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Around 15% of all encounters in general practice in 
Australia are related to the skin.1 The relationship of 
the skin and the mind serve as a good example of the 
intimate association between our physical and mental 
health. It also illustrates the importance of a holistic 
approach in caring for patients.

Psychological habits leading to skin problems

Lichen simplex chronicus is a typical example of a habit 
leading to a dermatological problem. The patient scratches 
and rubs a skin lesion repetitively. Anxiety is common.2 The 
site of the lesion is typically unilateral and reachable by the 
dominant hand. The nape of the neck, forearms, elbows, 
scrotal skin, legs, and ankles are predilected sites. Typical 
lesions are intensely pruritic with lichenification (Figure 1).
 Lichen amyloidosus commonly presents as pruritic 
brownish hyperkeratotic papules on the legs and feet and 
may result from chronic scratching due to lichen simplex 
chronicus. Scratching may lead to necrosis of keratinocytes 
resulting in amyloid deposition in the papillary dermis.3 
Management is difficult if the patient keeps on scratching. 
Time and patience are required to educate the patient 
about the core aetiology of their problem. Adequate 
symptomatic relief of pruritus is equally important. Potent 
topical corticosteroids may be indicated, provided there 
are no contraindications. Topical treatment may be advised 
with occlusion; occlusion enhances delivery of the drug 
and prevents the patient from scratching. Antihistamines 
such as hydroxyzine may have additional benefit as 
anxiolytic medications.
 Another habitually related skin problem is acne excoriée 

due to repeated picking. Pitted scars are typical (Figure 2) but 
hypertrophic scars and keloids are also seen in predisposed 
individuals. Depression, anxiety,4 and other psychological 
comorbidities5 should be explored. Cognitive psychotherapy 
may be needed to stop the patient from further picking.6 
Pulsed dye laser treatment may be beneficial for managing 
the scars by resurfacing.6

Emotional stress affecting skin diseases

Psychological stress may be an acquired factor affecting 
the expression of atopic dermatitis.7 Specifically, stress is 
thought to exert effects on immunomodulation which turns 
on a hypersensitivity response.7 Stress may lead to the 
release of noradrenalin, enhancing the migration of skin 
dendritic cells to lymph nodes and lead to increased T cell 
responses.8 Stressful events, playing video games, and 
frequently ringing mobile phones9 have been reported to 
be associated with increased serum IgE levels and a skew 
cytokine pattern toward Th2 type. Relaxation, self control of 
scratching and stress management are effective in the long 
term control of atopic dermatitis.10

 Perioral dermatitis presents with papules, papulovesicles, 
and papulopustules mainly over the perioral areas. The 
periorbital areas may also be involved. Comedones 
are absent. Perioral dermatitis may be associated  
with the over treatment of topical corticosteroids.  
Mainly affecting the face, it has a significant cosmetic 
impact resulting in psychological stress. Perioral dermatitis 
has been reported to be associated with nervousness, 
insomnia, headaches and fatigue.11 Successful management 
depends on appropriately addressing the physical and 
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psychosocial problems of the patient and the 
avoidance of potent topical corticosteroids.
 Dyshidrotic dermatitis, or pompholyx, is 
dermatitis of palmoplantar surfaces characterised 
by a pruritic, tense vesicular eruption. It is 
associated with atopic tendency and nickel 
hypersensitivity,12 stress, and psychological 
distress.13,14 Biofeedback training has been 

reported to be effective for patients recalcitrant to 
other treatment modalities.15

 Emotional stress is a precipitating factor 
in acute attacks of plaque psoriasis,16 both in 
children and adults.17 Hypnosis may be 
effective in inducing symptomatic remission for 
some patients.18 Psychological stress is also a 
precipitating factor for palmoplantar pustulosis.19

Quality of life

Dermatological diseases have a profound effect 
on the emotional, sexual, and social aspects of 
a patient's life. The impairment of health related 
quality of life is usually measured by validated 
questionnaires. Questionnaires specifically 
applicable to skin conditions include: the 
Dermatology Life Quality Index,20 Skindex,21 
Dermatology Quality of Life Scales,22 Dermatology 
Specific Quality of Life,23 Children Dermatology 
Life Quality Index,24 Psoriasis Disability Index,25 
and the Acne Disability Index.26

 In clinical trials, the best evidence for efficacy 
of a treatment should not be limited to evidence 
on its efficacy in controlling rash, but also its 
significant impact on the patient's quality of life. 
What patients perceive as important should at 
least bear the same, if not more, weight than 
what the GP can measure.

Psychiatric and neurological diseases 
leading to skin problems

Many psychiatric and neurological diseases may 
directly lead to skin problems. A notable example 
is restless legs syndrome wherein the patient 
experiences unpleasant crawling, creeping, and 
tingling sensations on the legs accompanied by 
involuntary kicking, particularly at night. Patients 
typically describe the sensation as ‘insects 
crawling under the skin’.27 The syndrome may be 

familial, transmitted in an autosomal dominant 
inheritance with variable penetrance, while 
secondary causes such as chronic renal failure 
and diabetes mellitus may be responsible in some 
cases.28 Treatment aims to exclude underlying 
causes and control symptoms with dopamine 
agonists, opioids, or benzodiazepines.28

 Patients with parasitophobia have a morbid 
fear of parasites, mainly ectoparasites such as 
mites on their skin. The characteristic history is 
that of the patient consulting different doctors, 
presenting with skin scrapings collected by 
themselves – what they believe are the evidence 
of infestation. Focal excoriations and erosions 
on the arms and legs may be present. Genuine 
infestations such as scabies or body lice should 
be investigated. Psychiatric opinion is frequently 
indicated, but may be declined by the patient.

Psychiatric disease presenting as 
factitious skin disease

While patients with parasitophobia believe they 
are infested, patients with factitious skin disease 
believe they do not have a problem yet voluntarily 
induce trauma or injury to their skin.
 In dermatitis artefacta, the patient self induces 
skin lesions and consults medical practitioners to 
satisfy internal psychological needs. They deny 
having a psychological or psychiatric disorder 
and usually decline referral to a psychiatrist. 
Many sufferers are adolescent or early 
adulthood females.29 Presentation may be as 
lymphoedema,30 cellulitis,31 or panniculitis.32

 Munchausen syndrome denotes the deliberate 
production of clinical signs generally affecting 
men with psychopathic personality disorders. 
Dermatitis artefacta, for which the signs present 
as skin lesions, is a manifestation of Munchausen 
syndrome. Children can present with dermatitis 

Figure 1. Lichen simplex chronicus presenting 
as an intensely pruritic solitary patch with 
lichenification on the dorsum of ankle

Figure 2. Pitted scars in acne excoriée due to 
repeated picking 

Figure 3. Nonscarring alopecia in a patient with 
trichotillomania 

Figure 4. Morbilliform eruption due to 
carbamazepine

Figure 5. Psoriasiform eruption related to an 
antipsychotic agent
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artefacta with underlying anxiety, depression, or 
personality disorder so as to seek the attention of 
their parents.33

 Trichotillomania is voluntary and repetitive 
hair manipulation and plucking. The manipulation 
typically occurs while the patient is engaged in 
routine daily activities rather than in the heat of 
emotional distress. Bezoars may occur in the 
gastric antrum as a result. Other self injurious 
habits such as skin picking may co-exist.
Examination would reveal nonscarring alopecia 
of single or multiple patches, mostly located 
at the scalp margins (Figure 3). The underlying 
causes are complex, but patients frequently 
have traumatic events in their childhood.34 It is a 
common cause of alopecia in children.35

Neurological and psychiatric medications 
and skin rashes

Neurological and psychiatric medications lead to a 
range of cutaneous rashes including morbilliform 
eruptions, urticaria, photosensitivity, pigmentary 
problems, acne, alopecia, fixed drug eruptions, 
lichenoid reactions, and psoriasiform eruptions 
(Figure 4–6).36,37

 On the other hand, psychiatric medications 
frequently have an active therapeutic effect on 
many dermatoses. Tricyclic antidepressants may 
be helpful in the control of chronic idiopathic 
pruritus,38 chronic urticaria,39 and chronic neurotic 
excoriations.40 Serotonin reuptake inhibitors 
may be effective in obsessive compulsive  
skin manipulation.41 

Discussion
The cutis and the psyche are inseparable. In the 
management of skin disease, as with any health 
problem, doctors should not limit themselves as 
to treat the disease. In patients presenting with 

skin problems, it is important to consider the 
broader perspective and adopt a holistic approach. 
General practitioners have the advantage 
of offering long term continuous care for their 
patients. They know their patients (and in many 
cases their families) well, and are in an excellent 
position to offer high quality care. 
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