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ABSTRACT

Background: Cognitive behavior therapy (CBT) is efficacious in treating numerous psychological disorders. It is also effective in
combination with medication for chronic pain, diabetes, and other diseases. Patients with skin disease report high levels of stress,
anxiety, and negative feelings.

Objective: To summarize the findings on the utility of CBT for the improvement of skin status and quality of life in patients with
dermatological conditions.

Methods: PubMed and Google Scholar databases were searched for relevant articles from database inception to the time of
search (October 20, 2021). A total of 30 included studies featured 10 on psoriasis, 11 on atopic dermatitis, 4 on vitiligo, 4 on
acne, and 1 study on alopecia areata.

Results: Several studies, including randomized controlled trials with large study samples, support the effectiveness of CBT
and Internet CBT for a number of dermatological conditions. Patients who completed CBT courses were less likely to rely on

dermatological healthcare during follow-up.

vitiligo, web-based interventions

Limitations: There are a limited number of studies discussing the implementation of CBT for alopecia, acne, and vitiligo.
Conclusion: Patients who underwent CBT or Internet CBT in addition to skin care demonstrated improvement with quality of life
and severity of skin disease as compared to controls only receiving standard of care treatment.

Keywords: acne, alopecia, atopic dermatitis, cognitive behavior therapy, habit reversal therapy, psoriasis, psychodermatology,

Introduction

Cognitive behavior therapy (CBT) is defined by the American
Psychological Association as a method of treatment directed
to recognizing problematic dysfunctions in thinking and to
developing strategies to change thinking and behavior patterns
in response to future stressors.! It is based on the underlying
premise that challenging situations often elicit unhelpful ways
of thinking and problematic patterns of behavior. Through the
course of 5 to 20 short therapy sessions, CBT is prescribed to
increase self-awareness and to reshape negative thoughts and
emotions such that future responses to challenging situations are
more effective. CBT is efficacious for numerous psychological
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disorders, including depression, anxiety, attention deficit and
hyperactivity disorders (ADHD), and eating disorders.'> It
is effective in combination with medication for chronic pain,
diabetes, and several conditions that disproportionately affect
women, including menopausal symptoms, postpartum depres-
sion, insomnia, and bulimia nervosa.**

Patients presenting with dermatological lesions in sensitive
areas and easily visible body regions may experience high lev-
els of emotional distress. Therefore, the importance of having
awareness for the prevalence of psychological comorbidities in

What is known about this subject in regard to women and
their families?

e Cognitive behavior therapy (CBT) is used to treat sev-
eral conditions that disproportionately affect women.

e [t is efficacious in the treatment of menopausal symp-
toms, postpartum depression, insomnia, and bulimia
nervosa.

What is new from this article as messages for women and
their families?

e Dermatological conditions are associated with dimin-
ished quality of life and mental health due to pain and
stigma associated with lesions and scars.

e CBT is correlated with improved outcomes in quality
of life, mental health, and skin status for patients suf-
fering from conditions like psoriasis, atopic dermatitis,
acne, vitiligo, and alopecia areata.

e For women who carry the burden of employment,
childcare, and other responsibilities, CBT may be an
effective solution due to its cost-effectiveness, feasibil-
ity, and ability to be combined with standard skin care.
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dermatological conditions is clear. The objective of this narra-
tive review is to summarize the findings on the utility of CBT
for the improvement of skin status and quality of life (QoL) in
patients with dermatological conditions.”!!

Methods

In preparation for this narrative review, PubMed and Google
Scholar databases were searched for relevant articles using the
keywords: cognitive behavior therapy (CBT) and dermatology,
habit reversal and dermatology, psychodermatology, CBT and
psoriasis, CBT and atopic dermatitis (AD), CBT and vitiligo,
CBT and alopecia, CBT and acne, skin picking behaviors, CBT
and itch intensity, CBT and scratch intensity, virtual CBT and
dermatology, internet-delivered CBT and dermatology (Table 1).
Articles from database inception to time of search (October 20,
2021) were considered. Additionally, we screened the reference
sections of all included studies. A total of 30 studies were deemed
eligible, including 10 studies on psoriasis, 11 on AD, 4 on vitiligo,
4 on acne, and 1 on alopecia. We did not limit our search criteria
to studies published only in the United States; hence, this total
includes studies performed in the Americas, Europe, and Asia.

Results

Scope for psychological intervention in patients with skin
disease

Psychological conditions and dermatologic disease are closely
related. Some studies implicate the involvement of the psycho-
neuro-immuno-endocrine pathway, highlighting the impor-
tance of treating underlying pathophysiologies related to stress
in dermatology patients'>!? (Figure 1). CBT has been used for:
acne excoriée, AD, factitious cheilitis, hyperhidrosis, lichen
simplex chronicus, needle phobia, neurodermatitis, onychotil-
lomania, prurigo nodularis, trichotillomania, and urticaria.'
CBT may be most helpful when dealing with conditions that
may be triggered or exacerbated by psychological stressors. In
addition to improving skin status and QoL in dermatologi-
cal patients, CBT may help reduce stress, anxiety, and depres-
sion.'"* However, there is a paucity of dermatologists trained in
CBT and a lack of access to adequate psychological resources
for eligible dermatology patients.’ For example, dermatologists
in the Netherlands refer only 8 patients per year for psycho-
logical treatment!®; 50% of dermatologists in the Netherlands
have never referred to a psychologist or other psychosocial
therapist.

Psoriasis

Psoriasis is one dermatological condition wherein the scope for
implementation of CBT has been extensively explored. High
stress is correlated with more severe psoriasis. In a prospective
study on a population of patients with psoriasis, high stress was
positively associated with disease severity (0.28,p <.05) and itch
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(0.26, p < .05)." As compared to healthy controls, lesional and
non-lesional psoriasis skin have higher mRNA expression in key
components of the corticotrophin-releasing hormone-proop-
iomelanocortin (CRH-POMC) system.!® This system is active
during periods of emotional stress and local trauma. The hyper-
activation of this cutaneous stress system in psoriasis patients
as compared to controls indicates that the hypothalamic-pitu-
itary-adrenal axis (HPAA) is one potential mediator of the stress
and skin disease relationship in psoriasis.

Recognizing the pathophysiological consequence of stress
in psoriasis patients suggests it may be helpful to manage and
reduce stress. Psychodermatologic interventions, such as psy-
chotherapy or behavioral therapy, may be beneficial early in
the course of treatment.!® Benefits include preventing exten-
sive scratching and improving adherence to medical treatment.
However, dermatologists seldom refer patients for psycholog-
ical interventions. To facilitate multidisciplinary approaches
to psychodermatological problems, increased familiarity with
screening, treatment, and referral practices for psychological
comorbidities may be helpful.

CBT is an empirically validated psychological intervention
with a history of use for psoriasis. Medical treatment only, such
as psoralen plus ultraviolet A, does not always improve patient
anxiety, depression, or worry, despite reduction in intensity of
psoriasis-related symptoms.!” Psychological treatment combined
with standard medical treatment might elicit better treatment
outcomes.

In studies where no medical interventions were described,
psoriasis patients who received CBT reported improved anxiety,
depression, and QoL scores despite no improvement in psoriasis
symptoms”'$1? (Table 2). When CBT was combined with nar-
row-band ultraviolet B therapy, 65 % of patients achieved PASI75
as compared with 15% of patients receiving UVB phototherapy
only (p = .007).2° The combined treatment group also reported
more improvement in depression and QoL scores (Table 2).

Similarly, combining internet-based CBT and standard med-
ical treatment resulted in greater improvement in physical func-
tioning (d = 0.36, p = .03) but no improvement in psychological
outcomes when compared to a control group receiving only
standard medical care (p < .05)?! (Table 2). Differences in psy-
chological outcomes between in-person and internet-based CBT
interventions are not yet well characterized.

A report from the International Psoriasis Council Workshop
on the Role of Stress in Psoriasis calls for more research on
CBT’s utility in dermatologic conditions.!" More robust trials
could evaluate the impact of CBT on physiological and psycho-
logical symptoms associated with psoriasis. The report also calls
for dermatologists to become more skilled in offering psycho-
dermatologic treatment in collaboration with a network of psy-
chological experts.

Acne and skin-picking disorder

Acne is globally prevalent in 10% of the population, dispropor-
tionately affecting adolescents.?? Patients with acne often have

Types of CBT interventions used to treat dermatological conditions

Type of CBT intervention

Description

Standard CBT

Face-to-face individual or group therapy conducted through the course of 5 to 20 short in-person sessions with a provider

iCBT Modules presented with gradual access on an internet-based platform along with opportunities to receive written feedback on homework

assignments from a supervising provider

CBSH Cognitive-behavioral modules presented through web pages with interactive features and supplementary material (personal workbooks,
assessments, and additional exercises)
HRT A specific form of CBT tailored to developing self-awareness and strategies to treat impulse control disorders, such as body-focused repetitive

disorders, excoriation, and trichotillomania

CBSH, cognitive-behavioral self-help; CBT, cognitive behavior therapy; HRT, habit reversal training; iCBT, internet CBT.
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HPA  «————— mRNA expression
Axis POMC, CRH receptor type 1, melanin-
/ concentrating hormone receptor (MCHR1),
melanocortin receptors 2, 3 and 4 mRNA

corticotrophin-releasing hormone-
proopiomelanacortin (CRH-POMC)

Elevated stress levels
Dermatologic
Manifestations

I Targeted stress management via
Immune mediators Cognitive Behavioral Therapy
(CBT)

Fig. 1. CBT targets elevated stress levels and immune pathway mediators,
both of which are hypothesized to be mechanisms underlying the cutane-
ous manifestations seen in psoriasis AD, and other chronic inflammatory. AD,
atopic dermatitis; CBTs, cognitive behavior therapy.

limited knowledge in proper methods of self-care.?* CBT could
make patients more aware of negative cognitive distortions that
influence limited adherence to recommended treatments like
isotretinoin and excessive use of strong foam and oil cleansers
that aggravate acne.

The scope for CBT as treatment for subtypes of acne such as
acne excoriée is promising, given the underlying body-focused
repetitive behavior and the correlation with other psychological
disorders. CBT was 2.67 times more likely to reduce the clinical
severity of lesions from moderate/severe to mild as compared
to controls (p = .01).>* It also reduced mean depression scores
as defined by the Beck Depression Inventory (BDI) by 5.4 more
points in comparison to controls (p = .01).>* Furthermore, it
reduced mean self-reported skin picking as defined by the Self-
Reported Skin Picking Scale (SPS) by one point more than con-
trols (p = .02).%* Patients undergoing CBT also report a 77%
decrease in skin picking from pretreatment period compared to
a 16% decrease in the wait-listed control group (p < .01).> At
3-month follow-up, this discrepancy remained (p < .01).

College-age patients undergoing CBT reported reduction
in severity of lesions and in skin-picking behavior during CBT
and 2-month follow-up.?® These behaviors were reported based
on the SPS (F = 8.68, p < .01), the Skin Picking Impact Scale
(F=7.8,p <.01), and the Self-Control Cognition Questionnaire
(F =17.89, p < .01). CBT may facilitate good long-term self-
care practices correlated with better dermatological outcomes.
Further studies in larger, more demographically diverse cohorts
are needed to assess the impact of CBT on patient behavior and
disease progression.

Alopecia areata

The evidence for CBT in the treatment of alopecia areata is lim-
ited but promising. Taher et al.*” reported QoL improvement
in patients with alopecia areata as per the Skindex-16 (p < .05)
after cognitive-behavioral stress management therapy courses.
These improvements were noted upon completion of the course
and with 1-month follow-up. This study was conducted in a
cohort of female patients in Iran, providing further evidence for
CBT’s effectiveness in treating conditions that affect women.

Vitiligo
As with alopecia, the impact of CBT on vitiligo is not well

characterized. Administering CBT may be challenging as
patient retention can be a hurdle, arising primarily due to
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the lack of understanding and appreciation for CBT among
patients®); 8 of 13 enrolled patients completed their CBT
course, and 5 of 8 demonstrated an improvement of 10 points
from baseline in Skindex-16 scores at 12-week follow-up (no
p value available). Patients who did not complete treatment
cited time constraints and hesitancy to pursue treatment
devoid of medication.

After 8 weeks of CBT and during 5-month follow-up, patients
undergoing CBT for vitiligo reported better QOL as indicated
by scores for DLQI, Rosenberg Self-Esteem Scale, Body Image
Automatic Thoughts Questionnaire, and Perceived Stress Scale
(PSS) (p < .001).” The authors commented on CBT improving
vitiligo outcomes but failed to demonstrate improved outcomes
using specific instruments or benchmarks.

The effectiveness of CBT in vitiligo has been mixed.* In
comparison to controls receiving no intervention, patients
randomized to group CBT had better general health (p =.039)
but no better physical or psychosocial outcomes at 6- and
12-month follow-up.?* A potential explanation for failure of
group CBT is that therapists may not have been able to gain
knowledge of an individual participant’s perception of their
vitiligo and its ramifications. The American Psychological
Association considers the individual patient-therapist rela-
tionship to be the biggest determinant of the efficacy of psy-
chological intervention.?!

A recent study randomized vitiligo patients into 3 groups:
cognitive behavioral self-help (CBSH), CBSH augmented with
implementation intentions (CBSH+), or no intervention.?? Both
interventional groups received leaflets detailing psychoedu-
cation, relaxation, and attentional refocusing techniques. The
CBSH+ leaflets additionally offered “if-then” plans targeting
specific negative feelings. Overall, 24% of participants in the
CBSH+ group experienced improvement in social anxiety mea-
sures as compared with 8% in the CBSH group and 0% in the
control group (p < .01).

Atopic dermatitis

As with psoriasis, data addressing the use of CBT for AD are
more extensive. Scratching is heavily associated with anxiety.>3*
Habit reversal therapy (HRT), which is a form of CBT, can
reverse maladaptive responses to itch and improve self-reported
skin status. CBT reduces eczema severity (-0.367, p = .006),
itch intensity (-0.805, p = .030), and scratch intensity (-0.620,
p < .0001) in patients with AD. Skin conditions (g = 0.54), psy-
chosocial conditions (g = 0.53), and itch and scratch reactions
(g =0.67) improved more with HRT in conjunction with topical
therapy than with topical therapy alone.*

HRT improves self-reported scratching and skin status with
6-month follow-up (Table 3).%¢ In chronic AD, scratching behav-
ior and skin status also improved more with HRT in conjunc-
tion with topical therapy that with topical therapy alone.>”-3

Compared to dermatological therapy only, CBT or CBT plus
dermatological education was correlated with lower eczema
severity, scratching, and itch intensity (Table 3).® Notably,
patients receiving CBT only reported lower eczema severity
than patients with CBT plus dermatological education; how-
ever, the opposite was true in the context of scratch intensity
and itch frequency. In comparison to both these groups, patients
who received autogenic training as relaxing therapy experienced
lower levels of eczema severity and scratching; however, both
CBT groups reported less itch intensity than the autogenic train-
ing group.

Similarly, itch-coping training improved skin status and
reduced self-reported itching and scratching (p < .05).3° Patients
who underwent therapy relied less on dermatological health-
care, corticosteroid medications, and itch-relieving agents
during follow-up. CBT intervention can be a “win-win” for
patients, providers of dermatological care, and the healthcare
system at large.
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