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Background: Behcet’s disease  (BD) is a chronic, systemic inflammatory disease 
characterized with higher prevalence of psychiatric disorders, particularly 
major depression. This study aimed to determine the relationship between the 
psychological coping strategies with the disease and depression, anxiety, quality 
of life and disease activity in patients with BD. Methods: Fifty Behcet’s patients 
and 38 control subjects were compared by using Behcet’s disease current activity 
form (BDCAF), quality of life instrument  (QOL), structured clinical interview for 
DSM‑IV axis I disorders  (SCID‑I), ways of coping questionnaire  (WCQ), Beck 
depression inventory  (BDI), and Beck anxiety inventory  (BAI). Results: In terms 
of coping, self‑controlling and positive reappraisal scores were lower in BD 
patients than controls while escape‑avoidance was negatively correlated with age 
in patients. Confrontive coping, accepting responsibility, and escape‑avoidance 
scores were positively correlated with BDI and BAI. Confrontive coping, accepting 
responsibility, and planful problem solving were positively correlated with QOL 
score. Multiple linear regression analysis indicated that confrontative coping was 
the major predictive factor for QOL and BDI scores. Conclusions: Excessive use 
of confrontive coping, accepting responsibility, and escape‑avoidance strategies 
seems to increase depression and anxiety in Behcet’s patients. Besides, among 
those strategies, confrontive coping is significantly associated with depression and 
quality of life in BD patients that should be considered in therapeutic approaches. 
Our results highlighted that Behcet’s patients have different coping strategies than 
healthy controls that may impair the psychological adjustment process.
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are emphasizing about depression, anxiety, and quality 
of life.[5] Major depression prevalence was reported 
as about 20% in BD patients at the time of clinical 
evaluation.[6] In a study, 69.3% of the BD patients 
revealed different levels of psychiatric symptoms; 
somatization, anxiety, and depression were found as the 
most prevalent symptoms.[7] In another study comparing 
BD with psoriasis, BD patients had higher levels of 
psychopathology than did psoriasis patients in terms of 

Original Article

Introduction

Behcet’s disease  (BD) is a chronic, progressive 
multisystemic disorder characterized with common 

manifestations including oral/genital ulcers, skin lesions, 
and systemic manifestations including gastrointestinal, 
musculoskeletal, neurological, ophthalmic, and vascular 
involvements.[1,2] The chronicity features of the disease 
as well as the functional disability cause activity 
limitations that affect the patient’s daily life and lead 
disturbances in psychological well‑being.[3] Chronic 
medical conditions are known to be associated with 
psychiatric disorders particularly related to mood, 
anxiety, and substance use disorders.[4] Likewise, 
many studies about the psychological effects of BD 
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psychological test scores and the duration of the illness 
was found as the major risk factor for the development 
of depression in BD patients.[8]

Coping strategies are very important in the psychological 
adjustment process of chronic diseases, especially 
to prevent psychiatric disorders like depression. 
Coping as a process is defined as the cognitive and 
behavioral efforts to manage psychological stress.[9] 
There are two types of coping strategies: problem and 
emotion focused coping. Problem‑focused strategies 
focus on changing aspects of the environment and the 
person’s relationship. In other words, people using 
problem‑focused strategies try to deal with the cause 
of their problem and aim to change or eliminate the 
source of stress. Emotion‑focused strategies focus 
on emotional responses to the stressors. This type of 
coping aims to alleviate the distress by minimizing, 
reducing, or preventing the emotional components 
of a stressor. People may change the meaning of the 
stressor or transfer attention away from it by using 
emotion‑focused strategies.[10]

Among problem‑focused strategies, confrontive 
coping and planful problem solving, 
and among emotion‑focused strategies, 
positive reappraisal  (reappraising the stressor in a 
positive light) and seeking social support are defined 
as active coping styles. Distancing, self‑controlling, 
accepting responsibility, and escape‑avoidance are the 
other components of emotion‑focused strategies, which 
are mentioned as avoidant strategies.[9,11] Preferring 
active or passive (avoidant) coping styles are important 
factors in patient’s adjustment process, especially for 
chronic diseases. The use of more passive and less 
active coping strategies has been shown to be associated 
with higher levels of depressive symptoms in patients 
with chronic illnesses. It is known that inadequate or 
dysfunctional coping strategies may lead to psychiatric 
disorders like depression and anxiety disorders, and 
also impair the patient’s quality of life.[12‑14] In other 
words, greater use of active coping processes, like 
planful problem‑solving, seeking social support, and 
positive reappraisal is associated with a higher quality 
of life and less depressive symptoms, while greater use 
of passive styles as escape‑avoidance, self‑controlling, 
and distancing is negatively related to well‑being.[11,15]

Patients with chronic diseases use several types of 
coping strategies that may also change over time. In this 
respect, we aimed to determine the effects of coping 
strategies on depression, anxiety and disease activity in 
BD patients. To our knowledge, the present study is the 
first case‑control study determining the consequences of 
coping styles in BD patients.

Methods
Participants
A total of 50 Behcet’s patients who were admitted to 
the outpatient clinic of the dermatology department 
and age, sex, and educational level matched 38 healthy 
controls those over the age of 18 were included in 
the study. Patients with known other dermatological 
diseases, systemic disorders  (i.e.  diabetes mellitus, 
hypertension), mental retardation, serious psychiatric 
disorders including dementia, obsessive‑compulsive 
disorder, psychotic disorders and patients with 
neurological involvement were excluded from the 
study. A written informed consent form was given to all 
patients and controls who accepted to participate in the 
study. Suleyman Demirel University ethics committee 
approved the study.

Measures
The diagnosis of BD was performed according to the 
international study group criteria. BD activity was 
calculated according to the Behcet’s disease current 
activity form  (BDCAF).[16] Quality of life  (QOL) 
instrument developed by Gurel et  al.[17] for skin 
diseases was used to determine the quality of life in 
Behçet patients. According to the QOL instrument, 
the quality of life worsens as the score gets higher. 
A  psychiatrist performed the psychiatric evaluations of 
the patients. All patients and controls were determined 
using the Structured Clinical Interview for Diagnostic 
and Statistical Manual of Mental Disorders, Fourth 
Edition  (DSM‑IV), ways of coping questionnaire, Beck 
depression inventory, and Beck anxiety inventory.[18‑21]

Ways of coping questionnaire (WCQ)
The WCQ is a Likert type scale that assesses the 
coping strategies used by the individual when 
confronted by stressors.[19] WCQ is a 66‑item self‑report 
questionnaire including coping and behavioral 
strategies that people may use to manage internal or 
external demands of stressful situations.[22] Responses 
are rated on a four‑point Likert scale  (0  =  not used, 
3  =  used a great deal) ranging from 1  (I never do 
that) to 5  (I do it always). The WCQ comprises 
eight subscales as: confrontive coping  (6 items), 
distancing  (6 items), self‑controlling  (7 items), seeking 
social support (6 items), accepting responsibility (4 items), 
escape‑avoidance (8 items), planful problem‑solving (6 items), and 
positive reappraisal (7 items).[23] Problem‑focused coping 
item includes the subscales as planful problem‑solving 
and confrontive coping, which are described as efforts 
to alter the situation. Emotion‑focused coping includes: 
distancing, self‑controlling, accepting responsibility, 
escape‑avoidance, seeking social support, and positive 
reappraisal. Higher scores indicate which method is more 
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widely used by the participant in a stressful condition. 
The WCQ has been used in clinical and nonclinical 
samples indicating good reliability and validity.[24,25]

Beck Depression Inventory  (BDI): Beck depression 
inventory  (BDI) is a self‑report inventory that measures 
the severity of depression.[20] BDI includes 21 items 
scored between 0 and 3. The Turkish version was 
validated by Hisli.[26]

Beck Anxiety Inventory  (BAI): Beck ANXIETY 
INVENTORY (BAI) is a self‑report inventory consisting 
of 21‑items scored between 0 and 3 that measures 
the frequency of physiological and other symptoms 
of anxiety experienced during the previous week.[21] 
The Turkish version was validated by Ulusoy et al.[27]

Statistical analyses
Statistical analyses were performed using the 
SPSS software version  22.0  (SPSS Inc., Chicago, 
IL, USA). The variables were investigated using 
visual  (histograms, probability plots) and analytical 
methods  (Kolmogorov‑Smirnov/Shapiro‑Wilk’s test) to 
determine whether or not they were normally distributed. 
Variables were expressed with mean  ±  standart 
deviation. Continuous variables between two groups 
were compared with Independent‑t test. Chi‑square test 
was performed for qualitative variables. The relationship 
between the parameters was assessed by using Pearson’s 
correlation and analysis. Multiple linear regression 
analysis was used to assess independent associations 
between the variables. The calculated P  value  <  0.05 
was considered as statistically significant.

Results
Clinical characteristics of the study subjects
A total of 50  patients with BD diagnosed for more 
than 6  months and age, gender, and educational level 
matched 38 healthy controls participated in the study. 
There was no significant difference between the two 
groups in terms of gender, age, and educational level. 
The score of QOL was higher in Behcet’s group than 
controls (P < 0.001) [Table 1].

The comparison of the WCQ in cases and controls
The mean scores of self‑controlling and positive 
reappraisal were significantly lower in Behcet’s patients 
compared to healthy controls, whereas the mean scores 
of other subscales of WCQ were not statistically 
different between the cases and the controls [Table 2].

Correlations between WCQ and Age, BAI, BDI, 
Duration of the Disease, and QOL in Behcet’s Patients
Escape‑Avoidance score was negatively correlated 
with age in patients, whereas escape‑avoidance was 

not correlated with age in controls. Escape‑avoidance, 
confrontive coping, distancing, and accepting 
responsibility were positively correlated with BAI. 
Escape‑avoidance, confrontive coping, and accepting 
responsibility were positively correlated with BDI. 
Confrontive coping was positively and escape‑avoidance 
was negatively correlated with disease duration. 
Escape‑avoidance, confrontive coping, and accepting 
responsibility were positively correlated with QOL 
score [Table 3].

Correlations of BAI and BDI scores with QOL, 
Disease activity, and Duration of the Disease
BAI was positively correlated with QOL score (r: 0.646, 
P: 0.000) and disease activity  (r: 0.348, P: 0.013). BDI 
was positively correlated with QOL score  (r: 0.642, 
P: 0.000), disease activity  (r: 0.293, P: 0.039), and the 
duration of the disease (r: 0.326, P: 0.021).

Multiple linear regression analysis of variables
Escape‑avoidance, confrontive coping, and accepting 
responsibility, which were statistically correlated to 

Table 1: Descriptive and Clinical Characteristics of 
Cases and Controls

Cases (n: 50) Controls (n: 38) P
Sex F/M, n (%) 29 (58%)/21 (42%) 24 (63.2%)/14 (36.8%) 0.624
Age, mean±sd 36.66±10.94 33.66±10.30 0.195
Duration of 
disease, years, 
mean±sd

8.00±7.17 ‑ ‑

Disease activity, 
mean±sd

3.96±2.11 ‑ ‑

QOL, mean±sd 13.16±9.39 0.81±1.31 *0.000
*P<0.001. QOL: Quality of Life

Table 2: Comparison of WCQ in Cases and Controls
Group Mean±sd P 

Confrontive Coping Cases 6.54±3.59 0.436
Controls 7.15±3.76

Distancing Cases 8.36±2.78 0.238
Controls 9.28±4.52

Self‑controlling Cases 8.86±3.21 *0.008
Controls 11.23±4.93

Seeking Social Support Cases 7.88±3.99 0.961
Controls 7.92±3.80

Accepting Responsibility Cases 6.44±2.53 0.665
Controls 6.18±2.97

Escape‑avoidance Cases 8.24±4.12 0.509
Controls 8.84±4.35

Planful Problem‑solving Cases 9.06±3.68 0.799
Controls 8.81±5.28

Positive Reappraisal Cases 8.22±4.08 *0.005
Controls 10.89±4.67

*P<0.05.WCQ: Ways of Coping Questionnaire

[Downloaded free from http://www.njcponline.com on Tuesday, May 5, 2020, IP: 197.90.36.231]



Atay and Erturan: Coping, Behcet’s disease, depression

683Nigerian Journal of Clinical Practice  ¦  Volume 23  ¦  Issue 5  ¦  May 2020

QOL, were considered for multiple regression analysis. 
Multiple linear regression analysis indicated that 
confrontive coping was the major predictive factor for 
QOL [Table 4].

Escape‑avoidance, confrontive coping, and accepting 
responsibility, which were statistically correlated to BDI, 
were considered for multiple regression analysis. The 
major predictive factor for Beck depression score was 
confrontive coping [Table 5].

Discussion
Coping strategies have crucial importance during the 
adjustment process to BD. Inappropriate strategies are 
known to predispose depression, anxiety, and worse 
quality of life as mentioned before in other chronic 
diseases like MS and dermatological patients.[28‑30] 
Therefore, in this study, we aimed to determine the 
effects of coping styles for Behcet’s patients in terms of 
depression, anxiety, quality of life, disease duration, and 
disease activity.

We found that positive reappraisal and self‑controlling 
scores were lower in Behcet’s patients than in controls. 

Positive reappraisal is an active coping style, which 
is known as an adaptive mechanism protecting 
from psychological distress rather than avoidant 
styles.[31] Also, in positive reappraisal, the stressful 
situation is reconstructed as beneficial, benign, or 
valuable. Researchers have demonstrated that the 
ability to find benefit from adversity is associated with 
improved health outcomes.[32‑35] Positive reappraisal is 
a beneficial style in many chronic medical conditions 
like breast cancer, cardiac disorders, and amyotrophic 
lateral sclerosis.[36‑38] In our study, Behcet’s patients, 
which is also a chronic condition, were using positive 
reappraisal less than the controls which may impair the 
adjustment process to the disease. Another subscale, 
which was lower in BD patients, was self‑controlling. 
Self‑controlling is defined as efforts to regulate one’s 
own emotions, thoughts, and behavior.[22] Therefore, 
when coping with chronic diseases, lower self‑control 
as we found in BD patients, may cause problems in 
impulse control or anger management.

Depression and anxiety are the most common psychiatric 
disorders in patients with BD.[8,39,40] In our study, in line 
with the previous studies, depression, anxiety, and poor 
quality of life were positively related to disease activity 
and duration of the disease.[5,41] In other words, as the 
duration and severity of the disease increase, patients 
become more depressive and anxious rather than more 
“adaptive.”

In our study, it was found that using escape‑avoidance 
and accepting responsibility strategies lead an increase 
in depression and anxiety symptoms. Also, distancing 
was positively associated with anxiety in patients. It 
is known that escape‑avoidance is a kind of thinking 
and behavioral effort to escape or avoid a stressful 
situation. In other words, patients may not talk about 
their disease or may not even seek help in order to 
avoid. In concordance with escape‑avoidance, distancing 
is also known as a cognitive detachment that patients 
“go on as if nothing happened.” Besides, accepting 
responsibility, which is an also passive coping style, 
is described as acknowledges one’s own role in the 
problem with a concomitant theme of trying to put 
things right. Accepting responsibility also lowers the 

Table 3: Correlation Coefficients Between Coping WCQ and Age, BAI, BDI, Duration of the Disease, and QOL score
Age

(r‑value)
BAI

(r‑value)
BDI

(r‑value)
QOL

(r‑value)
Duration of the disease

(r‑value)
Escape‑avoidance *‑0.361 *0.316 *0.363 *0.320 *‑0.302
Confrontive Coping ‑ *0.324 **0.386 ***0.502 *0.290
Distancing ‑ *0.304 ‑ ‑ ‑
Accepting responsibilities ‑ *0.291 *0.290 *0.295 ‑
*P<0.05 **P<0.01 ***P<0.001.BAI: Beck anxiety ınventory, BDI: Beck depression ınventory, QOL: Quality of life

Table 4: Multiple linear regression analyses associated 
with QOL in Behçet’s patients

Independent variables Standart regression coefficients (β)
QOL 

Escape‑avoidance 0.155
Confrontive coping 0.454**
Accepting responsibility 0.033
R2 (multiple coefficient 
of determination)

**0.279

*P<0.05 **P<0.01 QOL: Quality of life

Table 5: Multiple linear regression analyses associated 
with BDI in Behçet’s patients

Independent variables Standart regression coefficients (β)
BDI

Confrontive coping *0.308
Accepting responsibilities 0.039
Escape‑avoidance 0.280
R2 (multiple coefficient of 
determination)

**0.007

*P<0.05 **P<0.001 BDI: Beck depression ınventory
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quality of life while raising depression and anxiety 
symptoms. Eventually, escape avoidance, accepting 
responsibility, and distancing are all among passive 
coping approaches those were related to depression 
and anxiety in BD patients in our study. Our results are 
in accordance with the findings that more passive and 
less active coping strategies are associated with higher 
levels of depressive symptoms in patients with chronic 
illnesses.[33,42,43] Mohr et  al.[44] and Lynch et  al.[45] have 
shown that passive or emotion‑focused coping styles 
are related with depressive symptomatology in multiple 
sclerosis  (MS) which is a disease associated with 
chronicity, relapsing‑remitting course, multisystem 
involvement, and unpredictable clinical process, as in 
BD. In cases where the stressor can be controlled, more 
problem‑focused coping methods are used, which leads 
to fewer psychological problems. But stressors, which 
are perceived to be less controllable like in BD and 
MS, patients, are more likely to use emotion‑focused 
and passive coping styles that may affect the well‑being 
of the patient.[11] In order to prevent BD patients from 
depression and anxiety, clinicians have to be more 
informative to patients about the disease that has an 
unpredictable course. Establishing a better relationship 
with patients may decrease avoidant coping styles.

In our study, confrontive coping style was significantly 
increasing depression and anxiety, and also was 
related to worse quality of life in BD patients. It 
was remarkable that although confrontive coping was 
classified as an active coping style, it was the strongest 
predictive factor for depression and poor quality 
of life in our patients. In the literature, confrontive 
coping was defined as aggressive efforts to change 
the situation. Besides, this kind of strategy may lead 
to some degree of hostility and risky behaviors and 
patients may have difficulties to control their emotions. 
In confrontive coping, the main emotion is anger. 
Patients may blame someone, something or themselves 
that may cause treatment incompatibility. Therefore, 
based on our findings, less use of confrontive coping 
strategy may decrease anger and depressive symptoms 
in BD patients that should be considered in therapeutic 
approaches.

In terms of coping strategies and disease duration, 
confrontive coping and depression increased while 
escape‑avoidance was decreasing over the years. In 
other words, patients do not avoid the problems caused 
by the disease over time. The clarification of the disease 
process and being more experienced about the illness 
may be related to less avoidance. However, we found 
that confrontive coping style is still a risk factor for 
depression and lower quality of life even after years.

One of the limitations of our study is the sample 
size that BD is specific to regions, which limits the 
number of patients. Besides, the assessment of coping 
strategies was based on a self‑reporting questionnaire. 
Nevertheless, a detailed assessment of the coping 
strategies in BD patients in terms of depression, anxiety, 
disease duration, and quality of life for the first time is 
the major strength of our study.

In conclusion, this study suggests that BD patients have 
different coping strategies than healthy controls. Passive 
coping styles increase depressive symptoms with 
anxiety and impair the quality of life similar to other 
chronic disorders. Anxiety and depression are increasing 
with poor quality of life and disease activity. Disease 
duration is also related to depressive symptomatology. 
However, among all coping styles, confrontive coping 
is the strongest predictive factor for depression and 
poor quality of life in patients with BD although it is 
an active style. Further longitudinal studies investigating 
different therapeutic approaches in BD patients would 
provide more informative data.

Declaration of patient consent
The authors certify that they have obtained all 
appropriate patient consent forms. In the form, the 
patients have given their consent for their images and 
other clinical information to be reported in the journal. 
The patients understand that their names and initials will 
not be published and due efforts will be made to conceal 
their identity, but anonymity cannot be guaranteed.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

References
1.	 Yurdakul  S, Yazici  H. Behcet’s syndrome. Best Pract Res Clin 

Rheumatol 2008;22:793‑809.
2.	 Mendes  D, Correia  M, Barbedo  M, Vaio  T, Mota  M, 

Gonçalves O, et  al. Behcet’s disease—A contemporary review. 
J Autoimmun 2009;32:178‑88.

3.	 Tanriverdi  N, Taskintuna  I, Dürü C, Ozdal  P, Ortac  S, 
Fırat E. Health‑related quality of life in Behcet patients with 
ocular involvement. Jpn J Ophthalmol 2003;47:85‑92.

4.	 Wells  KB, Golding  JM, Burnam  M. Psychiatric disorder in 
a sample of the general population with and without chronic 
medical conditions. Am J Psychiatry 1988;145:976‑81.

5.	 Uguz F, Dursun R. Kaya N, Cilli AS. Quality of life in patients 
with Behcet’s disease: The impact of major depression. Gen 
Hosp Psychiatry 2007;29:21‑4.

6.	 Dursun  R, Uguz  F, Kaya  N, Savas Cilli  A, Endogru  H. 
Psychiatric disorders in patients with Behçet’s disease. Int J 
Psychiatry Clin Pract 2007;11:16‑20.

7.	 Bagheri  F, Mani A, Tadayyoni A, Firozi  F, Nazarinia MA. The 
prevalence of psychiatric symptoms in the patients with Behcet’s 

[Downloaded free from http://www.njcponline.com on Tuesday, May 5, 2020, IP: 197.90.36.231]



Atay and Erturan: Coping, Behcet’s disease, depression

685Nigerian Journal of Clinical Practice  ¦  Volume 23  ¦  Issue 5  ¦  May 2020

disease in Shiraz, Southwest of Iran. JMOOD 2013;3:28‑32.
8.	 Taner  E, Cosar  B, Burhanoglu  S, Calikoglu  E, Onder  M, 

Arikan  Z. Depression and anxiety in patients with Behçet’s 
disease compared with that in patients with psoriasis. Int J 
Dermatol 2007;46:1118‑24.

9.	 Lazarus  RS. Coping theory and research: Past, present, and 
future. Psychosom Med 1993;55:234‑47.

10.	 Carver  CS. Coping. In: Contrada  RJ, Baum  A, editors. The 
Handbook of Stress Science: Biology, Psychology, and Health. 
New York: Springer Publishing Company; 2011. p. 220‑9.

11.	 Folkman S, Lazarus RS. An analysis of coping in a middle‑aged 
community sample. J Health Soc Behav 1980;21:219‑39.

12.	 Fleishman  JA, Sherbourne  CD, Crystal  S, Collins  RL, 
Marshall  GN, Kelly  M, et  al. Coping, conflictual social 
interactions, social support, and mood among HIV‑infected 
persons. Am J Community Psychol 1995;28:421‑53.

13.	 Rowland  JH, Massie MJ. Breast cancer. In: Holland  JC, editor. 
Psycho‑oncology. New  York: Oxford University Press; 1998. 
p. 380‑401.

14.	 Pozzilli C, Schweikert B, Ecari U, Oentrich W, Bugge JP. Quality 
of life and depression in multiple sclerosis patients: Longitudinal 
results of the BetaPlus. J Neurol 2012;259:2319‑28.

15.	 Bucks  RS, Cruise  KE, Skinner  TC, Loftus  AM, Barker  RA, 
Thomas MG. Coping processes and health‑related quality of life 
in Parkinson’s disease. Int J Geriatr Psychiatry 2011;26:247‑55.

16.	 Tursen  U. Activation markers in Behcet disease. TURKDERM 
2009;43:74‑86.

17.	 Gurel  MS, Yanik  M, Simsek  S, Kati  M, Karaman  A. Quality 
of life instrument for Turkish people with skin diseases. 
J Dermatolog 2005;44:933‑8.

18.	 First  MB, Gibbon  M, Spitzer RL, et  al. Structured Clinical 
Interview for DSM‑IV Axis I Disorders  (SCID‑I), Clinical 
Version. Washington  D.C. and London: American Psychiatric 
Press; 1997.

19.	 Folkman  S, Lazarus  RS. If it changes it must be a process: 
Study of emotion and coping during three stages of a college 
examination. J Pers Soc Psychol 1985;48:150‑70.

20.	 Beck  AT, Ward  CH, Mendelson  M, Mock  J, Erbaugh  J. An 
inventory for measuring depression. Arch Gen Psychiatry 
1961;4:561‑71.

21.	 Beck  A, Steer  R. Beck Anxiety Inventory Manual. 2nd  ed. 
San Antonio, TX: Psychological Corporation; 1993.

22.	 Folkman  S, Lazarus  RS, Gruen  RJ, Delongis  A. Appraisal, 
coping, health status, and psychological symptoms. J  Pers Soc 
Psychol 1986;50:571‑9.

23.	 Folkman  S, Lazarus  RS, Dunkel‑Schetter  C, Delongis  A, 
Gruen  RJ. Dynamics of a stressful encounter:  cognitive 
appraisal, coping, and encounter outcomes J Pers Soc Psychol 
1986;50:992‑1003.

24.	 Parker  JDA, Endler  NS, Bagby  RM. If it changes, it might be 
unstable: Examining the factor structure of the Ways of Coping 
Questionnaire. Psychol Assess 1993;5:361‑8.

25.	 Sahin  NH, Durak  A. Ways of coping strategies inventory: 
Adaptation for university students. J Psychol 1995;10:56‑73.

26.	 Hisli  N. Reliability and validity of Beck Depression Inventory 
among university students. J Psychol 1989;7:3‑13.

27.	 Ulusoy M, Şahin NH, Erkmen  H. Turkish version of the Beck 
Anxiety Inventory: Psychometric properties. J  Cogn Psychother 
1996;12:163‑72.

28.	 Goretti B, Portaccio E, Zipoli V, Razzolini L, Amato MP. Coping 
strategies, cognitive impairment, psychological variables and 
their relationship with quality of life in multiple sclerosis. Neurol 
Sci 2010;31:227‑30.

29.	 Mazzotti  E, Mastroeni  S, Lindau  J, Lombardo  G, Farina  B, 
Pasquini  P. Psychological distress and coping strategies in 
patients attending a dermatology outpatient clinic. J  Eur Acad 
Dermatol Venereol 2012;26:746‑54.

30.	 Gumuchian  ST, Peláez S, Delisle  VC, Carrier  ME, Jewett  LR, 
El‑Baalbaki  G, et  al. Understanding coping strategies among 
people living with scleroderma: A  focus group study. Disabil 
Rehabil 2017;17:1‑10.

31.	 Folkman S. Positive psychological states and coping with severe 
stress. Soc Sci Med 1997;45:1207‑21.

32.	 Garland E, Gaylord S, Park J. The role of mindfulness in positive 
reappraisal. Explore (NY) 2009;5:37‑44.

33.	 Carver  CS, Pozo  C, Harris  SD, Noriega  V, Scheier  MF, 
Robinson DS, et al. How coping mediates the effect of optimism 
on distress: A  study of women with early stage breast cancer. 
J Pers Soc Psychol 1993;65:375‑90.

34.	 Himelein  MJ, McElrath  JV. Resilient child sexual abuse 
survivors: Cognitive coping and illusion. Child Abuse Neglect 
1996;20:747‑58.

35.	 Major  B, Richards  C, Cooper  ML, Cozzarelli  C, Zubek  J. 
Personal resilience, cognitive appraisals, and coping: An 
integrative model of adjustment to abortion. J  Pers Soc Psychol 
1998;74:735‑52.

36.	 Manne  S, Ostroff  J, Winkel  G, Goldstein  L, Fox  K, Grana  G. 
Posttraumatic growth after breast cancer: Patient, partner, and 
couple perspectives. Psychosom Med 2004;66:442‑54.

37.	 Santavirta  N, Kettunen  S, Solovieva  S. Coping in spouses of 
patients with acute myocardial infarction in the early phase of 
recovery. J Cardiovasc Nurs 2001;16:34‑46.

38.	 Young JM, McNicoll P. Against all odds: Positive life experiences 
of people with advanced amyotrophic lateral sclerosis. Health 
Social Work 1998;23:35‑43.

39.	 Karlidag  R, Unal  S, Evereklioglu  C. Stressful life events, 
anxiety, depression and coping mechanisms in patients 
with Behçet’s disease. J  Eur Acad Dermatol Venereol 
2003;17:670‑5.

40.	 Calikoglu  E, Onder  M, Cosar  B, Candansayar  S. Depression, 
anxiety levels and general psychological profile in Behçet’s 
disease. Dermatology 2001;203:238‑40.

41.	 Melikoglu MA, Melikoglu M. The relationship between disease 
activity and depression in patients with Behcet disease and 
rheumatoid arthritis. Rheumatol Int 2010;30:941‑6.

42.	 Walker  K, Lindner  H, Noonan  M. The role of coping in the 
relationship between depression and illness severity in chronic 
fatigue syndrome. J Allied Health 2009;38:91‑9.

43.	 Trivedi  RB, Blumenthal  JA, O’Connor  C, Adams  K, 
Hinderliter  A, Sueta‑Dupree  C, et  al. Coping styles in heart 
failure patients with depressive symptoms. J  Psychosom Res 
2009;67:339‑46.

44.	 Mohr DC, Goodkin DE, Gatto N, Van der Wende J. Depression, 
coping and level of neurological impairment in multiple sclerosis. 
Mult Scler 1997;3:254‑8.

45.	 Lynch SG, Kroencke DC, Denney DR. The relationship between 
disability and depression in multiple sclerosis: The role of 
uncertainty, coping, and hope. Mult Scler 2001;7:411‑6.

[Downloaded free from http://www.njcponline.com on Tuesday, May 5, 2020, IP: 197.90.36.231]


