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Abstract

This study compared the severity of chronic idiopathic urticaria (CIU) and psychiatric
symptoms between patients with different levels of posttraumatic stress disorder (PTSD) and
investigated a model depicting the interrelationship between PTSD from past trauma, person-
ality traits, coping strategies, CIU severity and psychiatric symptom severity. One hundred
CIU and 60 allergy patients participated in the study, completing measures on PTSD,
psychiatric symptoms, personality traits and coping strategies. The results showed that for
CIU patients, 7%, 40 and 34% met the diagnostic criteria for no-PTSD, partial-PTSD and full-
PTSD respectively whereas for allergy patients, 15%, 45 and 18% met the same criteria. Apart
from CIU, psychiatric symptom severity differed significantly between diagnostic groups.
PTSD was associated with coping strategies which were in turn associated with CIU severity
and psychiatric symptom severity. PTSD was not significantly associated with personality.
Emotion-focused coping mediated PTSD and CIU severity, PTSD and psychiatric symptom
severity and neuroticism and CIU severity. To conclude, psychiatric symptom severity varies
depending on the level of PTSD among CIU patients. Neurotic patients with a high level of
PTSD from past trauma show raised CIU and psychiatric symptom severity when using
emotion-focused coping strategies.

Keywords Posttraumatic stress disorder - Chronic idiopathic urticaria - Coping - Personality

Introduction

Chronic idiopathic urticaria (CIU) is a distressing dermatological disorder. Patients experience
daily or frequent wheals and itching lasting at least 6 weeks for which there is no obvious
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cause. These symptoms can last from several months to several years. Research shows that the
prevalence rate for CIU patients meeting the diagnostic criteria for posttraumatic stress
disorder (PTSD) from past traumas ranges from 32 to 34% [1, 2]. Elevated PTSD symptom
severity was associated with increased CIU symptom severity. A large proportion (82%) of
CIU patients are also thought to suffer from general psychological disorders [2]. CIU patients
with PTSD report significantly higher anxiety than CIU patients without PTSD and allergy
patients [1].

Two gaps in knowledge are noteworthy in the relevant literature. Firstly, little is known
regarding the role of partial-PTSD among these patients. PTSD occurs along a continuity of
normal to abnormal stress reactions. Although people may not meet the full diagnostic criteria
for PTSD, they can still experience severe impairment in functioning and need the same level
of care as those with a full diagnosis. Thus, classifying PTSD reactions at different levels is
seen to be important [3, 4].

Secondly, we know little about whether personality traits and coping strategies have a role
to play in the relationship between PTSD from past trauma and physical (CIU severity) or
psychological outcomes among these patients. Increasingly, evidence suggests that coping and
personality influence responses to trauma. Turning first to coping strategies, according to the
two-stage appraisal of stress model [5, 6], when a stressful event (trauma) happens, one reacts
to it actively, rather than passively, engaging in psychological processes in which one appraises
(primary appraisal) whether it is potentially or actually harmful to one’s psychological well-
being. If harmful, one copes with the resultant psychological distress by deciding on a course
of action (secondary appraisal). Trauma can lead to the endorsement of coping strategies, be
they adaptive or maladaptive [7].

Broadly speaking, there are two coping strategies: emotion-focused and problem-focused.
Emotion-focused coping involves effort to reduce the discomfort associated with the stressful
situation without, in fact, changing the situation itself. Problem-focused coping involves
planful action to change the stressful situation by acting on the environment or ourselves
[5, 6]. These coping strategies influence health outcomes in different ways: emotion-focused
coping tends to be endorsed by those who have PTSD and leads to a higher level of anxiety
[8, 9]. Patients suffering from life threatening illnesses [10, 11] have reported using a great deal
of emotion-focused coping and suffering from an elevated psychiatric symptom severity.

On the other hand, low level use of emotion-focused coping is associated with reduced
psychiatric symptoms and general psychological distress [12]. Conversely, problem-focused
coping tends to buffer against psychiatric symptoms [13], although a couple of studies showed
an increase in PTSD symptoms [14] and long term emotional distress [15]. Literature suggests
that past trauma can have an impact on coping, which mediates [16] between PTSD and health
outcomes. This mediational effect has been supported in literature [17].

Turning to personality traits, research shows an interweave between PTSD, personality and
health outcomes [18]. For example, neuroticism and introversion were positively associated
with PTSD and psychiatric co-morbidity e.g., [18-23]. Psychoticism was also positively
associated with PTSD among victims of different kinds e.g., [24-26]. This is a common trait
among those who have been severely affected by trauma and developed a high level of PTSD
[27, 28] or who have received specialized inpatient treatment for trauma [29].

Personality traits and coping strategies are not independent of each other, relating to
influence health outcomes [16, 18, 30, 31]. It has been advocated that within the integrative
conceptual framework of the coping process [32], personality traits influence our response to a
crisis which, in turn, triggers an appraisal or coping process leading to certain health outcomes.
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The differential choice-effectiveness model also points to the fact that personality traits can
influence choice when it comes to coping strategy [33]. Similarly, Horowitz’s [34] stress
response syndrome alluded to the fact that trauma precedes drastic changes in the way people
perceive themselves, pre-empting a great deal of emotional distress. To prevent emotional
exhaustion, coping strategies are employed to try to inhibit the flow of traumatic information to
a tolerable extent [35-37].

This suggests a model: PTSD from past trauma is related to personality traits or coping
strategies which influence health outcomes. PTSD can influence personality traits which
impact on coping strategies to influence health outcomes. This model (depicted in Fig. 1)
has not been examined among CIU patients.

The present study 1) compared the severity of CIU and psychiatric symptoms according to
levels of PTSD and 2) examined the model depicted in Fig. 1. We hypothesized that there
would be significant differences between patients with different levels of PTSD in the severity
of CIU and psychiatric symptoms. We also hypothesized that PTSD would be associated with
coping strategies or personality traits which in turn would be associated with CIU and
psychiatric symptom severity. Furthermore, we hypothesized that PTSD would be associated
with personality traits which would be associated with coping strategies to influence CIU and
psychiatric symptom severity.

Methods
Procedure

One hundred CIU and 60 allergy patients (control group) were recruited consecutively within a
12 month period from an immunology clinic in one hospital in the United Kingdom. Allergy
patients were included for comparison purposes (to compare PTSD and co-morbidity rates and
personality traits and coping strategies). The recruitment procedure and the inclusion and
exclusion criteria of the study have been described elsewhere [1]. Approval was granted by the
Plymouth Local Research Ethics Committee.

'

Coping

Psychiatric
symptoms

Fig. 1 The hypothesized model
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Measures

Demographic information was used to record information on gender, age, marital status,
ethnicity, occupation, education level, time since onset of CIU or most recent allergy and
other illnesses.

The Posttraumatic Stress Diagnostic Scale (PDS) [38] aims to assess PTSD, based on
DSM-IV criteria, and was completed by both the CIU and allergy groups. Patients were
classified into four groups: no trauma (no experience of previous trauma), no-PTSD (not
meeting the diagnostic criteria), partial-PTSD [meeting the criteria for 1 or 2 of the symptom
sub-scales (re-experiencing, avoidance, hyperarousal) or all three sub-scales but without
feelings of helplessness, terror and an impact upon daily functioning] and full-PTSD (meeting
all criteria). This scale has shown good reliability and validity and good agreement with the
Structured Clinical Interview for Diagnosis (kappa = 0.65, agreement = 82%, sensitivity = 0.89
and specificity = 0.75). Based on the current sample, Cronbach’s « for PTSD total was 0.92.

The General Health Questionnaire-28 (GHQ-28) [39] yields four subscales: somatic prob-
lems, anxiety, social dysfunction and depression. Reliability coefficients range from 0.78 to
0.95 [40]. Based on the current sample, the reliability of the four subscales was good (somatic
problems, «=0.82, anxiety, «=0.87, social dysfunction, «=0.88, depression, x=0.89, GHQ
total, x=0.95).

Chronic idiopathic urticaria severity was assessed using a local variation of a scoring
system devised by the European Association of Allergy and Clinical Immunology (EAACI)
(Zuberbier et al., 2006). Previously, several scoring systems had been proposed using scales
from 0 to 3 or up to 10 points. For the purpose of this study, a unified scoring system was
proposed that would facilitate comparison of study results from different centres. This simple
scoring system is based on the assessment of key urticaria symptoms (wheal and pruritus). Our
local variation included frequency of episodes of urticaria, duration of lesions, effect on
respiration, facial involvement, school/work, severity of itching and effect on sleep and used
a scale from 0 to 14.

The NEO-Five Factor Inventory (NEO-FFI) [41] aims to measure the “Big Five” person-
ality traits: neuroticism, extraversion, openness to experience, agreeableness and conscien-
tiousness. The respective internal consistencies were: 0.86, 0.77, 0.73, 0.68 and 0.81. The
respective reliability scores were 0.88, 0.78, 0.70, 0.71 and 0.85 for the current study.

The Ways of Coping Checklist (WOC) [42] aims to examine “problem-focused” or
“emotion-focused” functions of coping. This checklist measures eight coping strategies and,
based on the current sample, reliability scores were 0.70 (confrontive coping), 0.74 (distanc-
ing), 0.70 (self-controlling), 0.76 (seeking social support), 0.72 (accepting responsibility), 0.77
(escape-avoidance), 0.70 (problem solving) and 0.66 (positive reappraisal).

Data Analysis Plan

Descriptive statistics were used to describe the demographic information of the samples and
the percentages of patients meeting different levels of PTSD diagnosis. To compare differences
between diagnostic groups, ANOVA, MANOVA and loglinear analyses were used. Partial
least squares (PLS) modelling was used to examine the hypothesized model. Briefly, PLS
generates outer and inner model estimates. Outer model estimates refer to the loadings for each
indicator and show how strongly it relates to the construct. To examine outer model estimates
is to examine the validity and reliability (composite reliability, Cronbach’s alpha, convergent
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validity, discriminant validity) of the items in the model. Incorporating multiple indicators of
the construct increases the reliability of what the construct represents. To this end, for the
construct of CIU severity, 3 item parcels were created. Three indicators (openness, agreeable-
ness, CIU severity 3) were dropped from the model because of the weak loading scores (—0.04,
—0.31 and 0.07 respectively). Inner model estimates refer to the linear relationship between
constructs by means of regression coefficients. PLS does not generate a test of model fit but
provides estimates of path coefficients in the model and tests whether these path coefficients
differ significantly from zero. The tests were carried out using bootstrap resampling (rz = 1000)
to generate t statistics. PROCESS was used to examine meditational paths identified in the
PLS analyses.

Results
Sample Characteristics

One hundred CIU patients (F = 82, M = 18) participated in the study; 95% had CIU for the first
time. The mean age was 46.52 + 14.10. The sixty allergy (type I hypersensitivity) patients (F =
39, M =21) recruited had a mean age of 36.23 + 15.88. Using the PDS diagnostic criteria, 19%
of CIU patients reported no traumas in life to date; 7%, 40 and 34% met the diagnostic criteria
for no-PTSD, partial-PTSD and full-PTSD respectively. Of the allergy patients, 22% did not
report any traumatic experiences; 15%, 45 and 18% respectively met the criteria for the same
diagnoses.

Comparing the differences between diagnostic groups, we combined the no trauma and no-
PTSD groups. In terms of how long ago the most traumatic event had happened, there were no
significant differences between the PTSD diagnostic groups [CIU: no trauma/no-PTSD, mean
(in months)=219.80+ 184.72, partial-PTSD, mean = 132.32 + 140.12, full-PTSD, mean =
112.96 +£133.99; Allergy: no trauma/no-PTSD, mean =206.80+307.64, partial-PTSD,
mean = 74.15 + 68.39, full-PTSD, mean = 133.00 + 127.39, F(2,109) = 2.78, ns], nor was there
an interaction effect [illness types x PTSD diagnostic groups x how long ago the traumatic
event occurred F(2,109) =0.85, ns].

Table 1 shows the demographic information, means and standard deviations for CIU
severity, psychiatric symptom severity, personality traits and coping strategies between the
diagnostic groups. Three-way loglinear analysis showed that the final models indicated good
model fits (no significant differences between groups) for gender, income, marital status and
education level. There were no three-way interaction effects for these variables. MANOVA
revealed no significant differences between the diagnostic groups in age, onset of symptoms
and number of other illnesses. Neither were there any significant interaction effects. Almost all
of the CIU and allergy patients were Caucasian.

Differences in the CIU and Psychiatric Symptom Severity According to Level of PTSD

In terms of CIU severity, no significant difference was found between the three PTSD
diagnostic groups. However, MANOVA revealed significant differences in somatic problems
(p<0.001), anxiety (p < 0.001), social dysfunction (p <0.001) and depression (p <0.01). Post
Hoc analyses (LSD) showed that the full-PTSD patients reported significantly higher psychi-
atric symptoms than the no-trauma/no-PTSD and partial-PTSD groups at the « level of 0.01.
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Examination of the Hypothesized Model Depicting the Interrelationship
between PTSD, Personality Traits, Coping Strategies and Health Outcomes

Before analysing the hypothesized model, MANOVA was used to examine personality traits
and coping strategies according to diagnostic groups. Turning to personality traits, there were
significant differences between groups in neuroticism with the full-PTSD group reporting a
significantly higher level than the no-trauma/no-PTSD and partial-PTSD groups at the o level
of 0.001. Regarding coping strategies, the full-PTSD group used significantly more emotion-
focused coping than the other two groups at the « level of 0.05. There were no significant
interaction effects (illness types x PTSD diagnostic types x dependent variables) for psychiatric
symptoms, personality traits and coping strategies.

To examine the hypothesized model depicting the interrelationship between PTSD, per-
sonality traits, coping strategies and health outcomes (CIU and psychiatric severity), we
carried out partial least squares (PLS) modelling [43]. This analytic technique has been
described in detail in recent PTSD studies e.g. [2, 44].

The outer model results of the correlations between constructs, composite reliability,
average variance extracted, discriminant validity, communality and redundancy are shown in
Table 2. The values of composite reliability and Cronbach’s alpha were mostly over the
minimum threshold of 0.70 [45] indicating the reliability of these scales. The average variance
extracted (AVE) for all constructs was above 0.50 indicating convergent validity of all the
constructs except personality (although this was very close to the ideal threshold). There was
also evidence for satisfactory discriminant validity in that all the square root of AVE values
were greater than the correlations between any of the paired constructs in the model.

The inner model results of the path coefficients for relationships between constructs are
shown in the final PLS structural model depicted in Fig. 2. PTSD from past trauma was
significantly correlated with coping (B=0.19, SE=0.08, 1=2.31, p<0.05, 95% CI: 0.35-
1.04, £2=0.20, a medium effect) which, in turn, was significantly correlated with CIU severity
(B=0.32, SE=0.08, r=3.59, p<0.01, 95% CI: 0.01-0.05, 2=0.08, a small effect) and
psychiatric symptom severity (B=0.19, SE=0.07, 1=2.42, p<0.05, 95% CI: 0.10-0.43,
2=0.11, close to a medium effect). Personality was significantly correlated with coping

Table 2 The results of the correlations between constructs, composite reliability, average variance extracted,
discriminant validity, communality and redundancy

Correlations CR* AVE®  AVE® Average Average
communality redundancy
1 2 3 4 5
1 PTSD 1 099 099 099 0.99 0.00
2 Personality 0.23* 1 0.73 049 0.70 0.60 0.00
3 Coping 041%* 021*% 1 0.85 0.74 0.86 0.80 0.08
4 CIU severity 0.13 0.10 028 1 0.77 0.63 0.79 0.66 0.12
5 Psychiatric 0.65%* 0.15 031** 014 1 091 072 0.84 0.68 0.33

symptoms

#p<0.05; *¥p <0.01
2 Composite reliability
b Average variance extracted (convergent validity)

¢ square root of AVE to indicate whether or not discriminant validity is satisfactory
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Fig. 2 The results of the final PLS model with significant paths at 5% or better (dotted arrows denote non-
significant paths)

(B=0.23, SE=0.11, t=2.01, p<0.05, 95% CI: 0.02-0.37, £2=0.04, a small effect) and
psychiatric symptom severity (B=0.60, SE=0.07, t=7.78, p<0.01, 95% CI: -0.03-0.27,
2=0.02, a small effect).

The R? values for the endogenous variables of personality, coping strategies, CIU severity
and psychiatric symptom severity were 0.01, 0.10, 0.19 and 0.49 respectively. They were weak
values except for psychiatric symptoms which was moderate. The average R was 0.15. The
GoF index was 0.34 which indicated an acceptable fit and allowed us to conclude that the
predictive relevance of the model was acceptable. Omission distance G =30 blocks was used
for the blindfolding analysis. High values were recorded for most of the blocks for the
communality index (this measures the quality of the measurement model for each block).
They were over and above zero (Fornell and Cha, 1994) and the average communality was
0.75. On the other hand, all the values for the redundancy index which measures the quality of
the structural model for each endogenous block were lower, taking into account the measure-
ment model. The average redundancy was 0.12.

Mediational Analysis

The PLS results showed that PTSD and personality traits influenced coping strategies which,
in turn, impacted on CIU and psychiatric symptom severity. This implies that coping mediated
the relationships between 1) PTSD and CIU severity, 2) PTSD and psychiatric symptoms, 3)
personality and CIU and 4) personality and psychiatric symptoms. To verify this PROCESS
[46] was used to assess indirect effects in multiple mediator models. This would estimate the
path coefficients in a mediator model and generate bootstrap confidence intervals (bias-
corrected and accelerated) for testing total and specific indirect effects of X on Y through
multiple mediators of coping. The bootstrap estimates were based on 1000 bootstrap samples.
Point estimates and confidence intervals (95%) are estimated for the indirect effects. The point
estimate is considered to be significant when the confidence interval does not contain zero. The
results suggested significant indirect effects in that emotion-focused coping mediated the path
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between PTSD and CIU severity as well as PTSD and psychiatric symptoms. It also mediated
the path between neuroticism and CIU severity (see Table 3).

Discussion

The present study compared CIU and psychiatric symptom severity between patients with
different levels of PTSD from past trauma and examined the interrelationship between PTSD,
personality traits, coping strategies and health outcomes (CIU and psychiatric symptom
severity). The results partially supported hypothesis one in that while psychiatric symptom
severity differed significantly between diagnostic groups, CIU severity was similar across
groups. Hypothesis two was also partially supported in that PTSD was associated with coping
strategies which were in turn associated with CIU and psychiatric symptom severity. Surpris-
ingly, PTSD was not significantly associated with personality. Mediational analysis showed
that emotion-focused coping mediated 1) PTSD and CIU severity, 2) PTSD and psychiatric
symptoms and 3) neuroticism and CIU severity.

The finding that CIU patients with full-PTSD reported higher rates of psychiatric symptoms
than the other groups provided further support for the dose-response hypothesis [47, 48]. That
is, the greater the severity of PTSD symptoms, the stronger the psychiatric symptoms.
Interestingly, this dose-response phenomenon only occurred as patients manifested psychiatric
symptoms, rather than in parallel with CIU severity. In other words, the severity of psychiatric
symptoms seemed to be more changeable than the severity of CIU for patients with varying
levels of PTSD. This was also the case among studies looking at PTSD following myocardial
infarction. The variability of MI severity did not seem to relate to the severity of PTSD e.g.
[49].

Bearing in mind the integrative two-factor model of PTSD (i.e. PTSD is related to both
neurological and psychological systems), this implies that whilst patients with full PTSD might
have developed a psychological and neurological hypersensitivity leading to more psychiatric
symptoms [50] than those with less severe PTSD, it is not necessarily the case that the
biological regulation of those with full-PTSD would be affected [51-53] more than those with
less severe PTSD.

Although CIU and psychiatric symptom severity seemed to vary depending on the degree
of PTSD, when coping strategies were taken into account, a different picture emerged
regarding how they related to PTSD. PTSD was associated with coping strategies which were
associated with CIU and psychiatric symptom severity. This is consistent with that postulated
in the introduction. Specifically, elevated PTSD was related to elevated endorsement of
emotion-focused coping which itself was associated with both health outcomes. This is in
line with existing literature on emotion-focused coping being a predictor for poor outcomes
[8—11, 54], increased psychiatric symptoms [13], greater general psychological distress
[55-57] and greater physical and somatic symptoms and social dysfunction [S8—60]. This is
consistent with literature supporting mediational effects on distress outcomes for people who
have experienced trauma e.g. [18, 31, 61-64].

Escape-avoidance, as an emotion-focused coping strategy, was highly and positively
correlated with PTSD (»=0.52, p <0.001). This echoes a meta-analysis on the association
between avoidance coping and distress [65]. Following trauma, CIU patients might attempt to
make the resultant distressing emotion tolerable by avoiding it [35-37], instead of confronting
it using problem-focused coping. Distressing emotion left unresolved might explain the
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association between emotion-focused coping and psychiatric symptom and CIU severity; it
also demonstrates the inhibition hypothesis in that escape-avoidance as a coping mechanism
leads to cumulative stress on the body and psychosomatic illness (in this case CIU) and
psychiatric symptoms [66, 67].

These results have extended our understanding of the conversion hypothesis among CIU
patients who have experienced trauma. The skin is the most visible organ through which
emotional distress is communicated [68]. As dermatological problems manifest, somatic
symptoms - bodily symptoms which emerge as an expression of, for example, underlying
traumatic memories (such as family violence, child abuse) - may also be manifesting.
Essentially, traumatic events can be experienced on a sensory level as “body memories”,
which are fragments of the sensory component of the traumatic experience [69—71], and may
manifest as urticaria, pruritus, angioedema, and unexplained exacerbations of stress-reactive
dermatoses (psoriasis, atopic eczema). In short, CIU patients can experience a “conversion”
phenomenon in which overwhelming traumatic emotions are converted into more acceptable
physical dermatological symptoms [68, 70, 72—75]. According to our findings, this converting
process might be facilitated by the degree to which patients use escaping/avoiding or other
emotion-focused types of coping. In other words, it may not simply be about whether the body
manifests the traumatic memories, but about how patients cope with the emotion associated
with the memories; To not process it is to increase the likelihood of experiencing increased
CIU and psychiatric symptoms. The therapeutic implication then is that to help CIU patients,
one needs to address not only the impact of their past traumas but the way in which they
process traumatic emotion.

Surprisingly, PTSD was not significantly correlated with personality. However, one should
not therefore disregard the notion of trauma having a major influence on self-schema [34] or
the emergence of a sense of traumatized self or vulnerable identity [76]. Neither should one
disregard the wealth of literature, mentioned in the introduction, suggesting an intimate link
between PTSD and personality traits. It is difficult to explain the lack of a significant link
between PTSD and personality. One could postulate the problematic nature of the Five-Factor
model. There are inconsistencies in terms of research findings using the Five-Factor model
among people who have experienced trauma [77]. This model might not be “optimal” in terms
of generalizability; It has produced inconsistent findings across methods [78] including
different sample types [79, 80]. Moreover, the Five-Factor model is not always helpful in
terms of linking psychological disorders since it mainly links ordinary personality traits as
opposed to psychopathological ones [80, 81].

Although PTSD was not significantly correlated with personality, personality was correlat-
ed with coping which in turn was correlated with health outcomes. Specifically, mediational
findings showed that neuroticism was correlated with emotion-focused coping which itself
influenced CIU severity. Three observations are worth noting: firstly, while there is evidence
suggesting that patients who had dermatological problems, including urticaria, were more
hostile and neurotic than people with other dermatological diseases [82], the relationship
between personality and CIU severity is far more complex than indicated in research.
Mediation or moderation analysis would have been necessary to tease out the mechanisms
underpinning this relationship. This is what we did in the present study.

Secondly, the present results have extended the disease-prone personality hypothesis
[83, 84]. Much research has focused on what constitutes such a personality and concluded
that it involves depression, anger/hostility, and anxiety [83]. However, the present findings
suggest that the degree to which emotion-focused coping is used should also be taken into
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account. Thirdly, neuroticism, as a disease-prone personality trait, did not influence psychiatric
symptom severity via emotion-focused coping. Rather, CIU severity increased specifically
when emotion-focused coping was used.

The last two observations reflect some of the mechanisms described in literature linking
personality and health. For example, part of the transactional stress-moderation model de-
scribes how personality (e.g. neuroticism) can influence emotion-focused coping which has a
knock-on effect on physiological arousal leading to increased severity of an illness [84]. This is
specifically about physical rather than psychiatric symptom severity. Similarly, expression of
symptoms among CIU patients seemed to be a combination of neuroticism and specific
emotion-focused coping, affecting physical symptom severity, despite the fact that neuroticism
has been thought in literature to be a “generalized biological vulnerability” factor [85]
predisposing people to general psychological distress [86].

There are limitations in the present study. Firstly, a longitudinal design would have given us
a much better understanding of causality between the constructs investigated. Secondly, our
measure on CIU severity could have been strengthened by a supplementary measure of, for
example, Skindex-17 [87]. This would have given us additional information pertaining to
dermatology-specific quality of life which might have shed more light onto the relationship
between PTSD and CIU symptom severity. Thirdly, it would have been interesting to look at
“distress-prone” personality traits such as Type D rather than “generic” personality traits such
as the Big Five. This might have given another perspective on the link between personality and
psychiatric symptoms via emotion-focused coping.

To conclude, CIU patients with different levels of PTSD resulting from past traumas can
display different levels of psychiatric symptoms. When patients avoid dealing with the effects
of trauma, CIU severity and psychological difficulties tend to increase. In particular, when
neurotic patients engage in emotion-focused coping, CIU symptom severity increases
specifically.

Compliance with Ethical Standards
Conflict of Interests All authors declare that they have no conflicts of interest.

Ethical Approval All procedures performed in this study involving human participants were in accordance
with the ethical standards of the institutional and/or national research committee and with the 1964 Helsinki
declaration and its later amendments or comparable ethical standards.

Informed Consent Informed consent was obtained from all participants included in the study.

References

1. Chung MC, Symons C, Gilliam J, Kaminski ER. The relationship between posttraumatic stress disorder,
psychiatric comorbidity, and personality traits among patients with chronic idiopathic urticarial. Compr
Psychiatry. 2010;51:55-63.

2. Hunkin V, Chung MC. Chronic idiopathic urticaria, psychological co-morbidity and posttraumatic stress:
the impact of alexithymia and repression. Psychiatry Q. 2012;83:431-47.

3. Blank A. The longitudinal course of posttraumatic stress disorder. In: Davidson JRT, Foa EB, editors.
Posttraumatic stress disorder: DSM-IV and beyond. Washington, DC: American Psychiatric Press; 1993. p. 3-22.

@ Springer



60

Psychiatric Quarterly (2019) 90:47-62

v

10.

11.

12.

13.

14.

15.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Carlier IVE, Gersons BPR. Partial posttraumatic stress disorder (PTSD): the issue of psychological scars
and the occurrence of PTSD symptoms. J Nerv Ment Dis. 1995;183:107-9.

Lazarus RS, Folkman S. Stress, appraisal and coping. New York: Springer; 1984.

Lazarus RS. From psychological stress to the emotions: A history of changing outlooks. Ann Rev Psychol.
1993:44:1-21.

. Alonzo A. The experience of chronic illness and posttraumatic stress disorder: the consequences of

cumulative adversity. Soc Sci Med. 2000;50:1475-84.

Borys B, Majkowicz M. Coping with stress in subjects who have experienced a traumatic situation. Arch
Psychiatry Psychot. 2005;7:21-7.

Dudek B, Koniarek J. Coping style and the development of posttraumatic stress disorder symptoms. Pol
Psychol Bull. 2003;34:59-65.

Chung MC, Berger Z, Rudd H. Coping with posttraumatic stress disorder and comorbidity after myocardial
infarction. Compr Psychiatry. 2008;49:55-64.

Gore-Felton C, Ginzburg K, Chartier M, Gardner W, Agnew-Blais J, McGarvey E, et al. Attachment style
and coping in relation to posttraumatic stress disorder symptoms among adults living with HIV/AIDS. J
Behav Med. 2013;36:51-60.

Punaméki RL, Salo J, Komproe I, Qouta S, El-Masri M, De Jong JT. Dispositional and situational coping
and mental health among Palestinian political ex-prisoners. Anxiety Stress Coping. 2008;21:337-58.
Chung MC, Stedmon J, Hall R, Marks Z, Thomhill K, Mehrshahi R. Posttraumatic stress reactions
following burglary: the role of coping and personality. Traumatol Int J. 2014;20(2):65-74. https://doi.
org/10.1037/h0099374.

Shorey RC, Febres J, Brasfield H, Stuart G. Male dating violence victimization and adjustment: the
moderating role of coping. Am J Mens Health. 2012;6:218-28.

Kendall E, Terry DJ. Understanding adjustment following traumatic brain injury: is the goodness-of-fit
coping hypothesis useful? Soc Sci Med. 2008;67:1217-24.

. Wang L, Chen W, Zhang XL, Shi JN. Coping as a mediator of the relationship between personality and

PTSD symptoms among surviving adolescents of the Wenchuan earthquake. Chin J Clin Psych. 2011;19:
89-91.

. Chung MC, Berger Z, Jones R, Rudd H. Posttraumatic stress and co-morbidity following myocardial

infarction among older patients: the role of coping. Ageing Ment Health. 2008;12:124-33.

. Chung MC, Dennis I, Easthope Y, Werrett J, Farmer S. A multiple-indicator multiple-cause model for

posttraumatic stress reactions: personality, coping and maladjustment. Psychosom Med. 2005;67:251-9.
Chung MC, Berger Z, Jones R, Rudd H. Posttraumatic stress disorder and general health problems
following myocardial infarction (post-MI PTSD) among older patients: the role of personality. Int J
Geriatr Psychiatry. 2006;21:1163-74.

Engelhard IM, van den Hout MA, Schouten EGW. Neuroticism and low educational level predict the risk of
posttraumatic stress disorder in women after miscarriage or stillbirth. Gen Hosp Psychiatry. 2006;28:414-7.
Parslow RA, Jorm AF, Christensen H. Associations of pre-trauma attributes and trauma exposure with
screening positive for PTSD: analysis of a community-based study of 2085 young adults. Psychol Med.
2006;36:387-95.

Engelhard IM, van den Hout MA. Pre-existing neuroticism, subjective stressor severity and posttraumatic
stress in soldiers deployed to Iraq. Can J Psychiatry. 2007;52:505-9.

Borja SE, Callahan JL, Rambo PL. Understanding negative outcomes following traumatic exposure: the
roles of neuroticism and social support. Psychol Trauma Theory Res Policy. 2009;1:118-29.

Davidson JT, Hughes D, Blazer DG, George LK. Post-traumatic disorder in the community: an epidemi-
ological study. Psychol Med. 1991;21:713-21.

Vitanza S, Vogel LCM, Marshall LL. Distress and symptoms of posttraumatic stress disorder in abused
women. Violence Vict. 1995;10:23-34.

Holeva V, Tarrier N. Personality and peritraumatic dissociation in the prediction of PTSD in victims of road
traffic accidents. J Psychosom Res. 2001;51:687-92.

Casella L, Motta RW. Comparison of characteristics of Vietnam veterans with and without posttraumatic
stress disorder. Psychol Rep. 1990;67:595-605.

Tyano S, Iancu I, Solomon Z, Sever J, et al. Seven-year follow-up of child survivors of a bus-train collision.
J Am Acad Child Adolesc Psychiatry. 1996;35:365-73.

Allen JG, Coyne L, Huntoon J. Trauma pervasively elevates brief inventory profiles in inpatient women.
Psychol Rep. 1998;83:499-513.

Hyer L, McCranie E, Boudewyns PA, Sperr E. Modes of long-term coping with trauma memories: relative
use and associations with personality among Vietnam veterans with chronic PTSD. J Trauma Stress. 1996;9:
299-316.

@ Springer


https://doi.org/10.1037/h0099374
https://doi.org/10.1037/h0099374

Psychiatric Quarterly (2019) 90:47-62 61

31.

32.

33.

34.
. McDougall J. Theatres of the mind: Illusion and truth on the psychoanalytic stage. London Free Association

36.
37.

38.

39.
40.

41.

42.
43.
44.
45.
. Hayes AF. Introduction to mediation, moderation and conditional process analysis: a regression-based
47.
48.

49.

50.
51.
52.

53.

54.

55.

56.

57.
58.

59.

Gil S, Caspi Y. Personality traits, coping style, and perceived threat as predictors of posttraumatic stress
disorder after exposure to a terrorist attack: a prospective study. Psychosom Med. 2006;68:904-9.

Moos RH, Schaefer JA. Coping resources and processes: current concepts and measures. In: Goldberger L,
Breznitz S, editors. Handbook of stress: theoretical and clinical aspects. New York: Free Press; 1993. p.
234-57.

Bolger N, Zuckerman A. A framework for studying personality in the stress process. J Pers Soc Psychol.
1995;69:890-902.

Horowitz MJ. Stress response syndromes. Aronson: Northvale, NJ; 1976.

Books; 1985.

Thome A. Alexithymia and acquired immune deficiency syndrome. Psychother Psychosom. 1990;54:40-3.
Thilevich D, Gleser GC. Defense mechanisms: their classification, correlates, and measurement with the
Defence mechanisms inventory. Odessa, FL: Psychological Assessment Resources; 1993.

Foa EB, Cashman L, Jaycox L, Perry K. The validation of a self-report measure of posttraumatic stress
disorder. The posttraumatic diagnostic scale. Psychol Assess. 1997;9:445-51.

Goldberg D, Hillier V. A scaled version of the general health questionnaire. Psychol Med. 1979;9:139-45.
Goldberg D, Bridges KW. Screening for psychiatric illness in general practice: the general practitioner
versus the screening questionnaire. J R Coll Gen Pract. 1987;37:15-8.

Costa PT, RR MC. Trait psychology comes of age. In: Sonderegger TB, editor. Nebraska Symposium on
Motivation 1991: Psychology and Aging. Current Theory and Research in Motivation. Lincoln: University
of Nebraska Press; 1992. p. 169-204.

Folkman S, Lazarus RS. Manual for the ways of coping questionnaire. Palo Alto: Consulting Psychologist
Press; 1988.

Chin WW. PLS-Graph user’s guide. Houston: Bauer College of Business: University of Houston; 2001.
Chung MC, Walsh A, Dennis I. Trauma exposure characteristics, past traumatic life events, coping
strategies, posttraumatic stress disorder and psychiatric co-morbidity among people with anaphylactic shock
experience. Compr Psychiatry. 2011;52:394-404.

Nunnally JC, Bernstein IH. Psychometric theory. New York: McCraw-Hill; 1994.

approach. New York: The Guilford Press; 2013.

Johnson H, Thompson A. The development and maintenance of post-traumatic stress disorder (PTSD) in
civilian adult survivors of war trauma and torture: a review. Clin Psychol Rev. 2008;28:36-47.

Henriksen CA, Bolton JM, Sareen J. The psychological impact of terrorist attacks: examining dose-response
relationship between exposure to 9/11 and Axis I mental disorders. Depress Anxiety. 2010;27:993—1000.
Ginzburg K, Solomon Z, Koifman B, Keren G, Roth A, Kriwisky M, et al. Trajectories of posttrau-
matic stress disorder following myocardial infarction: a prospective study. J Clin Psychiatry. 2003;64:
1217-23.

Everly GS. An integrative two-factor model of posttraumatic stress. In: Everly. GS, Lating. JM, editors.
Psychotraumatology. New York: New York; 1995. p. 27-48.

van der Kolk BA, Greenberg M, Boyd H, Krystal J. Inescapable shock, neurotransmitters and addiction to
trauma: toward a psychobiology of posttraumatic stress. Biol Psychiatry. 1985;20:314-25.

McFarlane AC, Papay P. Multiple diagnoses in posttraumatic stress disorder in the victims of a natural
disaster. ] Nerv Ment Dis. 1992;180:498-504.

Mellman TA, Randolph CA, Brawman-Mintzer O, Flores LP, Milanes FJ. Phenomenology and course of
psychiatric disorders associated with combat-related posttraumatic stress disorder. Am J Psychiatr.
1992;149:1568-74.

Myers L, Fleming M, Lancman M, Perrine K, Lancman M. Stress coping strategies in patients with
psychogenic non-epileptic seizures and how they relate to trauma symptoms, alexithymia, anger and mood.
Seizure. 2013;22:634-9.

Fuemmeler BF, Mullins LL, Marx BP. Posttraumatic stress and general distress among parents of children
surviving a brain tumor. Child Health Care. 2001;30:169-82.

Glass K, Flory K, Hankin BL, Kloos B, Turecki G. Are coping strategies, social support, and hope
associated with psychology distress among Hurricane Katrina survivors? J Soc Clin Psychol. 2009;28:
779-95.

Peng AC, Riolli LT, Schaubroeck J, Spain ESP. A moderated mediation test of personality, coping, and
health among deployed soldiers. J Organ Behav. 2012;33:512-30.

Zeidner M, Hammer AL. Coping with missile attack: resources, strategies and outcomes. J Pers. 1992;60:
709-46.

Zeidner M, Ben-Zur H. Coping with a national crisis: the Israeli experience with the threat of missile attacks.
Personal Individ Differ. 1993;14:209-24.

@ Springer



62

Psychiatric Quarterly (2019) 90:47-62

60.
61.
62.

63.

64.
65.
66.
67.
68.
. Briere J. Treating adult survivors of severe childhood abuse and neglect: future development of an
70.
71.

72.
73.

74.

75.
76.
77.
78.
79.
80.

81.
. Lyketsos GC, Stratogos GC, Tawil G, Psaras M, Lyketsos CG. Hostile personality charceristics, dysthymic

83.
84.
85.

86.
87.

Zeidner M, Ben-Zur H. Individual differences in anxiety, coping and post-traumatic stress in the aftermath
of the Persian Gulf war. Personal Individ Differ. 1994;16:459-76.

Blank TO, Bellizzi KM. After prostate cancer: predictors of well-being among long-term prostate cancer
survivors. Cancer. 2006;106:2128-35.

Rutterford NA, Wood RLI. Evaluating a theory of stress and adjustment when predicting long-term
psychosocial outcome after brain injury. J Int Neuropsychol Soc. 2006;12:359-67.

Frazier P, Conlon A, Steger M, Tashiro T, Glaser T. Positive life changes following sexual assault: a
replication and extension. In: Kume GD, editor. Posttraumatic stress: new research. Hauppauge: Nova
Science Publishers; 2006. p. 1-22.

Semmer NK. Personality, stress and coping. In: Vollrath ME, editor. Handbook of personality and health.
Chichester: Wiley; 2006. p. 73—113.

Littleton H, Horsley S, John S, Nelson DV. Trauma coping strategies and psychological distress: a meta-
analysis. J Trauma Stress. 2007;20:977—-88.

Pennebaker JW, Traue HC. Inhibition and psychosomatic processes. In: Traue HC, Pennebaker JW, editors.
Emotion, inhibition and health. Seattle: Hogrefe & Huber Publishers; 1993. p. 146-63.

Pennebaker JW. Emotion, disclosure & health. Washington DC: American Psychological Association;
1995.

Gupta MA. Somatization disorders in dermatology. Int Rev Psychiatry. 2006;18:41-7.

integrative model. In: J.E.B. Myers LB, Briere J, editors. The APSAC handbook on child maltreatment.
Newbury Park: Sage Publications; 2002. p. 175-204.

Gupta MA, Lanius RA, van der Kolk BA. Psychologic trauma, posttraumatic stress disorder, and derma-
tology. Dermatol Clin. 2005;23:649-56.

van der Kolk BA, Fisler R. Dissociation and the fragmentary nature of traumatic memories: overview and
exploratory study. J Trauma Stress. 1995;8:505-25.

Gupta MA, Gupta AK. Psychodermatology: an update. J] Am Acad Dermatol. 1996;34:1030-46.

Brown RJ. Psychological mechanisms of medically unexplained symptoms: an integrative conceptual
model. Psychol Bull. 2004;130:793-812.

Engel CC. Somatization and multiple idiopathic physical symptoms: relationship to traumatic events and
post-traumatic stress disorder. In: Schnurr PP, Green BL, editors. Trauma and health, physical health
consequences of exposure to extreme stress. Washington, D.C.: American Psychological Association;
2004. p. 191-215.

Nijenhuis ERS. Somatoform dissociation: phenomena, measurement and theoretical issues. New York: WW
Norton; 2004.

Brewin CR. Posttraumatic stress disorder: malady or myth? New Haven: Yale University Press; 2003.
Williams R. Personality and post-traumatic stress disorder. Chichester: Wiley; 1999.

Saucier G. Orthogonal markers for orthogonal factors: the case of the big five. J Res Pers. 2002;36:1-31.
Block J. A contrarian view of the five-factor approach to personality description. Psychol Bull. 1995;117:
187-229.

Waller NG. Evaluating the structure of personality. In: Cloninger R, editor. Personality and
Psychopathology. Washington, DC: American Psychiatric Association; 1995.

Clark LA. Personality disorder diagnosis: limitations of the five-factor model. Psychol Ing. 1993;4:100—4.

states and neurotic symptoms in urticaria, psoriasis and alopecia. Psychother Psychosom. 1985;44:122-31.
Friedman HS, Booth-Kewley S. The ‘disease-prone personality’: a meta-analytic view of the construct. Am
Psychol. 1987;42:539-55.

Wiebe DJ, Fortenberry KT. Mechanisms relating personality and health. In: Vollrath ME, editor. Handbook
of personality and health. Chichester: Wiley; 2006. p. 137-56.

Barlow DH. Anxiety and its disorders: the nature and treatment of anxiety and panic. New York: Guildford
Press; 2002.

Matthews G, Deary 1J, Whiteman MC. Personality traits. Cambridge: Cambridge University Press; 2009.
Nijsten T, Sampogna F, Chren M, Abeni D. Testing and reducing Skindex-29 using rasch analysis: skindex-
17. J Investig Dermatol. 2006;126:1244-50.

@ Springer



	Posttraumatic Stress Disorder and Chronic Idiopathic URTICARIA: the Role of Coping and Personality
	Abstract
	Introduction
	Methods
	Procedure
	Measures
	Data Analysis Plan

	Results
	Sample Characteristics
	Differences in the CIU and Psychiatric Symptom Severity According to Level of PTSD
	Examination of the Hypothesized Model Depicting the Interrelationship between PTSD, Personality Traits, Coping Strategies and Health Outcomes
	Mediational Analysis

	Discussion
	References


