public Health. 2022;19:3392.
https://doi.org/10.3390/ijerph19063392.
30. Grzesiak M, Pacan P, Reich A, Szepietowski JC. Onychotillomania in the
course of depression: a case report. Acta Derm Venereol. 2014;94:745–6.
https://doi.org/10.2340/00015555-1805.
31. Fried RG, Scher KL, Fried L. Self-induced nail disorders. In: Rubin AI,
Jellinek NJ, Daniel CR, Scher RK, editors. Scher and Daniel’s nails. Cham:
Springer; 2018. p. 506 (10.1007/978-3-319-65649-6_30).
32. Ravindran AV, da Silva TL, Ravindran LN, Richter MA, Rector NA. Obsessive–compulsive spectrum disorders: a review of the evidence-based
treatments. Can J Psychiatry. 2009;54:331–43. https://doi.org/10.1177/
070674370905400507.

Page 5 of 5

33. Bloch MR, Elliott M, Thompson H, Koran LM. Fluoxetine in pathologic
skin-picking: open-label and double-blind results. Psychosomatics.
2001;42:314–9. https://doi.org/10.1176/appi.psy.42.4.314.
34. Sharma RC, Sharma NL. Effectiveness of fluoxetine in the treatment of
skin-picking. Indian J Psychiatry. 2005;47:241–2. https://doi.org/10.4103/
0019-5545.43065.
35. Simeon D, Stein DJ, Gross S, Islam N, Schmeidler J, Hollander E. A doubleblind trial of fluoxetine in pathologic skin picking. J Clin Psychiatry.
1997;58:341–7. https://doi.org/10.4088/jcp.v58n0802.
36. Stein DJ, Hutt CS, Spitz JL, Hollander E. Compulsive picking and obsessive–compulsive disorder. Psychosomatics. 1993;34:177–81. https://doi.
org/10.1016/S0033-3182(93)71911-8.
37. Bech P, Cialdella P, Haugh MC, Birkett MA, Hours A, Boissel JP, et al. Metaanalysis of randomised controlled trials of fluoxetine v. placebo and
tricyclic antidepressants in the short-term treatment of major depression.
Br J Psychiatry. 2000;176:421–8. https://doi.org/10.1192/bjp.176.5.421.
38. Etain B, Bonnet-Perrin E. Value of fluoxetine in obsessive–compulsive
disorder in the adult: review of the literature. Encéphale. 2001;27:280–9.
39. Geller DA, Hoog SL, Heiligenstein JH, Ricardi RK, Tamura R, Kluszynski S,
et al. Fluoxetine treatment for obsessive–compulsive disorder in children
and adolescents: a placebo-controlled clinical trial. J Am Acad Child Adolesc Psychiatry. 2001;40:773–9. https://doi.org/10.1097/00004583-20010
7000-00011.
40. Riggs PD, Mikulich-Gilbertson SK, Davies RD, Lohman M, Klein C, Stover
SK. A randomized controlled trial of fluoxetine and cognitive behavioral
therapy in adolescents with major depression, behavior problems, and
substance use disorders. Arch Pediatr Adolesc Med. 2007;161:1026–34.
https://doi.org/10.1001/archpedi.161.11.1026.
41. Rossi A, Barraco A, Donda P. Fluoxetine: a review on evidence based
medicine. Ann Gen Hosp Psychiatry. 2004;3:2. https://doi.org/10.1186/
1475-2832-3-2.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

