
REVIEW ARTICLE

Psychodermatology: An Overview of History, Concept, 
Classification, and Current Status
Ravindra Neelakanthappa Munoli

Ab s t r Ac t
Psychodermatology is an evolving discipline of medicine with an interface of dermatology and psychiatry. Current psychodermatology relies 
on understanding that biological, psychological, and social factors play roles in the disease etiopathogenesis. These interactions can be seen 
over the entire disease course. Recent research addressed the embryological and physiological connections between skin and nervous system, 
which get reflected in many dermatoses. Various classifications have evolved to understand psychodermatological disorders but there is lack of 
consensus on definition and classification. Though various models of clinics have shaped up, a holistic approach by liaison between psychiatrist, 
dermatologist, and psychologist will be ideal to address these. Current review addresses history and evolution of psychodermatology, defines 
psychodermatology, discusses classification, and explores pathophysiological aspects.
Keywords: Classification in psychodermatology, Definition of psychodermatology, History of psychodermatology, Psychodermatology, 
Psychodermatology clinic, Psychodermatology in India, Stress and psychodermatology.
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In t r o d u c t I o n
Skin is the largest organ of the body. It is the “first point of contact” 
while meeting and it serves as a barricade between person’s inner 
world and the external world.1 It is considered as the “organ of 
expression” also.2 Psychological facet of skin was described by 
psychoanalyst Didier Anzieu as “psychological shell” and coined 
the term “Skin Ego”, in which physiological skin functions were 
compared with the psychological representations of ego and the 
idea of “self” in children must be developed by them from their own 
body surface.3 The intricacies of skin’s relationship with external and 
internal stimuli are evident by the ways in which the skin can react 
to both physiological (e.g., a rash caused by an external noxious 
substance) and psychological (e.g., blushing when embarrassed) 
events. Impact of dermatoses on a person is multipronged with 
effects on interpersonal communication and interaction via 
body, emergence of fear, anxiety, shame, guilt, self-stigma, visual 
exposition, stigmatization, and sexual dysfunctions.4

Literature search was done in PubMed, Google Scholar, text books 
with keywords “psychodermatology”, “psychocutaneous medicine,” 
“psychopharmacology in dermatology”, “psychodermatology 
India”. Review articles and original articles were included in this 
narrative review.

Psychodermatology can be understood as aspect of 
dermatology, wherein psychological factors play a significant 
role in dermatoses. Psychodermatology addresses the biological 
underpinnings and clinical expression on the platform of link 
between the skin and the psyche. Embryological origin of skin and 
brain is same ectoderm and both are regulated by same hormones 
and neurotransmitters. Nearly 30% of dermatology patients have
psychiatric and psychosocial comorbidities5 and these contribute 
to overall disability of dermatoses.6

Psychiatric issues complicate morbidity of dermatoses by 
affecting their physical, social, emotional and occupational domains 
which in turn lead to disability, nonadherence to treatment, and 
hinder better prognosis.7,8 Addressing these issues was beneficial 
for psychologic stress reduction and improved outcome.8 These 
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further strengthen the notion of bidirectional relationship between 
psychiatric and dermatologic disorders.9

de f I n I t I o n
Psychodermatology is conceptualized as a merge between 
psychiatry and dermatology which addresses the role of 
psychosocial stress in the exacerbation or chronicity of dermatologic 
diseases.10,11 Further it is conceptualized as a discipline which 
analyses comorbid psychiatric comorbidities with dermatologic 
conditions and the role of adjuvant psychopharmacological, 
psychosocial, or psychotherapeutic interventions.12,13

There is no standard universally accepted definition of 
psychodermatology as such. Author defines psychodermatology or 
psychocutaneous medicine as: “a branch of medicine which addresses 
dermatoses or physiological changes in skin, in which psychosocial 
factors play role in etiopathogenesis, progression, exacerbation, 
treatment or prognosis; further it addresses all dermatoses, in which 
psychological disorders can be seen as comorbidities, either as 
primary conditions or as secondary conditions due to dermatoses or 
as treatment (with dermatological treatment or with psychotropics) 
emergent conditions and all of these will require comprehensive 
psychocutaneous approach of assessment and intervention.”
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(2) primary dermatologic conditions exacerbated by stress or 
psychiatric conditions, and (3) primary psychiatric conditions that 
manifest as skin concerns. It ignores side effects of the treatments. 
Classification by Koo et al.29 has four groups: “psychophysiological 
disorders, primary psychiatric disorders, secondary psychiatric 
disorders, and cutaneous sensory disorders”. Recently Ferreira et  al.30 
classified them into “psychophysiological dermatoses, primary 
psychopathology focused on the skin, cutaneous sensory disorders, 
and dermatoses or disfiguring skin conditions leading to psychosocial 
comorbidity”. However, psychodermatoses overlapped in different 
groups in these classifications.

Another recent classification by Ferreira and Jafferany31 divided 
them into three groups:

• Group A: Primary psychodermatological disease: In this 
group, the primary dermatoses have psychological stress, a 
psychological mechanism, and/or psychopathology as main 
elements either for inducing or for worsening, e.g., alopecia 
areata (AA), atopic dermatitis, chronic spontaneous urticarial, 
psoriasis, and vitiligo.

• Group B: Primary psychodermatological illness: In this group of 
dermatoses, there are skin symptoms, with or without secondary 
self-induced skin lesions (such as excoriations), without a 
primary dermatosis, e.g., body dysmorphic disorder, delusional 
infestation, psychogenic pruritus, self-inflicted skin lesions, 
dysesthesias like burning mouth syndrome, and vulvodynia.

• Group C: Secondary psychodermatological disorder: In this 
group, psychiatric complications of medications prescribed in 
dermatology and dermatological consequences of psychotropics 
are included as follows:

• Secondary dermatologic disease related to psychiatric 
medications (Table 1)

• Secondary psychiatric illness related to dermatologic 
medications—examples:

• Depersonalization: minocycline
• Mood disorders: isotretinoin; methotrexate; systemic steroids
• Psychoses: dapsone; hydroxychloroquine
• Sedation and drowsiness: antihistamines skin disease, skin 

symptoms or mental illness: linked with exogenous factors—
drug reactions connecting dermatology and psychiatry.

evo lv I n g su b s p e c I A lt I e s I n 
ps yc h o d e r m Ato lo g y
With ongoing research and liaison among medical branches, 
multiple subspecialties have shaped up in psychodermmatology, 
which are mentioned below.

• Pediatric psychodermatology: It addresses psychodermatologic 
conditions in children and adolescents.32

• Geriatric psychodermatology: It addresses psychodermatologic 
conditions in elderly population and effects of aging on 
psychodermatological aspects.33

• Trichopsychodermatology: This field focuses on psychological 
and social aspects of hair hair loss and excess of hair in terms of 
role of stress on hair disorders, addressing stigma/psychological 
conditions related to hair loss/excess and quality of life impacted 
by these.34

• Psychodermato-oncology: Skin cancer is the most common 
type of cancer worldwide, and disfigurement, stigma, anxiety, 
depression, guilt, and fear of death are commonly encountered 
conditions. This subspecialty addresses psychological impact 

hI s to ry A n d gr ow t h o f 
ps yc h o d e r m Ato lo g y A s A dI s c I p l I n e
The first description of psychodermatologic case vignette can 
be traced to 1700 BCE, when a prince in Persia had developed 
psoriasis due to anxieties about succession to royal throne.14 Greek 
philosopher Hippocrates (460–377 BC) had suggested association 
between emotional stress and skin disease and reported to cases 
of hair pulling in response to stress.15 Aristoteles believed skin and 
mind are complementary entities and are inseparable.16

The description where Buddha treated a lady of her socially 
embarrassing and debilitating skin disease by teaching her to control 
her anger by mind can be the first example of psychodermatology in 
Asian subcontinent.17 In Charaka Samhita skin has been considered 
as having relationship with mind and termed it as “Cheetah 
Samvaayi” and Gayaadas attributed behavioral misconducts as one 
of the causative factors for skin disease.18

Historical descriptions about trichotillomania can be seen 
in the Bible;19 later in Shakespeare’s King Lear and Romeo and 
Juliet. Delusional parasitosis was documented as a condition 
in 1799 by British dermatologist Robert Willan and later in 1801 
by Johann Heinrich Jordens.16 In his book “Diseases of the Skin” 
British dermatologist and surgeon WJE Wilson described “skin 
neurosis” with explanation of diseases like alopecia aerate, 
hyperhidrosis, pruritus, delusional infestation and their association 
with depression/anxiety.20 Psychoanalyst Morselli described 
“dysmorphophobia”, psychiatrist Pierre Janet described “l’obsession 
de la honte du corps”21 and Sigmund Freud described a case 
of an aristocrat excessively worried about appearance of his 
nose.22 Karl Ekbom in early 1900s described difference between 
delusional parasitosis and phobia for insects and termed former 
as “dermatozoic delusion” (Ekbom’s syndrome).16

In early 20th century, psychodermatology had gained interest 
in European medical community and in America it was in infancy. 
In 1936, Dr Klauder wrote a manuscript on “Psychogenic Aspects 
of Skin Diseases” and it mentioned “one is more conscious of the 
skin than any other organ, it occupies an important place in the 
consciousness, not alone as an abstract idea, but because it is the 
site of many sensations—heat, cold, touch, pain, itching, sexual, 
and lustful”.23 Subsequently, many concepts evolved. In 1990, 
Association for Psychocutaneous Medicine of North America was 
established and in 1993, the European Society for Dermatology and 
Psychiatry was established. In 2018, Psychodermatology Association 
of India was established.24 In India, the first psychodermatology 
liaison clinic started functioning in 2010 in Kasturba Medical 
College, Manipal with participation of Departments of Dermatology, 
Psychiatry and Clinical Psychology of India came into existence 
as late as 2010 in Manipal, Karnataka25 then in Faridkot, Punjab.26

cl A s s I f I c At I o n o f ps yc h o d e r m Ato lo g I c A l 
dI s o r d e r s
There is no single globally accepted classif ication and 
psychodermatological disorders. One classification divides it into 
two groups: “(1) primary dermatologic disorders caused by or 
associated with psychiatric comorbidity and (2) primary psychiatric 
disorders which present with skin diseases or changes.”27 The 
reciprocal relationship of psychiatric complications of dermatologic 
treatments, and vice versa, was not considered. Classification by 
Reichenberg et al.28 categorized them into three groups: “(1) primary 
dermatologic conditions causing secondary psychiatric conditions, 



Psychodermatology: An Overview of History, Concept, Classification, and Current Status

Indian Journal of Private Psychiatry, Volume 14 Issue 2 (July–December 2020) 87

(n = 959) in United States.47 In a comparative study of 502 children 
and adolescents (251 patients and 251 healthy controls), rates of 
general psychiatric comorbidity, mood disorders, anxiety disorders, 
and adjustment disorders as per DSM IV were significantly higher 
in patients than in controls.48

In d I A n pe r s p e c t I v e
In a prospective study of patients visiting psychodermatology 
clinic out of 236 patients who visited the clinic over 2 years, 86 had 
psychiatric comorbidity, 144 required psychological interventions 
and 98 required psychotropics.49 Nearly 33% of the patients 
attending psychodermatology clinic had psychiatric comorbidity, 
the commonest being an adjustment disorder. High prevalence of 
depression (36.3%, n = 146) and anxiety (18.4%, n = 74) was seen 
in dermatology outpatients in a study by Raikhy et al.50 In a study 
in psychocutaneous clinic in north India, 20 (40%) patients had 
neurotic excoriations, 13 (26%) had trichotillomania, and 12 (24%) 
had delusional parasitosis.26 In a study of inpatients of dermatology 
in Vellore, South India, 9% of 1,073 patients had psychiatric 
comorbidities (depression in 39% and adjustment disorder in 
24%), mostly in patients with chronic urticaria, erythroderma and 
sexually transmitted infections; further these patients had extended 
stay and more admissions, especially in those who were receiving 
systemic corticosteroids.51

Psoriasis and vitiligo have received major attention in 
psychodermatology research in India52 and commonly documented 
psychiatric disorders with these were adjustment disorder, 
dysthymia, depressive episode, anxiety, and sleep disturbances,53,54 
alexithymia.55 Stressful life events have led to exacerbation of 
psoriasis in 32% and chronic urticarial in 22% patients in a study 
of 50 patients in Punjab.56 Almost 25% patients with vitiligo had 
psychiatric comorbidity (adjustment disorder, dysthymia, and 
depression).57 In a comparative study of 50 patients in each group 
of psoriasis, AA and accompanying persons, 38 and 22% patients 
in psoriasis and AA group, respectively, suffered from psychiatric 

of skin cancer and the role of stress in the development of skin 
cancers.35

• Cosmetic psychodermatology: With the surge in interest in 
cosmetic procedures and associated psychological aspects 
in recent decades, cosmetic dermatologists felt the need of 
tailor-made training in basic psychosocial evaluation, cultural 
understanding, expectations, and previous experiences.36

• Tropical psychodermatology: Tropical skin diseases (infectious 
or noninfectious), associated psychosocial aspects and quality 
of life are focused in this subspecialty.37

• Sports psychodermatology: Psychosocial impact of commonly 
seen skin conditions in exercise and sports (inflammations, 
aberrant growths, trauma) on performance is addressed by this 
subsection.38

• Environmental psychodermatology: This explores the 
interaction between skin, environment, and stressors.39

ep I d e m I o lo g y
In patients visiting dermatology clinics, 30–40% had associated 
psychiatric disorders as comorbidity.40–42 A chart review of 5 years 
of 2,43,963 patients revealed that 28.6% had received at least one 
psychotropic medication and patients with pruritus and related 
conditions (46.7%), urticaria (44.5%), and hyperhidrosis (32.8%) had 
higher rates of concurrent psychotropics. Antidepressants (56.3%) 
were most prescribed psychotropics followed anxiolytics (37.1%). 
Antidepressants were prescribed for hyperhidrosis (71.2%), diseases 
of hair (61.4%), and psoriasis (59.1%), and anxiolytic prescriptions 
were higher in atopic dermatitis (54.3%).43 In Taiwan, a population-
based study showed major depressive disorder in 11.5% (n = 17 086) 
of psoriasis patients.44 In a study from Italy, 8.6% of outpatients 
(7.2% of psoriasis and 5.6% of acne patients) with dermatoses 
reported suicidal ideation.45 Lifetime prevalence of one or more 
psychiatric disorders of 74% (n = 22) was found in patients with AA 
in a survey.46 In patients with atopic dermatitis, a lifetime prevalence 
of attention-deficit hyperactive disorder was found to be 12.6% 

Table 1: Dermatological side effects of psychotropics

Dermatological condition Associated psychotropic 
Acneifrom eruption Lithium, Escitalopram, Citalopram, Fluoxetine, Fluvoxamine, Paroxetine, Sertraline
Alopecia Carbamazepine, Lithium, Valproic Acid, Haloperidol, Quetiapine, Citalopram, Fluoxetine, Fluvoxamine,  

Paroxetine, Sertraline, Amitriptyline, Clomipramine, Imipramine, Venlafaxine
Angioedema Carbamazepine, Amitriptyline, Clomipramine, Desipramine, Imipramine, Bupropion, Trazodone
Eczema Carbamazepine, Lithium
Erythema multiforme Carbamazepine, Lithium, Paroxetine, Sertraline, Bupropion, Trazodone
Exanthem Risperidone, Alprazolam, Clobazam, Clorazepate, Flurazepam, Tetrazepam, Citalopram, Fluoxetine,  

Fluvoxamine, Paroxetine, Sertraline, Amitriptyline, Desipramine, Imipramine, Bupropion, Trazodone
Hyperhidrosis Citalopram, Fluoxetine, Venlafaxine
Hyperpigmentation Aripiprazole, Chlorproethazine, Chlorpromazine, Clozapine, Haloperidol, Olanzapine, Quetiapine, Risperidone, 

Thioridazine, Trifluoperazine, Ziprasidone, Citalopram, Fluoxetine, Fluvoxamine, Paroxetine, Sertraline,  
Clomipramine, Desipramine, Imipramine

Lichenoid eruption Carbamazepine
Photosensitivity Citalopram, Fluoxetine, Fluvoxamine, Paroxetine, Sertraline, Carbamazepine, Aripiprazole, Chlorpromazine, Halo-

peridol, Olanzapine, Quetiapine, Risperidone,Thioridazine, Trifluoperazine, Ziprasidone, Amitriptyline, Imipramine
Psoriasisform eruption Lithium, Fluoxetine, Paroxetine, Trazodone, Venlafaxine
Steven–Johnson syndrome Carbamazepine, Lamotrigine, Venlafaxine
Toxic epidermal necrolysis Carbamazepine, Lamotrigine, Clobazam, Flurazepam
Urticaria Lithium, Chlorpromazine, Citalopram, Fluoxetine, Fluvoxamine, Paroxetine, Sertraline, Clomipramine,  

Imipramine, Trazodone
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immune system which in turn leads to release of inflammatory 
mediators and cells. This is followed by rapid cessation of response 
after termination of stressful event. However, increased duration 
and magnitude of stress-releasing hormones, in chronic stress, 
innate, and adaptive immune function, get suppressed and 
dysregulation sets in.71,72

gu t–br A I n–sk I n In t e r Ac t I o n A s pA r t o f 
ps yc h o n e u r o e n d o c r I n e I m m u n o lo g y
Gut and skin can be considered as integral parts of neuroendocrine 
and immune organs,73 and cy tokines, neurohormones, 
neuropeptides, and other messengers have role in cellular signaling 
exchange in this gut–brain–skin axis.74 The concept of relation 
between psyche and skin via gut–brain–skin interaction, i.e., gut, 
psychological stress and mental processes, and skin are connected 
was explored.75 Here, reduction in lactobacilli and bifidobacteria 
in gut is linked with mental illness. A dysfunction in gut barrier can 
be result of psychological stress via glucocorticoids, subsequently 
dysfunction in microbiome leads to an enhanced uptake of 
proinflammatory mediators from the gut lumen; this process 
involves mast cells, which are considered pivotal cells in several 
psychodermatologic disorders, specifically, psychophysiological 
disorders.9,76,77

Both skin and intestinal mucosa secrete neuropeptides/
neurohormone, hormones (endocrine), cytokines (immune) and 
are in connection with other body organs and systems. Because of 
this, it appears that there is a state of physiological inflammation 
(normal phenomenon) both in skin and intestine. Skin and 
intestinal are constantly exposed microorganisms and antigenic 
charge, which will lead to a state of inflammation and this is an 
essential physiological process.74 Epithelial barrier disruptions, 
altered immune balance and homeostatic disruption can lead to 
disease onset by initiation of low grade chronic inflammation.74 
Dermatoses like atopic dermatitis, vitiligo, and acne vulgaris 
are related to skin microbial changes and loss of physiological 
immunocompetence.76,78,79 Based on the psychoneuroendocrine 
immunologic concept, Lotti et al. had introduced an innovative 
approach of using low dose cytokine therapy to address acute and 
chronic cutaneous inflammatory diseases.80

The mechanisms for association between dermatoses and 
psychiatric disorders can be broadly understood as (1) dermatoses 
leading to stigma, social withdrawal and body image disturbances, 
which in turn cause psychological disorders/disturbances and 
(2) psychological stress leading to inflammation or systemic 
inflammation resulting in dermatoses and psychiatric disorders 
like depression.81

To summarize, following psychological comorbidities are seen 
with dermatoses, mostly inflammatory dermatoses:

• Behaviors seen in psychiatric disorders leading to skin lesions 
(e.g., chronic psychosis, depression resulting in poor self-care, 
and skin ulcerations)

• Dermatoses leading to psychological suffering (e.g., vitiligo 
resulting in stigmatization, social withdrawal, and depression)

• Common inflammatory cause manifesting I dermatoses and 
psychological disorder

• Purely psychiatric diseases like delusion of parasitosis or body 
dysmprophic disorder

• Heterogeneous group disorders like vulvodynia, chronic oral 
pain syndrome

disorder, depression was present in 24 and 18% of patients and 12 
and 4% had anxiety disorders in respective groups.58 A bidirectional 
relationship of vitiligo and AA with depression has been established 
in large scale cohorts.59,60 Psychiatric morbidities were significantly 
higher in psoriasis (47.6%) when compared to leprosy (12.2%) 
patients, but severity was more in leprosy group.61 In another study, 
relaxation therapy was found to decrease severity of psoriasis and 
improved quality of life.62 Like in psoriasis, pemphigus vulgaris also 
has psychiatric comorbidities like adjustment disorder, depression, 
acute and transient psychosis.63 In children with atopic dermatitis 
aged 3 to 9 years, subnormal intelligence and conduct disorders 
were significantly higher when compared to healthy controls.64

Secondary psychiatric and psychophysiological conditions are 
common than the primary psychiatric conditions, and delusions of 
parasitosis are commonly encountered in practice. Trichotillomania 
had 1.24% incidence of 1,610 patients seen in child and adolescent 
clinic over 6 years in Chandigarh, and habit reversal was useful as 
a treatment modality.65

pAt h o p hys I o lo g y o f 
ps yc h o d e r m Ato lo g I c A l dI s o r d e r s
Skin, psyche, and immune system have ontogenic, anatomical, and 
physicological connections. Origin of the skin and nervous system 
with same germinal layer and neuroectoderm results in dense 
network of free nerve endings in the skin and this link is the basis 
for psychoneuroendocrinoimmunological mechanisms involved 
in the pathogenesis of dermatoses.

ps yc h oA n A ly t I c A l un d e r p I n n I n g s
Developmental psychology postulates that a very early tactile 
phase is of importance for the development of person’s identity. 
Dermatoses can be associated with early attachment disorders. It 
can occur during development of early childhood cognition when 
dealing with a genetic dermatosis, and during the development 
of self via “psychoanalytical dialogue with the skin.”66 Some 
dermatoses which exist even before the identity formation (e.g., 
port wine stains and hairy nevi) rarely lead to psychosocial problems 
as the patients can accommodate the defect into their body 
image/identity. However, when skin lesions occur later, like scars, 
vitiligo lesions, these will lead to body image disorders. Conflicts in 
psychological closeness-distance play role in dermatoses in cases 
like atopic dermatitis.67,68 A theory explains that mother will pay 
excessive attention to the child due to uncontrollable pruritus but 
this excessive attention can reach a fatigue state and uncertainty of 
progression of dermatoses may result in a (more or less) subliminal 
aggression in mother. Further, increased care and attention during 
itching/scratching may lead to reinforcement of the child’s behavior.

ro l e o f st r e s s
Physical or mental stress has an important role in immunoprotection, 
immunoregulation, and immunopathology in psychodermatological 
disorders and can lead to exacerbation of dermatoses.45,69 
Neuroendocrine and neuroimmune dysregulations by stress 
are at the core of autoimmune or inflammatory dermatologic 
disorders which suggests a bidirectional relationship concept of 
psychosomatic disorders.70

Acute stress results in rapid physiologic response and release 
of glucocorticoids, catecholamines, and neuropeptides by the 
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As s e s s m e n ts
Assessment tools routinely used in psychiatry for depression and 
anxiety are used in psychodermatology also. In addition, quality of 
life is assessed using dermatology life quality index.82 It is used to 
assess quality of life in dermatology patients above 16 years of age.It 
consists of 10 items and each item is rated on a 4-point Likert rating 
(0–3). The higher the scores, the greater the impairment on QoL.

mA n Ag e m e n t I n ps yc h o d e r m Ato lo g y
Comprehensive management of psychodermatologic disorders 
should be multipronged with inclusion of psychopharmaocological 
and psychological interventions. General approach is to assess 
the condition and assign it to the group in the classification of 
psychodermatologic disorder (e.g., dermatologic disorders with 
psychiatric symptoms, psychiatric disorders with dermatologic 
symptoms, or psychophysiological disorders). Then assess presence 
of symptoms or syndromal depression or anxiety or psychosis or 
obsession-compulsion and assess severity it. Finally, one has to 
make a comprehensive plan of treatment.

Dermatoses which are induced or worsened by psychological 
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with biopsychosocial underpinnings which will enable the patient 
to cope in a better way and have realistic goals.9 Depending on the 
syndromal diagnosis of anxiety, depression, obsessive compulsive 
disorder or psychosis, psychotropics should be considered as per 
the standard practice.

ps yc h o d e r m Ato lo g y cl I n I c mo d e l s
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psychodermatological evaluation, liaison clinic with a team 
consisting of psychiatrist, dermatologist, and clinical psychologist 
will be ideal, which is followed in Kasturba Medical College, Manipal 
in India.49 However, with available resources, different models have 
shaped up consisting of psychiatrist alone, psychologist alone, 
dermatologist alone, psychiatrist, and dermatologist together, 
psychologist and dermatologist together, multidisciplinary team.83

co n c lu s I o n
Psychodermatology or psychocutaneous medicine is conceptualized 
as integration of psychosocial aspects with cutaneous disorders with 
an increasing number studies highlighting the connection of the 
psychoneuroimmune-cutaneous-endocrine systems. The emphasis 
on relationship of stress and skin disorders with biological explanation 
has led to better understanding of the concept. Universally accepted 
definitions and classifications are still evolving with newer literature. 
Focused and intensive research on assessment and therapeutic 
approaches will aid treatment of psychodermatological conditions. 
Dedicated psychodermatology clinics are still in infancy in many 
countries; however, training programs can consider orientaing 
and preparing psychiatrists, dermatologists, and psychologists to 
evaluate and address psychosocial impact of dermatoses with an 
aim to improve quality of life of patients.
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