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Introduction: The increase in the geriatric population requires the maintenance of quality of
life at an older age. Although nail diseasesdo not usually affect life expectancy, they are important in terms of quality of life and the morbidity that they may cause.
Materials and Method: For this study, we recruited a total of 249 patients aged 65 years
and older who had presented to the dermatology outpatient clinic. The incidence of nail diseases,
the age groups for these diseases, education levels, BMIs and the relationship with additional diseases were investigated.
Results: The most frequent nail color change was lunula loss, in 77.9% of participants, and
the most frequent surface change was brittle nails, in 42.1%.The most common nail finding due
to repetitive trauma was splinter hemorrhages, in 16.9%, followed by onychauxis in 8.4% and
onychocryptosis in 7.6%. The most common contour change was pincer nail,in 5.6%, and the
most common infection was onychomycosis,in 33.3%. Lunula loss and onychauxis were significantly more common in patients aged 75 or older, compared to younger patients (p=0.002,
p=0.01, respectively). BMI was significantly higher in patients diagnosed with an ingrowing nail (p
<0.001).
Conclusion: The most frequently observed color change in the geriatric age group is lunula
loss; the most common surface change is brittle nail, and the most common nail infection is onychomycosis. Lunula loss and onychauxis development increase with age. It is quite important to
know the common nail diseases in order to be able to detect age-specific nail changes and the clues they provide in the geriatric age group.
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Giriﬂ: Geriatik nüfusun artmas›, ileri yaﬂta nitelikli yaﬂam sürme gereksinimi beraberinde getirmektedir. T›rnak hastal›klar› yaﬂam süresini etkilemiyor gibi görünse de, yaﬂam kalitesi aç›s›ndan ve yol açabilece¤i morbiditeler aç›s›ndan önemli yer tutmaktad›r.
Gereç ve Yöntem: Araﬂt›rmaya dermatoloji poliklini¤ine baﬂvuran 65 yaﬂ ve üzeri 249 hasta dahil edildi. Hastalarda saptanan t›rnak de¤iﬂiklikleri ve lezyonlar›n›n görülme s›kl›¤› ile birlikte
yaﬂ gruplar›, ö¤renim durumu, Beden kitle indeksi ve ek hastal›klar ile iliﬂkisi araﬂt›r›ld›.
Bulgular: Hastalarda saptanan en s›k renk de¤iﬂikli¤i %77,9 ile lunula kayb› ve en s›k yüzey
(surface) de¤iﬂikli¤i %42,1 ile k›r›lgan t›rnak olarak tespit edildi. Tekrarlayan travmalara ba¤l› t›rnak de¤iﬂikliklerinde en s›k rastlanan bulgular s›ras›yla %16,9 ile splinter hemoraji, %8,4 ile onychauxis ve %7,6 ile onychocryptosis olarak gözlendi. En s›k rastlanan kontur de¤iﬂikli¤i %5,6 ile
pincer nail iken en s›k rastalanan enfeksiyon hastal›¤› da %33,3 ile onikomikoz idi. Yaﬂ gruplar›
ile korelasyona bak›ld›¤›nda, 75 yaﬂ ve üzeri hastalarda lunula kayb› ve onychauxis, 75 yaﬂ alt› hastalara göre anlaml› olarak yüksek saptand› (s›ras› ile p=0,002, p=0,01). Hastal›klar›n BM‹ ile korelasyonu de¤erlendirildi¤inde, t›rnak batmas› saptanan hastalarda BM‹’in anlaml› olarak yüksek oldu¤u tespit edildi (p <0,001).
Sonuç: Geriatrik yaﬂ grubunda en s›k gözlenen renk de¤iﬂkli¤i lunula kayb›, en s›k rastlanan
yüzey de¤iﬂikli¤i k›r›lgan t›rnak, en s›k rastlanan enfeksiyon hastal›¤› onikomikozdur. Lunula kayb› ve onychauxis geliﬂimi yaﬂ ile korele olarak artar. T›rnak hastal›klar›n›n geriatrik yaﬂ grubu hastalar›ndaki yaﬂa özel de¤iﬂkiliklerini ve bize gösterdi¤i ipuçlar›n› görebilmek aç›s›ndan s›k gözlenen
t›rnak hastal›klar›n› bilmek oldukça önemlidir.
Anahtar Sözcükler: Yaﬂl›; Hasta; T›rnak.
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INTRODUCTION
he increase in the elderly population throughoutthe world

Tand in our country requires the maintenance of quality of
life at an advanced age. Although nail diseases do not usually
affect life expectancy, they are important in terms of quality
of life and the morbidity that they may cause. There are changes in nail color, thickness, shape, structure and surface with
the degradation of nutrition in the nail bed and germinative
matrix, as a natural result of aging. Factors such as joint restriction, visual problems, increased trauma and low motivation for personal care with advancing age may also contribute
to the progression of problems by creating nail care difficulties (1-3).
A dermatology examination is not complete without a
thorough nail examination. The changes in an elderly patient
may be a natural process of aging, or may be modified by age
although present for a long time. Some nail appearances may
be a clue to systemic diseases or may lead to susceptibility to
some conditions that may lead to much more serious problems in the future. Protection from nail diseases requires periodic nail care and an appropriate medical approach (1,4). It
is therefore important to know the natural process and common diseases and approaches in geriatric patients.
In this study, we aimed to determine the prevalence of nail changes and diseases in patients aged 65 years or more, the
distribution of these diseases by age group, and their correlation with additional diseases, body mass index and educational levels.

MATERIALS AND METHOD
or this study, we recruited a total of 249 patients aged 65

Fyears or older who presented to the Ankara Ataturk Training and Researh Hospital dermatology outpatient clinic.
The approval of the local ethics committee of our hospital was
obtained before starting the study, and the study was conducted in accordance with the Helsinki Declaration. All patients
participating in the study were informed about the study and
signed an informed consent form. Demographic information
and body mass index (BMI) of the patients were recorded. A
dermatological examination including a detailed nail evaluation was performed by dermatologists. A native preparation
was prepared for microscopy in patients who were suspected
of suffering from onychomycosis. A biopsy was taken and a
histopathological examination performed when necessary.
The patients were divided into 2 age groups as 65-74, 75 years and over. The incidence of nail diseases, the age groups of
these diseases, BMI and their relationship were investigated.
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Table 1— Demographic and Clinical Characteristics of Patients.
Sex, n (%)
Male
Female

118 (47.4)
131 (52.6)

Age.
Min-max. (mean±sd)
65-75
75-85
>85
BMI
≤30
>30

65-97 (70.19±6.56)
206 (82.7)
33 (13.3)
10 (4.0)
147 (63.6)
84 (36.4)

Nail disease duration
(mean±sd)

1-560 (62.5±22.1)

Statistical analyses were performed using SPSS 16.0 (Chicago, IL, USA). Of the continuous variables, those with normal distributions were describedwith mean ± sd, while those
that were not consistent with a normal distribution were described with medians, and categorical variables were described
as numbers and percentages. Comparisons were made using
Mann-Whitney U tests for continuous variables and chi-square tests for categorical variables. A p value <0.05 was accepted as significant.

RESULTS
total of 131 (52.6%) females and 118 (47.4%) males participated in the study. The age range was 65 to 97 years
and the mean age was 70.19±6.56 years. Patients’clinical and
demographic data are summarized in Table 1. The most frequent nail color changes were lunula loss at 77.9% and dull
nail at 41.7%. The most frequent surface change was brittle
nails at 42.1%. The most frequent brittle nails group included onychorrhexis (38.6%) (Figure 1) and onychoschizia

A

Figure 1— Onychorrhexis on the toenail and superficial white onychomycosis on the second nail of 67-year-old male patient.
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Figure 2— Onychoschizia and subungual hematoma on the big toenail
of a 71-year-old male patient.

Figure 3— Onychogryphosis on the 1st, 2nd and 3rd toenails of a 75year-old female patient.

Table 2— Skin Findings in the Geriatric Age Group and the Distribution of Disorders by Age Group.

Alteration in nail color
Lunula loss
Dull, pale discoloration
Leukonychia
Melanonychia
Alteration in nail surface texture
Brittle nails
Onychorrhexis
Onychoschizia
Transverse splitting
Triangular fragments at the free edge
Lamellar splitting
Pitting
Linked to repeated trauma
Splinter hemorrhages
Onychauxis
Onychocryptosis
Pachyonychia
Subungual hematomas
Median nail dystrophy
Onycholysis
Onychogryphosis
Onychoclavus
Nail biting
Alteration in contour
Pincer nail
Koilonychia
Infections
Onychomycosis
Paronychia
Tumors
Amelanotic malignant melanoma
Myxoidpseudocyst
Subungual exocytosis
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Total
n=249

65-74
n=206

≥75
n=43

n (%)

n (%)

n (%)

194 (77.9)
104 (41.7)
12 (4.8)
2 (0.8)

163 (79.1)
78 (37.8)
11 (5.2)
1 (0.5)

31 (72.0)
26 (60.5)
1 (3.0)
1 (3.0)

105 (42.1)
96 (38.6)
60 (24.1)
23 (9.2)
20 (8.0)
16 (6.4)
7 (2.8)

72 (34.95)
75 (36.4)
50 (24.3)
21 (10.2)
17 (8.3)
15 (7.3)
5 (2.4)

33 (76.7)
21 (48.8)
10 (2.3)
2(4.6)
2 (4.6)
1 (2.3)
2 (4.6)

42 (16.9)
21 (8.4)
19 (7.6)
18 (7.2)
11 (4.4)
8 (3.2)
6 (2.4)
5 (2.0)
2 (0.8)
1 (0.4)

34 (16.5)
15 (6.6)
19 (9.2)
11 (5.3)
9 (4.3)
7 (3.4)
5 (2.4)
4 (1.9)
1 (0.5)
1 (0.5)

8 (18.6)
6(13.9)
- (-)
7 (16.2)
2 (4.6)
1 (2.3)
1(2.3)
1 (2.3)
1 (2.3)
- (-)

14 (5.6)
3 (1.2)

13 (6.3)
2 (0.9)

1 (2.3)
1(2.3)

83 (33.3)
2 (0.8)

57 (27.66)
2 (0.9)

23 (53.5)
- (-)

1 (0.4)
1 (0.4)
1 (0.4)

- (-)
1 (0.5)
1 (0.5)

1 (2.3)
- (-)
- (-)
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(24.1%) (Figure 2). Onychogryphosis was present in 2% of
our patients (Figure 3). Skin findings and the distribution of
the disorders by age group are summarized in Table 2.
Among our patients with onychomycosis, 63.4% had distal
lateral subungual onychomycosis (DLSO) , 12.9% had total
dystrophic onychomycosis (TDO), and 7.5% had superficial
white onychomycosis (SWO) (Figure 1). We did not find any
patients with proximal subungual onychomycosis in our
study. A myxoid pseudocyst was present in one patient. Regarding age groups, lunula loss and onychauxis weresignificantly more common in patients aged 75 years or over compared to younger patients (p=0.002, p=0.01, respectively).
BMI was significantly higher in patients with an ingrowing
toenail (p <0.001).

DISCUSSION
ail region problems in the elderly, who are gradually

Nconstituting a larger part of society, make up 10% of all
dermatological disorders (2). Some nail changes are due to the
natural aging process. Nail water and calcium concentrations
decrease with aging, while magnesium increases and iron decreases. The size of the nail plate keratinocytes increases. The
elastic tissue and blood vessels thicken with aging, causing
the nail bed dermis and especially the section under the pink
portion of the nail to thicken. Atherosclerosis also causes
changes in the nails (1,5).
The nail plate color may show various changes with advancing age. Normally, the lunula area is white and the nail
bed is pink. Lunula loss, in 77.9% of our patients, was the
most frequent nail color change. The decrease in lunula visibility is considered a natural age-related change when detected at advanced ages (6). The significantly higher lunula loss
rate in patients aged 75 and over in our study supports the
correlation with age.The second most frequent color change
in our patients was a pale and dull nail appearance. Rao et al.
reported this finding at a rate of 69%, lower than in our patients, in astudy they conducted with 100 patients over the age
of 60. The rate of leukonychia was 4.7% in our study. It can
be in the form of real leukonychia, where the matrix is also
included, or as total, subtotal, transverse, punctate or longitudinal leukonychia. Leukonychia is thought to be due to repetitive microtrauma and may also be due to cirrhosis, azotemia and hypoalbuminemia, oroccur without other disorders.
Pseudoleuconychia can be present in onychomycosis and after
enamel procedures, along with keratin granulation (2). The
change is called ‘’Neapolitan nail” as it resembles Neapolitan
ice cream and is characterized by the lack of the lunula and a
color change that is white in the proximal nail plate, pink in
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the middle part and opaque in the distal section to make up
3 horizontal bands. Although a study has reportedthat a special color change is present in about 20% of people older than
70, we did not detect this in our study (7). Terry nail, another disorder considered to be the natural result of aging, is
characterized by a white band at the proximal nail and a pink
band at the distal section and was not found among our patients (8,9). Longitudinal melanonychia was present in 0.8% of
our patients. It has been described as “frictional longitudinal
melanonychia” due to repetitive trauma (1,10). The main disorders in the differential diagnosis of longitudinal melanonychia are nevi and fungal infections and distinguishing itfrommalignant melanoma is very important. Hutchinson’s finding
is pigmentation of the nail bed and around the matrix and indicates melanoma. When melanonychia is found in older patients, a careful history should be taken, samples for fungal infection should be taken, dermatoscopical examination should
be performed and a biopsy should be obtained if necessary
(11,12).
The normal nail surface is smooth and various irregularities can develop in the nail surface with advancing age. The
fingernails are normally soft and fragile and are prone to longitudinal fissuring and splitting. Contrary to popular belief,
the calcium content in the nail bed is as low as about 0.2%,
and does not contribute to the hardness of the nail. (3,13-15).
An age-dependent decrease in cholesterol sulphate levels is
thought to contribute to these brittle nails (1). The most
common surface change in our patients was brittle nails, at a
rate of 42.1%. This ratio is higher than the ratio of 34% reported by Rao et al. (5). Brittle nails can appear as onychorrhexis, onychoschizia, lamellar and transverse splitting, and
triangular fragments at the free edge. Onychorrhexis is longitudinal ridging in the nail surface. Aging is the most important reason for onychorrhexis (16). The onychorrhexis rate was
24.1% in our study and was reported as 85% by Rao et al.
Onychorrhexis can be defined as transverse and lamellar splitting of the distal nail plate and free edge. Avoiding repeated
wetting and drying, hydration of the nail with phospholipidrich emollients, and the use of nail hardeners containing formaldehyde and biotin at 2.5 mg/day for 1.5-15 months are recommended for brittle nail treatment (2,3). The nail surface
disorder of pitting was present in 2.8% of our patients. The
most common reason is psoriasis, but it can also be found in
alopecia areata and finger eczema (1,4).
In our study, the most common disorder due to repetitive
trauma was splinter hemorrhage. Nail bed capillaries in people over the age of 70 often show distortion. These capillary
distortions are thought to be responsible for the splinter he-
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morrhages seen in the elderly (1). The most common cause in
elderly patients is trauma (2).
Onychauxis was significantly more common in patients
over the age of 75 in our study. Pachyonychia is hypertrophy
of the whole nail plate, while onychauxis is local hypertrophy
of the nail plate (17). Loss of transparency of the nail plate is
characterized by color change and subungual hyperkeratosis.
It may be idiopathic or age-related and is more commonly observed in the toes. The risk of onychomycosis is increased in
these nails (1). The increased rate in our patients over the age
of 75 supports the effect of advanced age and increasing trauma.
Onychocryptosis is an ingrowing or embedded toenail. Ingrowing toenails were found in 7.6% of our patients and were significantly more common in obese patients. Obesity is
considered to contribute to a predisposition for onychocryptosis (18). Cutting the nails incorrectly due to limitation of movement and visual problems in the elderly contributes to this
susceptibility Granulation tissue formation or secondary infection may be seen. Conservative treatment, regular nail care, proper footwear, and fighting infection in the elderly are
important in prevention and treatment (1,2,18).
The rate of subungual hematoma in the elderly was 4% in
our study. Rao et al. found subungual hematoma in three patients (5). The cause can be trauma, improper footwear, or
walking long distances. Anticoagulant use also increases the
likelihood of developing a hematoma. A color change progressing to the distal section and a gradually lighter color are important clues in distinguishing hematomas from nevi and melanomas. Evacuating the hematoma when it is first formed
decreases the pain (1,2,4).
Onychogryphosis is also called oyster shell or ram’s horn
deformity. It was found in 5% of our patients and it develops
as a result of hyperkeratotic tissue formation in the lateral nail folds or periungual folds due to onycholysis or the repeated
minor trauma of improper footwear. Cutting the nail is very
difficult because it is thickened. Periodic debridement of the
thickened nail plate is therefore required. Electrical files and
creams containing 40% or more urea can be useful. Chemical
or surgical matricectomy should be used in recurrent and
complicated cases (2).
Pincer nail was the most common contour change in our
study and can affect only the big toenail or all toe nails. If
mild, the inward turning of the nail can be prevented and nail plate pressure decreased by fixing the nail from the top with
stainless steel wire and plastic supports for 6 months. The removal of the lateral matrix with phenol is the simplest, least
painful and most effective treatment (1,19).
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Other nail contour changes we observed were clubbing
and spoon nail (koilonychia).Clubbing is a hyponychial angle
(the angle between the skin and nail) over 180 degrees with
softening in the nail bed and increased nail curvature. It may
be observed together with lung neoplasms and infections, subacute bacterial endocarditis and cyanotic congenital heart diseases and hepatocarcinoma. Spoon nail may be associated
with iron deficiency anemia, polycythemia, coronary diseases,
and endocrine disorders such as diabetes and acromegaly (1).
The most common nail infection was onychomycosis, at
33.3% in our study. This rate was consistent with the 31.5%
reported by Yalcin et al., who investigated skin diseases in
4099 geriatric patients, and lower than the 41.5% reported in
a prospective analysis of skin diseases in 200 geriatric patients
conducted in 2010 (20,21). Incidence of the subtypes of onychomycosis we found in our study is consistent with astudy of
108 patientsby Dias et al., where foot onychomycosis was investigated in the geriatric population. The DLSO, TDO and
SWO rates were 63.4%, 12.9% and 7.5%, respectively, in
our study and 59.3%, 24.1% and 4.6% in the Dias et al.
study. Aging increases susceptibility to onychomycosis (22).
The nails become discolored, brittle and thickened. (1,22).
Exposure of the nails to microtrauma, improper shoes, and the
spread of dermal fungal infection to the nails responsible in
the etiology (23). The basic complaint is usually aesthetic,
but tenderness can also be present and the thickened nails can
lead to onychomycosis. Treatments used in young patients
can also be provided to healthy elderly subjects. If systemic
treatment is needed, other medications taken by the patient
should be queried for drug interactions. 250 mg/day terbinafine or 100 mg/day itraconazole can be used for 6 weeks for
fingernails and 12 weeks for toenails. Mechanical interventions, local treatments such asantifungal nail polishes, and chemical nail thinning using preparations with urea when there
is no risk of ischemia are more suitable when oral treatment
cannot be administered (1).
Paronychia is characterized by inflammation of the softnail tissue at the proximal part and lateral edge. We found this
disorder at a rate 0.8% in our study. Acute paronychia is common in the elderly and causes secondary changes in the nail
plate The disorder can be treated with abscess drainage, topical or systemic antibiotics. Chronic paronychia is characterized by nail plate changes in the form of erythematous and
swollen nail folds, cuticle loss, and a large number of transverse ridges. Keeping the nail folds dry, and topical antifungal or
antiseptic agents, are used in the treatment (2).
Mucous cyst, also known as myxoid pseudocyst, is the
most common benign nail tumor. Mucous cysts are more
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common in women and are most commonly found at the proximal nail fold of the fingers. (4).
The nail cancer incidence peaks in the 7th decade (2).
Amelanotic malignant melanoma wast he only malignant tumor we found in our study. Amelanotic malignant melanoma
is most commonly confused with pyogenic granuloma. Pyogenic granuloma and amelanotic malignant melanoma should
be considered in hemorrhagic tumors that grow rapidly in geriatric patients and a biopsy should be obtained before starting treatment (24).
In conclusion, the most frequently observed color change
was lunula loss, the most commonly found surface change was
brittle nails, and the most commonly found infectious disease was onychomycosis in the geriatric age group. Knowing
the common nail changes and diseases, the changes that should be considered normal, and the clues that can indicate dangerous disorders in the geriatric age group is very important
in taking preventive measures and planning treatment.

REFERENCES
1.
2.

3.

4.
5.

6.
7.

8.

9.

124

Baran R. The nail in the elderly. Clin Dermatol 2011;29(1):5460. (PMID:21146733).
Singh G, Haneef NS, Uday A. Nail changes and disorders
among the elderly. Indian J Dermatol Venereol Leprol
2005;71(6):386-92. (PMID:16394478).
Abdullah L, Abbas O. Common nail changes and disorders in
older people: diagnosis and management. Can Fam Physician
2011;57(2):173-81. (PMID:21321168).
Yaz›c› A. The nail and hair changes in older people. Turkiye
Klinikleri J Cosm Dermatol-Special Topics 2012;5(2):57-63.
Rao S, Banerjee S, Ghosh SK, Gangopadhyay DN, Jana S,
Mridha K. Study of nail changes and nail disorders in the elderly.
Indian
J
Dermatol
2011;56(5):603-6.
(PMID:22121296).
Cohen PR. The lunula. J Am Acad Dermatol 1996;34(6):94353. (PMID:8647987).
Horan MA, Puxty JA, Fox RA. The white nails of old age (Neapolitan nails). J Am Geriatr Soc 1982;30(12):734-7.
(PMID:7142618).
Saraya T, Ariga M, Kurai D, Takeshita N, Honda K, Goto H.
Terry’s nails as apart of aging. Intern Med 2008;47(6):567-8.
(PMID:18344651).
Aktaﬂ A, Geçer E. Nail changes in elderly. Turkiye Klinikleri J
Dermatol-Special Topics 2009;2(2):69-71.

10. Baran R. Frictional longitudinal melanonychia: a new entity.
Dermatologica 1987;174(6):280-4. (PMID:3622879).
11. Di Chiacchio N, Ruben BS, Loureiro WR. Longitudinal melanonychias.
Clin
Dermatol
2013;31(5):594-601.
(PMID:24079589).
12. Braun RP, Baran R, Le Gal FA, et al. Diagnosis and management of nail pigmentations. J Am Acad Dermatol
2007;56(5):835-47. (PMID:17320240).
13. Cohen PR, Scher RK. Geriatric nail disorders: Diagnosis and
treatment. J Am Acad Dermatol 1992;26(4):521-3.
(PMID:1597537).
14. van de Kerkhof PC, Pasch MC, Scher RK, et al. Brittle nail
syndrome: a pathogenesis-based approach with a proposed grading system. J Am Acad Dermatol 2005;53(4):644-51.
(PMID:16198786).
15. Scher RK, Fleckman P, Tulumbas B, McCollam L, Enfanto P.
Brittle nail syndrome: Treatment options and the role of the
nurse. Dermatol Nurs 2003;15(1):15-23. (PMID:12656000).
16. Holzberg M. Nail signs of systemic disease. In: Maria K. Hordinsky, Marty E. Sawaya, Richard K. Scher (Eds.). Atlas of hair and nails. Philadelphia, Churchill Livingstone, USA 2000,
pp 59-70.
17. Cohen PR, Scher RK. The nails in older individuals. In: Richard K. Scher, C. Ralph Daniel (Eds). Nails: therapy, diagnosis, surgery, 3nd edition, Elsevier Saunders, Philadelphia, USA
2005, pp 245-64.
18. Ikard RW. Onychocryptosis. J Am Coll Surg 1998;187(1):96102. (PMID:9660032).
19. Koçyi¤it P. Treatment options for ingrowing nail. Turkiye Klinikleri J Cosm Dermatol-Special Topics 2013;6(3):18-23.
20. Yalç›n B, Tamer E, Toy GG, Oztaﬂ P, Hayran M, Alli N. The
prevalence of skin diseases in the elderly: Analysis of 4099 geriatric patients. Int J Dermatol 2006;45(6):672-6.
(PMID:1676625).
21. Demirseren DD, Emre S, Ateﬂkan Ü, Metin A. Prospective
analysis of skin findings of patients admitted to a geriatric outpatient clinic. Turk J Geriatrics 2010;13(1):87-91 (in Turkish).
22. Dias N, Santos C, Portela M, Lima N. Toenail onychomycosis
in a Portuguese geriatric population. Mycopathologia
2011;172(1):55-61. (PMID:21365319).
23. Scher RK, Rich P, Pariser D, L Elewski B. B. The
epidemiology,
etiology,
and
pathophysiology
of
onychomycosis. Semin Cutan Med Surg 2013 Jun; (2 Suppl
1):S2-4 Review. (PMID:24156160).
24. Tosti A, Piraccini BM. Nail disorders. In: Jean Bolognia, Joseph Jorizzo, Julie Schaffer (Eds). Dermatology. 2nd edition,
China, Elsevier Saunders 2008, pp 1019-38.

TURKISH JOURNAL OF GERIATRICS 2014; 17(2)

