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Abstract
Objectives: We aimed to assess the perception of psychodermatology, practice patterns, and challenges reported by 
Canadian dermatologists.
Methods: We designed an online questionnaire based on previous literature, including questions about practitioners’ per-
ceptions, practice patterns, training, and challenges in psychodermatology. We solicited their opinions on desired training, 
research needs, and clinical approach recommendations. Our survey was distributed nationally by the Canadian Dermatology 
Association (CDA).
Results: Of the total of 78 participating dermatologists, >75% reported treating patients with psychodermatological condi-
tions, with higher frequencies of secondary than primary psychodermatological conditions. While practitioners had some 
confidence in their understanding of psychodermatology (median = 4 on a 5- point scale), their comfort levels to approach 
these patients were lower (median = 3), and their confidence in prescribing psychotropic medication was markedly low 
(median = 2). A total of 50% reported that a “multidisciplinary approach” would be best for these patients. Poor access to 
psychiatry was the most reported (26.9%) challenge, together with time constraints, lack of training, poor communication 
with patients, and lack of patient insight and resources. While 46.2% reported having never participated in psychodermatol-
ogy training, 55.1% expressed interest in doing so.
Conclusion: We identified several challenges with knowledge, awareness, and healthcare delivery in psychodermatological 
practice in Canada. Increasing dermatologists’ access to psychiatric consultations/services, a multidisciplinary approach with 
dermatologists and psychiatrists co- providing care, and more specialized training in this area are recommended to narrow 
the identified gaps.
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Introduction
Psychodermatology focuses on mind- skin interactions and 
the disorders that result from their disturbance. These condi-
tions are common in dermatological practice. It is estimated 
that every third patient in a dermatology clinic needs assess-
ment for mental health symptoms.1-3 In addition, compared 
with the general population, patients with skin diseases have 
a higher prevalence of comorbid psychiatric disorders.4 
Patients with psychiatric diagnoses are also more likely to be 
D൵HFWHG�E\�VNLQ�FRQGLWLRQV��&XUUHQWO\��WKHUH�LV�QR�XQLYHUVDO�
consensus on the clinical categorization of these conditions, 
but they are often grouped into 4 broader categories: (1) pri-
mary psychodermatological disorders, (2) secondary psych-
odermatological disorders, (3) psychophysiological 

disorders, and (4) psychogenic pruritus.5�$OWHUQDWLYH�FODVVL¿-
cations categorize conditions based on their assumed psychi-
atric etiology and pathophysiology (ie, psychocutaneous 
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conditions due to psychotic, depressive, anxiety- related, or 
obsessive- compulsive symptoms).5 The estimated high fre-
quency of these diseases, combined with a lack of consensus 
RQ�FODVVL¿FDWLRQ�DQG�FOLQLFDO�DSSURDFK��KLJKOLJKWV�WKH�FOLQLFDO�
reality of concurrent mental health and dermatological con-
ditions. This suggests the importance of establishing well- 
informed psychodermatology practice in medicine.

+HDOWKFDUH�GHOLYHU\�LQ�SV\FKRGHUPDWRORJ\�FDQ�EH�GL൶FXOW�
and unsatisfying for practitioners, as well as patients and 
their families. Despite the presence of an overarching psy-
chiatric pathology in most psychodermatologic conditions, 
these patients tend to present more readily and in earlier 
phase to dermatologists, not psychiatrists.4,6 Several studies 
reported challenges that limit providing optimal care to 
patients with psychodermatological conditions in dermatol-
ogy practice. These include physicians’ under- recognition of 
psychodermatological disorders, patients’ poor insight into 
these conditions, and lack of specialized clinics to treat these 
disorders.6,7� ,Q�DGGLWLRQ��GHUPDWRORJLVWV¶� ODFN�RI�FRQ¿GHQFH�
and/or training to initiate psychotropic therapy can be a bar-
rier to successfully treating psychodermatology patients. A 
US- based survey of dermatologists found that only 3% of 
UHVSRQGHQWV� UHSRUWHG� WKH\� KDG� FRQ¿GHQFH� LQ� SUHVFULELQJ�
these medications.8 Understanding pharmacological pre-
scription practice in dermatology will help identify and 
address potential gaps and, consequently, improve the qual-
ity of care for patients with psychodermatological condi-
WLRQV�� ,Q� &DQDGD�� SV\FKRGHUPDWRORJ\� VHUYLFHV� DUH� OLPLWHG��
Furthermore, the epidemiological characteristics, clinical 
H[SHULHQFHV��DQG�FKDOOHQJHV�LQ�SV\FKRGHUPDWRORJ\�LQ�&DQDGD�
have not been systematically reviewed.9 In addition, no pre-
vious relevant study from other geographical locations7,10,11 
GL൵HUHQWLDWHG�EHWZHHQ�SULPDU\�DQG�VHFRQGDU\�SV\FKRGHUPD-
WRORJLFDO� FRQGLWLRQV��+RZHYHU�� WKH� ODWWHU� KDYH� VLJQL¿FDQWO\�
GL൵HUHQW�FOLQLFDO�LPSOLFDWLRQV�DQG�VKRXOG�EH�VHSDUDWHG��DV�WKH�
FRXUVH�RI�WUHDWPHQW�RI�WKHVH�FRQGLWLRQV�GL൵HUV�DV�ZHOO��+HQFH��
the overall lack of knowledge of the challenges and the cur-
UHQW�VWDWXV�RI�SV\FKRGHUPDWRORJ\�WUHDWPHQW�LQ�&DQDGD�PD\�
hinder improving the quality of care. In the current study, we 
aimed to assess the perception of psychodermatology, prac-
WLFH�SDWWHUQV��DQG�FKDOOHQJHV�UHSRUWHG�E\�&DQDGLDQ�GHUPDWRO-
ogists in an attempt to highlight important aspects, bridge 
gaps in knowledge, and detect potential shortfalls that should 
be addressed.

Methods

Survey
We developed a questionnaire based on a literature review of 
articles addressing psychodermatology.7,8,10-12 We included 
questions to assess practitioners’ subjective knowledge of psy-
chodermatology, relevant practice patterns, and perceived chal-
lenges, as well as past and desired training and education, 
attitudes toward research, and future recommendations. In 

addition to previous studies in this area, we asked questions 
DERXW�SV\FKRWURSLF�PHGLFDWLRQ�SUHVFULSWLRQ�SDWWHUQV�DQG�GL൵HU-
entiated primary from secondary psychodermatological condi-
tions. Questions on demographic and other background 
characteristics of the participants were also included.

In order to explain primary and secondary psychodermato-
logical conditions, at the beginning of the survey, we introduced 
primary psychodermatological conditions as “conditions in 
which the patient has no primary skin disease and all of the cuta-
QHRXV� ¿QGLQJV� DUH� VHOI��LQGXFHG� �HJ�� GHOXVLRQV� RI� SDUDVLWRVLV��
excoriation disorder, trichotillomania).” Secondary psychoder-
matological conditions were described as “conditions that 
involve the development of psychological problems as the 
results of a skin disease or the exacerbation of a skin disease due 
to psychological factors (eg, anxiety and depression in patients 
with psoriasis or atopic dermatitis).”

Answer formats included yes/no, 5- point Likert- scales, 
multiple choice, and free text, for a total of 29 questions. The 
survey was administered through Google Forms, and partic-
LSDQWV� FRXOG� FKRRVH� WR� ¿OO� RXW� DQ� (QJOLVK� RU� D� )UHQFK�
version.

Data Collection
2XU�RQOLQH�VXUYH\�ZDV�GLVWULEXWHG�QDWLRQDOO\�E\�WKH�&DQDGLDQ�
'HUPDWRORJ\�$VVRFLDWLRQ� �&'$�� LQ�2FWREHU� ������$OO� &'$�
members (approximately 700 dermatologists and dermatology 
UHVLGHQWV� LQ� &DQDGD�� ZHUH� FRQWDFWHG� WKURXJK� HPDLO� ZLWK� ��
reminder sent 4 weeks after initial contact. A consent form was 
included in the information sheet at the beginning of the survey. 
The study was approved by the University of Alberta Research 
(WKLFV�%RDUG��3UR����������

Statistical Analysis
Survey data were saved automatically in Google sheets. After 
cleaning typographical errors, repeated entries, and partial sur-
vey responses, all data were imported into the Statistical 
3DFNDJH� IRU� WKH� 6RFLDO� 6FLHQFHV� YHUVLRQ� ����� �,%0� 6366�
6WDWLVWLFV�IRU�:LQGRZV��YHUVLRQ�������,%0�&RUS���$UPRQN��1<��
USA) for further analysis. Descriptive statistics included fre-
quency counts and percentages out of the total number of partic-
ipants who answered the corresponding question, as well as 
medians and ranges for the Likert scales.

Results

Participants
Overall, a total of 78 dermatologists and dermatology resi-
GHQWV� ¿OOHG��RXW� RXU� VXUYH\�� DPRXQWLQJ� WR� DQ� DSSUR[LPDWH�
response rate of 11.1% (out of 700). As detailed in Table 1, 
the majority of participants were female, practicing in 
private- solo practice in urban areas.
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Psychodermatology-Perceived Frequencies
Table 1 details the perceived frequencies of psychodermatolog-
ical conditions in the practices of our responders. The largest 
proportion of participants (47.4%) reported that 

psychodermatological conditions consist of less than 10% of 
their practice, but almost one- third (32.1%) reported psychoder-
matological conditions to make up between 10% and 25% of 
their patients. Of the total of 78 participating dermatologists, 
>75% reported treating patients with psychodermatological 
conditions, with higher frequencies of secondary than primary 
psychodermatological conditions. For primary psychodermato-
logical conditions, we had similar percentages of physicians 
who see 1 patient/month and 1 patient/week (39.7% and 35.9%, 
respectively), while for secondary psychodermatological condi-
tions 83.3% of physicians reported seeing a minimum of 1 
patient per week (55.1%, 1 patient/day and 28.2%, 1 patient/
week).

Psychodermatology Practice
Figure 1 summarizes responses related to practitioners’ per-
ceived understanding of psychodermatology and comfort levels 
with psychodermatological patients. The respondents had some 
FRQ¿GHQFH� LQ� WKHLU� XQGHUVWDQGLQJ� RI� SV\FKRGHUPDWRORJ\�
(median = 4 on a 5- point scale). However, their comfort- levels 
to approach these patients were lower (median = 3 L range = 4). 
Less than half of the participants (44.9%) reported having a 
comfort level >3 on a 1-5 Likert scale.

Regarding practice patterns (Table 2), a minority of partici-
pants (6.4%) reported managing primary psychodermatologi-
cal conditions themselves, while 23.1% reported doing so for 
secondary psychodermatological conditions. About one- third 
(32.1%) of dermatologists who manage patients themselves 
have never been prescribed a psychotropic medication. Of the 
practitioners who reported having prescribed psychotropic 
medications, 45% reported prescribing psychotropic medica-
tions on an “occasional basis,” while 35% reported using them 
only for severe cases (Table 2). The vast majority of the partic-
LSDQWV���������UHSRUWHG�WKHLU�FRQ¿GHQFH�LQ�SUHVFULELQJ�SV\FKL-
DWULF�GUXJV�WR�EH����RQ�D�����/LNHUW�VFDOH��PHGLDQ� ����UDQJH� �
���� 0RVW� FRPPRQO\� SUHVFULEHG� SV\FKRWURSLF� PHGLFDWLRQ�
classes included antipsychotics, antidepressants, and benzodi-
azepines (Figure 1D) with risperidone as the most frequently 
reported drug, followed by the antidepressants doxepin and 
amitriptyline, as well as the antipsychotic pimozide. When 
asked about the best approach to psychodermatology, a “multi-
disciplinary approach” was endorsed by the largest proportion 
of responders (50%).

0RVW� SDUWLFLSDQWV� UHSRUWHG� UHIHUULQJ� SV\FKRGHUPDWRORJ\�
patients to a psychiatrist, depending on the severity of the 
symptoms (Table 2). The majority answered that they refer to 
severe cases, 47.4% and 43.6% for primary and secondary psy-
chodermatological conditions, respectively. Four out of 78 der-
matologists reported referring to general practitioners instead 
of referring patients to psychiatry, with equal rates for primary 
and secondary psychodermatological conditions. A total of 61 
participants provided responses to the open- ended question 
asking them to describe the referral process. Twenty- one of 

Table 1. Participants’ Characteristics and Frequency of 
Psychodermatology (PD) Cases.

Characteristic n (%)

Demographics
Age in years (M = 50.5, SD = 14.9)

  26-47 32 (43.3)

  48-69 36 (48.6)

  70-91 6 (8.2)

Years of practice (M = 19.3, SD = 14.1)

  0-4 16 (21.3)

  May-25 30 (40)

  >25 29 (38.6)

Gender

  Female 52 (67.5)

  Male 23 (29.9)

  Prefer not to say 2 (2.6)

Language

  English 66 (84.6)

  French 12 (15.4)

Type of practice

  Private—solo 26 (33.3)

  Private—group 18 (23.1)

  University- based 22 (28.2)

  Hospital- based 12 (15.4)

Area of practice

  Urban 60 (76.9)

  Suburban 5 (6.4)

  Rural 13 (16.7)

Frequency of PD conditions
Overall percentage of PD patients in responders’ practice

  <10% 37 (47.4)

  10%-25% 25 (32.1)

  26%-50% 13 (16.7)

   >50% 3 (3.8)

Frequency of primary PD conditions

  Never 1 (1.3)

  Rarely (1 patient/6 months) 12 (15.4)

  Occasionally (1 patient/1 months) 31(39.7)

  Frequently (1 patient/week) 28 (35.9)

  Very frequently (1 patient/day) 6 (7.7)

Frequency of secondary PD conditions

  Never 0

  Rarely (1 patient/6 months) 4 (5.1)

  Occasionally (1 patient/1 months) 9 (11.5)

  Frequently (1 patient/week) 22 (28.2)

  Very frequently (1 patient/day) 43 (55.1)
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them (34.4%) reported accessibility issues to psychiatrists and/
RU�SV\FKRORJLVWV��(OHYHQ�������XVHG�QHJDWLYH�H[SUHVVLRQV�VXFK�
DV� ³SRRU�´� ³VORZ�´� ³GL൶FXOW�´� ³GUHDGIXO�´� DQG� ³KRUULEOH´� WR�
describe the referral process. Three (4.9%) reported frustration 
with a vague or malfunctioning process (eg, “I cannot think of 
RQH�H[DPSOH�RI�D�VXFFHVVIXO� UHIHUUDO�´�³1R�RQH�ZDQWV� WR�VHH�
WKHVH�SDWLHQWV�´� DQG� ³7KHUH� LV� QR� VSHFL¿F�SURFHVV� WR� GR� LW´���
0RVW� SUDFWLWLRQHUV� �������� UHSRUWHG� WKDW� WKH\� ³VRPHWLPHV´�
R൵HU�UHIHUUDO�WR�SV\FKLDWU\��$OPRVW�KDOI���������UHVSRQGHG�WKDW�
patients decline referral in most cases. In addition, 36.4% of 
dermatologists reported that >75% of patients with primary 
psychodermatological conditions and 21.6% of patients with 
secondary conditions declined treatment.

Challenges in Psychodermatological Practice
A total of 67 dermatologists responded to an open- ended 
question asking about the challenges in psychodermatology. 
In our survey, 26.9% of participants reported poor accessibil-
ity to psychiatrists and psychologists; 13.4% stated patients’ 
poor insight into their condition, with 32.8% reporting 
patients’ rejection of their diagnosis and treatment as the pri-
mary challenge. Other reported challenges included time 
constraints (16.4%), lack of training (16.4%), and poor com-
munication with the patients (4.5%). In addition, 87.2% 
reported a lack of awareness of patient and family resources 
for these conditions.

Figure 1. Participants’ responses. (a) Confidence in understanding of psychodermatology. (b) Comfort level approaching 
psychodermatology patients. (c) Confidence in prescribing psychotropic medications in the treatment of psychodermatological 
conditions. (a- c) Answers were given on 5- point Likert scales. Gray bars indicate group medians. (d) Most commonly prescribed 
psychotropic medications in the treatment of psychodermatological conditions (N = 60); more than 1 answer was possible.



Turk et al 5

Education and Training
Of all participants, 46.2% reported having never participated 
in a psychodermatology training (Table 3). Of the 42 physi-
cians who reported some form of training in psychoderma-
tology, 33.3% reported they received their training during 
residency, and 31% reported training through conferences. 
However, 68.9% reported that training in psychodermatol-
ogy during residency was “poor” or “inadequate.” Of our 
participants, 55.1% expressed an interest in some psychoder-
matology training, with preferred formats being workshops 
and seminars.

Research and Future Development
Only 2 of the queried physicians (2.6%) reported that 
UHVHDUFK� LV� DGHTXDWH� LQ� WKH� ¿HOG� RI� SV\FKRGHUPDWRORJ\��
Table 4 summarizes the responses we obtained on recom-
mendations for future research. When asked about sugges-
tions for future improvement in psychodermatology, 15 
physicians (26.8%) emphasized the need for more collabora-
tion with and accessibility to psychiatrists and psychologists. 
Fourteen physicians (25%) highlighted the importance of 
establishing specialized psychodermatology clinics. All 

Table 2. Practice Patterns in Psychodermatology (PD).

Survey areas Frequencies (%)

Questions

PD—management by self
Have you ever prescribed a psychotropic medication?
  No 25 (32.1)
  Yes 53 (67.9)
If yes, how frequently? (n = 60)
  Rarely, only severe cases 21 (35)
  Occasionally, few cases 27 (45)
  Frequently, most cases 10 (16.7)
  Very frequently, all cases 2 (3.3)
How often do patients with primary PD conditions decline psychotropic 

medications?
  Never 3 (3.9)
  Rarely (<10%) 1 (1.3)
  Sometimes (10%-25%) 8 (10.4)
  Often (26%-50%) 17 (22.1)
  Very often (51%-75%) 20 (26)
  Most cases (>75%) 28 (36.4)
How often do patients with secondary PD conditions decline 

psychotropic medications?
  Never 3 (4.1)
  Rarely (<10%) 5 (6.8)
  Sometimes (10%-25%) 16 (21.6)
  Often (26%-50%) 24 (32.4)
  Very often (51%-75%) 10 (13.5)
  Most cases (>75%) 16 (21.6)
PD—management by referral
Have you ever offered a patient a psychiatric consultation?
  No 4 (5.1)
  Sometimes 49 (62.8)
  Often 15 (19.2)
  Most cases 6 (7.7)
  Othera 4 (5.1)
How often do you refer patients with primary PD conditions to a 

psychiatrist for further assessment?
  Never, I self- manage cases 5 (6.4)
  Rarely, only severe cases 37 (47.4)
  Occasionally 23 (29.5)
  Frequently—most cases 4 (5.1)
  Very frequently, all cases 1 (1.3)
  Othera 8 (10.3)
How often do you refer patients with secondary psychodermatological 

conditions to a psychiatrist for further assessment?
  Never, I self- manage cases 18 (23.1)
  Rarely, only severe cases 34 (43.6)
  Occasionally 19 (24.4)
  Frequently—most cases 0 (0)
  Very frequently, all cases 0 (0)

(Continued)

Survey areas Frequencies (%)

Questions

  Othera 7 (9)
Have you ever experienced that a patient declined psychiatric 

consultation?
  Never 6 (7.7)
  Sometimes 12 (15.4)
  Often 25 (32.1)
  Most cases 35 (44.9)
Best practice approach to PD
Which of the following describes the best approach to PD in your 

region?
  Dermatologists should manage these 

cases with psychiatry referral if 
necessary

11 (14.1)

  Psychiatrists should manage these cases 
with dermatology referral if necessary

11 (14.1)

  A multidisciplinary approach 39 (50)
  Manage in a case- specific manner 11 (14.1)
  Further research is needed to know 1 (1.3)
  Otherb 5 (6.4)

aWitten responses included: “Absolutely zero access, would love to 
refer lots/all,” “As a private billing specialist, I am not allowed to refer,” 
“Patients always reject/do not want to be referred,” “Ask GP to manage 
or refer to psychiatry,” “n/a”.
bWritten responses included: “Having a specialized clinic,” “PD patients 
are not dermatologists’ problem,” “not sure.”

Table 2. Continued
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other responses relating to recommendations for improving 
psychodermatology practice in the future are listed in 
Table 5.

Discussion
Our results highlight several challenges with knowledge, 
awareness, and healthcare delivery in psychodermatological 
SUDFWLFH� LQ�&DQDGD�� ,Q� OLQH�ZLWK� VHYHUDO� VWXGLHV� IURP� ORFD-
WLRQV� RXWVLGH� &DQDGD�7,10,11 most of our participants’ per-
ceived understanding and knowledge of psychodermatology 
LV�QRW�RSWLPDO��&OLQLFDOO\��LQ�D�VXUYH\�RI�����GHUPDWRORJLVWV�
LQ�&KLOH�12 less than half of the participants (41%) reported 
being comfortable to manage patients with psychodermato-
logical conditions, which was similar in Turkey (specialists 
40.4%, n = 70; residents 18%, n = 45).11 Outcomes from a 
US- based survey study suggested that practitioners’ comfort 
level in treating these disorders vary by condition. While 
83% of the 40 responders reported being comfortable in the 
diagnosis of trichotillomania, fewer (57%) were comfortable 
to diagnose underlying major depression and only 10% 
reported being comfortable to diagnose psychotic disorders 
and borderline personality disorder.8

The frequency of psychodermatological conditions in 
dermatology practice is generally estimated to be 30%-
40%.1,3,4 However, few studies have reviewed the epidemio-
logical characteristics of these conditions and most 

Table 3. Training in Psychodermatology (PD).

Category n (%)

Participation in a PD training
  Never 36 (46.2)
  Once 20 (25.6)
  Several times 22 (28.2)
Type of PD traininga

  Lecture 4 (9.5)
  Continued Medical Education (CME) 11 (26.2)
  Residency 14 (33.3)
  Conference 13 (31.0)
  Workshop 2 (4.8)
  Formal 6 (14.3)
  Sessions at meetings 1 (2.4)
  Informal 2 (4.8)
  Seminar 2 (4.8)
Interest in and willingness to attend a CME training on PD
  No 10 (12.8)
  Maybe 25 (32.1)
  Definitely 43 (55.1)
Preferred training modalitya

  Workshops 37 (47.4)
  Seminars 29 (37.2)
  Conferences 24 (30.8)

aMultiple answers were permitted.

Table 4. Summary of Participants’ Recommendations for Future 
Research in Psychodermatology (PD).

Recommendations for future research

Etiology of PD conditions

• The role of inflammatory pathways in psychodermatological 
conditions

Clinical approach to PD

• Best approach to initiate antipsychotic and anxiolytic therapy
• The use of cognitive behavioral therapy in psychodermatology
• Differences in treating secondary conditions (eg, psoriasis 

versus atopic dermatitis- induced anxiety)
• Long- term effectiveness of clinical management
• Patterns of psychodermatological symptoms how to approach 

them
• Challenges and education in psychodermatology
• More evidence- based approaches

Condition- specific

• Reactive anxiety in dermatological practice
• Best approach to acne excoriee
• Scalp dysesthesia
• Cutaneous pain syndrome

Miscellaneous

• Risk and benefits of having a private psychodermatology billing 
in dermatology

Table 5. Reported Recommendations for Improving the Quality 
of Care in Psychodermatology (PD) (N = 56).

Recommendations for better healthcare  
delivery in PD n (%)

Better accessibility to mental health specialists 
including psychiatrists and psychologists.

15 (26.8)

Establishing multidisciplinary PD clinics 14 (25)
More training opportunities and better training 

during residency
8 (14.3)

Increase collaboration with psychiatrists including 
those interested in PD

7 (12.5)

Focusing training on initiating psychoactive 
medications

4 (7.1)

Circulating practical manuals for approaching PD 
patients

3 (5.4)

Better information to and inclusion of the patients 
and their families

3 (5.4)

Dedicate more time to PD patients and increase 
the duration of the consult

2 (3.6)
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survey- based studies estimate the frequency based on derma-
tologists’ perception and practice patterns. Similar rates were 
REVHUYHG� LQ�GL൵HUHQW�VWXGLHV�ZKHUH� WKH�PDMRULW\�RI�SDUWLFL-
pants in all studies reported that psychodermatological con-
ditions represent 10%-25% of their practice.7,10,11 However, 
LW� LV�QRWHZRUWK\�WKDW� LQ�RXU�&DQDGLDQ�SRSXODWLRQ��������RI�
the dermatologists reported that more than 25% of their cases 
might be psychodermatological in nature. In Turkey, 40.3% 
of specialists (n = 70) and 46.5% of residents (n = 45) 
reported similarly high rates above 25%11� �� LQ� D� 0LGGOH�
(DVWHUQ� VWXG\�� ���� �n = 57) of dermatologists reported a 
similar rate.10 The reported frequencies of encounters with 
these patients, especially considering the practitioners’ rela-
tively low comfort levels approaching these conditions, were 
VWULNLQJ�DQG�HPSKDVL]H�WKH�QHHG�IRU�PRUH�H൵RUWV�WR�HQKDQFH�
the training and quality of care in psychodermatology. 
Validating the numbers in survey studies with more objec-
tive, population- based measures will achieve a more accu-
rate estimate of the frequency of psychodermatological 
FRQGLWLRQV�LQ�&DQDGD��7KLV�UHPDLQV�FUXFLDO�WR�XQGHUVWDQG�DQG�
optimize current and future interventions.

Therapeutic approaches to psychodermatological condi-
tions include a wide spectrum of interventions that can be 
pharmacological, psychological, or combined. Our results 
highlight the discrepancy between the high demand for psy-
FKRGHUPDWRORJLFDO� VHUYLFHV�� GL൶FXOWLHV� LQ� WKH� UHIHUUDO� SUR-
cess to psychiatry, and the high rates of patients who will not 
accept referrals to psychiatry. There are also low rates of der-
PDWRORJLVWV�ZKR�UHSRUWHG�EHLQJ�FRQ¿GHQW� LQ�PDQDJLQJ�DQG�
initiating psychopharmacological therapy themselves. All of 
these factors are implicated in possible shortfalls in health-
care delivery for psychodermatology patients and highlight 
the need for a multidisciplinary approach, which was reported 
by the majority of our dermatologists as the best way to 
tackle psychodermatology. This is also emphasized in a 
recent review of 23 psychodermatology clinical models 
where the authors concluded that these clinics can improve 
the quality of care, reduce the costs, and provide training 
opportunities.13,14 In addition, in our survey, the top recom-
mendation made by dermatologists to improve the quality of 
care to these patients was increasing access to mental health 
specialists. Furthermore, evidently, medico- legal conse-
quences of inappropriate treatment and misdiagnoses should 
be avoided at all cost and—again—emphasize the impor-
tance of multidisciplinary approaches and the need to 
increase access, utilization, and acceptance of psychiatric 
consultations.

Regarding psychotropic prescription practices, antipsy-
chotic and antidepressant medications were the most com-
monly reported drugs for the treatment of 
psychodermatological conditions. In dermatology, antipsy-
chotics are mainly prescribed to treat patients with primary 
psychodermatological conditions such as delusions of para-
sitosis or other conditions in which the skin symptoms are 

thought to be driven by psychosis.15 In our survey, the most 
commonly reported antipsychotic agent was risperidone, fol-
lowed by pimozide. The latter is a high potency typical anti-
psychotic medication that traditionally was the drug of 
choice for treatment of delusions of parasitosis.16 However, 
GXH� WR�FRPPRQ�DQG�SDUWO\� LUUHYHUVLEOH� VLGH��H൵HFWV� VXFK�DV�
extrapyramidal symptoms (ie, acute dyskinesias and dys-
tonic reactions), atypical antipsychotic medications such as 
risperidone are generally preferred today as they are associ-
DWHG�ZLWK�IHZHU�DGYHUVH�H൵HFWV�17 The relatively high num-
bers of pimozide use in our cohort raise the opportunity to 
promote the use of newer antipsychotic medications in der-
matological practice, including for the treatment of delu-
sional parasitosis. The most commonly prescribed 
antidepressant was doxepin. There is no preferred class of 
antidepressants in psychodermatology according to a com-
prehensive review on the use of these drugs in dermatol-
ogy.18�7KH�¿UVW��OLQH�WUHDWPHQW�RI�PRRG�GLVRUGHUV�LQ�SV\FKLDWU\�
would typically involve medications other than older tricy-
clic antidepressants like doxepin (eg, selective serotonin/
noradrenaline reuptake inhibitors). Doxepin is frequently 
used for the treatment of pruritus in dermatology. The use of 
antidepressants in psychodermatology needs to be investi-
gated further. To our knowledge, no previous study has que-
ried dermatologists regarding their prescription patterns for 
SV\FKRDFWLYH�PHGLFDWLRQV��0RUH� GHWDLOHG� LQYHVWLJDWLRQV� RQ�
WKH�FXUUHQW�XVH�RI�VSHFL¿F�SV\FKRWURSLF�PHGLFDWLRQV�ZRXOG�
be helpful to establish evidence- based guidelines for the use 
of these drugs in psychodermatology.

Several issues have been previously highlighted in derma-
WRORJ\� WUDLQLQJ� LQ�&DQDGD��$Q� LPSRUWDQW� H[DPSOH� LV� D� GLV-
FUHSDQF\� LQ� UHVLGHQWV¶� H[SRVXUH� WR� GL൵HUHQW� DUHDV� RI�
dermatology.19 Our results emphasize the need for more 
training in psychodermatology. Sixty- eight percent of our 
participants rated psychodermatology training during resi-
dency as “poor” or “inadequate.” Similar to other stud-
ies,7,10,11 we call for more training opportunities for residents 
and specialists, especially as 55.1% of the dermatologists in 
RXU�VXUYH\�LQGLFDWH�GH¿QLWH�LQWHUHVW�LQ�VXFK�WUDLQLQJ�

This study has several strengths and limitations. To our 
NQRZOHGJH�� LW� LV� WKH�¿UVW� VWXG\� WR� LQYHVWLJDWH� SV\FKRWURSLF�
prescription rates of practicing dermatologists when they 
WUHDW�SV\FKRGHUPDWRORJLFDO�FRQGLWLRQV��,W�LV�WKH�¿UVW�WR�LQYHV-
WLJDWH� &DQDGLDQ� GHUPDWRORJLVWV¶� SHUFHLYHG� NQRZOHGJH��
awareness, and practice patterns surrounding psychoderma-
tological conditions. The online nature of the survey may 
KDYH�D൵HFWHG�RXU�UHVSRQVH�UDWH�DQG�OLNHO\�OLPLWHG�RXU�UHDFK�
to some dermatologists (ie, those who were unable or unwill-
ing to provide information online as opposed to a paper for-
mat). As in any voluntary survey, we were only able to collect 
responses from interested participants. A less self- selected 
cohort would be more representative of all dermatologists. In 
addition, as our survey was an ad- hoc tool created by the 
authors, the wording of some questions might have been 
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VXERSWLPDO��0RUH�H൵RUWV�DUH�UHFRPPHQGHG�LQ�IXWXUH�VWXGLHV�
to validate and optimize the used surveys for more meaning-
ful participation and, possibly, a better response rate.

Conclusion
:H�LGHQWL¿HG�VHYHUDO�FKDOOHQJHV�ZLWK�NQRZOHGJH��DZDUHQHVV��
and healthcare delivery in psychodermatological practice in 
'HUPDWRORJ\�LQ�&DQDGD��,QFUHDVLQJ�GHUPDWRORJLVWV¶�DFFHVV�WR�
psychiatric consultations/services, a multidisciplinary 
approach with dermatologists and psychiatrists co- providing 
care, and more specialized training in this area are recom-
PHQGHG�WR�QDUURZ�WKH�LGHQWL¿HG�JDSV�
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