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INTRODUCTION
From the research of Robert Ader (1932-2011) in the 1970s, 

which originated psychoneuroimmunology, Western medicine be-
gan to accept that mind and body are related and that this relation 
causes them to be interrelated all the time through chemical sub-
stances and cellular receptors.1

From these observations - to which new data are added ev-
ery day - science gave light to what hitherto was a true dogma in 
allopathic medicine: that the cause of diseases should be sought ex-
clusively in physical matter and they could be altered only through 
material means. Energy, mind, and emotions were not considered in 
the genesis or course of disease, and even less in healing and health.

A great deal of research and evidence that mind and body 
form an indivisible unity has given way to a growing interest of 
doctors for new knowledge, thus broadening their vision and the 
resources they use in what is being called Mind-body Medicine, In-
tegrative Medicine or Biopsychosocial Medicine. 2

An eloquent example of this new consciousness are the so-
called “humanization   of medicine programs”, a designation that 
indicates the recognition that the current model excluded the sick 
person and focused exclusively on signs and symptoms, transform-
ing the disease into a separate entity of the individual affected by it.

Finally, medicine is taking into consideration the reality 
that most diseases are multifactorial, being formed by previous sit-
uations whose effects are accumulating in the body. The whole life 
history of the person gives indications of circumstances in which 
each one is exerting a certain role to culminate in some clinical pic-
ture. Thus, gestational and birth conditions, pathological anteced-

ents, parents’ lifestyle, family environment, physical environment 
in childhood, physical and emotional traumatic experiences in early 
childhood, emotions felt by the way one was treated, traumatic ex-
periences in adolescence, the moment in life of disease onset, the 
worsening conditions in its evolution, the tendency of positive or 
negative thoughts of the patient, family, social, sexual, financial con-
ditions, belief system, tendency to optimism or pessimism are own 
and unique factors for each person, making the disease a particular 
and specific state of the individual who presents it. In every process 
of illness, there are biological, psychological, emotional, social and 
spiritual contributions.

Dermatology participates in this scientific development, 
and much more than the other fields of medicine, because every-
thing that affects the skin is visible to people as well as to the patient 
himself. From this follows, in addition to the unpleasant physical 
sensations that take the person off balance, creating discomfort, ir-
ritation and impatience, damage to the physical appearance, which 
compromises the individual’s self-image and attains one’s self-es-
teem.

The concept that focuses on the skin as a reflection of the 
mind and emotions and at the same time influences these two 
spheres has always existed, because emotional states such as fear, 
shame, anger, and terror, are manifested by changes in color, tex-
ture, moisture and skin attachments as well as mental states, such 
as depression, anxiety and distortion of body image, are created by 
skin disorders.
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Abstract: The mind-skin connection has been studied since the nineteenth century. The last 40 years have set the develop-
ment of new research areas which allowed the clarifying of how these two dimensions interact. The diseases that involve 
skin and mind constitute the field of psychodermatology and require that specialists in dermatology, psychiatry and psy-
chology together and integrated take part in it, since skin, nervous system and mind are simultaneously affected. This paper 
aims to expose how psychodermatoses are currently conceptualized and the need of integration of these three specialties 
for conveniently treating the patients.
Keywords: Integrative medicine; Psychopharmacology; Psychotherapy; Stress, Psychological



64	 Azambuja RD	

An Bras Dermatol. 2017;92(1):63-71

However, the impossibility of material evidence of the 
mechanism of this relation made it difficult for dermatologists to 
accept its reality. From 1984, with the publication of the book Psy-
chosomatic Dermatology: Stress and Skin Diseases, by Professor 
Emiliano Panconesi, from Florence, Italy, in which the results of the 
researches in Psychoneuroimmunology were already used, several 
experimenters, authors and clinicians began to spread the mind-
skin interaction and the need for care beyond classical dermatology, 
in what was already called Psychosomatic dermatology, and today, 
more generally, it is called Psychodermatology.

This is a dermatological subspecialty and is also a concept 
applicable to all Dermatology.

It can be considered a subspecialty when it is included the 
group of dermatoses classified as psychodermatoses.

In a broader sense, the psychodermatological view encom-
passes any and all skin diseases, since they can all have reflexes in 
the mood and mental and emotional balance of people.

Thus, dealing with the patient and the treatment to be em-
ployed will require a more comprehensive performance of the der-
matologist because he/she will have to be prepared to recognize 
mental and emotional states that accompany dermatoses and to 
give psychological support to the patient, starting with a highly ef-
fective physician-patient relationship, stress management resourc-
es and even psychopharmacological and psychological therapies. 
In addition to his/her skills, he/she will need the integration with 
professionals in Psychology and Psychiatry to attend specific cases 
of these specialties.

This cooperation between Dermatology and Psychology be-
comes essential in cases in which there is a predominant psycholog-
ical event as the starting point of the dermatosis or in cases in which 
the dermatosis has damaging and unbalancing effect on the psyche. 
In these situations, it is necessary to perform a psychodiagnosis and 
to attend the patient with specific and effective techniques, specific 
to the professional of Psychology. In other situations, such as skin 
problems secondary to mental disorders or dermatoses that accom-
pany or arise from anxiety, depression, hypochondria, delusions 
and hallucinations, the dermatologist must rely on the psychiatrist 
for appropriate psychopharmacological management.

Therefore, Psychodermatology is a field of integrated action 
of three specialties without which it will not be possible to give the 
appropriate care to the patient. It should be added that the partic-
ipation of Psychology and Psychiatry will not always result in the 
elimination of the disease. In many cases the objective is not a com-
plete cure but the attention to the mental and emotional states that 
are part of the clinical picture in order to at least give the patient 
resources to deal with the problem in a balanced and autonomous 
manner. 3-5

TOUCHING THE SKIN
Psychodermatology begins by considering the profound 

effects on the psyche and on the physical and physiological devel-
opment of the individual caused simply by touching the skin. This 
is a magical mechanism performed by the skin, which should be 
in the consciousness of every dermatologist. The skin is the wrap-
per and the boundary between the individual and the surround-

ing environment, with the multiple and extraordinary functions of 
barrier, emunctory, thermoregulatory, photoprotective, metabolic, 
endocrine, storage, blood pressure and blood flow regulator and 
advanced immunovigilance. Beyond that, the skin receives and in-
terprets the information coming from the central nervous system via 
chemical messengers and produces all mediator substances origi-
nated from the brain to give them retrogrades information, playing 
a human feature that may be the difference between life and death. 
This ability to produce the same substances as the brain makes the 
skin an external brain.6

The touch on the skin activates the sensory corpuscles of 
which it is endowed and that enable the sense of tact. Through it, 
the skin is continually stimulated by the external environment and 
carries information to the brain all the time. This allows the brain 
to make adjustments according to the stimuli captured by the skin. 
There is a permanent feedback loop between the skin and the brain, 
which occurs even during sleep. This connection influences not only 
the physical development of the individual but also the psychologi-
cal. The British anatomist Ashley Montagu (1905-1999) paid special 
attention in his research to the sense of touch. In his book Touch-
ing - The Human Significance of the Skin, he focused on skin’s role 
in birth, neurological development, breastfeeding, affective learn-
ing, immune function, growth, sex, culture, and maturation.7 This 
book should be studied by every candidate for dermatology before 
beginning the contact with dermatoses in order to understand the 
profound physical and psychological influence of the skin and its 
meaning in people’s lives. According to Montagu, “tactile sensa-
tions become tactile perceptions according to the meanings from 
which they have been invested by experience. Inadequate tactile 
experiences will result in a lack of such associations and in a con-
sequent inability to create fundamental relationships with others. 
When affection and involvement are transmitted by touch, it is with 
these meanings, besides the provision of security through satisfac-
tions, that touch becomes associated. This is the human meaning of 
touching”.

Touch deprivation and somesthetic stress (pain and touch 
trauma) lead to rapid rise in plasma cortisol levels, which indicates 
to the body an environmental change or stress. Chronic alteration 
in the balance of plasma cortisol and other hormones and chemical 
mediators leads to abnormal development of brain tissue and de-
struction of this previously normal tissue. On the other hand, tender 
and loving touch is associated with low levels of plasma cortisol, 
resulting in positive changes in brain tissue.8

Patterson and Hidore report that, in 1945, the physician 
and psychoanalyst René Spitz (1897-1974) compared children living 
in an orphanage and children admitted to the infirmary of a penal 
establishment where their mothers were imprisoned. The physical 
conditions of the orphanage and the state of development of the 
children were better than those of the penal institution, but sick-
ness and death rates at the orphanage were greater than those in 
the prison, and by the end of one year the children in the orphanage 
were worse than the ones living in the prison. After two years, 37 
children of the orphanage had died; in prison, all were alive after 
five years. The difference between the two situations was that in 
prison mothers took care of their children and in the orphanage they 
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were cared by professional nurses.9 Spitz noted that the babies of the 
orphanage were fed and clothed, but received neither the affection 
of the mothers nor were carried in the lap, were not physically stim-
ulated nor cuddled. At the end of three months, they had a state he 
called the hospitalism syndrome. These children had difficulty in 
physical development, lost their appetite, didn’t gain weight and 
adopted a position of defense and isolation and this led the majori-
ty to death. Spitz’s work drew attention to the consequences of the 
isolation of children in institutions, and this influenced a change in 
attitude, which involved frequent skin stimulation, with a drastic 
drop in deaths at these orphanages.

Later work, based specifically on touching, confirmed the 
fundamental effect of cutaneous stimulation on the development 
of infants. Dr. Tiffany Field, of the University of Miami, released in 
1986 an observation performed in the infirmary of premature in-
fants. Accompanying two groups of preterm infants - one that was 
normally touched for diapering, bathing and feeding, and other 
that, in addition to the usual care, received caressing for 15 minutes 
three times a day - she noted that the group that were stimulated 
presented an increased weight 47.8% per day and was discharged 
six days earlier compared with the other group.10

THE DERMATOLOGICAL CONSULTATION 
With all this complexity of the skin, the dermatological con-

sultation in many cases needs to go beyond anamnesis, physical 
examination, diagnosis and treatment. In the daily clinic, all derma-
tologists face patients who present complaints that are not related 
to the present skin problem, references to daily events, perceptions, 
beliefs, interpretations of facts, emotional impacts, experiences, af-
flictions, frustrations, sadness, depression, heartache, anxiety, and 
other reports of a psychological and emotional nature. How many 
times does the dermatologist have to answer the question: “Is it 
because of stress?” How many times a day the clinician hears the 
patient’s spontaneous statement: “I am very stressed/ anxious/ I 
cannot wait/ I want everything done yesterday/ I want everything 
perfect?”. It is necessary to know that these statements, although 
they cannot be seen, palpated, biopsied and dosed, are almost al-
ways related to the clinical picture and must be taken into consider-
ation for patient satisfaction and for the treatment to go beyond sur-
face changes, which are the effect. It is necessary to reach the origins, 
which, although it may seem strange to the biomedical model, can 
be placed in energy levels previous to those of the physical body.

Moreover, it is necessary to pay attention to the emotion-
al state of the patient caused by the dermatosis. How can a young 
woman with beautiful hair feel when alopecia areas appear, which 
do not respond to treatments and progress in an unavoidable way? 
What does the dermatologist have to say to her? Does the phrase 
“You have to accept this”, issued as advice by many experts, give 
some perspective to the patient? So also in cases of pustular acne in 
adolescents, linear scleroderma  on the face, vitiligo mainly in the 
hands, melasma, early baldness, psoriasis, and practically all der-
matoses.

Because they are visible to other people, who frequently in-
quire about the change, almost all dermatoses affect, to a greater or 
lesser degree, the emotional state of the patients and this has to in-

terest the dermatologist. Whether as a causative, triggering, aggra-
vating or consequent factor, emotional states of dislike, disgust, fear, 
shame  and anger are part of the clinical picture and need attention 
as much as the cutaneous picture. The incidence of psychological or 
psychiatric disorders in dermatological patients varies according to 
the type of disease, the location in visible areas and the social level 
of the patients.11-15 As dermatologists pay attention to the psycholog-
ical and social commitment, a biopsychosocial view of dermatoses 
is required, which implies considering what is going on in the pa-
tient’s mind and environment along with dermatological factors to 
manage the disease. The breakdown of physical or psychic balance 
and any overload in both spheres generates stress, which has harm-
ful consequences on all organs, including the skin.

STRESS
Being stressed is one of the most common complaints heard 

in a doctor’s office. And we must give credit to this, because the 
current pace of life is incompatible with a healthy body. The hu-
man body does not have the structure to be bombarded incessantly 
every day by aggressions, such as strenuous work rhythm, highly 
oxidizing diet, introduction of lethal agents such as alcohol, tobacco 
and drugs, daily use of drugs with unpredictable adverse events, 
depletion of energy in traffic, noise pollution, as well as unnatural, 
short, shallow and choppy sleep. To all this can be added real psy-
chological and emotional situations, such as pressure on production 
at work, financial difficulties, unemployment risk, affective prob-
lems in marriage and in family, loss of significant people, insecurity 
in cities, excessive information by newspapers, magazines, radio, 
television and internet, real or imagined situations, with fears about 
things that can happen, concern for future events, guilt for the past, 
frustrations for failure to achieve goals, low self-esteem, negative 
self-image, lack of confidence, and, also, corrosive emotions fed as if 
they were points of honor, such as anger, resentment, hurt, hatred, 
desire for revenge, ingratitude, which affect balance and behavior 
and generate permanent stress.

All this gives rise to a completely unbalanced condition for 
the human organism, which must be adapting itself all the time and, 
still unable to recover from one blow, already receives another. This 
imbalance condition generates free radical production higher than 
the enzymes can neutralize and, as a consequence, tissue inflam-
mation, aging and degeneration. “The hormones associated with 
the chronic stress load protect the body in the short term and pro-
mote adaptation (allostasis), but in the long run, this burden causes 
changes in the brain and body that can lead to disease (allostatic 
load). The result is the breakdown of homeostasis and the allostatic 
load, which are damaging changes that can accumulate in response 
to stress”. 16

The skin is particularly affected by stress and it is important 
to always keep in mind the role it may be playing in the generation, 
aggravation or maintenance of dermatoses.

Stress can be defined as the set of responses and physiologi-
cal adaptations that occurs in the body whenever a perceived threat, 
real or imagined, affects physical, mental and emotional balance. It 
was initially studied and clarified by the Viennese researcher Hans 
Selye, at McGill University in Canada, and first published in 1936. 17
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MIND AND BRAIN IN RELATION TO THE IMMUNE SYSTEM
People refer to the mind as if there is a common sense about 

their existence and nature. However, there continues to be a discus-
sion among psychiatrists, neurologists, and neuroscientists about 
what, in essence, is the mind. For many, the mind is the product of 
the brain and, once produced by it, acts retrograde and dominates it. 
As Rick Hanson, a neuropsychologist, and Richard Mendius, a neu-
rologist, put it: “Nobody knows exactly how the brain generates the 
mind or how the mind uses the brain to form the mind”. Although 
this phrase is barely intelligible, they further assert, “You are able to 
use the mind to improve the brain”. 18 That is, they assert that each 
one has the ability to use something immaterial and unknown to 
modify a concrete structure such as the brain. This shows the confu-
sion of the understanding of what is the mind. Leonard Mlodinov, 
professor of physics at the California Institute of Technology, has no 
doubt: “... the origin of the mind lies in the physical substance of the 
brain”.19 Some are more radical, admitting no other hypothesis, such 
as the psychiatrist Henrique Schützer Del Nero, who states, refuting 
the possibility of someone getting out of a psychological malaise by 
the force of thought: “... thought is a product of the brain and not 
the other way around. If there are bad thoughts, it will not be the 
intervention of the thought that will rescue the good functioning of 
the brain”, going in the opposite direction to what Psychoneuroim-
munology has scientifically demonstrated since 1970.20

On the other hand, there are scientists who have come to 
the conclusion, through their experiences, that the mind exists in-
dependently of the brain and, as the research in Psychoneuroimmu-
nology has shown, effectively commands the central organ. Among 
them is Wilder Graves Penfield (1891-1976), a naturalized Canadi-
an citizen, one of the greatest neurosurgeons of the 20th century, 
who  conducted several researches on the location of the epilepsy 
focus. He found that substantial areas of the cerebral cortex can be 
removed without any loss of consciousness by the individual, a fact 
that would suggest that consciousness is not specifically localized. 
Penfield noted that the history of the development of the mind 
during life is opposite to that of the brain. In the curve of human 
physical performance, there is improvement until a certain age, and 
from there, functions begin to decline and lose effectiveness until 
senility. On the contrary, the mind does not reveal inevitable decline 
and reaches the maximum potential of understanding and judg-
ment in old age. Penfield states: “In the end, I conclude that there is 
no good evidence, despite new methods such as the use of stimu-
lating electrodes, the study of conscious patients and the analysis of 
epileptic seizures, that the brain alone can carry out the work that 
mind does. I conclude that it is easier to imagine the human being 
on the basis of two elements rather than a single one”. 21

Everything that goes on in the brain affects the immune 
system because there is a bi-directional circuit between the central 
nervous system and the immune system. Stress thoughts, acting on 
the hypothalamus through various neuromediator molecules, affect 
the immune system via HPA (hypothalamic-pituitary-adrenal) axis 
and the immune system affects the brain, via the same axis, through 
cytokines.22,23

The biochemical composition, caused by stress, leads to im-
munodepression, a state that favors the onset of infectious, allergic, 

autoimmune and degenerative diseases. This fact was evidenced 
when Sheldon Cohen et al. published what was considered the first 
scientific evidence on the facilitation of illnesses by stress.24

But before that, psychologist Janice K. Kiecolt-Glaser of 
Ohio University had already shown in her research the decline in 
immune function due to stress and later observations confirmed the 
fact, and today it is common sense that stress harms the immune 
function. 25-28

MIND-SKIN COMMUNICATION
That the skin receives interference from the mind is out of 

any discussion by self-evident phenomena. When someone goes 
through an embarrassing situation, there is a flushing of the faces; 
when someone gets angry, the skin turns red; when someone gets 
frightened, the skin becomes pale; when feeling terrified, the hair 
on the body erects. These reactions, which anyone can see, are so 
undeniable that there are expressions commonly used to represent 
them, such as being flushed with shame, anger red, scared white, 
cold sweat of fear, hair standing in terror.

This indicates that always, at all times, anyone has been 
able to prove that emotional states manifest in the skin. It is curious, 
therefore, that even today experts doubt that emotions experienced 
by people affect the skin all the time and, having the possibility to 
modify the color, temperature, humidity, sebaceous secretion, resis-
tance, blood flow, i.e., their functional properties, they consequent-
ly have the power to produce imbalances translated in the form of 
dermatoses.

This doubt arose from the fact that, although physicians 
could witness the changes of the skin as effects of the emotions, the 
concepts implanted by the biomedical model demanded that the 
mechanism by which this was given was discovered and proven, 
without what, even if it were convincing at sight, it was not a sci-
entific observation, and therefore its existence was unreliable. This 
concept is well illustrated by the Portuguese neurologist Antonio 
Damasio, a professor at the School of Medicine of the University 
of Iowa: “Western medicine has achieved glory through the expan-
sion of internal medicine and surgical subspecialties, both of which 
are intended to diagnose and treat diseased organs and systems 
throughout the body. The brain was included because it was one of 
those organs. But its most precious product, the mind, has not been 
the subject of great concern on the part of the mainstream of Medi-
cine ... The result has been an amputation of the concept of human 
nature with which Medicine works ... Medicine has been slow to 
realize that what people feel about their physical state is the main 
factor in the outcome of treatment”. 29

The missing link began to emerge with the first experience 
of the psychologist Robert Ader in 1970, and with the subsequent 
research in the same field, which formed what would constitute the 
new science Psychoneuroimmunology. These works have shown 
the path of mind-body communication, including the mind-skin re-
lation. On this we published an article in 1992 in which we state that 
competence in dealing with emotions could be the decisive aspect 
for the emergence of many diseases and for the success of many 
treatments.30 Since then, countless researches have proven cutane-
ous effects of thoughts and emotions, such as delayed healing, inhi-
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bition of hair growth and reduction of barrier function.31-33

By the evolution of psychoneuroimmunological research, it 
is now known that mental activity causes electrical changes in the ce-
rebral cortex, which are carried to the thalamus and hypothalamus. 
There, they are transduced into chemical substances, which are the 
messengers of thoughts, namely neurotransmitters, neurohormones 
and neuropeptides. These, by the circulation or by the nerves, reach 
all the cells of the organism and, logically, also the cells of the skin. 
In each cell, when picked up by the receptors, they are decoded so 
that the cells understand the message they represent. After decod-
ing and understanding the message, the cells work according to the 
chemical order that originated in immaterial thoughts.

PSYCHOSOMATIC NETWORK AND NICE SYSTEM
Mind-body communication, as demonstrated by research-

es, occurs through messenger substances and cellular receptors. To 
these two elements, Dr. Candace Pert (1946-2013), who was chief 
of the Division of Brain Biochemistry of the National Institutes of 
Health of the United States, calls the molecules of emotion and 
names the psychosomatic network the set of neuropeptides and re-
ceptors distributed by the whole organism.34,35

In this network, the emotions would be held. Dr. Pert said 
that emotions are produced in the moment the neuropeptides fit the 
cellular receptors: “These molecules are emotions, not their cause. 
What we experience as a feeling is the actual vibrational dance that 
happens when the peptides bind to their receptors, regardless of 
whether they occur in consciousness”, and then they are physical 
and non-physical at the same time.36

The proximity of Langerhans cells and neurons in the pres-
ence of CGRP (calcitonin gene-related peptide), in addition to the 
expression of neurotrophic factors and receptors for neuropeptides 
in these cells, indicates the existence of a bidirectional communica-
tion in the skin between the immune system and the nervous sys-
tem. Neuropeptides are present in nerve fibers and in all cutaneous 
cells, keratinocytes, immunocytes, fibroblasts, Langerhans cells and 
endothelial cells, constituting a neuro-immuno-cutaneous-endo-
crine system (NICE system). 37-39

THE ACTION OF STRESS
The mind produces thoughts of two kinds: facilitators and 

limiting. According to the type of thought produced, it will inevitably 
give a pleasant, neutral or unpleasant sensation. The chain of events, 
as long as a thought is produced, is automatic because, in thinking, 
we produce chemicals in the brain. As the Indian endocrinologist Dr. 
Deepak Chopra explains, a thought is a boost of energy and informa-
tion, as everything in nature. Beliefs, thoughts and emotions create 
the chemical reactions that sustain life in every cell. 40

Stressful thoughts are of the most varied types, because 
they depend basically on the interpretation that each person gives 
to what goes in his/her mind. Any thought can be stressful to some, 
hilarious to others, neutral to others. Among the people who partic-
ipate in the experience of riding a roller coaster, some enjoy them-
selves, others are frightened, others are terrified, others feel it as a 
bland activity. Some leave willing to return, others never want to 
go through the same situation again, and for others it is indifferent. 

What makes sensations vary is how individuals perceive the expe-
rience. Some feel good, because, faced with the opportunity, their 
thoughts were of joy and this biochemical composition generated 
enthusiasm and euphoria; others created thoughts of fear and dan-
ger, and the resulting biochemical state were tension and dread.

The facts are neutral; the way each one considers them is 
what gives them the individual color and that changes them instant-
ly. The sight of a vine curled up on the floor of a forest creates an im-
mediate stress reaction on a hiker as a snake ready to attack; in the 
next instant, upon realizing its true and harmless nature, the state of 
stress ceases and calm is established. In an instant, the response of 
the organism changed from fight-or-flight to relaxation reaction at 
the same moment that the thought passed from threatening fantasy 
to harmless reality.

Each thought triggers the brain and it reacts according to 
the nature of the influx received. The brain does not interpret what 
the human being tells it through thoughtful words and images. 
Therefore, fantasy and reality produce the same biochemical states 
and emotions in the body. Consider the worries. When one cares 
about something that may happen at some future time, one actually 
experiences emotionally, by anticipation, what will supposedly oc-
cur.  If it is an event that will cause displeasure or unhappiness, the 
individual will feel in the present the stress these feelings will bring. 
If the situation does not occur, the person will have already been 
stressed because, to the brain, that was real. In the same way, when 
someone thinks about what is going to happen in the next vacation, 
he/she produces the sensations he/she will probably have as if the 
person were there at that moment The individual will feel happy in 
advance.

What happens in the whole body through this process is on 
the skin. However, the skin is a special organ because of its visibil-
ity. When someone has a disorder in some internal organ, he/she 
feels bad and grieve, but it is an individual experience. When the 
disorder is in the skin, in addition to the unpleasant sensation of 
the cutaneous alteration, there is the disturbance by the appearance, 
by what others think, by the questions that are asked of it, and by 
the withdrawal or repulsion of the others. Physical sensations add a 
psychological state. 41

Thoughts, therefore, affect the skin by the chemical medi-
ators brought to the skin cells. Stress thoughts cause fight-or-flight 
reaction in the skin, which is carried out by means of substances 
such as CRH, ACTH, cortisol, catecholamines, prolactin, substance 
P, NGF and others, starting a series of physiological and behavioral 
changes with the objective of adapting the organism to the pressure 
of the stress, which causes inflammation, pruritus and aging. 42,43

PSYCHODERMATOLOGY AND PSYCHODERMATOSES
As research shows more and more, the skin is intensely af-

fected by everything that goes on in the mind and, retrogradely, trig-
gers thoughts and emotions. There is a permanent mind - nervous 
system - skin connection and a reciprocal relation between these 
three areas. The skin sends messages to the nervous system and the 
mind and this influences the skin.44,45

From this interaction, the field of Psychodermatology was 
developed, which can be defined as the concept that encompass-



es all the personal and social consequences of dermatoses and the 
mental and emotional mechanisms involved in their origin, mainte-
nance or aggravation.

Psychodermatoses are the skin changes that:
1. are caused by psychiatric problems;
2. �cause psychiatric or psychological disorders due to its clinical 

manifestation;
3. �influence the psychological state and is maintained or aggra-

vated by it.

In the first group are dermatoses triggered by pathological 
mental states, which can be accompanied by hallucinations, delu-
sions, obsessions, compulsions, fixation in sick states, exaggeration 
of symptoms, severe depression and anxiety, which are diagnosed 
as schizophrenia, obsessive-compulsive disorder, hypochondria, 
major depressive disorder, generalized anxiety disorder, social pho-
bia, bipolar disorder, personality disorder, posttraumatic stress dis-
order, body dysmorphic disorder.

The dermatoses of this group are preceded by the disturbed 
mental states and result from them. They are divided into four types: 46

• Self-inflicted dermatoses - artificial dermatitis
	 epidermotilomania
	 excoriated acne
	 artificial cheilitis
	 onicophagy
	 malingering
	 Gardner-Diamond syndrome 
• Dermatoses due to illusions and hallucinations - illusions of 

parasitoses
	 olfactory, tactile and corporal hallucination
	 hypochondriac illusions
	 bodily dysmorphic disorder
• Somatoform disorders - pruritus
	 allergies
	 glossodynia
	 vulvodynia
	 tricodynia
	 paresthesias
	 burning
	 erythrophobia
• Dermatoses by compulsion - hand eczema by repeated washing
	 lichen simplex chronicus
	 trichotillomania
	 psychogenic excoriations
	 cutaneous hypochondriasis
	 body dysmorphic disorder

The manifestations of this group are the mirror of what goes 
on in the patient’s mind. It is not possible to effectively care for pa-
tients without acting on mental disorders.

In the dermatoses of the second group, the mind is affected 
secondarily by the presence of skin changes. They are stigmatizing, 
unsightly, diseases, or that causes intense or prolonged symptoms 
such as stress, irritability, fear, shame, catastrophic prediction, anx-

iety, depression, anger, self-rejection, isolation, despondency, and 
moral fatigue. In this group, psoriasis, vitiligo, atopic dermatitis, al-
opecia areata and hidradenitis are the most common; other derma-
toses, with less intense effects, are acne, dyshidrosis, hyperhidrosis 
of the hands, feet and armpits, leprosy, herpes simplex, hypertricho-
sis, lichen planus, perioral dermatitis, rosacea, seborrheic derma-
titis, scleroderma, lupus erythematosus, pemphigus, leg ulcers; 
dermatoses with a devastating effect on the psyche are ichthyoses, 
epidermolysis, hemangiomas and any other dermatosis interpreted 
as disastrous or harmful by the patient. In fact, any dermatoses can 
cause psychological imbalance and lead to emotional tension, de-
pending on the mental representation of the patient.

In the third group, both the dermatoses affect the psyche as 
it affects the clinical picture, causing its aggravation or its mainte-
nance and resistance to the treatment or facilitating the cure. Many 
are part of the second group to which are added allergies, nummular 
dermatitis, infectious dermatitis and serious diseases such as neo-
plasias because, as already mentioned, stress, worries, discourage-
ment, negative vision and everything that depletes organic energies 
compromise the immune system and impedes recovery of health.

INTERDISCIPLINARY CARE
Facing permanent mind-skin interaction it is necessary that 

the patient is treated as a unit consisting of several vibratory levels, 
which correspond to cutaneous, emotional and mental aspects. It is 
necessary to deal with clinical conditions using the resources avail-
able to Dermatology, but also with those that are in the domain of 
the other areas participating in these diseases, namely Psychiatry 
and Psychology.

First, it is necessary to be clear that it is convenient for the 
dermatologist to acquire certain skills that go beyond diagnosis and 
management of skin alterations. The specialist who understands 
that the patient’s emotional complaints are part of the clinical pic-
ture and has the capacity to explore them and provide some kind of 
support to them can be more effective in his/her treatment.

In many cases, dermatoses are followed by aspects of inability 
to control emotions that require a systematic and specialized correction 
for which the dermatologist would not have preparation or time. The 
dermatologist can obtain basic preparation to attend to and explore the 
patient’s emotional states, giving him/her, through adequate language 
and conscientious questions, conditions to see the real dimension of the 
problem and to envision new options. Often, a welcoming attitude of 
the doctor facilitates the solution by the patient. However, a more thor-
ough and systematic work requires the participation of a psychologist, 
preferably someone interested in dermatological issues.

And in the psychodermatoses of the first group, many of 
which involve frank psychopathology, the participation of a psy-
chiatrist is essential for the accurate diagnosis of the underlying 
disorder and follow-up with specific medications, which require in-
depth knowledge and daily experience in controlling their actions 
and possible undesirable adverse events. Despite this, it is necessary 
that the dermatologist has basic knowledge of Psychopharmacolo-
gy and minimal condition of handling psychoactive drugs to attend 
to simpler cases.47
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INTEGRATED THERAPEUTIC RESOURCES
Considering this participation of emotions and mind in a 

great number of cutaneous diseases, it is necessary to integrate all 
the resources that can attend to these three areas.

Basically, the dermatologist will give attention to the state of 
the skin, seeking to correct the changes according to the best derma-
tological and surgical techniques.

Remembering that chronic stress always harms any organ-
ic state, it is important to master mind-body anti-stress techniques. 
They are natural attitudes which, surprisingly, are not taught and 
therefore are not followed by patients or doctors and can keep stress 
at a non-harmful level without costing money. These techniques can 
be applied during the consultation, and the physician should in-
struct patients to practice them routinely to maintain their physical 
and mental balance. The fundamental ones are four: upright pos-
ture, change of breathing pattern, muscle relaxation and meditation. 
All have proven effectiveness in reducing stress and in favoring the 
body’s balance. The simple conscious breathing, with change of the 
thoracic pattern to the abdominal one, produces important modifi-
cations in the organism in the sense of the physiological and psycho-
logical balance.48 The cardiologist Herbert Benson began the appli-
cation of stress reduction techniques in the 1960s at Massachusetts 
General Hospital and developed a Relaxation and Resilience Re-
sponse Program consisting of meditation, relaxation, social support, 
cognitive skills training, and positive psychology. Its application has 
indicated that mind-body interventions reduce the individual bur-
den of disease and decrease the need for people to resort to health 
services.49 In recent years, it has been studied closely, in the light of 
results obtained over many years by Dr. Jon Kabat-Zinn, Emeritus 
Professor of Medicine at the University of Massachusetts Medical 
School, a type of meditation called mindfulness meditation. 50-54

Intervention with psychoactive drugs in cases of marked 
mental changes such as personality disorder, bipolar disorder, 
narcissistic personality disorder, depressive disorders, anxiety 
disorders, posttraumatic stress disorder, schizophrenia, obses-
sive-compulsive disorder, should be conducted by psychiatrist in 
consultation with Dermatology because it involves another area of 
Medicine.55

As we have already focused on, almost all skin diseases are 
capable, to a greater or lesser degree, of emotionally affecting pa-
tients. There is today the concept that in certain diseases, however 
small it may be, to refer the patient to a psychologist, as if the mind 
were the exclusive cause of the disease, which, once attended to, 
will lead to a cure. This aspect deserves thoughtful consideration 
by the specialist because often the patient deals perfectly well with 
the acne without it affecting him/her emotionally. But for some in-
dividuals, , the degree of emotional impairment is so complex that 
it becomes imperative to refer the patient to psychotherapy. There 
are several types of psychotherapy and each person adapts to some. 
The most commonly used is cognitive-behavioral therapy, which is 
acknowledged to be effective in many cases.56 Other techniques in-
clude transactional analysis, bioenergetic analysis, gestalt therapy, 
psychodrama, and reprogramming techniques such as neurolin-
guistic programming, timeline therapy, EMDR (Eye Movement De-

sensitization and Reprocessing), and energy techniques such as TFT 
(Thought Field Therapy) and EFT (Emotional Freedom Techniques). 
Although the mode of action of some of them is not perfectly clear, it 
is necessary to maintain the integrative concept. Nothing should be 
disregarded, because each person is unique and experiences disease 
on his/her own way. There are reports of positive effects with all 
these techniques in individual cases or in large numbers of people.

Other resources, well known and employed, are biofeed-
back, guided imagery, visualization and support groups.57-58 Hyp-
nosis is a technique with proven effects on the brain and capable of 
producing unexpected results, besides being usable in a large num-
ber of dermatoses.59 It could be put into practice by a greater number 
of doctors because of its vast reach. There is also self-hypnosis and 
self-massage, which are self-applying techniques, as well as yoga 
and tai chi chuan, originating in India and China, the former being 
a philosophy of life, which integrates mind and body, and the sec-
ond, originated from Martial arts, producing effects on the body’s 
energizing.

It is important to remember that, rarely, dermatologists 
work with the skin’s ability to influence the nervous system and the 
immune system by touch. Perhaps this is a consequence of the der-
matologist being trained almost exclusively on diseased skin and 
not having attention focused first on normal skin and its meaning 
and potentiality. Skin touch and skin stimulation in the form of mas-
sage have the power to facilitate recovery from burns, reduce levels 
of stress hormones and of anxiety, increase delta waves, indicative 
of relaxation, and decrease alpha and beta waves in the electroen-
cephalogram, decrease the salivary cortisol and raise the cytotoxic 
capacity by increasing the number of NK cells.60-62 This resource is 
available to specialists and can be of great value in the treatment of 
psychodermatoses, using the assistance of massage therapists.

FINAL CONSIDERATIONS

Because it involves the skin, the nervous system and the 
mind, Psychodermatology needs the collaboration and integration 
of the dermatologist, the psychiatrist and the psychologist without 
which the psychodermatoses will not be treated in their complexity 
and will not be focused on their origin. More than an aesthetic im-
pairment, they are associated with a diversity of psychopathological 
problems, which affect the patient’s family and social life. Derma-
tologists should become familiar with basic psychopharmacology 
and simple non-pharmacological interventions. They also need to 
have good access to the patient, which depends on considering the 
situation from the perspective of those who experience the disease. 
In treatment, they should include pharmacological and non-phar-
macological resources and always use stress reduction techniques, 
the major causative agent of diseases. It is convenient, given the 
current level of knowledge about the mind-skin connection, that 
Dermatology services have psychiatrists and psychologists for in-
terconsultation acting jointly with dermatologists. The absence of 
this care to patients reduces the dermatological consultations to 
attempts to repair the effects without seeking the causes, making 
patients captive attendants of the services without offering a per-
spective of solution.q
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