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Abstract: Dermatological disease can be devastating for patients, and although dermatologists
are focused on remedying the cutaneous manifestations of these conditions, it is easy to miss the
psychological suffering lurking below. Studies reveal that psychiatric comorbidity in dermatology
is highly prevalent. Undetected psychopathology can greatly decrease a patient’s quality of life
and even contribute significantly to the clinical severity of their skin disease. For these reasons,
it is vital that practitioners learn to detect psychological distress when it is present, and it is
equally essential that they understand the treatment options available for effective intervention.
Without training in psychiatric diagnosis and psychopharmacology, dermatologists can easily
feel overwhelmed or out of their comfort zone when faced with the need to manage such condi-
tions, but with the negative stigma associated with psychiatric disease in general, a psychiatric
referral is often refused by patients, and the dermatologist is thus left with the responsibility.
Uncertainty abounds in such situations, but this review seeks to alleviate the discomfort with
psychodermatological disease and share practical and impactful recommendations to assist in
diagnosis and treatment. In a busy dermatology clinic, the key is effective and efficient screen-
ing, combined with a repertoire of pharmacological and non-pharmacological treatment options
that can be dispersed through an algorithmic approach according to the specific findings of that
screening. By implementing these recommendations into practice, dermatologists may begin
to gain comfort with the management of psychocutaneous disease and, as a specialty, may
expand to fill a hole in patient care that is truly significant for patients, their families, and our
communities as a whole.

Keywords: psychodermatology, psychopathology, treatment, screening, comorbidity, quality
of life

Introduction

In the demanding world of dermatology, practitioners must endure the pressures of a
busy clinic and the constant battle for efficiency to increase patient volume. Underly-
ing it all, there lingers the desire to care for the patients in the best way possible: to
ensure that their problems are fully addressed and that their health is not neglected
as the practitioners seek the ultimate balance between quantity and quality. Skin is
already the largest organ of the human body, and the breadth of pathology that it can
present is enormous, but more and more, we are learning that the pathology in der-
matology often extends deeper than the skin, into the very core of the patient — their
mind. To add knowledge of such a complex concept to the already dynamic repertoire
of a practicing dermatologist is a daunting proposal, but the necessity of this addition
manifests itself daily in the faces of suffering patients struggling with dermatological
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and psychiatric comorbidity. The following discussion seeks
to elucidate the scope of this issue while sharing practical
ways in which dermatologists can attend to the psychological
needs of their patients.

Dermatology and psychopathology
“Psychodermatology” is a term used to describe the study
of conditions that represent an overlap of dermatological
and psychiatric pathology. This niche field has thrust itself
into the spotlight over recent years, as practitioners increas-
ingly identify the significant rates of such comorbidity and
researchers further discover that physiological links may in
fact underlie and contribute to co-occurring skin and psy-
chiatric disorders.!?> There are a number of conditions within
the realm of psychodermatology, and in general, they can be
classified into three distinct categories: primary psychiatric,
secondary psychiatric, and psychophysiological.>

Primary psychiatric conditions are those that represent
physical manifestations of a chiefly psychiatric problem. The
types of underlying psychopathology include obsessive—com-
pulsive disorder (OCD), anxiety, depression, and psychosis.
Lesions are self-induced in response to these emotional dis-
turbances, resulting in disorders like neurotic excoriations,
acne excoriée, factitial dermatitis, habit-tic deformity, tricho-
tillomania, and delusional infestation (DI; a broader term for
delusions of parasitosis, which additionally encompasses a
wider array of offending entities, including nonorganic agents
like fibers or nanoprobes).>*%7 Secondary psychiatric condi-
tions are those that arise in response to the emotional distress
of living with a disfiguring or highly symptomatic (pruritic
or painful) dermatological disorder. These would include
conditions like social anxiety and major depression, with pos-
sible inciting skin diseases such as psoriasis, acne, vitiligo,
alopecia areata, ichthyosis, eczema, hidradenitis suppurativa,
and so on.>*#17 The third category of psychodermatological
disease comprises the psychophysiological disorders — skin
conditions that can fluctuate in clinical severity according to
emotional state. This category includes conditions like atopic
dermatitis, psoriasis, rosacea, alopecia areata, acne, telogen
effluvium, and psychogenic urticaria.>> Many patients with
these disorders report flares in response to stress or anxiety,
and others find that their disease worsens when they are sad
or depressed.

Although it is important to know that these psychocutane-
ous disease states exist, it is vital to also recognize just how
common psychopathology is in the dermatological population.
A recent multicenter study with ~5,000 subjects found rates of
depression, anxiety, and suicidal ideation to be 10.1%, 17.2%,

and 12.7%, respectively, in patients with skin disease com-
pared with 4.3%, 11.1%, and 8.3% in controls (odds ratios of
2.40,2.18, and 1.94, respectively).!® Psychological factors are
thought to be involved in up to one-third of cases seen in der-
matology clinics.*>! Although this is a significant proportion
of patients, some studies have suggested even greater rates of
psychological disorder in particular conditions that are more
specifically known to come with emotional sequelae. One
study, for instance, used the Beck Depression Inventory (BDI)
to discover depression rates as high as 54.5% in patients with
vitiligo.® In psoriasis, rates of depression from 12% to 24%
have been shown, and anxiety rates up to 48%, correlating
with severity of psoriasis.”!® Compared to the general popu-
lation, hazard ratios for depression, anxiety, and suicidality
in psoriasis patients have been reported at 1.39, 1.31, and
1.44, respectively, with severe psoriatic disease associated
with an even higher hazard ratio of 1.72 for depression.?
The magnitude of these figures may be shocking, but let this
shock highlight how likely it is that these patients are passing
daily through your doors, largely undetected, with underlying
psychiatric distress that may be fueling their skin disease or
amplifying their suffering in response to it.

Psychological comorbidity and
quality of life (QoL)
The responsibility of physicians and care providers to the
patients is to alleviate their suffering through the judicious use
of pharmacological and non-pharmacological interventions.
The act of specializing in medicine represents a decision
to focus one’s life on mastering a specific subset of human
pathology, but it does not confer a sudden blindness to all
other aspects of the patient that do not fall within that chosen
realm. The patients come to physicians as whole individuals,
and to treat them to the best of their ability, it often requires a
wider lens through which to view their maladies. The patient’s
ultimate goal in seeking care is typically to feel better and to
improve their QoL, and this chief objective should be shared
by their care provider. Physicians should vigorously seek
to achieve this goal by drawing on every ounce of medical
knowledge in their repository and by utilizing every tool in
their metaphorical toolbox. In dermatology, this rings as true
as in any other specialty, for many of the skin conditions that
patients must endure can confer deep psychological wounds
and greatly impact their ability to live normal, happy lives.
Health-related quality of life (HRQoL) is an assessment
of the extent to which one’s health affects various aspects
of his or her life, including psychological, social, physi-
cal, and cognitive functioning. Unfortunately, the effect of

submit your manuscript

118

Dove

Clinical, Cosmetic and Investigational Dermatology 2017:10


www.dovepress.com
www.dovepress.com
www.dovepress.com

Dove

Management of the psychological comorbidities of dermatological conditions

chronic skin disease on QoL often goes underappreciated.
One study found that psoriasis causes a decrease in mental
and physical functioning that is similar to other chronic and
debilitating health conditions, such as depression, diabetes,
chronic obstructive lung disease (COPD), heart disease,
and cancer.?! More recently, researchers discovered similar
findings for various chronic skin diseases, with comparable
HRQoL impairments for non-dermatological conditions like
COPD, cancer, liver disease, heart disease, and diabetes as
were seen in patients with leg ulcers, hidradenitis suppurativa,
prurigo, blistering diseases, psoriasis, atopic dermatitis, hand
eczema, and several other dermatological diseases.?

In the pediatric population, Beattie and Lewis-Jones
utilized two HRQoL measures — the Children’s Dermatol-
ogy Life Quality Index (CDLQI) and Children’s Life Quality
Index — to compare the impact of dermatological diseases
to other chronic health conditions.”® They discovered that,
among skin diseases, children reported the most impairment
with psoriasis (30.6%) and atopic dermatitis (30.5%), with
urticaria (20%) and acne (18%) less so. Parents interpreted
HRQoL deficits similarly, with atopic dermatitis imparting a
33% impairment, urticaria 28%, psoriasis 27%, and alopecia
19%. Interestingly, researchers found that HRQoL impair-
ments for other, chronic, non-dermatological diseases were
comparable, including renal disease (33%), cystic fibrosis
(32%), epilepsy (24%), enuresis (24%), and diabetes (19%).
Importantly, this negative impact on QoL does not seem to
be limited to the patients themselves. Tollefson et al found
that parents of children with psoriasis experience significant
decreases in QoL, spanning several realms including per-
sonal well-being, family and social functioning, health and
self-care, life pursuits, and, most significantly, emotional
well-being.? The intangible effects of skin disease, thus, may
become a family-shared issue, as patient struggles translate
to parental struggles and, presumably, to siblings as well.

These findings demonstrate how impactful chronic skin
disease can be for patients and their daily function, and when
truly pondered, it is not too hard to understand. Although
patients with diabetes deal with a slew of additional worries
because of their condition — dietary monitoring, oral and
injectable medication management, frequent needle sticks
for blood sugar checks and insulin administration, painful
neuropathy, risks of heart disease, kidney disease, and vision
deficits — patients with psoriasis might deal with shame and
self-pity every time they look in the mirror, constant shed-
ding of scales wherever they go, nagging joint pains, fear of
taking their shirt off in public or showing too much skin on a
job interview or a date, tolerating impolite stares or faces of

confusion/disgust, ignorant people afraid that their condition
is contagious, increased risk of heart disease and metabolic
syndrome, and so on.?>? The point is not to determine which
of these conditions is objectively worse, as such a judgment
will always be based in the subjective, but rather to realize
just how much adversity patients must deal with day in and
day out as a consequence of their skin disease. A 10-minute
clinic appointment might not be enough to reveal the breadth
of their suffering, but to automatically link this possibility
with particular diagnoses, such as psoriasis, can go a long
way in opening the clinician’s mind, and bringing new
opportunities for establishing rapport, uncovering important
issues, and intervening in positive ways that can make huge
differences for patients.

In psoriasis specifically, research suggests that current
measures of disease severity, such as the Psoriasis Area
and Severity Index (PASI), are not entirely reflective of the
patients’ self-assessment and do not necessarily correlate with
how drastically the patients believe their disease is affecting
them.?”-? This highlights the fact that subjective components
of the individual’s personality and internal psychology dictate
the emotional response to the disease, allowing one patient
to cope well with his/her PASI score of 20, whereas another
may experience devastating depression and impairment in
QoL with a milder PASI score of 5. Alternatively, another
study found that psoriatic patients with completely clear
skin reported lower Dermatology Life Quality Index (DLQI)
scores, indicating less effect on their life, than patients with
“almost clear” skin.” Patients with clear skin were 50%—60%
more likely to report that their disease had no effect on their
QoL. This may be seen as a contradiction to previous find-
ings indicating that disease severity is not directly correlated
with QoL, but it may also represent a separate conversation
altogether, as patients with clear skin may be interpreted as
patients without psoriasis, and in general, it is well established
that having psoriasis at all imparts a loss in QoL.

This discussion is clinically relevant, as it suggests
that qualitative measurements of cutaneous disease sever-
ity may not be the end point by which to grade treatment
success. Although these kinds of measures are helpful for
determining whether a treatment is improving a patient’s
skin, they do not reliably express if the patient is happier.
Variables, such as the side effects of treatment or the bur-
den of utilizing the treatment, may in part account for this
incongruence. As such, HRQoL may be a more appropriate
primary end point, and HRQoL measures may be important
tools for shedding light on the true “success” of treatment,
appropriately taking into account factors that we cannot see
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with the naked eye and that are consequently not captured
by tools like the PASI.

European guidelines, in fact, already consider HRQoL
in making treatment decisions.*® They specify a treatment
goal of at least PASI-75, meaning 75% improvement in PASI
score with treatment. If a treatment does not lead to at least
a PASI-50, an alternative treatment should be pursued, and
if a treatment leads to improvement somewhere between
50% and 75%, they rely on the DLQI to guide them. They
recommend modifying the therapy if a patient’s DLQI is
>5 — indicating a lower QoL — and continuing the current
treatment if the DLQI is <5. This seems to be a promising
compromise between the use of objective disease severity
measures and those of patient satisfaction, for it dictates the
continuation of very effective treatments, the cessation of
suboptimal treatments, and a more patient-centered approach
for treatments that are moderately effective but may or may
not be negatively affecting the patient’s QoL through factors
inherent in the specific therapy at hand. The author might
suggest utilizing the DLQI in patients with a PASI-75 or
greater as well, to ensure that scores are appropriately low
as would be expected. An individual with a PASI-90 but a
DLQI of 20 obviously needs further attention despite his/
her well-controlled skin disease, and this may involve alter-
ing the current treatment regimen among other things. Of
course, such a scenario is only theoretical, but the possibility
should indicate how widely applicable HRQoL tools are in
dermatology and, indeed, medicine in general.

Current outlook
As previously touched upon, research continues to come out
about the overlap of psychopathology and dermatology, and
with it, we gain further insight into the extent of the mind—
skin connection. Even so, there remain questions of causality
that must be understood, and further elucidation is necessary
regarding the likely bidirectional relationship of psychologi-
cal distress and cutaneous inflammation.' It is clear that the
amount we have to learn is vast, but while researchers seek
to uncover the answers over the coming years, dermatologists
can work to set the stage for their practical application. This
can be accomplished by gaining and expressing an interest
in the emotional experiences of our patients, by determining
how best to identify those patients with psychiatric comor-
bidity, and by learning how dermatologists, without formal
psychological/psychiatric training, can possibly help.

In the author’s experience, a general sentiment that certain
subsets of patients may be seen as “difficult” seems to exist.
Those from the primary psychiatric category seem most

prone for acquiring this label, as their underlying psychopa-
thology is often more pervasive or striking. Sometimes, this
translates into strange social skills that lead to predictably
awkward interactions or maybe the patient insists on extended
discussions requiring repetition of the same point multiple
times, in various forms, before it is finally understood and/or
accepted. Frustration with such exchanges is compounded by
the need for efficiency when navigating a busy clinic, where
a visit scheduled for 10 or 15 minutes can easily be extended
to 30, transforming the rest of the morning into a hectic
game of catch up. It only takes one or two such encounters
to pin a patient with that “difficult” tag, and from then on, the
dermatologist may feel a subconscious feeling of heart sink
when the patient’s name appears on his/her clinic schedule.

The development of this internal stigma is nearly
unavoidable, and while it does not necessarily translate into
suboptimal care for these “difficult” patients, the potential
for this consequence exists. As such, it is important to step
back and think about what factors contribute to this scenario.
Perhaps the most compelling reason is a lack of comfort with
psychiatric disease. Dermatologists are specialized in skin,
hair, and nails; their residency training does not include psy-
chiatric diagnosis, psychotherapeutic principles, strategies of
effective communication for patients with psychosis, or the
art of diplomatic discussion with those in denial. Without this
advanced training, and without the years of experience that a
psychiatry residency imparts to our psychiatrist colleagues,
dermatologists often feel entirely out of their comfort zone
when confronted with these types of patients.

Ignoring the elephant in the room and focusing entirely
on the skin (while avoiding the patient’s emotional distress
or clear psychopathology) may not only be quicker and less
exhausting, but it also allows one to avoid facing the limita-
tions of his/her knowledge. It is like a defense mechanism
in itself: a paradoxical denial that there is something bigger
going on, so that the physician does not find himself/herself
suddenly thinking “T have no idea how to deal with this.” No
one likes to feel this way, and as physicians who have likely
experienced a number of successes in life, perhaps we are a
breed who finds this scenario even more unpalatable. But as
physicians, our experiences have also revealed the importance
of intentionally placing ourselves in such challenging situ-
ations, in testing the limits of our knowledge and — out of
embarrassment, or shame, or whatever personal motivation
may exist — expanding those limits through learning so that,
perhaps, next time we have the answer as if it’s been there
all along. The question, now, is how to appropriately and
efficiently detect and treat psychopathology in a dermatology
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clinic. The answer, as will be discussed, is centered on inte-
grated care.

Integrated care

The first step in solving any problem is identifying that it
exists. Outside of a clinician’s intuition, many dermatology
clinics do not have any methods in place for recognizing
psychological distress in their patients. As this discussion has
outlined thus far, it is vital to recognize this, as undetected
psychopathology can wreak tremendous suffering on patients,
and the prevalence of this is significant.

When a patient with a primary psychiatric disorder, such
as DI, arrives at a dermatologist, it is the skin condition — the
numerous excoriations, scars, and angulated, open sores at
various stages of healing — that is initially most salient, and
without a good history (or recognition of suggestive lesion
patterns, such as absence of lesions on inaccessible areas like
the mid-back), the underlying psychiatric disorder may go
completely unnoticed. Alternatively, a keen provider may pick
up subtle hints of anxiety or psychosis throughout the patient
interaction, or possibly the root issue may be as blatant as the
skin findings themselves. In primary psychiatric conditions,
conventional dermatological treatments will likely fail to
resolve the cutaneous symptoms, and extended therapeutic
courses can be fruitlessly pursued if the underlying issue is
not discovered and appropriately addressed.

For patients with secondary psychiatric disorders, the
psychological condition (eg, generalized anxiety, depression,
and social anxiety) will almost certainly be overshadowed by
the skin disease (psoriasis, eczema, etc). As such, detection
may be extremely difficult without a high index of suspicion
along with the impetus to delve further into the possibility,
and the knowledge as to how. Patients in these situations
may underplay or deny their mood symptoms, or they may
not even recognize their presence, often so focused on their
skin that they do not notice how anxious or depressed they
have become. With the chronic nature of many skin diseases
in this category, it is even possible that patients may grow so
habituated to their emotional state that they can no longer
detect just how far from normal it is.

When patients do not raise the concern themselves, it
undoubtedly makes it harder to know that the problem exists.
This common scenario highlights how significant suffering
can go unnoticed and untreated, and how simple screening
interventions may go a long way in making a meaningful
difference. There are many various screening tools available
for the detection of psychiatric disorders, and the key here is
choosing a test that is easily implemented into an outpatient

clinical setting, either self-administered by the patient or
reliably administered by a medical assistant, and supported
by the literature as sensitive and reliable. Such a tool could
potentially be printed and provided to patients in the waiting
room, as many clinics already do with the review of systems.
This would be a simple addition to make, and it should not
lengthen the patients’ visit too extensively, particularly if
completed while waiting to be roomed.

Of course, a positive screen should prompt further dis-
cussion of the noted issue, but the value of this additional
care may be tremendous. This benefit could be multifaceted,
including increased rapport with patients (and more word-
of-mouth marketing by satisfied customers), appropriate
guidance of therapeutic interventions based on the underly-
ing disorder uncovered, quicker resolution of the patients’
dermatological problems and improved patient QoL (if cor-
rect treatment is provided), and more satisfaction from the
physician, knowing that they treated their patient as a whole,
and that they truly and effectively practiced the art of healing
to the best of their ability.

One study revealed that dermatologists are not very
good at detecting psychological distress in their patients,
nor are they frequently pursuing concerns and discussing
them further during the visit.?! In this study, 43 consulta-
tions between dermatologists and patients were analyzed,
revealing that physicians were only able to detect anxiety and
depression reported by patients in about one-fourth of cases
(kappa statistic of 0.24 for anxiety and 0.26 for depression,
where kappa is a measure of inter-rater agreement, taking
into account the possibility of agreement occurring simply by
chance). In only 39% of consultations involving psychologi-
cally distressed patients did the dermatologist raise a concern
and explore the issue. Physicians might refute these results
as applying personally to their practice based on their own
confidence in empathizing with their patients, but this study
actually had participating dermatologists fill out the Jefferson
Scale of Physician Empathy, and the analysis revealed that
empathy scores had no effect on accuracy of psychological
assessment. As humans, without formal training, and with
time constraints and other pressures at play, we are simply not
great at detecting psychological problems in our patients. We
must thus rely on formal tools to assist us in this important
endeavor.

Screening

As previously established, it is important not only to detect
the presence of psychological distress, like depression and
anxiety, in patients with skin disease but also to measure
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HRQoL to determine disease impact and guide treatment
decisions. For anxiety and depression, many options are
available. For practical screening in an outpatient setting, the
Beck Depression Inventory II (BDI-II) and Patient Health
Questionnaire-9 (PHQ-9) are great options.

The BDI-II is a 21-item, multiple choice, self-report screen
designed for use in patients aged >13 years. Each question is
graded from 0 to 3, and the individual scores are then summed
to obtain on overall depression score. Overall scores ranging
0-13 indicate minimal depression, 14—19 mild depression,
20-28 moderate depression, and 29-63 severe depression.
This is a reliable and well-validated tool that is widely used
for depression screening in primary care.>*** A correlate for
children, called the Children’s Depression Inventory (CDI),
is a 27-question self-report screen for patients aged 7—17
years, which has shown good validity as well, but discordance
between child and parent reports has raised some questions
about the utility of self-report screens in younger children.*

The PHQ-9 is a 9-question screen based on the diagnostic
criteria delineated in the Diagnostic and Statistical Manual
of Mental Disorders (DSM). Like the BDI-II, it is a short,
self-report questionnaire that has shown high reliability
and validity and is widely used across the world.* Studies
comparing the BDI-II and PHQ-9 have revealed that both
tools yield highly similar results, meaning they are virtually
interchangeable for depression screening purposes in the
primary care setting.’”*® In determining which of these tools
to utilize, it is significant to note that the PHQ-9 is not only
shorter in length but also in the public domain and, therefore,
free to use. This is not the case for the BDI-II.

The Generalized Anxiety Disorder-7 (GAD-7) is a well-
validated screen for anxiety, which is similar to the PHQ-9
in that it is based on DSM diagnostic criteria, and it is short
(7 questions), free to use, and self-administered.** Another
possible option is the Hospital Anxiety and Depression Scale
(HADS). The HADS has been widely used for research
purposes, revealing significant reliability and usefulness in
screening for anxiety and depression in hospital outpatient
populations.*'# It is a questionnaire composed of 14 items (7
for anxiety and 7 for depression) that apply to the preceding
7 days and that are graded 0-3, yielding a score from 0 to 21
for each depression and anxiety. Scores ranging 8—10 indicate
“mild” anxiety, 1 1-15 are “moderate,” and 216 are “severe.”
Although this tool is a reliable and convenient means of
screening for both anxiety and depression, it is intended
to be administered by an interviewer, meaning a physician
or trained assistant would need to read the questions to the
patients rather than providing a printed questionnaire for them

to complete on their own. In addition, the HADS is a copy-
righted test that must be purchased for lawful reproduction
and use. A more practical approach for a busy dermatology
clinic may thus involve printed PHQ-9 and GAD-7 question-
naires to be completed by patients in the waiting room prior
to their appointments.

For HRQoL measures, again a slew of options from which
to choose exist, which include tests for use in dermatological
patient populations specifically and even more specific tests
tailored to the particular skin disease the patient has, such
as psoriasis.* Some reasonable options for use in dermatol-
ogy include the Dermatology Life Quality Index (DLQI),
Dermatology Quality of Life Scales (DQOLS), Skindex,
and, for children, the Children’s Dermatology Life Quality
Index (CDLQI). The DLQI has been the most widely used
HRQoL measure in the dermatology literature — used in >40
different skin conditions, in >80 countries, 90 languages, and
described in >1,000 publications — and thus is validated and
reliable in this population.” It is a short, self-administered
questionnaire composed of 10 questions about symptoms and
feelings, personal relationships, daily routines, functioning
at school/work, leisure activities, and treatment. Answers
are based on the previous 7 days, with scoring on a 4-point
Likert scale from 0 to 3, with 0 representing “not at all” and 3
“very much.” Summing the individual questions produces an
overall score from 0 to 30, with a higher number correlating
to more HRQoL impairment. A score of 0—1 represents no
effect on HRQoL, 2-5 signifies small effect, 6—10 moderate,
11-20 very large, and 21-30 extremely large. Of note, when
using the DLQI to follow a patient throughout treatment of an
inflammatory skin condition, a change in score of 4 points has
been determined to represent a clinically significant shift.*

The CDLQI may be a good option for pediatric derma-
tology patients, whereas the DQOLS and Skindex, though
validated measures, are more intensive than the DLQI, at
41 questions and 61 questions, respectively.*4"4 Some
disease-specific HRQoL measures include the Psoriasis Dis-
ability Index (PDI) and the Psoriasis Life Stress Inventory
(PLSI).*45% The PDI is originally 10 questions in length,
but there is a modified 15-question version available. One
group of researchers suggested that a few questions should
be removed from the 15-item version to increase the speci-
ficity for psoriasis, as these questions dealt with other skin
conditions such as eczema and urticaria.”® The PLSI is also
a 15-question screen, which may be improved upon by the
deletion of three items to increase internal reliability.’' These
items are 7 — fear of having serious side effects from medical
treatments; 11 —not enough money to pay medical bills; and
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14 — hairdresser appearing reluctant to cut your hair. Although
both the PDI and PLSI are good measures for HRQoL in
psoriasis, they differ in that PDI has been shown to correlate
with psoriasis severity (PASI), whereas the PLSI is seemingly
independent of clinical disease severity.>!-*

For simplicity, the DLQI is a short and well-established
HRQoL tool that can be used across all dermatological
diseases, and adding use of this to one’s practice would be
a good first step for those looking to begin expanding their
patient care to include psychological awareness. When
utilized in a clinical setting, the DLQI is free to use, which
adds to its appeal. Psoriasis-heavy clinics may experiment
with the more disease-specific tests available and possibly
consider using the DLQI as well for further information and
monitoring purposes.

Treatment
The simplest solution for addressing a true psychiatric
concern would be prompt recognition of the problem and
appropriate referral to a psychiatrist, who is specially trained
to deal with these important issues. Unfortunately, the sim-
plest solution is not always possible. Although the first part
of the equation — problem recognition — can be accomplished
by practicing psychological awareness with patients and by
utilizing the screening tools discussed earlier, the second
part may be difficult to obtain in practice, as patients may
be unwilling to follow through with psychiatric referral.
There are many potential reasons why patients might not be
accepting of their need to see a mental health professional.

It is possible that the patient may not realize that a psychi-
atric disorder is the underlying cause of their skin condition,
and even after ample counseling on this point, denial may
be a potent defense mechanism. It is also possible that loss
of motivation, for instance in patients with secondary major
depression, may hinder individuals from committing any
more time to doctors than they already have by visiting the
dermatologist. In addition, and as briefly mentioned earlier,
many patients may not even recognize that they are suffer-
ing from a mood disorder because they have lived with their
skin condition and the associated emotions for so long that it
has become “normal.” In such cases, patients may not raise
the issue themselves, and this confers a high risk of missed
diagnosis if screening tools are not set in place to catch the
problem, and a concerned provider present to appropriately
highlight the need for intervention.

The negative stigma associated with psychiatric illness
and those that seek psychiatric care is also a powerful deter-
rent, and patients may be unwilling to accept medication from

psychiatrists that they would otherwise be happy to take if
only prescribed by their dermatologists.>* Because it may
be difficult to convince a patient to seek professional mental
health care, there is an important hole that dermatologists can
potentially fill by learning a few basic management strate-
gies for the treatment of psychiatric illness in their patients.

A good first step is to have an honest conversation with
the patient about the suspicions of underlying or comorbid
psychopathology. Referencing any screening tools used
can be helpful in demonstrating the reasoning behind the
conclusions. For apparent psychophysiological conditions,
it is important to briefly discuss how studies have allowed
us to recognize the role of psychological distress in worsen-
ing particular skin diseases. By revealing this logic, patients
may then arrive at their own conclusions by recognizing that
psychiatric treatment to stabilize mood should theoretically
prevent the anxiety or depression that can cause exacerbation.
It is always easier to convince patients to accept treatment
if they are the one who has decided it is necessary. This is
basically motivational interviewing, that is, a form of counsel-
ing in which the counselor assists the patient in recognizing
goals and barriers and, in a non-judgmental way, facilitates
the patients in identifying appropriate solutions to reach their
goals.” In this case, the goal would be clear skin, and the
barrier would be stress or depression.

With psychophysiologic conditions, however, it is impor-
tant to determine whether the patient’s distress is mainly
somatopsychic or psychosomatical in nature.’ Somatopsychic
means that the patient’s anxiety or depression stems from the
severity of their skin disease. In such a case, the true solution
lies in altering the current treatment regimen to gain better
control of the skin condition, possibly by changing to more
potent topical medications or even starting systemic agents,
if necessary. Conversely, “psychosomatic” refers to a flaring
of skin disease in response to environmental stresses, like
the death of a family member or an upcoming exam or job
interview. In this case, the skin condition is worsened by mal-
adaptive emotional responses from the patient, and the solution
lies in improved stress management or referral for counsel-
ing, such as cognitive behavioral therapy (CBT), to attempt
to change the patient’s psychologically harmful reactions to
external stressors. Although this binary construct can be use-
ful in deciding where to begin when addressing a patient’s
psychological and dermatological comorbidity, in reality, the
association between the skin and the psyche is much more
complex, with evidence supporting a bidirectional relationship
between emotional state and cutaneous inflammation, making
it difficult to determine which disturbance came first.!

Clinical, Cosmetic and Investigational Dermatology 2017:10

submit your manuscript 123

Dove


www.dovepress.com
www.dovepress.com
www.dovepress.com

Connor

Dove

In the pediatric population, it is intriguing to consider the
possible effects that parental psychology might have on the
patients’ skin. Particularly in young children, cognition may
not yet be advanced enough to allow for feelings of social
anxiety, self-pity, or hopelessness that often feed into the
emotional milieu of an adult with dermatological disease,
but a young child could very well be capable of interpret-
ing an anxious parent who is upset with the complexities of
having a child with eczema, including the doctor visits, the
financial burden of purchasing medications and moisturizers,
and the time and effort required to apply these products in
a consistent and effective manner. Thus, although a child’s
skin may not directly cause distress, it may affect the child
indirectly through the emotional responses of his or her
parents, possibly leading to subsequent disease flares. Some
studies have effectively demonstrated this dynamic by reveal-
ing that parental counseling aimed at increasing insight and
fixing flawed parent—child relationships can lead to signifi-
cant improvement in eczema when compared to those not
receiving such supplemental interventions.>”* In adults with
eczema, psychotherapy aimed at helping patients to identify
and constructively deal with life stresses has also shown ben-
efit for decreasing disease severity when used as an adjunct to
standard treatment.® Similar findings have been observed in
patients with psoriasis, where supplemental psychotherapeu-
tic interventions have resulted not only in improvements in
HRQoL scores and subjective measures of anxiety/depression
but also in reductions in psoriasis severity.5'-¢>

If counseling is ineffective or refused outright by the
patient, psychoactive medication may be indicated, depend-
ing on the presence and severity of physiological symptoms
(eg, hyperventilation, tachycardia, and chest pains) and the
functional impairment experienced.’ For many dermatolo-
gists, this might mean referral to psychiatry or discussion
and coordination with a patient’s primary care provider
(PCP). Some providers have even established combined
dermatology—psychiatry clinics to which to refer these
patients, where both a staff dermatologist and psychiatrist
are on hand to work in coordination for the benefit of the
patient. This setup may not only increase clinician confidence
and patient convenience but also ultimately result in lower
health care costs and improved outcomes.® % If factors like
patient resistance or lack of a PCP render these options
unrealistic, then consideration of personally managing the
patient’s psychological distress may be in order. This should
not be considered outside the realm of expectation, as the
root motivation for treatment of the mind, in this situation,
would be treatment of the skin. Indeed, it is advantageous

to constantly seek expansion of one’s repository of familiar
treatment options, as this amounts to growth as a clinician
and allows for increasing ability to satisfy patients in need.

While deciding which psychopharmacological agent is
most indicated for treating a patient, it is important to first
determine the underlying psychopathology present.’ This
means identifying if the root issue is anxiety, depression,
obsession/compulsion, or psychosis, as each of these classes
of psychological disorder have their own set of viable treat-
ment options. Correct diagnosis is not always as simple as
determining what psychodermatological condition you’re
dealing with, as many of these disorders can be associated
with one of multiple psychological causes. For instance, the
most common underlying cause of trichotillomania (incom-
plete hair loss secondary to impulsive pulling of one’s own
hair) is obsessive—compulsive behavior, but other possibilities
include mental retardation, anxiety, depression, reaction to
situational stress, and trichophobia, a rare disorder in which
the patient maintains a delusional conviction that the roots
of the hairs contain a foreign entity that must be removed
to allow for normal hair growth.>*¢ In cases of trichotillo-
mania, the patient interview is vital in providing the details
suggestive of one cause versus the other. An admission by
the patient that they pull their hair when they are nervous is
more indicative of situational stress response or generalized
anxiety, whereas a description of incessant thoughts about
hair pulling, accompanied by a mounting feeling of anxiety
that is only relieved by the act of hair pulling, is certainly
classic for obsessive—compulsive origins.®

Anxiety

For treatment of anxiety — whether it is a secondary psychi-
atric disorder in response to severe psoriasis, an exacerbat-
ing factor in a psychophysiological disorder like eczema, or
an underlying motivator for a primary psychiatric picking
disorder like neurotic excoriations — there are multiple medi-
cation options that, for decades, have been widely used by
psychiatrists and PCPs alike. One class of anxiolytics is the
benzodiazepines. These medications have relatively quick
onset of action, with various options offering durations
of effect ranging from short to longer acting. Because of
the quick onset, gratification is easily associated with this
medication, and this class of drugs can be very addictive,
particularly if used for extended periods of time.®” Risks of
sedation and respiratory depression also accompany these
medications, and withdrawal seizures are a dangerous and
potentially life-threatening risk of abrupt discontinuation
following long-term use. Because of these characteristics,

submit your manuscript

124

Dove

Clinical, Cosmetic and Investigational Dermatology 2017:10


www.dovepress.com
www.dovepress.com
www.dovepress.com

Dove

Management of the psychological comorbidities of dermatological conditions

benzodiazepines are best suited for use on an as-needed basis.
Alprazolam is one of the most widely used benzodiazepines,
and it has been found to confer a unique antidepressant
effect, unlike other benzodiazepines, which typically tend
toward the opposite.®®* Thus, for an individual with a mix
of depressive symptoms and situational anxiety, alprazolam
may be a good option.

Starting at a low dose is always a good option, and titrating
slowly upward until reaching the minimal effective dose is
important in avoiding excessive sedation and limiting risk. A
typical starting dose is 0.25 mg three times a day (TID), with
an ability to increase the dose every 3—4 days up to a maxi-
mum of 4 mg/day. One expert reports starting even lower, at
0.125 mg (half of a 0.25 mg tablet) TID, and titrating up to
a maximum of no more than 2 mg/day, with a typical effec-
tive regimen consisting of 0.25-0.5 mg 3—4 times per day.’
An additional recommendation is to limit benzodiazepine
use for 2-3 weeks duration unless a psychiatric referral has
been made and extended treatment approved, and this author
would agree that such a restriction is important, particularly
for providers who are not used to managing this medication
long-term. Of note, alprazolam is particularly addictive due
to its rapid onset and short duration of action.®” Use of a
longer-acting benzodiazepine, such as clonazepam, has been
suggested as a reasonable alternative.”' Although clonazepam
does not confer the same antidepressant effect, it is less addic-
tive and may be better suited for patients with strict situational
anxiety and no signs of depression. This medication can be
started at 0.25 mg twice a day (BID) and increased every 2
days up to 0.5 mg TID, with a maximum dose of 4 mg/day,
though as with alprazolam, a maximum of 2 mg/day may be
more practical for dermatologist prescribers. Once again,
benzodiazepines are best suited for short-term use, and as
such, they are commonly used for managing anxiety while
safer, more long-term but slower-acting treatments (such as
those discussed later in text) are taking time to affect the
physiological changes needed for therapeutic benefit.”

Another type of anxiolytic is a medication called buspi-
rone, which is classified as a non-benzodiazepine anxiolytic,
meaning that it does not carry the same risks of addiction,
withdrawal, and sedation.” This medication is typically
prescribed to treat GAD and is not fit for as-needed or situ-
ational use because its effects can take at least 2 weeks to
appear. The starting dose for buspirone is 5 mg TID or 7.5
mg BID. Because of its linear pharmacokinetics and short
half-life, it is possible to increase the dosage by 5 mg/day
every 2—3 days until a target of 20—30 mg/day, divided into
two or three daily doses, is reached.” If, after several weeks,

adequate clinical improvement has not been obtained, it is
possible to titrate up to a maximum dosage of 60 mg/day.
The side effect profile for buspirone is relatively mild, with
common symptoms like gastrointestinal (GI) disturbances
(nausea, vomiting, and diarrhea), sleepiness, fatigue, light-
headedness/dizziness, and headache.”™

As another alternative, the selective serotonin reuptake
inhibitors (SSRIs), escitalopram and paroxetine, are also
approved for the treatment of GAD.” SSRIs are first-line
antidepressant medications that have been used safely for
many years, with common adverse effects including GI
disturbances, sexual dysfunction, and somnolence, and more
serious possible reactions like serotonin syndrome, paradoxi-
cal increased suicidality, syndrome of inappropriate antidi-
uretic hormone secretion (SIADH). In direct comparison,
escitalopram has shown superiority over paroxetine and has
demonstrated long-term efficacy and safety in the treatment
of GAD.”*" Escitalopram can be started at 10 mg/day and
increased after 1 week to the maximum of 20 mg/day. Both
the doses have shown effectiveness and good tolerability. As
escitalopram is an antidepressant, unlike benzodiazepines and
buspirone, an additional risk is the potential for triggering
a manic episode in a patient with bipolar disorder. It is thus
important to ensure that there is no history of mania prior to
starting a patient on escitalopram or any other antidepressant.

Depression
For some individuals with depression, irritability and psycho-
motor agitation can be prominent features, and these can con-
tribute to the development of primary psychiatric conditions like
neurotic excoriations, factitial dermatitis, and acne excoriée.
Doxepin is a tricyclic antidepressant (TCA) medication that
has shown great utility in treating these types of patients.” The
reason why doxepin is unique among the other numerous anti-
depressants is that it demonstrates potent antihistamine effects,
resulting in decreased itching.®*? The antihistamine effects
may also cause drowsiness, so the medication is often recom-
mended for use at bedtime. Doxepin can be started at 25 mg/
day and increased by 25 mg every 5—7 days until reaching the
ideal therapeutic dose, typically between 100 and 300 mg/day.’
As a TCA, doxepin comes with all the classic side effects
and risks that this drug class carries, including anticholinergic
symptoms (dry mouth, urinary retention, blurry vision, tachy-
cardia, etc), cardiac conduction problems, and orthostatic hypo-
tension. TCAs are potentially lethal in overdose, so be sure to
ask directly and explicitly about suicidal or self-harm thoughts.
Any suspicion of suicidality in a patient should elicit appropri-
ate caution in prescribing, making sure to avoid providing an
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excessive number of tablets beyond what is necessary to last
the patients until their next appointment. Closer follow-up
(more frequent visits) may also be warranted. Fortunately, it
is possible to check the serum levels of doxepin, and this can
be useful not only in investigating potential cases of overdose
but also in confirming patient compliance with treatment and
determining whether therapeutic levels have been reached.®*#

For other depression variants, SSRIs are typical first-line
medications due to proven effectiveness and overall better
safety and tolerability compared to alternative antidepressant
classes like TCAs and monoamine oxidase inhibitors. Sero-
tonin—norepinephrine reuptake inhibitors (SNRIs) are also
a first-line option, and some studies have demonstrated the
SNRI, venlafaxine, to be particularly effective in melancholic
depression and patients with significant psychomotor retarda-
tion.®#6 The SSRIs fluoxetine and sertraline are often con-
sidered to be more “activating” options in this class, making
them good for melancholic depression as well, with sertraline
demonstrating better effectiveness and better tolerability.?”*
In fact, one large meta-analysis concluded that sertraline is
the overall best option for initial treatment in patients with
moderate to severe depression, as it has the best balance of
effectiveness, tolerability, and cost.®® Sertraline can be started
at 50 mg/day and increased every week by 25 mg/day up to
the maximum of 200 mg/day, if necessary. Some psychiatrists
start at an even lower dose (12.5 or 25 mg/day) and expect
to see benefits by 100 mg/day, in most cases.

SSRIs and SNRIs are widely prescribed and overall safe
options that dermatologists can feel comfortable prescribing,
but in cases where discomfort is too high, the over-the-counter
herbal supplement, St. John’s wort (hypericum perforatum)
has demonstrated effectiveness in mild-to-moderate depres-
sion.”* Adverse effects are uncommon (2.4%) and mild,
including GI upset, headaches, and insomnia.” Although
effective and well-tolerated, it does affect the metabolism of
various other drugs by acting as an inducer of the cytochrome
p450 34A enzyme.* This activity can lead to decreased serum
levels of other medications, like alprazolam, for instance.
For this reason, St. John’s wort is contraindicated in patients
taking cyclosporine to prevent organ transplant rejection or
GVHD, as blood levels of cyclosporine can drop dangerously
low and lead to serious consequences.” Careful review of
the patient’s medication list is thus necessary before recom-
mending St. John’s wort, but this is a good alternative to
prescription of antidepressants for those with mild disease.

Psychosis
Psychosis is the chief underlying psychopathology in psy-
chodermatological disorders like delusions of parasitosis, in

which patients maintain the fixed, false belief (delusion) that
parasites reside within their skin and must be picked out.”
Such delusional conditions are part of a subset of psychosis
called monosymptomatic hypochondriacal psychosis (MHP),
in which the delusions are confined and far less pervasive
and impairing than the psychotic symptoms of conditions
like schizophrenia.”*?® In dealing with patients suffering
from delusional beliefs, it is important to be accepting and
non-argumentative in order to establish rapport.>*’ This
means willingness to examine evidence and expression of
open mindedness. The clinician must, at the same time, avoid
validating or reinforcing the patient’s false beliefs.’

Prior to prescribing psychotropic medications, it is
imperative that the clinician determines whether or not the
patient’s symptoms are stemming from actual organic origins.
A patient with suspected DI, for instance, may have an actual
infestation with scabies or lice (careful examination and
skin scraping, of course, are vital), or they may experience
formication (the sensation of biting or crawling on the skin)
as a result of recreational drug abuse with amphetamines,
cocaine, alcohol, or other illicit substances. Other potential
causes include vitamin B12 deficiency, cerebrovascular
disease, multiple sclerosis, Parkinson’s disease, syphilis,
hypothyroidism, diabetes, cancer, and iatrogenic.>**8 Dopa-
minergic medications prescribed for Parkinson’s disease,
including ropinirole and piribedil, have been identified as
causes of DI in several cases.”®* Ruling out these trigger-
ing factors is important, as only primary DI (caused by true
delusion/psychosis) is treated with antipsychotics, whereas
secondary DI (that which has an organic basis) is treated by
addressing the underlying issue. Ruling out substance abuse
may require more than simply asking the patient whether they
use drugs, as substance abuse seems to be quite prevalent
in this patient population, and they do not always openly
disclose the habit.!® As a result, routine urine drug screens
may be recommended for new patients with DI, even if they
deny drug use.®1%

Pimozide is a typical, first-generation antipsychotic
that has classically shown effectiveness in treating MHP
in dermatological patients, particularly delusions of para-
sitosis.”>?101-1% The starting dose is 1 mg/day and can be
increased by 1 mg every week. The maximum dose is 10 mg/
day, but patients with MHP typically show good response
at doses of 4 mg/day or less.’ Extrapyramidal symptoms,
such as dystonia and parkinsonism, are possible and can
be combatted with benztropine mesylate (Cogentin) taken
1-2 mg BID or diphenhydramine taken 25 mg 3—4 times
a day.!® Cardiac conduction abnormalities have also been
reported, with electrocardiographic changes such as T-wave
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abnormalities and QT interval prolongation, so a baseline
electrocardiogram is recommended prior to starting pimozide
and again after treatment has begun. This may be completed
in coordination with the patient’s PCP, and if concern such
as QT prolongation is present, the medication should not be
started or should be discontinued. Drug—drug interactions
are also possible, particularly with medications that are
metabolized by cytochrome P-450 isozyme 3A4.%

Although pimozide has historically been the go-to
medication for DI, the development of second-generation
atypical antipsychotics (SGAs) has shifted attention onto
these newer, safer agents, which are known to cause fewer
extrapyramidal and anticholinergic side effects.®*!% Although
a large meta-analysis of >1,200 cases revealed effectiveness
of antipsychotics in DI, with ~50% rate of full remission,
this study was published before the era of SGAs.'”” A more
recent, comprehensive investigation into the effectiveness
of SGAs identified 63 published cases of DI in which SGAs
were used, demonstrating that partial or full remission was
obtained in 75% of patients.> Olanzapine and risperidone
were the most widely used agents.

Other atypical antipsychotic options recommended for
the treatment of DI include quetiapine, amisulpride, and the
so-called third-generation antipsychotic, aripiprazole.!%%1%°
Doses of these medications (risperidone 0.5-1 mg daily;
olanzapine 5 mg daily; quetiapine 50 mg daily; amisulpride
50 mg daily; and aripiprazole 5 mg daily) are lower for DI
than for more pervasive psychotic conditions like schizophre-
nia, and routine lab monitoring is not typically necessary.*
Due to the risks of cardiotoxicity and drug interactions
with pimozide, these agents have now replaced pimozide as
first-line treatment for DL.®¢ Of note, the SGA clozapine
was not included in this recommended list, as this medica-
tion requires frequent blood count monitoring due to risk
of agranulocytosis. In addition, it is important to recognize
that almost all antipsychotic agents can cause weight gain
and/or metabolic syndrome, with olanzapine and clozapine
posing the greatest risk, and amisulpride and aripiprazole
with little to none.!'® As an interesting side note, studies
have determined that this weight gain is mediated through
an antagonistic effect on histaminergic H1 receptors (HIR),
and the commonly prescribed HIR agonist and anti-vertigo
drug, betahistine, is able to safely and effectively mitigate
antipsychotic-associated weight gain. =113

Although it may be difficult to convince a patient to
try an antipsychotic medication, returning to motivational
interviewing techniques can be effective. Presenting the
medication as an attempt to decrease agitation or uncomfort-
able sensations (rather than explicitly stating that it will treat

psychosis or improve the patient’s skin) may be worth a try.
In addition, one expert explains to the patient the importance
of treating their condition from the outside-in (with topical
medications and creams, such as mupirocin and moistur-
izers) as well as the inside-out (with medication), stressing
that successful treatment truly requires both routes of attack.
To support patient compliance, it is useful to note that these
medications take 6 weeks to start working, and peak effect
is not expected until 6 months after starting.% If treatment is
effective and patient experiences remission of DI, it is rea-
sonable to attempt weaning off of the antipsychotic starting
3 months after remission is obtained, with plan to restart if
relapse occurs. The highest risk of recurrence is within the
first 3—4 months following discontinuation of antipsychotic
therapy, with ~25% of patients experiencing return of symp-
toms requiring longer treatment courses or possibly long-term
maintenance therapy.''*

Although prescription of antipsychotics is not a typical
activity for dermatologists, some have argued that it should
be, particularly since MHP patients differ drastically from the
more globally affected individuals seen by psychiatrists.!®
Antipsychotic treatment can lead to a happy patient whose
disease is well-controlled instead of a seemingly hopeless,
“difficult” patient who continually rotates through your clinic
without any sign of improvement despite ample and repetitive
counseling. It represents an opportunity for dermatologists
to truly take charge of their patients’ health and to adeptly
focus their efforts on the root cause of the skin condition for
which the patients seek care.

Obsessive—compulsive
The last conditions to discuss are those based in obsessive—
compulsive behavior. While referral for psychological coun-
seling — such as CBT, exposure and response prevention, or
other behavioral modification therapies — can be extremely
effective and should be considered first-line, patients can be
resistant to these options or may fail to respond, in which case
psychopharmacological interventions are necessary.!'>!!7
Clomipramine is a TCA that has shown superiority in its
class for the treatment of OCD and related conditions, such
as trichotillomania and onychophagia (nail biting).!!-12!
Clomipramine is started at 25 mg/day and can be titrated up
to 250 mg/day if needed.'?* For children, the maximum dose
is 3 mg/kg/day. Side effects are similar to other TCAs as pre-
viously discussed, with slightly more occurrence of seizures
(lowers the seizure threshold) and sexual dysfunction.'?
Fluoxetine is an SSRI alternative for OCD, which has
shown similar efficacy and has been successful in treating
dermatological conditions like habit-tic deformity of the
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nail.'?>12* It is prescribed at 20 mg/day and can be increased  be noticed for a few weeks, and peak benefit may take 6-8
to 80 mg/day maximum if necessary, although 2040 mg/day =~ weeks. Of note, fluoxetine is FDA-approved for depression
is typically effective. As with other SSRIs, effects may not  but not OCD, so use in this condition would be oft-label.

Patient interview
Psychological and HRQoL screening
tools

Issue suspected No issue suspected

Path per clinician
comfort level No further action

Referral to psychiatry or combined
dermatology-psychiatry clinic

Patient agrees to go Patient refuses to go

Motivational interviewing,
Coordinated psychiatric Patient advocate importance of
management per agrees to go psychiatric input
psychiatrist:
psychotherapy and/or Patient
medication. refuses to go

Continued management of
dermatologic
manifestations per Psychopharmacological
dermatologist treatment within your
comfort zone

: ; Determine underlying
» Benzodiazepines (for psychopathology
situational anxiety)
Obsession—

O Alprazolam Anxiety compulsion ¢ SSRIs

O Clonazepam O Fluoxetine
Buspirone (for GAD) Depression Psychosis « TCAs
« SSRIs (for GAD) o Clomipramine

o EscntanPram o N-acetylcysteine

O Paroxetine

¢ SSRIs o Atypical antipsychotics (first-line)
o Sertraline > fluoxetine (for melancholic o Risperidone

depression or psychomotor slowing) o Olanzapine

* SNRIs O Quetiapine
O Venlafaxine (for melancholic depression) o Amisulpride

e TCAs O Aripiprazole
O Doxepin (for psychomotor agitation) e Pimozide

o St. John’s wort (for mild-moderate depression)

Figure | Approach to the treatment of psychiatric comorbidity in dermatology.

Notes: This is an algorithmic approach to the detection and treatment of psychodermatological disease based on the information reviewed in this paper.

Abbreviations: GAD, generalized anxiety disorder; MHP, monosymptomatic hypochondriacal psychosis; QolL, quality of life; SSRI, selective serotonin reuptake inhibitor;
SNRI, serotonin—norepinephrine reuptake inhibitor; TCA, tricyclic antidepressants.
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A more unique treatment option for this class of condi-
tions is N-acetylcysteine (NAC), which has shown great
promise in the treatment of trichotillomania.!?**'%® Unlike
other impulse control disorders, trichotillomania is often
resistant to SSRIs, but a Cochrane review by Rothbart et al
determined that NAC, as well as clomipramine and olanzap-
ine (an antipsychotic), may be effective.'” NAC is an amino
acid that acts as a glutamate modulator and may exert its
effects by normalizing dysregulated extracellular glutamate
concentrations in the nucleus accumbens: an area of the brain
that plays a key role in motivation and reward.'?® The common
dose of NAC for trichotillomania is 1,200 mg/day, with few
if any adverse effects reported by patients. Some argue that
the apparent efficacy of NAC in trichotillomania suggests it
could and should be tried for other impulse control disorders
that involve scratching or picking.'?®

For habit-tic deformity of the nail, one clinician discov-
ered an inexpensive and safe treatment that was effective in
normalizing the nails of two patients after 3—6 months of
use.'*® He had the patients apply cyanoacrylate adhesive (a
form of instant glue) to the proximal nail fold of affected nails
1-2 times a week, effectively forming a physical barrier to
external trauma. While creative, this method does not neces-
sarily cure the patients’ underlying motivation to scratch at
their cuticles, and relapse can be expected and, indeed, was
seen in one of the subjects. Interestingly, though, this subject
reinstituted treatment until normalization of the nail again
was achieved, and following subsequent discontinuation of
therapy, he was able to maintain normal nails with reported
resolution of his previous picking habit. As a relatively benign
topical option, this may be worth trying, but it is also impor-
tant to note the possibility of developing contact dermatitis
in response to the cyanoacrylate.!3!-133

Conclusion

The intent of this review was to express how prevalent and
troubling psychiatric comorbidity is for patients with der-
matological disease. It is not a rarity that might oblige us to
ignore learning the elements of diagnosis and treatment, but
rather a widespread and mounting problem that beseeches our
attention. Although most dermatologists are not mental health
professionals with a breadth of training in psychotherapy and
psychopharmacology, we do have the mental capacities to
acquire the basic principles of these fields and to apply them
for the betterment of our patients. Shedding our negative
stigmas and opening our eyes and ears to the psychological
struggles of our patients will not only make us better physi-
cians, but will allow us to grow and expand our specialty in
ways that will provide a huge service to our patients and our

communities, in a field where the need for help is as high as
ever. Implementing screening tools is essential in capturing
the psychiatric comorbidity that often goes unseen in derma-
tology clinics, and referral to psychiatry or coordination with
primary care is a great option for management, if the patient
is willing. If not, starting the process of psychopharmacologic
treatment falls in the hands of the dermatologist, and denial
of this reality will only prolong the patient’s suffering. By
utilizing the information outlined in this paper (Figure 1), the
hope is that dermatologists can establish an adequate degree
of comfort with some of the commonly used psychotropic
agents, and the process of treating each patient as a whole
can begin on a grand and impactful scale.
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