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Abstract: Psychotropic medications, commonly prescribed for psychiatric disorders, can have un-
derappreciated dermatological side effects. This in-depth review explores the intricate relationship
between psychotropic drugs and the skin, emphasizing the significance of recognizing and managing
these side effects in clinical practice. It categorizes the dermatological side effects associated with
different classes of psychotropic medications. These include antidepressants, antipsychotics, mood
stabilizers, and anxiolytics. We delve into the spectrum of dermatological conditions, from mild issues
like dry skin and acne to severe complications such as Stevens–Johnson syndrome and drug-induced
lupus erythematosus. In conclusion, a comprehensive understanding of the dermatological side
effects of psychotropic medications is essential for healthcare providers, enabling a holistic approach
to patient care. This review is a valuable resource for clinicians, researchers, and educators, facilitating
better-informed decision-making in the treatment of mental health disorders while prioritizing skin
health and overall well-being.
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antipsychotics; mood stabilizers; anxiolytics; Stevens Johnson syndrome; drug-induced lupus erythematosus;
patient care; medication adherence; mental health

1. Introduction
1.1. Background

Psychotropic medications, used to treat primary psychiatric disorders as well as psy-
chodermatologic conditions, constitute one of the most frequently prescribed drugs in
outpatients of a hospital setting given that psychiatric disorders represent a significant
comorbidity in the United States (ranging from approximately 1% to 22%) [1–3]. Adverse
reactions (ADRs) to these medications are a leading cause of discontinuations and there-
fore can lead to poor compliance [4]. ADRs have been broadly classified in the literature
into type A—representing predictable reactions such as anticholinergic and antipyramidal
signs—and type B—representing often idiosyncratic reactions such as adverse cutaneous
drug reactions (ACDRs)—the latter of which has been under-reported due to the fact
that most of these are benign and easily manageable [5]. Nevertheless, dermatological
reactions account for the majority of side effects from drugs including psychotropic medi-
cation, with some prospective studies estimating a prevalence of approximately 4 to 7 in
1000 hospitalisations [6,7]. Similarly, ACDRs account for the majority (2 to 5%) of ADRs to
psychotropic medication [8]. As per one report, the prevalence of dermatological symptoms
in psychiatric patients was as high as 8.4%, with 50% of them having received their first
treatment with psychotropic medications [9]. ACDRs have been reported in all classes of
psychotropic drugs—mood stabilizers (39%), antidepressants (29%), and antipsychotics
(19%) [10]. Additionally, cross-sensitivity is a concern due to the common utilization of
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multiple drugs to achieve remission [11]. However, most of the existing data focus on
hospital settings, where multiple drugs are commonly prescribed, which can make the
establishment of causal drugs difficult to interpret for an appropriate withdrawal strat-
egy. We have comprehensively reviewed the risks, mechanisms, and current management
practices of the ACDRs associated with psychotropics and also discussed the potential of a
multidisciplinary approach to patient care [12].

1.2. Pathogenesis: Mechanism and Risk Factors

Both immunogenic as well as non-immunogenic mechanisms have been described
in the literature; the former accounts for 5–10% of all ACDRs and can be mediated by
immunoglobulin E (IgE), circulating immune complexes, or by lymphocytes [13,14]. Pre-
dominantly, the expansion of T cells represents the most common immune response to
a drug, recognizing it as foreign and orchestrating a delayed immune response, often
manifesting as pruritic rashes affecting the skin. In the context of psychiatric medications,
the immunogenic role is underscored by factors such as Human Leukocyte Antigen (HLA)
subtype and viral infections, and emerging evidence suggests a strong interrelation be-
tween thoughts, emotional patterns, psychological dynamics, and the immune response
in psychiatric conditions [15]. The immunogenic mechanism has been highlighted by the
role of factors such as Human Leukocyte Antigen (HLA) subtype or viral infections [16].
Substance abuse, being a woman (particularly in the reproductive age group), and the use
of antiepileptic drugs (AEDs) and selective serotonin reuptake inhibitors (SSRIs) were iden-
tified as independent risk factors from regression analyses [10,17]. Hormonal influences
and a predisposition to autoimmune disease likely cause women to be at higher risk, al-
though the exact reason remains unclear [18,19]. The HLA system, located on the short arm
of chromosome 6p21.31, plays a pivotal role in immune recognition, and abnormalities in
HLA expression can impact antigen processing and presentation [20,21]. The distribution of
HLA genes across chromosomes is categorized into three distinct regions—class-I, class-II,
and class-III [22]. Additionally, it is important to note that HLA serves as a genetic marker
and remains unchanged throughout an individual’s lifespan [23]. Moreover, the classical
grouping of HLA-I genes comprises three subtypes: HLA-A, HLA-B, and HLA-C [24].
The role of HLA polymorphism has been extensively studied over the years to provide an
understanding of the pathogenic mechanisms of ACDRs and atopic conditions [25]. Of note
is the particular HLA subtype that has been observed to impact different ethnicities based
on carbamazepine (CBZ) studies (Table 1). In particular, HLA-A has been observed to be
most frequently associated with SJS/TEN reactions induced by the AEDs carbamazepine,
lamotrigene, phenytoin, and zonisamide, followed by HLA-B or C subtypes [26]. Further-
more, ethnicity has a role to play in the type of reaction observed [27]. Pharmacogenomic
considerations such as HLA subtype can be used to guide dose adjustments or drug selec-
tions to avoid any life-threatening ACDRs [28]. A higher risk has also been observed in
the elderly population, particularly those with multiple chronic medical conditions and
polypharmacy [29].

Table 1. Risk factors like ethnicity, genetic predisposition, and miscellaneous factors associated with
dermatological side effects of psychotropic medications [10,17,29–33].

Sex Female

Ethnicity
Thai HLA-B 1502, 1518, 1521

Indian HLA-B 1502, 1508

European HLA-A 3101

Japanese HLA-B 1518, HLA-B 3101
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Table 1. Cont.

Sex Female

Han Chinese HLA-B 1502

Type of drug used AEDs, SSRIs

Other factors
Polypharmacy

Substance abuse

1.3. Clinical Picture

The diagnosis of drug-induced dermatological reactions is a significant challenge due
to factors such as multifactorial aetiology and complex presentation. A comprehensive pa-
tient history is crucial, including details about the rash’s onset, its pattern, and the patient’s
medication history [34]. In some cases, confirmation of the diagnosis may necessitate skin
testing or in vitro testing [35]. Exanthematous eruptions, the most common dermatologi-
cal reaction, typically manifest initially on the trunk or in areas subjected to pressure or
trauma [36]. Upon discontinuation of the offending drug, these eruptions tend to spread to
the extremities and eventually subside. The rash commonly emerges within a few hours af-
ter the initial drug administration, although the timeline can vary for previously sensitized
individuals [37]. Other dermatological presentations encompass drug-induced urticaria,
characterized by erythematous wheals, and erythroderma, a generalized skin erythema [38].
Drug-induced photosensitivity is a rare phenomenon which occurs due to cellular damage
caused by cross-reaction in sun-exposed areas and results in oedema and erythema [39].
Although it is considered a rare ACDR, it may have potential significance due to its associa-
tion with SSRIs, which are widely prescribed globally for a variety of psychiatric conditions
apart from depression. Thus, patients on these photosensitizing drugs must be aware of the
potential risk and must practice sun protection. Sunlight avoidance is the ideal measure,
but individuals who have to stay outdoors must use broad-spectrum sunscreens, which
offer protection against both UVB and UVA; these also must contain a high sun protection
factor (SPF). In addition to this, smartphone apps can alert the user about UV levels and
offer personalized protection, and other measures like the use of UPF-rated clothing have
also proved to be beneficial [39]. In severe cases, drug-induced dermatological reactions
can escalate to conditions like Stevens–Johnson syndrome (SJS), toxic epidermal necroly-
sis (TEN), acute generalized exanthematous pustulosis (AGEP), and drug reactions with
eosinophilia and systemic symptoms (DRESS) [40–42]. Also, certain mood stabilizers like
lithium have caused notable instances of drug induced alopecia (12–18%). Apart from this,
other drugs like TCAs, benzodiazepines, and newer antidepressants are also responsible
for hair loss, although the incidence remains rare [43]. Discontinuation or dose reduction
usually result in complete hair regrowth, but the therapeutic value of mineral supplements
remains uncertain. Such severe reactions necessitate immediate hospitalization and the
prompt discontinuation of the causative drugs to mitigate further complications.

2. Methodology

We conducted a comprehensive search of the Pubmed and Scopus databases to identify
all the relevant articles for this study, reviewing all relevant articles like case series, case
reports, cohort studies, editorials, and brief reports up until November 2023. The search
terms included “psychotropics”, “antipsychotics”, “mood stabilizers”, “antidepressants”,
“cutaneous reactions”, and “dermatological reactions”, with appropriate use of the Boolean
operators AND, OR, NOT. Individual drug names and groups were also searched to avoid
missing any relevant articles. We manually searched the reference lists of the included
studies as well as previous reviews to ensure that our search strategy did not overlook
any potentially relevant studies. No language restriction was used, and commentaries or
studies conducted solely in animal models were excluded. Additionally, articles that did
not mention the dermatological side effects of psychotropic medications were also excluded.
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The articles were reviewed according to the inclusion and exclusion criteria (IC and EC). The
PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) flowchart
enumerating the step-by-step inclusion of studies is reported in Figure 1. The articles
considered in this review were selected with a particular emphasis on those that were
deemed to hold significant clinical and medical relevance.
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3. Morphology and Diagnosis
3.1. Morphology and Basics of Skin Lesions

Drug-induced cutaneous reactions pose a significant challenge in diagnosis and man-
agement. Among the enhanced spectrum of skin lesions seen, 51–95% of them are exanthe-
matous eruptions [44]. Exanthematous eruptions typically manifest as diffuse erythematous
macules and papules, predominantly on the upper half of the body. They often emerge
within ten days of initiating the offending drug but can also appear after drug discon-
tinuation. The notorious agent attributed to this kind of skin eruption is phenothiazine
neuroleptics. Notably, CBZ can induce a similar eruption that tends to initiate on the face
and spread throughout the body [45]. Barbiturates have also been implicated in causing
exanthematous eruptions, typically manifesting as macular lesions [45].

Urticarial reactions are another type of drug-induced cutaneous response which can
appear anywhere on the body, often within minutes to hours of drug intake, and usually
resolve within 24 h [35]. They potentially impact the airway and necessitate urgent med-
ical intervention because of their association with anaphylaxis and angioedema. Fixed
drug eruptions present as well-defined, solitary, red to purple lesions, sometimes with
bullae or erosions. These eruptions typically occur within 30 min to 8 h after drug inges-
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tion [46]. Barbiturates are commonly associated with fixed drug eruptions, and they have
also been reported with certain antidepressants [45]. Drug Reaction with Eosinophilia and
Systemic Symptoms (DIHS) is characterized by a macular exanthematous eruption, fever,
lymphadenopathy, and multiorgan involvement, with the liver being most affected. About
25% of DIHS sufferers have significant facial oedema, and about 30% have eosinophilia [47].
Usually occurring two to six weeks after starting medication, CBZ and aromatic anticonvul-
sants such as phenytoin and phenobarbital are most commonly linked to this condition’s
symptoms. DIHS can result in a 10% death rate, mostly from hepatic necrosis and fulmi-
nant hepatitis [47]. Erythema multiforme is characterized by well-defined erythematous
macules or papules with central bullae or crusts, often forming “target” lesions. Typically,
this condition affects the extremities and palmoplantar surfaces, with the potential in-
volvement of mucous membranes. Erythema multiforme is commonly linked to infections,
with drug-induced cases primarily associated with AEDs [48]. Cutaneous pseudolym-
phoma is a benign condition that mimics cutaneous lymphoma. It typically presents as
red to violaceous smooth papules, nodules, or plaques, often accompanied by an exan-
them. A dermatology consult and biopsy may be necessary to differentiate this condition
from malignancy.

3.2. Diagnosis

Diagnosing cutaneous side effects can be a challenging endeavour due to the involved
complexities of the interplay of etiologic factors and complex cross-reactions due to multiple
therapeutic agents prescribed to the patient. The burden of antipsychotic side effects is
estimated using validated tools such as the Glasgow Antipsychotic Side Effect Scale (GASS)
or the Udvalg for Kliniske Undersøgelser (UKU) SE scale, which could provide clues about
any dermatological side effects from antipsychotics. Physical examination is pivotal in
understanding the pattern, distribution, and characteristics of the cutaneous eruption,
offering essential diagnostic information. A high level of suspicion is warranted given
the fact that ACDRs are non-specific and mimic any skin lesions. Numerous algorithms
have been devised to assess the likelihood that a drug is responsible for a cutaneous
manifestation. One such example is the algorithm of drug causality for EN (ALDEN) scale,
which can be helpful in determining drug causality and has been found to be more sensitive
than general methods [49]. Constructing a timeline that includes the drug’s initiation,
duration of use, the last time it was taken, and when the cutaneous symptoms appeared
can aid in diagnosis. Drugs initiated within the previous three months, particularly within
the last six weeks, are often the primary suspects, as are drugs used intermittently [50].
Therefore, a comprehensive drug history with proper information regarding dosage and
duration must be obtained before starting a new agent. Prior ACDRs in a patient’s history
should be considered as a potential diagnostic clue. Moreover, the response of cutaneous
symptoms to reduced drug dosages or discontinuation is a valuable indicator of a drug-
induced reaction. Exploring the patient’s family history for instances of hypersensitivity
reactions to drugs may provide additional context for diagnosis [51].

In cases where drug-induced skin reactions raise concerns, certain clinical findings
should be closely monitored [50]. Identifying these symptoms may necessitate immediate
discontinuation of the offending drug and a consultation with a dermatologist. Moreover,
it is crucial to differentiate between ACDRs caused by psychotropic drugs and self-inflicted
skin lesions, often resulting from psychiatric conditions like trichotillomania [52]. Therefore,
comprehensive documentation of cutaneous findings during psychotropic medication
treatment, including detailed descriptions, the timing of onset, and the progression of the
skin eruption, plays a significant role in achieving an accurate diagnosis and ensuring
appropriate management.

4. Cutaneous Adverse Drug Reactions

The side effects in the case of psychotropic medications can range from mild exanthe-
matous reactions or urticaria to potentially life-endangering ones such as Stevens–Johnson



Psychoactives 2024, 3 27

syndrome, TEN, erythema multiforme, and anticonvulsant hypersensitivity syndrome [53].
In addition to this, some rare events including angioedema, anaphylaxis, hypersensitivity
vasculitis, drug-induced lupus erythematosus, alopecia, pigmentary disorders, photosensi-
tivity, lichenoid lesions, fixed drug eruptions, psoriasiform eruptions, acne, and seborrheic
eruptions encompass the spectrum. A classification of adverse effects according to spe-
cific drug classes is summarized in Table 2. The adverse effects are majorly attributed
to an immunological basis; hence, cross-reactions are probable due to the response of
antibodies and lymphocytes to shared molecular components among drugs belonging to
the same class [54]. The characteristics of mild and severe side effects are summarized
in Tables 3 and 4.

Table 2. Common drugs and their side effects [10,51,54,55].

Psychotropic Drug Class Drug Type Incidence of ACDRs [10] Common Dermatological Manifestations

Antidepressants SSRIs 0.051% Generalized skin rash, urticaria,
rarely photosensitivity

TCAs 0.073% Dry skin, sweating changes, rash, pruritus

Atypical antidepressants Varies Mild allergic skin reactions, photosensitivity,
rare angioedema

Antipsychotics Atypical antipsychotics >1% Drug-induced rash, photosensitivity,
pruritus, dermatitis

Typical antipsychotics 0.1–1% Mild allergic reactions, skin dryness,
pigmentation changes

Anxiolytics Benzodiazepines 0.5–4% Skin rash, pruritus, rare severe reactions like
Stevens–Johnson syndrome

Buspirone - Mild skin rashes, urticaria

Mood Stabilizers Lithium 0.01% Acneiform eruptions, psoriasis exacerbation,
pruritus, rare toxic epidermal necrolysis

Anticonvulsant mood
stabilizers 0.23 Skin rash, hypersensitivity reactions, alopecia

Stimulants ADHD medications Relatively rare, during
treatment Skin rash, pruritus, isolated cases of urticaria

Table 3. Common side effects and their details [4–7,10].

Drug Reactions Characteristics Differential Diagnosis Remarks

Pruritis - - Most common adverse event and
is usually secondary

Urticaria Lesions with pale centres and red
borders with migratory pattern

Immune-mediated and
complement-mediated

Acute reaction and is associated
with angioedema

Exanthematous rashes Macular and maculopapular
painful lesions

Measles, scarlet fever,
rubella, Duke’s disease,
erythema infectiosum,

erythema subitum

Seen within the first two weeks,
may points towards a more

serious effect

Fixed drug eruptions Oedematous lesions round to oval
seen in skin and mucous membrane

May occur with analgesics
and antibiotics Acute onset, unknown aetiology

Photosensitivity Exaggerated sunburn of fixed
eruptions following sun exposure

May occur with furosemide,
thiazide, and nalidixic acid

Sunscreens and lotions might
be effective

Pigmentation Commonly seen in skin, retina,
and cornea - Associated with long-term use

Alopecia Reversible hair loss
May occur due to hormones,
contraceptive pills, timolol,

antimalarials, and antibiotics
Acute to subacute in onset
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Table 4. Severe side effects and their details [10,51–54].

Drug Reactions Characteristics Remarks

Erythema multiforme Target lesions which vary in shape seen
in extremities

May lead to more severe events,
acute onset

Steven–Johnsons syndrome (SJS) Mucocutaneous lesions, most
commonly bullous Mortality due to sepsis

Toxic epidermal necrolysis (TEN) Bullous lesions on erythematous base
involving more than a quarter of the body Higher mortality rate

Drug reaction with eosinophilia and
systemic symptoms (DRESS) syndrome

Drug eruption, eosinophilia,
lymphadenopathy, multiple

organ involvement
Lower mortality as compared to TEN

Exfoliative dermatitis Generalized exfoliation with pruritis Good prognosis associated with
withdrawal of the agent

Drug hypersensitivity vasculitis Inflammation of blood vessels
with purpura

Immune-complex-mediated (type III)
hypersensitivity reactions

A Polish study carried out on hospitalized psychiatric patients reported an 8.4%
prevalence of cutaneous side effects with the usage of psychotropic medications; out of
the symptomatic patients, more than half of the patients were treated with psychotropic
agents as the first treatment. Consistent with these results, it was more common to observe
dermatologic symptoms in patients receiving treatment with more than two psychotropic
medications, especially during the early stages of their medication regimen. Notably,
approximately one-third of these individuals displayed symptoms associated with allergic
disorders [9]. A study by Greil et al. analysed 594 severe drug reaction cases and 8085 other
adverse drug reaction cases from a psychiatry pharmacovigilance program in the German
population, identifying risk factors through logistic regression. Women, especially those
under 50 years old, were more vulnerable (67%). Substance abuse and clomethiazole were
newly identified risk factors [17].

In a separate study, around 5% of individuals using antipsychotic medications experi-
enced adverse skin reactions [35]. Tricyclic antidepressants, like amitriptyline, could lead to
adverse cutaneous drug reactions (ACDRs), including skin rashes and hypersensitivity re-
sponses like urticaria, photosensitivity, and hyperpigmentation [7]. Reports from different
countries, such as Malaysia, Thailand, India, Italy, and China, pointed to anticonvulsants as
common culprits for severe cutaneous drug reactions, notably Stevens–Johnson syndrome
and toxic epidermal necrolysis (TEN). Other implicated agents encompassed antibiotics,
analgesics, Non-Steroidal Anti-inflammatory Drugs (NSAIDs), and antitubercular and
antirheumatic drugs. It is crucial to highlight that these reports covered anticonvulsants in
general, emphasizing that not all anticonvulsant medications serve as mood stabilizers [56].

A Chinese case report describes a patient who developed SJS due to CBZ, with a
positive HLA-A * 3101 gene; no prior exposure was recorded. SJS symptoms included skin
eruptions, mucosal erosions, fever, and pain, affecting approximately 3% of her body sur-
face. Genetic testing revealed a positive HLA-A * 3101 gene but negative HLA-B * 1502 and
HLA-B * 5801 genes. Treatment involved intravenous infliximab and care for the affected
mucosa. Within six days, the skin rash improved, and the patient was discharged [57].
Another Turkish case report of a 51-year-old man reported pruritic eczema after topical
doxepin use; the symptoms were monitored at a regular follow-up of 2 months and were
successfully treated with systemic corticosteroids. After six months, she underwent a patch
test, which was strongly positive for doxepin. She then presented again with positive
papulovesicular reactions at the site of positive patch tests and was further treated with
intravenous triamcinolone [58].
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5. Management of ACDRs

Psychotropic medications are invaluable tools in the treatment of psychiatric disorders,
substantially improving the quality of life for countless individuals. Yet, the therapeutic
benefits of these medications can be accompanied by potentially distressing, and, in some
instances, severe dermatological side effects. Severe ACDRs such as SJS/TEN must be
treated immediately because these are medical emergencies associated with significant mor-
tality. The first step towards managing ACDRs is the identification and prompt withdrawal
of the offending drug [59]. Discontinuing the causative drug often resolves cutaneous
adverse effects, accounting for 93.7% of these reactions [10]. This decision should be made
carefully, weighing the skin reaction’s severity against the underlying illness the medication
was intended to treat [60]. A notable difficulty encountered in the context of ACDRs arising
from psychotropic medications is where patients receive multiple drugs. Most ACDRs
are not diagnosed as being caused by drugs. In such scenarios, the discontinuation of
non-essential medications can be considered. For lithium and CBZ, reducing the dose can
improve the skin condition. With CBZ, starting with lower doses and gradually increasing
can prevent cutaneous eruptions. In cases of mild alopecia, continuation of the drug is
generally preferred unless severe adverse effects occur [61]. Other treatments primarily
focus on symptom management. Pruritus can be relieved with antihistamines, either topi-
cal or systemic. Lichenification responds to topical steroids, while severe exanthematous
reactions may require systemic steroids. Hyperhidrosis can be managed by adjusting the
dose, switching drugs, or discontinuing the medication [62]. Topical aluminium chloride
hexahydrate can help in mild cases. If these options are unsuitable, medications like gly-
copyrrolate, benztropine, terazosin, mirtazapine, cyproheptadine, or clonidine may be
considered, considering comorbidities like glaucoma and dementia [62].

In severe cases, immediate drug discontinuation and a dermatology consultation
are crucial [63]. Supportive care for exfoliative syndromes such as SJS/TEN includes
aggressive fluid management, nutritional support, and antibiotics [64]. Owing to the
rarity of the condition, there are still no well-defined randomised control trials to support
the use of any particular strategy in the management of SJS/TEN. Methyprednisolone
administered at a dose of 500 mg/day for 3 days was reported to be successful in managing
SJS/TEN [65]. Apart from steroids, IV immunoglobulin is therefore the preferred treatment
for SJS and TEN [66]. Likewise, the management of DRESS constitutes supportive care such
as hydration and systemic corticosteroids. Due to the lack of sufficient clinical evidence
regarding the use of any specific agent in its management, practices are mostly based on
expert opinions [67]. It is crucial to observe the patient carefully for potential recurrence
of the adverse reaction upon reintroduction of the medication. This necessitates vigilant
monitoring and close examination of the skin for any indications of a reaction.

6. Multidisciplinary Approach
6.1. Collaboration across Specialties

Psychiatrists occupy a central role in prescribing and monitoring psychotropic medi-
cations. They are responsible for evaluating a patient’s mental health needs, selecting the
most suitable drug, and determining the appropriate dosage. However, the consideration
of potential dermatological side effects is an added layer that necessitates collaboration
with dermatologists. Working together, these specialists can accurately identify at-risk pa-
tients, promptly recognize and address emerging skin issues, and make informed decisions
regarding medication adjustments.

Dermatologists bring invaluable expertise to this multidisciplinary team. Their spe-
cialized knowledge allows for precise diagnosis and management of dermatological side
effects. Furthermore, dermatologists serve as educators, imparting essential knowledge
about side effect recognition and management to patients and their psychiatric counter-
parts. A holistic figure involving the key aspects of multimodal management is highlighted
in Figure 2.
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6.2. Integral Role of Nursing

Nursing staff play a crucial role in the healthcare system. Their direct patient interac-
tion positions them to observe and report early changes in the skin, which may serve as
indicators of ADRs. Additionally, they are pivotal in patient education. Nursing profes-
sionals ensure that individuals are well informed about potential side effects, understand
the importance of monitoring their skin, and know how to report any concerning changes.
Their contributions to effective collaboration within the healthcare team enhance patient
safety and treatment adherence.

6.3. Pharmacovigilance

Pharmacovigilance is central to monitoring and managing the dermatological side
effects of psychotropic medications. It involves the systematic reporting, tracking, and
analysis of ADRs. Pharmacists are key contributors to this process. They help ensure that
reports of skin reactions are communicated effectively between healthcare providers, facili-
tating timely intervention and minimizing the risk of severe complications. The intricate
relationship between psychiatric care and the emergence of dermatological side effects dur-
ing psychotropic medication use underscores the imperative need for a multidisciplinary
approach. In addition to this, certain initiatives like The AMSP (Arzneimittelsicherheit
in der Psychiatrie) is a prospective multicentre initiative across European countries like
Germany, Switzerland, and Austria. It takes into account the continuous assessment of
severe ACDRs to psychotropic agents in psychiatric inpatients, it uses active screening
of CDR cases, and documents them in their database, which has existed since 1993 [68].
This database serves as a treasure chest for pharmacovigilance and assessing cause–effect
relationships. Apart from this, this database is instrumental in enhancing awareness among
healthcare workers on drug safety issues. Collaboration between psychiatrists, dermatolo-
gists, nursing staff, and pharmacists maximizes patient safety and treatment efficacy. By
fostering clear communication channels and embracing a holistic perspective, healthcare
providers can significantly enhance patient care and well-being. This approach exemplifies
effective and patient-centred care in the pursuit of improved patient outcomes.

Prevention may soon focus on genetic testing to identify individuals with specific HLA
subtypes associated with drug-induced cutaneous hypersensitivities. The Food and Drug
Administration (FDA) recommends genetic testing before starting CBZ therapy, particularly
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for Asians or those with HLA-B 1502 [69]. However, the cost-effectiveness and general
applicability of this approach are yet to be determined.

7. Conclusions

This in-depth review has shed light on the intricate relationship between psychotropic
medications and dermatological side effects. While psychotropic drugs have revolutionized
the treatment of psychiatric disorders and greatly improved the quality of life for countless
individuals, they can also introduce the challenge of adverse skin reactions. It was also
noted that the incidence of ACDRs was more commonly associated with carbamazepine,
lamotrigine, and barbiturates; a significantly low ACDR incidence was reported with the
use of modern antipsychotics like SSRIs and dual-mechanism antipsychotics. However, the
lowest incidence of ACDRs were seen with conventional and atypical antipsychotics. Rec-
ognizing and managing these side effects is vital in ensuring holistic patient care. Through
a multidisciplinary approach involving collaboration between psychiatrists, dermatologists,
nursing staff, and pharmacists, we can enhance patient safety and treatment efficacy. The
clear communication channels and holistic perspective fostered in this collaborative model
exemplify effective and patient-centred care. This comprehensive approach is essential in
addressing the dermatological concerns that may arise during psychotropic medication use
and in achieving improved patient outcomes. As we move forward in the field of psychi-
atric pharmacotherapy, it is imperative to continue research into prevention strategies, such
as genetic testing, to identify individuals at risk of cutaneous hypersensitivities. By staying
committed to the well-being of psychiatric patients and addressing the dermatological
aspects of their treatment, we can ensure that the benefits of psychotropic medications are
maximized while minimizing potential side effects.
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