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ABSTRACT

Psoriasis is a chronic, recurrent inflammatory skin
condition inwhichflares are commonlyassociated
with stress. One important non-pharmacological
method for managing stress in patients with pso-
riasis is mindfulness and/or meditation. The
objective of this review is to provide an update on
research studies investigating the role of mindful-
ness and meditation in treating psoriasis symp-
toms, severity, and quality of life. Of six
randomized control trials (RCTs) identified, five
demonstrated improvement in self-administered
psoriasis area and severity index (saPASI) after 8 or
12 weeks of guided meditation. One RCT and one
non-randomized control trial reported mental
health benefits in psoriasis patients following gui-
ded meditation. These results suggest that medi-
tation can be used as a tool to improve both
psoriasis skin severity and patient quality of life in

the short term.More research is needed to evaluate
the effect of meditation on psoriasis severity and
quality of life in the long term.

Keywords: Meditation and psoriasis;
Mindfulness and psoriasis; Stress and psoriasis;
Brain–skin axis and psoriasis

Key Summary Points

This review examines the physical and
psychological benefits of mindfulness and
meditation as adjunct therapy in patients
with moderate-to-severe plaque psoriasis.

Five of six randomized control trials
(RCTs) reported improvement in self-
administered psoriasis area and severity
index (saPASI) scoring after 8 or 12 weeks
of meditation and/or mindfulness
interventions.

Two trials showed psychological
improvement in psoriasis patients after
meditation and/or mindfulness
interventions.

Overall, these results suggest the
possibility that meditation can be used as
a tool to improve both psoriasis severity
and patient quality of life in the short
term.
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INTRODUCTION

Psoriasis is a chronic recurrent inflammatory
skin condition where flares are commonly
associated with stress. Both genetic and envi-
ronmental factors play a role in the pathogen-
esis of psoriasis. Plaque psoriasis occurs via IL-17
pathways, wherein IL-23 promotes Th17 cell
differentiation, resulting in IL-17 and IL-22
release and leading to skin inflammation,
hyperproliferation, and keratinization [1].
Meditation and mindfulness represent non-
pharmacological methods for managing stress
[2]. Meditation and mindfulness are commonly
used psychological interventions to manage a
wide array of diseases not limited to the fields of
psychiatry and psychology. Meditation and
mindfulness-based therapies have shown pro-
mise in improving patient quality of life and
physical symptoms in many chronic inflam-
matory diseases [3].

This review examines previous trials study-
ing the effect of mindfulness and meditation on
psoriasis severity and mental health measures
and provides an update of randomized control
trials (RCTs) and other studies investigating the
effect of meditation and mindfulness on
patients’ self-administered psoriasis area and
severity index (saPASI) and mental health.

METHODS

A review of Embase and PubMed databases was
performed for studies investigating the effect of
meditation on psoriasis management from
January 1 1990 to March 3, 2022. Peer-reviewed
original research published in English that
aimed to determine meditation’s effect on pso-
riasis quality of life and physical symptoms were
included. Articles that did not describe clinical
outcomes were excluded. In addition, all
reviews were excluded aside from the most
recently published systematic review [4]. After
identification of 27 articles, two people
reviewed each abstract followed by a full-text
review of relevant articles (Fig. 1). All discrep-
ancies were resolved by a third reviewer. Origi-
nal research was identified by using the

following keywords to search both Embase and
PubMed: meditation and psoriasis; mindfulness
and psoriasis; stress and psoriasis; brain–skin
axis and psoriasis. The results of this search
yielded one case–control study, six randomized
clinical trials, and one non-randomized clinical
trial. No case reports or case series were identi-
fied. The interventions of each study varied and
ranged from mindfulness-based meditation,
meditation with imagery, mindfulness-based
stress reduction (MBSR), modified behavioral
self-control therapy (MBSCT), mindfulness-
based self-compassion therapy, mindfulness-
based self-help therapy (MBSCT-SH), and
mindfulness-based cognitive therapy (MBCT).
Study participants who received some form of
meditation and/or mindfulness intervention in
addition to their current psoriasis treat-
ment(s) were compared to participants who
received treatment as usual (TAU). Psoriasis
severity was measured through saPASI. Quality-
of-life outcomes included measures of worry,
rumination, anxiety, and depression. This arti-
cle is based on previously conducted studies and
does not contain any new studies with human
participants or animals performed by any of the
authors.

RESULTS

Nine publications investigating the role of
meditation and mindfulness on psoriasis qual-
ity of life and symptom severity were selected.
Of these nine articles, one systematic review
article, one case–control study, one non-ran-
domized clinical trial, and six randomized
clinical trials were included. Of the six RCTs,
there were a total of 356 unique patients with
psoriasis. The psychological interventions
applied in psoriasis management fell under one
category: meditation and mindfulness-based
therapies. Results of the included studies are
included in Table 1.

One of the first clinical trials to study psy-
chological stress and psoriasis was performed by
Gaston et al. [7]. This small, randomized control
trial consisted of 24 patients that suffered from
scalp psoriasis. Each patient was randomly
assigned to one of four groups: meditation
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(n = 5); meditation and imagery (n = 4); waiting
list (n = 5); and no treatment control group
(n = 4) [7]. Treatment lasted 12 weeks, with
4 weeks pre- and post-baseline periods. A time-
series multivariate regression analysis was done
to control for outside factors influencing psori-
asis symptoms. The final analysis reported a
significant improvement in psoriasis symptom
score done by physicians between the medita-
tion group as compared to the control group
(partial r = 0.30, p\0.01) [7]. No additional
significant impact was associated with the use
of the imagery combined with meditation as
compared to meditation alone (partial r = 0.06,
p\0.05) [7]. Two subjects each from the med-
itation group and meditation with imagery

group clinically improved their psoriasis symp-
toms. No subjects of any cohort reported wors-
ening symptoms during the study [7].

In 1998, Kabat-Zinn et al. investigated the
effect of mindfulness-based stress reduction on
the rate of skin clearing in patients with mod-
erate-to-severe psoriasis who were undergoing
phototherapy (UVB) and photochemotherapy
(PUVA). This RCT consisted of two cohorts:
guided meditation audio tapes that instructed
calm breathing techniques during photother-
apy and phototherapy TAU [8]. This study took
place over 40 phototherapy visits, approxi-
mately 13 weeks in total [8]. The guided medi-
tation tapes included instructions to visualize
UV light slowing down the growth and division

Fig. 1 Preferred reporting items for systematic reviews and meta-analyses (PRISMA) diagram illustrating study selection for
systematic review [5]
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of skin cells. The second cohort proceeded with
TAU. The MBSR cohort reached the halfway
point (PASI-50) and clearing point (PASI-100)
significantly faster than the TAU group
(p = 0.01, p = 0.03, respectively) [8].

Fordham et al. performed a randomized
control trial in 2015 investigating MBCT in
patients with moderate-to-severe plaque psori-
asis. This pilot study consisted of 29 patients
who were randomized to either 8 weeks of
MBCT or TAU [6]. The results of this study
showed that there was a significantly reduced
disease severity (saPASI) and improved quality
of life as measured through the dermatology life
quality index (DLQI) in the MBCT group com-
pared to TAU (p = 0.05, p = 0.02, respectively)
[6]. However, there was no significant difference
in patient-perceived stress or distress scores [6].

D’Alton et al. conducted a randomized con-
trol trial in 2018 with a larger study group of 94
psoriasis patients. The interventions consisted
of (1) TAU with MBCT, (2) TAU with MBSCT, (3)
MCSCT-SH, or TAU with systemic medication
[14]. The treatment consisted of eight weekly
2-h group sessions by two psychologists trained
in mindfulness-based interventions and MBCT.
More specifically, each mindfulness-based ses-
sion involved breathing exercises, emotional
disclosure, and participants also taught peers
about mindfulness training techniques. In
addition, participants were given audio-guided
meditations and supporting materials from
which the MBCT program was based to facilitate
daily mindfulness practice [14]. Interestingly,
patients who participated in the mindfulness-
based interventions reported that these exer-
cises were helpful; however no statistically sig-
nificant difference was found on physical
psoriasis symptoms nor psychological well-be-
ing compared to the TAU group after eight
weekly sessions [14]. Additionally, no statisti-
cally significant differences were found between
study groups at both the 6- and 12-month fol-
low-up visits [14].

In 2019, Maddock et al. performed an RCT of
MBCT that consisted of 101 participants who
were randomized to either 8 weeks of MBCT in
addition to their usual psoriasis treatment or to
TAU without the implementation of guided
mindfulness [3]. The results of this study

indicated a significant decrease in saPASI results
completion of the 8 weeks of mindfulness
training (time period one, t1) [3]. However,
there was no significant difference in saPASI
after participants stopped MBCT and were
reassessed at 12 weeks (time period 2, t2) after
beginning the study, 4 weeks after terminating
MBCT [3].

Most recently, Nguyen et al. conducted a
small, randomized control trial in 2021 con-
sisting of 35 patients with either psoriasis
(n = 20) or rheumatoid arthritis (n = 15) [10].
This study compared the effect of a mind–body
intervention (MBI), relative to TAU on the
World Health Organization-Five Well-Being
Index (WHO-5) during a period of 12 weeks of
intensive MBI training and follow-up at week 26
among patients with either psoriasis or
rheumatoid arthritis (RA) [10]. The study did
not separate the results for patients with psori-
asis from patients with RA and did not report
PASI scoring in psoriasis patients. This study
randomized 17 participants to the MBI group
and 18 participants to the TAU group. The
attrition rate for the MBI group was 19% [10]. In
total, 65% of subjects in the MBI group and 71%
of TAU patients completed the outcome
assessments. After 12 weeks, a statistically sig-
nificant improvement in WHO-5 was observed
between the groups (p = 0.02) [10]. However,
during the entire study, the average WHO-5
score was higher (improved) although not sta-
tistically significant in the MBI group (65.30)
compared with the TAU group (59.10). This
corresponded to an average difference in WHO-
5 scoring of 6.15 over 26 weeks (95% CI - 0.26
to 12.56; p = 0.06) [10].

Adamzik et al. performed a non-randomized
control trial in 2013 investigating the effect of
MBSR on the emotional and physical symptoms
of psoriasis [11]. In addition, telomerasewas used
as a biomarker for psychological distress. Specif-
ically, 36 patients with moderate-to-severe pso-
riasis were assigned to one of two cohorts. The
first cohort of 19 patients completed eight
weekly 1.5-h sessions of MBSR in addition to
their current psoriasis management. The second
cohort of 17 patients were assigned to TAU. The
results of this study indicated that participants
who completed the eight weekly sessions of
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MBSR had significantly lower anxiety, depres-
sion, and worry [11]. There was no significant
improvement in these measurements in the
control group. However, this study found no
significant change in the physical symptoms of
psoriasis as measured by the psoriasis area and
severity index (PASI) [11]. Serum levels of
telomerase increased significantly in partici-
pants who completed the course of MBSR [11].

Loite et al. performed a case–control study in
2012 to determine the role of the corticotropin-
releasing hormone (CRH) proopiomelanocortin
(POMC) system in patients diagnosed with
psoriasis [12]. It is well known and researched
that cortisol is released after activation of CRH
from the hypothalamus during times of stress.
Investigators in this study performed two 4-mm
punch biopsies from lesional and non-lesional
skin from each patient with psoriasis (n = 20)
[12]. The biopsies were then compared to
biopsies from a cohort of healthy controls
(n = 56) that were matched by skin tone; all
participants had either Fitzpatrick type II or
type III skin classification [12]. The results
revealed up-regulation of POMC mRNA and
down-regulation of CRH/CRH-1 expression in
psoriasis lesional and non-lesional skin com-
pared with that of healthy controls [12].

DISCUSSION

Mindfulness and meditation practices have
shown promising evidence in improving other
chronic inflammatory skin conditions such as
atopic dermatitis. The first randomized con-
trolled trial comparing the effects of non-phar-
maceutical interventions as adjunct therapy to
TAU for atopic dermatitis was performed in
Germany in 2017 by Heratizadeh et al. [15].
This multi-center study randomized patients
with moderate-to-severe atopic dermatitis (AD)
to either a 12-h outpatient educational training
program lead by a multi-professional team that
included psychologists, psychiatrists, and other
trained professionals or a control group [15].
This study reported a significant decrease in
‘‘catastrophizing cognitions’’ with respect to
itching as measured by the Juckreiz-Kognitions-
Fragebogen questionnaire, a significant decrease

in ‘‘social anxiety’’ measured by the Marburger
Hautfragebogen questionnaire, a significant
improvement in subjective disease burden
(Skindex-29 questionnaire), and a significant
improvement in overall disease severity (skin
signs and symptoms) measured by the SCORing
Atopic Dermatitis Index in the intervention
group compared with the control group from
baseline to 1-year follow-up [15].

The present review on meditation and
mindfulness for psoriasis highlights promising
evidence that meditation and mindfulness-
based therapies can improve psoriasis area and
severity index. Five of six RCTs reported
improvement in saPASI. A significant improve-
ment in saPASI after either 8 or 12 weeks of
mindfulness and/or meditation was reported in
four RCTs; PASI-50 and clearing points were
reached significantly faster than the control in
one RCT. In 2019, Maddock et al. conducted an
RCT with the highest power and a sample size of
101 participants. This study reported a
decreased in saPASI scoring [3].

However, only two studies reported signifi-
cant improvement in quality of life (Nguyen
et al. and Adamzik et al.) [10, 11]. Nguyen et al.
reported significantly reduced quality of life
(QoL) impairment as compared to the TAU
group. This study is the only RCT to date that
reports significant improvement in both PASI
and QoL after MBI therapy as compared to
control [10]. The results of this study suggest
that implementing mind–body interventional
therapy can improve both quality of life and
psoriasis severity after 12 weeks of MBI. How-
ever, this study design and methodology have
yet to be replicated; thus, more RCTs studying
the effect of MBI on PASI and QoL should be
conducted in the future.

The non-randomized clinical trial performed
by Adamzik et al. reported significantly lower
levels of anxiety, worry, and depression in the
MBSR study group as compared to healthy
controls. In addition, this study reported sig-
nificantly improved levels of self-compassion
compared to the control group [11]. Subjects
also had significantly increased serum telom-
erase after completing 8, 1.5-h sessions of
weekly MBSR [11]. This study reported no sig-
nificant change in PASI scoring. However, these
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results are promising as depression, anxiety, and
worry are significant comorbidities in psoriasis
[11]. Future RCTs should be performed regard-
ing non-pharmaceutical therapies for moderate-
to-severe plaque psoriasis psychological
comorbidities.

The studies reviewed had several limitations.
To date, only six RCTs with relatively short
follow-up (up to 12 weeks) have been per-
formed. Four of the six RCTs were limited by
small sample sizes with less than 50 partici-
pants. There was significant heterogeneity in
methodologies between studies, with interven-
tions ranging from MBCT, meditation alone or
with imagery, guided meditation with audio-
tapes, MBSCT, MCSCT-SH, MBI, and MBSR. The
studies in this review demonstrated relatively
high attrition rates. This could be due to the
study design, method of mindfulness-based
practice, or simply lack of patient adherence.
Future studies should consider implementing
more pragmatic or real-world mindfulness-
based practices. For example, one study design
required a mindfulness session of 1.5 h weekly
[11]. It is possible that participating in shorter-
length sessions with higher frequency could be
more feasible for patients.

CONCLUSIONS

Meditation and mindfulness could play a useful
role as adjunct therapy for those suffering from
the physical effects and associated psychologi-
cal symptoms of psoriasis. Five of six RCTs
reported improvement in saPASI scoring after
their respective meditation or mindfulness
interventions. Overall, these results potentially
suggest that meditation can be used as a tool to
improve both psoriasis severity and quality of
life in the short term (Table 1), though more
high-quality research studies are needed.
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