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ABSTRACT: 

Psychodermatology is an emerging interdisciplinary field that highlights the complex and 

bidirectional relationship between the skin and the mind. The skin and nervous system share a 

common embryological origin, and increasing scientific evidence demonstrates the involvement 

of neuro-immuno-endocrine pathways in several dermatological disorders. Psychological stress 

can activate the hypothalamic–pituitary–adrenal (HPA) axis, alter immune responses, and impair 

skin barrier function, thereby triggering or exacerbating inflammatory skin diseases. In 

dermatological patients, psychiatric comorbidities such as anxiety, depression, obsessive–

compulsive disorder, and body dysmorphic disorder are frequently observed. Conversely, chronic 

and visible skin conditions including psoriasis, acne, vitiligo, atopic dermatitis, and alopecia can 

significantly affect emotional well-being and overall quality of life. Recent concepts such as the 

neuro-immuno-cutaneous-endocrine (NICE) model and the gut–brain–skin axis provide deeper 

insight into the mechanisms underlying this interaction. Therefore, effective management of 

psychodermatological conditions requires a holistic biopsychosocial approach that integrates 

dermatological treatment with psychological evaluation, behavioral therapy, and appropriate 

psychopharmacological interventions. Understanding the mind–skin connection is crucial for 

improving patient outcomes and enhancing overall well-being. 

Keywords: Psychodermatology; Neuro-immuno-cutaneous-endocrine (NICE) model; Skin 

Barrier Function; Biopsychosocial Approach; Psychodermatological Therapy. 

 

INTRODUCTION: 

The medical specialty of psychodermatology is relatively recent. It includes the relationship 

between the skin and the psyche. Recently, there has been increased interest in the involvement of 

psychoneuroimmunology in the etiology of psychocutaneous diseases and psychosocial aspects of 

skin disease. The goals of treating psychodermatological illnesses include enhancing function, 

lowering physical discomfort, identifying and treating anxiety and depression related to skin 

conditions, controlling social isolation, and raising the patient's sense of self-worth. 

Psychocutaneous disorders are treated with a combination of psychosocial and pharmaceutical 

therapies. Psychodermatology is becoming more and more popular worldwide, and numerous 

organizations are having regular meetings.[1]. The autonomic nervous system, which is 

influenced by psychological signs, regulates many of the complex systems that make up the skin, 

including blood vessels, neurons, muscle components, and glands. They can influence the skin 

and its parts, causing various skin problems, and they can cause autonomic stimulation. According 

to several dermatology research, psychological morbidity might reach 60% in inpatients and 30% 

to 40% in outpatients. Common issues include social dissatisfaction adjustment difficulties, 

anxiety, and depression. [2] patients in this new speciality have one of the following: 1) a primary 

mental illness that brings them to a dermatologist (dermatitis artefacta); 2) a primary 

dermatological disorder with secondary psychosocial comorbidities (acne with body dysmorphic 

disorder); 3) people who need psychosocial support for their skin disease (rosacea and low self-

esteem); or 4) people who have a skin condition that is related to their psychotropic medication 

(psoriasis may be linked to lithium), or those who Deve Patients with delusional infestations, 

dermatitis artefacta, trichotillomania, dysaesthesias (including vulvodynia and peno-scrotodynia), 
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body dysmorphic disorder, social anxiety disorder, depression, and suicidal thoughts are among 

the most prevalent conditions seen in psychodermatology clinics.Psychodermatology has the 

following synonyms: Skin and mind (or mind and skin) medicine; psychocutaneous medicine; 

Cutaneo-somatic dermatology (or medicine), psycho-somatic dermatology (or medicine), and 

sensoryneuronal dermatology.[3]. Most dermatologists refer to this subspecialty of dermatology 

as psychodermatology or psycho-cutaneous medicine. There is a debate about whether naming the 

specialty ‘psychodermatology’ or that the very prefix ‘psycho’ is stigmatizing for patients. Whilst 

most dermatologists are respectful of maximizing patient engagement and minimizing patient 

stigmatization, most will hold to the term ‘psychodermatology’ or psycho-cutaneous medicine’ as 

that clearly and uniformly delineates the nature of the specialty  [4]  

 

CASE STUDY: 

A study of Picardi , showed a prevalence of psychiatric disorders of 25% in outpatients with 

vitiligo, 26% for psoriasis, 32% for acne, 35% for alopecia, 27% for parasitosis, and 34% for 

urticaria. A study by Gupta and Gupta found a 5.6% prevalence of suicidal ideation among 

patients with acne and a prevalence of 5.5% among more severely affected patients with psoriasis, 

whereas the prevalence in the general medical population is 2.4–3.3%. The most com mon 

psychiatric disorders observed in dermatology are major depressive disorder, obsessive-

compulsive disorders and body dysmorphic disorder. The interrelationship between mind and skin 

has been investigated also at a cellular level. The neuro-immuno cutaneous-endocrine (NICE) 

model is a construct featuring four organ systems intimately involved in the bridge between body 

and mind. [5,6,7] 

 

OVERVIEW OF HISTORY, CONCEPTS AND CURRENT STATUS: 

Psychodermatology is an interdisciplinary subspecialty combining dermatology, psychiatry, and 

psychology, addressing the interactions between skin disorders and psychological factors. 

Although the concept is ancient—traced back to 1700 BCE with reports of stress-induced 

psoriasis in Persia and philosophical observations by Aristotle and Hippocrates—the field has 

gained formal recognition mainly in the last two decades [8]. Modern understanding emphasizes 
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the mind-skin connection, as both originate from the ectoderm, and the skin is regulated by the 

autonomic nervous system, which can be influenced by psychological stimuli [9].  Psychiatric 

comorbidities are common in dermatology, with studies showing 30%–40% prevalence in 

outpatients and up to 60% in inpatients. Common issues include anxiety, depression, adjustment 

disorders, and social withdrawal. Surveys indicate that many dermatology patients require 

psychological support, and skin disorders can exacerbate or trigger psychiatric conditions [10] 

Psychodermatology has now evolved into a structured, globally recognized specialty. Dedicated 

societies and working groups exist in Europe, Latin America, and Japan. International 

collaborations, training programs, and congresses have strengthened its scientific foundation. 

Studies also emphasize the importance of routine psychosomatic assessment in dermatology 

clinics, showing that many patients have unrecognized psychological distress contributing to their 

skin disease [11].Current focus areas include stress-related skin diseases, psychiatric 

comorbidities in dermatology, and integrated therapeutic approaches combining dermatologic and 

psychological care [12]  

 EVOLVING SUBSPECIALITIES IN PSYCHODERMATOLOGY: 

1. Psychoneuroimmunodermatology 

Psychological stress activates neuroendocrine and immune pathways that directly affect 

the skin. The skin itself produces stress mediators and responds to them, leading to changes in 

inflammation and barrier function. This mind–skin–immune interaction can trigger or worsen 

conditions like psoriasis, eczema, and urticaria.[13]  

 2. Aesthetic Psychodermatology 

Psychodermatology of Aesthetics Since psychological stress can worsen skin disorders, 

psychodermatology takes a holistic, mind-skin approach. By incorporating this viewpoint into 

cosmetic dermatology, patient happiness and perceived results may be enhanced.[14]  

3. Psychopharmacologic Dermatology 

Psychodermatology subspecialty must include management of primary-psychiatric 

disorders manifesting as skin symptoms — dermatologists may need to prescribe psychotropic 

(psychiatric) medications when patients present with conditions such as Trichotillomania, 

Excoriation disorder (skin-picking), Onychophagia (nail-biting), Delusional parasitosis or Body 

Dysmorphic Disorder — because many of these patients “refuse to see psychiatrists,” making 

dermatology the only point of care. [15]  

4. Geriatric Psychodermatology 

Among elderly patients with skin diseases, a high proportion exhibit psychiatric morbidity 

— in one study, nearly half had depression, and many reported anxiety and high stress; 

furthermore, chronic dermatoses significantly reduce quality of life. These observations suggest 

that skin disease in the aged is not only a dermatologic concern but also a mental-health and 

psychosocial concern. Hence, there is a need to conceptualize a ‘geriatric psychodermatology’ — 

a subspecialty or integrated approach dealing with both dermatologic and psychological aspects in 

older adults.”[3]  

5. pediatic psychodermatology 

Pediatic   psychodermatology is increasingly recognized as an evolving subspeciality. This 

is supported by the two recent comprehensive reviews on pediatric psychodermatologic conditions 

Degres Journal

Volume 11 Issue 3 2026

ISSN NO:0376-8163

PAGE NO:167



(Part I and Part II, 2021), which highlight that these disorders span both primary psychiatric 

conditions with self-induced cutaneous manifestations as well as dermatologic diseases with 

significant psychological comorbidity. The authors emphasize that effective management requires 

a multidisciplinary model integrating dermatology and mental-health care, indicating the need for 

a distinct paediatric psychodermatology service. This expanding clinical scope and the demand for 

specialized, combined care underscore its development as an emerging subspeciality within 

dermatology.”[16][17 ]  

6. Trauma Focused Psychodermatology: 

Empirical evidence links trauma exposure and post‑traumatic stress symptoms (PTS) with 

increased burden of skin disease: nearly half of individuals reporting skin disease symptoms in the 

study also endorsed clinically significant PTS symptoms — and higher PTS symptom burden was 

associated with worse skin‑related quality of life, independently of skin‑symptom severity.[18] 

STRESS AND BARRIER FUNCTION OF SKIN: 

The organ that serves as a partition between the body's internal and external environments 

is the skin. Thus, it is subject to both internal endogenous stimuli and a wide range of external 

physical, chemical, and thermal damages.In recent years, stress—once an abstract psychological 

phenomenon—has become a major focus of research. Nowadays, the "mind-body connection" is 

more of a complex physiological mechanism that facilitates bilateral communication between the 

body and the brain than an esoteric New Age word. Stress has long ben recognised by 

dermatologists and patients as having an impact on the skin and having the potential to cause, 

worsen, or prolong a number of skin conditions. Understanding the epidermal barrier's 

susceptibility to psychological stress is essential since it may play a significant role in the 

development of some common skin conditions. Deterioration of Psychological Stress. [19].                                                                                                                  

By stimulating the hypothalamic-pituitary-adrenal axis and 11β-Hydroxysteroid 

Dehydrogenase 1 and the HPA Axis, psychological stress (PS) raises endogenous glucocorticoid 

(GC). GC has been shown to have detrimental impacts on skin barrier function under PS. 

However, when 11β-hydroxysteroid dehydrogenase type I (11ß-HSD1) in the peripheral tissue 

transforms cortisone (inactive form) into cortisol (active form), endogenous GC can also be 

active.[20] Here, we assessed how PS affected the 11ß-HSD1 and barrier function. Deteriorated 

barrier function and elevated cortisol in the stratum corneum were associated with elevated 11ß-

HSD1 in the oral mucosa. The oral mucosa's and the epidermal keratinocytes' expression of 11ß-

HSD1 was connected. In individuals with anxiety, we also looked into whether barrier function 

improved when PS was reduced using a selective serotonin reuptake inhibitor (SSRI). SSRI 

therapy was associated with enhanced barrier function and decreased 11ß-HSD1. According to the 

combined results, higher 11ß-HSD1 under PS raises cutaneous GC levels and ultimately 

compromises barrier function. PS-alleviating medications, such SSRIs, may be used to treat PS-

aggravated skin disease. PS activates the hypothalamic-pituitary-adrenal axis, which raises 

endogenous glucocorticoid (GC). [21] It is commonly known that GC impairs the function of the 

epidermal barrier under PS. However, when 11β-hydroxysteroid dehydrogenase type I (11ß-

HSD1) in the peripheral tissue converts cortisone (inactive form) to cortisol (active form), 

endogenous GC might also be active. Here, we assessed the changes in 11ß-HSD1 and barrier 

function under PS. Deteriorated barrier function and elevated cortisol in the stratum corneum were 
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associated with elevated 11ß-HSD1 in the oral mucosa. The oral mucosa's and the epidermal 

keratinocytes' expression of 11ß-HSD1 was connected. In individuals with anxiety, we also 

looked into whether barrier function improved when PS was reduced using a selective serotonin 

reuptake inhibitor (SSRI). SSRI therapy was associated with enhanced barrier function and 

decreased 11ß-HSD1. According to the combined results, higher 11ß-HSD1 under PS raises 

cutaneous GC levels and ultimately compromises barrier function. SSRIs and other PS-alleviating 

medications may be useful in treating skin conditions that are exacerbated by PS. [22]   The 

epidermis, the outermost layer of the skin, is one significant permeability barrier. It constantly 

renews itself, necessitating stringent control over differentiation and proliferation. The stratum 

corneum (SC), tight junctions, and immunologic surveillance by Langerhans cells are only a few 

of the many factors that significantly influence the function of the skin barrier. [23] Dr. Alfred 

Marchionini coined the phrase "acid mantle" in 1928 to refer to the SC's naturally acidic 

composition. Under physiological settings, the interior body maintains a pH that is close to 

neutral, but the human skin has an acidic pH due to the extremely thin layer of acid covering it. 

[24],   Several studies now show that short- and long-term psychological stress delays wound 

healing and that psychological stress may exacerbate certain dermatological conditions. 

Psychological stress also has similar negative effects on skin barrier recovery after disruption. In a 

medical student sample, approximately 30% skin barrier recovery was achieved at 3 hours after 

skin disruption during academic examinations, compared with 45% barrier recovery during the 

end of winter and spring vacation (20). In another study in healthy adults, skin barrier recovery 

was slowed by an inter-view stressor (approximately 55% 3 hours after disruption), similar to the 

laboratory stressor used in this study, compared with skin barrier recovery during a no stressful 

baseline the previous day (approximately 69%) (21). Notably, these studies used the same 

dermatological procedure employed in this study. Currently unknown is whether social support 

speeds [19]                                                                                                                  

GUT –BRAIN-SKIN INTERACTION AS PART OF PSYCHONEUROENDOCRINE 

IMMUNOLOGY: 

The immune system, which may be the body's second most complicated organ after the 

brain, is essential to comprehend in psychiatry. It must be intelligent and agile enough to 

ruthlessly attack a wide range of diseases while preserving as many healthy bodily cells as 

feasible. Tissue-resident cells identify pathogens or tissue damage, triggering an immune response 

at the site of infection or injury. then they produce pro-inflammatory cytokines, such as 

interferons, interleukin-6 (IL-6), IL-1β, and tumor necrosis factor-α (TNF-α), which draw and 

activate additional immune cells from all throughout the body. [25]  In the gut–brain–skin axis, 

cytokines, neurohormones, neuropeptides, and other messengers play a part in cellular signaling 

exchange. The gut and skin can be regarded as essential components of neuroendocrine and 

immunological organs. The idea that the stomach, psychological stress, and mental processes, as 

well as the skin, are related through gut-brain-skin contact was investigated. Here, mental illness 

is associated with a decrease in gut bifid and lactobacilli bacteria. An increased absorption of pro-

inflammatory mediators from the gut lumen is caused by a malfunction in the gut barrier, which 

can be brought on by psychological stress through glucocorticoids. Mast cells, which are 

important cells in a number of psychodermatologic disorders, particularly psychophysiological 
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disorders, are involved in this process..[26] Neuropeptides/neurohormones, endocrine hormones, 

immunological cytokines, and connections to other bodily organs and systems are all secreted by 

the intestinal and cutaneous mucosa. As a result, both the skin and the intestine seem to be in a 

state of physiological inflammation, which is a natural occurrence. An important physiological 

process, inflammation is brought on by the continual exposure of the skin and intestines to germs 

and antigenic charges. Disruptions to the epithelial barrier, changes in the immune system, and 

disturbances in homeostasis can cause low-grade chronic inflammation, which in turn can cause 

disease development. Skin microbial alterations and a decline in physiological immunological 

capability are linked to dermatoses such as vitiligo, acne vulgaris, and atopic dermatitis. Drawing 

from the concept of psychoneuroendocrine immunology, Lotti et al. presented a novel strategy for 

treating both acute and chronic cutaneous inflammatory conditions by employing low dosage 

cytokine treatment.[8]  

1.The role of the Micro biota in the regulation of the Gut–Brain Axis: 

The two dominant microorganisms, Firmicutes and Bacteroidetes, make up 75–80% of the 

intestinal flora, which is composed of 10^14 units of microbial cells. A comparatively smaller 

percentage of intestinal microbes belong to the phyla Protobacteria, Acinetobacteria, Fusobacteria, 

and Verrucomicrobia. These organisms interact with the immunological and neurological systems 

and play a significant role in human health. The microbiota actively participates in the digestive 

processes by encouraging the absorption of nutrients through the intestinal epithelial membranes. 

In a state of health, they are in harmony with the activity of the host cells, guaranteeing the 

physiological homeostasis of the gut–brain axis. The microbiota, which controls cellular 

metabolism and immune response development, ensures the latter's integrity. Modifications to the 

blood-intestinal barrier's regulation of permeability can trigger innate immunity processes, 

encouraging systemic and cerebral inflammation and increasing vulnerability to stress and mental 

disorders. [27]. Actually, the commensal flora controls the production of antimicrobial proteins, 

the suppression of inflammatory reactions in the epithelium, the production of mucus to protect 

the epithelium surface, and the recovery of intestinal tissue damage. Numerous factors, including 

host genetics, toxins, infectious agents, age, location, diet, and drug use, can affect a microbiota's 

ability to operate and remain healthy. The newborn's microbiota at birth is also influenced by the 

mother's microbiome throughout lactation and delivery. Numerous neurotransmitters may be 

produced by the gut bacteria, according to recent study. For example, γ-aminobutyric acid 

(GABA), which is produced by Bifidobacterium and Lactobacillus, strengthens the inhibitory 

pathway in brain networks. In the meantime, Oscillibacter and Lactobacillus boost the expression 

of the tryptophan synthase gene, which raises the synthesis of serotonin. This synthetic pathway 

accounts for about 95% of 5-HT. This neurotransmitter production is influenced by a variety of 

circumstances, including immune system activity and vagus nerve activation. Stimulation of the 

afferent vagal pathways changes the activity of monocytes, macrophages, neutrophils, and 

dendritic cells and affects T cell recruitment and differentiation through G-protein-coupled 

receptors or histone deacetylases. [28]. 
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2. Gut microbiota in psychiatric diseases: 

Micro biome–Gut–Brain Axis (MGBA) in Depression: 

The exact mechanisms of the gut–brain axis are not yet fully understood, although 

research highlights the crucial role of hormonal, metabolic, immunological, and neural signals—

involving the central, autonomic, and enteric nervous systems the gut–brain relationship is 

considered bidirectional. On one hand, the gut micro-biota (closely linked to diet) influences the 

brain by modulating gene expression, affecting neurotransmitter pathways (serotonin, dopamine, 

glutamate, and GABA), regulating neu-roinflammation, and producing IGF-1.[29] 

Schizophrenia (SCZ): 

Schizophrenia (SCZ): Schizophrenia is a complex illness that affects cognitive, emotional, 

and occupational functioning. Adults with SCZ are at risk of dying young because of infectious, 

metabolic, and cardiovascular disorders. For people with SCZ living in the United States. It is 

projected that 28.5 years of life could be lost on average. Owen claims that SCZ showed three 

distinct dimensions: cognitive impairment (reduced efficiency in comparison to controls), 

negative symptoms (decreased desire and withdrawal), and positive symptoms (hallucinations and 

lack of contact with reality)[30]  

The etiopathogenesis of SCZ is also attempted to be explained by the findings of 

biochemical and neuroimaging investigations. Some dependencies in the systems of specific 

neurotransmitters have been identified thus far. It could, at least in part, account for the emergence 

of SCZ clinical signs. The most important appears to be dopamine's involvement, while recent 

findings suggest that dopamine only indirectly contributes to this pathogenesis. The connections 

between other neurotransmitters should also be considered sources of SCZ. Kozłowska drew 

attention to the link between the aetiology of SCZ and immune/inflammatory processes. The 

development of numerous infection-induced or sterile inflammatory illnesses is caused by the 

activation of signalling pathways by host peptides/proteins known as alarmins. An increasing 

quantity of evidence suggests that the glutamatergic system plays a crucial role. This mostly 

relates to the G72 and G30 genes on chromosome 13q33, the first of which functions as an 

activator of amino acid oxidase ID-serine amino acid oxidase Inhibitor-DAOA, and the neuregulin 

1 gene on chromosome 8p12, a chemical that stimulates NMDA receptors. The 

neurodevelopmental theory of SCZ and the function of the glutamatergic system in this process 

are supported by the identification of these genes. [31]   

NEUROIMMUNODERMATOLOGY: 

  Individuals with higher post-traumatic stress (PTS) symptoms reported significantly 

poorer skin-related quality of life, indicating that psychological trauma and stress can worsen the 

perceived burden of skin disease.[32] Neuropeptides released by sensory nerves in the skin — 

such as Substance P, Calcitonin gene‑related peptide (CGRP), Vasoactive intestinal peptide (VIP), 

somatostatin etc. — can directly modulate functions of skin cells (keratinocytes, Langerhans cells, 

mast cells, endothelial cells) and immune cells. Through this modulation (of cell proliferation, 

cytokine production, antigen presentation), these neuropeptides participate in a complex, 

interdependent network that regulates skin inflammation, immunity, wound-healing and overall 

skin immune responses. [33] Sensory neurons in the skin do more than mediating sensations like 

itch or pain — they directly regulate immune cell function. Activation of peripheral sensory 
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nerves can lead to release of neuropeptides (e.g. CGRP, Substance P), which modulate 

inflammation, immune-cell recruitment, epidermal changes, and host-defense responses. Hence, 

skin should be viewed as a true neuro-immune organ. [34] Skin‑innervating sensory neurons do 

more than detect itch or pain — they actively regulate both innate and adaptive immune responses 

in the skin. On activation (by microbes, allergens, tissue‑damage, cytokines, etc.), these neurons 

release neuropeptides that influence immune‑cell behavior (like dendritic cell 

activation/migration, T‑cell priming), thereby shaping barrier immunity, inflammation, and 

overall skin immune responses. [35]  Recent evidence indicates that the skin’s peripheral nervous 

system serves not only sensory functions but also as a dynamic regulator of innate immunity. In 

inflammatory skin diseases, activation of sensory neurons by immune‑mediators leads to 

neuropeptide/neurotransmitter release, which in turn modulates immune cell activity, cytokine 

production, barrier integrity and inflammation — supporting the concept of skin as a 

neuro‑immune organ rather than a passive barrier. [36]. 

IMPACT ON PSYCHOLOGICAL FACTORS ON SKIN DISEASE: 

Human health is characterized by an intimate psycho-physiological unity, wherein 

psychological stress can manifest as a wide range of somatic disorders, including those affecting 

the skin. As the primary interface between the internal and external environments, the skin is 

uniquely vulnerable to both endogenous and exogenous stressors. Dermatology therefore occupies 

a distinct position among clinical specialties due to the visibility of skin diseases, which often 

amplifies their psychological and social impact.[37] Epidemiological studies from five European 

countries have reported a high lifetime prevalence of skin diseases, including eczema (14.2%), 

atopic dermatitis (7.9%), psoriasis (5.2%), and vitiligo (1.9%). With progressive environmental 

deterioration and increasing psychosocial pressures associated with modern lifestyles, the 

incidence of dermatological disorders has risen in recent years, establishing skin disease as a 

significant global public health concern.[38] Recent advances in psychodermatology have 

highlighted the presence of a bidirectional hypothalamic–pituitary–adrenal (HPA) axis within the 

skin. This peripheral stress response system plays a crucial role in regulating cutaneous 

inflammation, atopic responses, epidermal barrier function, dermal integrity, wound healing, and 

melanogenesis. These findings provide mechanistic insight into how psychological stress can 

directly influence skin physiology and pathology. In parallel, emerging research on the cutaneous 

microbiome has introduced the concept of stress-induced dysbiosis mediated through the “gut–

brain–skin” axis. Alterations in microbial composition under chronic stress conditions may further 

compromise skin barrier function and immune regulation. Lifestyle factors such as diet, sleep 

patterns, and personal care practices have been shown to modulate these pathways and may either 

mitigate or exacerbate the cutaneous effects of psychological stress.[39] Many dermatological 

conditions are now understood within a biopsychosocial framework that integrates genetic 

susceptibility, personality traits, environmental triggers, and psychosocial stressors. In addition, 

several psychotropic medications have been observed to influence the course of dermatological 

diseases, underscoring the complex interplay between psychological health and skin 

function.[40].Psychological stress is thus recognized as a critical factor in the initiation and 

exacerbation of numerous skin disorders. Conversely, the visible nature of dermatological 

diseases often leads to social stigma and emotional distress, further intensifying psychological 
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burden and creating a self-perpetuating vicious cycle. A comprehensive understanding of the 

stress–skin interaction is therefore essential for effective prevention and management strategies in 

dermatological practice.[41]  

PSYCHIATRIC DISORDERS WITH DERMATALOGIC SYMPTOMS: 

1.Mind–Skin Relationship  

Psychiatric disorders have a strong association with dermatologic symptoms, and the 

interaction between the mind and skin is bidirectional. Psychological conditions such as anxiety, 

depression, and stress can manifest as dermatologic symptoms like itching, skin picking, hair 

pulling, and exacerbation of existing skin diseases. At the same time, chronic dermatological 

conditions can lead to significant psychological distress, further worsening the skin symptoms. 

[42]. 

2. Prevalence of Psychiatric Comorbidity 

Psychodermatology demonstrates that a significant proportion of dermatology patients 

(≈30–40%) have underlying psychiatric comorbidities, and the interplay between psychiatric 

disorders and skin conditions can be bidirectional — where mental health issues can contribute to 

or worsen dermatologic symptoms (e.g., anxiety increasing pruritus or self-inflicted skin lesions), 

and chronic visible skin disease can in turn lead to psychiatric disorders such as depression, 

anxiety, or body image disturbance.[43]  

3. Mechanisms of Psychiatric Influence on Skin  

Psychiatric illness can worsen skin symptoms through mechanisms such as stress-induced 

exacerbation, mechanical trauma, and medication effects, and dermatologic conditions can in turn 

lead to significant psychiatric morbidity. Emotional states and psychological stress influence skin 

diseases, while psychiatric disorders manifest as or worsen cutaneous symptoms.[44]. 

4. Severe Psychiatric Illness and Dermatologic Manifestations 

  In a comparative study of psychiatric patients and controls, there was a high incidence of 

severe psychiatric disorders such as schizophrenia (≈46.9%) and mood disorders (≈21.1%) among 

individuals presenting with dermatologic symptoms, highlighting that major psychiatric illnesses 

frequently coexist with or influence cutaneous manifestations.[45]. 

5. Psychological Impact of Chronic Dermatological Conditions 

Chronic dermatological conditions are significantly linked with psychological morbidity, 

including anxiety, depression, social withdrawal, and stigmatization, which frequently accompany 

visible skin diseases. Mental health issues can both result from and amplify dermatologic 

symptoms, necessitating routine psychiatric screening and multidisciplinary treatment.[46]  

6. Need for Integrated Psychodermatological Approach 

Failure to recognize and address the underlying psychiatric component often results in 

poor treatment response and reduced quality of life. Therefore, an integrated 

psychodermatological approach, emphasizing a biopsychosocial evaluation and collaboration 

between dermatologists and mental health professionals, is essential for effective 

management.[47]  
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DISORDERS AND THEIR TREATMENT: 

Treatment of Psoriasis: 

Psoriasis is a chronic immune-mediated inflammatory disease, and its management 

focuses on long-term disease control rather than cure. Treatment selection is based on disease 

severity, extent of skin involvement, and impact on quality of life. Mild psoriasis is primarily 

managed with topical therapies, including corticosteroids and vitamin D analogues, which reduce 

inflammation and normalize keratinocyte proliferation. Moderate disease often requires 

phototherapy, particularly narrowband ultraviolet B (NB-UVB), which suppresses pathogenic T-

cell activity. Moderate to severe psoriasis is treated with systemic agents such as methotrexate, 

cyclosporine, and acitretin. In patients with severe or refractory disease, biologic therapies 

targeting key inflammatory cytokines, including tumor necrosis factor-α and interleukins (IL-17 

and IL-23), have shown high efficacy and sustained disease control. A holistic, individualized 

treatment approach is essential to optimize clinical outcomes and improve patient quality of 

life.[48] .  

Treatment of Atopic Dermatitis: 

The management of atopic dermatitis is based on restoring the skin barrier, reducing 

inflammation, and controlling pruritus. First-line treatment includes regular use of emollients 

combined with topical anti-inflammatory agents, mainly topical corticosteroids and topical 

calcineurin inhibitors. In patients with moderate to severe disease, treatment may be escalated to 

phototherapy or systemic immunomodulatory agents, while emerging targeted biologic therapies 

offer effective options for refractory cases.[49]  

Treatment of Acne Excoriée: 

Management of acne excoriée requires a combined dermatological and psychological 

approach, with emphasis on behavioral modification and treatment of underlying psychiatric 

comorbidities, alongside gentle acne therapy to prevent further skin damage and scarring.[50]  

Treatment of Hyperhidrosis: 

Effective management of hyperhidrosis depends on differentiating primary from secondary 

hyperhidrosis, as secondary forms require treatment of the underlying cause, while primary focal 

hyperhidrosis is managed with stepwise symptomatic therapies such as topical agents, systemic 

medications, or procedural interventions. [51] 

Treatment of Urticaria: 

According to international guidelines, the first-line treatment of urticaria is second-

generation non-sedating H1 antihistamines, with dose escalation up to fourfold in patients with 

inadequate symptom control, followed by advanced therapies in refractory cases .[52] 

Treatment of Herpes Simplex Virus Infection 

Treatment of herpes simplex virus infection is centered on systemic antiviral therapy, 

which reduces symptom severity, shortens lesion duration, and decreases the frequency of 

recurrences when used as suppressive therapy in patients with frequent outbreaks[53]  

Treatment of Seborrheic Dermatitis:  

Topical therapies are the mainstay of treatment for facial seborrheic dermatitis. Low- to 

moderate-potency corticosteroids, antifungal agents such as ketoconazole or ciclopirox, and 

combination formulations can reduce inflammation and control Malassezia colonization. Regular 
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use of gentle cleansers and emollients helps maintain skin barrier function and prevent flare-

ups.[54]  

Treatment of Aphthous Ulcers: 

Management of recurrent aphthous stomatitis focuses on reducing pain, accelerating 

healing, and preventing recurrences. Topical corticosteroids are the first-line therapy to control 

inflammation, while anesthetic gels or mouth rinses provide symptomatic relief. Additional 

options include topical immunomodulators, sucralfate, and antiseptic mouthwashes. Severe or 

frequent episodes may require systemic therapy under clinician supervision. Identifying and 

managing triggers, such as nutritional deficiencies or stress, is also recommended.[55] 

Treatment of Rosacea:                                                                                                      

Management of rosacea aims to control inflammation, reduce flushing, and prevent disease 

progression. Lifestyle modifications, including trigger avoidance (sun exposure, spicy foods, 

alcohol, heat) and gentle skincare, form the foundation of therapy. Topical treatments such as 

metronidazole, azelaic acid, and ivermectin are commonly used for inflammatory lesions, while 

vasoconstrictive agents like brimonidine target persistent erythema. Moderate to severe cases may 

require oral antibiotics with anti-inflammatory properties. Procedural options, including laser and 

light therapies, are effective for persistent telangiectasia or redness. [56] 

Treatment of Chronic Pruritus:   

Management of chronic pruritus requires a multimodal approach targeting both peripheral 

and central mechanisms. In addition to treating the underlying cause and optimizing skin barrier 

function with regular emollients, systemic therapies such as antihistamines, gabapentinoids, 

antidepressants, and opioid receptor modulators may be required. Phototherapy and centrally 

acting agents are particularly useful in patients with chronic, refractory pruritus. [57] 

Treatment of Dermatitis Artefacta:       

Management of dermatitis artefacta requires a multidisciplinary approach focused on both 

physical and psychological aspects. Establishing a non-confrontational, empathetic doctor–patient 

relationship is essential to encourage adherence and reduce further self-inflicted lesions. 

Symptomatic care of skin lesions includes wound care, topical antibiotics if necessary, and 

protective dressings. Referral to mental health professionals for psychological assessment and 

counseling is recommended to address underlying psychiatric conditions, and in selected cases, 

psychotropic medications such as SSRIs may be used to manage associated mood or impulse-

control issues.  [58]    

Treatment of Delusional Parasitosis:  

Management of delusional parasitosis requires a multidisciplinary approach involving 

dermatologists and mental health professionals. Establishing a non-confrontational, empathetic 

doctor–patient relationship is crucial to gain patient trust. Pharmacological therapy primarily 

involves antipsychotic medications, with second-generation agents such as risperidone or 

olanzapine preferred for their efficacy and safety profile. Regular follow-up and psychological 

support improve adherence and outcomes, while addressing self-inflicted skin lesions 

symptomatically with wound care prevents complications.   [59]  
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Treatment of Trichotillomania:  

Management of trichotillomania focuses on reducing hair‑pulling behaviors and improving 

psychosocial functioning. Behavioral therapies, particularly habit reversal training (HRT) and 

other cognitive-behavioral techniques, are first-line treatments. Pharmacologic interventions, 

including selective serotonin reuptake inhibitors (SSRIs) or N‑acetylcysteine, may be considered 

in cases with significant distress or co-morbid psychiatric conditions. Supportive strategies such 

as stress management, psychoeducation, and engagement in alternative behaviors are useful 

adjuncts. [60]  

Treatment of Obsessive-Compulsive Disorder:  

Management of OCD involves a combination of psychotherapy, pharmacotherapy, and supportive 

interventions. Cognitive-behavioral therapy (CBT), particularly Exposure and Response 

Prevention (ERP), is the most effective evidence-based psychotherapy, helping patients confront 

obsessions without performing compulsions. Selective serotonin reuptake inhibitors (SSRIs) such 

as fluoxetine, sertraline, and fluvoxamine are first-line medications, while clomipramine may be 

used in resistant cases. Many patients benefit from combined therapy (CBT + medication). Long-

term adherence and regular follow-up are essential to maintain improvement and reduce relapse. 

[61]  

Treatment of Phobic States:  

Management of phobic states focuses on reducing fear, anxiety, and avoidance behaviors. 

Exposure-based cognitive behavioral therapy (CBT) is the mainstay of treatment, involving 

gradual, controlled exposure to the feared object or situation to desensitize the patient. Relaxation 

techniques, breathing exercises, and coping strategies are taught alongside exposure to manage 

acute anxiety. In selected cases, short-term pharmacologic interventions such as benzodiazepines 

or beta-blockers may help during anxiety-provoking situations. Emerging approaches, including 

virtual reality exposure therapy, offer additional options when real-life exposure is 

impractical.[62]  

Treatment of Dysmorphophobia (BDD): 

Cognitive Behavioral Therapy (CBT) is the first-line treatment for dysmorphophobia, effectively 

reducing preoccupations with perceived physical flaws and associated compulsive behaviors. CBT 

involves identifying and challenging distorted thoughts about appearance, reducing repetitive 

checking behaviors, and gradually exposing patients to avoided situations. Therapy also 

incorporates strategies to improve coping skills, reduce anxiety, and enhance overall psychosocial 

functioning. [63]  

Treatment of Eating Disorders:  

Management of eating disorders requires a multidisciplinary approach involving medical, 

nutritional, and psychological care. Psychotherapy, including cognitive behavioral therapy (CBT) 

and family-based therapy (FBT), is central to treatment and helps patients modify disordered 

eating patterns and address underlying psychological issues. Nutritional rehabilitation is essential 

for restoring healthy weight and correcting malnutrition. Pharmacologic interventions, such as 

selective serotonin reuptake inhibitors (SSRIs), may help reduce bingeing, purging, or co-morbid 

mood and anxiety symptoms. Ongoing monitoring, support, and early intervention are crucial to 

improving outcomes and preventing relapse. [64] 
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Treatment of Neurotic Excoriations (Skin-Picking Disorder):  

Management of neurotic excoriations involves a combination of behavioral and pharmacologic 

approaches. Behavioral therapies, particularly habit reversal training (HRT) and cognitive-

behavioral therapy (CBT), are first-line treatments and help patients identify triggers, resist urges, 

and adopt alternative behaviors. Pharmacotherapy, including selective serotonin reuptake 

inhibitors (SSRIs), may be employed for moderate-to-severe cases or when comorbid psychiatric 

conditions exist. Supportive measures such as stress management, mindfulness, and wound care 

further improve outcomes. [65] 

Treatment of Psychogenic Pruritus:  

Management of psychogenic pruritus involves a multidisciplinary approach combining 

psychological and medical strategies. Cognitive-behavioral therapy (CBT) is the mainstay of 

treatment, helping patients identify stressors, modify maladaptive coping, and reduce the itch–

anxiety cycle. Pharmacologic interventions, including selective serotonin reuptake inhibitors 

(SSRIs) or other psychotropic agents, may be used when psychiatric comorbidities are present or 

symptoms are severe. Supportive measures, such as stress management, relaxation techniques, and 

strong physician–patient communication, enhance treatment adherence and overall outcomes. [66] 

Treatment of alopecia areata: 

Management of alopecia areata involves both topical and systemic approaches depending on 

disease severity. Topical and intralesional corticosteroids are commonly used for limited patchy 

hair loss, while topical immunotherapy and minoxidil support hair regrowth in more extensive 

cases. Systemic therapies, including corticosteroids, immunosuppressants, and Janus kinase (JAK) 

inhibitors, have shown effectiveness in moderate-to-severe or refractory disease. Treatment 

selection is guided by disease extent, patient age, comorbidities, and response to prior therapies, 

with ongoing monitoring to optimize outcomes. [67] 

Treatment of Vitiligo: 

Management of vitiligo focuses on halting disease progression and promoting repigmentation. 

Topical corticosteroids and calcineurin inhibitors are first-line therapies for localized lesions, 

reducing inflammation and stimulating melanocyte activity. Phototherapy, particularly 

narrowband UVB (NB-UVB), is effective for widespread vitiligo, enhancing melanocyte 

proliferation and migration. In stable, treatment-resistant cases, surgical interventions such as skin 

grafting or melanocyte transplantation may be considered. Adjunctive measures, including 

cosmetic camouflage, patient education, and psychological support, are important for improving 

quality of life.  [68]. 

Treatment of Generalized Pustular Psoriasis: 

Generalized pustular psoriasis is a severe and potentially life‑threatening form of psoriasis 

requiring prompt and effective treatment. The therapeutic approach typically involves systemic 

therapies rather than topical-only treatments due to the extensive skin involvement and frequent 

systemic symptoms. First‑line systemic agents include oral retinoids such as acitretin, 

immunosuppressants like methotrexate and cyclosporine, and biologic therapies such as 

infliximab — all of which have been shown to help control widespread pustules and 

inflammation. These medications are chosen based on disease severity, patient comorbidities, and 

treatment response, often with rapid initiation to reduce systemic symptoms and prevent 
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complications. Biological agents targeting inflammatory pathways are increasingly utilized, and 

newer targeted therapies such as IL‑36 receptor antagonists are under investigation, offering 

additional options for refractory cases. [69] 

Treatment of Chronic Eczema: 

Effective management of chronic eczema requires a stepwise and long-term treatment approach 

aimed at restoring the skin barrier and controlling underlying inflammation. Regular and liberal 

use of emollients is emphasized as the foundation of therapy to reduce transepidermal water loss 

and prevent disease flares. During active inflammation, topical corticosteroids remain the first-line 

treatment, while topical calcineurin inhibitors are recommended for sensitive areas and for 

maintenance therapy to minimize steroid-related adverse effects. In patients with moderate to 

severe or refractory disease, systemic immunomodulatory therapies and targeted biologics are 

indicated to achieve sustained disease control.[70] 

Treatment of Ichthyosiform Syndromes: 

The management of ichthyosiform disorders, including syndromic forms, is primarily 

symptomatic and focused on long-term skin barrier repair. Regular application of emollients 

remains the cornerstone of therapy to reduce scaling and improve skin hydration, while keratolytic 

agents such as urea or lactic acid are useful in controlling hyperkeratosis. In severe or refractory 

cases, systemic retinoids may be considered to normalize epidermal differentiation, with careful 

monitoring for adverse effects. [71] 

Treatment of Rhinophyma: 

Rhinophyma represents a phymatous subtype of rosacea, in which medical therapy alone is often 

insufficient in advanced stages. Early intervention targeting rosacea-associated inflammation, 

including anti-inflammatory and sebosuppressive treatments, may help slow disease progression; 

however, established rhinophyma requires surgical or procedural management to remove excess 

tissue and restore normal nasal contour.[72] 

Treatment of Neurofibroma: 

Patients with neurofibromatosis type 1 (NF1) require regular clinical surveillance of 

neurofibromas, as a subset—particularly plexiform neurofibromas—carry a risk   of 

transformation into malignant peripheral nerve sheath tumors (MPNSTs). Therefore, early 

surgical excision of symptomatic or rapidly enlarging lesions, along with prompt evaluation of 

pain, neurological deficit, or sudden growth, is essential to reduce morbidity and improve 

outcomes[73] 

Treatment of Albinism: 

The increasing genetic heterogeneity of albinism underscores that no curative therapy is currently 

available, and management remains supportive and preventive. Early diagnosis allows timely 

implementation of photoprotection measures and regular ophthalmologic care, which are essential 

to reduce cutaneous complications and optimize visual function despite underlying genetic 

defects. [74] 

Treatment of Cutaneous Sensory Syndrome: 

Based on the similarities between chronic itch and neuropathic pain described by Ständer and 

Schmelz, cutaneous sensory syndrome is best managed using neuromodulatory treatment 

strategies rather than conventional antipruritic therapy. Agents such as gabapentin, pregabalin, 
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and certain antidepressants are effective in reducing abnormal sensory signaling, supporting the 

concept that these conditions represent neuropathic dysfunction of cutaneous sensory pathways 

.[75]  

Treatment of Glossodynia: 

Effective management of glossodynia involves a multifaceted approach targeting both neuropathic 

pain and contributing factors. Topical agents such as lidocaine or capsaicin can provide 

symptomatic relief, while systemic therapies including clonazepam, tricyclic antidepressants, or 

alpha-lipoic acid may benefit patients with persistent neuropathic pain. Identification and 

correction of nutritional deficiencies (iron, vitamin B12, folate) and psychological support are also 

essential components of comprehensive care.[76] 

Treatment of Vulvodynia: 

Management of vulvodynia should follow a multimodal and individualized approach, addressing 

both neuropathic pain and pelvic floor dysfunction. First-line therapies include topical anesthetics, 

estrogen creams, and pelvic floor physical therapy, while oral neuromodulators such as tricyclic 

antidepressants or gabapentin may be used for persistent pain. Psychological interventions, 

including cognitive behavioral therapy, are essential to address the chronic pain cycle and 

improve quality of life. [77]  

Treatment of Chronic Scalp Itching: 

Chronic scalp itching, particularly when neuropathic or psychogenic in origin, responds better to 

neuromodulatory therapies rather than conventional anti-itch treatments. Agents such as 

gabapentin or pregabalin can reduce abnormal nerve signaling, while psychological interventions 

including stress management and cognitive behavioral therapy help in controlling itch perception 

and improving quality of life. [78] 

Treatment of Psychogenic Purpura Syndrome: 

Psychogenic purpura (autoerythrocyte sensitization syndrome) requires a multidisciplinary 

approach focused on psychological support and stress management, as emotional stress is a key 

trigger. Cognitive behavioral therapy, counseling, and management of underlying psychiatric 

conditions are the mainstay of therapy, while symptomatic care with topical analgesics can relieve 

discomfort during acute bruising episodes.[79]  

Treatment of Pseudo-Psychodermatologic Disorders: 

Management of pseudo-psychodermatologic conditions should focus on treating the underlying 

dermatologic or systemic cause while also addressing neuroimmune mechanisms that contribute 

to itch and pain. Therapies may include topical or systemic agents targeting inflammation or 

neuropathic pathways, alongside supportive care for associated discomfort. Psychological 

interventions are reserved for secondary stress or anxiety resulting from chronic symptoms.[80]  

Management of Suicide Risk in Dermatology Patients: 

Dermatology patients at risk of suicidal ideation benefit from early psychosocial assessment and 

intervention. Regular screening for depression, anxiety, and suicidal thoughts, combined with 

referral to mental health professionals, is essential. Integrating psychological support, counseling, 

and patient education alongside dermatologic care helps reduce emotional distress and suicide 

risk.[81]  
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MANAGEMENT OF PSYCHOCUTANEOUS PATIENTS 

Psychocutaneous Medicine: 

  Psychocutaneous medicine, also referred to as psychodermatology, is a subspecialty that lies at 

the interface of dermatology and psychiatry, focusing on the complex interactions between the 

skin and the brain. For many patients, dermatological diseases significantly impair quality of life 

and mental well-being, while in others, psychiatric disorders manifest with prominent cutaneous 

signs.[82] Psychocutaneous conditions are characterized by disorders in which psychological 

stress plays a pivotal role in the onset, exacerbation, or recurrence of skin diseases. Chronic 

dermatoses such as psoriasis and atopic dermatitis commonly show disease flares during periods 

of stress. There is a well-recognized direct relationship between stress, disease course, and 

prognosis in several inflammatory skin disorders.[83]  

Psychodermatology Broadly Encompasses: 

     1. Primary dermatological disorders with psychosocial comorbidities, such as patients with 

psoriasis or acne who develop anxiety, depression, or suicidal ideation. 

     2. Primary psychiatric disorders presenting with dermatological manifestations, including 

delusional infestation, body dysmorphic disorder, and dermatitis artefacta. 
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  Patients presenting with primary psychiatric disorders in dermatology clinics are relatively 

common, while psychosocial comorbidities in individuals with chronic skin diseases are 

extremely prevalent.[84]  

Clinical Experience from a Psychocutaneous Clinic: 

A retrospective study conducted at the University of Wisconsin was approved by the Institutional 

Review Board (IRB) under exempt category 4, as it involved secondary research without the need 

for patient consent. All patients referred to the Psychocutaneous Clinic between May 2002 and 

February 2018 were included. Data were collected from 808 referrals, predominantly from 

dermatologists, with additional referrals from psychiatrists, internists, and other specialties such as 

surgery and infectious diseases.[82] 

Management Principles in Psychocutaneous Disorders 

Management of psychocutaneous patients requires additional time, patience, and a 

multidisciplinary approach. Longer consultation appointments are essential. A quiet consultation 

room with adequate privacy is crucial, as many patients may feel embarrassed or reluctant to 

discuss psychological issues in the presence of others. Establishing a strong doctor–patient rapport 

is fundamental for successful management.[85] Patients with primary psychiatric disorders often 

lack insight and may resist mental health referral unless facilitated by a dermatologist. This 

highlights the need for specialized training in psychocutaneous medicine within dermatology 

departments. The clinical approach must be adapted, as these patients may show poor compliance 

and limited disclosure compared to other dermatology patients.[86] When psychiatric morbidity 

arises secondary to a primary dermatological condition, it is beneficial to directly inquire about 

the patient’s mental health. In psychophysiologic disorders, treatment of the underlying skin 

disease remains the primary objective, as cutaneous symptoms may themselves generate stress 

and perpetuate a vicious cycle.[83]   

Psychogenic Pruritus and Psychiatric Risk  

     Psychogenic itch is diagnosed in patients with localized or generalized pruritus lasting longer 

than six weeks, in the absence of an identifiable somatic cause. Psychological stress can lower the 

itch threshold, leading to secondary dermatological conditions such as nodular prurigo, neurotic 

excoriations, and frictional amyloidosis, along with psychiatric comorbidities including 

depression and anxiety.[87] Although dermatological diseases alone rarely cause a marked 

increase in suicide risk, emotionally vulnerable individuals may experience worsening 

psychological distress when confronted with severe or disfiguring skin conditions.[88].  Many 

patients with psychocutaneous disorders resist psychiatric referral and may feel offended when 

such suggestions are made. In such situations, dermatologists may need to address psychological 

aspects indirectly or focus primarily on dermatological management while gradually introducing 

mental health support.[89]  

Neuro-Immuno-Cutaneous-Endocrine Interaction: 

The intricate relationship between the mind and skin has been extensively studied at both 

molecular and cellular levels. The brain, nerves, and skin are embryologically derived from the 

ectodermal neural plate, providing a biological basis for their interaction.[90]. The neuro-

immuno-cutaneous-endocrine (NICE) model, proposed by O’Sullivan et al., explains the 

bidirectional communication between psychological factors and cutaneous inflammation. This 
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model underpins many inflammatory dermatoses that are triggered or exacerbated by 

psychological stress.[91]  

PHYCHOPHARMACOLOGY IN DERMATOLOGY: 

Psychopharmacology in dermatology addresses psychodermatologic disorders, where psychiatric 

illnesses manifest with prominent cutaneous symptoms. Common presentations include 

trichotillomania, excoriation disorder, body dysmorphic disorder, onychophagia, and delusions of 

parasitosis, frequently encountered in dermatologic practice [92,15]. Many patients are reluctant 

to seek psychiatric care, necessitating that dermatologists initiate psychopharmacologic therapy 

when appropriate [93,94]. Psychological factors, including stress, anxiety, depression, and 

compulsive behaviors—can influence the onset, severity, and progression of skin diseases, often 

triggering, exacerbating, or perpetuating dermatological conditions [98,99,100]. Psychosomatic 

dermatology explains how these psychological factors can worsen cutaneous symptoms, 

highlighting the close connection between the skin and the nervous system, where stress can 

aggravate itching, inflammation, and other manifestations [100]. Effective management involves 

identifying underlying psychopathology and tailoring treatment with psychotropic agents—such 

as selective serotonin reuptake inhibitors, atypical antipsychotics, anxiolytics, antidepressants, 

mood stabilizers, or N‑acetylcysteine (NAC)—with psychiatric consultation advised in complex 

or refractory cases [92-94,15,95–97]. Psychiatric comorbidities affect approximately 25–30% of 

patients with chronic dermatologic disorders and can significantly impact treatment outcomes 

[98]. A multidisciplinary approach involving both dermatologists and mental health professionals 

is essential to optimize outcomes, particularly when psychiatric referral is not feasible, and 

familiarity with psychotropic medications allows dermatologists to manage patients safely while 

monitoring for potential cutaneous adverse effects [92-94,98,99]. In addition to traditional 

psychotropics, glutamatergic modulators such as NAC have shown efficacy in reducing 

compulsive behaviors associated with trichotillomania, excoriation disorder, and related body-

focused repetitive behaviors, as supported by randomized controlled trials and literature reviews 

[95–97]. Practical psychodermatology emphasizes this integration of dermatologic and psychiatric 

care, highlighting how psychological factors directly influence disease course and patient 

outcomes [98,99] 

CONCLUSION: 

Psychodermatology emphasizes the strong bidirectional relationship between the mind and the 

skin. Psychological stress and psychiatric disorders can trigger or worsen many dermatological 

conditions, while chronic skin diseases can significantly affect mental health and quality of 

life.Therefore, a holistic biopsychosocial approach integrating dermatologic and psychological 

care is essential for effective management and improved patient outcomes. 
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