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Abstract
Objective

We aimed to assess the defensive profile of primary Sjögren’s syndrome (SS) patients and to investigate the independent 
associations of psychological distress and personality variables with health-related quality of life (HRQOL).

Methods
In 40 primary SS patients we assessed psychological distress (SCL-90-R), ego defense mechanisms (Defense Style 
Questionnaire), hostility features (HDHQ) and HRQOL (WHOQOL-BREF). Fifty-six patients with systemic lupus 

erythematosous (SLE) and 80 healthy participants matched for age and sex served as controls.

Results
Primary SS patients presented higher rates of general psychological distress compared to SLE and healthy participants. 

Symptoms of somatisation were more prominent in SS than SLE or healthy controls. SS patients presented less use of 
humour defense and more help-rejecting complains and delusional guilt hostility, compared to controls. Primary SS 

patients’ HRQOL was more impaired than healthy participants and comparable to SLE. Psychological distress was a 
constant independent correlate of SS patients’ HRQOL, while less use of humour (p<0.001) and higher rates of delusional 
guilt (p=0.032) were also significantly associated with Physical HRQOL independently of psychological distress; more use 

of schizoid fantasy was also independently associated with impaired Environment HRQOL (p=0.005).

Conclusion
Primary SS patients exhibit several specific psychological difficulties in adaptation to life stressors, and clinicians and 

consultation-liaison psychiatrists, apart from the early assessment and treatment of psychological distress and somatisation 
symptoms, should consider the patients’ underlying defensive profile and coping capacities, since such personality traits, 

although usually underestimated, are also independently associated with the disease outcome.
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Introduction
Primary Sjögren’s syndrome (SS) is a 
chronic, progressive, systemic auto-
immune disease characterised by in-
flammation of the exocrine glands and 
functional impairment of the salivary 
and lachrymal glands, with dry mouth 
and dry eyes being the most prominent 
complaints (1, 2). Extraglandular in-
volvement including arthritis, pulmo-
nary disease, renal disease, skin vascu-
litis, peripheral neuropathy or glomeru-
lonephritis may also occur (1-4), and 
patients belonging to this category have 
worse prognosis with higher mortality 
rates (4). Neuropsychiatric dysfunction 
has been also reported (5-7), mainly in 
the form of mild cognitive impairment 
with attention and concentration deficits 
(5), diminished cognitive capacity (6) or 
headache (7); symptoms of psychologi-
cal distress are also common (8), and 
patients with primary SS have shown 
increased rates of clinically significant 
anxiety (9) and depressive symptoms (9-
11), with chronic malaise being a well-
recognised manifestation with a major 
impact on daily life (12, 13). The syn-
drome affects 0.09% of the adult popu-
lation (14), with a male/female ratio of 
9/1 (1, 15). Based on the American-Eu-
ropean Consensus Group (AECG) cri-
teria, prevalence among women ranges 
between 0.1% and 0.6% in USA, UK, 
and Greek cohorts (14, 16).
Evidence suggests that HRQOL is re-
duced in primary SS patients compared 
to healthy population (15, 17-20) and it 
is comparable to other rheumatic diseas-
es, including rheumatoid arthritis (RA) 
and systemic lupus erythematosous 
(SLE) (21, 22). Studies investigating 
variables associated with primary SS pa-
tients’ HRQOL showed that, among the 
clinical variables studied, fatigue was 
the dominant predictor of health status 
(12, 17, 23), while sicca severity did not 
uniquely contribute to HRQOL (17). On 
the other hand, although symptoms of 
psychological distress are well-known 
predictors of HRQOL in a number of 
medical illnesses including rheumatic 
diseases (24), their contribution to the 
primary SS patients’ HRQOL has not 
been extensively studied. Only one re-
cent study investigated the relationship 
of psychological distress with primary 

SS patients’ HRQOL (20). In addition, 
to our best of knowledge, no study has 
focused on the relationship between the 
SS patients’ psychological profile and 
their health status. Nonetheless, several 
personality variables and their complex 
interaction with psychological distress 
seem to play a significant role in a dis-
ease process and HRQOL. For example, 
our previous research has shown that 
disease activity was connected with the 
defensive personality profile in RA and 
inflammatory bowel disease (25, 26), 
while others have found that the cancer 
patients’ underlying defensive organisa-
tion was indicator even of lowered sur-
vival (27), indicating that the study of 
specific personality traits such as the de-
fensive organisation and coping capaci-
ties in relation to disease outcome may 
help to better identify on whom patient 
a psychological intervention will have a 
major impact. Our previous studies in 
RA showed that maladaptive defenses 
were associated with physical HRQOL, 
but this relationship was mediated by 
psychological distress (28), while in 
scleroderma we found that maladaptive 
defenses were strongly independently 
associated with HRQOL (29). Thus, we 
examine here whether the same applies 
to primary SS. 
The aim of the present study was to 
assess the defensive profile of patients 
with primary SS and whether it is dif-
ferent from that of patients with another 
rheumatologic disorder, namely SLE, or 
healthy participants. We also aimed to 
investigate the independent associations 
of psychological distress symptoms and 
personality variables, namely ego de-
fense mechanisms and hostility features, 
with primary SS patients’ HRQOL.

Methods
Participants and procedures
In this cross-sectional study the sample 
comprised consecutive patients with 
primary SS attending a follow-up clinic 
during a one-year period at the Rheu-
matology Department of the Univer-
sity Hospital of Ioannina, which pro-
vides secondary and tertiary care for a 
population of 350,000 in north-western 
Greece. Diagnosis of primary SS was 
confirmed based on the respectively 
recommended criteria (30). Exclusion 



487

Personality and HRQOL in Sjögren’s syndrome / T. Hyphantis et al.

criteria were inability to read and write 
Greek, history of psychotic illness, cur-
rent alcohol and/or drug abuse or de-
mentia. After complete description of 
the study to the 76 invited patients, 40 
out of the 59 eligible patients agreed to 
participate (response rate: 67.8%) and 
signed informed consent was obtained. 
No statistically significant differences 
were found in major demographic char-
acteristics between the participants’ 
and non-participants’ groups. 
To test whether the SS patients’ psy-
chological profile differed from that of 
healthy participants as well as from pa-
tients with another rheumatologic dis-
ease, 56 patients with SLE who attend-
ed the same Rheumatology Department 
and 80 healthy participants matched 
for age and sex were also recruited. 
SLE was chosen because it shares 
similarities with SS and has been used 
for comparison in other studies evalu-
ating outcomes in SS (7, 12, 22, 31). 
Diagnosis of SLE was confirmed using 
the American College of Rheumatology 
criteria (32). The healthy control group 
derived from a larger group of 984 sub-
jects who participated in our study on 
the standardisation of Defense Style 
Questionnaire for the Greek population 
(33). This group was randomly selected 
from the hospital’s staff-list and the 
hospital’s visitors. Since we considered 
a 1:2 matching, each SS patient was 
matched for both sex and age with two 
control participants from the standardi-
sation study. For each SS patient, the 
automated matching protocol selected 
all subjects who matched the SS patient 
exactly on sex and age category. If more 
than two participants from the stand-
ardisation sample were found to match 
with an SS patient, a computer generat-
ed random number selected the control 
subjects that were used in the study. If 
no exact matches were available, alter-
native matches were sought by allow-
ing difference in one category. Table I 
presents the patients’ and healthy par-
ticipants’ demographic profile. All the 
procedures followed were in accord-
ance with the ethical standards on hu-
man experimentation (World Medical 
Association Helsinki Declaration) and 
with the local hospital’s ethics commit-
tee (no. 20/14.01.2004).

Measures
Patients were examined by experi-
enced rheumatologists (NT-PVV) and 
medical data were collected, including 
clinical features and laboratory data. 
The patients’ medical records were re-
viewed for coexisting medical diseases 
and these were scored using the general 
comorbidity scale developed by Charl-
son and colleagues (34). The current 
use of any category of anti-inflamma-
tory, anti-rheumatic or antidepressant 
agent was recorded from the patients’ 
records. Each type of medication was 
examined separately for its effect on 
HRQOL. The psychological data col-
lection was via a semi-structured inter-
view performed by the same interview-
er (DM). The following self-reported 
questionnaires were administered:
The Symptom Distress Checklist (SCL-
90-R) which was used to assess patients’ 
psychological distress, is a 90-item 
multidimensional self-report symptom 
inventory which measures a wide range 
of psychopathological symptoms in 
psychiatric and medical patients (35). 
It also provides the Global Symptom 
Index (GSI), a measurement of overall 
psychological distress. The utility of 
SCL-90-R as a psychological screen-
ing instrument in rheumatic disease pa-
tients has been well documented (36); 
also, it has been standardised for the 
Greek population (37). 

Defensive profile and hostility 
variables
Defense mechanisms: Ego defense 
mechanisms are defined as “automatic 
psychological processes that protect 
the individual against anxiety and from 
the awareness of internal or external 
dangers and stressors, mediating the in-
dividual’s reactions to emotional con-
flicts and to internal or external stres-
sors” (38). To measure the participants’ 
defensive profile we used the Defense 
Style Questionnaire (DSQ) (39), a rating 
scale designed to estimate behaviour in-
dicative of 25 ego defense mechanisms. 
DSQ is the most widely used self-report 
method assessing defense mechanisms 
(40). Comparison of ratings using both 
DSQ and the observer-rated Defense 
Mechanism Rating Scales (DMRS) 
(41) showed significant correlations 

between measurements of DSQ and de-
fences as assessed by DMRS (42). We 
used the standardised Greek version of 
DSQ which consists of 88-items on a 
9-point Likert-type. It showed adequate 
internal consistency, test-retest reliabil-
ity, and construct validity (33), and it 
has been widely used with Greek medi-
cal patients (25, 26, 28, 29).
Hostility: The Hostility and Direction 
of Hostility Questionnaire (HDHQ) 
(43) was used. It provides a measure 
of hostility that reflects an attitudinal 
personality trait and shows the par-
ticipant’s reaction to frustrating occur-
rences. The HDHQ has been used in 
the Greek population and with medical 
patients (26, 28, 29, 44).We have found 
that hostility features as measured by 
HDHQ were strongly negatively as-
sociated with physical HRQOL in sys-
temic sclerosis (28). 

Outcome 
(Health-Related Quality of Life)
Health-Related Quality of Life was as-
sessed using the World Health Organi-
sation Quality of Life Instrument, Short-
Form (WHOQOL-BREF) (45,46). It 
assesses 4 domains: Physical, Mental 
health, Social Relationships and En-
vironment HRQOL. Each item is rated 
on a 5-point Likert interval scale and 
the scores are transformed on a scale 
from 0 to 100. A higher score indicates 
better HRQOL. Data obtained from a 
survey of adults carried out in 23 coun-
tries including Greece showed that 
WHOQOL-BREF is a cross-culturally 
valid assessment of HRQOL (46). The 
WHOQOL-BREF was found to have 
adequate test-retest reliability, internal 
consistency and factor structure in peo-
ple with rheumatological diseases (47). 
The Greek version of the WHOQOL-
BREF (46,48) has been previously used 
as an outcome measure of HRQOL in 
Greek patients with rheumatic diseases 
(28, 29).

Statistical analyses
All the statistical analyses were per-
formed using the Statistical Package for 
the Social Sciences (SPSS) 15.0 (SPSS 
Inc., Chicago, IL, USA) for Windows. 
Summary statistics for all variables 
were calculated. Normality was tested 
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by the Kolmogorov-Smirnov test (49). 
Chi-square analyses for categorical 
data (e.g. sex) and two-tailed t-tests for 
continuous data (e.g. age) were carried 
out to assess the differences between 
primary SS patients and controls in ma-
jor demographic, clinical and psycho-
logical variables. Since we found that 
primary SS patients differed from SLE 
patients in age and education, com-
parisons of psychological parameters 
and HRQOL between the two groups 
were made using one-way analyses of 
covariance (ANCOVA) adjusted for 
age and education. For similar reasons, 
comparison of psychological param-
eters and HRQOL between primary SS 
patients and healthy participants were 
carried out using ANCOVA adjusted 
for education (49). 
To assess the relationship of primary 
SS patients’ psychological defensive 
profile with HRQOL adjusting for de-
mographic variables, disease duration 
and psychological distress, univari-
ate comparisons were first conducted. 
Two-tailed t-tests were performed for 
dichotomous variables, and Pearson’s 
or Spearman’s correlations were calcu-
lated for continuous variables, as appro-
priate (49). To assess the variables most 
closely associated with SS patients’ 
HRQOL, four independently produced 

multiple regression analyses were next 
performed, with dependent variables 
the four WHOQOL-BREF components. 
Selection of independent variables was 
based on the results of the previous uni-
variate analyses and the most statisti-
cally significant variables were entered 
into the regression equations, taking 
into consideration the SS patient sample 
size. Colinearity between independent 
variables was tested based on variance 
inflation factors (VIF) and tolerances 
for individual variables (50). 

Results
Sample characteristics and 
psychological distress symptoms
Table I presents the participants’ demo-
graphic profile, disease duration and 
psychological distress symptoms. The 
female/male ratio of primary SS patients 
was 0.95. Thirty-five out of 40 of our pa-
tients complained of dry eyes, 30/40 pre-
sented dry mouth, while only 5 patients 
had recurrent parotid gland enlargement. 
None of our patients presented signs or 
symptoms of extraglandular or systemic 
manifestations. In addition, SS patients’ 
complains for malaises were moderate 
and none patient had a diagnosis of con-
comitant fibromyalgia. SS patients had 
received less education than both SLE 
patients (p<0.001) and healthy partici-

pants (p<0.001) and were older that SLE 
patients (p<0.001). In view of these dif-
ferences, subsequent comparisons were 
adjusted for education or for both educa-
tion and age, as appropriate. 
Patients with primary SS presented 
higher rates of symptoms of general 
psychological distress as measured by 
the SCL-90R Global Symptom Index, 
compared to both SLE (p=0.039) and 
healthy participants (p=0.048), even af-
ter adjustment for confounders. Inspec-
tion of SCL-90R subscales revealed that 
SS patients presented more symptoms 
of somatisation than both SLE patients 
and healthy participants (p=0.009 and 
p<0.001, respectively), while symptoms 
of interpersonal sensitivity were more 
prominent in SS than in SLE patients 
(p=0.030), and psychoticism symptoms 
were also higher in primary SS pa-
tients compared to healthy participants 
(p=0.044). Although the mean scores of 
SLE patients on Global Symptom Index 
and on most SCL-90R subscales were 
lower than that of healthy participants, 
the differences failed to reach statisti-
cal significance after controlling for age 
and sex. 

HRQOL measurements 
As shown in Table II, primary SS pa-
tients presented significantly more 

Table I. Demographic characteristics, patients’ disease duration and symptoms of psychological distress in patients with primary SS, SLE 
and healthy controls (HC). 

  SS (n=40) SLE (n=56) HC (n=80)  p-value   p-value     p-value  
     (SS vs. SLE)  (SLE vs. HC)  (SS vs. HC)

Age (years) (mean ± SD)  55.8 ± 11.1 43.1 ± 12.1 56.2 ± 11.5 <0.001* <0.001*  0.861*

Years of education (mean±SD) 6.9 ± 3.1 10.5 ± 3.6 11.1 ± 4.0 <0.001* 0.377 <0.001*

Female gender, n. (%) 38 (95) 46 (82.1) 76 (95) 0.060¥ 0.015¥  1.000¥

Marital status, n. (%)
Single  1 (2.5) 11 (19.6) 3 (3.8)
Married 35 (87.5) 44 (78.6) 53 (67.9)
Divorced/Widowed/Separated 4 (10.0) 1 (1.8) 22 (28.2) 0.013¥ <0.001¥  0.065¥

Disease duration (years) (mean±SD) 9.2 ± 5.7 12.0 ± 8.1                        –   0.059* –  –
Psychological distress (mean±SD)       
Somatisation 1.65 ± 0.76 0.91 ± 0.77 0.93 ± 0.62 0.009† 0.461? <0.001‡

Obsessive-compulsive 1.14 ± 0.67 0.78 ± 0.77 1.11 ± 0.62 0.128† 0.054? 0.891‡

Interpersonal sensitivity 1.17 ± 0.71 0.79 ± 0.74 0.89 ± 0.54 0.030† 0.273? 0.128‡

Hostility 0.79 ± 0.64 0.58 ± 0.72 0.74 ± 0.75 0.216† 0.198? 0.641‡

Anxiety 1.05 ± 0.80 0.63 ± 0.81 0.73 ± 0.67 0.145† 0.907? 0.170‡

Depression 1.13 ± 0.60 0.86 ± 0.80 1.06 ± 0.74 0.411† 0.405? 0.889‡

Phobic anxiety 0.45 ± 0.48 0.34 ± 0.56 0.43 ± 0.54 0.913† 0.517? 0.391‡

Paranoid ideation 1.33 ± 0.92 0.91 ± 0.80 1.22 ± 0.72 0.107† 0.088? 0.865‡

Psychoticism 0.65 ± 0.52 0.51 ± 0.61 0.48 ± 0.38 0.390† 0.963? 0.044‡

Global Symptom Index (GSI) 1.09 ± 0.55 0.73 ± 0.65 0.86 ± 0.49 0.039† 0.416? 0.048‡

*two-tailed t-tests; ¥chi-square tests; †One-way ANCOVA adjusted for age and education; ?One-way ANCOVA adjusted for age and sex; ‡One-way ANCOVA 
adjusted for education.
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impaired HRQOL than healthy par-
ticipants in all four WHOQOL-BREF 
components, even after controlling for 
confounders. Comparisons with the 
SLE sample showed that SS patients 
presented also more impaired Physical 
and Social Relations HRQOL, but these 
differences seem to be weakened after 
controlling for age and education, espe-
cially with respect to physical HRQOL.
 
Defensive profile and hostility as 
response to frustrating occurrences
As shown in Table III, primary SS pa-

tients presented less use of humour de-
fense (p=0.048 and p<0.001) and more 
help-rejecting complains as assessed by 
the Defense Style Questionnaire, com-
pared to both SLE and healthy partici-
pants (p=0.019 and p=0.044, respective-
ly). Also, primary SS patients presented 
higher rates on delusional guilt hostility 
as assessed by the Hostility and Direc-
tion of Hostility Questionnaire compared 
to both SLE and healthy participants 
(p=0.049 and p=0.003, respectively), and 
higher rates on delusional hostility than 
healthy controls (p=0.007) (Table IV). 

Psychological factors associated with 
primary SS patients’ HRQOL
Tables V and VI present the univariate 
and multivariate associations of psy-
chological variables studied with the 
four components of WHOQOL-BREF 
in the primary SS patients. As shown 
in Table V, among the variables associ-
ated with Physical HRQOL, less use of 
humor defense (p<0.001), higher rates 
on delusional guilt hostility (p=0.032) 
and higher psychological distress 
(p=0.049) were the variables most 
closely independently associated with 

Table II. Health-related quality of life among patients with primary SS (n=40), SLE (n=56), and healthy participants (n=80).
       
 Adjusted for age and education
  
 Mean SE F p-value Adj. mean SE F p-value

Physical  SS 54.6   * 3.1 15.1 <0.0005 60.0 2.9 10.9 <0.0005
HRQOL  SLE 65.8   * 2.3   63.8 2.5  
  Healthy participants 72.9   * 1.8   73.0 2.0  

Mental  SS 58.1   * 3.1 19.1 <0.0005 59.0 2.8 14.8 <0.0005
HRQOL  SLE 63.5   * 2.4   63.0 2.4  
  Healthy participants 76.5   * 1.6   76.3 2.0  

Social relations SS 51.9   * 3.1 16.7 <0.0005 53.3 3.3 12.3 <0.0005
HRQOL  SLE 62.6   * 1.9   62.2 2.8  
  Healthy participants 73.4   * 1.8   73.0 2.3  

Environment SS 54.2   * 3.1 5.8 0.004 56.1 2.5 3.4 0.035
HRQOL  SLE 58.1   ** 1.9   57.4 2.2  
  Healthy participants 63.8   * 1.5   63.3 1.8  

*Statistically significant differences at p<0.01 level among subgroups; Bonferroni post-hoc tests.

Table III. Defense mechanisms of patients with primary SS, SLE and healthy controls (HC).
 
 SS (n=40) SLE (n=56) HC (n=80) SS vs. SLE* SS vs. HC¥ 

Passive aggression 2.25 ± 1.79 2.84 ± 1.33 3.11 ± 1.53 p=0.073 p=0.108
Projection  3.75 ± 1.80 3.06 ± 1.31 3.27 ± 1.37 p=0.227 p=0.336
Regression 4.58 ± 2.44 3.97 ± 2.61 4.84 ± 2.38 p=0.115 p=0.622
Inhibition 4.76 ± 2.23 4.38 ± 1.73 4.53 ± 1.54 p=0.973 p=0.494
Projective identification 2.50 ± 2.92 2.01 ± 1.96 2.47 ± 2.35 p=0.648 p=0.533
Acting out 3.96 ± 2.42 3.75 ± 2.04 4.58 ± 1.94 p=0.352 p=0.478
Withdrawal 5.25 ± 2.78 4.85 ± 2.69 5.22 ± 2.35 p=0.222 p=0.838
Schizoid fantasy 3.70 ± 3.43 2.67 ± 2.73 3.72 ± 2.95 p=0.145 p=0.506
Help rejecting complains 4.37 ± 2.83 3.10 ± 1.94 3.41 ± 1.82 p=0.019 p=0.044
Undoing  4.48 ± 2.17 3.98 ± 2.14 4.59 ± 2.14 p=0.230 p=0.987
Omnipotence 3.17 ± 1.86 3.09 ± 1.72 3.32 ± 1.82 p=0.844 p=0.325
Denial 4.37 ± 2.11 4.10 ± 1.76 4.07 ± 1.94 p=0.666 p=0.296
Splitting  3.85 ± 2.04 4.08 ± 2.17 4.25 ± 2.02 p=0.283 p=0.681
Primitive idealisation  4.37 ± 2.63 3.77 ± 2.11 4.00 ± 2.58 p=0.393 p=0.265
Isolation 3.23 ± 1.98 3.62 ± 1.59 3.98 ± 1.63 p=0.732 p=0.159
Pseudoatruism  7.82 ± 2.25 7.67 ± 1.81 7.47 ± 2.16 p=0.762 p=0.407
Reaction formation 4.87 ± 1.97 4.93 ± 1.56 5.57 ± 1.66 p=0.644 p=0.363
Humour  2.35 ± 1.51 3.26 ± 1.51 4.01 ± 1.68 p=0.048 p=0.001
Affiliation  5.60 ± 3.09 4.85 ± 2.88 5.52 ± 2.47 p=0.379 p=0.964
Sublimation  5.77 ± 3.59 4.64 ± 3.48 5.07 ± 3.19 p=0.717 p=0.106
Suppression  5.01 ± 2.66 5.27 ± 2.18 5.32 ± 1.69 p=0.548 p=0.873
Task orientation 5.77 ± 2.59 5.41 ± 2.30 6.42 ± 2.24 p=0.298 p=0.679
Anticipation  6.03 ± 2.92 6.29 ± 2.42 6.92 ± 1.90 p=0.356 p=0.244

*One-way ANCOVA adjusted for age and education; ¥One-way ANCOVA adjusted for education.
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impaired Physical HRQOL. Similarly, 
impaired Mental HRQOL was closely 
associated only with higher rates of 
psychological distress, as measured by 
the SCL-90-R Global Symptom Index 

(p=0.024). General psychological dis-
tress was also the major independent 
correlate of Social Relations HRQOL 
(p=0.05), while lower education level 
(p=0.021) and more use of the schiz-

oid fantasy defense (p=0.005) were the 
variables most closely associated with 
the Environment HRQOL (Table VI). 

Discussion
The results of the present study showed 
that primary SS patients presented el-
evated symptoms of psychological 
distress as measured by the SCL-90R 
Global Symptom Index compared to 
both SLE and healthy participants, in 
accordance to previous findings (8-
11). SS patients presented also more 
symptoms of interpersonal sensitivity 
than SLE patients, less use of humour 
defense and more help-rejecting com-
plains and delusional guilt compared 
to both SLE and healthy participants, 
indicating that SS patients may exhibit 
some difficulties in adaptation to life 
stressors and in interpersonal relation-
ships. In line with previous findings (15, 
17-22), SS patients’ HRQOL was more 
impaired than healthy participants and 
comparable to SLE patients’ HRQOL. 
General psychological distress was a 
constant independent correlate of most 
aspects of SS patients’ health status, 
confirming a recent report (20), while 
less use of humour and higher rates of 
delusional guilt were significantly as-
sociated with impaired Physical HR-
QOL independently of psychological 
distress. To the best of our knowledge, 
this is the first study reporting that as-
pects of the SS patients’ underlying 
personality structure are independently 
associated with Physical HRQOL.
A number of studies have shown that 
SS patients often present elevated rates 
of psychological distress, compared to 
healthy controls or patients with other 
rheumatic diseases (8-11), in line with 
our findings, and Stevenson and col-

Table IV. Hostility features as response to frustrating occurrences in patients with primary SS, SLE and “healthy” controls (HC). 
  
 SS (n=40) SLE (n=56) HC (n=80) SS vs. SLE* SS vs. HC¥

Acting-out hostility 4.10 ± 1.39 3.82 ± 1.90 3.56 ± 1.62 p=0.136 p=0.532
Criticism of others 5.81 ± 2.01 5.75 ± 2.18 6.19 ± 2.20 p=0.990 p=0.359
Delusional hostility 3.35 ± 1.71 2.69 ± 2.13 1.88 ± 1.60 p=0.645 p=0.007
Self-criticism 4.21 ± 2.33 3.98 ± 2.27 3.92 ± 1.95 p=0.447 p=0.938
Delusional guilt hostility 3.18 ± 1.63 2.42 ± 1.73 2.00 ± 1.37 p=0.049 p=0.003
Extraverted hostility  13.27 ± 3.76 12.26 ± 5.11 11.64 ± 4.15 p=0.458 p=0.379
Introverted hostility 11.62 ± 5.87 10.39 ± 5.71 9.84 ± 4.85 p=0.252 p=0.425
Total hostility 20.67 ± 6.45 18.67 ± 8.00 17.56 ± 6.00 p=0.255 p=0.201

*One-way ANCOVA adjusted for age and education; ¥One-way ANCOVA adjusted for education.

Table V. Demographic, clinical and psychological parameters associated with physical and 
mental HRQOL in patients with primary SS (n=40).
  
 Physical HRQOL Mental HRQOL

Independent Univariate Multiple Univariate Multiple  
 Analyses* Regression¥ Analyses* Regression¥

Variables p-value beta† p-value p-value beta† p-value

Age 0.169   0.735   
Sex 0.259   0.192   
Educational level 0.203   0.154   
Divorced/Widowed/Sep. 0.206   0.123   
Disease duration 0.516   0.856   
SCL-90-R GSI‡ 0.002 -0.365 0.049 <0.0005 -0.429 0.024

Defense mechanisms       
Passive aggression 0.114   0.166  
Projection 0.086   0.078  
Regression 0.489   0.932  
Acting out 0.049 -0.025 0.861 0.415  
Withdrawal 0.445   0.315  
Schizoid fantasy 0.061   0.036 -0.069 0.608
Help-rejecting complains 0.606   0.777  
Omnipotence 0.512   0.092  
Denial 0.697   0.983  
Splitting  0.399   0.451  
Pseudoatruism  0.185   0.668  
Reaction formation 0.308   0.515  
Humour  0.033 0.597 <0.001 0.162  
Suppression  0.325   0.418   

Hostility features       
Acting out 0.592   0.228 
Criticism of others 0.795   0.978  
Delusional hostility 0.072   0.003 -0.061 0.672
Self-criticism 0.122   0.013   
Delusional guilt 0.003 -0.395 0.032 <0.0005 -0.294 0.141

Cumulative R2 Adj. 0.523 0.545
ANOVA F(4,35) = 10.5, p<0.0005 F(4,35) = 9.3, p<0.0005

*Pearson or Spearman correlations and two-tailed t-tests, as appropriate; ¥Two independently produced 
multiple regression analyses with dependent variables the “physical HRQOL” and “mental HRQOL”. 
Due to the small number of patients, the most significant defenses are presented and independent vari-
ables were the most significant variables resulted from univariate analyses; †Standardised beta coef-
ficients; ‡Global Sympom Index.



491

Personality and HRQOL in Sjögren’s syndrome / T. Hyphantis et al.

leagues showed that patients with SS 
are at increased risk for developing de-
pression (11). Since psychological dis-
tress is a strong independent correlate of 
HRQOL, as the present results showed, 
early recognition and treatment of psy-
chological distress is important in order 
to reduce the negative impact of psy-
chological distress on HRQOL and to 
prevent further deterioration. 
An additional finding of the present 
study is that SLE patients reported 
fewer symptoms of psychological dis-
tress than healthy participants, a find-
ing that contradicts the results of most 
studies on depression and SLE (51, 
52). However, since we matched our 
healthy-control sample with SS pa-

tients in mind, the SLE patient sample 
included fewer females and comprised 
younger participants than the healthy 
control sample. Therefore, when we ad-
justed for age and sex, the previously 
observed differences failed to reach 
statistical significance. Even so, our 
finding that SLE patients did not report 
elevated rates of psychological distress 
indicates that further research is needed 
to better clarify the prevalence of psy-
chological distress in SLE in relation to 
the general population.
Among the various subscales of the 
SCL-90R assessing specific aspects of 
psychological distress, symptoms of 
somatisation are particularly impor-
tant, being more prominent in SS than 

in SLE or healthy participants. Several 
assumptions could be drawn regard-
ing the reason of SS patients present-
ing with more bodily symptoms: these 
symptoms might be primarily possible 
indicators of the disease activity. In-
deed, several somatisation symptoms as 
assessed by the SCL-90-R somatisation 
subscale resemble true physical symp-
toms of the SS process (e.g. soreness of 
the muscles, faintness, heavy feelings 
in the arms or legs etc.). Alternatively, 
somatisation symptoms have been 
considered as manifestations of anxi-
ety and depression, as antidepressant 
treatment led to a reduction of scores of 
all these dimensions (53). Another pos-
sible explanation is that some patients 
with physical illness also have a high 
number of bodily symptoms probably 
unrelated to the underlying disorder, 
and it is these additional symptoms that 
are associated with impaired HRQOL 
(54, 55). Probably, more important is 
the combined effect of the physical 
effects of the disease process and the 
psychological reaction that this invokes 
in the individual. Therefore, apart from 
early addressing general psychological 
distress, rheumatologists should con-
sider the somatisation process when 
evaluating SS patients’ physical status, 
since early attention to this process 
could result in a more proper treatment 
and may help avoid unnecessary inves-
tigations, or inefficient and expensive 
interventions. 
Our new findings that ego defense 
mechanisms (i.e. less use of humour 
and more use of schizoid fantasy) and 
hostility features (i.e. higher rates of in-
troverted hostility and delusional guilt) 
were independently associated with im-
paired health status, underline the role 
of aspects of personality in SS patients’ 
well being. Humour constitutes one of 
the cornerstone defenses comprising an 
adaptive defensive profile (39). It re-
flects a capacity to accept a conflictual 
and stressful situation while taking the 
edge off its painful aspects (39), allow-
ing one to bear and yet focus on what 
is too stressful or too terrible to emerge 
(56), such as, for instance, the stressful 
feelings provoked by a severe medical 
illness and its impact on patient’s every-
day life. Humour also often involves an 

Table VI. Demographic, clinical and psychological parameters associated with social rela-
tions and environment HRQOL in patients with primary Sjögren’s syndrome (n=40).

 Social Relations HRQOL Environment HRQOL

Independent Univariate Multiple Univariate Multiple
 Analyses* Regression¥ Analyses* Regression¥

Variables p-value beta†  p-value p-value beta† p-value

Age 0.339   0.483   
Sex 0.439   0.191   
Educational level 0.204   0.018 0.324 0.021
Divorced/Widowed/Sep. 0.496   0.099  
Disease duration 0.716   0.785  
SCL-90-R GSI‡ <0.0005 -0.410 0.050 0.004 -0.169 0.396

Defense mechanisms       
Passive aggression 0.506   0.409  
Projection 0.262   0.103  
Regression 0.952   0.721  
Acting out 0.384   0.316  
Withdrawal 0.519   0.338  
Schizoid fantasy 0.154   <0.0005 -0.437 0.005
Help-rejecting complains 0.238   0.887  
Omnipotence 0.373   0.333  
Denial 0.430   0.788  
Splitting  0.716   0.290  
Pseudoatruism  0.694   0.280  
Reaction formation 0.230   0.951  
Humour  0.287   0.109  
Suppression  0.649   0.317   

Hostility features       
Acting-out 0.452   0.800  
Criticism of others 0.499   0.692  
Delusional hostility 0.009 -0.184 0.273 0.068  
Self-criticism 0.047 0.199 0.332 0.078  
Delusional guilt 0.001 -0.275 0.254 0.010 -0.086 0.664

Cumulative R2 Adj. 0.312 0.407
ANOVA F(4,35) = 4.9, p=0.003 F(4,34) = 7.1, p<0.0005

*Pearson or Spearman correlations and two-tailed t-tests were, as appropriate; ¥Two independently 
produced multiple regression analyses with dependent variables the “physical HRQOL” and “mental 
HRQOL”. Due to the small number of patients, the most significant defenses are presented and inde-
pendent variables were the most significant variables resulted from univariate analyses. †Standardised 
beta coefficients; ‡Global Symptom Index. 
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element of self-observation or truth, and 
tends to relieve tension in a way that al-
lows everyone to share in it, rather than 
being at one person’s expense (57). On 
the contrary, in schizoid fantasy, the indi-
vidual deals with stressors by excessive 
daydreaming as a substitute for human 
relationships or problem solving (57), 
while delusional guilt is a measure of 
the individual’s intropunitiveness, i.e. a 
measure of the hostility directed inward 
on the self, connected with melancholic 
personality (58, 59). Delusional guilt is 
associated with shyness and the degree 
of distress felt in a variety of social situ-
ations (60), and it has been associated 
with poor adherence to treatment (61, 
62). Taken together, it seems that SS 
patients with low capacity to deal with 
inner or external stressors by adopting a 
more adaptive defensive style and those 
who hold an intropunitive attitude to-
wards a frustrating occurrence, such as 
the disease, might present higher risk for 
distraction from the issue in hand, i.e. 
adaptation to the disease, or they may 
even present difficulties in adherence to 
treatment. In this ways the patient’s un-
derlying personality organisation might 
be linked with physical HRQOL. 
The main limitations of our study are 
the sample size of SS patients and the 
cross-sectional design. The findings 
need to be replicated with a larger sam-
ple in a prospective study. Moreover, 
the drawback of using only self-report 
measures means that we cannot refute 
the criticism that an underlying re-
sponse style might have led to our re-
sults. Additionally, the inventory used 
to assess defensive profile (DSQ) is an 
attempt to describe an inferred intrapsy-
chic phenomenon that may be out of a 
subject’s awareness, an attempt that is 
fraught with difficulty (39). Studies on 
the validity of DSQ, though, showed 
that defenses assessed by DSQ were 
significantly correlated with defenses 
assessed by observer-rated scales (43), 
while a review of published studies in-
dicated strong evidence that adaptive-
ness of defense style, as measured by 
the DSQ, correlates with mental health 
and change (40). It is also possible that 
other factors not included in the present 
study, such as social support, may also 
have an impact on HRQOL. 

Strengths of our study include the rea-
sonably high response rate (67.8%), 
and that there were no statistically sig-
nificant differences between respond-
ers and non-responders; also we did 
use well-recognised instruments for all 
our measures, while our secondary and 
tertiary hospital provides care to the 
majority of the SS patients of the catch-
ment area, suggesting that we recruited 
a representative sample of primary SS 
patients. 
The main clinical implication of our 
study is that, apart from the early as-
sessment and treatment of psychologi-
cal distress symptoms, especially soma-
tisation symptoms, clinicians and con-
sultation-liaison psychiatrists should 
bear in mind the patients’ psychologi-
cal resources and coping capacities to 
deal with the stress of the disease, since 
such personality traits, although usu-
ally underestimated, are independently 
associated with the disease’s outcome. 
Future longitudinal studies with larger 
samples are needed to confirm these as-
sociations and to investigate the specific 
paths that form the patients’ HRQOL, 
especially with respect to those patients 
who are coping poorly with the illness 
because they lack the psychological re-
sources to do so, in order to schedule 
proper psychotherapeutic interventions 
aiming to improve patients’ HRQOL.
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