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Abstract

Obsessive-compulsive disorder (OCD) and body-focused repetitive 
behaviors (BFRBs) are becoming increasingly prevalent in dermatology. 
Patients presenting with cutaneous concerns may have underlying psychiatric 
conditions, such as excoriation disorder, trichotillomania, and onychophagia. 
Despite up to 12% of the population meeting BFRB criteria, these disorders 
frequently go undetected due to stigma, underreporting, and a primary 
focus on cutaneous symptoms. Data suggest a substantial overlap in clinical 
presentation, neurobiology, genetics, and interventions among obsessive-
compulsive spectrum disorders. Affected individuals experience elevated 
risks of comorbid anxiety, depression, and additional compulsive disorders. 
Dermatologists are uniquely positioned as the first to detect sequelae of these 
conditions, including alopecia, excoriations, nail deformities, and secondary 
infections. Validated screening tools, along with dermoscopy and full-body 
skin examinations, can aid in earlier detection. Treatment interventions for 
BFRBs remain inconsistent, with behavioral therapies showing more promising 
results and pharmacologic interventions demonstrating variable efficacy. 
This review synthesizes the current knowledge of OCD and BFRBs, including 
their relevance in dermatology and the importance of interdisciplinary 
collaboration. Increasing awareness and strengthening the dermatology-
psychiatry partnership allows practitioners to address both the physical and 
psychological manifestations accompanying these conditions, ultimately 
leading to better treatment outcomes.

Overview
Obsessive-compulsive spectrum disorders are rarely discussed 

in dermatologic settings, which primarily focus on integumentary 
conditions. However, obsessive-compulsive spectrum disorders are 
more common in dermatologic settings than previously recognized1. 
Dermatologists are first-line responders when treating patients 
with cutaneous presentations and must identify consequences from 
underlying psychiatric conditions, such as Obsessive-Compulsive 
Disorder (OCD) and Body-Focused Repetitive Behavioral 
Disorders (BFRBs). Patients with BFRBs may be prompted to seek 
dermatologic care first due to the cutaneous damage caused by 
their pathological behaviors: skin-picking (excoriation disorder), 
hair-pulling (trichotillomania), and nail-biting (onychophagia) 
(Table 1). Psychological burden contributes significantly to 
the delay of diagnosis and treatment of affected individuals2,3. 
Dermatologists serve a unique role in recognizing these underlying 
conditions, providing judgment-free guidance, and implementing 
multidisciplinary care for these patients. 
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BFRBs are defined as repetitive, pathological self-
grooming behaviors that result in cutaneous damage 
and include excoriation disorder, trichotillomania, and 
onychophagia. Unlike dermatitis artefacta and self-
mutilation, BFRBs are non-hidden, non-denied disorders 
without an intent of self-harm4 (Table 2). Emerging studies 
examining these behaviors reveal that these previously 
underrecognized conditions are becoming more prevalent. 
A self-report study surveying over 4000 college students 
found 12% to have met the criteria for a clinical BFRB3. 
While these disorders are more prevalent in children and 
adolescents, recent data have uncovered trends in single 
adults, those residing in urban areas, and unemployed 

individuals as having a higher susceptibility to developing 
BFRBs14.

Patients with OCD and BFRBs experience higher 
comorbidity rates than the general population. Individuals 
with BFRBs are 2.6x more likely to have a clinical score on 
the Obsessive-Compulsive Inventory--Revised, implying 
a greater likelihood of a BFRB patient exhibiting OCD 
symptoms15 (Table 3). Other studies have observed 
higher chances of BFRBs co-occurring rather than being 
independent16, 20. Considering these findings, it is important 
to screen all patients diagnosed with or suspected of having 
a BFRB using the Repetitive Body-Focused Behavioral Scale 
(RBFBS) or the Generic Body-Focused Behavioral Scale 
(GBS-8) to avoid missing potential comorbid conditions 
(Table 3).

BFRBs were traditionally characterized in the DSM-III 
and DSM-IV as “Impulse Control Disorders Not Elsewhere 
Classified,” but have been newly categorized as “Obsessive-
Compulsive and Related Disorders” in the DSM-V due 
to their shared features of repetitive behaviors. While 
OCD consists of repeating cycles of unwanted intrusive 

 

Table 2: Differential diagnosis for Obsessive-Compulsive Spectrum Disorder5-13

Table 1: Abbreviation chart for Obsessive-Compulsive Spectrum 
Disorders

Abbreviation Condition Otherwise Known As

OCD Obsessive-Compulsive Disorder

TTM Trichotillomania Hair-Pulling Disorder

SPD Skin-Picking Disorder Excoriation Disorder 

NBD Nail-Biting Disorder Onychophagia
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thoughts and urges (obsessions) and their subsequent 
repetitive, ritualistic behaviors (compulsions), BFRBs 
consist of obsessive grooming behaviors to the point 
of inducing cutaneous damage21. Like OCD, patients 
with BFRBs may experience a build-up of tension that is 
alleviated once engaging in the behavior22. BFRBs and OCD 
share important overlapping features on an obsessive-
compulsive spectrum in presentation, pathophysiology, 
and treatment approaches. These similarities can help 
guide future research into optimizing treatment for BFRBs, 
which currently lack definitive guidelines.

The objective of this review is to provide a 
comprehensive understanding of the existing knowledge 
on obsessive-compulsive disorder and body-focused 
repetitive behavioral disorders, including:

•	 Classification, dermatologic presentation, cutaneous 
complications, and treatment approaches

•	 The relationship between OCD and BFRBs 

•	 Dermatologists’ role in detection, management, and 
interdisciplinary collaboration

•	 Recommendations for dermatologic care for OC-
spectrum disorders

Methods
A narrative review of the literature was used to 

assess the dermatologic manifestations, evaluation, and 
management of obsessive-compulsive disorder, excoriation 
disorder, trichotillomania, and onychophagia. Searches 
were conducted across PubMed, ResearchGate, PsycInfo, 
and Google Scholar databases with the following terms: 
[trichotillomania OR hair-pulling OR excoriation disorder 
OR skin-picking OR onychophagia OR nail-biting], [body 
focused repetitive behaviors], [obsessive-compulsive 

disorder OR OCD AND dermatology]. Approximately 388 
were screened for relevance, duplicates were removed, 
and full-text articles were then assessed for relevance to 
OCD and BFRBs with relevance to dermatologic practice. 
A total of 83 articles were selected, and analysis of their 
reference lists yielded another 41 articles to be included. 
A total of 124 articles were included in this review ranging 
from the years 1970 to 2025. Inclusion criteria consisted of 
peer-reviewed articles published in the English-language, 
articles discussing clinical presentation, etiology, diagnosis, 
complications, neurobiology, and treatment. Non-peer-
reviewed publications, studies in non-English languages, 
studies lacking relevance to dermatologic manifestations 
or clinical implications, and studies focused exclusively 
on psychiatric premises without dermatologic relevance 
were excluded. No formal assessment of study quality or 
risk of bias was performed, acknowledging an inherent 
risk of selection bias consistent with the narrative review 
methodology.

Obsessive-Compulsive Disorder (OCD)
OCD is a chronic psychological disorder characterized 

by repetitive cycles of obsessions and compulsions. 
Obsessions are invasive, distressing thoughts and urges 
followed by compulsions, repetitive and ritualistic physical 
and mental behaviors, intended to relieve surmounting 
anxiety21. A diagnosis of OCD must meet certain DSM-V 
requirements. The person must have the presence of 
obsessions, compulsions, or both. These symptoms are 
time-consuming, occurring for over one hour per day, 
and disrupt daily life. Additionally, the symptoms are not 
attributable to any prior illicit substances, medications, 
medical complications, or prior psychiatric disorders21.

OCD is a heterogeneous condition encompassing a wide 
spectrum of symptoms, yet core dimensions have been 

Table 3: Screening tools for Obsessive-Compulsive Spectrum Disorders15-19

Screening Instruments Abbreviation Use Administration Threshold

Yale-Brown Obsessive- Compulsive 
Scale Y-BOCS Gold-standard for measuring OCD 

symptom severity

Clinician-administered 
semi-structured 
interview  
(10 items)

0-7 : Subclinical
8-15 : Mild
16-23 : Moderate
24-31 : Severe
32-40 : Extreme

Obsessive-Compulsive Inventory- 
Revised OCI-R

Self-report screening tool that 
measures OCD symptoms by 
assessing 6 OCD dimensions  
(eg. washing, checking, etc.)

Self- administered Likert-
style questionnaire (18 
items)

Score ranges are from 
0 - 72
A score of ≥21 indicates 
a probable clinical 
diagnosis of OCD

Repetitive Body-Focused Behavior 
Scale RBFBS

Self-report or Parent-report tool that 
assesses severity of specific BFRBs 
based on duration, interference, and 
distress ; developed for children

Self- administered 
questionnaire (12 items)

1-3 : Mild 
4-6 : Moderate
7-9 : Severe
10-12 : Extreme

Generic Body-Focused Behavior 
Scale - 8 GBS-8

Self-report screening tool developed 
from other validated assessment 
tools that is used to track global BFRB 
impairment and severity outcomes

Self- administered 
questionnaire  
(8 items)

A score of >7 (scored 
0-32) differentiates 
clinical from subclinical 
groups
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identified in individuals’ obsessions and compulsions. 
While OCD obsessions are related to contamination, 
symmetry, prohibited thoughts, and harm, their 
corresponding compulsions include washing/cleaning, 
ordering/counting, aggression/sexual/religious rituals, 
and checking behaviors. In dermatologic practice, OCD 
is commonly characterized by cutaneous injuries due to 
compulsive washing21, 23.

OCD is recognized to have a prevalence of 1.2%, with 
females affected at higher rates than males21. This disorder 
begins in late adolescence to early adulthood, with either a 
gradual or an abrupt onset. 

Assessing the severity of an OCD diagnosis is often 
done using the Yale-Brown Obsessive-Compulsive Scale 
(Y-BOCS). This clinician-administered tool has been 
clinically proven to provide a reliable measurement 
of OCD symptom severity, including both obsessions 
and compulsions17 (Table 3). Another widely used self-
report measure is the Obsessive- Compulsive Inventory-
Revised (OCI-R) which has demonstrated strong internal 
consistency and reliability for measuring OCD symptoms18 
(Table 3).

Etiology
OCD is acknowledged to have a multifactorial etiology, 

with contributions from both genetic and environmental 
factors. In a series of structured clinical interviews with 
OCD probands and their first-degree relatives, higher 
rates of clinical (10%) and subclinical (8%) OCD were 
found among OCD relatives compared to the control 
group rates (2% and 2%)24. The support for a genetic 
component extends to the obsessive-compulsive spectrum 
of disorders. In a small study assessing 16 Trichotillomania 
(TTM) probands and their first-degree relatives revealed 
that 19% of TTM probands had a relative with OCD (6.4% 
when correcting for age), compared to 0% in control 
groups25. Environmental stressors have also been noted in 
the literature as contributors to OCD risk. Some of these 
contributing factors include stressful life events, pediatric 
Streptococcal infections, pregnancy, and perinatal 
complications26-30.

Dermatologic Complications of OCD
The prevalence of dermatologic conditions is 

significantly increased, yet underrecognized in OCD. One 
study found that around 9% of 265 patients presenting 
at a dermatology clinic met the clinical criteria for OCD31. 
Compulsive washing is one form of OCD that can trigger 
dermatologic conditions, with 14% of patients presenting 
with chronic pruritus having underlying OCD32. Atopic 
dermatitis of the hands and lichen simplex chronicus 
are among the most noted dermatologic disorders OCD 
patients may present with32-35. These findings demonstrate 

that OCD complications extend far beyond obsessions and 
compulsions, imposing a considerable burden on affected 
individuals’ psychosocial, physical, and cutaneous health.

Neurobiology of OCD

While an exact biological source for the cause of OCD 
is currently unknown, growing data have found a strong 
correlation between OCD symptoms and hyperactivity 
in the orbitofrontal-subcortical circuitry of the brain. 
In healthy individuals, this system is balanced to help 
individuals respond appropriately to threats. However, in 
individuals with OCD, the heightened activity of the direct 
pathway overpowers the indirect pathway responsible 
for inhibition. It is this overactivity that leads to intrusive 
concerns that, without inhibition, can dominate one’s 
attention with compulsive behaviors36, 37.

Neurotransmitter regulation in both serotonergic and 
glutamatergic systems is compromised in OCD behaviors. 
Serotonin reuptake inhibitors (SSRIs) are designated first-
line treatment for OCD, indicating serotonin imbalance. 
However, the fact that SSRIs do not eliminate OCD symptoms 
in around half of individuals, with only 20% achieving full 
remission, implies that another neurotransmitter could 
be implicated in OCD’s pathophysiology38. Emerging 
evidence includes excessive glutaminergic activity in the 
dysregulation of OCD nervous systems. Chakrabarty et al. 
(2005)39 demonstrated significantly higher cerebrospinal 
fluid glutamate levels in adult OCD patients compared with 
controls. A positive association was determined between 
OCD-affected families and polymorphisms in the GRIN2B 
gene encoding an NMDA glutamate receptor40. Despite 
these findings, OCD remains a multifactorial disorder due 
to its complex pathophysiology.

Dermatologic Interventions for OCD
The International OCD Foundation’s guidelines state 

that first-line treatment for OCD combines cognitive-
behavioral therapy with a serotonin-reuptake inhibitor or 
Clopramine41. Dermatologists treating patients with OCD 
are most likely to encounter cutaneous symptoms from 
compulsive or from BFRBs. Management of these conditions 
should be multidisciplinary, combining dermatologic care 
(wound care, dressings, topical treatments), pharmacologic 
interventions, and psychotherapy42. The most common 
dermatologic conditions encountered in the clinic from 
OCD patients are pruitis, atopic dermatitis, and lichen 
simplex chronicus32-34. Strategies for management should 
include restoring the skin barrier (eg, emollients) and 
topical corticosteroid use43, 44.

Body-Focused Repetitive Behaviors (BFRB)
Body-focused repetitive behaviors (BFRB) are 

characterized as a group of psychiatric disorders that involve 
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pathological self-grooming habits, inducing damage to the 
hair, skin, and nails. These disorders include excoriation 
disorder (skin-picking), trichotillomania (hair-pulling), 
and onychophagia (nail-biting) (Table 1). Previously, in 
the DSM-III and DSM-IV, these disorders were classified as 
impulse control disorders. In the DSM-V, trichotillomania 
and excoriation (skin-picking) disorder have been re-
classified under the OC-spectrum as “obsessive-compulsive 
and related disorders” and onychophagia as “other specified 
obsessive-compulsive and related disorders.” BFRBs share 
features similar to OCD, such as repetitive behaviors and 
a relief of tension after performing the behaviors, which 
reinforces the cycle21.

BFRB Etiology
Excoriation (skin-picking) disorder, trichotillomania, 

and onychophagia all share similar etiology and multiple 
recognized triggers. Affected individuals demonstrate 
heightened somatic sensitivity, including heightened 
awareness of bodily sensations. For example, the texture of 
one’s hair or the presence of skin irregularities may initiate 
repetitive behaviors45. Emotional states such as boredom, 
anxiety, and perfectionism serve as common triggers 
stimulating behaviors as an attempt to cope with distress 
or correct a perceived flaw46. Other triggers perpetuating 
BFRBs include comorbid psychiatric conditions, emotional 
distress, and genetic susceptibility47, 48. 

BFRB Neurobiology
BFRB involve dysfunction in the cortico-striatal-

thalamo-cortical circuit, similar to findings in OCD. Key 
dysregulated areas have been identified in the orbitofrontal 
cortex, the anterior cingulate cortex, the dorsal striatum, 
and medial frontal regions49-51. These regions function 
in habit formation and motor-response inhibition, 
which all contribute to symptoms of impulsivity and 
inhibitory deficits seen in BFRB disorders. Neuroimaging 
also demonstrates dysfunction in areas responsible for 
emotional processing. Excoriation (skin-picking) disorder 
is associated with altered structure and activation in the 
insula, with decreased grey matter volume contributing 
to increased behavioral severity and younger disease 
onset52-54. Trichotillomania demonstrates altered volume 
and density in the amygdalo-hippocampal complex, 
implicated in emotional processing, motor habit formation, 
and response suppression55, 56.

Excoriation Disorder (SPD)
Excoriation (skin-picking) disorder (SPD), is 

characterized by repetitively picking or scratching at the 
skin, resulting in tissue damage and visible lesions. To 
meet DSM-V diagnostic criteria, individuals must have 
unsuccessful attempts to stop this behavior, experience 
distress or functional impairment, and the behavior must 

not be attributed to another illicit substance, medical, or 
psychiatric disorder. Whereas OCD is triggered by intrusive 
obsessions, SPD is triggered by boredom, mounting tension, 
and negative emotions. Engagement in this behavior offers 
a sense of relief or satisfaction, reinforcing the cycle21.

SPD is more prevalent than once recognized, with a 
prevalence rate of roughly 2- 3.5%57, 58. This condition 
is more common in females, with a ratio of 1.4557. Skin-
picking symptoms peak in late adolescence around 16 
years old, demonstrating the importance of early detection 
and support to prevent these symptoms from continuing 
into adulthood59.

Multiple subtypes of SPD have been identified with 
different symptom profiles, emotional/reward pickers 
and functional pickers60. Emotional/reward pickers are 
the predominant type and are characterized by numerous 
strong urges, picking caused by negative emotions, and 
automatic behaviors over which the individual has little 
control. The functional picker is the less common subtype 
with milder skin–picking behaviors.

Skin-picking behaviors often target areas that an 
individual feels are blemished or have imperfections. 
The face (62%), fingers (43%), and legs (25%) are the 
most frequently picked areas of the body, with 67% of 
individuals engaging in picking multiple sites61. These 
findings reinforce the need for dermatologists to perform 
comprehensive skin checks when suspecting self-inflicted 
skin lesions.

Dermatologic Complications of SPD
SPD’s complex etiology can extend past psychological 

burden and lead to numerous medical complications. Open 
tissue wounds are left susceptible to invaders. Hawatmeh 
and Al-Khateeb62 reported on a patient who developed 
Staphylococcus auerus bacteremia as a result of chronic 
excoriations. Another report details two cases of excessive 
skin-picking habits leading to chronic, non-healing ulcers 
complicated by lichen simplex chronicus63. Additional 
complications including myositis, osteomyelitis, and 
abscess formation have been observed64, 65. These cases 
highlight the importance of careful screening and early 
detection of BFRB disorders to avoid serious secondary 
medical consequences.

Dermatologic Interventions for SPD
Effective treatment for SPD requires a multidisciplinary 

approach, combining dermatologic care with psychotherapy 
and pharmacotherapy. First-line treatment includes 
behavioral therapies, such as Cognitive Behavioral Therapy 
and Habit-Reversal Therapy. SSRIs and N-acetylcysteine are 
regarded as the most efficacious pharmacotherapies for this 
condition66, 67. Dermatologists should ensure proper wound 
care, such as petrolatum-based emollients and hydrocolloid 
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dressings are applied to maintain a moist environment and 
to protect lesions from infection68, 69. Adjunctive wound-
healing methods may include platelet-rich plasma (PRP) 
and viable cryopreserved placental membranes (vCPM) 
which may promote tissue regeneration and healing 
of wounds. While these treatments should not be used 
alone, they have been used experimentally in SPD cases as 
noninvasive methods to treat large cutaneous wounds70-72.

Trichotillomania (TTM)
Trichotillomania (TTM) is a body-focused repetitive 

behavioral disorder that is characterized by excessively 
pulling at one’s hair, resulting in alopecia. The individual 
must have made previous, unsuccessful attempts to 
quit, and symptoms may not be attributed to any other 
medical or psychiatric condition. Unlike OCD and similarly 
to excoriation disorder, TTM compulsions are mostly 
triggered by anxiety and boredom rather than obsessions21.

Recent literature has found TTM to be the least prevalent 
but most severe BFRB disorder, with a prevalence of 1 - 2% 
In contrast to other BFRB disorders, TTM does not tend to 
favor females over males73, 74. Selles et al. (2018)16 reported 
that compulsive hair-pullers scored the highest severity 
ratings on the Repetitive Body-Focused Behavior Scale. This 
indicates that TTM may include more time spent engaged 
in behavior, increased mental distress, and greater impact 
on one’s daily life in comparison to the other behaviors.

Diagnosing TTM can be challenging, especially 
in patients who present with nonspecific hair loss. 
Trichoscopy, which has been useful in the detection of 
TTM, is a non-invasive diagnostic tool for examining the 
hair and the scalp. Dermatologists should be aware of the 
distinct patterns of hair breakage that are commonly seen 
in patients with compulsive hair-pulling. These include 
trichoptilosis (split ends on short hairs), V-sign (a V-shaped 
coupling of 2 or more hairs), hook hairs (short hairs with 
curved ends), flame hairs (partially translucent, wavy hair 
residues), coiled hairs (short, spiraled hairs), tulip hairs 
(broken hairs with dark tips), and hair powder (specks 
of hair residue)75. Broken hairs and black dots at follicle 
openings are the most frequent findings but also the least 
specific for TTM75. Trichoscopy is useful in the detection 
of TTM by aiding dermatologists in distinguishing it from 
other forms of alopecia.

Dermatologic Complications of TTM
Trichotillomania can occur alongside the behavior 

known as trichophagia, a form of pica that involves 
ingesting one’s hair after pulling it out. This behavior is 
often seen in individuals with nutritional deficiencies (eg, 
iron deficiency) and can lead to serious gastrointestinal 
complications, such as trichobezoars—hairballs that 
accumulate in the stomach or intestines76. Bacterial 

infections are another dermatologic consequence of TTM. 
Similarly to SPD, the damage inflicted from pulling one’s 
hair can increase susceptibility to invading organisms. This 
can lead to acute or severe bacterial infections colonized 
with Enterobacter cloacae and Staphylococcus aureus 
colonies77. 

Dermatologic Interventions for TTM
TTM does not have a “one size fits all” treatment model 

but often requires a customized treatment plan to address 
each patient’s cutaneous and psychological manifestations. 
First-line intervention for BFRBs is behavioral therapies 
(eg. cognitive behavioral therapy). Pharmacotherapy (such 
as SSRIs or N-acetylcysteine) may be prescribed upon 
psychiatric referral78. Dermatologic care should address 
scalp wounds by proper cleaning to avoid infection and 
hydrocolloid dressings or patches to maintain moisture68. 
Antibiotics should be prescribed if the wound is infected, 
and topical steroids may be used to reduce scalp and 
irritation, thus reducing the urge to pull79. Topical capsaicin, 
found in chili peppers, has been tested as an experimental 
therapeutic agent in a TTM case study, which resulted 
in reduced hair-pulling. Capsaicin was demonstrated to 
enhance local pain and irritation, deterring individuals 
from pulling by increasing behavioral awareness and 
discomfort in a desensitized area80.

Adjunctive therapies aimed at stimulating hair 
renewal include minoxidil, platelet-rich plasma, and 
microneedling81, 82. Microneedling has been shown to 
promote angiogenesis, wound healing, and hair growth, 
while temporarily alleviating patients’ urges by replicating 
a painful sensation similar to pulling82. These adjunctive 
therapies are not meant to treat TTM or its dermatologic 
manifestations and should be used for hair growth once a 
patient’s psychiatric symptoms have been controlled.

Onychophagia (NBD)
Onychophagia, otherwise known as nail-biting 

disorder (NBD), is a repetitive disorder where an individual 
pathologically bites the nails until visible damage is induced. 
Nail-biting commonly occurs as a reflex due to emotional 
dysregulation, specifically stress and anxiety83. This disorder 
is listed in the DSM-5 as a body-focused repetitive behavioral 
disorder under “Other Specified Obsessive-Compulsive and 
Related Disorders” along with lip biting and cheek chewing. 
Yet, it does not have its own distinct entry like excoriation 
(skin-picking) disorder and trichotillomania. The DSM-V 
criteria characterizes a BFRB disorder as unsuccessful 
attempts to quit the behavior, daily impairment and distress, 
and not being attributable to another psychological 
condition or non-suicidal injury21.

There are no clear guidelines to distinguish what 
separates a relatively common negative childhood habit 
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from a pathological condition. The prevalence of nail-biting, 
while difficult to determine, is around 20-40%84, 85. Nail-
biting mostly begins in childhood, peaks in adolescence, 
and begins to decline rapidly by age 4083. Individuals bite 
due to reasons such as boredom, stress, nervousness, and 
hunger85. 

Onychophagia presents with specific dermatologic 
features that are easily identifiable upon clinical 
examination. A study analyzing the medical charts and 
dermoscopic photos of 53 patients with onychophagia 
found the most universal finding in 100% of nail-biters 
to be short fingernails with irregularly-shaped, uneven 
edges86. Other common characteristics noted were rough 
nail surfaces, nail hemorrhages, melanonychia, horizontal 
depressions, brittle nails, enlarged lunulas, washboard 
nails, and interrupted or missing cuticles86.

Dermatologic Complications of NBD

Chronic nail-biting can lead to a spectrum of medical 
complications. The damage induced by nail-biting leaves 
the nails susceptible to oral and environmental pathogens. 
Reddy et al. (2013)87 found that there was a significantly 
higher prevalence of Enterobacteriaceae, specifically E. coli 
and Enterobacter spp., in the saliva of children with nail-
biting behaviors. Persistent biting can result in paronychia, 
an infection of the nail folds from bacteria or fungal invasion. 
The most common infecting pathogen is Staphylococcus 
aureus, but Streptococcus, gram-negative bacteria, oral 
flora such as Enterococcus and Eikenella corrodens, and 
Candida albicans can also be implicated88, 89. Onycholysis, 
the detachment of the nail from its bed, is another 
consequence of the shortening and structural damage 
induced by chronic biting90. Dental-related complications 
that may arise from habitual nail-biting include gingival 
injuries91, abscesses92, and temporomandibular disorders 
due to repetitive pressure on the jaw93.

While NBD is primarily a benign habit associated 
with acute complications, rare but severe sequelae have 
been reported. A child developed herpetic whitlow 
after a self-inflicted herpes simplex virus94. In another 
case, gastrointestinal seeding is demonstrated in an 
immunocompromised adult who developed appendicitis 
from ingesting a fingernail fragment inoculated with 
Actinomyces bacteria95.

Dermatologic Interventions for NBD
Onychophagia remains underrecognized due to the 

blurred distinction between pathological behavior and 
what is perceived as a harmless, bad habit. Because many 
individuals do not consider their behavior to be a psychiatric 
disorder, few seek medical treatment which has contributed 
to little clinical attention. A multi-method approach utilizing 
psychotherapy (CBT or Habit-reversal), pharmacotherapy 

(N-acetylcysteine, SSRIs), and stimulus aversion should 
be used for these patients96. Dermatologic care should 
focus on patient education and preventative measures 
to promote nail growth and deter individuals from nail-
biting. These measures include disrupting the biting cycle 
and reducing physical access to the nails. Physical barriers 
such as false nails and bitter nail polish act as a physical 
barrier, limiting easy access to the nails and allowing them 
time to grow back naturally97. Additionally, keeping nails 
trimmed short, wearing bandages, and applying olive oil 
to the nails make biting more difficult and less satisfying83. 
Along with these strategies, dermatologists should educate 
patients on implementing competing responses to reverse 
bad habits when presented with urges, such as clenching 
fists or chewing sugar-free gum98, 99.

Evidence of Obsessive-Compulsive Spectrum 
Interrelatedness

As previously stated, body-focused repetitive behaviors 
were originally grouped under the category of impulse 
control disorders in the DSM-III and DSM-IV. BFRBs were 
reclassified with the edition of the DSM-V as “Obsessive-
Compulsive and Related Disorders”47. This change reflects 
emerging data demonstrating shared neurobiological, 
behavioral, and clinical characteristics with obsessive-
compulsive disorder. However, the literature remains 
conflicted as to whether BFRB should be characterized as 
distinct conditions with overlapping features or as true 
subtypes within the obsessive-compulsive spectrum.

Clinical studies display increasing evidence that BFRB 
and OCD share overlapping features, making it difficult to 
distinguish them as separate entities. Anxiety, urges before 
engaging in the behavior, and relief afterwards are shared 
features between both disorders47, 100. Upon taking the 
Repetitive Body-Focused Behavioral Scale (RBFBS), over 
half of 93 pediatric patients with OCD were determined to 
have a co-occurring BFRB, demonstrating how interrelated 
these disorders may be16.

Genetic linkages further reinforce the idea that BFRBs 
are on a spectrum of OCD. Zhang and Grant (2022)101 
found that first-degree relatives of individuals with 
trichotillomania (TTM) had significantly higher rates of 
obsessive-compulsive disorder (OCD) and excoriation 
disorder (SPD) than relatives of healthy controls. It was 
further reported that TTM participants with a family 
history of OCD scored higher for impulsiveness and lower 
in distress tolerance. 

While there is not a single gene implicated in OCD or 
BFRB, studies using animal models have found several 
candidate genes that warrant future investigation. A 
Sapap3 gene deletion in mice resulted in excessive 
grooming behaviors which were reversed after restoring 
the gene’s expression102, 103. Shmelkov et al. (2010)104 
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linked Slitrk5 gene deficiencies to pathological grooming 
habits and orbitofrontal dysfunction in mice. Mice with 
the Slitrk5 deletion had increased orbitofrontal activity 
and downregulated glutamate receptor activity, which 
may be attributed to chronic glutamate hyperactivity as 
seen in OCD-like behaviors. Greer and Capecchi (2022)105 
identified the Hoxb8 gene as another contributor to 
grooming behaviors, where gene disruption leads to skin 
lesions and hair removal resembling features of excoriation 
(skin-picking) disorder and trichotillomania.

Shared neurobiological features have been identified 
in both BFRBs and OCD, with converging data consistently 
implicating the frontostriatal circuitry. Hyperactivity in the 
direct pathway of the orbitofrontal cortex is responsible 
for reducing inhibition over OCD’s intrusive thoughts and 
compulsions106, 107, and similar findings have been reported 
in BFRBs108, 109.

Dermatologists’ Role in Diagnosis and 
Management

Dermatologists play a pivotal role in the detection and 
management of both obsessive-compulsive disorder and 
body-focused repetitive behaviors, as these conditions often 
go undetected and untreated1. Many patients with an OC-
spectrum disorder will delay seeking psychological treatment 
due to stigmatization, fear of judgment, and feelings of shame 
and embarrassment110. Only 13-30% of individuals seek 
treatment for their disorders111, 112. Among those who do 
pursue treatment, many will seek dermatologic help first for 
the physical manifestations and cosmetic concerns113. This 
implies that dermatologists may be the first point of contact 
in the detection of obsessive-compulsive spectrum disorders, 
and as a result, it is crucial to implement multidisciplinary care 
and collaboration between dermatologists and psychiatrists. 
The following section provides a practical clinical workflow to 
guide dermatologists in recognition, screening, examination, 
management, and referral for patients who are suspected of 
having a BFRB.

Recognition: The prevalence of psychiatric disorders 
in dermatologic settings can easily go undetected or 
misdiagnosed due to the nature of the visits, which focus 
on integumentary issues rather than their psychiatric 
foundation. Dermatologists are extensively trained to 
identify skin diseases, cancer, autoimmune conditions, 
and other dermatopathologies. However, the psychiatric 
factors contributing to these dermatological concerns 
may be overlooked. Approximately 30% of outpatient and 
60% of inpatient dermatology patients report underlying 
psychiatric disorders114. A Y-BOCS scale administered to 
500 dermatology outpatients found that almost 11% of 
patients met the criteria for an OCD spectrum disorder 
which is notably higher than in the general population14. 
Dermatologists should suspect BFRBs in patients with 

re-occurring, mechanically induced lesions that are not 
consistent with other inflammatory disorders. Warning 
signs can include poor lesion healing despite appropriate 
wound care, broken hairs with varying lengths and 
patterns, patchy areas of alopecia, and short fingernails 
with irregular borders75, 86. These clinical signs, along 
with inconsistent histories or histories of extreme stress 
and anxiety should raise clinical suspicion of BFRBs and 
warrant further screening. Taking a thorough history and 
making the patient feel emotionally safe is critical to early 
detection. Patients who disclose urges, mounting tension, 
and relief associated with their behaviors should be 
evaluated further.

Screening: While universal screening for OCD and 
BFRBs is not necessary, targeted screening should be 
implemented when clinical suspicion is raised. The first 
open-ended question that should be asked is “How did 
these lesions appear?”5. Next, a series of short, non-
judgmental screening questions should be asked to help 
with a differential such as: “Do you ever find yourself 
repeatedly picking at your skin, pulling at your hair, or 
biting your nails?” “Do you ever find it difficult to control 
yourself from doing this?” “Do you ever feel strong urges 
to engage in this behavior, and do you feel immense relief 
afterwards?” “Do you find these behaviors are worse 
during periods of stress or anxiety?” “Have you ever tried 
to quit these behaviors and was it difficult?”5, 47. If a BFRB 
is disclosed or heavily suspected after initial evaluation 
and screening questions, a dermatologist should consider 
administering a quick, self-report questionnaire such as 
the Body-Focused Repetitive Behavior Scale-8 (GBS-8) 
or the Obsessive-Compulsive Inventory- Revised (OCI-R) 
(Table 3). The GBS-8 should be administered to evaluate 
behavioral severity and impairment if cutaneous findings 
suggest skin-picking, hair-pulling, or nail-biting19. The 
OCI-R should be reserved for patients suspected to 
have broader obsessive-compulsive symptoms beyond 
cutaneous manifestations 18.

Examination: Following screening, dermoscopic or 
trichoscopic examination should be performed starting 
with a focused exam of affected areas 115-119. Physicians 
should assess lesion morphology and chronicity, including 
hyperpigmentation, scarring, and lichenification. Chronic 
hand dermatitis findings, from OCD, may appear as 
brownish-orange dots, scaling, and crusting117. SPD findings 
may include lesions in various stages of healing with 
hyperpigmentation and scarring118. Trichoscopy findings 
for TTM may include corkscrew hairs, different lengths of 
breakage, black dots, and more14, 115, 119. Findings indicative 
of NBD may include nail folds in various healing stages, 
damaged cuticles, and nails that appear short, uneven, and 
ragged96. A full body examination should be performed if 
lesions are extensive or if multiple behaviors are suspected. 
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Management: Initial management should consist of 
wound care and barrier protection. Petrolatum-based 
occlusion and hydrocolloid dressings should be applied 
to maintain moisture, prevent irritation, upregulate anti-
microbial properties, reduce scarring, and stimulate skin 
regeneration68, 69. Patients should be educated on the 
gentle cleansing of wounds and use of ceramide-containing 
moisturizers to maintain a healthy skin barrier. Starting 
with topical treatments, as opposed to emotions, can 
help patients open about their behaviors and feel less 
stigmatized112. Topical antibiotics should be applied if a 
secondary infection occurs. Lastly, empathetic physician 
education is vital to patient progress. Providers should 
emphasize behavioral modifications (eg, going on walks 
when stressed) and aversion techniques (eg, wearing 
gloves or applying bitter nail polish) when faced with the 
urge to engage in behaviors86,120.

Referral Decision: After managing cutaneous 
manifestations, a dermatologist must consider if a 
psychiatric referral is needed. Referral may not be 
necessary if cutaneous findings are not severe, if there is 
no suspected evidence of another psychiatric comorbidity 
or intent to self-harm, and if the patient willing commits 
to correcting his habits. Referral to psychiatry is warranted 
if the patient displays evidence of self-harm, co-morbid 
psychiatric disorders, or if pharmacological treatment is 
needed6, 121.

Discussion

This review compiles evidence supporting an overlap 
between obsessive-compulsive disorder (OCD) and body-
focused repetitive behaviors (BFRBs) in clinical features, 
neurobiological findings, and treatment approaches. 
Trichotillomania (TTM), excoriation disorder (SPD), and 
onychophagia (NBD) exist in an obsessive-compulsive 
spectrum, supported by evidence of shared behavioral 
characteristics, inhibition difficulty, genetic, and 
neuroimaging findings.

It is important to highlight the role dermatologists play 
in managing these disorders. Dermatologists are often the 
first to recognize the consequential skin lesions, alopecia, 
and nail deformities that patients may be reluctant to admit 
as self-inflicted. Psychocutaneous disorders frequently go 
unrecognized in the dermatology clinics, with only 18% 
of dermatologists admitting to a clear understanding 
of these disorders122. A study screening 92 consecutive 
dermatology referrals found 20% of the patients qualified 
for an OCD diagnosis on the Y-BOCS scale, yet only 1 patient 
had been previously diagnosed1. A large gap remains in 
dermatologist awareness on how to recognize and treat 
these disorders, which highlights the need for increased 
awareness and training. Many patients report that their 
practitioner is not especially knowledgeable of their 

condition123. Implementing improved screening practices 
and administration of validated tools, like the GBS-8, along 
with dermoscopy and full-body skin examinations can help 
improve detection.

Current treatment options for body-focused repetitive 
behaviors span a wide spectrum, reflecting the complexity 
of these conditions and the limited availability of high-
quality clinical trial data. Behavioral therapies such as 
cognitive-behavioral training and its subtype of habit-
reversal training remain among the most effective 
interventions. Pharmacologic interventions have shown 
mixed data, conflicting evidence, high dropout rates, and 
low participant numbers. Serotonin-reuptake inhibitors, 
tricyclic antidepressants, glutamate modulators (eg, NAC), 
and atypical antipsychotics have demonstrated potential 
therapeutic benefits. Coupling a behavioral intervention 
with a pharmacologic one may be most promising for 
managing these behaviors and preventing relapses124. 
Inconsistencies in treatment outcomes strengthen the 
need for larger, controlled clinical trials, particularly in 
the pediatric population which remains the most under 
researched.

While this review provides a comprehensive summary 
of current research on obsessive-compulsive disorder and 
body-focused repetitive behaviors, several limitations must 
be acknowledged. Much of the limited available evidence is 
restricted by small sample sizes, open-label trials, and case 
reports, which limit the generalizability of findings. There 
is also a notable absence of dermatology-focused literature, 
with most studies retrieved from psychiatry, and few 
addressing the presentation and treatment protocol in the 
dermatologic setting. The available data on pharmacologic 
measures remain inconsistent with variability in study 
design and outcomes, making it difficult to determine the 
true efficacy of individual medications. Neuroimaging 
and genetic studies show favorable, but preliminary 
results, with more investigation needed in larger cohorts. 
Lastly, due to the shame and stigma associated with these 
disorders, reporting bias remains a concern and may limit 
the full understanding of these complex disorders. 

This comprehensive review aims to provide 
dermatologists with an up-to-date summary of obsessive-
compulsive disorder and body-focused repetitive 
behaviors, increase awareness of the high prevalence of 
dermatologic manifestations associated with underlying 
psychological disorders, and offer guidance for detection, 
management, and interdisciplinary collaboration. To 
advance in managing these disorders, it is essential to first 
de-stigmatize psychiatric conditions in the dermatology 
setting. By reducing embarrassment and shame, patients 
will feel more comfortable disclosing their behaviors 
to practitioners. Dermatologists should be advised to 
approach these topics with empathy and sensitivity, with 
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the understanding that they may be the first to learn of 
their patients’ psychiatric symptoms. 

Finally, more research is needed to address gaps and 
inconsistencies in the literature. Future studies should 
include larger cohorts and well-designed randomized 
controlled trials to test the effectiveness of dermatologist-
delivered screenings and the impact of multidisciplinary 
care models compared to traditional methods. Large-scale 
clinical trials combining behavioral and pharmacologic 
interventions are necessary to establish consistent 
treatment outcomes, while longitudinal studies are needed 
to track the course of dermatologic and psychiatric outcomes 
in OC-spectrum patients. Lastly, further neuroimaging 
studies are warranted to clarify the relationship between 
dermatologic severity and brain abnormalities to gain 
further insight into the neurobiology of these. OCD and 
BFRBs are complex, heterogeneous disorders with more 
overlap in dermatologic settings than once recognized. 
Bridging the gap between dermatology and psychiatry by 
providing more integrated care pathways will improve 
outcomes significantly for this patient population.
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