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History and clinical findings

A 29-year-old man presented with painful ulcerative lesions 
on the palmar aspect of both thumbs (Figure 1), measuring 

Crack abuse-induced recalcitrant ulcers
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Figure 1 Ulcerative lesion on the palmar aspect of the right 
thumb.

Figure 2 Close-up of some of the patient’s tattoos.

up to 2.5 cm in diameter. Partially covered with crusts, the 
ulcers had first appeared two months earlier, and – despi-
te topical antibiotic therapy – had gradually grown in size. 
Physical examination revealed a number of ear expanders, 
nose and eyebrow piercings, a transdermal implant below the 
right eye, as well as multiple tattoos (Figure 2). The patient’s 
medical history was remarkable for alcohol abuse and addic-
tion to various drugs, including ketamine, ecstasy, MDMA 
(3,4-methylenedioxy-methamphetamine), cocaine, THC, 
and crack.

Your diagnosis? …
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Diagnosis:

Lighter-induced second- and third-degree 

burns as a result of crack consumption in a 

patient with borderline personality disorder and 

polysubstance abuse [1]

Discussion

Several skin diseases are frequently associated with psychiat-
ric disorders, and the term “psychodermatology” was coined 
to indicate various clinical conditions characterized by a link 
between skin and psyche [2–6] (Table 1). Particularly in the 
case of drug addiction, the skin may be directly or indirec-
tly damaged. Direct damage is caused by a drug’s chemical 
properties and/or the instruments/tools used for its synthesis 
(for example, ulcers, nodules, vascular sclerosis) [7, 8]. On 
the other hand, indirect skin damage can be the result of the 
method by which a drug is consumed (for example, burns, 
vascular atrophy, dyschromia) [9–13]. Moreover, some skin 
conditions are directly related to drug withdrawal (for ex-
ample, “turkey skin” in the case of heroin).

Our patient was a 29-year-old man who presented with 
ear expanders, nose and eyebrow piercings, a transdermal im-
plant below the right eye, and multiple tattoos: in particular, 
the words “lost soul” were noted on the back of the fingers 
(Figure 2). Two months earlier, he had developed painful ul-
cerative lesions – partially covered with crusts and resistant 
to topical antibiotic therapy – on the palmar aspect of both 
thumbs. At the age of eleven, he had started taking drugs, in-
itially drinking large amounts of alcohol, and subsequently 

using ketamine, ecstasy, MDMA, cocaine, and THC (Te-
trahydrocannabinol). Over the course of the previous spring, 
he had begun using crack, and the repeated use of a lighter 
– used in the process of vaporizing the drug – was responsib-
le for the ulcerative lesions, which turned out to be second- 
and third-degree burns. Moreover, the patient’s personal and 
family history revealed a troubled social and psychological 
background: his father was an alcohol addict (ICD-10 F10.20) 
[1] with liver cirrhosis, who had separated from his wife when 
the boy was just ten years old. Since then, the mother had been 
affected by a reactive depressive disorder (ICD-10 F32.9) [1], 
which eventually resulted in her giving custody of the boy to 
the grandfather. At the age of eleven, the patient started abu-
sing alcohol and, during adolescence, he moved on to THC, 
ketamine, ecstasy, and MDMA. When he was 18, he began 
covering his skin with multiple tattoos, many of which seemed 
to have a symbolic meaning. From a psychiatric perspective, 
the words “lost soul” on the back of his hands were interpre-
ted to possibly represent a desire for recognition and maternal 
acceptance. Having experienced severe drug abuse as well as 
dysfunctions of consciousness and perception, impulsiveness, 
feelings of emptiness, and uncontrolled intense anger, he spon-
taneously presented to the Psychiatric Service for Addictions. 
Following psychiatric and psychometric assessment, including 
SCID-I (Structured clinical interview for DSM IV Axis I) [14], 
SCID-II (Axis II) and Frankfurter Beschwerde-Fragebogen 
(FBF)-based symptoms, he was diagnosed with borderline 
personality disorder (ICD-10 F60.3) and polysubstance abuse 
(ICD-10 F19.10) [1]. The patient was started on mood-stabi-
lizers and systemic relational psychotherapy. He discontinued 
treatment several times, followed by renewed abuse of psy-
choactive substances and subsequent recurrence of skin le-
sions that required our consultation. It was our psychiatric 
colleague who turned our attention to the fact that our pa-
tient’s ulcers were caused by the lighter required to vaporize 
crack. The crystal form of cocaine, crack has become widely 
prevalent due to its low cost and easy consumption. Heated 
up, it produces a typical “crack” sound; it is then smoked th-
rough a bottle or can. Smoking enables the substance to reach 
the brain quickly, inducing an immediate “trip” that lasts for 
about 15 minutes. Because of this intense yet short-term effect, 
addiction can set in after the first consumption. Crack induces 
a brief “up phase”, followed by a “down phase” associated 
with irritability and obsessive craving. This was the reason 
why the patient, heedless of his injuries, continued vaporizing 
the substance with a hand-held lighter. While neurological 
evaluation showed no peripheral sensory deficits, it did reveal 
an altered state of consciousness as well as a distorted percep-
tion of reality. Although dermatologists are not commonly 
involved in treating such patients, recognition of typical signs 
of drug addiction is crucial with respect to adequate clinical 
management. In the present case, the correct diagnosis was 

Table 1 Clinical categories of psychodermatology.

Psychophysiological disorders

The individual’s physiological emotional state (anxiety, 
fair, discomfort, sorrow etc.) is a contributing cause for 
the occurrence or the aggravation of the skin disease 
(acne, alopecia areata, atopic dermatitis, psoriasis, seborr-
heic dermatitis, urticaria).

Primary psychiatric disorders

Psychiatric syndromes cause self-defeating behaviors 
against the skin or annexes (cuts, scrapes, burns, trichotil-
lomania, nail biting).

Secondary psychiatric disorders

Some skin conditions, especially because of their visib-
le manifestations, cause impairment of life quality and 
mental illness (alteration of the oneself image, relational 
difficulties).
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made due to the collaboration with the psychiatrist and his 
interpretation of the words written on the patient’s skin.
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