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Introduction 

bsessive compulsive disorder (OCD) is represented by a 

diverse group of symptoms such as intrusive thought, 

rituals, preoccupation & compulsions. These recurrent 

obsessions or compulsions cause severe distress to the person 

(Sadock, 2007). 

Worldwide, it is one of the top 20 causes of illness 

related disability following depression, mood disorders, 

schizophrenia and dementia as regard psychiatric disorders 

according to WHO (Sadock, 2009). The prevalence of OCD 

is approximately 1-2% .It is considered the 4
th

 most common 

mental disorder after phobia, substance abuse and major 

depression (Kestenbaum, 2014). 

In Egypt, there is a high prevalence of obsessive traits and 

symptoms among the population especially the adolescents. A 

study was performed on a sample of Egyptian adolescents 

revealed that the prevalence of obsessive traits was 26.2% and 

that of obsessive compulsive symptoms was 43.1% among 

this sample (Okasha et al., 2001).  

It is worth mentioning that OC symptoms are highly 

prevalent among patients seeking medical advice at non-

psychiatric clinics as internal medicine, plastic and 

dermatology clinics. Nearly 80% of the patients with these 

symptoms seek medical advice at these clinics. The majority 

O 
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of these patients meet psychiatrists 5 to 10 years after onset 

of OCD (Sansone et al., 2004). 

Many studies were performed and reported that OC 

symptoms in dermatology clinics is higher compared with 

general population. These symptoms could result in poor 

body image which leads to obsessive thoughts regarding 

physical appearance; consequently these patients will consult 

dermatologists more frequently (Sheikhmoonesi etal., 2014). 

Moreover, it is found that the severity of OC 

symptoms is one of the greatest predictors of poor quality of 

life of these patients (Demet et al., 2005). 

Although there is still an insufficient amount of data, it 

may be concluded that OC symptoms in dermatological 

patients is frequent. Both the fact that OCD causes a 

psychological condition that may facilitate the occurrence of 

dermatological illness and the fact that some dermatological 

symptoms are included in obsessive–compulsive 

symptomatology need to be considered by dermatologists in 

their routine activities (Demet et al., 2005). 
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Aim of the Work 

a) To identify the OC symptoms and it‟s severity among 

patients with different dermatological diseases. 

b) To correlate the OC symptoms with the quality of the life in 

this group of patients. 
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Chapter 1 
The Interaction between Dermatological 

Disorders and Psychiatry 

Introduction. 

Psychodermatology or psychocutaneous medicine 

describes an interaction between dermatology and psychiatry. 

It encompasses disorders prevailing on the boundary between 

psychiatry and dermatology. Skin has a special place in 

psychiatry with its responsiveness to emotional stimuli and 

ability to express emotions such as anger, fear, shame and 

frustration, and by providing self-esteem, the skin plays an 

important role in the socialization process, which continues 

from childhood to adulthood. Skin is an organ that has a 

primary function in tactile receptivity and reacts directly 

upon emotional stimuli. Dermatological practice involves a 

psychosomatic dimension. A relationship between 

psychological factors and skin diseases has long been 

hypothesized (Basavaraj et al., 2010).  

However, Psychiatry is more focused on the „internal‟ 

non-visible disease, and dermatology is focused on the 

„external‟ visible disease. Connecting the two disciplines is a 

complex interplay between neuroendocrine and immune 

systems that has been described as the Neuro-Immuno-

Cutaneous System (NICS) (Misery, 1996). 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Basavaraj%20KH%5Bauth%5D
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This domain of dermatology is not new, but has often 

received limited attention. A survey done to assess the 

awareness and attitude about this condition among 

dermatologists revealed a clear understanding of psycho-

dermatology in only 18% of the dermatologist (Yadav et al., 

2013). Although, The incidence of psychiatric disorders among 

dermatological patients is estimated at about 30 to 60% 

(Korabel et al., 2008). 

The link between psychiatry and dermatology. 

I. Embryological.  

The relationship between skin and the brain exists due 

to more than a fact, that the brain, as the center of 

psychological functions, and the skin, have the same 

ectodermal origin and are affected by the same hormones and 

neurotransmitters. Moreover the skin and the nervous system 

form and develop side by side in the ectoderm of the fetus 

and remain intimately interconnected throughout life. 

Cutaneous innervation represents the largest sense organ of 

the body and is also vital to skin protection and health. There 

is a significant psychosomatic or behavioral component to 

many skin disorders (Zane, 2003). 

II. Immunological. 

A relationship between psychological factors and skin 

diseases has long been hypothesized. There is a common 
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opinion that many cases of skin disease are caused by 

psychological stress, or are related to certain personality 

traits, or represent a complication of a psychiatric disorder 

hence the dermatologists awareness of the problem is 

increasing (Millard, 2000).  

Co-occurring mental disorders go often unrecognized 

and are believed to be less frequent than they actually are in 

many skin conditions. There is a need for a biopsychosocial 

approach to patients with skin disease (Picardi et al., 2004; 

Richards et al., 2004). 

The complex interrelationship between mind and skin 

has been investigated at both molecular and cellular levels 

and has been studied extensively. It has been recorded that 

patients with depression suffer more from physical illness 

and patients with chronic illness suffer more often from 

major depressive illness, suggesting that the state of mind has 

a marked bearing not only on how an illness is perceived but 

also on its severity and content (Johnson et al., 2012). 

Garg et al., (2001) reported that psychologic stress 

perturbs epidermal permeability barrier homeostasis, and it 

may act as precipitant for some inflammatory disorders like 

atopic dermatitis and psoriasis. 
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III. Neuroendocrinal. 

The Neuro-ImmunoCutaneous-Endocrine model was 

proposed by O'Sullivan et al. (1998) to explain the mind and 

body. It forms the basis of many inflammatory cutaneous 

dermatoses that are triggered or exacerbated by psychological 

factors. These organs share a complex language of 

neuropeptides, cytokines, glucocorticoids, another effecter mole, 

cules (Slominski et al., 2003; Arck et al., 2006). 

Hypothalamic pituitary axis (HPA) responds to 

psychological stress with upregulation of stress hormones 

(corticotrophin-releasing hormone , adrenocorticotropin 

releasing hormone, cortisol, and prolactin), sympathetic 

nervous system activation leading to elevated catecholamine 

levels, and the release of neuropeptides and neuromediators 

(substance P and calcitonin gene-related peptide). Skin mast 

cells are an important target of key stress hormones and 

mediators, and their activation leads to immune dysregulation 

and various skin disorders (Yadav et al., 2013). 

Arc et al (2006) suggested that skin is exquisitely well 

innervated and has its own neuro-endocrine system 

equivalent of the HPA axis local stress response system, 

which is tightly linked to systemic neuro-endocrine axis.  


