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‘Psychodermatology’: The
present standing and a path
forward
Commentary on ‘perceived stress in four inflammatory skin dis-

eases: An analysis of data taken from 7273 adult subjects with

acne, psoriasis, atopic dermatitis, or hidradenitis suppurativa’ by

Misery et al.

Psychocutaneous medicine, also known as psychodermatol-

ogy, is a branch of psychiatry and dermatology that uses the

biopsychosocial model for skin diseases. Unfortunately, psycho-

dermatology is still not integrated into dermatology pro-

grammes. Without training, dermatologists are not well-

equipped to identify mental illnesses manifesting in patients with

skin problems, nor can they care for the mental disorders that

skin diseases cause.1 Surveys have shown that increasing the col-

laboration between dermatologists and psychologists/psychia-

trists allows patients to return to fewer consultations and

increases patient satisfaction overall.2

In a recently published article by Mostaghimi, L,3 808 cases

seen at the University of Wisconsin (UW) weekly Psychocuta-

neous clinic were reviewed. Skin picking, intractable itch and

delusional disorders were found to be the highest causes of refer-

ral from dermatologists. Upon meeting with a board-certified

psychiatrist in the psychocutaneous clinic, the most common

diagnoses were skin picking, followed by depressive disorders (in

nearly 40% of patients) and anxiety disorders (in nearly 30% of

patients). Major findings showed that while dermatologists were

able to accurately identify skin picking disorder in their patients,

they often missed depressive and anxiety disorders.

The nature of being a tertiary referral clinic may explain the

high number of major mental health issues. Regardless, the lack

of referrals for depressive and anxiety disorders is concerning. A

formal psychiatric evaluation comes with proper treatment of

the patients: an undeniable benefit.

Having a psychocutaneous clinic in a dermatology depart-

ment presents multiple challenges. The most pressing challenges

of integration include the cost of the programme, different

expectations for dermatology versus psychiatry visits and the

stigma of mental illness.

It may not be cost-effective for hospitals and outpatient

clinics to hire a psychiatrist or therapist to be available for

dermatology patients. At the same time, we cannot assign

dermatologists the role of mental health providers. If having

a psychocutaneous clinic is not possible, then collaboration

between the two specialities is vital. There is an increase in

healthcare spending by patients with untreated mood disor-

ders; therefore, providing the correct diagnosis and treatment

may save healthcare dollars.4

Another issue with integrating is the bias against mental ill-

ness. Patients in dermatology clinics are not usually looking for

mental health advice or referral, and many get upset if the der-

matologist proposes a mental health referral. Furthermore,

physicians have their own biases about mental illness. In the UW

Psychocutaneous Clinic, dermatology residents appreciated hav-

ing the clinic to refer patients to, but many were unenthusiastic

about training to treat these patients independently. This was

associated with perceived irrelevance to their board examina-

tions and disinterest in what they perceived as psychiatry rather

than dermatology training.

Misery et al showed that 66.3% of patients with inflammatory

skin disease (acne, atopic dermatitis, psoriasis or hidradenitis

suppurativa (HS)) self-reported high levels of stress. Only 15%

of these patients were offered psychological support. HS patients

showed the highest impact on quality of life, and 74.1% of

respondents had a DLQI score over 10. Interestingly, only in HS

the severity of the disease did not translate to more severe per-

ceived stress.5

Research has shown that physicians’ attitude improves with

increased exposure and education.6

Associations such as the American Association for Psy-

choneurocutaneous Medicine of North America (APMNA),

the European Academy for Dermatology and Psychiatry

(ESDaP) and the European Academy of Dermatology and

Venereology (EADV) psychodermatology task force have been

investing time and effort in advancing research, teaching and

training in psychodermatology, but this is clearly not enough.

Potential solutions include increasing psychodermatology

training opportunities, adding more psychodermatology ques-

tions to the board examination and adding anti-stigma train-

ing to medical students’ and residents’ curricula.

Furthermore, educating dermatologists in screenings and

referrals is vital. Dermatology clinics could use screening

questionnaires such as PHQ-2 (Patient Health Questionnaire-

2) and GAD-7 (Generalized Anxiety Disorder-7) in all their

patients to identify patients in need of mental health help.

The issue of overlooking mental illness in dermatology

patients must be addressed. We know that 30% - 40% of derma-

tology patients suffer from psychological issues.1 By investing in

psychocutaneous teaching and research, hospitals can better

equip their dermatologists to take care of both mind and body.
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