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Editorials

The Different Faces of Depression in Dermatology
Psychiatric problems present to dermatologists in many different ways, but it is very
unusual for a dermatological patient to say to the doctor: 'I am depressed' .Much more
commonly psychiatric problems are hidden behind the presenting dermatological
problem. Hence it becomes important for the dermatologist to recognize the different
ways in which psychiatric disease can manifest.

A busy dermatologist can expect to have to deal with artefact dermatitis, most
commonly associated with a borderline personality disorder, malingering,
Munchausen's disease by proxy, dermatological delusional disease, including delusions
of parasitosis and dysmorphophobia, obsessive-compulsive neurosis, dementia and
the dermatological side-effects of psychiatric drugs such as lithium, given to patients
with bipolar affective disorder and which can present to the dermatologist with either
acne or psoriasis. Moreover, the psychiatric problems accompanying systemic lupus
erythematosus may also come the dermatologist's way.

The plethora of psychological disorders becomes even more complex when
assessing mind-body interrelationships in patients with eczema, psoriasis, acne and
many other less common dermatological problems. However, depression is by far the
commonest psychiatric illness to present to the dermatologist. The depression may be
reactive, either to long-standing, chronic, extensive and disabling dermatological
problems such as incapacitating psoriasis, where it has been found that 100/0of
patients have active suicide ideation; or relentlessly progressing collagen disease,
such as systemic sclerosis, or it may result because of skin disease in important body
image areas such as the face, scalp or genitals. Dermatological problems such as
eczema, psoriasis and acne, including acne scarring, when involving the face can
induce a profound lowering of body image, self-esteem, confidence and reactive
depression, which may be severe enough to lead to suicide. The premorbid personality
of the patient is very important in this respect, in that the narcissistic, obsessional,
ruminating type of individual is much more vulnerable to adverse cosmetic changes
and is always more concerned about what others think than the reality of the situation.
In such individuals, relatively trivial facial problems may induce severe depression
and attempts at suicide.'

The paper by Pulimood and colleagues in this issue has made further important
contributions to knowledge in this area with a study of psychiatric morbidity among
a large number of dermatology inpatients.' Over 1000 patients were studied and 90/0
were diagnosed as having psychiatric illness or problems and the admission rate
among them was double or more than that of patients without psychiatric disorders.

Doctors, and dermatologists in particular, have been shown to be poor at detecting
psychiatric problems in their patients'> and the importance of doing so has clearly
been underlined in this paper, as well as the necessity of psychiatric input into derma-
tology clinics and regular liaison between psychiatrists and dermatologists.

In conclusion, depression can present to the dermatologist in a wide variety of
ways. As depression is such a common associated clinical feature, the dermatologist
should always pose the question: 'Is this dermatological patient depressed?' Depression
is clearly reflected in a higher admission rate and longer inpatient stay, and recent
work in the United Kingdom indicates an increased tendency for litigation in
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depressed patients (unpublished data). Patients with dysmorphophobia or dysmorphic
body disorder are often severely depressed and there is a distinct risk of suicide in this
group ofpatients,"
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Retinopathy of Prematurity
Retinopathy of prematurity (RoP) is a disease that affects the retinal blood vessels of
prematurely born infants, and can eventually lead to blindness or severe visual
impairment. RoP deserves special attention because, unlike many other diseases, it
illustrates that technological advances alone are no guarantee for satisfactory results.
A tragic outcome ofthe treatment of the premature infant is when after intensive (and
expensive) treatment, the child turns out to be blinded by RoP.

RoP was first described in 1941 by Terry I in the USA and named retrolental
fibroplasia, a disease of unknown origin. More than ten years later it became evident
that RoP resulted from treatment itself. It occurred mainly in developed countries,'
and was present in neonatal wards using advanced equipment.' The incidence ofRoP
in hospitals administering oxygen freely, surpassed the incidence in hospitals using
oxygen conservatively.'

After it was proven beyond all doubt in a national cooperative study in the USA
that a lavish administration of oxygen could be held responsible for the development
of RoP, the first epidemic in the USA came to an abrupt end. Until 1950, the epidemic
had blinded approximately 10 000 children.'

The observations of Maheshwari et al. 6 in this issue of the Journal show that apart
from some minor differences, there is a remarkable similarity between their and
previous American and European studies. This has major implications. It illustrates
that RoP in India is not different from the Euro-American form, in spite of inevitable
enormous differences in the socio-economic circumstances and ethnic background.
It proves again how important the establishment of the International Classification of
Retinopathy of Prematurity (ICRoP) was, because it allows us to compare incidences
in different hospitals in different countries.

In the small, rich and well-organized country in which I live, RoP is still an
important problem, with an incidence which is rising." Excessive administration of
oxygen is no longer thought to be the main cause. Probably many unknown factors are
responsible for 'destabilization' of retinal vessel development in premature or
immature infants. RoP is responsible for approximately 10% of Holland's blind who
are between 0 and 18 years of age.

It is my conviction that the most important factor in preventing blindness due to RoP
is the presence of a team of caring doctors who are able to monitor the disease, who
are searching for new risk factors, and who keep others aware of the ever-present threat


