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Psychosocial problems are frequent among patients with 
psoriasis. The aim of this study was to analyse the pre-
valence of some specific psychosocial issues. These were 
evaluated in 936 patients using the emotions and func-
tioning scales of the Skindex-29 questionnaire. The pro-
blems most frequently experienced were: shame, anger, 
worry, difficulties in daily activities and social life. All 
problems were associated with the severity of psoriasis 
and with depression or anxiety. Shame, worry and an-
noyance were more frequent in women than in men, and 
shame and anger were associated with a low level of edu-
cation. Impairment in work/hobbies was significantly 
higher in patients with palmoplantar psoriasis and 
those with arthro pathic psoriasis. In conclusion, clini-
cians could gain important insights about their patients 
by looking at the single items of a quality of life instru-
ment, to identify patients with high levels of emotional 
and social problems, in order to improve quality of care. 
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Visible dermatological conditions, such as psoriasis, even 
when not clinically severe or during periods of remission, 
may have a strong psychosocial impact on patients’ lives 
(1–4). Social stigmatization and rejection are commonly 
experienced by patients with psoriasis (5), with a conse-
quent profound effect on self-confidence, self-image and 
sense of wellbeing (6). Moreover, in different studies, 
patients with psoriasis reported feelings of embarrass-
ment and shame (7), and showed a higher state of anger, 
compared with healthy controls (8). These feelings all of-
ten result in changes in behaviour, such as the avoidance 
of public places or situations where the skin is exposed, 
thus reducing social life and inhibiting relationships with 
others. Even employment opportunities can be reduced, 
with negative consequences on income (9). 

Evaluation of the psychosocial impact of psoriasis is 
usually included in the evaluation of health-related qua-
lity of life (HRQoL) of the patient. For this purpose, spe-
cific questionnaires are used, which give either an overall 
HRQoL score (10), or subscale scores (e.g. symptoms, 
emotions, and functioning scales) as in the Skindex-29 
(11). However, single items are not simply “generators of 
information” to be used in the computation of the scale 
measurements. They usually derive, before the definition 
and validation of a questionnaire, from interviews with 
patients, and focus groups, and thus represent a meaning-
ful summary of patients’ experiences. Therefore, further 
clinically useful information can be obtained by looking 
at the single questions of an instrument (12, 13). In fact, 
in a previous paper, focused on the single items from 
the symptoms scale of the Skindex-29, we have shown 
a wide discrepancy between the clinical description of 
psoriasis available in prestigious textbooks of dermato-
logy and the actual experience of the patients (14). In 
this study, we aimed to describe several components of 
the psychosocial impact of psoriasis by quantifying the 
frequency of severe impairment reported by patients in 
each single question of the emotions and functioning 
subscales of the Skindex-29. 

MATERIALS AND METHODS
This study is part of a wide project on clinical, epidemiological, 
emotional and quality-of-life aspects of psoriasis, the IDI Mul-
tipurpose Psoriasis Research on Vital Experiences (IMPROVE) 
study. The project has been described in detail previously (15). 
The study population consisted of inpatients with a diagnosis 
of psoriasis recruited in a large dermatological hospital, at their 
first hospitalization for psoriasis since the date of the beginning 
of the study, being 18 years of age or more, and with no severe 
mental or other physical illness. All eligible patients who gave 
their written informed consent were recruited to the study.

The clinical severity of psoriasis was assessed by a dermato-
logist, using the Psoriasis Area and Severity Index (PASI) (16), 
and the Physician Global Assessment (PGA) on a five-point 
scale, from “very mild” to “very severe”, before any medication 
was administered. The patient evaluated the severity of the di-
sease using the self-administered PASI (SAPASI) (17, 18). The 
dermatologists also collected information on socio-demographic 
variables, clinical history, and other factors of clinical interest 
(e.g. clinical type and location of the disease, personal and 
family history of psoriasis and other diseases, symptoms, age 
of onset, duration of the disease, etc.). 
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For the purpose of this study, we analysed the emotions and 
functioning scales of the Skindex-29 (11), a self-administered 
dermatological HRQoL instrument. The symptom scale has been 
analysed in a previous paper (14). The emotions scale includes 10 
items (worry that the disease may be serious, depression, worry 
about having scars, shame, worry that the disease gets worse, 
anger, embarrassment, frustration, humiliation and annoyance), 
and the functioning scale includes 12 items (sleep disturbance, 
problems in work/hobbies, social life, tendency to stay at home, 
problems being close to loved ones, difficulty doing things inde-
pendently, difficulty in showing affection, problems in interac-
tions, problems with loved ones, desire to be with people, sexual 
life, tiredness). Patients answered the questions referring to the 
previous 4-week period, on a 5-point scale: “never”, “rarely”, 
“sometimes”, “often”, or “all the time”. The Italian version, which 
was validated earlier in our institute, was used (19).

The 12-item version of the General Health Questionnaire 
(GHQ-12) (20) was used to evaluate the possible presence of mi-
nor non-psychotic psychiatric conditions, such as depression and 
anxiety. The GHQ-12 scores were computed collapsing adjacent 
responses to obtain a dichotomous scoring (0-0-1-1) and adding 
together the score of each question to obtain the total score (pos-
sible range 0–12). Patients scoring ≥ 4 were operationally defined 
as having possible non-psychotic psychiatric disorders (21). 

Statistical analysis
Items of the Skindex-29 scales, with answers on a 5-point scale, 
were transformed in a dichotomous variable, grouping “some-
times”, “often” and “all the time”, and “never” with “rarely”. 
The prevalence of each item in subgroups of the study popula-
tion determined by gender, age, education, clinical type, PASI, 
SAPASI, age of onset, duration of the disease, and GHQ-12 
was calculated. Erythrodermic, generalized, and inverse forms 
of psoriasis were grouped in the category “other”, because of 
the small number of cases in each group. Classes of PASI and 
SAPASI scores were defined by quartiles. 

Differences in the prevalence of the items observed in the le-
vels of each clinical and sociodemographic variable were tested 
using χ2 statistics. p-values < 0.05 were considered significant. 
Logistic regression models were tested using each of the more 
frequent items as the dependent variable, and gender, education, 
clinical type, severity, duration and GHQ-12, as the independent 
variables. Age and age of onset were not introduced in the mo-
dels, because of collinearity with the variable “duration”. 

All statistical analyses were run under SPSS, version 9.0 for 
Windows.

RESULTS

The study was conducted on 936 patients, out of 1,721 
patients with psoriasis hospitalized during the study 
period (269 were not contacted, 121 refused to par-
ticipate, and 395 were excluded because they did not 
meet the inclusion criteria). 

The mean age of the patients was 45.7 years. Overall 
PASI scores had a mean value of 8.3 and a median of 
7.1, whereas the mean overall SAPASI score was 14.7 
and the overall median was 12. 

Fig. 1 show the prevalence of the answers to each item 
of the Skindex-29 emotions and functioning scale, respec-
tively. Negative emotions were experienced sometimes, 
often or all the time by 37% (humiliation) up to 85% (an-
noyance) of patients, and functioning problems by 33% 

(problems with loved ones) to 69% (difficult to carry out 
work/hobbies) of patients. On the basis of the frequency 
of the items (i.e. those more frequently experienced ”of-
ten” or ”all the time”), except for depression, which has 
been described widely in patients with psoriasis (22, 23), 
some items were selected and further analysed. 

Table SI (available from http: //www.medicaljournals.
se/acta/content/?doi=10.2340/00015555-1273) reports 
the percentage of patients reporting shame, worry, anger 
and annoyance, “sometimes”, “often” or “all the time”, 
for different variables. All 4 emotions were experienced 
more often by women than by men, and by patients with 
probable depression and anxiety (GHQ cases) compared 
with GHQ non-cases. A trend with age was not observed. 
Shame and anger were more frequent in patients with a 
low level of education. Such emotions were particularly 
frequent in patients with arthropathic psoriasis and those 
with palmoplantar psoriasis (except for shame). A cor-
relation with severity was observed for anger and annoy-
ance. Shame was correlated with severity, as measured 
by PASI and SAPASI. Shame and anger were also more 
frequent in patients with a longer disease duration, while 
a later age of onset was associated with worry. 

The functioning problems (Table SII; available from 
http://www.medicaljournals.se/acta/content/?doi=10.
2340/00015555-1273) more often reported were “the 
disease makes it difficult to do work/hobbies”, “it 
affects social life”, and “it affects interactions”. All 
three problems were reported significantly more often 
by GHQ cases compared with non-cases. Problems in 
work/hobbies were more frequently reported by wo-
men, by patients aged 40–49 years, by patients with 
palmoplantar and arthropathic psoriasis, and with high 
clinical severity. Social life was particularly impaired 
in patients aged ≥ 30 years, in patients with arthropa-
thic psoriasis, with severe psoriasis, with a later age of 
onset, and a longer duration of the disease. Problems in 
interactions with the others were associated with older 
age, low educational level, arthropathic psoriasis, and 
severity of the disease. 

The results of the logistic regression models are 
shown in Table I. The presence of each selected item 
“sometimes”, “often” or “all the time” was significantly 
associated with the severity of psoriasis and with the 
probable presence of depression or anxiety. Shame, 
worry and annoyance were more frequent in women 
than in men, and shame and anger were associated with a 
low level of education. Impairment in work/hobbies was 
significantly higher in patients with palmoplantar and 
with arthropathic psoriasis. The duration of the disease 
was significantly associated with shame and anger. 

DISCUSSION

The high prevalence of psychosocial problems reported 
in this study by a large group of patients with psoriasis 
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confirmed the previous results (24). The purpose of 
this study was to evaluate each of the main problems 
reported by the patients in more depth. In particular, the 
emotions that were more often experienced by patients 
were: depression, shame, worry, anger and annoyance, 
and the functioning problems more often reported were 
“the disease makes it difficult to do work/hobbies”, “it 
affects social life”, and “it affects interactions”. 

A frequent experience of patients with psoriasis, due 
to the visibility of the disease, is stigmatization (25). 
Stigma was defined as a biologic or social mark that sets 
a person off from others, is discrediting, and disrupts 
interactions with others (26). Among the themes at the 
basis of the stigma experience, shame has an important 
role. In the present study, shame was one of the most-
often reported emotions, especially by women and by 
patients with a long disease duration. Feelings of shame 
can have a strong impact on social life, since they can 
result in avoidance of public places, thus reducing so-
cial opportunities, even concerning employment, and 
relationships (6). In particular, sexual relationships can 
be impaired, and problems can persist even after large 
clinical improvements in psoriasis (13).

In previous studies analysing single psychosocial cha-
racteristics, anger was reported by patients with psoriasis 
as a quite common feeling (27, 28), and more frequently 

than in healthy controls (8). Anger is an 
important trait to be analysed, since it 
has been observed that it is a significant 
risk factor for coronary artery disease 
(29), and it is associated with depression 
(30). Moreover, assertion and expression 
of anger is a personality trait that may 
adversely affect the patient’s capacity to 
cope with stress (31). It has been observed 
that higher anger expression increased 
the probability of having early- vs. late-
onset psoriasis (32). However, we did 
not find such association in the present 
study; anger was associated with a longer 
duration of psoriasis. It is interesting to 
observe the inverse association between 
anger and educational level, which was 
also observed previously (33). In ad-
dition, we observed that patients with 
a lower level of education experienced 
more shame. 

Pathological worrying is an important 
emotional aspect of psychological well-
being that is associated with psoriasis 
(34). It has been shown (35) that psycho-
logical distress, in the form of excessive 
worrying, may even have a significant 
and detrimental effect on treatment 
outcome in patients with psoriasis. In 
the present study, worry that psoriasis 

could get worse was particularly frequent in women 
and in patients with higher severity levels. A higher 
prevalence of psychological distress in women than in 
men has often been observed in psoriasis (36, 37), so 
it is not surprising that looking at specific components, 
such as worry, the same data are obtained. 

Concerning the social aspects, it is commonly re-
cognized that the stigma associated with psoriasis 
affects multiple facets of a patient’s life, including 
relationships, social activities, and work (6, 38). In the 
present study, these aspects were associated with the 
severity of the disease, and they were more frequent in 
arthropathic psoriasis. As expected, problems in work 
were also more frequent in patients with palmoplantar 
psoriasis. In fact, psoriasis may have a negative impact 
on work, both for psychological and clinical reasons. 
Wu et al. (39) showed that psoriasis patients were more 
likely to have missed work for health-related reasons, 
had significantly more health-related work productivity 
impairment, more overall work impairment, and more 
impairment in activity other than work than did non-
psoriasis patients. This can have financial consequences 
and may limit lifetime earning potential (9). 

Although we have reported many associations bet-
ween these psychosocial aspects and several relevant 
socio-demographic and clinical variables, such asso-

Fig. 1. Prevalence of the items of the (A) emotions scale and (b) functioning scale of Skindex-29 
in 936 patients with psoriasis.
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ciations should not be interpreted as causal, given the 
cross-sectional nature of the study. It would be interes-
ting to assess the possible influence of such traits on the 
outcome of treatment, using an appropriate prospective 
study design. 

A further limitation of our study may derive from 
the fact that hospitalized patients have been recruited. 
Even if in Italy a wide range of clinical presentations 
of psoriasis are hospitalized, for diagnostic procedures 
and treatments that may not be widely available (e.g. 
psoralen plus ultraviolet A (PUVA)), especially in the 
more disadvantaged central and southern regions, it 
is possible that our estimates are biased upwards, and 
caution should be used in generalizing our results to 
different settings. However, given the standardized 
procedures and methods used, the IMPROVE study 
has good internal validity (13–15), so that the identifi-
cation of subgroups of patients particularly burdened by 
specific psychosocial problems related to the disease, 
should be valid.

However, the dermatologists should be aware that 
anger, shame, and worry, and social problems carry with 
themselves a higher probability of clinically relevant 
issues. Therefore, they should pay particular attention to 
these psychosocial aspects in the evaluation of psoriasis 
patients, who may require particular clinical attention, 
and may benefit from adjunctive psychological inter-
ventions before and during treatment.

ACKNOWLEDGEMENTS
The IDI Multipurpose Psoriasis Research on Vital Experiences 
(IMPROVE) investigators who contributed to this study are: 
Massimo Alotto, Gianluca Antonelli, Simone bolli, Rino 
Cavalieri, Massimo Luca Chinni, Marcello Fazio, Giampiero 
Girolomoni, Elisabetta Luchetti, Eva Mazzotti, Carmelo Franco 
Melchi, Nidia Melo Salcedo, Paola Moscatelli, Paolo Pasquini, 
Paolo Piazza, Angelo Picardi, Orietta Picconi, Maria Antonietta 
Pilla, Grazia Primavera, Pietro Puddu, Paolo Ruatti, Giuseppe 
Ruggiero, Valentina Salvatori, Francesco Sera, Romeo Simoni, 
Donatella Sordi, Albertina Tiago.

The study was supported in part by funds from the “Progetto 
Ricerca Corrente” 2009–2010 of the Italian Ministry of Health, 
Rome, Italy.

REFERENCES

Augustin M, Kruger K, Radtke MA, Schwippl I, Reich K. 1. 
Disease severity, quality of life and health care in plaque-
type psoriasis: a multicenter cross-sectional study in Ger-
many. Dermatology 2008; 216: 366–372.
Kimball Ab, Jacobson C, Weiss S, Vreeland MG, Wu Y. 2. 
The psychosocial burden of psoriasis. Am J Clin Dermatol 
2005; 6: 383–392.
Sampogna F, Tabolli S, Soderfeldt b, Axtelius b, Aparo U, 3. 
Abeni D. Measuring quality of life of patients with different 
clinical types of psoriasis using the SF-36. br J Dermatol 
2006; 154: 844–849.
Sampogna F, Tabolli S, Abeni D. The impact of changes in 4. 
clinical severity on psychiatric morbidity in patients with 
psoriasis: a follow-up study. br J Dermatol 2007; 157: 
508–513.

Table I. Odds ratios (OR) and confidence intervals from the logistic regression models (bold characters indicate significant OR)

Independent variables Shame Worry Anger Annoyance Work Social life Interactions
Gender
Men (ref.) 1.0 1.0 1.0 1.0 1.0 1.0 1.0
Women 1.6 (1.1–2.2) 1.8 (1.2–2.8) 1.2 (0.8–1.7) 1.9 (1.2–3.0) 1.1 (0.8–1.6) 1.0 (0.7–1.4) 1.0 (0.7–1.3)

Education 
University (ref.) 1.0 1.0 1.0 1.0 1.0 1.0 1.0
Primary school 2.1 (1.0–4.3) 1.1 (0.4–2.8) 2.6 (1.2–5.6) 1.2 (0.4–3.3) 1.7 (0.8–3.6) 1.4 (0.7–2.9) 1.6 (0.8–3.3)
Junior high school 1.4 (0.8–2.7) 1.1 (0.5–2.6) 2.2 (1.21–4.1) 0.8 (0.3–1.8) 1.4 (0.7–2.6) 1.0 (0.5–1.9) 1.2 (0.7–2.3)
High school 1.1 (0.6–2.0) 0.8 (0.3–1.7) 1.5 (0.8–2.8) 1.0 (0.4–2.4) 1.2 (0.7–2.3) 1.0 (0.5–1.8) 1.0 (0.5–1.8)

Clinical type
Other (ref.) 1.0 1.0 1.0 1.0 1.0 1.0 1.0
Palmoplantar 0.7 (0.3–1.8) 2.8 (0.8–10.0) 1.8 (0.6–5.1) 2.2 (0.6–8.7) 8.1 (2.4–27.6) 2.5 (0.9–6.5) 2.1 (0.8–5.5)
Pustular 0.6 (0.2–1.9) 1.6 (0.4–6.9) 1.8 (0.5–6.9) 0.7 (0.2–3.2) 0.8 (0.3–2.7) 1.1 (0.4–3.7) 1.0 (0.3–3.2)
Guttate 1.1 (0.4–2.7) 0.7 (0.2–2.0) 0.8 (0.3–1.9) 0.4 (0.1–1.4) 0.8 (0.3–1.8) 1.2 (0.5–2.8) 1.0 (0.4–2.5)
Plaque localized 1.5 (0.6–3.6) 1.9 (0.7–5.5) 1.2 (0.5–3.0) 2.0 (0.6–6.3) 1.6 (0.7–3.9) 1.9 (0.8–4.5) 1.7 (0.7–4.1)
Plaque generalized 1.6 (0.7–3.6) 1.3 (0.5–3.5) 1.1 (0.5–2.6) 1.0 (0.3–3.0) 1.3 (0.6–2.9) 2.2 (0.9–4.9) 2.3 (1.0–5.3)
Arthropathic 2.4 (0.9–6.4) 1.8 (0.5–6.2) 1.1 (0.4–3.1) 1.5 (0.4–6.4) 3.0 (1.0–9.0) 3.2 (1.2–8.7) 2.2 (0.8–5.8)

PGA
Very mild (ref.) 1.0 1.0 1.0 1.0 1.0 1.0 1.0
Mild 1.6 (0.9–2.7) 2.9(1.6–5.4) 1.5 (0.9–2.6) 1.7 (0.9–3.1) 1.7 (0.9–2.8) 1.6 (0.9–2.6) 1.1 (0.7–1.9)
Moderate 1.9 (1.1–3.4) 2.0 (1.1–3.9) 2.5 (1.4–4.5) 2.6 (1.3–5.3) 2.1 (1.2–3.8) 1.8 (1.0–3.2) 1.3 (0.7–2.2)
Severe/very severe 1.3 (0.7–2.3) 3.2 (1.6–6.5) 2.1 (1.1–3.8) 3.5 (1.7–7.5) 2.8 (1.5–5.3) 2.9 (1.6–5.3) 1.9 (1.1–3.5)

Duration
< 4 years (ref.) 1.0 1.0 1.0 1.0 1.0 1.0 1.0
≥ 4 years 1.4 (1.0–2.0) 1.4 (0.9–2.1) 1.7 (1.2–2.4) 1.2 (0.8–1.9) 0.9 (0.6–1.3) 1.3 (0.9–1.5) 1.0 (0.8–1.5)

GHQ-12
Non cases (ref.) 1.0 1.0 1.0 1.0 1.0 1.0 1.0
Cases 4.0 (2.9–5.5) 3.0 (1.9–4.6) 3.5 (2.5–4.9) 4.4 (2.7–7.1) 3.9 (2.8–5.5) 4.2 (3.0–5.8) 4.9 (3.6–6.7)

Improvement of predicted cases 5.9 0.0 1.6 0.8 3.2 4.2 9.9
Model χ2, p < 0.001 142, 15 df 76, 15 df 108, 15 df 105, 1 5df 139, 15 df 134, 15 df 155, 15 df
Nagelkerke R square 0.20 0.14 0.17 0.20 0.20 0.20 0.22

Acta Derm Venereol 92



303Psychosocial problems in patients with psoriasis

Schmid-Ott G, Kunsebeck HW, Jager b, Sittig U, Hofste N, 5. 
Ott R, et al. Significance of the stigmatization experience 
of psoriasis patients: a 1-year follow-up of the illness and 
its psychosocial consequences in men and women. Acta 
Derm Venereol 2005; 85: 27–32.
Weiss SC, Kimball Ab, Liewehr DJ, blauvelt A, Turner ML, 6. 
Emanuel EJ. Quantifying the harmful effect of psoriasis on 
health-related quality of life. J Am Acad Dermatol 2002; 
47: 512–518.
Magin P, Adams J, Heading G, Pond D, Smith W. The 7. 
psychological sequelae of psoriasis: results of a qualitative 
study. Psychol Health Med 2009; 14: 150–161.
Conrad R, Geiser F, Haidl G, Hutmacher M, Liedtke 8. 
R, Wermter F. Relationship between anger and pruritus 
perception in patients with chronic idiopathic urticaria 
and psoriasis. J Eur Acad Dermatol Venereol 2008; 22: 
1062–1069.
Horn EJ, Fox KM, Patel V, Chiou CF, Dann F, Lebwohl 9. 
M. Association of patient-reported psoriasis severity with 
income and employment. J Am Acad Dermatol 2007; 57: 
963–971.
Finlay AY, Khan GK. Dermatology Life Quality Index 10. 
(DLQI) – a simple practical measure for routine clinical 
use. Clin Exp Dermatol 1994; 19: 210–216.
Chren MM, Lasek RJ, Flocke SA, Zyzanski SJ. Improved 11. 
discriminative and evaluative capability of a refined version 
of Skindex, a quality-of-life instrument for patients with 
skin diseases. Arch Dermatol 1997; 133: 1433–1440.
Sampogna F, Raskovic D, Guerra L, Pedicelli C, Tabolli S, 12. 
Leoni L, et al. Identification of categories at risk for high 
quality of life impairment in patients with vitiligo. br J 
Dermatol 2008; 159: 351–359.
Sampogna F, Gisondi P, Tabolli S, Abeni D. Impairment of 13. 
sexual life in patients with psoriasis. Dermatology 2007; 
214: 144–150.
Sampogna F, Gisondi P, Melchi CF, Amerio P, Girolo-14. 
moni G, Abeni D. Prevalence of symptoms experienced 
by patients with different clinical types of psoriasis. br J 
Dermatol 2004; 151: 594–599.
Sampogna F, Sera F, Abeni D. Measures of clinical severity, 15. 
quality of life, and psychological distress in patients with 
psoriasis: a cluster analysis. J Invest Dermatol 2004; 122: 
602–607.
Fredriksson T, Pettersson U. Severe psoriasis – oral therapy 16. 
with a new retinoid. Dermatologica 1978; 157: 238–244.
Feldman SR, Fleischer Ab, Jr. Reboussin DM, Rapp SR, 17. 
Exum ML, Clark AR, et al. The self-administered psoriasis 
area and severity index is valid and reliable. J Invest Der-
matol 1996; 106: 183–186.
Sampogna F, Sera F, Mazzotti E, Pasquini P, Picardi A, 18. 
Abeni D. Performance of the self-administered psoriasis 
area and severity index in evaluating clinical and socio-
demographic subgroups of patients with psoriasis. Arch 
Dermatol 2003; 139: 353–358; discussion 357.
Abeni D, Picardi A, Pasquini P, Melchi CF, Chren MM. 19. 
Further evidence of the validity and reliability of the 
Skindex-29: an Italian study on 2,242 dermatological out-
patients. Dermatology 2002; 204: 43–49.
Goldberg D. The detection of psychiatric illness by ques-20. 
tionnaire. London: Oxford University Press; 1972.
Picardi A, Abeni D, Mazzotti E, Fassone G, Lega I, Ramieri 21. 
L, et al. Screening for psychiatric disorders in patients with 

skin diseases: a performance study of the 12-item General 
Health Questionnaire (GHQ-12). J Psychosom Res 2004; 
57: 219–223.
Kurd SK, Troxel Ab, Crits-Christoph P, Gelfand JM. The 22. 
risk of depression, anxiety, and suicidality in patients with 
psoriasis: a population-based cohort study. Arch Dermatol 
2010; 146: 891–895.
Van Voorhees AS, Fried R. Depression and quality of life 23. 
in psoriasis. Postgrad Med 2009; 121: 154–161.
Zachariae R, Zachariae C, Ibsen H, Mortensen JT, Wulf HC. 24. 
Dermatology life quality index: data from Danish inpatients 
and outpatients. Acta Derm Venereol 2000; 80: 272–276.
Ginsburg IH, Link bG. Feelings of stigmatization in patients 25. 
with psoriasis. J Am Acad Dermatol 1989; 20: 53–63.
Jones E, Farina A, Hastorf A, Markus H, Miller D. Social 26. 
stigma: the psychology of marked relationships. New York: 
Freeman; 1984.
Fried RG, Friedman S, Paradis C, Hatch M, Lynfield Y, 27. 
Duncanson C, et al. Trivial or terrible? The psychosocial 
impact of psoriasis. Int J Dermatol 1995; 34: 101–105.
Young M. The psychological and social burdens of psoriasis. 28. 
Dermatol Nurs 2005; 17: 15–19.
Miller TQ, Smith TW, Turner CW, Guijarro ML, Hallet AJ. 29. 
A meta-analytic review of research on hostility and physical 
health. Psychol bull 1996; 119: 322–348.
Koh Kb, Kim CH, Park JK. Predominance of anger in 30. 
depressive disorders compared with anxiety disorders 
and somatoform disorders. J Clin Psychiatry 2002; 63: 
486–492.
Diong S-M, bishop GD. Anger expression, coping styles, 31. 
and well-being. J Health Psychol 1999; 4: 81–96.
Gupta MA, Gupta AK, Watteel GN. Early onset (<40 years 32. 
age) psoriasis is comorbid with greater psychopathology 
than late onset psoriasis: a study of 137 patients. Acta Derm 
Venereol 1996; 76: 464–466.
Schmidt A, Rodrigues RS, Pipa CC, brandalise LN, Lorenzi 33. 
TM, Lara DR. Emotional and affective temperament in 23 
professional areas. J Affect Disord 2010; 126: 49–54.
Fortune DG, Richards HL, Griffiths CE, Main CJ. Psy-34. 
chological stress, distress and disability in patients with 
psoriasis: consensus and variation in the contribution of 
illness perceptions, coping and alexithymia. br J Clin 
Psychol 2002; 41: 157–174.
Fortune DG, Richards HL, Kirby b, McElhone K, Markham 35. 
T, Rogers S, et al. Psychological distress impairs clearance 
of psoriasis in patients treated with photochemotherapy. 
Arch Dermatol 2003; 139: 752–756.
Sampogna F, Chren MM, Melchi CF, Pasquini P, Tabolli 36. 
S, Abeni D. Age, gender, quality of life and psychological 
distress in patients hospitalized with psoriasis. br J Der-
matol 2006; 154: 325–331.
Finzi A, Colombo D, Caputo A, Andreassi L, Chimenti S, 37. 
Vena G, et al. Psychological distress and coping strategies 
in patients with psoriasis: the PSYCHAE Study. J Eur Acad 
Dermatol Venereol 2007; 21: 1161–1169.
Krueger G, Koo J, Lebwohl M, Menter A, Stern RS, Rolstad 38. 
T. The impact of psoriasis on quality of life: results of a 
1998 National Psoriasis Foundation patient-membership 
survey. Arch Dermatol 2001; 137: 280–284.
Wu Y, Mills D, bala M. Impact of psoriasis on patients’ work 39. 
and productivity: a retrospective, matched case-control 
analysis. Am J Clin Dermatol 2009; 10: 407–410.

Acta Derm Venereol 92


