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Abstract

The literature describes several dermatological conditions that are not caused by external agents but result from the complex
interaction between the brain and the skin. This interaction gives rise to a variety of dermatological lesions, which can be broadly
classified into two major categories: psychogenic dermatoses and psychosomatic dermatoses. In this article, we present three
cases of Psychodermatosis to illustrate a proposed detailed classification based on the underlying mechanisms and clinical
manifestations of these conditions. The cases include: (1) crusty, greasy, brownish facial lesions; (2) excoriated lesions with
post-inflammatory hypopigmentation, alopecia, and fractured hairs—characteristic of trichotillomania; and (3) lichenified
plaques on the dorsum of the feet, leaving hyperpigmented and atrophic hypopigmented scars, typical of factitious dermatitis. We
propose a refined dermatological classification of Psychodermatosis, encompassing two primary categories: (1) cutaneous
diseases associated with psychiatric disorders and (2) psychiatric conditions linked to specific cutaneous disorders known to be
influenced by psychosomatic factors.
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1. Introduction

The associations between the mind and skin in the genesis
or manifestations of dermatological diseases are well estab-
lished and classified in the area known as psychodermatology,
a relatively new medical field [1, 2].

Pharmacological and psychological interventions in the
treatment of psychodermatological disorders are standard
medical practices [3]. When patients experience any altera-
tions in their skin, their initial step is usually to consult a

dermatologist. Dermatologists, on the other hand, when con-
fronted with uncharacterized skin lesions, often link the con-
dition to mental and emotional states such as fear, anger, terror,
and shame that patients with dermatological diseases fre-
quently report. [4]. One of the most common psychoderma-
tological conditions is Dermatitis Artefactual (DA), a facti-
tious skin disorder caused by patients deliberately producing
skin lesions due to underlying psychological issues, with
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many patients being unaware of the self-inflicted nature of
their condition, especially among children [5].

In clinical practice, dermatologists frequently encounter
diseases where emotional factors significantly contribute to
the condition (Psychodermatosis) [1, 6-8]. These conditions
can be challenging to diagnose, and successful treatment often
involves modifying the patient's behavior regarding their
dermatosis [3].

Herein, we present descriptions of three unique cases of
Psychodermatosis and an alternative option of the treatment,
also a propose of a dermatological classification of skin
psychiatric condition.

2. Methods

All three cases were followed up at the Private Dermato-
logical Clinic located in Salvador, Bahia registered at the
medical council with the number CNPJ 050894770001/09.
This clinic is one of the reference clinics for the treatment and
diagnosis of dermatological disease in Salvador Bahia since
2000. It registered a total of 14761 cases of dermatological
diseases and a total of 452 cases of Psychodematosis cases
were documented. These three selected cases were the best
examples of Psychodermatosis. We review the literature using
the platform PubMed and Web of Science database. We per-
formed a systematic review in the platforms to select a total of
200 references to acquire the basis for the proposition of this
dermatological classification of Psychodematosis. Each pa-
tient signed the informed consent to permit the case presen-
tation in a dermatological meeting as well as publication in a
scientific journal of dermatology with the stipulation that their
names would not be disclosed.

3. A-Cases Reports

General aspects of the case related Psychodematosis re-
ported here

Case 1: A 71-year-old white, single male born and residing
in Rio de Janeiro, Brazil, complained of the appearance of
asymptomatic crusts on the face for five years.

He reported having undergone several topical treatments,
improving the condition; however, a relapse occurred a few
weeks after discontinuing the treatment. From the family
social history, it was possible to document risk factors asso-
ciated with Psychodematosis behavior. Her mother was a
heavy drinker of alcohol, and her father abandoned her family
when she was a child (5 years old). Upon dermatological
examination, crusty, unctuous, brownish lesions are located
on the lateral regions of the face (Figure 1).

He was referred to hospitalization for a better evaluation,
where the crusts were removed with saline solution and a
spatula (Figure 2). After total removal of the crusts, only
acne-prone skin was seen, with no other changes (Figure 3).
The scabs were an accumulation of sebum, dust, and grime.
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We started therapy with 2% salicylic acid discs twice daily to
adapt to the patient, as he did not accept washing his face.
During hospitalization, a fact that drew attention of the der-
matologist and psychiatrist was the scratched faces of people
in the magazines he was reading. We asked him why he was
reading that magazine and he said: Those people are wrong!
Upon being discharged from the hospital, the patient pro-
gressed with remission of the condition. He was referred to
psychotherapy, but he initially refused treatment. He subse-
quently agreed to be seen on an outpatient basis. Due to the
good doctor-patient relationship with the patient, he accepted
washing his face and reported getting a job. Based on the
clinical presentation, investigations, and psychiatric evalua-
tion, the final diagnosis was Darier’s disease (DN).

In this case, our differential diagnosis included pemphigus
foliaceus, Darier’s disease (DN), or seborrheic dermatitis on
both cheeks.

Figure 1. Shows crusty, unctuous, brownish lesions are located on
the lateral regions of the face.

Figure 2. The crusts lesions were removed easily with sa line solu-
tion and a spatula.
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Figure 3. Shows the picture of total removal of the crusts, only
acne-prone skin was seen, with no alteration.

Case 2:

A 28-year-old female patient, who was single and worked
as a home domestic, presented with localized hair loss in the
occipital region for three years and a feeling of itching in the
pre-sternal region for two months with subsequent appearance
of erythematous papular lesions. She was born in the state of
Bahia and was living in the state of Rio de Janeiro, Brazil. In
the past medical history, nothing is of note. It should be noted
that in social history, there was a departure from socializing
with family members for financial reasons.

On dermatological examination, excoriated lesions with
residual post-inflammatory hypochromic lesions in the
pre-sternal region (Figure 4) and the presence of an ill-defined
area of alopecia with fractured hair of varying sizes in the
occipital region (Figure 5), in addition to onychophagia
(Figure 6).

In complementary exams, direct mycology and culture of
the scalp lesion were negative. The histopathology of the
pre-sternal region and scalp lesion of the head skin was
compatible with lichen simplex chronicum and trichotil-
lomania (Figure 7), respectively.

Once the clinical and histopathological diagnoses of
trichotillomania, neurotic action, and onychophagia were
confirmed, therapy was started with a Minoxidil solution and
topical corticoid twice daily on the scalp in the pre-order area.
She was monitored every two weeks. Aft two months, there
was a complete remission of the lesions.

Figure 4. Typical excoriated lesions with residual post-inflammatory
hypochromic lesions in the pre-sternal region.

Figure 5. The presence of an ill-defined area of alopecia with frac-
tured hair of varying sizes in the occipital region typical of hand
manipulation.

Figure 6. Typical nail lesions of onychophagia.

Figure 7. Histopathology compatibles with lichen simplex chroni-
cum.

The histopathologic examination of the pre-sternal region
and scalp lesion of the head skin was compatible with lichen
simplex chronicum and scratch disease due to trichotilloma-
nia (Figure 7).

Case 3:

A 2x year old female presented with a foot wound of 2
years duration. She was a single housewife who was born and
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lived in Rio de Janeiro, Brazil. The past medical history in-
cluded cutaneous lesions characteristic of factious dermatitis
or artefact dermatitis for 4 years. (Figures 8 and 9). In the
social history, feelings of inferiority and rejection by family
members were observed. On physical examination, a 1 cm
mobile left cervical lymph node was noted which was painful
on palpation. On dermatological examination, an ulcerated
lesion with irregular, well-defined edges, with sero-purulent
secretion was noted in the right plantar region (Figure 10).
Lichenified plaques on the dorsum of the feet with residual
hyperchromic and atrophic hypochromic scars were noted on
the lower third of the legs and both feet (Figure 11). Histo-
pathological evaluation of several biopsies (Figures 8 and 9)
was categorized as nonspecific dermatological disease. Bi- Figure 10. Lichenified plaques on the dorsum of the feet with re-
opsies revealed pseudo-carcinomatous epidermal hyperplasia  Sidual hyperchromic and atrophic hypochromic scars.

with mixed superficial and deep infiltrate with granulation
tissue compatible with nonspecific ulcerated chronic in-
flammatory process in repair process.

Treatment was started with cephalexin 2 g/day, topical
corticosteroids twice a day, dressings with acetic acid and
gentamicin and symptomatic patients. An improvement in the
infection was noted when the limb was bandaged, thus con-
firming the diagnosis of factitious dermatitis.

Figure 11. Ulcerated irregular sera-purulent lesion with
well-defined edges, in the toes of right plantar foot region.

Figure 8. Is a typical lesion of a factious dermatitis caused by ma-
nipulation of the lateral right feet with the pen cap.

R o T i o
Figure 12. Pseudo-carcinomatous epidermal hyperplasia with
mixed superficial and deep infiltrate with granulation tissue.

(Figures 12 and 13) was categorized as nonspecific der-
matological disease. Biopsies revealed pseudo-carcinomatous
epidermal hyperplasia with mixed superficial and deep infil-
trate with granulation tissue compatible with nonspecific
ulcerated chronic inflammatory process in repair process.

Figure 9. A typical scars lesions of artefact dermatitis.
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Figure 13. Classical pseudo carcinomatous epidermal hyperplasia
with mixed superficial and deep granulation infiltrates.

B-Proposal of a detailed dermatological classification for
Psychodermatosis.

Throughout various civilizations and cultures, the connec-
tion between health and illness and one's emotional equilib-
rium has been widely acknowledged [9]. While mental states
can influence the course of some diseases, they do not solely
determine the genesis of specific pathologies, but they could
be more important in the disease manifestation than the ap-
parently body disease manifestation [10]. This understanding
dates back to the teachings of the Father of Medicine, Hip-
pocrates (460-322 BC) He describes patients that tore their
hair in responses to emotional distress also he emphasized the
importance of emotional calmness for physical recovery [11,
12]. Nevertheless, the illness, as a concept of "becoming ill,"
arises because of a historical-biological process developed in
adverse conditions [13]. Diagnosing a disease goes beyond
identifying a morbid state; it involves recognizing a unique
way of existence of a disease state [14]. It is essential to ap-
proach illnesses from a psychosomatic perspective, delving
into the human condition and personal aspects of the patient
[14]. The interplay between mind and body plays a crucial

role in determining the overall health of an individual [15]

At least one-third of dermatology patients with skin dis-
orders are associated with emotional factors [16]. In this
manuscript, we illustrated psycho-dermatosis by describing
three cases focusing on the clinical aspects of the self-induced
dermatological disease. There are two different groups of
psychodermatosis:

Cutaneous diseases associated with psychiatric disorders
and (2) Psychiatric diseases associated with certain cutaneous
disorders that are known to be influenced by psychosomatic
factors. This classification is well-described by M. A. Gupta
and A. K. Gupta in an update for psychodermatosis [1].

The literature shows many variations in the Facial flushing
classification of Psychodematosis” [1, 6]. Avoiding them, we
tried to relate psycho-dermatoses by grouping them into a
broader systematic classification, as follows:

1. Psychogenic Dermatoses

Psychogenic dermatosis is defined as an skin condition of
which the dermatitis is one of the manifestations, possibly the
initial or most obvious one, of the symptomatology which are
in general classified by the physicians in a variety of termi-
nology: factitious dermatitis, Neurotic excoriations, Der-
matophobia.  Dermato-compulsions.  (Trichotillomania,
Cheilophagia,, onychophagy, cutisphagia, Excessive wash-
ing).

2. Psychosomatic Dermatoses

Psychosomatic dermatoses is an interaction between or-
ganogenetic cutaneous manifestations and emotional factors,
also classified by the physicians with a numerous of termi-
nologies such as: Generalized pruritus, Anogenital pruritus,
Simple lichen or localized neurodermatitis, Acnhe excoriata
Atopic eczema, Alopecia areata, Psoriasis, vitiligo, chronic
urticaria, Rosacea, seborrheic dermatitis, Acne Vulgaris,
Hyperhidrosis, Lichen Planus Dyshidrotic eczema, Facial
flushing, Glossodynia, aphthous, herpes simplex, warts. Table
1 below group these specific terminologies associated with
the two major groups of Psychodermatosis: Psychogenic
dermatoses and Psychosomatic dermatoses

Table 1. Classification of Psychodermatological disorders.

Psychogenic dermatoses

Trichotillomania Factitious dermatitis or Artefacta

Neurotic excoriations

Psychosomatic dermatoses

Generalized pruritus, Anogenital pruritus

Simple lichen, lichen or localized neurodermatitis, Atcpica eczema, Alopecia
areata, Psoriasis, Vitiligo Chronic urticaria, Rosaceae, seborrheic dermatitis Acne
Vulgaris, Hyperhidrosis, Lichen Planus Dyshidrotic eczema

Dermatophobia

Glossodynia,

Facial flushing

Viral dermatitis: Herpes simplex, warts
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There are several specific diagnoses that we consider to be
important manifestations of Psychogenic dermatoses and
Psychosomatic dermatosis:

Psychogenic dermatoses

Trichotillomania

Trichotillomania, characterized by compulsive hair pulling,
primarily affects females and often leads to significant psy-
chosocial difficulties [17]. Its prevalence is around 0.6% to
3.6% of adults more frequently in women and young children
and resolves spontaneously [18, 19]. In adulthood, it indicates
severe psychological problems that progress worse [20-23] It
can involve pulling hair from various body parts, resulting in
noticeable hair loss. The disorder is associated with psychi-
atric conditions like depression and may be categorized under
impulse control or obsessive-compulsive disorders. Diagnosis
is clinical, with notable histopathological features distin-
guishing it from other conditions like alopecia areata. Treat-
ment typically involves psychoanalytic, pharmacological, and
behavioral approaches, with behavioral techniques like hab-
it-reversal therapy showing promising results in controlled
trials.

Factitious dermatitis or Artefacta Another important psy-
chodermatosis is the Dermatitis artefacta (DA) [24, 25].
Dermatitis artefacta (DA) is a classical factitious skin disorder
caused by the deliberate production of skin lesions by the
patients with a history of underlying psychological problems
[26]. It is an artificial skin disorder characterized by
self-inflicted skin lesions, often stemming from underlying
psychological issues that usually the patients such as case 3
presented here denied to produce the lesions. The patient may
be unaware of their actions, and the true extent of this disorder,
especially in children, is currently unknown [26]. Manage-
ment of these patients is challenging as many fail to engage
effectively with their dermatologist. Self-induced dermatoses
are self-inflicted skin lesions, whose occurrence patient de-
nies responsibility for. Dermatitis artefacta (DA) is a classical
factitious skin disorder caused by the deliberate production of
skin lesions by the patients with a history of underlying psy-
chological problems [26]. In a retrospective descriptive study
at the University of Campania Luigi Vanvitelli, Naples, Italy
about DA, the most frequent type of lesions were ero-
sions/excoriations and ulcers (14/46, 30.4% and 13/46, 28.3%
respectively) followed by ecchymoses (9/46, 19.5%), vascu-
litis-like lesions (5/46, 10.9%), crusted plaques (3/46, 6.5%),
scales (1/46, 2.2%) and erythema (1/46, 2.2%). Thirty-three
percent of the medical records generically referred to the
presence of psychiatric disorder, but none of them included a
specific psychiatric diagnosis [27]. To investigate the various
clinical presentations of DA and the strategies employed for
treatment in a local population and evaluate our management
approach's effectiveness on patients who attended the regional
psycho-dermatology clinic at the Royal London Hospital
from January 2003 to December 2011 [26]. The majority of
the 28 identified DA patients were female, with the face and
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upper body being the most common sites for lesions. Anxiety,
depression, and personality disorders were frequent underly-
ing psychiatric diagnoses. Ninety-three percent of patients
were successfully managed—meaning their DA was resolved
or in remission through a combined psycho-dermatology
clinic using a multidisciplinary psychiatric and cutaneous
medicine team. In addition, thirty-two percent of the cases
were children (under 16 years), with one referring to local
child protection services. Additionally, 46% of patients had a
concurrent mental health disorder at the time of presenting,
which suggests that this multidisciplinary approach leads to
higher treatment success rates for DA, and we are the first to
report on this important service model in the U.K

Figure 14. Typical self-inflict cigarette burns lesions.

This Figure 14 is a typical picture published about artefacta
dermatitis [28]. A 22-year-old male was referred to the der-
matology clinic with multiple grouped erythema-
tous-to-hyperpigmented plaques over the right forearm. He
denied any history of self-inflicted injuries. However, the
lesions was caused by self-inflict cigarette burns under the
influence of alcohol whenever he remembered her and felt sad.
Sometimes the psychiatric problem of the patients makes the
patient denied to do the lesions.

Neurotic excoriations.

Neurotic Excoriations is a psych cutaneous disorder that is
characterized by an uncontrollable urge to pick at normal skin
or skin with mild irregularities [29]. Like dermatitis artefacta
both neurotic excoriations and dermatitis artefacta cause sig-
nificant disfigurement and anxiety for the patient. Since pa-
tients often present to dermatologists first, it is important for
dermatologists to be aware of the nature of each condition and
the available treatment options.

Another important aspect it is the recognizable signs of
child physical abuse on the skin include bruises, abrasions,
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lacerations, bite marks, burns, and oral injuries, that most time
are provoked in childrens by neutotic caregivers [30].
Self-inflicted skin picking, or neurotic excoriation, can also be
linked to emotional stress, underlying psychiatric conditions,
or substance abuse. Parental neurotic excoriation inflicted on
children has not previously been documented as a form of
physical abuse.But, is one of etiology in childrens caused by
neurotics caregivers [30].

Dermatophobia

Entomophobia or acarophobia, parasitic Dermatophobia
(PD) or delusional parasitosis (DP) is a disorder in which
affected individuals have the mistaken but unshakable belief
(delusion) that insects, spiders, scorpions, ticks, mites, para-
sitic worms, bacteria, or other living organisms infect them.
As with all delusions, reasoning, persuasion, or logical ar-
gument cannot correct this belief [31, 32]. To avoid them, they
may always clean rooms, floors, doors, and windows and
scratch them. Many affected individuals are quite functional;
for the minority, delusions of parasitic infection may interfere
with usual activities [33]. However, most insects are not
harmful to humans and pose no threat. Those with this phobia
experience are extreme anxiety at the mere thought or sight of
an insect [32]. Most patients consult dermatologists, veteri-
narians, pest control specialists, or entomologists; many pa-
tients seen in dermatology practices have underlying psy-
chological issues associated with their skin diseases [34]. The
DP cases are increasing worldwide; it remains a highly un-
repeatable disorder.

Psychoanalytic

Psychoanalytic treatment includes Intervention with psy-
choactive drugs in cases of marked mental changes such as
personality disorder, bipolar disorder, narcissistic personality
disorder, depressive disorders, anxiety disorders, posttrau-
matic stress disorder, schizophrenia, obsessive-compulsive
disorder, should be conducted by psychiatrist in consultation

with dermatology because it involves psychiatric medications.

[35].

Pharmacological treatment of Psych dermatological dis-
orders

The most commonly prescribed class of medication for
adults with TTM are the SSRIs. Case studies have reported
positive results treating trichotillomania using a variety of
medications, including lithium [18, 36], chlorpromazine [37],
amitriptyline [38], buspirone [39], Isocarboxazid [40] fen-
fluramine [41], and progestin [42] Because patients diagnosed
with trichotillomania do not report experiencing pain while
pulling [43], some researchers have tried using medications to
decrease pain thresholds in the treatment of trichotillomania
[44]. One patient whose hair-pulling behavior was resistant to
behavior techniques, successfully treatment was improved by
using a topical cream that increased physical sensitivity [44].
In another case report, naltrexone was used successfully to
augment therapeutic effects of fluoxetine [45]. Antidepressant
medications with serotonergic properties are the most exten-
sively researched, and the most prescribed pharmacological
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treatment for trichotillomania [46] Clomipramine is a tricyclic
antidepressant medication with serotonergic properties. In a
study was found that treatment effects of clomipramine were
superior to drug placebo [47]. In a controlled double-blind
crossover design study, the comparison of clomipramine with
the tricyclic antidepressant desipramine, a predominantly
noradrenergic agent, for the treatment of trichotillomania,
clomipramine was superior to desipramine in reducing
hair-pulling symptoms at post treatment and became a spe-
cific “anti-trichotillomania” treatment [48]. However, indi-
vidual long-term response to clomipramine varied widely,
with an overall 40% reduction in symptoms maintained at
4-year follow-up [49] Patients with comorbid anxiety or
borderline personality disorders were least likely to maintain
treatment response [50]. Trichotillomania is characterized by
chronic hair-pulling resulting in noticeable hair loss. In a
preliminary study, cerebrospinal fluid (CSF) measures in 8
medication-free, female, trichotillomania patients were
compared to those of matched, normal controls. There was no
difference between patients and controls in measures of CSF
cortisol, 5-hydroxyindoleacetic acid (5-HIAA), homovanillic
acid (HVA) and 3-methoxy-4-hydroxyphenylglycol (MHPG)
[47]. CSF measures did not correlate with measures of
trichotillomania symptomatology. However, degree of re-
sponse to treatment with serotonin re-uptake inhibitors sig-
nificantly correlated with baseline CSF 5-HIAA. This sug-
gests that central serotonin turnover is specifically relevant to
treatment response to serotonin re-uptake inhibitors in
trichotillomania. CSF 5-HIAA as a predictor of treatment
response in trichotillomania. number of case reports, with
progressively more systematic and controlled investigations
in recent years.

Behavioral therapy

The two modalities that have undergone the most rigorous
scientific investigation, and that offer the most promise at
present, are pharmacotherapy and behavior therapy [49, 51,
52]. In the first controlled trial of comprehensive behavioral
(ComB) treatment of trichotillomania (TTM) [53], after 38
weeks a parallel-group design, participants were randomly
assigned to (a) Immediate ComB (12 treatments sessions) or
(b) Minimal Attention Control (MAC), followed by delayed
ComB after week 12. ComB provides individualized treat-
ment based on factors triggering and maintaining hair pulling.
ComB was significantly more likely than MAC (27% vs. 0%)
to lead to complete abstinence from hair pulling at week 12.
Follow-ups showed good maintenance of effects. So, we
conclude that depending on the degree of
dermato-compulsion, may psychiatric evaluation and psy-
chotherapy be necessary. This review delves into various
facets of trichotillomania pertinent to both understanding the
condition and its clinical management. It concludes that re-
cent years have seen significant advancements in research
elucidating the phenomenology and comorbidity patterns of
trichotillomania [54]. However, the current diagnostic classi-
fications do not adequately capture the complexity of
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trichotillomania [55-57]. Studies involving nonclinical pop-
ulations indicate a higher prevalence than previously recog-
nized, underscoring the need for further epidemiological
investigation. Moreover, there is a call for ongoing refinement
of etiological models drawing from diverse theoretical
frameworks. Body-focused repetitive behavior disorders
(BFRBs) include Trichotillomania (TTM; Hair pulling dis-
order) and Excoriation (Skin Picking) Disorder (SPD). These
conditions are prevalent, highly heterogeneous, un-
der-researched, and under-treated [58].

Enhancing the assessment of trichotillomania necessitates
the continued development of reliable and valid standardized
measures. The article also evaluates pharmacological and
psychological interventions, with particular attention to hab-
it-reversal training. While certain interventions show
short-term efficacy, high relapse rates underscore the imper-
ative for research aimed at improving long-term treatment
outcomes.

Despite recent research endeavors, significant challenges
persist in understanding and treating trichotillomania, posing
ongoing hurdles for researchers and clinicians alike. Drawing
from both the literature review and clinical insights, this paper
proposes avenues for future research aimed at addressing the
needs of this underserved psychiatric population.

Psycho-neuro-immunology of the skin diseases

The immune system possesses unique self-regulatory
properties and functions, similar to the nervous and endocrine
systems [59]. Each of these systems has evolved to respond to
specific stimuli from both the internal and external environ-
ments, making the immune system comparable to an addi-
tional sensory organ. As a protective interface between in-
ternal organs and the environment, the skin encounters a host
of toxins, pathogenic organisms, and physical stresses [60].
Research indicates that immunoregulatory processes are part
of an integrated defense system, an idea central to the field of
psychoneuroimmunology, which studies the interactions
between behavioral, neural, endocrine, and immune systems
[61]. The close embryonic origin of the epidermis and the
nervous system from the ectoderm might underlie the psy-
chogenic parallels between the skin and psyche. [62]. Psy-
cho-neuro-immuno-endocrinology (PNIE) has further eluci-
dated the intricate relationships between the immune system,
endocrine system, and psychological factors [63, 64]. The
skin's role as an immunological organ and its influence on
body image and behavior underscores the importance of ad-
dressing both physical and psychological aspects when
treating dermatological conditions [59]. Understanding that it
is the individual who falls ill, rather than just their skin, is
crucial for effective treatment and holistic care. [65].

The skin plays an essential role in body image [35]. An
individual with compromised skin, especially in exposed
areas, often experiences feelings of embarrassment, anxiety,
and changes in social behavior. This can lead to disturbances
in the perception of one's body and ideals [63, 66]. Conversely,
some individuals may exploit these differences to their ad-
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vantage or benefit [67]. Regardless of the specific disease, it is
crucial to approach treatment with a bidirectional perspective,
considering the relationship between the body and the mind. It
is important to recognize that it is the individual who becomes
ill, not solely their skin, as there is no skin condition that does
not affect the psyche. [68].

Currently, numerous studies in the field of psy-
cho-neuro-immuno-skin diseases have explored the correla-
tion between dermatological manifestations and T cell im-
mune disorders [59].

Although only fragments of this complex puzzle are cur-
rently understood, we have chosen to review the reciprocal
relationships between neural and immune function, endocrine
and immune function, and behavior and immune function,
following a conventional and somewhat arbitrary approach.
Some studies indicating that epidermal Langerhans cells are
critical for many immune responses involving the skin.
keratinocytes play an important role in epidermal immuno-
logic functions. They secrete factors that modulate various
types of skin reactions. the skin is considered as an organ of
immunity [65]. Two pathways link the brain and the immune
system: the autonomic nervous system and neuroendocrine
outflow via the pituitary [60]. Both routes provide biologi-
cally active molecules capable of interacting with cells of the
immune system.

In allergic contact dermatitis and other delayed type hy-
persensitivity reactions, Langerhans cells are critical for many
immune responses involving the skin and that keratinocytes,
they play a role in epidermal immunologic functions by se-
creting factors that modulate various types of skin reactions.
The interaction between keratinocytes cells and secreting
factors and lymphoid cells indicates that the skin is an organ
of immunity [65].

4. Conclusion

The skin and the psyche are an entity that in most of the
dermatological disease we are unable to separate one from the
other. Dermatologists and psychiatry should work together to
better provide care to patients and the dermatological entities
discussed in this case presentation of Psychodermatosis and
the review of specific treatment and proposed classification.
Enhancing the assessment of trichotillomania necessitates the
continued development of reliable and valid standardized
measures and more appropriated clinical trials exploring
treatment options for Psychodermatosis, a complex disease
resulting from the interactions between the brain and the skin
as genesis of a dermatological disease.
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