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Abstract
The majority of skin conditions are not life-threatening; however, many can be severe and disfiguring enough to devastate a patient’s quality of life. Skin diseases can significantly
impact not only a patient’s physical appearance, but also
their social and emotional well-being. Even the smallest
skin lesions have been shown to disrupt a person’s level of
overall wellness. Here, we aim to address the potential psychological and emotional impact of the most common and
debilitating dermatologic conditions. We describe how skin
disorders affect individuals and subsequently, how they are
perceived by society. In addition, we review several dermatologic conditions that are not only skin-related, but are
also linked to disorders of internal organs. Lastly, we weigh
the importance of skin health and how clear skin not only
increases an individual’s satisfaction and quality of life, but
also impacts their ability to reach their full potential.
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Introduction
The way the world sees and knows a person by their
skin is undeniable. The first impression a person makes
is largely influenced by their outward appearance:
Physical appearance has been shown to impact inferences about character, abilities, sociability, and intellectual competence [1]. Numerous studies demonstrate
the impact of physical appearance in various domains
of life: From securing employment [2,3] to obtaining
higher socioeconomic outcomes [4,5]. Skin is one of our

most important physical characteristics, affecting how
individuals judge and make decisions about others [6].
Regardless of culture, age, or socioeconomic status, conditions affecting the skin are among the most
common medical complaints globally. In 2010, skin
conditions were considered three of the top ten most
prevalent diseases worldwide, and were the 4th leading
cause of nonfatal disease burden globally [7]. Despite
the prevalence of skin conditions and the importance
that society places on physical appearance, dermatologic conditions are often viewed as medically trivial compared to diseases of internal organ systems. In
reality, the psychosocial impairment of patients with
dermatologic diseases can be immense, caused by actual physical pain and/or the inherent visibility of the
condition. Multiple skin diseases also have underlying
systemic associations.
A number of medical conditions, specifically dermatologic conditions, are stigmatizing to their sufferers,
causing a person to feel devalued, different from the
norm, or undesirable [8]. Herein, we describe a number
of the most common conditions seen within the field
of dermatology and how each can affect an individual
beyond the level of the skin.

Acne
Background
Acne vulgaris, or acne, is one of the most common
skin disorders treated by health care practitioners and
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dermatologists. It is a chronic inflammatory disease of
the skin, affecting 85% of individuals in their lifetime
[9]. Acne commonly presents with closed comedones
(i.e. whiteheads), open comedones (i.e. blackheads),
pustules, papules, and deep nodules. Four key processes contribute to the development of acne: altered keratinization of hair follicles, increased sebum production,
the proliferation of Propionibacterium acnes bacteria,
and complex inflammatory mechanisms of both innate
and acquired immunity [10]. Although it occurs primarily during adolescence, it is also prevalent in adulthood,
especially in females.

Treatment
Acne treatment is wide-ranging and depends largely on the extent and severity of disease. For mild acne,
topical treatments such as retinoids, benzoyl peroxide,
and topical antibiotics are used alone or in combination.
For moderate acne with inflammatory papules or deeper cystic lesions, an oral antibiotic is commonly added.
For severe or treatment-resistant acne, isotretinoin is
the optimal therapy. Oral contraceptives can also be
used in women who exhibit hormonally induced acne
breakouts [10].

Psychosocial impact
Acne lesions have the propensity to not only cause
physical scarring, but also significant psychosocial impairment. Increasing severity of acne is associated with
lower attachments to friends [11], perceptions of not
thriving in school [11], and decreased work productivity
[12]. Acne sufferers experience self-consciousness, frustration, and embarrassment [12], and report the same
levels of social, psychological, and emotional problems
as patients with other chronic disabling conditions, including asthma, epilepsy, diabetes, back pain, and arthritis [13].
A multi-national study evaluated the perceptions of
the general population towards individuals with acne
scars vs. clear skin. Participants were shown pictures of
clear facial skin or digitally imposed acne scars (33% of
the survey participants had acne scars themselves). In
comparison to clear skin pictures, those individuals with
acne scars were less likely to be considered attractive,
confident, happy, and successful, and more likely to
be perceived as shy and insecure [14]. Additionally,
those with scars were perceived as less likely to have a
promising future compared to those with clear skin [14].
In a similar study by Ritvo, et al. adults and teenagers
were shown digitally altered photographs of teenagers
with acne and clear skin. Both groups rated teenagers
with clear skin higher on every favorable characteristic
and lower on every unfavorable characteristic [15].
These results indicate that the first issue many
individuals will notice on an acne sufferer is their skin
[14,15]. Acne and acne scars are not as medically trivial
as they appear, and their presence continues to be
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negatively perceived by society. Even as today’s culture
increasingly promotes the acceptance of imperfections,
the public stigma of acne remains.

Atopic Dermatitis
Background
Atopic dermatitis (AD), or eczema, is a pruritic, chronic inflammatory skin disease that affects 10-20% of children and 1-3% of adult’s worldwide [16]. AD commonly
presents on flexor surfaces, and lesions range from dry,
scaly, erythematous patches to vesicular lesions and thin
or thick plaques. Unlike psoriasis, the borders between
affected and healthy skin are less distinct [17]. The key
inflammatory mediators in atopic dermatitis are interleukin (IL)-4, IL-5, IL-13, and Th2 cells [18].

Treatment
First-line therapy for atopic dermatitis includes topical therapy with emollients, corticosteroids, calcineurin
inhibitors, and phototherapy. More severe forms of AD
are treated with steroid-sparing immunosuppressant
medications [19] (i.e. cyclosporine, azathioprine, tacrolimus, mycophenolate mofetil) or biologics (dupilumab)
to help control the inflammatory cascade. Other systemic therapies including anti-histamines and antibiotics, may also be necessary to help control symptoms
and treat secondary infections, common in atopic dermatitis patients [20-22].

Psychosocial impact
There are many ways in which AD can compromise
an individual’s quality of life (QOL). The most prevalent
and perhaps most troublesome feature of AD is itching, which can involve all body areas, and at its peak,
is twice the severity of a mosquito bite itch [23]. Consequently, sleep is significantly affected. Up to 80% of
AD patients have been shown to experience difficulty
falling asleep and nocturnal awakening due to pruritus
and subsequent itching and scratching [23]. In adults,
AD has been shown to affect sleep in all sleep stages
[24]. In pediatric patients, the results of home polysomnography confirmed disruption of sleep by both brief
and longer awakenings associated with scratching episodes, compared to healthy controls [25]. Impairments
with sleep result in daytime drowsiness and an inability
to focus, impacting one’s potential to perform maximally. Adults with AD have a higher work absenteeism rate
compared to controls [26]. They are also 1.7 times more
likely to report stress, depression, anxiety, and suicidal
ideation than those without AD [27]. The likelihood of
having comorbid asthma, hay fever, and food allergies
is also higher in AD patients [28].
Like many chronic skin conditions, AD limits lifestyle,
leads to avoidance of social interactions, and impedes
activities [29]. Perhaps one of the most distressing consequences of AD is its potential to limit the growth and
development of pediatric patients. Children with AD
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more often face restrictions, unable to do certain activities or wear certain clothing due to special requirements
for their disease [30]. Moreover, parents of young children with AD describe their children as clingy, fearful,
frustrated [30], irritable, and hurtful to others during
flare-ups of AD [31]. AD has been shown to cause as
much impairment in a child’s QOL as renal disease and
cystic fibrosis, and a worse impact than other chronic
diseases of childhood, including epilepsy, diabetes, and
asthma [32].

Alopecia
Background
People use their hair to express their individuality. It
can be a reflection of social class, religious beliefs, sex,
profession, values, and group membership; for women,
hair symbolizes femininity and attractiveness [33,34].
Hair has profound social and psychological importance
beyond its basic biological function [33]. The symbolic
importance of hair can be seen when required to cut it
upon entering institutions such as prisons, psychiatric
asylums, and armed forces [34,35], where this alteration
is used as a sign of submission and forfeiture of personal
identity [34].
The most common type of hair loss is androgenic
alopecia (AGA), a genetically predisposed, patterned
hair loss, mediated by androgen metabolism. Although
it may also affect women, it most commonly occurs in
Caucasian men before age 40, affecting 50% and 80%
of men by age 50 and 70, respectively [36]. In men,
it presents with receding and thinning of the frontotemporal hairline. In post-menopausal women, diffuse
hair thinning on the crown with preservation of the
frontal hairline is common [37]. Recent studies have
linked a higher prevalence of cardiovascular risk factors,
including obesity, diabetes, hypertension, dyslipidemia
and coronary artery disease, to men with early-onset
AGA [38].
Alopecia areata (AA), another common cause of hair
loss, affects 0.1-0.2% of the general population. It is
characterized by well-demarcated patches of non-scarring hair loss of the scalp, eyebrows, beard, or body hair
[39]. It is an autoimmune disease driven by T-lymphocytes against the hair follicle [40] and equally affects
both genders, all ages, and all skin types [41]. Its course
is unpredictable with wide variations in extent and duration of disease [39]. AA is strongly associated with
other autoimmune diseases such as vitiligo, psoriasis,
rheumatoid arthritis, and thyroid disease [42].

Treatment
AGA treatments include topical therapy with minoxidil (men and women), systemic therapy with 5-alpha reductase inhibitors like finasteride (men only), low-level
laser light therapy, and platelet rich plasma injections.
Mian et al. Int Arch Intern Med 2019, 3:018
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New therapies including JAK inhibitors are pending and
likely to be of significant value. In some cases, patients
opt for adjunctive therapy with surgery (i.e. scalp reduction or hair transplantation). In dealing with alopecia,
many patients will also turn to wigs and scarves in an effort to disguise hair loss [43]. There is no cure for AA and
no truly effective treatment to alter its natural course.
Although spontaneous regrowth may occur within a
year, this is often unacceptable for patients with affected areas of cosmetic importance. Topical or intralesional corticosteroids are frequently used in an attempt to
stimulate hair growth [44,45]. Topical immunotherapy
can also be used for milder disease. For extensive disease, systemic therapies, psoralen and ultraviolet A
(PUVA) therapy, topical steroids plus minoxidil, or immunomodulators may be considered [43,46,47].

Psychosocial impact
In addition to physical harm (due to loss of protection), the psychosocial effects of hair loss can profoundly affect self-esteem and body image. Men with
AGA are consistently rated as older, less physically and
socially attractive, less likable, and less virile in studies
of initial impressions of balding vs. non-balding men
[48]. Patients with AA show poor health-related quality of life (hrQOL) scores, with lower scores associated
with increased scalp involvement [49]. Both men and
women with AA have decreased sexual QOL measures
compared to controls [50]. Children of all ages with AA
report bullying, and boys with AA specifically report increased physical bullying [51]. A high prevalence of anxiety and depression has also been seen in these patients
[52].
It is worth noting that for many individuals, the most
traumatic effect of chemotherapy is also alopecia [53].
Studies of women receiving treatment for breast cancer
revealed that hair loss was harder to cope with than the
loss of a breast [54]. Hair loss due to chemotherapy can
result in loss of self-confidence, which may not return to
normal even after hair regrowth [53].
Regardless of the etiology, loss of self-confidence
and self-esteem, as well as heightened self-consciousness, are common responses to hair loss [55]. Moreover, the clinical severity of hair loss does not necessarily predict the impact on QOL that patients experience
[56]. In a study assessing the QOL of patients with hair
loss due to AA, AGA, or telogen effluvium, patients rated their hair loss as more severe than the dermatologist did, and their hair loss severity rating correlated
more strongly with their QOL than the dermatologists’
severity rating [56]. Despite increased understanding
of the disease mechanisms, comorbidities, and the
measurable detrimental impact on QOL, treatment for
alopecia is still not considered medically necessary by
many insurers and physicians [41].
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Hirsutism
Background
On the opposite end of the hair disorder spectrum is
hirsutism. Hirsutism - the growth of excess, coarse body
hair - is a medical term used exclusively in women describing the growth of terminal hair in locations where
it is usually minimal or absent. Approximately 5-10% of
women worldwide are affected [57]. This “male-pattern” growth can be idiopathic or caused by increased
levels of androgens or increased sensitivity of hair follicles to androgens. It can be a symptom of underlying
medical conditions contributing to hyperandrogenism
such as polycystic ovary syndrome, congenital adrenal
hyperplasia, or Cushing disease [58].

Treatment
Treatment for hirsutism includes referral to the appropriate specialist (i.e. endocrinology or gynecology) to
evaluate and treat any underlying pathology. In patients
with hyperandrogenism, if a patient is pre-menopausal, first-line therapy usually includes oral contraceptives
(OCPs) without androgenic progestins. Spironolactone
can also be used in conjunction with OCPs. Spironolactone is first-line in post-menopausal females. Finasteride, flutamide, or a gonadotropin-releasing hormone
(GnRH) agonist can be used for refractory hirsutism.
Weight loss has also been shown to reduce hirsutism in
some patients with hyperandrogenism. For those with
idiopathic disease, topical or physical hair treatments
are often employed [57,59].

ISSN: 2643-4466

women with hirsutism to function more highly than
their symptoms in the clinic may suggest [62]. Presently, insurance does not cover hair removal - even for
preventing disease progression in chronic inflammatory
skin disorders such as pilonidal sinus disease, hidradenitis suppurativa, dissecting cellulitis, and pseudofolliculitis barbae [64].

Hyperhidrosis
Background
Hyperhidrosis is characterized by excessive sweating,
or perspiration beyond the needs of the environment or
requirements of the body, usually affecting the axillae,
palms, soles, and face. Hyperhidrosis is known to affect
3% of the population in the United States and 176
million individuals worldwide [65]. Overactivity of the
sympathetic nervous system is suggested to contribute
to primary Hyperhidrosis [66]. Hyperhidrosis can also be
secondary to endocrine and metabolic conditions, febrile
illness, infection, neurologic disorders, medications, and
substance abuse [67].

Treatment
A number of treatments for hyperhidrosis exist, including topical antiperspirants, iontophoresis, intradermal botulinum toxin injections, systemic treatments,
and surgical treatments such as focal curettage or liposuction of sweat gland-containing adipose tissue [68].
Newer prescription cloths embedded with glycopyrronium, an anticholinergic medication, are now available
as well [69], offering a less invasive treatment option.

Psychosocial impact

Psychosocial impact

Previous research has identified that hairlessness on
the bodies of adult women is strongly normative within contemporary Western culture [60]. Thus, any semblance of hairiness can be stigmatized. In 2017, 83% of
recipients of laser hair removal procedures performed
by members of the American Society of Plastic Surgery
were women, with teenagers accounting for 6% [61].

Hyperhidrosis can interfere with social activities and
cause significant stress and embarrassment. Because
hyperhidrosis typically affects the axillae, palms of
hands, soles of feet, face, and other areas of the body
[66,67], patients regularly experience soiled clothing,
sweat marks on shirts, damaged paperwork, and wet
clothes [65]. In a society where strong handshakes
create favorable effects in interactions, wet hands from
hyperhidrosis can give an unappealing impression.

Unwanted hair growth can be extremely distressing; hirsutism in adult women has been associated
with greater dissatisfaction with body image, abnormal
sexuality, heightened levels of anxiety, depression and
social fears, a compromised QOL, and disordered eating [62,63]. Perhaps one of the most distressing effects
of hirsutism is its potential to cause a lessened sense
of femininity and confusion with gender identity. In a
sample of 15 women with hirsutism, Zerssen and Meyer identified two common themes of emotional disturbances: A compromised gender identity and a tendency
towards social and behavioral withdrawal-suggested to
be linked to having a male characteristic [63].
Thus, many women with hirsutism face a biological
inconsistency that is neither tolerated by themselves
nor others, and the ability to remove unwanted hair,
keeping their battle with hirsutism private, can enable
Mian et al. Int Arch Intern Med 2019, 3:018

In one survey of patients with hyperhidrosis, a large
proportion of patients reported sweating that was intolerable or barely tolerable and that interfered with daily
activities [65]. Patients with hyperhidrosis commonly
avoid social interactions and physical touch, and report
decreased self-confidence and depressive symptoms
[65]. Moreover, Mirkovic and colleagues found that hyperhidrosis had a highly negative impact on the QOL of
pediatric patients, equivalent to the impairment that
severe psoriasis and acne causes in adults [70]. Aside
from emotional effects, functional limitations are also
prevalent; for example, patients with palmoplantar hyperhidrosis have functional impairments, such as not
being able to grip pencils effectively, problems operating touch screens, and soiling ink and papers with sweat
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[68].
Clinicians should recognize that the prevalence of hyperhidrosis is much higher than current estimates due
to under diagnosis and underreporting. In one survey of
patients with hyperhidrosis, a minority of patients (only
38%) had consulted a physician, despite the availability
of a wide array of treatments [65]. This is likely because
patients are often too ashamed to share their true feelings with physicians and family members regarding disease burdens that include avoidance of social events,
career opportunities, jobs, or meeting a partner [70].

Hidradenitis Suppurativa
Background
Hidradenitis suppurativa (HS), also known as acne
inversa, is a chronic and progressive inflammatory skin
condition, primarily affecting intertriginous, apocrinegland bearing areas of the body such as the axillae,
groin, infra- and intermammary areas, perineal and
perianal region, and buttocks [71,72]. HS presents with
painful, subcutaneous nodules, which may rupture or
coalesce, forming abscesses and sinus tracts [71,73]. It
affects approximately 0.05-4% of the global population
and is more common in obese women than in men. It
typically occurs after puberty, during some of the most
productive years in an individual’s life, with the average
age of onset in the second or third decade [74-76].
Chronicity and recurrence are the hallmark of HS [72].
The pathogenesis is complex, with genetic, microbial,
and hormonal factors implicated in the etiology [71].
The primary defect is thought to involve follicular
occlusion of the folliculopilosebaceous unit, which leads
to follicular rupture and subsequent immune responses
that lead to the development of typical lesions [77].
Dysregulation of cutaneous innate immunity, smoking,
and obesity are contributory factors to the disease [71].
Recent data also points to a link between metabolic
syndrome and hidradenitis suppurativa. Controlled trials have consistently identified an association between
HS and dyslipidemia, diabetes, and obesity in patients
of all ages and disease severity [71]. Similarly, incidence
rate ratios for myocardial infarction, stroke, cardiovascular disease-associated death, major adverse cardiovascular events, and all-cause mortality are increased
in patients with HS compared to age and sex matched
controls [78]. HS patients may even have a higher risk of
mortalities associated with cardiovascular disease compared to patients with severe psoriasis [78]. In morbidly
obese females (BMI > 40), gastric bypass surgery can be
very helpful in reducing disease severity [79].

Treatment
Treatment of HS is difficult. Therapy varies from topical treatments (cleansers and antibiotics), to systemic
agents which include oral antibiotics (often used for
their anti-inflammatory properties), hormonal agents,
Mian et al. Int Arch Intern Med 2019, 3:018
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and TNF-alpha inhibitors. Intralesional triamcinolone injection and incision and drainage can provide relief from
acute flares. Surgical excision, including de-roofing and
debridement of sinus tracts, is used in extensive, recurrent, or persistent areas of disease [80]. Weight loss and
smoking cessation are important in reducing disease severity [81,82]. Certain exclusionary diets (e.g. avoiding
brewer’s yeast) have also shown some promise in limiting the extent and occurrence of disease flares [83].

Psychosocial impact
The physical pain of HS is significantly debilitating.
Patients describe their pain as feeling like they are being
stabbed by knives [84], severe enough to limit movement and impact activities of daily living, such as dressing, bathing, and walking. HS patients often experience
foul odor and continuous drainage from their lesions
as well, contributing to social isolation. In a large multicenter study, individuals with HS had one of the lowest self-reported health states on a measure of hrQOL
compared to healthy controls and other dermatologic
conditions; their hrQOL was similar to participants with
rheumatoid arthritis pain, cardiovascular disease, cancer, liver disease, and chronic obstructive pulmonary
disease [85]. Patients with HS have significant levels of
depression, anxiety, and impaired QOL, strongly associated with perceptions of their HS [86].
In a survey that aimed to determine if skin disease or
obesity was more distressing to obese patients who had
hidradenitis suppurativa or psoriasis, obese patients
with both skin conditions were willing to trade a significantly higher proportion of their life to live without skin
disease than they were to live at a normal weight [87].
This is significant as obesity alone is associated with increased prejudice and negative effects on interpersonal
relationships. Providers should be cognizant of the psychosocial ramifications of this disease, as HS patients
have shown increased rates of suicide and depression,
surpassing that of many other skin diseases [88].

Vitiligo
Background
Vitiligo is a common acquired skin depigmentation
disorder, affecting all ages, races, and ethnic groups
[89] and 0.5-1% of the population worldwide [90]. It
presents as depigmented macules or patches on the
face and body and is due to cell-mediated destruction
of melanocytes in the skin. Vitiligo is associated with
an increased incidence (up to 25%) of developing
other auto-inflammatory conditions, such as thyroid
disease, type I diabetes mellitus, rheumatoid arthritis,
and inflammatory bowel disease [91]. It does not cause
significant physical discomfort, itching, or pain.
The earliest reports of possible vitiligo date back
to approximately 1500 BC in the Ebers Papyrus, an
Egyptian compilation of medical texts [92,93]. Negative
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societal beliefs of vitiligo-like diseases can be seen in
Greek history as well. Greek historian Herodotus (484425 BCE), reported that foreigners who suffered from
“white spots” had “sinned against the sun” and had to
leave the country immediately [93,94].

Treatment
First-line treatments for vitiligo include topical therapies such as corticosteroids or calcineurin inhibitors.
Phototherapy, including narrow band UVB and PUVA,
can be used in addition to topical treatment. Alternatives to these therapies include (but are not limited to)
excimer laser, skin grafting, and topical vitamin D analogs. Oral corticosteroids are sometimes given in short
courses to stabilize rapid disease progression. New topical therapies are currently in development with promising results in clinical trials. Some patients also choose
to use cover up makeup for camouflaging cosmetically
sensitive areas [95,96].

Psychosocial impact
Today, vitiligo upholds its ancient stigmatization.
Numerous studies reveal how it impacts the mental
state of those affected due to social and psychological
pressures [89]. Approximately half of individuals affected with vitiligo develop it before age 20, with 25%
affected before age 10 [97]. One study examined the
psychosocial effects of vitiligo on parents of affected
children. It concluded that these parents need as much
care and attention as their affected children, and that
these parents’ QOL was significantly lower than that of
parents of unaffected children [98]. When comparing
their results with studies of atopic dermatitis-another
predominantly pediatric condition that can profoundly
affect family members - they found that vitiligo subjects
tended to be more sensitive with more varied parental
disturbances in dealing with the disease [98,99].
Surprisingly little is known about present day cultural beliefs of vitiligo. What is evident, however, is that
across different cultures, individuals with vitiligo are often subject to isolation, rumors, and insults. Misconceptions associated with vitiligo may play a large role. Vitiligo is still confused with leprosy in some countries [100].
In a study surveying school children in Saudi Arabia with
and without vitiligo, the cultural beliefs of eating certain
foods and vitamin deficiencies in relation to causing vitiligo were studied. Even if the students were affected
with vitiligo, the schoolchildren all shared local myths
that certain foods (fish and milk) or dietary deficiencies
could cause the disease [101]. In some Indian communities, this disease is associated with negative religious
beliefs. Patients are often cast out from the family and
society, delaying medical treatment and worsening patient outcomes [102].
Lastly, many societies have a cultural preference for
specific skin tones, and desired pigmentation can be
seen as a “passport” to society, with perceived defects
Mian et al. Int Arch Intern Med 2019, 3:018
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in pigmentation leading to devastating consequences
[103]. Clinicians should question patients about their
own underlying cultural preferences and beliefs regarding vitiligo, as well as their families’ and communities’,
as these may be hurdles to providing treatment, and ultimately, to patient adherence to treatment.

Psoriasis
Background
Psoriasis is an ancient disease dating back more
than 2,000 years [104]. In previous centuries, leprosy
was the primary dermatologic disease associated with
stigmatization. Individuals with leprosy were marginalized in society and forced to wear a bell as a distinctive
sign. A significant number of these individuals were
considered to have had psoriasis instead [104].
Psoriasis is a common immune-mediated, inflammatory disease affecting adults and children in approximately 3.2% of the population [105]. It traditionally
affects the elbows, knees, and scalp; however, a considerable percentage of patients experience other manifestations, such as genital, nail, and joint involvement
[106]. Frequently, patients go undiagnosed, untreated,
or even undertreated [107].
Psoriatic patients with moderate-to-severe involvement also have a lower life expectancy due to a high
prevalence of cardiovascular disease [108-112]. Coronary artery calcium scores of patients with moderate-to-severe psoriasis have revealed similar coronary
artery disease risk to patients with type II diabetes
mellitus, and significantly higher risk (3x) than healthy
patients [109]. Psoriasis is associated with multiple
comorbidities, including metabolic syndrome [113],
inflammatory bowel disease [114], chronic kidney
disease [115], and lymphomas [116], among others.
Psoriatic arthritis is a well-known comorbidity of psoriasis and develops in approximately one-third of patients with skin disease, 10-15 years post the onset of
their condition [117]. Shared inflammatory pathways,
genetic susceptibility, and common risk factors are all
suspected to contribute to the pathogenesis of these
comorbidities [118].

Treatment
Psoriasis therapy ranges from topical to systemic
treatments, depending on how widespread or debilitating the disease is. Numerous treatments are available
including topical corticosteroids, vitamin D analogs, coal
tar, calcineurin inhibitors, phototherapy, methotrexate,
retinoids, cyclosporine, apremilast, and a number of biologic agents. Not infrequently, a combination of systemic, biologic, and topical agents are required to control symptoms and disease [119,120].

Psychosocial impact
Patients with psoriasis can have difficulty performing
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daily tasks. Itching, pain, and cracked skin can cause
challenges in self-care and walking [121,122]. The pain
and discomfort can be severe enough to disturb sleep
[121,123] and the stigmatization itself can lead to
avoidance and decreased opportunities within social
circles and careers [121,124]. Mood disorders are
prevalent; depression occurs in over 30% of patients
with suicidal ideation [125].
Especially debilitating are the subcategories of genital and palmoplantar psoriasis. Genital psoriasis is not
routinely discussed by patients or clinicians during office visits, and physical exams of patients with psoriasis commonly do not include the genital region either
[106]. Up to 63% of adult psoriasis patients experience
genital psoriasis at some point in their lifetime. Often
these patients are too embarrassed, feel stigmatized,
or shy due to the sensitive location of their disease.
Despite their avoidance of the topic, these patients often experience significant QOL impairment especially
relating to romantic relationships, intimacy, and sexual
relations [126]. Palmoplantar disease has been shown
to cause greater suffering than in patients without
palmoplantar involvement, even with much less body
surface area involvement. These patients tend to have
problems with activities of daily living and report significant functional impairments of mobility and self-care
compared to their counter parts without palmoplantar
involvement, greatly affecting their QOL [127].
Because psoriasis is as of yet an incurable disease
with a chronic-relapsing course, clinicians should recognize that education about associated risks and conditions is extremely important and should offer appropriate counseling to patients regarding life-long disease
control.

Skin Cancer
Background
Cancer is a major cause for death and disability
worldwide [128], and skin cancer is the most common
cancer in the United States [129]. Melanoma has a
significantly higher poor prognosis. Melanoma is a
malignant neoplasm that arises from melanocytes and
has a high potential for metastasis. It frequently affects
the skin, but can affect extra-cutaneous sites such as
the eyes, gastrointestinal tract, and leptomeninges
[130]. There is strong evidence that UV-A and UV-B
radiation is associated with increased risk for cutaneous
melanoma, especially intense intermittent sun exposure
and repeated, severe sunburns [131]. On the other
hand, non-melanoma skin cancers (NMSC) are far more
common than melanoma and are the most common
malignancy in humans [132]. The most frequently
diagnosed non-melanoma skin cancers (NMSC) are
basal cell carcinoma (BCC) and squamous cell carcinoma
(SCC) [133]. The precursor lesions to SCC are actinic
keratoses (AK) and Bowen’s disease (BD), with 1-10%
Mian et al. Int Arch Intern Med 2019, 3:018
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and 3-5% risks of progression to SCC, respectively [134].
BCCs rarely metastasize, but can be locally destructive,
whereas SCCs can metastasize to lymph nodes and
other organs.

Treatment
Melanoma in situ, or stage 0 melanoma, is confined
to the epidermis and is treated with local surgical excision. When melanoma spreads deeper, therapy is
more complex. In addition to surgical excision, patients
may also undergo lymphadenectomy, immunotherapy,
chemotherapy, radiation therapy, and targeted therapy [135]. Newer therapies within the past five years
have led to a much better prognosis in patients with
metastatic melanoma. Treatment of NMSC includes
excision and nonsurgical procedures such as topical
chemotherapy treatment (e.g., 5-fluorouracil cream),
photodynamic therapy, and liquid nitrogen [136]. Surgical treatments for NMSC include Mohs micrographic
surgery, a specialized form of skin cancer surgery that
is performed in more cosmetically sensitive areas (e.g.,
face). The aim of Mohs is to maximize the preservation
of healthy tissue, while ensuring complete malignancy
removal, achieving the best cosmetic and curative results [137]. AKs are generally treated with nonsurgical
procedures, including topical chemotherapy agents,
cryotherapy, and photodynamic therapy.

Psychosocial impact
It is estimated that more than 1 million Americans
are living with melanoma [129]. Approximately 30%
of all patients diagnosed with melanoma report levels
of psychological distress requiring clinical intervention
[138], particularly anxiety and depression [139]. Their
level of clinical distress is equivalent to that identified
in patients with breast and colon cancers [140]. Psychological distress with melanoma diagnosis is associated
not only with impaired QOL [139,141], but also with delay in seeking medical advice [139,142], decreased adherence to treatment [139,143] decreased engagement
in screening and preventive behaviors [139,144] and increased medical costs [139,145,146].
Despite low mortality rates, NMSC can also affect patients’ quality of life. Forty percent of patients with their
first NMSC develop at least 1 additional tumor within
two years of initial diagnosis [134]. Thus, a diagnosis of
NMSC is often chronic in nature and has the potential to
cause significant cosmetic and emotional impairments.
After surgery, patients report being faced with disfigurement from treatment, functional impairments, and
a constant fear of tumor recurrence [133].
Even common, pre-cancerous lesions can negatively impact a patient’s sense of well-being. AKs present
as red, scaly lesions on sun-exposed skin, commonly
on the face, balding scalp, and dorsal hands. They often itch and bleed, and rub on clothing. Their presence
and cumbersome symptoms are bothersome to pa• Page 7 of 13 •
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tients, and serve as a reminder of their possibility for
malignant progression [147]. Moreover, treatment options for AKs place significant therapeutic burden on
patients - including severe local skin reactions and the
long duration of treatment courses [136]. Cryotherapy
treatment with liquid nitrogen often results in blisters,
often leaving patients with a hypo-pigmented scar in
place of the AK. Topical chemotherapy (e.g. fluorouracil) medications are alternative therapies, and although
they do not cause hypopigmentation, patients usually
experience pronounced skin reactions characterized by
pruritus, burning, crusting, ulceration, and pain of the
affected sites resulting from therapy. As AKs generally
happen in sun-exposed, cosmetically significant areas
such as the face, these patients deal with clearly visible
application site reactions during the treatment period,
which can last over several days. A study investigating
patient preferences for topical treatments for AKs found
that most patients were willing to accept treatment
with lower efficacy and lower reduction in skin cancer
in order to reduce the intensity, length, and side effects
(e.g., skin inflammation, pain, etc.) of the therapy [136].
Even with progress in the development of cancer
therapies and increased survival rates, cancer is still
a unique disease in its ability to generate profound
feelings of fear in patients [148]. In addition to the
burden of a cancer or pre-cancer diagnosis, clinicians
must also consider the burden their treatment options
may cause.

Sexually Transmitted Infections (HSV and HPV)
Background
Human papilloma virus (HPV) and herpes simplex virus (HSV) are common sexually transmitted infections
(STIs). There are two kinds of HSV: HSV-1 and HSV-2.
HSV-2 is more commonly associated with genital herpes, whereas HSV-1 is typically associated with oral
herpes. Blisters or ulcers are the classic symptoms of
HSV infection, although infected people often have no
symptoms at all [149]. Those who do experience lesional outbreaks can experience a prodrome of a burning
or tingling sensation. HPV presents as small bumps or
warts in the genital area [150]. HPV infections generally
resolve on their own but at advanced stages, they have
the potential to cause cancer [150].
In the United States, 47.8% and 16.7% of the
population between 14-49 years old have HSV-1 and 2,
respectively [149]. HPV infections peak between ages
18 and 25, especially in women. It is estimated that
more than 75% of sexually active women are infected
with HPV during their lifetime [151]. HPV is screened
in routine pap tests, and HSV is tested in STI tests. In
general, HPV and HSV are commonly discussed in
the medical community due to their high prevalence
in the real world. Nevertheless, they are also highly
stigmatized.
Mian et al. Int Arch Intern Med 2019, 3:018
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Treatment
Antiviral agents (acyclovir, famciclovir, or valacyclovir) are used for the treatment and prophylaxis of
genital HSV. These agents are also used for the treatment and prophylaxis of oral HSV outbreaks. Initiation
of antiviral therapy within 72 hours of an outbreak can
decrease the severity and duration of disease as well
as decrease the risk of complicated primary infection.
There is no medicinal cure for HPV; however there are
different modes of physical destruction (topical treatments or removal of the lesions through surgery) which
can be performed [152]. In the US, there is a 9-valent
vaccine series available for the high-risk phenotypes of
HPV (6, 11, 16, 18 as well as types 31, 33, 45, 52, and 58)
recommended for both male and female patients from
ages 11-21 and 11-26, respectively [153].
The initial diagnosis of an STI typically happens in the
medical setting. During these visits, reducing the stigma
and addressing internalized negative social attitudes of
STIs is important as this could lead to increased rates of
disclosure to sexual partners, and also enhance the sexual well-being of patients and their partners.

Psychosocial impact
Literature shows that many individuals still have
misconceptions about STIs. In a study that aimed to describe young women’s beliefs about HSV, 302 women
between the ages of 18-24 were asked about their beliefs regarding HSV. 30% believed that they could take a
pill to cure the infection, and 15% indicated that it was
likely they would die from HSV, both misconceptions.
Concerns about the negative psychosocial consequences of an HSV diagnosis were also emphasized: 95% of
survey participants indicated they would be depressed
after an HSV diagnosis and 90% indicated concern about
sex and partner notification [154]. The psychological
burden of having HSV-2 has been shown to surpass the
physical morbidity associated with it - those with recurrent genital herpes are more psychologically distressed
and have lower QOL scores for physical and mental
health compared to those experiencing their first outbreak [155], which is the most painful and severe.
Additionally, there is a strong association of STIs with
morality. In a study that sought to identify stigma differences between HIV/AIDS infections and other STIs,
respondents voted that genital herpes was one of the
most damaging diagnoses to a person’s reputation, second only to HIV/AIDS [156]. Acquiring genital herpes
was also perceived to be blameworthy in terms of individual moral character traits - even more so than acquiring HIV/AIDS [156]. A similar sense of shame is seen
with an HPV diagnosis. Women who test positive for
HPV feel stigmatized, anxious and stressed, concerned
about their sexual relationships, and worried about disclosing their results to others [157].
Herpes-related stigma is associated with non-dis• Page 8 of 13 •
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closure of the diagnosis to sexual partners. Thus, the
stigma of an STI-by promoting non-disclosure-can be
a cause for increased transmission [156]. Additionally,
the stigmatization associated with an HSV or HPV infection is the most important predictor of a patient’s sexual well-being. Patients who perceive stigmatization to
a greater extent report poorer sexual well-being [158].

Conclusion
The condition of our skin and hair greatly contributes to self and public perceptions of wellness, beauty,
and health. Physicians must acknowledge that “benign”
dermatologic conditions have profound negative psychosocial impacts. Patients should be treated not only
according to the clinical severity of their disease, but
also to the effect on their psychological well-being. In
a society where great importance is placed on physical
appearance, the emotional burden of a dermatological
disease can surpass its physical impairments. Although
clinicians may find it challenging to discuss how a dermatologic condition is impacting a patient socially and
emotionally, a medical visit can also provide an opportunity for the clinician to educate a patient and de-stigmatize one of the conditions discussed above. Clinicians
must recognize that they have the ability to positively
affect a patient’s quality of life in addition to a patient’s
physical well-being as it relates to their dermatologic
disease.
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