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ABSTRACT There are a limited number of studies that have addressed
coping strategies in patients with psoriasis, so the aim of this study was to
examine how patients with psoriasis cope with their illness. We included
122 participants in the study: 56 patients with psoriasis vulgaris and 66
healthy subjects. They filled out the Recent Life Changes Questionnaire
(RLCQ), blinded to their stress and clinical status, and the Brief COPE ques-
tionnaire with 28 questions measuring 14 coping strategies that are ei-
ther adaptive or maladaptive. We statistically analyzed the self-reported
magnitude of each stressful event in the participants’ lives. Our results
show patients with psoriasis most commonly used active coping, seeking
emotional support, positive reframing, and acceptance, while their least
used strategies were denial and substance use. Since patients with psoria-
sis often experience psychologically related problems/consequences, it is
necessary to take into account their psychological state and try to provide
appropriate help and support.
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INTRODUCTION

As a chronic disease, psoriasis can be related to
and be influenced by many factors, including per-
sonal psychological changes which can affect a pa-
tient's perceptions of themselves and initiate or ex-
acerbate psychological disorders such as depression
(1,2). Even patients with mild cases of psoriasis can
experience significant psychosocial disability (3). Ac-
cording to recent study results, pruritus is a frequent
and relevant problem in patients with psoriasis and is
especially associated with sleep problems and with
a lower quality of life (QL) (4,5). The medical litera-
ture often mentions the influence of psychological
stress on psoriasis occurrence, although according
to a recent meta-analysis by Snast et al. there is no
conclusive evidence of a strong association between
preceding stress and psoriasis exacerbation (6). How-

ever, some patients may still benefit from counseling
and/or psychological/psychiatric treatment, includ-
ing the administration of psychoactive medications.

Due to the chronic nature of the disease, the al-
tered neuroendocrine stress response in patients
suggests that stressful events can produce various
physiological consequences, possibly adversely af-
fecting disease status (7). It has been demonstrated
that psychological stress is associated with various
skin diseases such as psoriasis that involve many skin
cytokines, hormones, and mediators produced in
the skin cells (8-12). An organism reacting to stress
triggers may experience both acute and chronic
consequences, and psychological and psychosocial
symptoms may appear when the stress disturbs the
homeostasis of the body/organism. Patients cope
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differently with their disease or related problems, but
all coping strategies belong to one of two categories,
adaptive or maladaptive (13). Adaptive coping pro-
duces better disease outcomes when dealing with
stress, while maladaptive coping strategies can in-
crease distress and disability (13). Patients with psori-
asis have to cope with both the skin disease and with
psychological conditions caused by the dermatosis.
Since resistance to stress can be improved with effec-
tive personal coping and social support mechanisms,
it is very useful to examine various methods for im-
proving coping with stress.

There are a limited number of studies that have
looked at coping strategies in patients with psoriasis,
but they have provided useful data. Generally, the
most frequent coping strategies found in the litera-
ture include planning, acceptance, active coping, and
positive reinterpretation, while the least common
were alcohol use, religion, and denial (14-19).

In this study, we wanted to identify coping strat-
egies commonly used by patients with psoriasis by
looking at the differences in ways of coping between
the patients and healthy persons. We recorded differ-
ences in adaptive and maladaptive coping at differ-
ent stages of clinical psoriasis, and we looked at dif-
ferences between the sexes in ways of coping.

PATIENTS AND METHODS
Patients

We included 122 participants in the study: 56 pa-
tients with psoriasis vulgaris and 66 healthy subjects.
Our patients with psoriasis had been admitted to the

Table 1. Demographic data of the psoriasis
and control groups

Psoriasis | Control group P
N=56 N=66

SEX
Male 40 46 0.804
Female 16 20
AGE
Mean 33.75 33.12 0.46
SD 15.1 9.83
EDUCATION
Years 12 11.2 0.35
SD 2.828427 3.34664
MARITIAL STATUS
Married 41 45 04
Unmarried 15 21
LOCATION
Urban 39 40 0.37
Rural 17 26

Department for Dermatology (Karlovac General Hos-
pital) over a period of one year (2016-2017). Our study
was authorized by the Ethical Committee of the same
hospital, and all participants signed consent forms.
Among our patients with psoriasis, 40 were men
(45.90%) and 16 were women (54.10%). The mean
ages of the participants in both groups were similar
(patients with psoriasis 33.75; controls 33.12). The
data on the participants are presented in Table 1.

Methods

To examine the severity of disease, we determined
a PASI score for each of our patients with psoriasis. We
analyzed the magnitude of each stressful life event
using the Recent Life Changes Questionnaire (RLCQ);
the data were scored by two independent investi-
gators, blinded to patient stress and clinical status
(20,21).

The Recent Life Changes Questionnaire

In 1949, Norman Hawkins developed a Schedule of
Recent Experience (SRE) that evaluated the impact of
stress on the onset of disease and its course. In 1959,
Thomas Hart introduced score values for various life
events; 42 life events were defined, with weighted
values for each life change unit (Life Change Unit,
LCU). People who had multiple life-changing units
had more frequent illnesses. In 1967 Tom Holmes
and Richard Rache were interviewed using a survey
of recent life changes based on Hawkins and Maps.
In 1997, Rache added another 36 new life events and
adjusted the LCU values due to lifestyle changes. The
Recent Life Changes Questionnaire (RLCQ) tracks
stress events over the previous year, measuring
events in LCUs. a score of 500 LCU means there is a
90% probability that stress had an important role in
the development of disease. The questionnaire con-
tains descriptions of different life events ranging from
a spouse’s death to childbirth, financial loans, job loss,
and changes in eating habits or sleep, among others.
On a separate attached questionnaire, respondents
list all the life events that have taken place over the
past year. Each of these life events will require greater
or lesser degrees of personal adjustment to deal with
the stress.

Table 2. Adaptive and maladaptive ways of cop-
ing in patients with psoriasis and the control

group

Way of coping | Adaptive | Maladaptive P
Psoriasis 40 16 0.83385361
Control group 46 20
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Table 3. Adaptive and maladaptive ways of coping in patients with psoriasis in terms of the clinical stage of

the disease

Way of coping Adaptive Maladaptive P
PASI score 16.24286 19.61429 0.288911
Standard Deviation 12.94769 15.97263

The greater the adjustment of the person, the
greater the allostatic load and the more susceptible
a person is to disease. In this case, the disease occurs
due to reduced immune resistance resulting from an
individual's effort to adapt. The Holmes and Rache’s
scale, the Recent Life Changes Questionnaire (RLCQ),
is a solid benchmark for psychological and sociologi-
cal inclinations to stress-induced disease, and it has
already been used in studies using Croatian partici-
pants, where its reliability and adequacy were con-
firmed. The (RLCQ) was validated for our population.
Cronbach’s alpha was 0.71, which is in line with the
original results of the authors of this scale.

The Brief COPE

In 1980, Folkman and Lazarus conceived the Ways
of Coping Questionnaire based on two basic coping
strategies: problem-focused coping and emotion-fo-
cused coping. In situations where an individual feels
it is possible to influence a stressful event with prob-
lem solving, problem-focused coping predominates.
Emotion-focused coping predominates in emergen-
cy situations. In 1989, Carver Scheier and Weintraub
designed a COPE questionnaire where they set 15
dimensions out of a total of 60 questions about how
the interviewee copes with stress. In 1997, in an effort
to increase efficiency and reduce redundancy, the
Brief COPE questionnaire was developed, which has
14 dimensions with two questions for each. The Likert
scale with values 1 to 5 was applied, where 1 indicates
“I never did it 2“did just that time”, 3 “moderately did
it", and 4“l often did it". Each dimension is scored from
2 to 8. The dimensions are: active coping, planning,
neglecting other activities, deterring, seeking help,
seeking emotional support, venting, giving up, posi-
tive reinterpretation and growth, denying, accepting,
turning to religion, self-accusation, and humor.

The questionnaire is based on two groups of ways
of dealing with stress. The first group is the adaptive
group, which includes active coping and planning,
seeking help and emotional support, acceptance,
positive reinterpretation and growth, humor, and
turning to religion. The second group consists of mal-
adaptive coping methods such as denial, neglect of
other activities, self-accusation, emotional ventila-
tion, drug use, and deterrence. The Cronbach alpha
value for this questionnaire was 0.68. This question-

naire was validated for the Croatian population. We
used The Brief COPE that included 28 questions mea-
suring 14 coping strategies, both adaptive and mal-
adaptive (23). The questionnaire includes 6 maladap-
tive strategies (behavioral disengagement, substance
use, venting, denial, self-blame, and self-destruction)
and 8 adaptive strategies (seeking emotional sup-
port, positive reframing, seeking instrumental sup-
port, active coping, planning, humor, acceptance,
religion), where each item was scored on a scale from
1 to 4. The possible range of scores for each category
was from 2 (not used) to 8 (most frequently used). The
most frequently used coping strategies scored 5 to 8;
less frequently used strategies scored 2 to 4.

The Brief COPE had already been used with Croa-
tian patients (24). We used Cronbach’s alpha coeffi-
cient for internal validation of the results instruments
(a rate of 0.60 was considered a good internal consis-
tency). We analyzed examinees’ magnitude of each
stressful life event using the Recent Life Changes
Questionnaire (RLCQ), scored by two independent in-
vestigators (20,21).

This validated scale lists 91 different life events that
can lead to stress and assigns a numerical value (Life
Change Unit, LCU) ranging from 18 to 123 to the level
of stress the event causes. For the Recent Life Changes
Questionnaire, Cronbach’s alpha coefficients were
used for internal validation of the instruments, and the
rate was 0.71. The results were statistically analyzed.
The Chi-square and t-test were used to analyze the dif-
ference in the two proportions, and the Mann-Whitney
U test was used to analyze nonparametric data.

RESULTS

Our results show that patients with psoriasis pre-
dominantly used active coping, seeking emotional
support, positive reframing, and acceptance. The
coping strategies used least were denial and sub-
stance use. Adaptive strategies were the ones most
commonly used, although without significant differ-
ences between adaptive and maladaptive strategies.
Regarding differences in coping strategies between
our groups, we found that controls used blame and
denial significantly more. Patients with psoriasis, on
the other hand, more often used avoidance, emo-
tional support and religion as coping strategies but
without a significant difference.
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Table 4. Differences between sexes in patients
with psoriasis in terms of coping

Sex Men Women
Way of coping Mean Mean P
Self-distraction 4,95 5| 0.474486
Standard 1.637553|2.329929
Deviation
Instrumental 4,65 5.125| 0.272844
support
Standard 1.7252|2.167124
Deviation
Active coping 53 4875 0.28012
Standard | 2.167124/2.232071
Deviation
Denial 335 3.625| 0.34212
Standard 1.225819| 2.326094
Deviation
Substance use 29 2.25| 0.152446
Standard 1.68273|0.707107
Deviation
Self-blame 3.65 2.375(/0.033825
Standard 1.7252(1.187735
Deviation
Humor 4.1 3.125/0.040207
Standard 0.29824|0.398098
Deviation
Planning 4875 3.125/0.036653
Standard 1.5312532.295181
Deviation
Emotional 535 5.125| 0.378885
support
Standard 1631112 1.95941
Deviation
Behavioral 3.7 3.625| 0.453509
disengagement
Standard 1.301821| 1.995531
Deviation
Positive 4.85 5375 0.2263
Reframing
Standard 1.496487| 1.995531
Deviation
Venting 4,05 3.5 0.222851
Standard 1.79106| 1.414214
Deviation
Acceptance 4.95 6/0.030839
Standard 0.944513| 1.927248
Deviation
Religion 3.8 3.125( 0.180173
Standard 0.359825| 0.71807
Deviation

The analysis of differences by sex showed that
men with psoriasis used humor, planning, and self-
blame significantly more, while women used accep-
tance significantly more. Women also tended to use
more adaptive coping, and a greater number of cop-
ing strategies generally, than men.
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Correlations between coping processes and
stress levels according to the Life Changes Question-
naire and identifying clinical stages according to PASI
scores yielded useful results. Only self-blame statisti-
cally significantly correlated with a higher stress level
and higher PASI score in patients with psoriasis. Nega-
tive correlations for higher levels of stress were found
in subjects using religion and positive reframing, but
were not statistically significant. Positive correlations
for higher levels of stress were present for self-dis-
traction, seeking instrumental support, active coping,
denial, substance use, self-blame, humor, planning,
emotional support, behavioral disengagement, vent-
ing, and acceptance, but none were statistically sig-
nificant. Negative correlations for higher PASI scores
where found for seeking instrumental support, active
coping, self-blame, use of humor, seeking emotional
support, acceptance, positive reframing, and behav-
ioral disengagement, but these were not statistically
significant either. Positive correlations for higher PASI
scores were found for self-distraction, denial, sub-
stance use, planning, venting, and religion but were
again not statistically significant. Differences between
the two coping strategies (adaptive and maladaptive)
used by patients with psoriasis were not statistically
significant with regard to the severity of disease (PASI
scores), but those with a higher score for life stress
events used maladaptive coping significantly more
than those with a lower life stress events scores.

DISCUSSION

The ways patients cope with psoriasis, along with
their social environments, are important for disease
outcomes/flare-ups. The cumulative effects and de-
mands of psoriasis as a chronic disease can exhaust
an individual’s coping mechanisms and ability to deal
with the disease, making disease flare-ups common.
Since psoriasis is a chronic disorder which causes
many difficulties, much research has naturally been
conducted with the aim of helping patients find ways
of coping (25-29). According to a study by Wahl et al.,
patients with psoriasis commonly use optimistic be-
lief in oneself and confrontational strategies of cop-
ing (30). According to Fortune et al., common ways
of coping also included active coping, acceptance,
positive reinterpretation, and planning (15). Simi-
larly, and in accordance with our study results, Finzi
et al. showed active coping and planning were the
most used coping strategies in patients with pso-
riasis (31). A positive attitude/approach as a kind of
coping mechanism is also very important and use-
ful. Additionally, patients with psoriasis often need
emotional support. However, a study by Altunay et
al. found that attachment-related avoidance and not
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support-seeking coping strategies were important,
which was consistent with our study (32). According
to Rapp et al., patients with psoriasis who use avoid-
ing strategies of coping have greater deterioration of
QL (33). According to literature data, attachment-re-
lated avoidance or not seeking support was common
in patients with psoriasis (6,14,30,34).

There is also the question of how disease sever-
ity influences the clinical features. In terms of ways of
coping by disease severity, patients with severe and
moderate psoriasis did not differ significantly. Con-
cerning adaptive and maladaptive coping strategies,
our results show adaptive strategies were mostly
used among patients with psoriasis, but there was
no significant difference in terms of disease severity
(PASI score) between adaptive and maladaptive cop-
ing strategies.

In terms of how sex influences coping strategies,
our results indicated that men used significantly more
humor, planning, and self-blame, while women used
acceptance significantly more. We also saw greater
types/numbers of coping strategies in women than
in men; women also more commonly used adaptive
coping. Besides that, greater social support was as-
sociated with better acceptance of diseases in the
women than in men.

In women with psoriasis, higher acceptance was
also associated with less depression and a better QL
than in men (16). According to Taylor et al, women
more frequently used social support, especially emo-
tional support, and sought more information and
advice. Women use the tend-and-befriend strategy,
while men use the fight-or-flight strategy (35).

Generally, patients with psoriasis more commonly
use self-control and escape-avoidance strategies and
thus show significantly higher scores of maladaptive
coping helplessness, which is a major predictor of stig-
matization. Mental disengagement is another com-
mon technique among patients that serves to distract
a person from thinking about stressors. Additionally,
maladaptive coping strategies are very common in
patients with psoriasis who worry pathologically.

Higher acceptance was correlated with higher lev-
els of optimism and less maladaptive ways of coping.
The cause of low scores in acceptance and positive
reinterpretation observed in patients with psoriasis
could be due to stigmatization, discomfort, disabil-
ity, and psychological problems. Furthermore, ac-
cording to other study results, patients with psoriasis
more frequently use religion for coping and are less
directed towards social networks and support. In our
patients, however, religion was the least-used coping
method.

Table 6. Ways of coping in patients with psoriasis
and the control group

Psoriasis |Control
group
Way of coping Mean Mean P
4.964286| 4.424242| 0.237506

Self-distraction

Standard | 1.815206| 1.714466
Deviation

Instrumental 4.785714| 4.969697| 0.694114

support
Standard | 1.832973| 1.793824
Deviation

Active coping 5.178571| 5.666667| 0.283098
Standard 1.70084| 1.796988
Deviation

Denial 3.428571| 3.636364| 0.649109
Standard | 1.573592| 1.917325
Deviation

Substance use 2.714286| 3.090909| 0.410424
Standard | 1.487158| 1.974266
Deviation

Self-blame 3.285714| 4.272727| 0.035623
Standard | 1.674584| 1.875379
Deviation

Humor 3.821429| 4.181818| 0.407834
Standard | 1.334821| 1.927669
Deviation

Planning 4.714286| 5.757576| 0.03623
Standard | 1.334821| 2.016034
Deviation

Emotional 5.285714| 5.121212| 0.746471

support
Standard | 1.696557| 2.175971
Deviation

Behavioral 3.678571| 3.666667| 0.978407

disengagement

Standard | 1.492042| 1.865252
Deviation
Positive 5| 5.393939| 0.38865
reframing
Standard | 1.632993| 1.869816
Deviation
Venting 3.892857| 4.484848| 0.170807
Standard | 1.685214| 1.641669
Deviation
Acceptance 5.25| 5.666667| 0.276456
Standard | 1.350583| 1.574537
Deviation
Religion 3.607143| 3.30303| 0.502595
Standard | 1.728611| 1.776317
Deviation

In clinical practice, it is often difficult to recognize
the patients who may benefit from additional psy-
chological exploration and support. According to re-
sults reported by Remrdd C et al., patients who have a
more vulnerable psychological constitution perceive
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stress as a causal factor for psoriasis, which may be a
factor in helping the clinician identify candidates for
additional psychological support (36). According to
recent study results concerning the relationship be-
tween QL and coping strategies, psoriasis was most
likely to have an extremely large effect on QL in pa-
tients who use maladaptive coping and had at least
an elementary education, which may be helpful in
identifying at-risk patients who require psychological
support (37).

CONCLUSION

Our results show that patients with psoriasis pre-
dominantly used active coping, seeking emotional
support, positive reframing, and acceptance and very
rarely used denial and substance use as coping strat-
egies. Since patients with psoriasis often experience
psychological consequences due to their illness, cli-
nicians need to take their psychological status into
account and try to provide appropriate support and
psychological help.

References:

1. Esposito M, Saraceno R, Giunta A, Maccarone M,
Chimenti S. An Italian study on psoriasis and de-
pression. Dermatology. 2006;212:123-7.

2. Kurd SK, Troxel AB, Crits-Christoph P, Gelfand JM.
The risk of depression, anxiety, and suicidality in
patients with psoriasis: a population-based co-
hort study. Arch Dermatol. 2010;146:891.

3. Perrott SB, Murray AH, Lowe J, Mathieson CM. The
psychosocial impact of psoriasis: physical severity,
quality of life, and stigmatization. Physiol Behav.
2000;70:567.

4. Hawro T, Hawro M, Zalewska-Janowska A, Weller
K, Metz M, Maurer M. Pruritus and sleep distur-
bances in patients with psoriasis. Arch Dermatol
Res. 2020;312:103-11.

5. Balta |, Karadag AS, Selek S, Onder S, Kanbay A,
Burakgazi-Yilmaz H. General psychiatric symp-
toms, quality of sleep, and coping strategies in
patients with psoriasis vulgaris. Int J Dermatol.
2016;55:60-4.

6. Snast |, Reiter O, Atzmony L, Leshem YA, Hodak
E, Mimouni D, et al. Psychological stress and pso-
riasis: a systematic review and meta-analysis. Br J
Dermatol. 2018;178:1044-55.

7. De Brouwer SJ, van Middendorp H, Stormink C,
Kraaimaat FW, Sweep FC, de Jong EM et al. The
psychophysiological stress response in pso-
riasis and rheumatoid arthritis. Br J Dermatol.
2014;170:824-31.

146

12.

14.

15.

16.

19.

20.

21

23.

Slominski AT, Zmijewski MA, Zbytek B, Tobin DJ,
Theoharides TC, Rivier J. Key role of CRF in the skin
stress response system. Endocr Rev. 2013;34:827-84.
Theoharides TC, Kavalioti M. Stress, inflammation
and natural treatments. J Biol Regul Homeost
Agents. 2018;32:1345-7.

. LinTK, Zhong L, Santiago JL. Association between

stress and the HPA axis in the atopic dermatitis.
Int J Mol Sci. 2017 12;18:pii: E2131.

. Lugovi¢-Mihi¢ L, Ljubesi¢ L, Mihi¢ J, Vukovi¢-

Cvetkovi¢ V, Situm M. Psychoneuroimmuno-
logic aspects of skin diseases. Acta Clin Croat.
2013;52:337-45.

Mestrovi¢-Stefekov J, Pap N, Lugovié-Mihi¢ L,
Novak-Bili¢ G, Kuna M. Psychological stress in
atopic dermatitis. Acta Dermatovenerol Croat.
2018;26:297-303.

. Hill L, Kennedy P. The role of coping strategies

in mediating subjective disability in people who
have psoriasis. Psychology, Health & Medicine.
2002;7:261-9.

Gudjonsson GH, Sigurdsson JF. The relationship
of compliance with coping strategies and self-es-
teem. EJPA. 2003;19:117-23.

Fortune DG, Richards HL, Main CJ, Griffiths CE.
Patients’ strategies for coping with psoriasis. Clin
Exp Dermatol. 2002;27:177-84.

Janowski K, Steuden S, Pietrzak A, Krasowska D,
Kaczmarek L, Gradus |, et al. Social support and
adaptation to the disease in men and women with
psoriasis. Arch Dermatol Res. 2012;304:421-32.

.Wahl A, Moum T, Hanestad BR, Wiklund I, Kalfoss

MH. Adapting the Jalowiec Coping Scale in Nor-
wegian adult psoriasis patients. Qual Life Res.
1999;8:435-45.

. Jankovic S, Raznatovic M, Marinkovic J, Maksi-

movic N, Jankovic J, Djikanovic B. Relevance of
psychosomatic factors in psoriasis: a case-control
study. Acta Derm Venereol. 2009;89:364-8.

Rapp, SR, Cottrell, CA, Leary MR. Social coping
strategies associated with quality of life decre-
ments among psoriasis patients. Br J Dermatol.
2001;145:610-6.

Miller MA, Rahe RH. Life changes scaling for the
1990s. J Psychosom Res. 1997;43:279-92.

. Holmes TH, Rahe RH. The social readjustment ra-

ting scale. J Psychosom Res. 1967;11:213-8.

Meyer B. Coping with severe mental illness: Rela-
tions of the Brief COPE with symptoms, functio-
ning, and wellbeing. J Psychopathol Behav Assess.
2001;23:265-77.



Cvitanovi¢ et al.
How to cope with psoriasis

Acta Dermatovenerol Croat
2020;28(3):141-147

24. Genc A, Peki¢ J,

25.

26.

27.

28.

29.

30.

Matanovi¢ J. Mehanizmi
suocavanja sa stresom, optimizam i generalna
samoefikasnost kao prediktori psihofizickog
zdravlja. Primjenjena psihologija. 2013;6:155-74.

Berg M, Svensson M, Brandberg M, Nordlind K.
Psoriasis and stress: a prospective study. J Eur
Acad Dermatol Venereol. 2008;22:670-4.

Filakovic P, Petek A, Koize O, Radanovic-Grguric L,
Degmecic D. Comorbidity of depressive and der-
matologic disorders - therapeutic aspects. Psychi-
atr Danub. 2009;21:401-10.

Kossakowska MM, Ciescinska C, Jaszewska J, Pla-
cek WJ. Control of negative emotions and its im-
plication for illness perception among psoriasis
and vitiligo patients. J Eur Acad Dermatol Vene-
reol. 2010;24:429-33.

Kimball AB, Gieler U, Linder D, Sampogna F, War-
ren RB, Augustin M. Psoriasis: is the impairment to
a patient’s life cumulative? J Eur Acad Dermatol
Venereol. 2010;24:989-1004.

Hall JM, Cruser D, Podawiltz A, Mummert DI, Jones
H, Mummert ME. Psychological stress and the cu-
taneous immune response: roles of the HPA axis
and the sympathetic nervous system in atopic
dermatitis and psoriasis. Dermatol Res Pract.
2012;2012:403908.

Wahl A, Robinson HS, Langeland E, Larsen MH,
Krogstad AL, Moum T. Clinical characteristics as-

sociated with illness perception in psoriasis. Acta
Derm Venereol. 2014;94:271-5.

31.

32.

33.

34,

35.

36.

37.

Finzi A, Colombo D, Caputo A, Andreassi L, Chi-
menti S, Vena G, et al. Psychological distress and
coping strategies in patients with psoriasis: the
PSYCHAE Study. J Eur Acad Dermatol Venereol.
2007;21:1161-9.

Altunay |, Doner N, Mercan S, Gulsen Tukenmez
Demirci G. Stress coping mechanisms in smoking
psoriatics. Dermatol Sin. 2013;31;130-3.

Rapp SR, Feldman SR, Exum ML, Fleischer AB Jr,
Reboussin DM. Psoriasis causes as much disability
as other major medical diseases. J Am Acad Der-
matol. 1999;41:401-7.

Wahl AK, Langeland E, Larsen MH, Robinson HS,
Osborne RH, Krogstad AL. Positive changes in self-
management and disease severity following cli-
mate therapy in people with psoriasis. Acta Derm
Venereol. 2015;95:317-21.

Taylor SE, Klein LC, Lewis BP, Gruenewald TL, Gu-
rung RA, Updegraff JA. Biobehavioral responses
to stress in females: tend-and-befriend, not fight-
or-flight. Psychol Rev. 2000;107:411-29.

Remrod C, Sjostrom K, Svensson A. Subjective
stress reactivity in psoriasis - a cross sectional
study of associated psychological traits. BMC Der-
matol. 2015;2:15-6.

Liluashvili S, Kituashvili T. Dermatology Life Quali-
ty Index and disease coping strategies in psoriasis
patients. Postepy Dermatol Alergol. 2019;36:419-
24,

147



