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ABSTRACT: Background: Psychodermatologic disorders (PDs) involve interactions
between psychological factors and skin disease. Despite their clinical relevance,
psychodermatologic disorders are often overlooked in primary care, particularly in
resource-limited settings where mental health stigma, limited specialist availability, and

inadequate physician training remain important barriers.

Objective: This review examines the classification, diagnosis, and management of PDs

from a family medicine perspective, emphasizing practical strategies for primary care.

Methods: PubMed, Scopus, and Google Scholar were searched for relevant English-
language publications published between January 2000 and October 2026. Eligible
publications were synthesized narratively across the main themes of classification,

diagnosis, management, interdisciplinary care, and physician education.

Results: PDs were commonly classified into three groups: primary psychiatric disorders
with cutaneous manifestations, such as trichotillomania; psychiatric consequences of
chronic skin disease, such as depression associated with psoriasis; and skin conditions
exacerbated by psychological stress, such as eczema. Reported batriers to recognition and
management included limited consultation time and insufficient professional training.
Nevertheless, screening questionnaires, initial counseling, collaborative care, and targeted

professional education may improve recognition and management.

Conclusion: Effective management of PDs in primary care requires focused physician
education and integration of mental health support with dermatological care. Because
family physicians often maintain continuous, trusting relationships with patients, they are
well positioned to identify these disorders eatly, reduce barriers to care, and coordinate
comprehensive management. This integrated approach is especially important in resource-

limited and culturally diverse settings.

Psychodermatology focuses on the complex relationship between mental health and skin disease, including the ways in which

psychological stress may trigger or exacerbate dermatologic conditions. Numerous skin disorders are influenced by

psychological factors or may themselves cause considerable psychological distress, underscoring the importance of addressing

both dimensions in clinical care. Integrating psychological assessment and support into dermatologic care may contribute to

improved clinical outcomes and patient quality of life 12. Stress may affect the skin by impairing its protective batrier, disrupting

immune regulation, and increasing inflammation. These mechanisms may contribute to exacerbations of chronic skin conditions

such as psoriasis >*.
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A widely accepted classification system divides psychodermatologic disorders into three main categories: (1) primary psychiatric
conditions with dermatologic manifestations, such as trichotillomania or delusional infestation; (2) secondary psychiatric
conditions arising from chronic or visible skin diseases, such as anxiety associated with acne; and (3) psychophysiologic
disorders in which psychological stress exacerbates existing skin conditions, such as eczema or urticaria. This classification

provides a practical framework for clinicians 3.

Advances in psychoneuroimmunology have further clarified how stress-related alterations in immune function and skin integrity
may influence dermatologic outcomes. Pharmacologic management may include selective serotonin reuptake inhibitors for
selected psychiatric comorbidities or compulsive behaviors, whereas doxepin may be considered in selected cases of pruritus
or urticaria because of its antidepressant and antihistaminic properties .

Despite these advances, psychodermatologic disorders frequently remain unrecognized in primary care settings. Psychological
contributors to dermatologic complaints may not be routinely assessed in family practice because of limited training, time
constraints, or discomfort in discussing mental health, particularly in settings where psychiatric conditions remain highly

stigmatized. This may contribute to delayed recognition, fragmented cate, and incomplete management.

While much of the existing literature addresses psychodermatologic disorders from dermatologic or psychiatric perspectives,
the present review focuses on the role of family physicians. As frontline healthcare providers, family physicians are often the
first point of contact for patients with psychocutaneous concerns. By incorporating psychosocial screening, providing initial
supportt, and coordinating appropriate referrals, they may help integrate dermatologic and mental health care. This role is
particularly relevant in resource-limited or culturally sensitive settings where access to specialist care may be restricted and

patients may be reluctant to seek psychiatric assistance.

Consequently, this review aims to examine psychodermatologic disorders from a family medicine perspective. It highlights
relevant clinical presentations, outlines diagnostic and therapeutic challenges, and identifies strategies to improve awareness,

early recognition, and interdisciplinary collaboration in primary care settings.
METHODOLOGY

This structured narrative review examined the classification, diagnosis, and management of psychodermatologic disorders from
a family medicine perspective. PubMed, Scopus, and Google Scholar were searched for relevant English-language publications
published between January 2000 and October 2026. The literature search was last updated in October 2026. Search terms

EENT EENT

included combinations of “psychodermatology,” “psychocutaneous disorders,” “primary care,” “family medicine,” and “mental

health in dermatology,” using the Boolean operators AND and OR.

Publications were eligible for inclusion if they addressed the classification, diagnosis, management, psychosocial impact, or
primary care implications of psychodermatologic disorders. Original studies, review articles, relevant book chapters, and
authoritative organizational reports were considered. Case reports, non-English publications, publications that did not address
the psychosocial aspects of dermatologic disease, and those with no clear relevance to family medicine or primary care were

excluded.

Potentially relevant publications were screened by title and abstract, followed by full-text assessment according to the eligibility
criteria. Study selection and eligibility assessment were conducted by the author.

The included publications were analyzed thematically across four domains: classification and clinical spectrum, diagnostic and
management challenges, the role of family physicians, and integrated multidisciplinary care and educational needs. Findings
were synthesized narratively because of the clinical and methodological diversity of the included literature; no quantitative meta-

analysis was performed.

As this review involved no direct participation of human subjects and no identifiable or private patient data, institutional ethical

approval was not required.
Key findings

Four key thematic domains emerged from the reviewed literature, highlighting practical considerations for family physicians
involved in managing psychodermatologic conditions.
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1. Classification and Clinical Spectrum of Psychodermatologic Disorders:

A commonly used clinical framework classifies psychodermatologic disorders into three broad and potentially overlapping
categories: primary psychiatric disorders with dermatologic manifestations, secondary psychiatric conditions arising from
chronic skin disease, and psychophysiologic dermatoses influenced by psychological stress. This framework may help family
physicians recognize and manage the range of psychocutaneous presentations encountered in clinical practice. Table 1
summarizes the defining features, psychiatric associations, dermatologic manifestations, and management considerations for

each category.

Primary psychiatric disorders are conditions in which an underlying psychiatric disorder produces perceived, self-induced, or
behavior-related dermatologic manifestations. Examples include delusional parasitosis, trichotillomania, and body dysmorphic
disorder. In these conditions, symptoms such as fixed false beliefs, compulsive behaviors, or distorted perceptions of
appearance may lead to dermatologic complaints or self-inflicted skin and hair changes. Early recognition and collaborative

management are important for limiting chronic symptoms and further psychological or physical harm 7.

Secondary psychiatric conditions arise as emotional or behavioral consequences of chronic, visible, or disfiguring skin disease.
Patients with psoriasis, vitiligo, or acne may experience depression, anxiety, reduced self-esteem, or social isolation. Although
these symptoms do not always meet the diagnostic criteria for a psychiatric disorder, their psychological burden may adversely
affect treatment adherence, quality of life, and dermatologic outcomes 8.

Psychophysiologic dermatoses are dermatologic conditions that may be triggered or exacerbated by psychological stress. Atopic
dermatitis, psoriasis, and urticaria may worsen during periods of emotional distress. Psychoneuroimmunologic mechanisms,

including stress-related immune dysregulation and impairment of the skin batrier, may contribute to this relationship °.

Considerable overlap may occur among these categories. For example, a patient with psoriasis may experience stress-related
disease exacerbations while also developing depression in response to the visible and chronic nature of the condition. This

clinical complexity supports the use of a holistic biopsychosocial approach to assessment and management in family medicine.
2. Diagnostic and Management Challenges in Primary Care

Available evidence indicates gaps in healthcare professionals’ knowledge, training, and confidence regarding the recognition

and management of psychocutaneous conditions '°. Similar gaps may affect primary care practice, contributing to under

recognition and fragmented care'’.

Cultural stigma surrounding mental illness may impede effective care in Middle Eastern settings. A cross-sectional study
conducted among healthcare professionals in Qatar identified stigmatizing attitudes toward patients with mental illness,

highlighting the need to improve professional awareness and communication 2.

Structural challenges may also affect the integration of mental health care into primary care settings. In Jordan, WHO initiatives
have emphasized strengthening the capacity of healthcare teams through targeted mental health training. These initiatives
highlight the importance of equipping primary care professionals with the knowledge and skills needed to recognize mental

health concerns and support integrated, community-based care *3.

Collectively, these educational, clinical, cultural, and structural barriers may contribute to delayed recognition, insufficient

psychosocial support, fragmented care, and poorer outcomes among patients with psychodermatologic disorders.
3. The Role of Family Physicians in Holistic Care

Family physicians are well positioned to contribute to the recognition and management of psychodermatologic disorders
because of their accessibility, continuity of care, and biopsychosocial approach. As the first point of contact for many patients
with skin complaints, they may identify relevant psychological factors, initiate appropriate assessment and support, monitor

patients over time, and coordinate referrals when specialist care is required.

To supportt the early identification of depressive symptoms, family physicians may use the Patient Health Questionnaire-9
(PHQ-9), a brief and validated instrument for assessing depression severity. Its concise format makes it suitable for use in

primary care and may assist physicians in identifying patients who require further psychological assessment or referral ',
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Beyond screening, family physicians can provide initial support through patient education, reassurance, and appropriate referral.
When primary psychiatric disorders manifest through the skin—such as trichotillomania, excoriation disorder, or delusional
infestation—recognition of the underlying psychiatric condition is essential. Management should be tailored to the specific
disorder and may require psychiatric evaluation and disorder-specific pharmacologic treatment rather than dermatologic

treatment alone 15,

Because psychodermatologic disorders lie at the interface of dermatology, psychiatry, and psychology, collaboration among
these disciplines is important, particularly in complex or persistent cases. Family physicians can facilitate appropriate referral to

dermatology or mental health specialists while continuing to monitor treatment adherence and provide longitudinal support 1°.

Through these roles, family physicians may help connect dermatologic and mental healthcare and promote comprehensive,
stigma-sensitive, and patient-centered management of psychodermatologic disorders.

4. Need for Integrated and Multidisciplinary Approaches

The management of psychodermatologic disorders may require collaboration among family physicians, dermatologists,
psychiatrists, and psychologists because these conditions can involve overlapping dermatologic and psychiatric features '¢'7.
Multidisciplinary care may support more comprehensive assessment, reduce fragmentation between services, and facilitate

appropriate management, particularly in complex, persistent, or diagnostically uncertain cases.

Capacity-building initiatives in Jordan have emphasized strengthening the mental health knowledge and skills of healthcare
teams. WHO-supported training initiatives highlight the importance of preparing healthcare professionals to recognize mental

health concerns and provide appropriate initial support within community and primary care settings 2.

Reported gaps in healthcare professionals” knowledge, awareness, and clinical practice highlight the need for continuing medical
education in psychodermatology'®'". Educational initiatives should also address stigmatizing attitudes toward mental illness
among healthcare professionals, particularly in regional healthcare settings'>.  Given the interdisciplinary nature of
psychodermatology, its basic principles may also provide a useful foundation for educational activities involving family
medicine, dermatology, psychiatry, and psychology 17, Addressing stigma is an important component of integrated
psychodermatologic care. Evidence from a regional study conducted among healthcare professionals in Qatar identified
stigmatizing attitudes toward patients with mental illness. These findings highlight the importance of promoting respectful,

non-stigmatizing communication and improving healthcare professionals’ awareness of mental health concerns 2
DISCUSSION

Psychodermatologic disorders are clinically relevant to primary care but may remain underrecognized despite their potential
effects on patients’ quality of life and healthcare use. This review identified several barriers to their recognition and management,
including gaps in professional knowledge and training, stigmatizing attitudes toward mental illness, and limited integration
between dermatologic and mental health care. Strengthening the capacity of family physicians in psychodermatology may
support eatlier recognition, appropriate initial management, patient education, and timely referral when specialist care is

required.

Studies conducted in international and regional settings have identified gaps in healthcare professionals” knowledge, awareness,

19,11 Such gaps may hinder the recognition of psychological factors

and clinical practice regarding psychodermatology
associated with dermatologic presentations. In addition, a regional study conducted among healthcare professionals in Qatar
identified stigmatizing attitudes toward patients with mental illness'?. Together, these findings highlight the need for structured
education and culturally sensitive training for healthcare professionals involved in the care of patients with psychodermatologic

conditions.

The continuity and comprehensive nature of family medicine may place family physicians in a favorable position to recognize
psychodermatologic disorders at an early stage. Conditions involving self-inflicted lesions or psychocutaneous symptoms,
including trichotillomania and delusional infestation, require timely recognition, appropriate assessment, and referral when
necessary'®'%. The substantial psychological burden reported among dermatology patients further supports the importance of
considering mental health symptoms during clinical assessment 2°. The PHQ-9 may assist in identifying depressive symptoms;

however, its results should complement rather than replace a comprehensive clinical assessment '*,
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Family physicians may also provide patient education, supportive counseling, and initial management according to the patient’s
diagnosis and clinical needs. Pharmacologic treatment should be individualized rather than directed broadly at
psychodermatologic symptoms. SSRIs may be considered for appropriate coexisting depressive, anxiety, or selected compulsive
symptoms, whereas doxepin may be considered in selected cases of pruritus because of its antidepressant and antihistaminic
properties ®2'. Incorporating psychological assessment into dermatologic care may help reduce stigma, support treatment
adherence, and facilitate timely referral to appropriate multidisciplinary services.

The interaction between psychological stress and skin health is well recognized®, while unmet educational and training needs
in psychodermatology have also been reported ?*. Studies involving healthcare professionals have identified gaps in knowledge,

2*26 " These findings support the inclusion of relevant

awareness, and clinical practice related to psychodermatology
psychodermatologic principles in undergraduate, postgraduate, and continuing medical education. Psychological and
educational interventions have also been evaluated in the management of chronic skin conditions, particularly eczema, further
illustrating the clinical relevance of addressing psychosocial factors in dermatologic care 2°. Such educational efforts may be
particularly valuable in settings were mental health stigma and limited specialist availability place greater responsibility on

primary care providers.

Psychodermatologic conditions may impose a substantial emotional and social burden. Individuals with visible chronic skin
diseases, including vitiligo, psoriasis, and acne, may experience shame, social withdrawal, and perceived stigma. In patients with
psoriasis, perceived stigmatization has been associated with greater disease-related disability?”. Health-belief-based education
combined with behavior-modification strategies has also been shown to improve adherence to skin-moisturizing care among
patients with psoriasis 2%, Psychiatric comorbidity has been associated with reduced quality of life among patients with

29

dermatologic diseases 2°. These findings support a holistic, patient-centered approach that combines appropriate medical

treatment with empathetic communication, patient education, and psychosocial support.

In Middle Eastern settings, mental health stigma and gaps in professional knowledge may complicate the recognition and
management of psychodermatologic disorders. Evidence concerning adolescents in Jordan indicates that stigma influences
perceptions of depression and mental health treatment; however, receiving treatment was viewed positively and was not
associated with increased perceived stigma *°. WHO-supported initiatives in Jordan have also emphasized mental health
training and capacity building among healthcare teams **. In addition, a Jordanian study involving patients with chronic
dermatologic diseases reported clinically significant anxiety in 52% and depression in 49% of participants *'. Research among
dermatologists in Turkey similatly identified gaps in psychodermatology-related knowledge, awareness, and practice patterns 2,
Collectively, these findings support culturally sensitive patient communication and structured professional education in

psychodermatology across regional healthcare settings.

Collectively, these findings support the need for culturally sensitive communication, clearer referral pathways, and practical

psychodermatology training for healthcare professionals.

These findings support an integrated and multidisciplinary approach to psychodermatologic disorders in primary care. The
substantial global burden of skin disease underscores the need for accessible and scalable approaches to dermatologic care .
Clinical guidance, clear referral pathways, and collaboration among primary care, dermatology, and mental health services may
facilitate more coordinated management. In resource-constrained settings, appropriately supervised task-sharing may offer a
practical means of expanding access to selected first-line psychological interventions **. Psychodermatologic principles may
also be incorporated into medical curricula and continuing professional education. Consistent with person-centered care, closer

integration of dermatologic and mental health services may support more comprehensive and equitable management.

This review has several limitations. As a narrative review, it was not designed to provide a systematic or quantitative synthesis
of the available evidence. Restricting the search to English-language publications may have excluded relevant regional evidence.
In addition, much of the available literature focuses on dermatology or psychiatry rather than specifically on family medicine,
and evidence from Jordan and other Middle Eastern primary care settings remains limited. The findings should therefore be
interpreted in light of these limitations.

Psychodermatologic disorders represent an important but potentially underrecognized challenge in family medicine. Their

management is influenced not only by clinical manifestations but also by educational, cultural, and healthcare-system factors,
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particularly in resource-limited settings. Strengthening professional education, reducing mental health stigma, improving

interdisciplinaty collaboration, and adapting services to local contexts may improve recognition, continuity of cate, and patient-

centered management. Family physicians can contribute to this process through eatly assessment, appropriate initial support,

longitudinal follow-up, and coordination with dermatology and mental health services.
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Legends of tables

Table 1. Classification of psychodermatologic disorders, with key psychiatric features, dermatologic presentations, and

management considerations. Adapted from references 5, 7, and 8.

Category Definition Examples Psychiatric Dermatologic Management
Features Presentation Focus

Primary Psychiatric disorder is | Delusional Delusions, Excoriations, Psychiatric

Psychiatric primary, and | parasitosis, compulsive alopecia,  self- | evaluation,

Disorders dermatologic Trichotillomani | behavior, inflicted lesions | pharmacotherapy
symptoms are physical | a, Body | distorted body (e.g., SSRIs,
expressions of the | dysmorphic image antipsychotics)
mental illness. disorder

Secondary Emotional or | Depression in | Mood Visible Psychological

Psychiatric psychiatric symptoms | acne, Anxiety in | disturbances, inflammation, support,

Disorders arise as a reaction to the | vitiligo or | low self- | chronic lesions, | dermatologic
distress  caused by | psoriasis esteem, and | psychosomatic treatment,  and
chronic  dermatologic social complaints patient education
diseases. withdrawal

Psychophysiol | Psychological — stress | Stress-induced | Anxiety, anger, | Flare-ups, Stress  reduction

ogic Disorders | triggers or worsens skin | flares in atopic | grief preceding | itching, redness | techniques,
conditions through | dermatitis, or worsening | exacerbated by | lifestyle
neuroimmunological psoriasis, or | dermatologic emotional stress | interventions,
pathways. urticaria symptoms combined care
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