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Attachment styles of dermatological outpatients and
satisfaction with their dermatologists were investi-
gated within the framework of a multicentre study
conducted in 13 European countries, organized by the
European Society for Dermatology and Psychiatry. At-
tachment style was assessed with the Adult Attach-
ment Scale. Patient satisfaction with the dermatolo-
gist was assessed with an 11-degree scale. A total of
3,635 adult outpatients and 1,359 controls participa-
ted in the study. Dermatological outpatients were less
able to depend on others, were less comfortable with
closeness and intimacy, and experienced similar rates
of anxiety in relationships as did the controls. Parti-
cipants who had secure attachment styles reported
stressful life events during the last 6 months signifi-
cantly less often than those who had insecure attach-
ment styles. Patients with secure attachment styles
tended to be more satisfied with their dermatologist
than did insecure patients. These results suggest that
secure attachment of dermatological outpatients may
be a protective factor in the management of stress.
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ttachment can be defined as an emotional bond that

develops within the context of the early interac-
tions between infants and their primary caregivers (1).
Attachment towards caregivers has an effect on later
interpersonal expectations, emotions, and behaviours
towards significant others (2). Attachment style relates to
the way people behave in close relationships, which, in
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turn, is linked to well-being, due to a positive association
between social support and health (3-5).

Three different attachment styles were categorized by
Ainsworth et al. (6); secure attachment, and 2 types of
insecure attachment: anxious-ambivalent, and avoidant.
These different attachment styles can be defined by
attributes of 3 dimensions of attachment: comfort with
closeness (closeness), capacity to depend on others
(dependency), and fear of being abandoned (anxiety
in relationships) (7). Securely attached people find it
relatively easy to get close to others and are comfortable
depending on them; they do not often worry about being
abandoned. Individuals with avoidant attachment style
are somewhat uncomfortable being close to others; they
find it difficult to allow themselves to depend on others,
and they are nervous when anyone gets too close to them.
People who have an anxious-ambivalent attachment style
find that others are reluctant to get as close as they would
like, and they often worry that their partner “does not
really love them” or does not want to stay with them (2).
In a large representative sample of American adults the
distribution of adult attachment styles was 59% secure,
25% avoidant, and 11% anxious (8).

Secure attachment probably results in beneficial
psychological health attributes. Patients with insecure
attachment styles tend to report a greater number of
physical symptoms compared with secure individuals (9).
A secure attachment style might be an important inner
resource in emotional adaptation to chronic diseases (10).
The prototype of secure attachment is characterized by a
valuing of intimate friendships, the capacity to maintain
close relationships without losing personal autonomy,
and a coherence and thoughtfulness in discussing rela-
tionships and related issues (11). Insecure attachment
has been linked to higher depressive and anxiety scores
compared with secure individuals (12). Avoidant at-
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tachment was correlated with subjective depression and
hopelessness point scores in a study by Grunebaum et
al. (13). Kuscu et al. (14) reported a positive correlation
between anxious-ambivalent attachment scores and the
level of state anxiety. Attachment styles are related to
point scores of somatization, hypochondria and coping
skills (15).

A model with more insecure categories is in use by
current researchers. The theory of Bartholomew &
Horowitz (11) consists of 4 styles of adult attachment.
According to their model attachment styles vary along
2 dimensions: a model of the self and a model of others,
and both of these models can be positive or negative (11).
Secure attachment style represents a sense of lovability
and the expectation of others to generally be accepting
and responsive. Preoccupied attachment style implies a
sense of unlovability and a positive evaluation of others.
Dismissing attachment style represents a sense of lova-
bility with a negative disposition toward others. Fearful
attachment style implies a sense of unlovability and a
negative evaluation of others (16).

There are very few studies of attachment style in der-
matology. One study, of patients with atopic dermatitis,
showed that attachment insecurities were associated
with greater detriment to dermatological life quality and
greater symptom severity (17). Another study, of patients
with chronic urticaria, showed that insecure attachment
styles correlated positively with alexithymic trait scores
and negatively with quality of life values (18). Attach-
ment patterns play an important role in psychological
intervention (17).

Attachment can be a protective factor in the mana-
gement of stress. Psychosocial and psychiatric factors
may be predisposing and maintaining factors of skin
diseases, or may be a result of experiencing these
conditions (19). One of these factors is psychosocial
stress (everyday life stressors, stressful live events and
psychological traumas). This makes the management
of emotional stress an essential part of the treatment of
dermatological diseases. Attachment insecurity is asso-
ciated with distinctive physiological responses to stress;
these include responses involving the hypothalamic-
pituitary-adrenal (HPA), sympathetic-adrenal medullary
(SAM) and immune systems (20). Secure attachment is
related to greater reductions in state anxiety levels fol-
lowing exposure to stress (21). Individuals with secure
attachment patterns feel competent in their ability to
regulate affect in stressful situations with others, unlike
people with insecure attachment styles (22). According
to Hunter & Maunder (23) attachment theory provides
a simple and pragmatically useful model for understan-
ding the particular ways that individuals can feel and
react when stressed by illness, and how the professional
may help in the management of that distress. The in-
ternal working model of a securely attached individual
includes an expectation that help will be sufficient, and
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that medical personnel can be trusted for support during
the crisis (23).

Attachment style influences not only close relation-
ships, but also the way in which patients relate to the
clinical staff, which has an impact on their satisfaction
with their care. In the establishment of outpatient sa-
tisfaction the interpersonal skills of dermatologists are
important factors (24). Patient satisfaction is an important
determinant of high-quality dermatological care (25, 26).

The main objective of this study was to explore the
correlation of attachment style and stress in patients
with skin diseases. A further aim was to explore how at-
tachment style plays a role in patient’s satisfaction with
the dermatologist.

METHODS

Sample

A multi-centre observational cross-sectional study (27) was
conducted in 13 European countries, organized by the European
Society of Dermatology and Psychiatry. Materials and methods
have been described in detail previously (27). Patients were re-
cruited from dermatology outpatient clinics from November 2011
to February 2013. Complete data were collected on 3,635 derma-
tological outpatients and 1,359 healthy controls. On one or more
random days at each dermatology outpatient clinic patients were
invited to join the study until a total of 250 patients was reached.
Inclusion criteria were: age 18 years or older, able to read and
write the official language, and not having severe psychosis. Each
participant completed a questionnaire which was then handed to
the research assistant prior to the clinical examination by the der-
matologist. The dermatologist recorded a primary diagnosis and,
where applicable, a secondary diagnosis. In each centre, a control
group of at least 125 subjects was recruited via advertisement
from among hospital employees at the same institution. Employ-
ees with a skin condition were excluded. The employees were
informed about the study and invited to answer the questionnaire
after providing written consent. The subjects were not examined
clinically. Information on treated co-morbidities was self-reported.

Measuring instrument

The first part of the questionnaire recorded socio-demographic
variables.

Attachment style was measured with the Adult Attachment Scale
(AAS) (7), distinguishing secure and insecure attachment styles.
In addition to describing the styles, point scores (ranging from 6
to 30) for 3 attachment dimensions can be calculated using the
AAS: Closeness (comfort with closeness), Dependency (capacity
to depend on others) and Anxiety in relationships (fear of being
abandoned). Stress was assessed with the item ’Have you had any
stressful life events during the last 6 months?”’ (yes/no). Patient
satisfaction with the dermatologist was assessed on an 11-degree
scale (0=not satisfied at all; 10=extremely satisfied).

Other variables assessed in the multi-centre study have been
described previously (27).

Statistical analyses

Descriptive statistics, independent samples t-tests, ¥ tests, Pearson
correlation coefficients, one-way analysis of variance (ANOVA),
Kruskal-Wallis test and Mann—Whitney U test were performed
with SPSS 22.0 software.
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RESULTS

A total of 4,994 participants were included in the
study; 3,635 adult outpatients and 1,359 controls. Their
sociodemographic characteristics have been described
recently (27). The most frequent skin diseases were:
psoriasis (17.4%), non-melanoma skin cancer (10.9%),
skin infections (6.8%), eczema (6.4%), acne (5.9%),
naevi (4.9%), atopic eczema (4.5%), benign skin tumours
(4.2%), hand eczema (4%), and leg ulcers (3.4%) (27).

The AAS was used to assess patients and controls
along 3 dimensions of attachment, and to identify each
participant’s attachment style. Attachment dimension
results are shown in Fig. 1. Unanswered items on the
questionnaires reduced the number of participants whose
attachment scores could be calculated (7=4,320) (missing
data (MD)=674 (patients=560; controls=114)). The
attachment scores of controls (19.05+3.57) were
significantly higher (r=-2.815, p<0.01) than those of
patients’ (18.72 +3.46) for the Dependency dimension.
Patients’ results (21.07 +3.52) were significantly lower
(t=-2.382, p<0.05) than healthy volunteers’ (21.34 +3.3)
for the Closeness dimension. Patients’ (14.17 +4.14) and
controls’ (14.02 +3.93) scores did not differ significantly
for the Anxiety in relationships dimension. It was
possible that participants whose attachment results
were missing might have different attachment patterns
from those who have completed the AAS. Comparing
the 2 samples we found that: there was no significant
difference (¥*=0.886, p=0.346) in the male/female
ratio, but that the age of participants (54.51+17.73)
with missing attachment data was higher (r=—13.951,
p<0.01) than whose (44.13 + 16.52) attachment data was
evaluable. Age did not correlate significantly with any
of the 3 AAS subscale scores.

Differences between the attachment dimensions for
controls and the most frequent patient groups were
examined. Among the Dependency dimension 3 patient
groups had significantly lower (»<0.05) (1-way ANO-
VA, post hoc least significant difference (LSD) test) point
scores than controls (19.05 +3.57). These groups were:
patients with leg ulcers (17.53+3.17), benign skin tu-
mours (18.41 +3.5), and psoriasis (18.56 + 3.43). Among

21.07 21.34
21 - 18.72 19.05
§18 1417
»n15 . 14.02
212
<
9 -
6 patients | ients | ients | Control:
Patients | Controls | Patients | Controls @ Patients ' Controls
Closeness Dependency Anxiety in relationships

Fig. 1. Means of the 3 attachment dimension scores of the Adult
Attachment Scale (AAS) (scores range 6-30) (n=4,320) (missing
data=674).
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the Closeness dimension 2 patient groups had significant-
ly lower (p<0.05) (Kruskal-Wallis Test, Mann—Whitney
U test) point scores than controls (21.34 +3.3). These
groups were: patients with atopic eczema (20.59 +3.44)
(U=80072) and psoriasis (20.78 +3.55) (U=310537).
Among the Anxiety in relationships dimension none of
the patient groups had point scores significantly different
from controls.

Each participant’s own attachment style was identified
based on the point scores they gave to items of the AAS.
This method requires exclusion of individuals who do
not clearly belong to any attachment style, which redu-
ced the number of participants whose attachment style
could be defined (n=3,778) (MD=1,216 (patients=949;
controls=267)). There were no significant differences
between patients and controls among frequencies of the
4 attachment styles (secure (68.7% vs. 69.8%), preoc-
cupied (9% vs. 9.2%), dismissing (15.3% vs. 16.3%),
fearful (6.9% vs. 4.7%)).

Participants can be divided into 2 groups, based on
AAS point scores: those with secure attachment and
those with insecure attachment styles. There were no
significant differences between patients and controls
among frequencies of the 2 attachment styles (secure
(68.7% vs. 69.8%) and insecure (31.3% vs. 30.2%)).

The frequency of secure attachment style of skin pa-
tients with the most frequent diagnoses (n=2,460) can
be seen in Fig. 2. Controls had a secure attachment style
more often than did patients with leg ulcers at a nearly
significant level (y*=3.459, p=0.063). Controls had a
secure attachment style significantly more often than did
patients with psoriasis (¥*=3.840, p=0.050).

Patients’ mean satisfaction scores with the dermato-
logist were 7.58+2.58. The frequency of the scores is
shown in Fig. 3.

Patients were classified into 4 groups according to
quartiles (6, 8, 10) of their satisfaction scores: lowest
satisfaction (n=633), low satisfaction (rn=548), high
satisfaction (n=878) and highest satisfaction (n=993)
groups. Patients with secure attachment styles tended
to be more satisfied with their dermatologist than did
patients with insecure attachment, but the difference

80.3
80 711 718 725 128
20 647 67.2 68 69.8 70.2 .

| 59.5

¥ o &S K 4
g‘> S & L P '0\0 & L &
¢ e & & «°
\QQ @ 9 @Q q}fb
v ¢ Q\(§ A <
F &

Fig. 2. Percentage of patients with secure attachment style among
the patients with most frequent diagnoses (n=1,816) (missing
data=644) measured with the Adult Attachment Scale (AAS).
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Fig. 3. Patients’ satisfaction with the dermatologist, assessed with
all-degree scale (0 = not satisfied at all; 10 = extremely satisfied).
Number of patients reporting each score (n=3,052) (missing data=583).

did not reach statistically significant levels (¥*=6.610,
p=0.085) (Table I).

Patients reported stressful live events significantly
more often (p<0.01, ¥*=10.836) than did controls
(35% vs. 30%) (25). Stressed patients had insecure
attachment styles (39.5%) significantly more often
(»<0.01, *=7.175) than secure styles (34.2%) (Table
I). Thus, non-stressed patients had secure attachment
styles (65.8%) significantly more often than insecure
styles (60.5%).

A similar pattern was found in controls’ results. Stres-
sed controls had insecure attachment styles (37.9%)
significantly more often (p<0.01, ¥*=9.627) than se-
cure styles (28.4%). Non-stressed controls had secure
attachment styles (71.6%) significantly more often than
insecure styles (62.1%).

DISCUSSION

This study shows that, compared with controls, derma-
tological outpatients were less able to depend on others,
were less comfortable with closeness and intimacy, but
experienced similar rates of anxiety in relationships as
controls. Among the Dependency dimension 3 patient
groups had significantly lower point scores than did con-
trols: patients with leg ulcers, benign skin tumours and
psoriasis. Among the Closeness dimension patients with
atopic eczema and psoriasis had significantly lower point
scores than did controls. There were no significant diffe-
rences between patients and controls among frequencies
of secure and insecure attachment styles. Controls had

Table 1. Frequencies (%) of attachment styles among satisfaction
categories of skin patients (n=2,326) (missingdata=1,309) and among
stressed and non-stressed patients (n=2,661) (missing data=974)

Secure attachment (%) Insecure attachment (%)

Satisfaction

Lowest satisfaction  19.4 20.2

Low satisfaction 18.0 22.1

High satisfaction 30.1 28.3

Highest satisfaction 32.4 29.4
Stress

Stressed 34.2 39.5

Non-stressed 65.8 60.5

www.medicaljournals.se/acta

secure attachment style significantly more often than did
patients with psoriasis. Feelings of shame and stigmati-
zation of patients with psoriasis could cause avoidance
of social activity and intimacy (28). The conclusion of
Lahousen et al’s study of and our results also suggests
that “psychological interventions should be integrated in
the treatment of psoriasis” (28). The following interven-
tions can be beneficial in the management of psoriasis:
managing social isolation/withdrawal and improving
self-esteem (29), applying support and education to re-
duce the intensity of pruritus (30), using adjunctive cog-
nitive behavioural therapy combined with biofeedback
(31), applying concepts from the life course approach
to better understand the impact of chronic skin disease
over the life course (32). The work of a psychoderma-
tology multidisciplinary team (which may also include
a dermatologist, a psychiatrist, a psychologist and other
health professionals) has been identified as a successful
way to manage patients with psychocutaneous disease
(33). There is a need in psoriasis care for a comprehen-
sive psychological and psychosomatic assessment (34).

Participants (both patients and controls) in the current
study who had secure attachment styles reported
stressful life events significantly less often than those
who had insecure attachment styles. To our knowledge
those findings are novel. Psychological stress plays an
important role in triggering or exacerbating chronic skin
diseases (35). In a psychotherapy session patients who
have the capacity to quickly develop a secure attachment
to their therapist seem more willing than patients with
insecure attachment to engage in deep exploration of their
issues, form an interpersonal bond with their therapist,
and collaborate on the goals and tasks of therapy (36).
Knowledge of this phenomenon may be useful for
dermatologists and other professionals who would like
to explore psychosocial stressors in chronic skin patients.
It is a central feature of the therapeutic relationship that
if the patient perceives a secure attachment with the
therapist it enables him or her to feel safe to explore their
inner conflicts without feeling ashamed or humiliated
and allows him or her to experience the therapist as
responsive and understanding (37).

Patients with secure attachment styles tended to
be more satisfied with their dermatologist than did
patients with insecure attachment styles. This finding
could be important in the perspective of the doctor-
patient relationship. High satisfaction of dermatology
patients is related to effective communication of their
dermatologists and friendliness of the care staff (38).

A limitation of our study was that we used one item to
measure stress of the participants and satisfaction with
dermatologists. Future studies should consider the use
of more excessive stress and satisfaction inventories.
Participants whose attachment results were missing
(due to unanswered items in the questionnaire) might
have different attachment patterns from those who have
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completed the AAS. There was no significant difference
between their male/female ratios, but the age of those
participants with missing attachment data was higher
than those whose attachment data was evaluable. It was
also found that age did not correlate significantly with
any of the 3 AAS subscales’ scores. Therefore we can
assume that the age difference between participants
with evaluable attachment data and those with missing
attachment data might not have had a remarkable effect
on the overall attachment score of our sample. A strength
of this study was that our results can be considered to
be naturalistic and representative of dermatological
outpatients in general.

In conclusion, this study revealed that attachment
styles of dermatological patients in Europe are stronger
predictors of perceived stress than the patients’ level
of satisfaction with the dermatologist. It is therefore
possible that the attachment results for European skin
patients in this study had an effect on their consultations
with their dermatologists in relationship to secure or
insecure attachments to their caregivers. Further research
is needed to understand the connections between stress
and attachment style. This study supports the argument
that when patients are securely attached in a supporting
relationship or network they seem to be more protected
from stress.

ACKNOWLEDGEMENTS

All participating centres declared that they accept the use of
the whole data sample for the planned scientific research and
publications in this ESDaP study. All participating centres have
the right to use the European data following request to the core
group. The numbers of complete data-sets provided by the
participating European centres have been described in detail in a
recent publication (27).

The authors declare no conflicts of interest.

REFERENCES

1. Bowlby J. The making and breaking of affectional bonds. Br
J Psychiatry 1977: 201-210.

2. Hazan C, Shaver PR. Romantic love conceptualized as an
attachment process. J Pers Soc Psychol 1987: 511-524.

3. House ]S, Landis KR, Umberson D. Social relationships and
health. Science 1988; 241: 540-545.

4. Cohen S. Social relationships and health. Am Psychol 2004;
59: 676-684.

5. Detels R, McEwen J, Beaglehole R, Tanaka H. Oxford textbook
of public health. 4th edition. New York, New York: Oxford
University Press, 2002.

6. Ainsworth MDS, Blehar MC, Waters E, Wall S. Patterns of
attachment: a psychological study of the Strange Situation.
Hillsdale, New Jersey, USA: Lawrence Erlbaum Associates,
1978.

7. Collins NL, Read SJ. Adult attachment, working models, and
relationship quality in dating couples. J Pers Soc Psychol
1990: 644-663.

8. Mickelson KD, Kessler RC, Shaver PR. Adult attachment in a
nationally representative sample. J Pers Soc Psychol 1997;
73: 1092-1106.

9. Ciechanowski PS, Walker EA, Katon W], Russo JE. Attachment

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Attachment styles of dermatological patients in Europe 817

theory: a model for health care utilization and somatization.
Psychosom Med 2002; 64: 660-667.

Schmidt S, Nachtigall C, Wuethrich-Martone O, Strauss B.
Attachment and coping with chronic disease. J Psychosom
Res 2002; 53: 763-773.

Bartholomew K, Horowitz L. Attachment styles among young
adults: a test of a four category model. J Pers Soc Psychol
1991: 226-244.

Ravitz P, Maunder R, Hunter J, Sthankiya B, Lancee W. Adult
attachment measures: a 25-year review. J Psychosom Res
2010; 69: 419-432.

Grunebaum MF, Galfalvy HC, Mortenson LY, Burke AK,
Oquendo MA, Mann J1]. Attachment and social adjustment: re-
lationships to suicide attempt and major depressive episode
in a prospective study. J Affect Disord 2010; 123: 123-130.
Kuscu MK, Dural U, Onen P, Yasa Y, Yayla M, Basaran G,
et al. The association between individual attachment pat-
terns, the perceived social support, and the psychological
well-being of Turkish informal caregivers. Psychooncology
2009; 18: 927-935.

O’Connor M, Elklit A. Attachment styles, traumatic events,
and PTSD: a cross-sectional investigation of adult attachment
and trauma. Attach Hum Dev 2008; 10: 59-71.

Backstrom M, Holmes BM. Measuring adult attachment: a
construct validation of two self-report instruments. Scand J
Psychol 2001; 42: 79-86.

Dieris-Hirche ], Milch WE, Kupfer J, Leweke F, Gieler U. Atopic
dermatitis, attachment and partnership: a psychodermatolo-
gical case-control study of adult patients. Acta Derm Venereol
2012; 92: 462-466.

Barbosa F, Freitas J, Barbosa A. Alexithymia in chronic ur-
ticaria patients. Psychol Health Med 2011; 16: 215-224.
Gupta MA, Gupta AK. A practical approach to the assessment
of psychosocial and psychiatric comorbidity in the dermato-
logy patient. Clin Dermatol 2013; 31: 57-61.
Pietromonaco PR, Powers SI. Attachment and health-related
physiological stress processes. Curr Opin Psychol 2015; 1:
34-39.

Ditzen B, Schmidt S, Strauss B, Nater UM, Ehlert U, Heinrichs
M. Adult attachment and social support interact to reduce
psychological but not cortisol responses to stress. J Psycho-
som Res 2008; 64: 479-486.

Carlson E, Sroufe LA. The contribution of attachment theory
to developmental psychopathology. In: Cicchetti D, Cohen
D, editors. Developmental processes and psychopathology:
volume 1 theoretical perspectives and methodological ap-
proaches. New York, New York, USA: Cambridge University
Press, 1995: p. 581-617.

Hunter 1J, Maunder RG. Using attachment theory to un-
derstand illness behavior. Gen Hosp Psychiatry 2001; 23:
177-182.

De Salins CA, Brenaut E, Misery L, Roguedas-Contios AM.
Factors influencing patient satisfaction: assessment in out-
patients in dermatology department. J Eur Acad Dermatol
Venereol 2016: p. 1823-1828.

Malakouti M, Brown G, Wang E, Leon A, Koo J. How to opti-
mally manage unhappy, anxious, and difficult patients. Clin
Dermatol 2014; 32: 697-700.

Sorenson E, Malakouti M, Brown G, Koo J. Enhancing patient
satisfaction in dermatology. Am J Clin Dermatol 2015; 16:
1-4.

Dalgard F, Gieler U, Tomas-Aragones L, Lien L, Poot F, Je-
mec GBE, et al. The psychological burden of skin diseases:
a cross-sectional multicenter study among dermatological
out-patients in 13 European countries. J Invest Dermatol
2015; 135: 984-991.

Lahousen T, Kupfer J, Gieler U, Hofer A, Linder MD, Schut
C. Differences between psoriasis patients and skin-healthy
controls concerning appraisal of touching, shame and disgust.
Acta Derm Venereol 2016; Suppl 217: 78-82.

Jafferany M, Franca K. Psychodermatology: basics concepts.
Acta Derm Venereol 2016; Suppl 217: 35-37.

Reich A, Medrek K, Szepietowski JC. Interplay of itch and
psyche in psoriasis: an update. Acta Derm Venereol 2016;
Suppl 217: 55-57.

Acta Derm Venereol 2017



ActaDV

ActaDV

818

31.

32.

33.

34.

C. Szabdé et al.

Piaserico S, Marinello E, Dessi A, Linder MD, Coccarielli D,
Peserico A. Efficacy of biofeedback and cognitive-behavioural
therapy in psoriatic patients. a single-blind, randomized
and controlled study with added narrow-band ultraviolet
B therapy. Acta Derm Venereol 2016; Suppl 217: 91-95.
Linder MD, Piaserico S, Augustin M, Fortina AB, Cohen AD,
Gieler U, et al. Psoriasis - the life course approach. Acta
Derm Venereol 2016; Suppl 217: 102-108.

Marshall C, Taylor R, Bewley A. Psychodermatology in clinical
practice: main principles. Acta Derm Venereol 2016; Suppl
217: 30-34.

Offidani E, Del Basso D, Prignago F, Tomba E. Discriminating
the presence of psychological distress in patients suffering
from psoriasis: an application of the clinimetric approach in

www.medicaljournals.se/acta

35.

36.

37.

38.

dermatology. Acta Derm Venereol 2016; Suppl 217: 69-73.
Malhotra SK, Mehta V. Role of stressful life events in induction
or exacerbation of psoriasis and chronic urticaria. Indian J
Dermatol Venereol Leprol 2008; 74: 594-599.
Mallinckrodt B, Porter MJ, Jr Kivlighan DM. Client attachment
to therapist, depth of in-session exploration, and object
relations in brief psychotherapy. Psychother Theor Res Pract
Train, 2005; 42: 85-100.

Moore N, Butler E, Dooley B. A confirmatory analysis of
the client attachment to therapist scale. National Institute
of Health Sciences Research Bulletin. Limerick, Ireland:
Designers Ink, Limerick, 2006: p. 56-57.

Ali ST, Feldman SR. Patient satisfaction in dermatology: a
qualitative assessment. Dermatol Online J 2014; 20.



