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Psoriasis is a disease that negatively affects the quality of life and is commonly seen together with depression and
anxiety. In this study, the relationships between the psychological flexibility levels, psoriasis severity, depression,
anxiety, and quality of life of patients with psoriasis were examined. For this purpose, 118 patients with
psoriasis and 118 healthy controls were evaluated with the Sociodemographic and Clinical Data Form, Freiburg
Mindfulness Inventory, Acceptance and Action Questionnaire-Il, and Cognitive Fusion Questionnaire. Moreover,
patient groups were applied the Hamilton Depression Rating Scale, Hamilton Anxiety Rating Scale, Psoriasis
Area Severity Index, Psoriasis Internalized Stigma Scale, and Dermatology Life Quality Index. The psychological
flexibility levels of patients with psoriasis were observed to be lower than those of healthy controls. Psoriasis
patients with low psychological flexibility had higher depression, anxiety, and internalized stigma scores. No
correlation between the severity of psoriasis and depression, anxiety, and stigma was found. Stigma and HAM-D
scores were found to be independent risk factors for reduced quality of life. Our findings emphasize the necessity
of psychological evaluation in patients with psoriasis and show that psychological treatments will positively
contribute to the person’s quality of life. The results of our study show that awareness, acceptance, and cognitive
decomposition interventions aimed at increasing psychological flexibility may be useful in this population.

Keywords: Anxiety, depression, internalized stigma, quality of life, psoriasis, psychological flexibility.

Sedef Hastalarinda Psikolojik Esneklik, Damgalanma ve Yagsam Kalitesi

Sedef hastaligi yasam kalitesini olumsuz etkileyen, siklikla depresyon ve anksiyete ile birlikte gorilen bir hastaliktir.
Calismamizda sedef hastalarinin psikolojik esneklik diizeyleri, sedef hastaligi siddeti, depresyon, anksiyete ve yasam
kalitesi arasindaki iligkiler arastirildi. Bu amagla 118 sedef hastasi ve 118 saglikli kontrol Sosyodemografik ve Klinik Veri
Formu, Freiburg Farkindalik Envanteri, Kabul ve Eylem Anketi-Il, Bilissel Flizyon Anketi ile degerlendirildi. Ayrica hasta
grubuna Hamilton Depresyon Derecelendirme Olcegi, Hamilton Anksiyete Derecelendirme Olcegi, Psériyazis Alan
Siddet indeksi, Psriyazis icsellestirilmis Damgalanma Olcegi ve Dermatoloji Yasam Kalitesi indeksi uygulandh. Yapilan
degderlendirmede sedef hastalarinin psikolojik esneklik diizeylerinin saglikli kontrollere gére daha distik oldugu g6-
rildi. Psikolojik esnekligi diistik olan sedef hastalarinda depresyon, anksiyete ve i¢sellestiriimis damgalanma puanlari
daha yuksekti. Sedef hastaliginin siddeti ile depresyon, anksiyete ve damgalanma arasinda bir iliski yoktu. Stigma ve
HAM-D skorlarinin yasam kalitesinin azalmasinda bagimsiz risk faktorleri oldugu belirlendi. Bulgularimiz psériyazis
hastalarinda psikolojik degerlendirmenin gerekliligini vurgulamakta ve psikolojik tedavilerin kisinin yasam kalitesine
olumlu katki saglayacagini gostermektedir. Calismamizin sonuglarina gore psikolojik esnekligi artirmaya yonelik far-
kindalik, kabul ve bilissel ayristirma miidahaleleri bu poptilasyonda faydali olabilir.

Anahtar Kelimeler: Anksiyete, depresyon, icsellestirilmis damgalama, psikolojik esneklik, sedef hastalig, yasam kalitesi.
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INTRODUCTION

Psoriasis is a chronic, relapsing, inflammatory, multisystemic
skin disease that affects 2%-3% of the general population
(Damiani et al, 2021). Together with skin and joint
involvement, metabolic syndrome, diabetes, cardiovascular
diseases, malignancy, inflammatory bowel diseases, and
psychiatric diseases are common comorbid conditions.
Diagnosis is often made by examining the skin lesions;
80%-90% of patients with psoriasis have chronic plaque-
type lesions. Guttate, inverse, erythrodermic, and pustular
psoriasis are other clinical subtypes. When determining the
treatment, the most important criterion is the severity of the
disease. Although the affected body surface area gives an idea
regarding the severity of the disease, the Psoriasis Area and
Severity Index (PASI), which is obtained by a dermatologist
by evaluating the symptoms of the lesions such as erythema,
desquamation, and induration and grading them according
to their anatomical localization, is the most frequently used
and accepted severity assessment tool. PASI scores below 5
are considered mild, scores between 5 and 10 are considered
moderate, and scores above 10 are considered severe psoriasis
(Hoffmann & Enk, 2022). Additionally, quality of life scales
that evaluate severity according to the level of impact on
the person’s social life and functionality are also employed,
and the Dermatology Life Quality Index (DLQI) is a frequently
preferred self-report scale for this purpose. In the treatment of
skin lesions, topical treatment, phototherapy, and/or systemic
treatment methods are preferred, depending on the severity
of the disease. In the evaluation of treatment effectiveness,
a 50% decrease in the initial PASI score and a decrease of
at least 5 points in the DLQI score are considered to be the
minimum treatment target (Alper et al., 2012). Treatment
of psoriasis along with all comorbid conditions requires a
multidisciplinary approach. Previous literature has shown that
the prevalence of depression and anxiety in psoriasis is higher
than the population mean and that those with skin disease
have negative beliefs about body image and feel stigmatized
(Vasiliou et al.,, 2023). Although all studies agree that the
quality of life decreases in patients with psoriasis, there are
publications reporting different results regarding the effects of
many factors such as age, gender, affected body area, disease
duration, severity, and presence of arthritis (Alper et al., 2012).
Some publications mentioned a significant relationship
between the deterioration in the quality of life and disease
severity and the area affected by a disease (Ahmad Fuat et al.,
2022). Nevertheless, based on some recent studies, contrary
to expectations, disease severity (PASI) is not the main factor
determining the quality of life, and there is no clear evidence
that any affected body part has a more detrimental effect on
the quality of life than the other (Koryiirek et al., 2015; Nabieva
&\Vender, 2023). These studies suggest that the most powerful
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factor that affects the quality of life is patients’ perceptions
and feelings regarding themselves and that interventions
such as psychotherapy and patient support groups may help
improve the quality of life (Koryirek et al., 2015; Nabieva &
Vender, 2023). It has been found that cognitive behavioral
therapy (CBT) interviews utilizing mindfulness, awareness,
and acceptance techniques provide improvement in the body
image problems experienced by patients with psoriasis and
are beneficial in having better interpersonal interactions and
living a satisfactory life (Esmalian Khamseh et al., 2020).

The third wave of CBT explains psychopathologies with the
decrease in psychological flexibility, namely, the psychological
rigidity model. Based on this model, psychological flexibility
is the ability to accept undesirable experiences, focus on
the moment, and maintain value-directed action (Hayes et
al., 2006). Conversely, psychological rigidity is the inability
to focus on the present moment, merged with undesirable
thoughts, unclear values, and the inability to maintain value-
directed behaviors (Yavuz, 2015). Psychological inflexibility
was determined to be related to many psychopathologies
such as depression, anxiety disorders, obsessive-compulsive
disorder, alcohol, and substance use disorder, and eating
disorder; and it is shown that interventions that increase
psychological flexibility are effective for treatment in these
disorders (Ruiz, 2010).

Our study aims to further examine parameters that affect
quality of life by evaluating various previously discussed
sociodemographic, dermatological, and psychological factors
together in one study. For this purpose, all patients with
psoriasis were evaluated by a dermatologist and a psychiatrist.
Patients’ age, gender, psoriasis type, disease duration, disease
severity, affected body area, presence of psoriatic arthritis,
stigmatization, depression, and anxiety findings were
questioned.

Tounderstand why patients with psoriasis have more depression
and anxiety than the population average, we compared the
psychological flexibility of patients with psoriasis with the
control group that has no dermatological disease and tried to
interpret it based on the psychological rigidity model. It was
investigated whether patients with psoriasis whose quality of
life is affected more and who have more depression and anxiety
symptoms have more severe psoriasis or whether they have
low psychological flexibility and feel stigmatized. Clarifying the
factors affecting the quality of life in these patients is important
in understanding the necessity of psychosocial evaluation.
Understanding these psychopathological mechanisms will
be a guide in improving the person’s well-being, and thus, a
positive contribution can be made both to the course of the
disease and the quality of life.



J Cogn Behav Psychother Res 2024;13(1):1-10

METHOD

Our sample included 118 patients with psoriasis, who were
followed up from the dermatology outpatient clinic with the
diagnosis of psoriasis (59 females, 50%; mean age, 45.3+14.3),
and 118 volunteers, who have no dermatological disease
and agreed to participate in the study as a control group (62
females, 53%; mean age, 35.3£13.2). Inclusion criteria were
determined as being over 18 years of age, under 70 years of age,
being literate, agreeing to participate in the study, and being
diagnosed with psoriasis histologically and/or clinically for the
patient group. The exclusion criteria were illiteracy, psychotic
disorders, bipolar disorder, autism spectrum disorder, mental
retardation, psychiatricand neurological diseases with cognitive
impairment, and being under the age of 18 and over the age of
70, for the control having no dermatological disease and for the
patient group having no other dermatological disease except
psoriasis. All participants filled out the Sociodemographic
and Clinical Data Form. Freiburg Mindfulness Inventory
(FMI), Acceptance and Action Questionnaire-Il (AAQ-II), and
Cognitive Fusion Questionnaire (CFQ) were used to compare
the psychological flexibility levels of the patient and control
groups. The dermatologist determined the type of psoriasis
and estimated the severity of psoriasis according to PASI, which
takes the surface areas of the affected area into account.

Additionally, the psychiatrist evaluated depression and
anxiety symptoms in the patient group with the Hamilton
Anxiety Rating Scale (HAM-A) and Hamilton Depression
Rating Scale (HAM-D). Finally, two self-rating scales, DLQI, and
Psoriasis Internalized Stigma Scale (PISS), were administered
to the patients with psoriasis. Ethics committee approval was
obtained for the study, and all procedures were in accordance
with the Declaration of Helsinki. Written consent was obtained
from all participants before starting the study.

Measures
Sociodemographic  and  Clinical Data Form: The
Sociodemographic and Clinical Data Form provides

information about the age, gender, marital status, educational
status, and employment status and includes questions about
the dermatological diseases of the participants.

Hamilton Depression Rating Scale: HAM-D is a depression
rating scale developed by Hamilton (1960).The scale, consisting
of a total of 17 questions, in which depressive symptoms in the
previous week are questioned, is administered by a clinician.
Higher scoresindicate more severe depression, and the highest
possible score is 53: 0-7 points indicate no depression, 8-15
points mild depression, 16-28 points moderate depression,
and 29 and over points indicate severe depression (Williams,
1988). The Turkish version has been shown to be valid and
reliable (Akdemir et al., 1996).
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Hamilton Anxiety Rating Scale: It was developed by Hamilton to
measure the severity of the psychological and physical symptoms
of anxiety (Hamilton, 1959). The scale consists of 14 items and
is scored by the clinician: 0-7 points, no/minimal anxiety; 8-14
points, mild anxiety; 15-23 points, moderate anxiety; and 24 and
over points, severe anxiety (Matza et al., 2010). A Turkish validity
and reliability study was conducted (Yazici et al., 1998).

Freiburg Mindfulness Inventory: FMI is a self-report scale and
a widely used, valid, and reliable questionnaire for measuring
the level of mindfulness. It comprises 14 items scored from
1 to 4, and higher scores indicate higher levels of conscious
awareness (Walach et al., 2006). The validity and reliability of
the Turkish version were conducted, and Cronbach’s alpha
coefficient was 0.823 (Karatepe & Yavuz, 2019).

Acceptance and Action Questionnaire II: It was developed to
measure psychological flexibility and acceptance. AAQ-Il was
first designed as a 10-item scale; afterward, in 2011, it was
reduced to a seven-item scale (Bond et al., 2011). It is one of
the most commonly used self-reporting scales to assess the
effectiveness of Acceptance and Commitment Therapy (ACT)
interventions. AAQ-Il includes questions regarding the ability
to accept unwanted thoughts and feelings and to perform
value-directed actions in the presence of negative thoughts.
Participants score each question from 1 to 7. High scores on
the scale indicate psychological rigidity and experiential
avoidance. Cronbach’s alpha coefficient was 0.84, and the
Turkish version is valid and reliable (Yavuz et al., 2016).

Cognitive Fusion Questionnaire: The cognitive fusion
questionnaire is a brief, self-reporting measure of cognitive
fusion, an important element in the psychopathology of ACT
developed by Gillanders et al. (2014). The CFQ started as a 42-
item questionnaire; furthermore, it was refined into a 28-item,
then into 13-item, and finally into seven-item, fusion-only
scale. Each item is scored from 1 to 7, and high scores indicate
an excess of cognitive fusion. The CFQ is positively correlated
with ruminations, negative thoughts, experiential avoidance,
depression, and anxiety symptoms. Conversely, it is negatively
associated with mindfulness, value-based behaviors, and
psychological flexibility (Flynn et al., 2018; Gillanders et al.,
2014). Cronbach’s alpha coefficient of the Turkish version was
found 0.82 (Esen, 2017).

Dermatology Life Quality Index: DLQI is the first life quality scale
developed for skin and venereal diseases. The scale consists of
10 questions and ranges from 0 to 30. High scores indicate the
disease’s negative effect on the person’s daily, work, school life,
free time activities, and interpersonal relationships (Finlay &
Khan, 1994). It has been shown that DLQI is a valid and reliable
scale for assessing the quality of life of psoriasis in Turkey
(Oztiirkcan et al., 2006).
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Table 1. Sociodemographic characteristics of the study population

Psoriasis Healthy control p
n % n %
Age, Mean£SD 45.3+£14.3 35.3+13.2 0.000*
Gender
Female 59 50.0 62 525 0.696
Male 59 50.0 56 47.5
Marital status
Single 20 16.9 51 43.2 0.000*
Married 92 78.0 62 52.5
Divorced 4 34 4 34
Widowed 2 1.7 1 0.8
Educational status
Elementary school 44 373 16 13.6 0.000*
Middle school 23 19.5 16 13.6
High school 32 27.1 41 34.7
University 19 16.1 45 38.1
Substance
Cigarettes 51 43.2 37 314 0.059
Alcohol 13 11.0 26 22.0 0.023*
Psychiatric history
Personal history 45 38.1 14 11.9 0.000*
Family history 27 229 28 23.7 0.827

SD: Standard deviation; *: Significant difference between groups. Chi-squared test was used for the comparison of categorical variables.

Psoriasis Internalized Stigma Scale: This 29-item self-report
scale used to assess internalized stigma was developed by
Ritsher, et al. (2003). There are five subscales: alienation,
stereotype endorsement, perceived discrimination, social
withdrawal, and stigma resistance. Each item is scored from
1 to 4, and the stigma resistance subscale is scored inversely
to that. High scores indicate more internalized stigma. The
validity and reliability study of the Internalized Stigma Scale
adapted for Turkish patients with psoriasis was conducted
by Alpsoy et al. (2015).

Psoriasis Area and Severity Index: PASI is an index used to
express the severity of psoriasis. It is a scale that combines
the disease involvement percentages of the head, upper
extremity, trunk, and lower extremity regions and the
grading of three typical findings of psoriatic plaques,
erythema, infiltration, and desquamation, with scores
ranging from 0 to 4 depending on increasing severity
(Finlay et al., 1990; Fredriksson & Pettersson, 1978). The
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higher the total PASI value, the more severe the psoriasis;
the maximum possible score is 72.

Statistical Analysis

The data were obtained by using the SPSS version 21.0
program.The conformity of the variables to normal distribution
was examined using visual (histogram and probability graphs)
and analytical methods (Kolmogorov-Smirnov and Shapiro-
Wilk tests). We used the chi-square test to compare categorical
variables and the Mann-Whitney U test with quantitative
variables. We used analysis of variance to determine whether
there are any statistically significant differences between
the means of more than two groups. Considering that the
variables did not follow a normal distribution, correlations
between variables were tested using the Spearman correlation
coefficients. To determine independent predictors of DLQI,
logistic regression analysis was employed. To assess model fit,
Hosmer-Lemeshow goodness of fit statistics was employed. A
value of p<0.05 was considered statistically significant.
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RESULTS
Sociodemographic Characteristics of the Sample

In the study, 118 patients with psoriasis and 118 healthy
controls were included. The mean age was 45.3+14.3 in
the group of patients with psoriasis and 35.3+13.2 in the
group of healthy control. The mean age of the patient
group was statistically higher than the control group
(p=0.000). There was no statistically significant difference
between the study and control group in terms of gender
(p=0.696); 78.0% of the participants with psoriasis, and
52.5% of the participants in the control group were
married. The education level of patients with psoriasis
was lower than the control group. Smoking habits in
patients with psoriasis were similar to the control group
but alcohol use was higher in the control group. Although
the two groups were similar in terms of family history of
psychiatric disease, 38.1% of patients with psoriasis had a
past psychiatric history, which was statistically significantly
different from the control group (Table 1).

Clinical features of Patients with Psoriasis

Most patients had chronic plaque psoriasis; 61% of the
patients with psoriasis had longer than 10 years of disease
duration. The most common involvement sites were
upper extremity, trunk, hip, and scalp. According to PASI
scores evaluated by the dermatologist, 27.1% of patients
had moderate and 28.0% had serious psoriasis disease.
According to the DLQI scored by the patients, 27.1% of the
patients stated that their quality of life was moderately
affected due to psoriasis and 28% stated that it was severely
affected. According to HAM-D and HAM-A scores, 55.1% of
patients had mild or moderate depression and 57.6% had
mild-moderate or severe anxiety (Table 2).

Comparison of HAM-D, HAM-A, DLQI, and PISS
Concerning the Severity of Patients with Psoriasis

Depression and anxiety levels were similar in patients with
mild-moderate or severe psoriasis disease. It was found that
the quality of life was affected more as the severity of the
illness increased. Patients with mild and moderate psoriasis
had similar stigma scores, but patients with severe psoriasis
reported higher stigma scores (Table 3).

Comparison of Psychological Flexibility Levels Between
Patient and Healthy Control Groups

A Mann-Whitney U test was conducted to compare the
psychological flexibility levels of the patients with psoriasis
group and the control group. The results revealed that AAQ-II
(p=0.000) and CFQ (p=0.000) scales’ scores were significantly
higher in the psoriasis group, and the FMI (p=0.001) score was
significantly lower in the psoriasis group. These findings show
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Table 2. Clinical characteristics of patients with psoriasis

Variables Frequency (n) Percentage (%)
Psoriasis lesions type
Chronic plaque 106 89.8
Palmoplantar 7 59
Guttate 5 4.2
Psoriasis duration
<5 years 32 27.1
5-10years 14 11.9
>10years 72 61
Psoriasis involvement
Upper extremity 95 80.5
Trunk 77 65.3
Hip 47 39.8
Scalp 40 339
Palms and soles 22 18.6
Genital 16 13.6
Nails 5 4.2
Severity of psoriasis based on PASI
Mild 44 393
Moderate 38 339
Severe 30 26.8
DLQI severity score
Mild 53 449
Moderate 32 27.1
Severe 33 28
HAM-D
No depression 53 449
Mild 42 356
Moderate 23 19.5
Severe 0 0
HAM-A
No anxiety 50 424
Mild 39 33.1
Moderate 26 220
Severe 3 25

PASI: Psoriasis Area and Severity Index; DLQI: Dermatology Life Quality
Index; HAM-D: Hamilton Depression Rating Scale; HAM-A: Hamilton Anxiety
Rating Scale.

thatthe acceptance, cognitive defusion,and mindfulness levels
of patients with psoriasis are lower than healthy participants,
that is, lower levels of psychological flexibility (Table 4).
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Table 3. Comparison of HAM-D, HAM-A, DLQI, and PISS concerning PASI groups in patients with psoriasis

PASI-mild PASI-moderate PASI-serious F;p
MeanSD (n=44) MeanSD (n=38) MeanzSD (n=30)
HAM-D 8.39+5.731 8.76+5.621 9.97+7.341 0.609; 0.546
HAM-A 9.68+5.295 9.24+5.772 10.93+£7.917 0.649; 0.524
DLl 6.48+5.462 8.79+7.286 12.03+9.313 5.209; 0.007*
PISS 31.64+14.210 30.34+11.865 38.47+16.090 3.175; 0.046*

Analysis of variance test was used for statistical analysis. *: Significant difference between groups; SD: Standard deviation; PASI: Psoriasis Area and Severity Index;

HAM-D: Hamilton Depression Rating Scale; HAM-A: Hamilton Anxiety Rating Scale; DLQI: Dermatology Life Quality Index; PISS: Psoriasis Internalized Stigma Scale.

Table 4. Comparison of psychological flexibilities of sample groups

Measure Psoriasis group Control group V) z P
Mean+SD Mean+SD

AAQ-II 23.76+9.866 18.36£9.202 4640.500 -4.431 0.000*

FMI 35.50+8.326 38.88+7.908 8747.000 3.406 0.001*

CFQ 27.4+11.321 19.80£9.817 4245.000 -5.184 0.000*

Mann-Whitney U test was used for statistical analysis. *: Significant difference between groups; SD: Standard deviation; AAQ-Il: Acceptance and Action

Questionnaire-II; FMI: Freiburg Mindfulness Inventory; CFQ: Cognitive Fusion Questionnaire.

Table 5. Relationship between AAQ-II, FMI, CFQ, PASI, PISS and HAM-D, HAM-A, DLQI, and PISS

HAM-D HAM-A DLQI PISS
(r; p) (r; p) (r; p) (r;p)
AAQ-II 0.593; 0.000* 0.576; 0.000* 0.213; 0.021* 0.472; 0.000*
FMI -0.258; 0.005* -0.289; 0.002* -0.159; 0.085 -0.327; 0.000*
CFQ 0.459; 0.000* 0.494; 0.000* 0.204; 0.026* 0.423; 0.000*
PASI 0.098; 0.303 0.056; 0.555 0.324; 0.000* 0.146;0.125
PISS 0.427; 0.000* 0.403; 0.000* 0.416; 0.000* =

Spearman correlation test was used for statistical analyses. *: P values <0.05 were considered statistically significant. HAM-D: Hamilton Depression Rating

Scale; HAM-A: Hamilton Anxiety Rating Scale; DLQI: Dermatology Life Quality Index; PISS: Psoriasis Internalized Stigma Scale; AAQ-II: Acceptance and Action

Questionnaire-Il; FMI: Freiburg Mindfulness Inventory; CFQ: Cognitive Fusion Questionnaire; PASI: Psoriasis Area and Severity Index.

Correlations Coefficients among AAQ-II, FMI, CFQ, PASI,
PISS, HAM-D, HAM-A, and DLQI

Depression had a moderate positive correlation with AAQ-II
(r=0.593), CFQ (r=0.459), and PISS (r=0.427). Similarly, anxiety had a
moderate positive correlation with AAQ-II (r=0.576), CFQ (r=0.494),
and PISS (r=0.403). Depression and anxiety have no statistically
significant relationships with PASI. However, DLQI had a weak
positive correlation with PASI (r=0.324) (Evans, 1996) (Table 5).

The strongest correlation with DLQI was found to be with PISS
(r=0.416). Although the strongest relationship between quality of life
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and stigma was determined, no statistically significant relationship
was found between stigma and psoriasis severity (Table 5).

Logistic Regression Analysis of DLQI

Alogistic regression analysis was performed to study the effect
of sociodemographic and clinical variables on impaired quality
of life. For this purpose, age, gender, marital status, presence
of psoriasis joint involvement, PASI, stigma scores, Freiburg,
CFQ, and AAQ-Il, and depression and anxiety scores were
included in the analysis. The backward stepwise method was
applied. The proportion of variance explained was Nagelkerke
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Table 6. Results of logistic regression analysis of DLQI (n=112)

DLQI (=10) P
OR (95% Cl)

Marital status 2.27 (0.75-6.89) 0.147
Psoriatic arthritis 2.52(0.78-8.09) 0.120
PASI 1.04 (0.96-1.14) 0.314
Stigmatization 1.06 (1.02-1.11) 0.004*
AAQ-II 0.93 (0.86-1.02) 0.113
CFQ 1.04 (0.98-1.10) 0.226
HAM-D 1.16 (1.04-1.29) 0.006*

OR: Odds ratio; Cl: Confidence interval; DLQI: Dermatology Life Quality
Index; PASI: Psoriasis Area and Severity Index; AAQ-II: Acceptance and Action
Questionnaire-Il; CFQ: Cognitive Fusion Questionnaire; HAM-D: Hamilton
Depression Rating Scale.

R?=0.416 and Cox and Snell R*=0.300. The fit of the model was
tested using the Hosmer and Lemeshow test (y’>=7.64, df=8,
p=0.47). Stigma (p=0.004) and HAM-D score (p=0.006) were
found to be positive independent risk factors of impaired
quality of life (Table 6).

DISCUSSION

Psychological comorbidities are common in dermatological
diseases, and the relationship between the quality of life and
the severity of skin disease is unclear (Gelfand et al., 2004;
Koryirek et al, 2015). Studies show that depression and
anxiety are frequent in patients with psoriasis (Fabrazzo et al.,
2022; Liu et al., 2023). The current study aimed to explore why
anxiety and depression are common in patients with psoriasis.
With this purpose in mind, we compared the psychological
flexibility levels of patients with psoriasis to healthy controls
and investigated the relationship between quality of life,
internalized stigma, and disease severity.

In this study, 55% of patients with psoriasis had mild or
moderate depressive symptoms and 57.6% had anxiety
symptoms. Additionally, the psychological flexibility levels of
patients with psoriasis were significantly lower than healthy
controls. It was found that patients with psoriasis are more
tangled up in negative thoughts, have higher experiential
avoidance, and are caught in the past and the future, which all
indicates psychological inflexibility. The findings of this study
support that decreased psychological flexibility is associated
with psychological distress (Kashdan & Rottenberg, 2010).
Some studies report higher depression ratings in patients
having more severe psoriasis (Tribé et al, 2019). According
to other studies, however, perceived stress associated with
psoriasis is influenced by the individual’s intrapsychic factors
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rather than objective measures evaluating disease severity
(Gupta et al.,, 1988). It was found that the visible physical
symptoms of the disease negatively affected the cognitive
fusion related to negative body image and mediated the
decrease in the quality of life (Kouris et al., 2017). Additionally,
it was observed that the cognitive fusion related to body
image was positively related to depression and anxiety (Flynn
etal., 2018). For this reason, it is an expected result that mental
disorders are more common in young or female patients with
psoriasis who give more importance to body image.

The relationship and interaction between psoriasis severity
and depression and anxiety levels is highly controversial. It
is argued that psychogenic stress can cause exacerbation
in psoriasis by causing HPA axis activation, and it becomes
unclear whether mental disorders are seen because of more
severe psoriasis or psoriasis exacerbated as a result of mental
disorders (Ferreira et al., 2016). According to our study,
the severity of psoriasis is not correlated with the level of
depression and anxiety and patients with psoriasis with lower
levels of psychological flexibility have higher depression and
anxiety scores. Due to all conflicting findings, some researchers
focused on the psychic effects of feeling stigmatized by visible
skin lesions. Psoriasis is often misunderstood and feared as
contagious in the community. This causes stigma, especially in
patients with psoriasis lesions in the visible area. Gupta et al.
(1998) found that patients with psoriasis who felt stigmatized
did not have more severe psoriasis disease but had higher
depression scores. Likewise, in our study, no relation was
found between stigma and psoriasis severity, and there was
a moderate relationship between stigma and depression and
anxiety. According to our study, the strongest relationship
between anxiety and depressive symptoms was experiential
avoidance, followed by cognitive fusion and stigma. According
to the results of our study, those with low psychological
flexibility and those who felt stigmatized showed more
symptoms of depression and anxiety, which was independent
of the severity of psoriasis.

There are different findings on the relationship between
psoriasis severity and quality of life in the literature. According
to some studies, as the severity of psoriasis increases, the
quality of life deteriorates more (Gelfand et al., 2004). Some
other studies show that there was no significant relationship
between quality of life and PASI score (Korylirek et al., 2015).
Koryirek et al. (2015) stated that the factor affecting the
quality of life the most was the patients’ perceptions and
feelings about themselves rather than the severity of the
disease. According to a report from another study, quality of
life was not associated with the size of the affected body or the
severity of psoriasis, the fact that the individual felt stigmatized
was evaluated as a factor affecting the quality of life (Alpsoy et
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al., 2015). Although the perception of psoriasis severity is not
proportional to the severity of psoriasis, the location and size
of physical symptoms has been identified as the second most
important factor in explaining the perception of psoriasis
severity, and it has been determined that this situation is
mediated by the cognitive fusion of body image (Almeida
et al,, 2020). In our study, it was determined that there was a
moderate relationship between quality of life and stigma and
a weak relationship with the severity of psoriasis. According to
the logistic regression analysis results, stigma and depression
have been identified as independent risk factors effective in
impairing quality of life. The strongest correlation to stigma
was found to be between experiential avoidance, which is
followed by depression, cognitive fusion, and quality of life
score. We found that stigma was not associated with the
severity of psoriasis, patients with low psychological flexibility
felt more stigmatized and had a lower quality of life.

In our study, difficulty in focusing on the present moment,
experiential avoidance, and cognitive fusion in patients with
psoriasis being significantly higher indicates the decreased
psychological flexibility of patients with psoriasis. It was
observed that patients with psoriasis with lower psychological
flexibility have higher depression, anxiety, and internalized
stigma scores and have lower quality of life. In light of these
findings, it is expected that psychological interventions for
increasing psychological flexibility (especially mindfulness,
acceptance, and cognitive defusion interventions) of patients
with psoriasis can increase quality of life by decreasing
internalized stigma and decrease depression and anxiety
symptoms. Aliakbaridehkordi et al. (2021) showed that ACT
improved the physical symptoms, psychological flexibility,
and social life of patients with psoriasis. In another study,
it was found that 64% of the patients who showed 75%
improvement in psoriasis symptoms were patients who
received CBT and standard psoriasis treatment together, and
only 23% of the group who received standard treatment could
reach this level of improvement (Qureshi et al., 2019). Data in
the current study increase our expectancy of improvement
in the quality of life and decrease the perception of stigma,
depression, and anxiety symptoms with interventions toward
increasing psychological flexibility.

CONCLUSION

In patients with psoriasis, quality of life is significantly impaired,
and this can sometimes be disproportionate to the severity
of the disease. The current study contributes to the literature
by demonstrating the necessity of psychological assessment
in patients with psoriasis. We think that our study can be a
source for studies on increasing the quality of life of patients
with psoriasis. It is worth pursuing a further prospective
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controlled study on mindfulness, acceptance, and cognitive
defusion interventions on psoriasis and other chronic
diseases. It may be useful to compare the parameters of the
psychological flexibility of patients with psoriasis before and
after interventions and investigate the effects of psychological
flexibility on other chronic diseases and see whether it is
specific to psoriasis or applies to all chronic diseases.

The results should be interpreted considering the limitations
of the study. First, patients’ and control groups’ non-uniform
distribution of age, education level, and marital status
can be considered a limitation; however, considering the
variables, psychological flexibility was re-compared, and no
difference was found between the patient and control groups.
Another limitation of the study is the cross-sectional design.
Prospective studies are needed to examine the etiological role
of decreases in psychological flexibility on depression, anxiety,
and internalized stigma.
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