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Introduction 
The study of individual psychological aspects in the treat-

ment of chronic diseases is acquiring ever greater importance in 
recent years. Psychotherapy research has widely demonstrated 
how person-centered psychological interventions can signifi-
cantly improve patients’ mental health and their QoL (Boggatz, 
2020; Boldrini et al., 2020; Lingiardi et al., 2010). The inflam-
matory bowel diseases (IBDs) represent a group of non-infec-
tious, chronic, relapsing disorders of the gastrointestinal tract of 
unknown etiology, driven by an inappropriate immune response 
in genetically susceptible hosts. Primarily, IBDs include Crohn’s 
disease (CD) and ulcerative colitis (UC). The prevalence of 
IBDs increased substantially from 1990 to 2017, not only in the 
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ABSTRACT 
A comprehensive investigation of psychological features in 
chronic patients is very important for tailoring effective treat-
ments. In this study we tested anxiety, depression, health related 
quality of life (HR-QoL), alexithymia, coping styles, and defense 
mechanisms, in eighty-four patients with Crohn disease (CD) and 
ulcerative colitis (UC). Participants reported low to moderate HR-
QoL and anxiety, apart from alexithymia. Women experienced 
lower QoL and higher levels of anxiety and depressive symptoms. 
Coping and defense strategies were related to distress symptoms 
and QoL. Positive attitude and principalization, showed negative 
associations with depression, anxiety and alexithymia and were 
also found to be associated with mental health. CD patients used 
significantly more turning against objects (p=0.02) and projec-
tions (p=0.01) and UC patients used more reversal (p=0.04). Eld-
erly women showed higher anxiety symptoms and lower 
perceived QoL. Multiple regression analysis revealed anxiety and 
depression were independently associated with QoL. Significant 
differences emerged in defense styles among CD and UC. CD 
participants used more maladaptive coping and defense styles 
which were related to mental distress, depression and anxiety, to-
gether with higher level of alexithymia. Findings suggest that psy-
chological aspects play a key role in mental health in patients 
suffering from inflammatory bowel diseases. A multi-integrated 
clinical strategy including psychotherapeutic interventions should 
be considered in treating CD and UC. 
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high-income nations, but also in the more recently developed 
areas such as South America, Eastern Europe, Asia, and Africa. 
Overall, IBDs affect more than 6.8 million people worldwide, 
representing a serious medical, psychological and social burden 
due to patient’s debilitating physical and psychological symp-
toms impacting daily life, also with loss of schooling and ab-
senteeism and relevant health-care costs (GBD 2017 
Inflammatory Bowel Disease Collaborators, 2020). It is well 
known that psychological features are commonly encountered 
in chronic diseases, including IBDs (Porcelli et al., 2014; Galli 
et al., 2019; Conversano et al., 2020; Martino et al., 2020) and 
they may contribute to perceived health-related quality of life 
(HR-QoL). Recently, a systematic review including 30,118 pa-
tients with IBDs, showed that the prevalence of anxiety symp-
toms was 32.1% and the prevalence of depression symptoms 
was 25.2%. Particularly, CD patients have a 20% increased risk 
of suffering from anxiety and depressive symptoms in compar-
ison with UC patients. A gender difference has been also high-
lighted regarding the prevalence of psychological symptoms in 
IBD. Mainly, anxiety and depressive symptoms are present in 
33.8% and 21.2% of cases in women, respectively, and in 22.8% 
and 16.2% of men, respectively. An active disease was also as-
sociated with a 2-to-3-fold increased risk of anxiety and depres-
sive symptoms (Barberio et al., 2021). 

It is widely recognized UC mainly affects colon and rectum, 
while CD Crohn’s disease may involve the entire intestine, from 
mouth to anus (Bouwman et al., 2022; Li et al., 2022). It is often 
difficult to formulate a differential diagnosis, remaining this goal 
crucial for the appropriate treatment and management of these 
two pathologies (Bouwman et al., 2022). IBDs inspired high 
quality research from all the world to deeply understand their 
underlying etiopathogenesis, course and outcome of such dis-
eases. Empirical evidence has been provided on the common 
pathophysiologic mechanism between clinical psychological 
factors and IBDs (Mawdsley et al., 2005; Li et al., 2022). More-
over, psychological resources have been proved to predict the 
onset, maintenance, recurrence, and outcome (Triantafillidis et 
al., 2013). From this integrated perspective, and following the 
brain-gut axis, IBD’s pathophysiology rises the inflammatory 
brain reaction, leading to psychological behavioral comorbidi-
ties, fully configuring the link between psychological distress 
and IBD disease (Li et al., 2022). Among psychological factors, 
alexithymia and maladaptive coping are known to negatively af-
fect IBD conditions and patient’s QoL (Carrozzino et al., 2018; 
Martino et al., 2020). 

Alexithymia represents a multidimensional construct, de-
fined as the difficulty in identifying, describing, and distinguish-
ing feelings and it influences IBD patients’ health independently 
from the clinical evolution of the disease (Porcelli et al., 1995; 
Viganò et al., 2018; Carrozzino & Porcelli, 2018). A high preva-
lence of alexithymia has been reported in patients affected by 
chronic immune-mediated diseases with somatic symptoms, 
with figures reaching 35% in IBD (Villoria et al., 2107; Erkic 
et al., 2018; Viganò et al., 2018) as well as alexithymia is deeply 
linked to severity of bowel diseases. Patients with alexithymia 
could also experience difficulties in recognizing body percep-
tions, implicating even a delayed IBD diagnosis and a deeper 
suffering (Porcelli et al., 1996; Ferreiro et al., 2015). Further-
more, research evidence suggested that stress may boost bowel 
motility and secretion (Maudsley & Rampton, 2005) thus nega-
tively conditioning the IBDs course. Coping and defense mech-
anisms, defined as strategies activated to minimize, alleviate, 
and to overcome personal and situational stressors, has been 

proved to be related to reducing IBDs symptoms and improving 
HR-QoL (Mussel et al., 2004; Dorrian et al., 2009). 

 
Hypotheses 

In the present study we aimed to verify whether i) IBD pa-
tients report low quality of life in absence of comorbid mental 
disorders; ii) lower psychological resources, identified as mal-
adaptive coping and defense mechanisms, were associated with 
higher psychological symptoms and lower HR-QoL; and iii) CD 
patients differ from UC patients in terms of psychological re-
sources and mental distress. We expected moderate levels of 
HR-QoL, significant relationships between coping and defense 
mechanisms and psychological symptoms, and significant dif-
ferences between CD and UC patients regarding the specific 
ways they cope with stressful situations. 

 
 

Methods 
Participants and procedure 

Participants (n=84) were consecutively recruited at the out-
patients IBD Unit, Department of Clinical and Experimental 
Medicine, University Hospital “G. Martino”, Messina, Italy. In-
clusion criteria were subject aged ≥18 years, suffering from UC 
or CD, diagnosed at least six months before our study, and re-
ceiving appropriate maintenance medical treatment, accordingly 
to the IBD remission phase. Exclusion criteria were alcohol or 
drug abuse; known psychiatric conditions; assumption of psy-
chotropic agents; from moderate to severe respiratory, kidney 
or liver failure; heart failure with New York Hearth Association 
(NYHA) class ≥2; endocrine disorders and cancer. For each par-
ticipant gender, age at diagnosis, smoking habits and family his-
tory of IBD, comorbidities and related treatments were collected. 
Informed written consent was obtained from each subject to 
enter the study, which was approved by the Ethics Committee 
University Hospital “G. Martino”, Messina, Italy (protocol n. 
2533 as of 30/01/2020) and that has been carried out in accor-
dance with the principles of the Declaration of Helsinki and its 
later amendments. Patients’ psychological symptoms and re-
sources were assessed by a clinical psychologist in a confidential 
setting throughout a gold standard diagnostic interview and val-
idated self-reported measures. Medical records, sociodemo-
graphic data (i.e. age, gender, educational levels, marital status) 
were collected by a clinician. 

 
Measurements 

All psychological aspects were assessed using self-reported 
measures validated in Italian language. Quality of life was meas-
ured with the Short Form-12 questionnaire (SF-12) (Gandek et 
al., 1998) and the short Inflammatory Bowel Disease Question-
naire (IBDQ) (Ciccocioppo et al., 2011). The SF-12, which pro-
vides subscales of mental and physical health (labeled as MCS 
and PCS, respectively), was performed to evaluate the general 
health perception, with higher scores indicating better health out-
comes. The 10-item IBDQ was administered to detect subjects’ 
health perception related to the gastrointestinal chronic bowel 
disease. Depressive symptoms were assessed using the Beck De-
pression Inventory-second edition (BDI-II; Beck et al. 1996), 
while anxiety symptoms were assessed using the Hamilton Anx-
iety Rating Scale (HAM-A) (Hamilton MA, 1959). Coping 
styles were tested through the New Italian Version Coping Ori-
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entation to Problems Experienced (COPE-NVI-25), exploring 
five coping styles, including avoidance strategies, transcendent 
orientation, positive attitude, social support, and problem orien-
tation (Foà et al., 2015). Defense mechanisms were assessed 
with the Defense Mechanisms Inventory (DMI), which includes 
five defense styles such as turning against object (TAO), pro-
jection (PRO), principalization (PRN), turning against self 
(TAS), and reversal (REV) (Ihilevich et al., 1994). Finally, alex-
ithymia was assessed using the Toronto Alexithymia Scale 
(TAS-20) which distinguish three subscales namely Difficulty 
in Identify Feelings (DIF), Difficulty in Describing Feelings 
(DDF) and External Oriented Thinking (EOT) (Bressi et al., 
1996; Taylor et al., 1999; Taylor GJ, 2000; Taylor et al., 2003). 
Bagby et al. (1994) proposed three cut-off scores to recognize 
alexithymic individuals (≥61), borderline (from 51 to 60) and 
non-alexithymic individuals (≤50). 

 
Statistical analyses 

Descriptive statistics were performed to analyze clinical and 
socio-demographic characteristics and levels of QoL, psycho-
logical symptoms and resources (i.e. coping, defenses and alex-
ithymia) in IBD patients. Pearson’s correlation was used to test 
associations between alexithymia, coping and defensive strate-
gies on one side, and QoL and psychological symptoms on the 
other side. Student’s t test for independent samples and the chi-
square test were performed as appropriate to verify significant 
differences between CD and UC patients. Finally, a multiple re-
gression analysis was used to explore the association between a 
dependent variable and one or more explanatory variables. Val-
ues of p<0.05 were considered statistically significant. 

 
 

Results 
Participants main socio-demographic and clinical character-

istics are reported in Table 1. CD patients presented significantly 
higher mean age in comparison with UC patients (47.5±18 vs 
37.5±14; p=0.005); they also presented a longer disease duration 
(14.3±10 vs 9.9±8; p=0.02) and a significantly different employ-
ment status. Levels of QoL, psychological symptoms and re-
sources of IBD patients are shown in Table 2. Participants 

reported low-moderate QoL, as demonstrated by mean scores 
under the median value in both PCS and MCS subscales of the 
SF-12. Accordingly, IBDQ mean score failed in the moderate 
QoL range. Concerning psychological symptoms, IBD patients 
showed low to moderate anxiety (21.5±11.2) and possible pres-
ence of alexithymia (52.1±14.5). Particularly, higher anxiety lev-
els were found in women in comparison with men (24.4±11 vs 
19.1±10,0; p=0.02). Depressive symptoms were also higher in 
women (15.8±8.1 vs 11.2±6.5; p=0.005). Women suffering from 
IBD showed a lower QoL in comparison with men (45.9±8.5 vs 
52.4±8.7; p=0.001). Concerning psychological resources, the 
mostly used coping strategies were positive attitude and problem 
solving (25.2±5.1 and 22.4±4.5, respectively), while the mostly 
used defensive strategy was reversal (54.7±13.5). 

Age was positively associated with anxiety (r=0.37; 
p=0.001) and alexithymia (r=0.22; p=0.04). 

The relationships between psychological resources, symp-
toms, and QoL are displayed in Table 3. All coping and defensive 
strategies were related with symptoms or QoL (r ranging from 
0.561 to 0.222), apart from social support and projection which 
did not show significant associations with distress and QoL. 

Maladaptive coping and defenses, such as avoidance strate-
gies and turning against self, were positively associated with de-
pression, while avoidance and turning to religion were positively 
associated with anxiety. Turning against objects and avoidance 
were also positively associated with alexithymia. Conversely, 
adaptive coping and defenses, such as positive attitude and prin-
cipalization, showed negative associations with depression, anx-
iety and alexithymia, while problem solving showed negative 
association with alexithymia. Similarly, adaptive coping and de-
fensive strategies resulted associated with mental health (r rang-
ing from 0.430 to 0.320), whereas maladaptive coping and 
defenses, such as turning against self/objects and avoidance, 
were associated with mental distress. Moreover, positive attitude 
coping showed significant positive relationship with QoL 
(r=0.222; p<0.05), while turning to religion showed significant 
negative relationship with physical health (r=-0.430; p<0.001). 

Differences between patients diagnosed with CD and those 
diagnosed with UC concerning QoL, symptoms, coping and de-
fense mechanisms, and alexithymia, were analyzed and are dis-
played in Table 4. CD and UC patients did not show significant 
differences in neither psychological symptoms nor QoL, as well 
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Table 1. Main socio-demographic and clinical characteristics of participants.  

                                                                         Total (n=84)                    CD (n=33)                     UC (n=51)                             p 
Clinical characteristics                                                                                                                                                                                                
  Age, years                                                                    41.5±16.6                             47.5±18                             37.5±14.3                               0.005 
  Gender (%)                                                                    47 (56)                                22 (66)                                25 (49)                                    0.2 
  Body mass index, kg/m2                                              24.0±3.8                              24.3±3.7                              23.7±3.9                                  0.50 
  Time since diagnosis, years                                         11.7±9.2                             14.4±10.4                               9.9±8                                    0.02 
Education, n (%)                                                                                                                                                                                                         
  Primary school                                                               3 (3.6)                                  3 (9.1)                                   0 (0)                                         
  Secondary school                                                         13 (15.4)                              8 (24.3)                                 5 (9.8)                                        
  High school                                                                  40 (47.7)                             13 (39.0)                             27 (52.9)                                      
  Bachelor’s degree                                                        25 (29.8)                              8 (24.3)                              17 (33.3)                                      
  PhD or specialization                                                     3 (3.5)                                  1 (3.0)                                  2 (3.9)                                   0.06 
Employment status, n (%)                                                                                                                                                                                           
  Full time                                                                        50 (60)                                19 (58)                                31 (61)                                       
  Unemployed                                                                  14 (17)                                   2 (6)                                   12 (24)                                       
  Retired                                                                           20 (24)                                12 (36)                                  8 (16)                                    0.02 
CD, Crohn disease; UC, ulcerative colitis. Values are reported as mean ± standard deviation or crude numbers (percentages).
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as in coping strategies used to deal with stress. However, t-test 
analyses revealed significant differences between IBD patients 
in defensive strategies, with CD patients using significantly 
more turning against objects (CD mean=52.7 vs UC mean=46.6; 
p=0.02) and projections (CD mean=53.7 vs UC mean=49.1; 
p=0.01) and UC patients using significantly more reversal (CD 
mean=50.9 vs UC mean=57.2; p=0.04).  

The results of the multiple regression analysis, considering 
IBDQ as dependent variable, and including as explanatory vari-
ables age, BMI, disease duration, TAS-20, COPE, DMI, HAM-
A and BDI-II, only HAM-A (β=-0.28, p=0.02, SE=0.09) and 
BDI-II (β=-0.31, p=0.02, SE=0.13) were found to be independ-
ently associated with QoL.  

Discussion 
Individual psychological response to chronic disease is of 

crucial importance in planning an effective treatment. In partic-
ular, patient’s adaptational strategies can significantly influence 
the subjective perception of the illness, thus impacting on psy-
chological well-being and QoL. To the best of our knowledge 
this is the first study exploring integrated psychological features 
in patients with IBDs. The present study focused on the HR-QoL 
of patients suffering from CD and UC, two of the most frequent 
chronic inflammatory diseases of the intestine, exploring clinical 
psychological features which may impact disease’s onset and 
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Table 2. Descriptive statistics of QoL, psychological symptoms and resources in inflammatory bowel disease patients (n=84). 

                                            95% CI                             Min                                Max                              Mean                                SD 
SIBDQ                                         46.00                                   22.00                                   68.00                                   49.49                                     9.2 
PCS                                              39.35                                   24.21                                   63.56                                    45.8                                      9.3 
MCS                                             39.06                                   21.63                                   60.69                                    41.5                                     11.0 
HAM_TOTAL                             47.00                                    2.00                                    49.00                                    21.5                                     11.2 
HAM_PSY                                  22.00                                    1.00                                    23.00                                    11.6                                      5.5 
HAM_SOM                                 26.00                                    0.00                                    26.00                                     9.9                                       6.2 
BDI_TOTAL                                36.00                                    0.00                                    36.00                                    13.3                                      7.6 
TAS20_TOTAL                           64.00                                   23.00                                   87.00                                    52.0                                     14.5 
DMI_TAO                                    59.00                                   18.00                                   77.00                                    49.0                                     11.8 
DMI_PRO                                    43.00                                   27.00                                   70.00                                    50.9                                      8.8 
DMI_PRN                                    39.00                                   27.00                                   66.00                                    48.6                                      9.6 
DMI_TAS                                    68.00                                   20.00                                   88.00                                    47.4                                     11.2 
DMI_REV                                   80.00                                    9.00                                    89.00                                    54.7                                     13.6 
COPE_POS                                  26.00                                   10.00                                   36.00                                    25.3                                      5.1 
COPE_SOC                                 25.00                                    5.00                                    30.00                                    19.8                                      5.9 
COPE_PROBL                            19.00                                   11.00                                   30.00                                    22.5                                      4.6 
COPE_TRASC                            20.00                                    4.00                                    24.00                                    13.4                                      7.0 
COPE_AVOID                            24.00                                    5.00                                    29.00                                    12.4                                      5.5 
CI, confidence interval; SD, standard deviation; SIBDQ, Short Inflammatory Bowel disease Questionnaire; PCS, physical component summary; MCS, mental component 
summary; HAM-A, Hamilton Anxiety Rating Scale; HAM-PSY, psychic anxiety; HAM-SOM, somatic anxiety; BDI-II, Beck Depression Inventory II version; TAS-20, 
Toronto Alexithymia Scale 20-item version; DMI, defense mechanism inventory; DMI-TAO, Turning Against Object; DMI-PRO, Projection; DMI-PRN, Principalization; 
DMI-TAS, Turning Against Self; DMI-REV, Reversal; COPE-NVI-25, Coping Orientation to Problems Experienced; COPE-POS, Positive Aptitude; COPE-SOC, Social 
support; COPE-PROBL, Problem solving; COPE-TRASC, Trascendental; COPE-AVOID, Avoidance strategies.

Table 3. Correlations between psychological resources, symptoms, and quality of life in irritable bowel disease patients (n=84). 

                                              IBDQ                        PCS                        MCS                         BDI                        HAM                       TAS 
DMI_TAO                                   -0.041                           0.029                          -0.239*                          0.149                            0.158                         0.258* 
DMI_PRO                                   -0.080                          -0.099                           0.049                            0.013                            0.038                          0.022 
DMI_PRN                                   -0.199                          -0.003                        0.430***                     -0.389***                     -0.318**                    -0.427*** 
DMI_TAS                                    -0.019                           0.198                          -0.232*                         0.269*                           0.064                          0.186 
DMI_REV                                   -0.006                          -0.084                           0.136                           -0.114                          -0.066                        -0.235* 
COPE_POS                                 0.222*                           0.011                          0.350**                       -0.353**                      -0.314**                    -0.406*** 
COPE_SOC                                -0.205                          -0.188                          -0.024                           0.073                            0.123                          -0.155 
COPE_PROBL                            0.031                           -0.050                         0.320**                         -0.154                          -0.183                      -0.547*** 
COPE_TRASC                           -0.181                       -0.430***                       -0.076                          -0.037                          0.252*                         0.090 
COPE_AVOID                            -0.206                          -0.198                       -0.362***                       0.242*                        0.561***                    0.512*** 
IBDQ, Inflammatory Bowel Disease Questionnaire; PCS, physical component summary; MCS, mental component summary; BDI, Beck Depression Inventory; HAM, 
Hamilton Anxiety Rating Scale; TAS, Turning Against Self; DMI, defense mechanism inventory; DMI-TAO, Turning Against Object; DMI-PRO, Projection; DMI-PRN, 
Principalization; DMI-TAS, Turning Against Self; DMI-REV, Reversal; COPE-NVI-25, Coping Orientation to Problems Experienced; COPE-POS, Positive Aptitude; 
COPE-SOC, Social support; COPE-PROBL, Problem solving; COPE-TRASC, Trascendental; COPE-AVOID, Avoidance strategies. *p<.05; **p<.01; ***p<.001.
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clinical course. The numerous investigated components of both 
physical and mental conditions allowed the in-depth detection 
of interrelations between HR-QoL, symptoms and resources of 
patients diagnosed with IBD, as well as the analysis of clinical 
psychological aspects characteristic of CD and UC patients. 

Regarding our first hypothesis, that IBD patients reported 
low quality of life in absence of comorbid mental disorders, re-
sults demonstrated low HR-QoL in IBD patients, with not sig-
nificant differences between CD and UC. This main finding 
fully confirmed our expectation and suggests the impaired life 
conditions of individuals affected by IBD in line with literature 
(Carrozzino et al., 2018). 

Regarding our second hypothesis, that lower psychological 
resources were associated with higher psychological symptoms 
and lower HR-QoL, we found that maladaptive coping and de-
fense styles were related to mental distress, symptoms of de-
pression and anxiety, as well as with higher level of alexithymia. 
More specifically, while avoidance resulted the only coping style 
associated with symptoms and alexithymia, defensive style of 
turning against self, turning to religion, and turning against ob-
jects were positively associated with depression, anxiety, and 
alexithymia, respectively. Conversely, adaptive coping and de-
fenses were related to mental health and higher HR-QoL. These 
findings confirmed the importance of assessing coping and de-
fenses following a hierarchical approach that may inform on the 
level of maturity and adaptation of strategies used to protect the 
individual from stressors (Di Giuseppe et al., 2020; 2022). 

Regarding our third hypothesis, that CD patients differ from 

UC patients in psychological resources and mental distress, re-
sulted partially confirmed. CD patients did not differ from UC 
patients, except for defense mechanisms. CD participants used 
significantly more maladaptive defenses as turning against ob-
jects and projections compared to UC participants, which instead 
tended to use significantly more reversal defense style. From a 
qualitative perspective, these findings support an interesting psy-
chosomatic hypothesis of potential influences of personality pat-
terns in the etiology of chronic diseases. CD’s defense style 
seems characterized by aggressiveness toward the others and ex-
ternal reality (turning against objects) and blindness of patient’s 
own feelings, thoughts, desires, which are instead seen in others 
(projection), while UC mainly recurs to a repressive defense 
style (reversal) the to deal with internal or external stressors, in-
volving the inhibition of the experience and expression of neg-
ative feelings and unpleasant cognition to prevent one’s positive 
self-image from being threatened (Weber et al., 2021). Overall, 
the present study provides empirical evidence of the potential 
role of defense mechanisms in contributing to initiation of 
chronic disease such as IBDs. 

Apart from medical treatment, which efficiently control gas-
trointestinal symptoms, the typical IBDs relapsing-remitting 
course may trigger psychological distress to a such chronic dis-
ease. Even in this perspective, unconscious defenses may play a 
key role in the burden of IBD predisposing to a particular mental 
approach and representing a possible target in the long term inte-
grated clinical management of IBD. In fact, adaptive coping and 
defense mechanisms become essential in helping the individual 
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Table 4. Differences between Crohn disease (n=33) and ulcerative colitis (n=51) patients on symptoms, quality of life, coping and 
defenses. 

                                                   t                                      p                                Δ mean                                              95% CI 
                                                                                                                                                                    Lower                            Upper 
BDI                                               0.229                                   0.820                                   0.399                                  -3.089                                  3.887 
HAM-TOTAL                              1.245                                   0.219                                   3.299                                  -2.015                                  8,614 
HAM-PSI                                     0.807                                   0.423                                   1.057                                  -1.567                                  3.681 
HAM-SOM                                  1.542                                   0.129                                   2.242                                  -0.671                                  5.156 
PCS                                              -0.739                                  0.463                                  -1.574                                  -5.830                                  2.681 
MCS                                            -0.729                                  0.469                                  -1.798                                  -6.724                                  3.126 
TAS-TOTAL                               -0.265                                  0.792                                  -0.877                                  -7.481                                  5.727 
TAS-DIF                                      -0.626                                  0.533                                  -0.991                                  -4.150                                  2.168 
TAS-DDF                                    -0.607                                  0.546                                  -0.695                                  -2.977                                  1.587 
TAS-EOT                                    -0.627                                  0.533                                   0.809                                  -1.769                                  3.388 
DMI-TAO                                    2.276                                   0.026                                   6.069                                   0.736                                  11.402 
DMI-PRO                                    2.455                                   0.016                                   4.588                                   0.864                                   8.312 
DMI-PRN                                    -1.145                                  0.256                                  -2.438                                  -6.686                                  1.809 
DMI-TAS                                    -1.401                                  0.165                                   -3162                                  -7.653                                  1.328 
DMI-REV                                   -2.057                                  0.044                                   -6.306                                 -12.454                                 -0.177 
COPE-POS                                  -0.376                                  0.233                                  -0.431                                  -2.720                                  1.857 
COPE-SOC                                  0.056                                   0.708                                   0.073                                  -2.525                                  2.671 
COPE-PROBL                            -1.456                                  0.955                                  -1.563                                  -3.715                                  0.588 
COPE-TRASC                             0.278                                   0.782                                   0.450                                  -2.792                                  3.694 
COPE-AVOID                             1.798                                   0.078                                   2.338                                  -0.268                                  4.945 
BDI-II, Beck Depression Inventory II version; HAM-A, Hamilton Anxiety Rating Scale; HAM-PSY, psychic anxiety; HAM-SOM, somatic anxiety; PCS, physical compo-
nent summary; MCS, mental component summary; TAS-20, Toronto Alexithymia Scale 20-item version; DIF, difficulty identifying feelings; DDF, difficulty describing 
feelings; EOT, externally oriented thinking; DMI, defense mechanism inventory; DMI-TAO, Turning Against Object; DMI-PRO, Projection; DMI-PRN, Principalization; 
DMI-TAS, Turning Against Self; DMI-REV, Reversal; COPE-NVI-25, Coping Orientation to Problems Experienced; COPE-POS, Positive Aptitude; COPE-SOC, Social 
support; COPE-PROBL, Problem solving; COPE-TRASC, Trascendental; COPE-AVOID, Avoidance strategies. Values in italics are significatively.
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in dealing with disease-related distress, whereas alexithymia and 
maladaptive coping and defense style could negative influence 
the course of the illness. Moreover, alexithymia, and clinical psy-
chological symptoms may compromise patient’s compliance and 
adherence, leading to frequent relapses and to a worse clinical 
course of IBD (Viola et al., 2023). Even though IBD affects both 
genders equally, our study confirmed women with IBD showed 
higher prevalence of anxiety and depressive symptoms, together 
with lower HR-QoL (Hardy et al., 2022). Age was also associated 
with higher anxiety and alexithymia, suggesting a possible ex-
planatory role of chronic fatigue, levels of stress, and persistent 
abdominal pain even in the remission phase (Villoria et al., 2019). 
It is also known that less abdominal pain is associated with some 
coping strategies (Sweeney et al., 2018) underlining the signifi-
cant potential role of adaptive styles. Moreover, it has been sug-
gested the positive role of psychological intervention, involving 
coping, problem solving or emotion-oriented, as main comple-
mentary strategy application to improve the course of IBD (Tri-
antafillidis et al., 2013). 

Finally, some considerations about the limitations of the 
study are due. The cross-sectional design limits the interpretation 
of the results beyond the associations between QoL, symptoms, 
coping and defense styles, and alexithymia. Since the conducted 
analyses do not imply causality, future research should replicate 
these findings in longitudinal studies. Moreover, the relatively 
small sample did not represent equally CD and UC diagnoses. 
Studies on larger paired samples could add significant informa-
tion to present findings. Furthermore, although the use of self-
report measures may limit external validity and introduce 
limitations associated with the type of assessment methodology 

(Perry & Ianni, 1998), the gold standard diagnostic interview 
represented a strength (Fava et al., 2012). Further research 
should improve the exploration of coping and defense mecha-
nisms by recurring also to gold-standard measures for assessing 
such controversial constructs (Silvermann & Aafjes-van Doorn, 
2023; Di Giuseppe et al., 2021). 

In summary, these findings suggest that particular attention 
should be paid to adaptation strategies such as coping and de-
fense mechanisms, which play a key role in promoting thera-
peutic compliance and psychological well-being (Conversano 
et al., 2023). Tailoring therapeutic intervention based on improv-
ing individual’s adaptive responses to stressful disease-related 
consequences could effectively enhances patient’s mental health 
and overall higher QoL. 

 
 

Conclusions 
This study found low quality of life in patients with IBD 

without significant differences between CD and UC. Maladap-
tive coping and defense styles were related to mental distress, 
symptoms of depression and anxiety, as well as with higher level 
of alexithymia. Conversely, adaptive coping and defenses were 
related to mental health and higher HR-QoL. CD participants 
used significantly more maladaptive defenses as turning against 
objects and projections compared to UC participants, which in-
stead tended to use significantly more reversal defense style. 

Our research suggests that a multi-integrated clinical strat-
egy is appropriate to realize a global intervention on IBD. A deep 
investigation of psychological features of IDB is fundamental 
to better understand patient’s vulnerability and may lead to tai-
lored interventions improving patients’ psychological resources 
and perceived HR-QoL. 
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