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ABSTRACT

ASSOCIATION BETWEEN NEUROLOGICAL, DERMATOLOGICAL AND
PSYCHOLOGICAL DISORDERS: LEVELS OF DEPRESSION, ANXIETY, AND
SOMATIZATION AMONG PATIENTS AND HEALTHY CONTROLS

Uyar, Tugba
M.S., Department of Psychology

Supervisor : Assoc. Prof. Dr. Deniz Canel Cinarbas

August 2014, 90 pages

The association between psychological disorders such as depression, anxiety, and
somatization and chronic medical illnesses such as migraine and psoriasis was
investigated. Fifty five migraine patients, 51 psoriasis patients, and 54 control
participants participated in the study. More specifically, psoriasis patients’, migraine
patients’, and healthy controls' depression, anxiety, and somatization levels were
compared across groups. In order to determine the mean scores, standard deviations,
and frequencies' of demographic variables descriptive statistical analyses were
conducted. Moreover, mean and standard deviation scores were obtained for each
variable. In order to determine the group differences separate one-tailed analysis of
variance (ANOVA) and post hoc analyses were conducted. Migraine patients
obtained higher scores of depression, anxiety, and somatization than psoriasis
patients and control participants. Psoriasis patients obtained significantly higher
scores of anxiety than healthy controls. Yet, psoriasis patients did not obtain
significantly higher depression and somatization scores than control participants.

Thus, migraine patients are more likely to have depression, anxiety, and somatization



symptoms than healthy individuals, and psoriasis patients are more likely to have

anxiety symptoms than healthy individuals.
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0z

NOROLOJIK, DERMATOLOJIK VE PSIKOLOJIK HASTALIKLAR
ARASINDAKI ILISKI : HASTA VE SAGLIKLI KONTROL GRUBUNUN
DEPRESYON, KAYGI VE SOMATIZASYON SEVIYESININ
KARSILASTIRILMASI

Uyar, Tugba
M.S., Psikoloji Boliimii
Danigman : Dog. Dr. Deniz Canel Cinarbas

Agustos 2014, 90 Sayfa

Bu ¢aligma depresyon, kaygi ve somatizasyon gibi psikolojik rahatsizliklar ve migren
ve sedef gibi kronik medikal hastaliklar arasindaki iliskiyi arastirmaktadir.
Calismada 55 migren hastasi, 51 sedef hastas1 ve 54 saglikli katilmer yer almustir.
Analizlerde demografik degiskenlere gore ortalama deger ve standart sapma skorlari
hesaplanmistir. Bunun yaninda ortalama deger ve standart sapma skorlar1 her
degisken i¢in de ayr1 ayrn elde edilmistir. Gruplar aras1 farkliliklarin
anlamlandirilabilmesi i¢in ANOVA ve coklu karsilastirma analizleri kullanilmistir.
Migren hastalar1 depresyon, kaygi ve somatizasyon dl¢eklerinde sedef hastalarina ve
saglikli kontrol grubuna gore anlamli derecede yliksek skorlar elde etmistir. Sedef
hastalar1 kaygi Olgceginde saglikli kontrol grubuna gore anlamli derecede yiiksek
skorlar elde etmistir. Ancak sedef hastalar1, depresyon ve somatizasyon olgeklerinde
saglikli kontrol grubuna gore anlamli derece yiiksek skorlar elde edememistir. Yani,
migren hastalariin depresyon, kaygi ve somatizasyon semptomlarina sahip olmalar1
saglikli kisilerin bu semptomlara sahip olmasindan daha muhtemeldir. Bunun

yaninda sedef hastalarinin da kaygi semptomlarina sahip olmalar1 saglikli kisilerin bu
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semptomlara sahip olmasindan daha muhtemeldir.

Anahtar Kelimeler: Sedef, Migren, Depresyon, Kaygi, Somatizasyon
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CHAPTER |

INTRODUCTION

Having a medical illness has negative effects on both physiological health
and psychological well-being (Institute of Medicine, 2012, p. 58). Some medical
illnesses, such as chronic heart disease, diabetes, and arthritis may have profound
effect on psychological health (Institute of Medicine, 2012, p. 59). In addition,
psychological distress plays an important role on prognosis of medical illnesses.
Psychological distress may be caused by an underlying chronic illness, or may be an
indicator of depression which increases the risk of chronic medical illnesses (Rasul,
Stansfeld, Hart & Smith, 2005). Moreover, having a chronic medical illness affects
the patient's life more negatively and for a longer period of time than an acute illness
(Institute of Medicine, 2012). Living with a chronic medical illness may result in
physical fatigue and psychological discomfort. Chronic medical illnesses, chronic
distress, and mental illnesses may result in medically unexplained physiological
symptoms (Joellenbeck, Russell & Guze, 1999). In the light of this information, the
purpose of the present study was to investigate the relationship between chronic
medical illnesses. From a group of chronic medical illnesses, two categories were
selected. Migraine and psoriasis were selected to represent neurological and
dermatological illnesses respectively. More specifically, the difference among
healthy population, migraine and psoriasis patients were examined in terms of
somatization, depression, and anxiety scores.

In this section, literature regarding migraine, psoriasis, somatization,
depression, and anxiety will be reviewed. In addition, the relationship between
chronic medical illnesses and psychological symptoms of somatization, depression,
and anxiety will be reviewed. Finally, the hypotheses of the present study will be
listed.



1.1.Migraine

Migraine is a common, disabling disorder (ICHD-2-R, 2005), which is in the
primary headache cluster of medical illnesses. There is a commonly accepted
diagnostic criteria set in order to make the diagnosis of migraine easier. Diagnosis of
migraine relies on the criteria proposed by the International Classification of

2nd edition revised (ICHD-2-R), because there is no definite

Headache Disorders
screening instrument (ICHD-2-R, 2005). Migraine has categorized according to two
methods. The first method categorized migraine by duration and frequencies of
attacks such as status migraine and chronic migraine. Moreover, the second method
categorized migraine according to qualities of attacks' symptoms as migraine with
aura and migraine without aura.

According to attack frequency, status migraine (SM), is characterized by
attacks lasting for more than 72 hours unremittingly with severe intensity. The
second one, chronic migraine (CM) involves headaches that last 15 or more days per
month for at least 3 months (ICHD-2-R, 2005). There was no special category for
CM in International Classification of Headache Disorders (ICHD), the earlier
edition of ICHD-2-R (ICHD, 1988). ICHD-2-R, however, contained a new category
named CM in order to clarify the complications involved in diagnosing migraine
(ICHD-2-R, 2005).

As mentioned earlier, according to qualities of attacks' symptoms, migraine is
classified as migraine with aura and migraine without aura. Moreover, ICHD-2-R
defined subtypes for migraine with aura such as typical aura with migraine headache,
typical aura with non-migraine headache, typical aura without headache, familial
hemiplegic migraine, sporadic hemiplegic migraine, and basilar type migraine.

Before explaining criteria for migraine with aura and migraine without aura,
aura can be defined as a cluster of symptoms that accompany migraine attacks. In
ICHD-2-R, there are five main criteria for typical aura with migraine headache.
According to the first criteria, there should be at least 2 attacks fulfilling criteria 2 to
4. The second criteria stated that there should be aura consisting of at least one of the

following, but no motor weakness: (1) fully reversible visual symptoms including
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positive features, such as flickering lights, spots or lines and or negative features,
such as loss of vision, (2) fully reversible sensory symptoms including positive
features, such as pins and needles and or negative features, such as numbness, (3)
fully reversible dysphasic speech disturbance. The third criteria stated that at least
two of the following symptoms should be observed: (1) homonymous visual
symptoms and or unilateral sensory symptoms, (2) at least one aura symptom
develops gradually over 5 minutes or longer and or different aura symptoms occur in
succession over 5 minutes or longer, (3) each symptom lasts 5 minutes or longer and
60 minutes or shorter. According to fourth criteria, headache should fulfill the 2 to 4
criteria of migraine without aura. Migraine headache should begin during the aura or
follow aura within 60 minutes. Finally, the fifth criteria stated that symptoms could
not be attributed to another disorder (ICHD-2-R, 2005).

Moreover, ICHD-2-R defined three main criteria for migraine with aura. The
first criteria stated that there should be at least 2 attacks fulfilling the second criteria.
According to the second criteria, there should be aura, fulfilling the 2 and 3 criteria
of typical aura with migraine headache. Finally, the third criteria stated that
symptoms could not be attributed to another disorder (ICHD-2-R, 2005).

ICHD-2-R defined five main criteria for the last category; migraine without
aura. The first criteria stated that there should be at least 5 attacks fulfilling criteria 2
to 4. The second criteria claimed that the headache attack should last 4 to 72 hours,
and should be untreated or unsuccessfully treated. The third criteria stated that the
headache should show at least 2 of the following characteristics (1) unilateral
location, (2) pulsating quality, (3) moderate or severe pain intensity, (4) aggravation
by or causing avoidance of routine physical activity e.g., walking or climbing stairs.
According to the fourth criteria, at least 1 of the following symptoms should be
present (1) nausea and/or vomiting, (2) photophobia and phonophobia. Digre and
Brennan (2012) stated that photophobia is reported in most forms of migraine and
many neuro-ophthalmic disorders. In their study, the authors defined photophobia as
a sensory state in which light causes discomfort in the eye or head. It was stated that
photophobia may also cause an avoidance reaction without overt pain (Digre &

Brennan, 2012). On the other hand, phonophobia was defined as a persistent,
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abnormal, and unwarranted fear of normal sounds such as normal environmental
sounds, traffic, kitchen sounds, doors closing, or even loud speech (Asha’ari, Mat
Zain, & Razali, 2010). According to the fifth criteria, none of the symptoms can be
attributed to another disorder (ICHD-2-R, 2005).

The prevalence rates of migraine headaches changes based on geographic
region, age, and gender. Different criteria sets used in different institutions and
different editions of the same classification system also resulted in different
prevalence rates of migraine. For instance, Buse et al. (2012) conducted a study with
162.756 individuals, aged 12 years or older. Among participants, 11.79% met the
ICHD-2-R criteria for migraine and 0.91% also met the criteria for CM. Moreover,
Scher, Stewart, Liberman and Lipton (1998) conducted a study with 13.343
individuals, whose ages ranged between 18 and 65. In this study, the aim was to
estimate the prevalence rate of headaches in the U.S. They collected data by
telephone interviews and random-digit dialing. The authors found that 1.3% of the
participants had headaches with migranious features within the past year (Scher et
al., 1998). Katsavara et al. (2009) also reported one year prevalence for migraine as
6.5% in the Republic of Georgia.

In order to compile global estimates of CM prevalence, Natoli et al. (2010)
conducted a systematic review from January 1990 through July 2007. Twelve studies
were reviewed in order to identify and summarize population based prevalence rates
of CM and explore classification variation across studies. These studies investigated
the prevalence rates in different regions, such as U.S. and Brazil. The majority of
CM prevalence reported in that review ranged from 0 to 5.1%. The authors indicated
that some of the studies used Silberstein and Lipton's criteria set. Most of the studies
reviewed in the study, however; used ICHD and ICHD-2's critera set. ICHD-2 is
stricter than ICHD, and Silberstein-Lipton's criteria. As a result, in three studies
using more stringent criteria set it was found that prevalence of CM ranged from 0 to
0.7% (Natoli et al., 2010). Turkish Statistical Institute (TSI) reported that 4.2% of the
population older than 15 years, received migraine diagnosis (TSI, 2013). Moreover,
Borii, Koger, Liileci, Sur, Tutkan, and Atli (2005) investigated the prevalence of

migraine among women between 15 and 45 years old, and found that 15.8% of this
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population got migraine diagnosis. Finally, Koseoglu, Nagar, Talaslioglu, and
Cetinkaya (2003) found 12.5% as prevalence rate among 15 to 65 years old women.

Migraine has also been affected by socio demographic variables. Buse et al.
(2012) found that prevalence varied by gender, age, race, ethnicity, and annual
household income (Buse et al.). The authors stated that the reason for fluctuations in
CM prevalence based on demographic variables has not been fully explained. The
prevalence rates were highest among females and peaked for both genders in the 40s,
and declined after age 50. The greatest difference in prevalence between genders
occurred between ages 18 and 29. Females were 4.67 times more likely than males to
have a CM diagnosis. In terms of race, slightly higher CM prevalence was observed
among Caucasians than African Americans. The authors reported that after
controlling for covariates, only the effect of income was significantly and negatively
associated with CM prevalence. Increased household income was associated with
decreased prevalence (Buse et al.).

High prevalence rates of CM also resulted in disability, causing missed work
or school days, reduced productivity at work or school, missed household work, and
missed family activities (Bigal et al., 2008). Bigal, Rapoport, Lipton, Tepper and
Shaftell (2003) stated that CM was the most disabling form of primary headache
among subtypes of migraine. The authors indicated that more CM patients seek help
from medical professionals compared to patients with other forms of migraine. In
addition, Melecithe, Jennifer, Lofland, and Young (2001) investigated headache
related perturbations and impairments in health related quality of life. The authors
found significant impairments in functional status of migraine patients. They also
reported that migraine patients had significant problems with work or other daily
activities. Buse, Manack, Serrano, Turkel, and Lipton (2010) reported higher rates of
comorbid medical and psychiatric conditions as disabilities related to CM.

This chronic illness also has multi factorial etiology. Accordingly, emergence
of migraine is related to neurological factors, psychological factors, and hormonal
factors. Dhillon, Singh, and Lyall (2011) stated that estrogen hormone is related to
melatonin absorption. Moreover, melatonin deficiency contributes to migraine

attacks. These findings revealed the neurological pathway between hormones and

5



emergence of migraine attacks. The authors also indicated that migraine is often
accompanied by depression. This comorbidity resulted in adrenal fatigue (Dhillon et
al.). Adrenal fatigue is a universal symptom of low adrenal function. It often causes
tiredness and inability to keep up with life's daily demands. Adrenal fatigue remains
undiagnosed, due to the fact that it may not have obvious signs as a physical illness.
The patients live with a general sense of not being in good health and they often use
caffeine, and other stimulants to stay alert in the morning and during the day
(Wilson, 2001).

Moreover, Ayalp, Sahin, Benli-Aksungar, and Karsidag (2012) investigated
the serotonin levels of migraine without aura patients. They excluded participants
who have clinical level depression according to Hamilton Depression Scale (HADS),
from migraine patients and control group. They found that migraineurs have
significantly lower serotonin concentration compared to controls. Moreover,
depression scores were significantly higher among migraineurs than in the control
group. This study revealed the role of low serotonin levels in the migraine
pathogenesis. The results may also be indicative of the presence of clinical
depression associated with low serotonin levels among migraineurs.

In summary, diagnostic criteria, subtypes, the prevalence rates, and related
demographic variables of migraine was investigated. Similar investigation will be

conducted for psoriasis.
1.2.Psoriasis

Psoriasis, a chronic skin disease, is typically characterized by thickened, red
areas of skin covered with silvery scales. The skin may itch, burn, sting, and the
areas affected by psoriasis may bleed. Psoriasis affects the joints, nails, and mucous
membranes in addition to the skin (Drake et al., 1993).

In terms of prevalence rates, psoriasis affects 1 to 2% of general population
(Drake et al., 1993). Tamer, Ilhan, Polat, Lenk, and Alli (2008) investigated the
prevalence of psoriasis among children between 0 to 16 years old. They found that
3.7% of participants got psoriasis diagnosis. Moreover, Kundake1, Tiirsen, Babiker,

and Giirgey (2002) conducted a study on patients with dermatological skin disorders.
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They found that psoriasis patients constituted 1.3% of the total number of patients
with dermatological disorders. Giirer and Gokalp (2012) also indicated that psoriasis
is the most prevalent illness among chronic inflammatory illnesses, which gives
easier access to psoriasis patients and makes research more feasible (Drake et al.).
The symptoms of this chronic illness are extended throughout life and they progress
with age, showing ups and downs in severity (Drake et al.). There is no known cure
for psoriasis (Drake et al.). Psoriasis is a lifelong illness with remission, recovery,
relapse and recurrence cycle, and complete recovery is rarely achieved (Giirer &
Adisen, 2008).

Psoriasis does not usually have any effect on life span; however, it has
dramatic effects on the patient's quality of life (Rapp, Feldman, Exum, Fleischer &
Reboussin, 1999). In their study, Rapp et al. claimed that compared to other chronic,
debilitating medical and psychiatric conditions, psoriasis is more threatening for the
quality of life. Although psoriasis is not a life-threatening illness, Rapp et al. found
that psoriasis patients are affected from this illness as much as cancer or diabetes
patients, in terms of quality of life and other physiological evaluations. In addition,
Rapp et al. stated that psoriasis is more than a simple cosmetic nuisance. It is a
physically and emotionally debilitating illness (Rapp et. al.). Psoriasis results in
functional impairment, disfigurement of the skin, and emotional distress. Physical
and psychological disability caused by the disease ranges from minor to major
(Drake et al., 1993). Ansar, Jahangard, Pahlevani, Rasouli, Torabian, and Rasouli
(2013) also compared psoriasis patients' and control group participants' quality of life
scores. Psoriasis patients got significantly lower scores than control group. Alper et
al. (2012) claimed that psoriasis patients are faced with problems in family life and
their career due to having depressed mood, low self confidence, and feelings of
unattractiveness.

Psoriasis affects very different parts of patients' body and various aspects of
their lives. Woodruff, Higgins, Vivier, and Wessely (1997) investigated the pattern
of psychological and social problems among 149 dermatology patients referred to a
liaison psychiatry clinic in a dermatology clinic. Woodruff et al. recorded the skin

sites of symptoms for 107 psoriasis patients. The authors found that 27% of the

7



patients had symptoms on their entire body, 25% on their face, 14% on limbs, and
13% on genitals. Moreover, 22% of men reported symptoms on genitals, whereas
this rate was 6% for women.

The dermatological illnesses may have complicated diagnosis systems. In
order to clarify the diagnosis of skin disorders, there are various classification
systems. For instance, Woodruff et al. suggested a classification for skin conditions
with following categories: (a) exacerbation of known chronic skin disorders such as
eczema, psoriasis, and alopecia areata, (b) symptoms out of proportion to the degree
of skin eruptions, symptoms are not compatible with skin disease's effects, such as
minor acne, (c) dermatological non-disease, that is symptoms with no dermatological
base (d) scratching without a physical sign, and (e) dermatitis artefacta or delusional
hypochondriasis. Chiang and Verbov (2009), on the other hand, classified skin
disorders into 3 categories. The first one includes skin infections such as erysipelas,
cellulitis, and staphylococcal scalded skin symptoms. The second category includes
skin cancers illustrated with basal cell carcinoma, squamous cell carcinoma, and
malignant melanoma. The third one is inflammatory skin conditions, which includes
atopic eczema, acne, and psoriasis (Chiang & Verbov).

Psoriasis can present itself in different forms. According to Nast et al. (2007)
types of psoriasis are chronic stable plaque (psoriasis vulgaris), guttate, intertrinous,
inverse, and pustular psoriasis. Psoriasis vulgaris is also described as plaque type
psoriasis. In this form, the lesions may be stable for many years or they may spread
out over the entire skin. This dissemination is slow. The symptoms flare up due to
exogenous factors such as infections, stress or medication use. Nast et al. described
the guttate psoriasis as an acute form of psoriasis. This form presented with
exanthemas, rapid allergic reactions. These exanthemas are observed with small,
widely distributed erythematous papules with mild scale. This form first appears
during childhood or adolescence. The first manifestations start after infections, and
there is possible transition to psoriasis vulgaris. The third form is intertriginous
psoriasis, which is relatively rare. In this form, the symptoms appear in larger areas,
such as axilla, abdominal folds, submammary area, and gluteal clefts. Inverse

psoriasis is also very rare. In this form, the symptoms are localized around larger
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joints. The last form, as described by Nast et al., was pustular psoriasis which has
several subtypes. The lesions of this form are initially scattered, then they pustule
together with fever, and a severe sense of illness emerges. Psoriasis vulgaris can
transition into pustular psoriasis form when the symptoms of psoriasis vulgaris flare
up (Nast et al.). Drake et al. stated that from all subtypes, erythrodermic and
generalized pustular psoriasis may be the most life threatening, due to systemic
infections or cardiovascular or pulmonary complications (Drake et al., 1993).

Psoriasis affects various parts of the body with different severities. Variation
in affected areas of the body and effects on various organic systems make psoriasis a
complicated illness in terms of its treatment. Etiology of this illness should be
understood in order to determine effective treatments. Yet, etiology of psoriasis is
not known or fully explained. Although researchers revealed some biological
markers that affect the etiology (Nast et al., 2007; Alper et al. 2012), these are not
enough to explain the total variance in multi factorial etiology. There are some
identified risk factors affecting the course of psoriasis, such as physical traumas,
infection, stress, medication, climate, and depression (Glirer & Adisen, 2008). In
recent years, diet, alcohol use, smoking, obesity, diabetes, hypertension, and coroner
heart disease were added to the known risk factors (Giirer & Adisen). In Turkish
Guideline for the Treatment of Psoriasis, Alper et al. summarized the results of
genetic studies on psoriasis. The results of these studies showed that PSORS1 gene
upon chromosome 6p21 played a role in pathogenesis of psoriasis.

In light of these findings, it can be said that psoriasis has multi etiological
structure and affects various body parts. Psoriasis is also comorbid with a variety of
medical illnesses. For instance, up to 30% of patients with psoriasis had arthritic
symptoms and 5 to 10 % of those experienced functional disability (Drake et al.,
1993). Erythrodermic (generalized redness of the body surface) psoriasis resulted in
difficulty to control the body temperature. The reason of this difficulty is based on
systemic infections and cardiovascular or pulmonary complications (Drake et al.).
Psoriasis is also associated with inflammatory bowel disease, crohn disease,

ulcerative colitis, type 1l diabetes mellitus, coronary heart disease, and hypertension



(Nast et al., 2007). Nast et al. also stated that psoriatic arthritis is the most serious
complication of psoriasis.

Besides comorbidity with medical illnesses, there is a strong correlation
between psoriasis and psychological disorders. The skin is the largest organ in the
body, the barrier that protects us from the environment, the envelope that contains us,
and the physical boundary of the self (Koblenzer, 1997). Koblenzer stated that
impairment of the skin disrupts life itself. In addition, Arck, Slominski, Theoharides,
Peters, and Paus (2006) suggested that a neurological pathway between the skin and
the brain affects the relationship between psoriasis and psychological disorders. The
authors claimed that chronic stress plays a role on the regulation of neuro-endocrine
skin axis, and brain-skin relationship, triggering inflammatory skin disorders such as
psoriasis (Arck et al., 2006).

1.3.Somatization

In this section, somatization will be evaluated in terms of its definitions,
different sets of diagnostic criteria, history, different explanatory models and
approaches. Until 1970s, hysteria, hypochondria, melancholia and neurasthenia
terms had been used in order to describe symptoms for somatization. Between 1980s
and 1990s, the term somatization has dominated the medical and psychological
literature (de Laplante, 2002). Somatization also had a complicated history in terms
of its definitions (Kirmayer & Robins, 1991). Historically, the diagnosis of
somatization disorder evolved out of a combination of neurasthenia, hysteria, and
Briquette’s syndrome (Levin, 2004).

In early studies somatization-related conditions and cases were categorized
under hysteria. In Breuer's and Freud's studies (1893), it was suggested that
hysterical attacks are caused by repressed unconscious intentions. The authors
claimed that the repressed unconscious intentions could be uncovered by hypnosis or
conscious hypnosis condition (Breuer & Freud, 1893). Trakyali, Sayinsu,
Miiezzinoglu, and Arun (2008) described the conscious hypnosis notion as a state of
relaxation and concentration combined with a state of heightened awareness. In

"Studies on Hysteria", it was claimed that there was a strong relationship between
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repression and hysteric attacks (Breuer & Freud). The authors
suggested catharsis and abreaction  for  relieving repressed reactions and
psychological distress (Breuer & Freud). The goal of hysteria treatment in the initial
model, developed by Breuer and Freud , was helping the patient verbalize previously
repressed memories in great detail. The authors believed that these repressed
memories exacerbated the psychological conflict and related affects.

Patients with somatization generally have difficulty identifying and
describing their emotions (Lundh & Simonsson-Sarnecki, 2001). In recent research,
it was asserted that somatic symptoms become an alternative expression of emotions
(Psychodynamic Diagnostic Manual Task Force, 2006). Moreover, in classical
psychoanalytic view, somatization was evaluated as an immature defense mechanism
and it was explained that psychological problems are converted into bodily
symptoms (Giileg & Koroglu, 2000).

According to Deutsch (as cited in Ammon, 1979), every single physical
symptom has a symbolic meaning, similar to body language. Similarly, Stekel (1943,
as cited in Kono-Wells, 2006) speculated that the body translated psychological
troubles into physiological symptoms as a means of communication. Ali et al. (2010)
also described somatization as a disorder that communicates psychological distress in
the form of physical symptoms. Koblenzer (1997) stated that when the emotional fit
between mother and infant was not good, adaptive emotional modulation was not
possible. Adaptive emotional regulation was described as the ability to identify and
be aware of emotional states (Parikh, 2012). The emotional discharge was inhibited,
so discharge through physiological channels persisted, increasing the possibility of
psychophysiological disease.

Lipowski (1988) described somatization in terms of psychosocial difficulties,
which were sometimes represented physically. Individuals with tendency to express
and experience their emotional distress in physical terms were expected to seek
medical care frequently (Lipowski, 1988). Primary care physicians usually have
problems differentiating somatic symptoms from symptoms of chronic medical
illnesses. Moreover, Quill (1985) stated that somatization is either misdiagnosed or

unrecognized in the mental and medical health field due to changing criteria sets.
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The conceptualization of somatization diagnosis in DSM-5 was based on a
reorganization of DSM-IV somatoform disorder diagnoses. This conceptualization is
more useful for primary care and other medical non psychiatric clinicians (APA,
2013).

In addition, De Gucht and Fischler (2002) suggested two distinct viewpoints
for understanding somatization. According to the first viewpoint, somatization is a
phenomenon secondary to emotional problems and psychological distress. This
perspective presented somatization as the bodily manifestation of Axis | psychiatric
disorders, such as depression or anxiety, and as a somatic manifestation of
psychological distress. The second viewpoint evaluated somatic symptoms at the
core of somatization by excluding the causality assumption. According to the second
view, somatic distress or experience, and somatic symptoms, such as pain in parts of
the body, were sufficient for somatization diagnosis (De Gucht & Fischler). The
second viewpoint is in line with DSM-5 criteria. Accordingly, somatization is
independent from other conditions and distress. Thus, De Gutch and Fischler stated
in their second viewpoint that somatization can be defined just with its symptoms.

There are some accepted criteria sets to define somatization. Diagnostic and
Statistical Manual (DSM) and International Classification of Diseases (ICD) criteria
for somatization are two most widely used criteria sets. Yet, some researchers user
other criteria sets. For instance, Baarnhielms (2003), in her thesis, adopted
Lipowski's definition (1987) for somatization. She defined somatization as a
tendency to experience and communicate psychological and social distress in the
form of physical symptoms and to seek medical help for them. Both in DSM and
ICD, the definitions have changed across different editions. These change made the
diagnosis of somatization complicated.

For instance, DSM's 4™ edition (DSM-1V) (American Psychiatric
Association, APA, 1994) defined Somatoform Disorders as

the presence of physical symptoms that suggest a general medical condition
hence, the term somatoform, and are not fully explained by a general medical
condition, by the direct effects of a substance, or by another mental disorder
such as Panic Disorder. Subcategories of Somatoform Disorder were
Somatization Disorder, Undifferentiated Somatoform Disorder, Conversion
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Disorder, Pain Disorder, Hypochondriasis, Body Dysmorphic Disorder, and
Somatoform Disorder Not Otherwise Specified (p. 445).
In the category of Somatoform Disorders (APA, 1994), the Somatization

Disorder was defined as:

a history of many physical complaints beginning before age 30 years that
occur over a period of several years and resulted in treatment being sought or
significant impairment in social, occupational, or other important areas of
functioning. There should be four pain symptoms, two gastrointestinal
symptoms, one sexual symptom, and one pseudo-neurological symptom
accompanying the above criteria for diagnosis. In addition, none of the
symptoms could be better explained by a medical condition or by drugs and
or alcohol. Finally, the symptoms should not be intentionally produced (p.
446-450).

On the other hand, in DSM's 5" edition (DSM-5), Somatic Symptom Disorder

and Other Disorders with Prominent Somatic Symptoms were redefined. Task force
of DSM-5 proposed a new category of Somatic Symptom and Related
Disorders. This category included the Somatic Symptom Disorder, IlIness Anxiety
Disorder, Conversion Disorder (Functional Neurological Disorder), Psychological
Factors Affecting Other Medical Conditions, Factitious Disorder, Other Specified
Somatic Symptom and Related Disorder, and Unspecified Somatic Symptom and
Related Disorder (APA, 2013).

The Somatic Symptoms Disorders were defined in DSM-5 (APA, 2013) as

the presence of (a) one or more somatic symptoms that are distressing or
result in significant disruption in daily life, (b) excessive thoughts, feelings,
or behaviors related to the somatic symptoms or associated health concerns
as manifested by at least one of the those disproportionate and persistent
thoughts about the seriousness of one's symptoms, persistently high level of
anxiety about health or symptoms, and excessive time and energy devoted to
these symptoms or health concerns, and (c) although any one somatic
symptom may not be continuously present, the state of being symptomatic is
persistent, typically more than 6 months (p. 311).

According to DSM-IV, the symptoms should be independent of medical
conditions and drug or alcohol use. There should be no possibility of fully explaining
the symptoms by a known general medical condition or the direct effects of
substance (APA, 1994). On the other hand, the criteria in DSM-5 do not require the
symptoms to be independent of a medical condition (APA, 2013). Stated differently,
the main difference between DSM-1V and DSM-5 is that in the DSM-5, the somatic
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symptoms may or may not be associated with another medical condition. It is not
important whether the symptoms are medically explained or not, as long as the
individual's suffering is authentic. This change helps to explain the psychological
symptoms observed among patients with a chronic medical illness.

Several models were proposed to explain the roots and etiology of
somatization. In this part, selected ones will be examined. For instance, cognitive
developmental model of emotional awareness showed that emotional awareness is a
type of cognitive processing. Emotional awareness undergoes five levels of structural
transformation, which are: Awareness of bodily sensations, the body in action,
individual feelings, blends of feelings, and blends of blends of feelings (Lane &
Schwartz, 1987). In this model, somatization is conceptualized as a developmental
deficit which is related to lower levels of emotional awareness and undifferentiated
emotional arousal (Lane & Schwartz). Similarly, Waller and Scheidt (2006) revealed
in their study that somatoform disorders were related to deficits in emotion
regulation. In somatoform disorder, cognitive processing of the emotions was
reduced and the emotional expression was inhibited.

Eriksen and Ursin (2002) stated that in addition to cognitive-behavioral
mechanisms, neurobiological mechanisms also play an important role as the roots of
somatic symptoms. Erikson and Ursin explained the direct somatic route which is
mediated through sustained chronic stressors. Living with chronic stress activates the
physiological mechanisms such as Autonomic Nervous System and hormonal
systems. Activation in this systems may lead to somatic pathology (Erikson &
Ursin).

Moreover, according to a cognitive-behavioral model of somatization
disorder (Looper & Kirmayer, 1997) personality, previous illness experience,
perceived social support, and compensation systems were the main factors affecting
the process of the disorder. Looper and Kirmayer (1997), in Cognitive-Behavioral
Model of Somatization Disorder, explained the sources, triggering factors and
integrated systems of somatization. According to this model, medical illnesses and
their discomforts, emotional distress, interpersonal conflicts, and psychiatric

disorders are sources for somatic symptoms. Moreover, physiological disturbance
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and emotional arousal increase attention to the body. This increased attention has an
effect on attribution of sensations to illness, real illness worry, demoralization and
help seeking behavior. On the other hand, personality traits, previous illness
experience, psychological well being and quality of interpersonal relations
constituted the secondary effect system on this model. In light of this model, it can be
said that worrying about having an illness and catastrophizing ideas result in anxiety
by triggering emotional arousal.

Moreover, worrying about having an illness and catastrophizing ideas result
in increment in autonomic nervous system. This increment could result in
hyperventilation and related somatic symptoms (Looper and Kirmayer, 1997).
Hyperventilation is defined as breathing at a faster rate than what is needed for the
metabolism, resulting in the exhalation of carbon dioxide faster than it is produced
(Marks, 2013). Accepting the patient role and avoiding activities could result in
worse physical health, sleep disturbances, and other physiological perturbations
(Looper & Kirmayer).

Cognitive- Behavioral Model of somatization provides the best fit for the
present study design. This model combines the physiological and psychological
factors in order to explain somatization. Similarly, the aim of the current study is to
investigate the interaction between physiological illnesses and variables related to
psychological well being. It is hypothesized in the present study that participants

with physiological illness will have higher somatization scores than healthy controls.

1.4. Anxiety and Depression

In this section depression and anxiety will be examined together because their
symptoms tend to co-occur and the two disorders tend to be comorbid (Huppert,
2008, p. 576). These two variables will be evaluated in terms of definitions, etiology,
explanatory models, and comorbidity conditions.

Anxiety is defined as the state of tension and apprehension which is a natural
response to perceived threat. In anxiety disorders, anxiety responses are out of
proportion in terms of their frequency and intensity and these responses interfere

with daily life (Passer & Smith, 2008). Anxiety responses have four components
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which are subjective-emotional, cognitive, physiological, and behavioral components
(Barlow, 2002). The subjective emotional component includes feelings of tension
and apprehension. The cognitive component includes restless thoughts and a sense of
inability to cope. The physiological responses include increased heart rate and blood
pressure, muscle tension, rapid breathing, nausea, dry mouth, diarrhea, frequent
urination, and some other autonomic nervous system arousal symptoms. Finally, the
behavioral component includes avoidance of feared situations, impaired task
performance, and increased startle response (Barlow).

Anxiety has multi factorial etiology including biological, psychological, and
environmental causes (Passer & Smith, 2008). Biological factors include both
genetic and biochemical processes (Passer & Smith). Bremner (2000) suggested that
GABA, an inhibitory transmitter for reducing neural activity on amygdale and other
brain structures, has effects on anxiety responses. Abnormally reduced levels of
GABA activity in arousal areas may cause people to have highly reactive nervous
systems that quickly produce anxiety responses (Bremner).

In psychoanalytic perspective, anxiety is a central concept in order to explain
abnormal behaviors (Passer & Smith, 2008). Passer and Smith stated that Freud
categorized anxiety as a neurotic disorder. Sometimes the ego may have problems
dealing with internal psychological conflicts. As a result of weakness of ego
defenses, neurotic anxiety may emerge. On the other hand, Barlow (2002)
emphasized the role of cognitive distortions, such as the tendency to magnify the
degree of threat and danger, and to misinterpret normal anxiety symptoms. Finally,
from behavioral perspective, Rachman (2004) views anxiety as a learned response
established through classical conditioning.

Huppert (2008) suggested that anxiety disorders and depression tend to co-
occur in 20% to 40% of patients. Huppert stated that comorbidity rates were also
classified according to the base illness. For instance, the comorbidity rate for MDD
in General Anxiety Disorder is 39%, while this rate is 12% for General Anxiety
Disorders in MDD (Huppert, 2008). Huppert summarized the National Comorbity
Survey's and its replication's results, and focused on the increased comorbidity rates

in United States. He explained this increased co-occurrence via overlapping
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diagnostic criteria, genetics, neurophysiology, neurochemistry, negative affect,
negative temperament, perceived control, interpersonal mechanisms, and biases in
information processing. In light of this information, it can be said that anxiety is very
closely related with other psychological variables, such as depression.

Depression is the most prevalent mood disorder (Passer & Smith, 2008). It is
highly comorbid with other mood disorders, especially anxiety disorder. Half of all
depressed people also experience an anxiety disorder (Passer & Smith). Depressed
mood may be experienced by most people in mild or moderate degrees. Yet, in
clinical depression, the frequency, intensity, and duration of depressive symptoms
are high and affect quality of life (Passer & Smith). Passer and Smith described
major depression as an intense depressed state that leaves people unable to function
effectively in their lives. Depression also has multifactor etiology. These factors
include biological, cognitive, and environmental elements.

Passer and Smith (2008) examined depression symptoms in four categories,
which are emotional, cognitive, motivational, and somatic symptoms. Emotional
symptoms were described as a negative mood state, which is the core feature of
depression. The negative mood state can involve sadness, hopelessness, anxiety,
misery, inability to enjoy, and loss of appeal. The cognitive symptoms include
negative cognitions about the self, world, and future. Moreover, the motivational
symptoms involve an inability to get started and to perform behaviors that might
produce pleasure or accomplishment. These symptoms can be illustrated by loss of
interest, lack of drive, and difficulty starting any activity. Finally, somatic symptoms
include loss of appetite, lack of energy, weight gain or loss, and sleep disturbances.

In addition, Beck (1976) proposed that depressed people do not expect
positive outcomes, and blame others. Beck labeled this pattern as the depressive
attributional pattern, which is attributing success or other positive events to factors
outside the self while attributing negative outcome to personal factors. Moreover,
Lewinsohn, Hoberman, Teri and Hantzinger (1985) explained behavioral model of
depression, which focuses on environmental causes and effects of depression.
Lewinsohn et al. (1985) argued that depression is triggered by decreased positive

reinforcement and increased punishers. Consequently, people stop performing
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pleasurable activities and avoid others, which result in increased depressive
symptoms. Finally, people start to harm themselves, which causes others to avoid the
patient and reduces the social support (Lewinsohn et al.). Thus, people get trapped in
depressive symptoms and consequences of these symptoms.

In summary, migraine, psoriasis, somatization, depression, and anxiety were
investigated in term of their definitions, criteria sets, etiology, and explanatory
models. Furthermore, these chronic medical illnesses and psychological symptoms
can be related in terms of comorbidity. Investigating the association between medical
and psychological illnesses would be beneficial in order to better understand the
progress of illness and plan effective treatments.

1.5. Holistic Perspective: Studies Investigating The Association Between
Depression, Anxiety, and Somatization and Migraine and Psoriasis

In literature researchers investigated the association between chronic medical
ilinesses and psychological illnesses via different variables in various study designs.

Some researchers focused on the association between migraine and
psychological variables such as depression, anxiety, and somatization.. For instance,
Smith, Martin-Herz, Womack, and Marsigan (2003) examined anxiety, depression,
and somatization among migraine patients, idiopathic chronic fatigue patients, and
control participants. Smith et al. (2003) compared adolescents with migraine and
chronic fatigue based on measures of anxiety, depression, somatization, functional
disability, and illness attribution. The authors found that migraineurs had
significantly higher anxiety scores than adolescents with idiopathic chronic fatigue
syndrome (I-CFS) or healthy controls. In terms of somatization measures,
adolescents in diagnostic groups had significantly higher scores than healthy
controls. Smith et al. (2003) stated that adolescents with migraine had higher
somatization scores than controls, and psychological stress was clearly a potential
precipitating factor in migraine.

Yavuz, Yavuz, Ulusoy, Alinak, and Giines (2013) also conducted a study
with 100 participants (33 migraine patients, 34 chronic tension type headache

patients, and 33 healthy volunteers without headache) participants. The authors
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examined the maladaptive cognitive content, cognitive processes, and dysfunctional
cognitive attitudes among migraine patients, patients with tension headache, and
healthy control volunteers. They found that the total score of Automatic Thoughts
Questionnaire of migraine patients was lower than chronic tension type headache
patients and higher than control participants. They also found that migraine patients
got significantly higher scores on Pain Catastrophizing Scale than the other two
groups. According to results of the study, symptoms of depression were related to
migraine via maladaptive cognitive content (Yavuz et al., 2013). Moreover,
Wacogne, Lacoste, Guillibert, Hugues, and Jeunne (2003) investigated the intensity
of stress, anxiety, and depression among 141 migraineurs and 109 participants
without migraine. Wacogne et al. found that migraine patients got significant clinical
level stress and anxiety than control group participants.

Hung, Liu, Cheng, and Wang (2009) conducted a study with 155 psychiatric
outpatients with Major Depressive Disorder. The authors found that MDD patients
with migraine had higher scores on somatization, depression and anxiety measures
than MDD patients without migraine. In addition, more depressive symptoms were
observed among MDD patients with migraine than without migraine participants.
Depressive symptoms were also precipitating factors of migraine among patients
with major depressive disorder. According to the results, migraine was the strongest
independent factor in predicting somatic severity, even after controlling for anxiety
comorbidities and demographic variables (Hung et al., 2009).

Oyekgin, Sarikaya, Durakli, and Erol (2007) investigated the association
between headache types, depression, and anxiety levels among 30 migraine and 30
chronic tension headache patients. The authors found that the most frequent
psychiatric diagnosis among participants was Major Depressive Disorder (Oyekgin et
al., 2007). Devlen (1994) compared 87 migraine patients with 503 participants from
a non clinical population in terms of anxiety and depression levels. The results
revealed high level of psychological morbidity among migraine patients.
Approximately 50% of migraine patients had probable anxiety disorder (Devlen).
Psychological disorders and migraine could exacerbate each other on a bi directional
pathway. Hsu et al. (2009) and Hung, Wang, Yang, and Liu (2008) found that major
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depressive disorder patients with migraine have more severe depression, anxiety, and
physical symptoms as compared with those without migraine.

In order to better understand the bidirectional pathway between migraine and
depression, Rist, Schiirks, Buring, and Kurth (2013) evaluated the association
between having migraine and having incident depression. Incident depression could
be defined as the depression diagnosis, which is made throughout the doctor visits,
while patients did not have depressive symptoms at prior screenings (Kacanek et al.,
2010). In their study, Rist et al. (2013) worked with 36.016 women, including
participants with no headache history, migraine with aura patients, and migraine
without aura patients. Rist et al. found that frequent migraine attacks were associated
with the risk for developing depression. Furthermore, the authors stated that
individuals with headache history had increased risk of incident depression,
compared to individuals without headache history (Rist et al.). The results of this
study revealed the bidirectional relation between migraine and depression. It can be
said that having migraine history can play a role as a risk factor for depression, and
the depressive pathology may exacerbate the migraine symptoms.

Moreover, in order to investigate the similarities of etiological factors based
on the comorbidity between depression and migraine, Schur, Noonan, Buchwald,
Goldberg and Afari (2009) conducted a study with 758 monozygotic and 306
dizygotic female twin pairs. The authors aimed to determine genetic and
environmental vulnerabilities underlying depression and migraine (Schur et al.,
2009). It was concluded that the comorbidity of depression and migraine was caused
in part by shared genetic risk factors (Schur et al.). This study, however, gave little
information about the underlying mechanism of comorbidity.

Finaly, Andrasik and Walch (2003) also stated that paying attention to
comorbid conditions is crucial for the success of both pharmacological and non-
pharmacological treatments of migraine. According to Andrasik and Walch the risk
for major depression and anxiety disorders was higher for migraineurs than for
nonmigraineous controls. The influence between migraine and depression is bi
directional in that migraine increased the risk of a subsequent episode of major

depression, and major depression increased the risk of subsequent migraine.
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Andrasik and Walch's results revealed that comorbid anxiety and depression led to
increased disability and tougher headaches. Moreover, the authors found that
psychological distress was greater among those who have headaches that were more
frequent and chronic. Finally, it was suggested that certain personality disorders,
such as borderline personality disorder (Davis, Smitherman, and Baskin, 2013),
obsessive compulsive personality disorder (Wang et al., 2005), and avoidant
personality disorder (Atasoy, Atasoy, Unal, Emre, & Sumer, 2005) are related to a
higher incidence of headaches.

Some researchers focused on the association between psoriasis and
psychological variables such as depression, anxiety, and somatization. Wessely and
Lewis (1989) stated 75% of their cases have psychological problems comorbid with
skin disorders, such as eczema and psoriasis. The exacerbation of chronic skin
disorders and disproportionate concern with skin symptoms showed considerable
overlap with psychiatric symptoms (Wessely & Lewis, 1989). Woodruff, Higgins,
Vivier, and Wessely (1997) found that the most common psychiatric diagnoses
among participants with psoriasis were mild to moderate depression with 28%
comorbidity rate, mild generalized anxiety with 25% comorbidity rate, and severe
depression with 14% comorbidity rate.

Psoriasis, a dermatological disorder, was also found to be associated with
depression. Koblenzer (1997) claimed that the visibility and accessibility of the skin
makes it an ideal medium for the symbolic representation of emotional material.
Koblenzer (1997) stated that a number of dermatological disorders, including
psoriasis, acne vulgaris, atopic dermatitis, chronic urticaria, chronic idiopathic
pruritus, and chronic cutaneous dysesthesia syndrome is associated with depression.
These illnesses were recognized as having a psychosomatic component, primarily
because emotional stress has been observed to exacerbate or affect the course of
these illnesses (Koblenzer, 1997). Theoretically, any one of the inflammatory
dermatoses could be precipitated or exacerbated by stress. Koblenzer (1997) stated
that anxiety exacerbated the inflammatory skin reactions. In addition, genetic
makeup, personality configuration, and an early developmental history were the risk

factors for symptom exacerbation of psoriasis (Koblenzer).
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Koblenzer (1997) stated that these risk factors also made a person
predisposed to somatic expression of emotional distress. Gupta et al. (1989)
conducted a study with 127 patients with plaque psoriasis. Forty percent of the
participants reported that stress exacerbated their symptoms and condition. Harvima
et al. (1996) examined the association between stress and skin and joint symptoms on
38 psoriasis patients. They found that severity scores and Psoriasis Area and Severity
Index (PASI) scores were strongly and positively correlated with both somatization
and depression scores.

Gupta et al. (1994) also conducted a study with 252 dermatology outpatients
with psoriasis, atopic dermatitis and chronic idiopathic urticaria. They observed a
direct correlation between pruritus severity and depression scores among patients
with pruritic skin conditions. Although the results revealed a strong correlation,
Gupta et al. could not show whether the depressive symptoms were the primary
feature of the skin disorder or secondary to the skin disorder. Thus, there is still no
exact answer for the question of causation.

Moreover, Sharma, Bassi, and Singh (2011) compared depression and
subcomponents of anxiety among 162 psoriasis patients and 200 patients with
chronic skin disorders, including nudolocystic acne, atopic dermatitis, vitiligo,
chronic urticaria, androgenetic alopecia, and lichen planus patients. The authors
found that psoriasis patients got significantly higher scores on depression and four
subcomponents of anxiety, which were low self control, suspicion, apprehension, and
tension (Sharma et al., 2011). The findings of the study highlighted the higher
prevalence of depression and anxiety among psoriasis patients compared to other
chronic skin disorders and the importance of psychological factors in psoriasis.

Furthermore, Devrimci-Ozgiiven, Kundak¢1, Kumbasar, and Boyvat (2000)
evaluated the effect of stressful life events on psoriasis, depression, anxiety, life
satisfaction level, levels of affect, and psychological risk factors related to psoriasis
among 50 psoriasis patients. Psoriasis patients reported more depressive and body
cathexis problems. Body cathexis was defined as investments of mental or emotional
energy in body (Devrimci-Ozgiiven et al., 2000). Authors claimed that the risk of

developing psoriasis increased significantly among patients with moderate and
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severe depression. Moreover, the authors reported that there was a significant
relationship between duration of illness and State Anxiety scores. Gupta et al. (1988)
examined the psychosocial factors correlated with pruritus, or itching, among 82
patients with psoriasis. Pruritus is sensation that, if sufficiently strong, will provoke
scratching or desire to scratch (Savin, 1998). Gupta et al. observed that the degree of
depressive psychopathology is correlated positively with severity of pruritus.

Fortes et al. (2005) shed light on the bidirectional relation between
psychological variables and illnesses, specifically anxiety and psoriasis. Fortes et al.
explained the vicious cycle, between psoriasis and anxiety, in which patients get
trapped. Anxiety symptoms trigger psoriasis symptoms, and psoriasis symptoms
make patients more anxious. This cycle also helps to explain the desperation feelings
related to suicidal behaviors (Drake et al.). Fortes et al. also explained the negative
effect of anxiety on treatment adherence of psoriasis patients. These findings
revealed the important role of anxiety on prognosis of psoriasis.

Bewley, Burrage, Ersser, Hansen, and Ward (2014) conducted a mixed-
method study. Bewley et al. (2014) aimed to identify and assess the patients'
additional need for support for treatment adherence issues. Bewley et al. indicated
that patients reported a high effect of psoriasis on their lives, independent of their
symptom severity. It was revealed that physical symptoms, including pain, itching
and bleeding, drove some patients to desperation and impaired their physical
activities. Moreover, real or perceived social reactions were traumatic. In this study,
the psychological effect of psoriasis was characterized by constant worry, struggle
for control, and fear that stress would trigger symptoms. Bewley et al. stated that a
combination of these factors led to avoidance, limitation of physical activities, hiding
from social activities, and social isolation among patients. In some cases, severe
social rejection and morbidity associated with the disease led to suicide (Drake et al.,
1993).

Finally, Niemeier, Fritz, Kupher, and Gieler (1999) conducted a study with
26 psoriasis patients and their matched control participants. Niemeier et al. (1999)
aimed to find whether psoriatics in an anger inducing situation showed less

aggressive verbal behavior than control participants. They found that psoriatics
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tended to respond with less aggressive verbal behavior in anger inducing situations
than the control participants. These results could help to explain the possible link
between psoriasis and somatization in terms of emotional suppression. Suppressing
the emotions could result in higher somatization symptoms and also increase the risk
of psoriasis; however, because this relationship involves subconscious mechanisms,
proving it is not possible.

In addition, Kowacs et al. (2003) investigated the same variables as the
present study, except somatization. The authors compared 51 migraine and 35
psoriasis patients with 92 healthy control participants in terms of depression and
anxiety (Kowacs, et al.). The aim of the study was to assess the symptoms of
depression, anxiety and other mental disorders among patients with migraine, non-
neurological chronic disease, that is psoriasis, and healthy participants. The results
revealed that scores of both depression and anxiety were higher among migraine
patients. Moreover, 38% of migraine patients had a positive result on the screening
test for mental disorders, whereas only 12.1% of psoriasis patients, and 11.1% of
healthy participants had a mental disorder. Yet researchers did not investigate
somatization.

The present study aims to investigate somatization in addition to depression
and anxiety, in relation to psoriasis and migraine. Although there is a vicious cycle
between medical illnesses and psychological illnesses, the relationship between
medical illnesses and psychological illnesses has been neglected. Some
psychological illnesses, such as depression and anxiety, play role in the emergence of
medical illnesses or may trigger the symptoms of medical illnesses. In addition,
having a medical illness, especially a chronic medical illness, makes individual more
prone to psychological illnesses.

Cartesian mind-body separation of biomedical view defined body as a
completely biological entity. Western science built empirical, evidence-based
disciplines; however, those disciplines are ill-equipped to investigate the mind-body
interaction (So, 2008). Investigating the association between medical illnesses and
psychological illnesses is limited by the dualist perspective that separates the mind

from the body. After the dominance of holistic and monist perspectives, research
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topics began to change. Although there has been an increase in the number of studies
investigating the interaction between medical illnesses and psychological disorders,
those studies usually focused on one illness or a specific category of illnesses. In the
recent literature, there are a few studies comparing different illnesses from different
illness categories. The present study, an example of the holistic approach, will
provide new information by comparing migraine from the category of neurological

illnesses and psoriasis form the category of dermatological illnesses.
1.6. Research Questions and Hypotheses

The present study will investigate the relationship between chronic medical
illnesses such as migraine and psoriasis and psychological variables of depression,
anxiety, and somatization. More specifically, the study aims to compare
somatization, anxiety, and depression scores of migraine patients, psoriasis patients,
and control participants. In light of this goal, it was hypothesized that

1) Migraine patients will score significantly higher on somatization scale than
psoriasis patients.

2) Migraine patients will score significantly higher on anxiety scale than
psoriasis patients.

3) Migraine patients will score significantly higher on depression scale than
psoriasis patients.

4) Patients with a chronic medical illness will score significantly higher on
somatization scale than control participants.

5) Patients with a chronic medical illness will score significantly higher on
anxiety scale than control participants.

6) Patients with a chronic medical illness will score significantly higher on

depression scale than control participants.
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CHAPTER II

METHOD

The current study aimed to compare depression, anxiety and somatization
scores of migraine patients, psoriasis patients, and control participants. In this
chapter, the participants of the study, data collection procedures, used instruments

and statistical analysis will be introduced.
2.1. Participants

Fifty five migraine patients (34.4%), 51 psoriasis patients (31.9%), and 54
healthy control participants (33.8%) participated in the study. Patients is diagnostic
groups were selected according to the following criteria. The patients had to be older
than 18 years old, and should not have any comorbid psychological disorders.
Moreover, both migraine patients and psoriasis patients should be diagnosed with
migraine or psoriasis by a neurologist or dermatologist. There was no missing data.
There was one patient among psoriasis patients who was 13 years old and one patient
who was diagnosed with schizophrenia. These two patients were excluded from the
data as outliers. Finally, the analyses was conducted with 160 participants. Ninety
five participants were female (59.4%), and 65 were male (40.6%). The ages of
participants ranged between 20 and 70 (M = 41.40, SD = 12.2). The demographic
information is summarized in tables 1, 2, and 3.

All participants volunteered to participate in the study. Participants were
selected from psoriasis and migraine patients treated in Numune Hospital at
dermatology and neurology clinics and control participants selected by convenient

sampling from Izmir. Participants were asked to complete four questionnaires.
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Table 1

Means and Standard Deviations of Age, Education Level, Duration of IlIness

Migraine Psoriasis Healthy Total

(n=55;34,4%) (n=51;31,9%) (n=>54;33,8%) (n=160)

Mean SD Mean SD Mean SD Mean SD

Age 36.60 9.18 4290 11.72 4487 1395 4140 1223
Years of

. 10.42 4.98 9.73 533 1117 433 1045 490
Education
Duration

of lliness  4.12 5.20 9.82  10.65 - - 6.86 8.72

in years

Table 2

Frequencies and Percentages of Gender, lliness Severity, and Marital Status

Migraine Psoriasis Healthy Total
f % f % f % f %
Gender
Male 8 145 26 51 31 574 65 406
Female 47 855 25 49 23 426 95 594
[liness Severity
None 1 18 1 20 - - 2 13
Low 9 164 8 157 - - 17 10.6
Moderate 11 200 12 235 - - 23 144
Important 17 309 14 275 - - 31 194
Critical 17 309 16 314 - - 33 206
Marital Status
Married 41 745 34 66.7 44 815 119 744
Widowed 2 3.6 3 5.9 1 1.9 6 3.8
Divorced 2 3.6 2 3.9 1 1.9 5 3.1
Single 10 182 12 235 8 148 30 188
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Table 3

Frequencies and Percentages of Occupations and Income Levels

Migraine  Psoriasis Healthy Total
f % f % f % f %

Occupation
Homemaker 27 491 15 294 18 338 60 375
Worker 6 109 7 137 12 222 25 156
Civil Servant 16 291 11 216 7 13 34 213
Engineer - - 2 39 4 74 6 3.8
Self Employment 5 091 6 118 3 56 14 88
Student - - - - 2 3.7 2 1.3
Retired 1 18 5 98 8 148 14 88
Unemployed - - 5 098 - - 5 3.1

Income Level
>1000 10 182 17 333 11 204 38 237

16 291 12 235 12 222 40 250

1000-1499 11 200 7 137 10 185 28 175
1500-1999 6 109 9 176 5 93 20 125
2000-2499 12 218 6 118 16 296 34 213
<2500

2.2. Procedure

Ethical approval was obtained from Ethical Review Board of Middle East
Technical University and Numune Hospital Clinic Head Management of neurology
and dermatology clinics.

The current study was conducted at Numune Hospital between January and
June of 2014. Participants were outpatients in dermatology and neurology clinics.

Participants were selected from patients who presented to the clinics between

28



January and June of 2014. The researcher explained the research protocol to the
participants and obtained written informed consent from participants. Some primary
school graduates were illiterate, therefore, the researcher read the questionnaires out
loud and noted their answers.

The control participants' data were gathered from acquaintances in izmir. The
questionnaires were completed during home visits. Participants completed the
questionnaires on their own, if possible. If the participants were illiterate or had
problems reading, the researcher read the questionnaires out loud and noted their

answers.
2. 3. Instruments

Data was collected through a demographic information form prepared by the
researcher, which included questions about gender, age, occupation, number of
people in the household, diagnosis, medications, severity of illness, education level,
marital status, and income of the participants. Moreover, participants were given a
set of questionnaires that included Beck Depression Inventory (BDI), Beck Anxiety
Inventory (BAI), and Somatization subscale of Symptom Checklist 90 Revised
(SCL-90-R-SOM).

2.3.1. Beck Depression Inventory. BDI (Beck, Ward, Mendelson, Mock, &
Erbaugh, 1961) is a 21 item, self report inventory that measures characteristics,
attitudes, and symptoms of depression in terms of emotional, physiological, and
cognitive signs. The completion of BDI takes approximately 10 minutes. Internal
consistency for the BDI ranges from .73 to .92 with a mean of .86 (Beck, Steer, &
Brown, 1996). In the Turkish version of the inventory, reliability and validity
analysis of the BDI was made by Hisli (1988). In that study, BDI was administered to
63 psychiatry patients. Hisli compared BDI scores with MMPI's depression subscale
to determine validity. The correlation between inventories was found adequate (r =
.63). Hisli (1989) administered BDI to a group of 259 university students and found a
moderate split half reliability coefficient (o = .74). The item reliability of the Turkish
version was satisfactory (o« = .80). Hisli, (1989) found that the reliability of the
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Turkish version was comparable to the English version (o = .86) (Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961). These findings provided support for the metric
equality of the Turkish and the English versions. These results supported that BDI
has strong psychometric properties in Turkish sample. The alpha coefficient of BDI
was .85 for the present sample.

2.3.2. Beck Anxiety Inventory. BAI (Beck, Brown, Epstein, & Steer, 1988)
Is a 21 item, 4 point Likert-type self-report inventory that measures the severity of
anxiety. Higher scores indicate higher anxiety. The BAI showed high internal
consistency (a =.92) and adequate test-retest reliability (r = .75) (Beck et al., 1988).
The correlation of BAI with the BDI was moderate (r = .48). Besides, the BAI was
moderately correlated with the revised Hamilton Anxiety Rating Scale (r = .51),and
was only mildly correlated (r = .25) with the revised Hamilton Depression Rating
Scale (Beck, Brown, Epstein, & Steer, 1988). This scale was adapted to Turkish by
Ulusoy, Sahin and Erkmen (1998). According to their results, the scale's item total
correlations ranged between .46 and .72. Osman, Kopper, Barrios, Osman, and Wade
(1997) found high item total correlations score (r = .90). Concurrent validity was
investigated by comparing BAI scores with the State-Trait Anxiety Inventory. The
correlation between the State subscale of State-Trait Anxiety Inventory and BAI was
moderate (r = .53). The correlation between BAI and the Trait subscale of the State-
Trait Anxiety Inventory, Form Y was also moderate (r = .58). There were moderate
correlations between BAI and Cognition Checklist Anxiety (CCL-A) (r = .51), Brief
Symptom Inventory Anxiety subscale (BSI-A) (r = .69), and BSI Somatization
subscale (r = .62) (Osman et al.). The alpha coefficient of BAI was .93 for the

present sample.

2.3.3. Somatization Subscale of Symptom Checklist 90 Revised. SCL-90-R
was developed by Derogatis and Clearly (1977) in order to assess symptoms and
their severity. It includes a total of 90 items under 10 subscales, which are: (1)
somatization (SOM), (2) obsessive-compulsive (O-C), (3) interpersonal sensitivity
(INT), (4) depression (DEP), (5) anxiety (ANX), (6) hostility (HOS), (7) phobic
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anxiety (PHOB), (8) paranoid ideation (PAR), (9) psychotism (PSY), and (10) 7
additional items.

SCL-90-R is a 5-point Likert-type checklist. Participants sign the most
appropriate answer for questions. The answers are scored as 0 (not at all), 1 (a little
bit), 2 (moderately), 3 (quite a bit), and 4 (extremely). Kili¢ (1987) translated SCL-
90-R to Turkish and tested the psychometric properties of the instrument among 416
university students. The author found high test-retest reliability (r = .82). Kili¢ also
condutced validity analyses based on the subscales of MMPI. The somatization
subscale of SCL90-R was moderately correlated with Hypochondriasis (r = .42) and
Hysteria subscales (r = .43). These findings were comparable to Derogatis' (1976)
results, which also indicated moderate correlations between SCL90-R and
Hypochondriasis (r = .57) and Hysteria (r = .48) subscales of MMPI.

Dag (1991) also investigated the psychometric properties of SCL-90-R's
Turkish version among 532 students from Hacettepe University. Dag reported that
both Global Symptom Index of SCL90-R (r = .90) and Somatization subscale (r =
.75) had high test-retest reliability. Dag found very high reliability for the total score
of SCL90-R (90 items; a« = .97). The author reported moderate correlation scores for
validity of SCL90-R-SOM based on the Hypochondriasis (r = .69) and Hysteria (r =
.66) subscales of MMPI and BDI (r = .56). In summary, results showed that the
Turkish version of SCL-90-R is a reliable and valid instrument.

In the current study, the Somatization subscale of SCL-90- R was used.
Somatization subscale consists of 12 items that measure somatic distress of the body.
These 12 items measure complaints about cardiovascular, digestive, and other bodily
functions. The total score for the sub-scale is calculated by adding the scores from
twelve items and dividing the total by twelve. Higher scores indicate higher levels of
somatic complaints. The alpha coefficient of SCL90-R-SOM was .88 for the present
sample.

In the present study, the analyses were done with 2 different versions of
SCL90-R-SOM. The first version contained all 12 items and the second version
involved only 10 items of SCL90-R-SOM. Two items that were excluded are similar
to migraine symptoms. These are the 1% item "Headaches" and the 5" item "Nausea
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or upset stomach”. These two items would cause an automatic increase in
somatization scores of migraine patients. Therefore, the 10 item version of
Somatization subscale of Symptom Checklist 90 Revised (SCL90-R-SOM10) was
included in the analyses. The alpha coefficient of SCL90-R-SOM10 was .85 for the
present sample.

2.4. Statistical Analyses

In the present study, the Statistical Package for Social Sciences (SPSS),
version 20 for Windows, was used. In order to determine the mean scores, standard
deviations, and frequencies' of demographic variables descriptive analyses were
conducted. In order to determine the difference among psoriasis patients migraine
patients, and control group on measures of somatization, anxiety, and depression

separate one tailed Analysis of Variance (ANOVA)s were conducted.
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In this chapter, the results of the analyses will be presented. The means and
standard deviations of each instrument for each group of independent variable will be
presented. In addition, the results of ANOVA and related post hoc analyses for each
dependent variable will be provided. The mean and standard deviation scores for

each of the instruments were calculated for each diagnostic group and control group

participants (see Table 4).

Table 4

CHAPTER 111

RESULTS

Means and Standard Deviations of Beck Depression Inventory, Beck Anxiety

Inventory and Somatization Subscale of Symptom Check List 90 Revised Scores

Migraine Psoriasis Healthy Total

(n=55;34,4%) (n=51;31,9%) (n=54;33,8%) (n=160)

Mean SD Mean SD Mean SD Mean SD
BDI 1587  9.96 11.71  6.67 9.85 6.80 1251 8.34
BAI 23.33 1352 1151 832 6.63 6.33 1392 12.16
SCL90-

1955  9.25 9.39 5.77 7.24 597 12.16 9.00
R-SOM
SCL90-
R- 1444  8.15 7.98 4.92 5.83 5.42 9.48 7.33
SOM10

Note. BDI = Beck Depression Inventory , BAl = Beck Anxiety Inventory, SCL90-R-SOM =

Somatization Subscale of Symptom Checklist Revised, SCL90-R-SOM10= 10 items version of

Somatization Subscale of Symptom Checklist
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3.1. Mean Scores Differences Between Diagnostic Groups and Control Group

Based on Depression, Anxiety and Somatization Scores and Post Hoc Analyses

Univariate Analysis of Variance (ANOVA) was conducted to investigate
mean score differences of depression, anxiety, and somatization scores across
diagnostic groups and control group. Three one way ANOVAs were conducted to
assess mean score differences for each of the dependent variables separately.
Diagnostic groups (migraine and psoriasis) and control group were the levels of
independent variable and BDI, BAI and SOM SCL-90-R scores were the dependent

variables.

Before conducting analysis, assumptions of ANOVA were tested. The BDI,
BAI, and SCL90-R-SOM scores were distributed normally across diagnostic groups
and control group participants. Two participants were excluded as outliers. One of
them was a 13 years old patient and the other was a schizophrenia patient. Normality
and independent sampling assumptions of ANOVA were met. Moreover,
homogeneity of variance assumption was not met for BDI, BAI, and SCL90-R-SOM
scores.

Field (2005) suggested two alternative F ratios that are robust for violations
of the assumption of homogeneity. The first one is the Brown & Forsythe F ratio, and
the second one is Welch F ratio (Field, 2005). Field recommended Welch F ratio,
instead of Brown & Forsythe F ratio or doing transformations (Field, 2005). In light
of these recommendations, in the current study, Welch F ratios were reported for
BDI, BAI, and SCL90-R-SOM scores.

3.1.1. Unique effects of diagnostic groups on BDI scores, ANOVA and
Post Hoc analyses. ANOVA results for BDI scores revealed that there were group
differences between diagnostic groups and control groups, F(2,157) = 6.77, p < .05,
n=.09 (see Table 5).
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Table 5

Robust Tests of Equality of Means for Beck Depression Inventory (BDI)

Fa

dfl

df2

’72

Sig.

Welch 6.772

102.980

.09

002"

*p<.05

a. Asymptotically F distributed.

Field (2005) recommended Games-Howell procedure as a post hoc analysis
when the homogeneity of variance assumption is violated. According to results of
post hoc analysis, it was found that migraine patients got significantly higher scores
on BDI (m = 15.87, sd = 9.96) than psoriasis patients (m = 11.71, sd = 6.77) and
healthy participants (m = 9.85, sd = 6.80). Yet, psoriasis patients (m = 11.71, sd =
6.77) did not significantly differ from healthy participants (m = 9.85, sd = 6.80) in

terms of BDI scores (see Table 6).

Table 6

Multiple Comparisons of Diagnostic Groups and Control Group on BDI Scores

() Diagnostic ~ (J) Diagnostic Group  Mean Difference  Std. Error Sig.
Group (1-9)
o Psoriasis 4.16684" 1.63596 .033
Migraine .
Healthy 6.02088 1.63107 .001
o Migraine -4.16684" 1.63596 .033
Psoriasis
Healthy 1.85403 1.31424 339
Migraine -6.02088" 1.63107 .001
Healthy o
Psoriasis -1.85403 1.31424 339
*p<.05
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3.1.2. Unique effects of diagnostic groups on BAI scores, ANOVA and Post Hoc
analyses. In terms of BAI scores, there were significant group differences between
levels of IV, F(2,157) = 34.90, p< .05, #°=.34 (see Table 7).

Table 7

Robust Tests of Equality of Means for Beck Anxiety Inventory (BAI)

F df1 df2 n° Sig.
Welch 34.896 2 97.815 34 .000"
*p<.05,** p<.001

a. Asymptotically F distributed.

According to the results of post hoc analysis, it was found that migraine
patients got significantly higher scores on BAI (m = 23.33, sd = 13.52) than psoriasis
patients (m = 11.51, sd = 8.32 ) and healthy participants (m = 6.63, sd = 6.33).

Moreover, psoriasis patients got significantly higher scores on BAI (m =
11.51, sd = 8.32) than healthy participants (m = 6.63, sd = 6.33) (see Table 8).

Table 8

Multiple Comparisons of Diagnostic Groups and Control Group on BAI Scores

(I) Diagnostic Group (J) Diagnostic Mean Std. Error Sig.
Group Difference (I-J)

Psoriasis 11.81747" 2.16379 .000
Migraine "
Healthy 16.69764 2.01651 .000
o Migraine 11.81747 2.16379 .000
Psoriasis *
Healthy 4.88017 1.44975 .003
Migraine 16.69764 2.01651 .000
Healthy N
Psoriasis -4.88017 1.44975 .003

*p<.05,** p<.001
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3.1.3. Unique effects of diagnostic groups on SCL90-R-SOM scores,
ANOVA and Post Hoc analyses. The analyses were done with two different
versions of SCL90-R-SOM. The first version contained all 12 items and the second
version involved only 10 items of SCL90-R-SOM. Two items that were excluded are

similar to migraine symptoms.

According to the results of ANOVA for the 12 items version of SCL90-R-
SOM, there were significant group differences between the levels of 1V, F(2,157) =
34.97, p< .05, #°=.37 (see Table 9). Post hoc analyses were conducted in order to find
which groups differed significantly from others. Games-Howell procedure was used

for post hoc analyses.
Table 9

Robust Tests of Equality of Means for Somatization Subscale of
Symptom Checklist 90 Revised (SCL90-R-SOM)

F2 df1 df2 n Sig.
Welch 34.974 2 102.472 37 .000"
*p < .05

a. Asymptotically F distributed.

According to results of post hoc analysis, it was found that migraine patients
got significantly higher scores on SCL90-R-SOM (m = 19.54, sd = 9.25) than
psoriasis patients (m = 9.39, sd = 5.77) and healthy participants (m = 7.24, sd =
5.97). However, psoriasis patients (m = 9.39, sd = 5.77) did not significantly differ
from healthy participants (m = 7.24, sd = 5.97) in terms of SCL90-R-SOM scores
(see Table 10).
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Table 10

Multiple Comparisons of Diagnostic Groups and Control Group on SCL90-R-SOM

Scores
(1) Diagnostic (J) Diagnostic Mean Difference Std. Error  Sig.
Group Group (1-9)
o Psoriasis 10.15330° 2.16379  .000
Migraine *
Healthy 12.30471 2.01651  .000
o Migraine -10.15330 2,16379  .000
Psoriasis
Healthy 2.15142 1.44975 150
Migraine -12.30471 2.01651  .000
Healthy
Psoriasis -2.15142 1.44975 150
*p <.001

According to the results of ANOVA for the 10 items version of SCL90-R-
SOM, there were also significant group differences between the levels of 1V,
F(2,157) = 21.14, p< .05, #°=.26 (see Table 11). Then post hoc analyses were
conducted in order to find which groups differed significantly from others. Games-

Howell procedure was used for post hoc analysis.
Table 11

Robust Tests of Equality of Means for 10 Items Version of

Somatization Subscale of Symptom Checklist 90 Revised (SCL90-R-

SOM10)

F df1 df2 n Sig.
Welch 21.138 2 102.469 26 .000”
*p <.001

a. Asymptotically F distributed.
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Table 12

Multiple Comparisons of Diagnostic Groups and Control Group on SCL90-R-

SOM10 Scores
(1) Diagnose Group (J) Diagnose Group  Mean Difference Std. Error  Sig.
(1-J)
o Psoriasis 6.45597" 1.29723  .000
Migraine *
Healthy 8.60303 1.32394  .000
o Migraine -6.45597" 1.29723  .000
Psoriasis
Healthy 2.14706 1.00985  .090
Migraine -8.60303" 1.32394  .000
Healthy o
Psoriasis -2.14706 1.00985  .090
*p<.001

According to results of post hoc analysis, it was found that migraine patients
got significantly higher scores on SCL90-R-SOM10 (m = 14.44, sd = 8.15) than
psoriasis patients (m = 7.98, sd = 4.92) and healthy participants (m = 5.83, sd = 5.42).
Psoriasis patients (m = 7.98, sd = 4.92) did not significantly differ from healthy
participants (m = 5.83, sd = 5.42) in terms of SCL90-R-SOM10 scores (see Table

12).
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CHAPTER IV

DISCUSSION

The association between depression, anxiety, somatization symptoms, and
migraine and psoriasis was investigated. Based on previous studies (Celik & Acar,
2007; Erdogan & Karaman, 2008; Ay & Evcik, 2008), it was hypothesized that
migraine patients would get higher depression, anxiety, and somatization scores than
psoriasis patients (Kowacs et al., 2003). It was also hypothesized that patients with
psoriasis or migraine would get higher depression, anxiety, and somatization scores
than control participants (Smith et al., 2003; Buse et al., 2010; Hung et al., 2009).

According to the results of main analyses, migraine patients got significantly
higher scores than psoriasis patients in terms of BDI, BAIl and SCL90-R-SOM
scores. Thus, the first three hypotheses were confirmed. Moreover, migraine patients
got significantly higher scores than control participants on BDI, BAI, and SCL90-R-
SOM. Yet, psoriasis patients differed significantly from control participants only on
BAI scores, but not on BDI and SCL90-R-SOM inventories. These results were
contradictory with previous findings (Woodruff et al., 1997; Guptal et al., 1994).
Thus, the last three hypotheses were only partially confirmed.

Compatible with the current study's findings, Kowacs et al. (2003) found that
migraine patients got higher scores on depression and anxiety inventories than
patients with non-neurological diseases, psoriasis patients, and healthy subjects.
Moreover, Akhan, Alptekin, and Bayburtluoglu (1995) stated that there was a strong
similarity between prevalence rates, age of onset, and gender distribution of migraine
and depression. Hung et al. (2009) also found that patients with MDD who also had
migraine had higher depression, anxiety, and somatization scores than patients with
only MDD. Hung et al. also explained the circular relationship between depressive
symptoms and migraine attacks. The authors explained that depressive symptoms
were precipitating factors of migraine among MDD patients. Compatible with all of

these findings, in the current study, it was observed that migraine patients have more
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depressive, anxious, and somatic symptoms than psoriasis patients and control
participants.

In order to avoid type 1 error, two somatization items that are similar to
migraine symptoms were excluded from analyses. These are the 1% item "Headaches"
and the 5" item " Nausea or upset stomach”. Therefore, the analyses were done with
two different versions of SCL90-R-SOM, one version with those two items and one
without those two items.

The results of the current study revealed that migraine patients have more
somatic symptoms than the other two groups, even when overlapping symptoms of
somatization were excluded from the analyses. Kowacs et al. (2003) used the same
method in their study. They assessed the symptoms of depression, anxiety, and non
specific psychiatric disorders among migraine patients, healthy subjects, and
psoriasis patients. They eliminated 3 questions of Self Report Questionnaire (SRQ),
which is designed to detect cases of mental disorders. These excluded questions were
symptoms that can also be part of migraine attacks. Kowacs et al. could not find any
significant difference between migraine and psoriasis patients after the exclusion. In
the current study, migraine patients differed significantly from the other two groups
even when the overlapping items were excluded. The difference between the current
results and Kowacs et al.'s results could be related to measuring different variables.
Somatization may be a variable that is more strongly related to chronic medical
ilnesses than suspicion for mental disorders.

In the present study, diagnostic group patients got significantly higher anxiety
scores than healthy control participants. Similarly, previous research findings
established that migraine and psoriasis patients got higher depression, anxiety
(Kowacs et al., 2003; Hung et al., 2009; Fortes et al., 2005; Gupta et al., 1994) and
somatization (Smith et al., 2003) scores than healthy control participants. These
results are also compatible with the psychoanalytic perspective. In early studies
somatization related conditions and cases were categorized under hysteria. Breuer
and Freud (1893) developed a model for hysteria treatment by helping the patient
verbalize previously repressed memories in great detail, which alleviated the
psychological conflict, and helped express the affect that accompanies the conflict.
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Having difficulty in expressing and identifying feelings in self and others was
defined as alexithymia (Petrova, 2008). Petrova stated that alexithymia and
suppression of emotional expression can be related to psychosomatic illnesses.
Although there is no evidence that somatizing patients suppress their emotional
reactions consciously, Gross and James (1993) suggested that an absence of overt
emotional expressiveness may lead to long term changes in physiological arousal.
This persistent arousal may results in somatic sensations of pain or discomfort.

Moreover, somatic symptoms could become an alternative expression of
emotions (PDM Task Force, 2006). VVogel (1976) suggested that psoriasis emerges as
a symptom of repressed aggression. Thus, it can be said that psoriasis is a way of
expressing distress, which satisfies the need to express negative emotions and
decreases other somatic symptoms. If the lesions of psoriasis are indeed somatic
expressions of emotions, the current results indicating that psoriasis patients have
lower somatization scores than migraine patients are compatible with early
psychoanalytic findings. Expressing emotions via verbal communication or psoriatic
expressions may decrease somatization scores.

In addition, having a chronic medical illness is related to showing
psychological symptoms. Celik and Acar (2007) revealed that chronic renal failure
patients showed moderate to severe depressive symptoms. Moreover, Goulia et al.
(2012) found that patients with rheumatoid arthritis, lupus, inflammatory bowel
disease, and breast cancer had higher anxiety, depression, and somatization scores
than individuals without chronic medical conditions. Comorbid psychological and
physical illnesses cause more impairment than either having a mental illness or a
physical illness alone (Kessler, Ormel, Demler, & Stang, 2003). Increment in
psychological symptoms would result in exacerbation of chronic medical illnesses'
symptoms. Thus, it would be beneficial to consider comorbidity when planning
treatment.

Contrary to what was expected, psoriasis patients did not significantly differ
from control participants in terms depression and somatization scores. These results
contradicted with the previous findings (Sharma et al., 2011; Wahl, Loge, Wiklund,
& Honestad, 2000). This contradiction could be due to the severity level of patients'
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psoriasis. Harvima et al. (1996) found a strong positive correlation between Psoriasis
Area and Severity Index (PASI) scores and depression and somatization scores.
Moreover, Gupta et al. (1989) also observed that the degree of depressive
symptomatology positively correlated with severity of itching. Although level of
psoriasis was not measured objectively in the current study, the illness severity as
perceived by patients was measured by asking the participants how severe they think
their illness is. The severity degree of participants' psoriasis symptoms in the current
study may be low. As a result, psoriasis patients might not have gotten significantly

higher scores than healthy control participants.
4.1. Limitations of the Study

In the current study, diagnostic groups' data were obtained from participants
in Ankara, however; healthy control group's data were gathered from izmir. It would
have been better to collect all the data from the same city in order to avoid he
confounding effect of different cities.

Moreover, in the current study there was no objective severity measurement
for psoriasis or migraine. Measuring severity of psoriasis would help explain the lack
of significant difference between psoriasis patients and control groups. Psoriasis
Area Severity Index (PASI) can be used in future studies. Yet, there is no objective
severity measurement for migraine. Severity of migraine is decided based on the
illness history. So, the diagnosis is done according to patients' self reports, which is
very subjective. Consequently, an objective severity measure for migraine could not
be used in the current study. Also, measuring the perceived controllability of the
illnesses would have provided richer information about the patients’ perception of
their illnesses. There might have been a relationhip between perceived controllability

of illness and degree of psychological symptoms.
4.2. Strengths of the Study

There are only a few studies that investigated the relationship between

medical illnesses and psychological disorders, even though there seems to be a strong
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relation between them. Due to highly acceptance of mind-body dualism, the common
tendency among researchers is to study the medical and mental illnesses separately.
Results of the current study shed light on the association between mental and medical
ilinesses from a psychological viewpoint.

Cartesian mind-body separation of biomedical view defined body as a
completely biological entity (So, 2008). According to mind-body dualism, medical
illnesses and mental disorders should be investigated separately. Thus, studies
working on the association between medical and psychological illnesses are
somewhat limited. Combining three different psychological variables such as
depression, anxiety, and somatization and comparing these variables across two
different chronic medical illness groups provide evidence for the holistic perspective.
In accordance with the monist view, the current study revealed that psychological
symptoms can be observed in conjunction with chronic medical illnesses’ symptoms.

Kowacs et al. (2003) conducted a study with 51 migraine patients, 35
psoriasis patients, and 92 healthy control participants. The authors measured
depression, anxiety scores, and suspicion for mental disorders; however, they did not
get any measurement for somatization. They found that scores of both depression and
anxiety were higher among migraine patients than psoriasis patients and healthy
control participants. The current study added somatization to depression and anxiety,
and because somatization is related to chronic medical illnesses, this addition

strengthened the current study.

4.3. Clinical Implications and Suggestions for Future Studies

This study revealed the association between medical illnesses and
psychological variables. The results of the study will be helpful for both
psychologists and medical practitioners. Psychologists would pay more attention to
the role of having a chronic medical illness on increasing the psychological
symptoms. Moreover, medical practitioners should not neglect the effects of
psychological illnesses on chronic medical illnesses as a triggering factor. Moreover,
in order to increase the effectiveness of treatment, medical practitioners and

psychologists should both follow patients with chronic medical illnesses.
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In addition, psychologists should work on interventions that increase the
quality of life by combining behavioral and cognitive methods. Moreover, emotional
expressiveness trainings that facilitate expressing negative emotions would also be
beneficial for chronic medical patients who also have high depression, anxiety, and
somatization scores.

Future studies can replicate this study on different chronic medical illnesses
from different categories. Especially, medical illnesses having psychosomatic
components can be included in future studies. Comparing medical illnesses from
different categories would give an idea about the contribution of psychological
mechanisms on progression of medical illnesses. Moreover, in order to observe the
effects of living with the symptoms of a medical illness, chronic medical illness and
non chronic medical illnesses can also be compared in terms of certain psychological
variables such depression, anxiety, and somatization.

Moreover, a longitudinal method can be used in future works. Following the
process of illness would reveal the effects of increased duration of illness. Living
with symptoms of chronic medical illnesses for a longer time may increase
psychological symptoms. On the other hand, it is also possible that longer duration of
illness could result in problems with treatment adherence due to tedium of illness.

Finally, future studies could use quantitative and qualitative methods
together, in order to get more information. For instance, using some open ended
questions and interview techniques may provide more detailed information about
other medical factors, daily hassles, or personal problems, which have effects on

measured variables.
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APPENDICES

Appendix A: Informed Consent Form

Gonilli Katilim Formu

v /20,

Saym Katilimet,

Orta Dogu Teknik Universitesi, Klinik Psikoloji yiiksek lisans dgrencisi
Tugba Uyar psikoloji boliimii 6gretim goérevlisi Dogent Doktor Deniz Canel Cinarbag
denetiminde migren ve sedef hastalar1 hakkinda yiiksek lisans tezi aragtirmasi
yiirlitmektedir. Bu ¢alismanin amaci, migren ve sedef hastaliklarinin farkli psikolojik
degiskenler lizerindeki etkisini incelemektedir. Bu formun amaci sizi ¢aligma
hakkinda bilgilendirmek ve ¢calismamiza yardimci olmaniz i¢in davet etmektir. Bu
bilgileri okuduktan sonra arastirmaya katilmak isterseniz liitfen bu formu imzalayip,
bize ulastiriniz.

Bu arastirmaya katilmay1 kabul ettiginiz takdirde sizden {i¢ anket
doldurmaniz istenecektir. Ilk anket sizin son zamandaki ruhsal sikintilarinizi
tanimlamaniz1 saglayacaktir. Ikinci anket sizin son zamanlardaki kaygilarinizi
tamimlamanizi saglayacaktir. Ugiincii anket ise son zamanlardaki bedensel ve ruhsal
sikayetleriniz ile ilgili sorular igerecektir. Bu ii¢ anketi doldurmak yaklasik olarak
otuz dakikanizi alacaktir.

Bu aragtirma bilimsel bir amagla yapilmaktadir ve katilimer bilgilerinin
gizliligi esas tutulmaktadir. Ankette, sizden kimlik belirleyici hi¢bir bilgi
istenmemektedir. Kayitlarinizda isim yerine bir numara kullanilacaktir. Kayitlar
arastirma projesi sliresince aragtirmaci tarafindan muhafaza edilip arastirma sona
erdiginde silineceklerdir.

Bu arastirmaya katilmak tamamen istege baglidir. Katildiginiz takdirde
calismanin herhangi bir asamasinda herhangi bir sebep goOstermeden onayinizi
cekmek hakkina da sahipsiniz. Arastirma projesi hakkinda ek bilgi almak istediginiz
takdirde Orta Dogu Teknik Universitesi Psikoloji Béliimii Yiiksek Lisans 6grencisi
Tugba Uyar ile iletisime gegebilirsi- niz.

Telefon: 05076062448,
E-posta: t.uyar.metu@gmail.com
Adres: Ortadogu Teknik Universitesi Psikoloji Boliimii
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Eger bu arastirma projesine katilmay1 kabul ediyorsaniz, liitfen bu formu
imzalay1p, bize ulagtiriniz.

Tesekkirler,

Tugba Uyar

Ben, (katilimeinin adi) .....coooevveeiiieeiieeeee , yukaridaki metni okudum ve
katilmam istenen calismanin kapsamini ve amacini, goniilli olarak {izerime diisen
sorumluluklar1 tamamen anladim. Calisma hakkinda soru sorma imkani buldum. Bu
calismay1 istedigim zaman ve herhangi bir neden belirtmek zorunda kalmadan
birakabilecegimi ve biraktigim takdirde herhangi bir olumsuz tutum ile
kargilasmayacagimi anladim.

Bu kosullarda s6z konusu arastirmaya kendi istegimle, higbir baski ve zorlama
olmaksizin katilmayi1 kabul ediyorum.

Katilimcinin Adi-

Telefon:

Tarih (giin/ay/yil):...../.ccof e
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Appendix B: Debriefing Form

KATILIM SONRASI BiLGi FORMU

Bu calisma daha 6nce de belirtildigi gibi Orta Dogu Teknik Universitesi
Klinik Psikoloji yiiksek lisans 6grencisi Tugba Uyar tarafindan psikoloji boliimii
Ogretim gorevlisi Dogent Doktor Deniz Canel Cinarbas denetiminde migren ve sedef
hastalar1 hakkinda yiiriitiilen yiiksek lisans tez arastirmasidir. Migren ve sedef
hastaliklarinin farkl psikolojik degiskenler lizerindeki etkisi incelenmektedir.

Gecgmis caligmalar incelendiginde kaygi ve depresyonun birbirleriyle ve kalp
rahatsizliklari, solunum, sindirim sistemi rahatsizliklar1 gibi medikal hastaliklarla
iligkili oldugu goriilmektedir. Bunun yaninda kaygi, depresyon ve bazi medikal
hastaliklarin somatizasyonla olan iligskiside incelenmistir. Bu arastirmalarda
depresyon ve kaygi ile somatizasyonun kuvvetli bir iligkisi oldugu bulunmustur.
Ayrica ilser,iirtiker, hassas bagirsak sendromu, egzema, migren, sedef gibi kronik
hastaliklarin somatizasyon ile iligkili oldugu da bulunmustur. Bu arastirmalar
1s181nda depresyon ve kaygiya ek olarak, somatizasyonun kronik medikal
hastaliklarla iliskisinin incelenmesi amaglanmistir.

Bu ¢alisgmanin amaci depresyon, kaygi ve somatizasyon belirtilerinin
kronik hastaliklar arasindan temsili olarak secilen sedef ve migren hastalar1 ve
saglikli popiilasyona gore nasil farklilagtiklarini incelemektir. Literatiirden edinilen
bilgiler 1s181nda sedef ve migren hastalarinin saglikli popiilasyona gore daha yiiksek
depresyon, kaygi ve somatizasyon skorlar1 elde etmesi beklenmektedir. Sedef ve
migren hastalarinin ise bu skorlar agisindan farklilik gosterip géstermeyecegi
incelenecektir. Bu sekilde norolojik ve dermatolojik hastaliklarin kaygi, depresyon
ve somatizasyon semptomlari acisindan nasil farklilagtiginin anlasilmasi
hedeflenmektedir.

Bu ¢alismada katilimcilarin depresyon, kaygi ve somatizasyon belirtilerini
degerlendirmeye yonelik birer anket uygulanmastir.

Elde edilen bilgiler bilimsel arastirma ve yazilarda kullanilacaktir.
Calismanin sonucglarini 6grenmek ya da bu arastirma hakkinda daha fazla bilgi almak
icin agagidaki isimlere bagvurabilirsiniz. Bu arastirmaya katildiginiz i¢in tekrar ¢ok
tesekkiir ederiz.

Tugba Uyar tel: 05076062448 e-posta: t.uyar.metu@gmail.com

Ogrt. Gor. Dog. Dr. Deniz Canel Cinarbas e-posta: dcanel@metu.edu.tr
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Appendix C: Demographic Questions Form

Listedeki her maddeyi liitfen dikkatle okuyunuz. Asagidaki sorularda size en

uygun olan secenegi isaretleyiniz.

Katilimc1 Numaras:
Dogum Tarihiniz: Yasimiz:
Cinsiyetiniz:
Mesleginiz:
Evinizde siz dahil kag kisi yastyor?
Evinizde yasayanlar kimler ve size yakinliklart:
o
o
o
o
Cocugunuz var m1?
Evet ise, kag cocugunuz var?
Hastaliginizin tanisi nedir? Ne zaman tan1 aldiniz?

Kullandiginiz ilaglar nelerdir?

Bunun disinda herhangi medikal rahatsizligimiz var

midir?

Evet ise;
Tan1 aldiginiz herhangi bir psikolojik rahatsizliginiz var

midir?

Evet ise;
Hastaliginizin ne kadar ciddi oldugunu liitfen agagidaki dlgekte
derecelendiriniz.
1 (hig ciddi oldugunu diisiinmiiyorum) ...............

2 (pek ciddi oldugunu diisiinmiiyorum)...............
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3( kararsizim).....................

4(biraz ciddi oldugunu diisliniiyorum)..............

5(¢ok/oldukea ciddi oldugunu diisliniiyorum)...............
I Egitim durumunuz: (en son mezun olunan seviye)

1) llkokul

2) Ortaokul

3) Lise

4) Universite

5) Yiiksek Lisans

6) Doktora

Medeni durumu:

1) Evli evet ise esinizle ne zaman evlendiniz?
2) Dul evet ise esiniz ne zaman vefat etti?
3) Bosanmis evet ise esinizle ne zaman bosandiniz?

4) Evli ama esinden ayr1 yagiyor  eve ise esinizle ne zamandir ayr1

yastyorsunuz?

Gelir Durumunuz:

1) 1000 TL ve alt1 ......
2) 1001-1499 TL .....
3) 1500-1999 TL......
4) 2000-2499 TL .....

5) 2500 TL ve tistii ......
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Appendix D: Beck Depression Inventory

BECK DEPRESYON OLCEGI

ACIKLAMA:

Asagida, kisilerin ruh durumlarini ifade ederken kullandiklar1 bazi climleler
verilmigtir. Her madde bir ¢esit ruh durumunu anlatmaktadir. Her maddede o duygu
durumunun derecesini belirleyen 4 segenek vardir. Liitfen bu se¢enekleri dikkatlice

okuyunuz. Son bir hafta icindeki (su an dahil) kendi duygu durumunuzu géz

oniinde bulundurarak, size uygun olan ifadeyi bulunuz. Daha sonra, o madde
numarasinin karsisinda, size uygun ifadeye karsilik gelen secenegi bulup

isaretleyiniz.

Sorular1 vereceginiz samimi ve diiriist cevaplar aragtirmanin bilimsel
niteligi agisindan son derece 6nemlidir. Bilimsel katki ve yardimlariniz igin sonsuz

tesekkiirler.

Katilmer Numarasi :© cooeeeeeeiiniienceee Tarih:
1. (0)Kendimi iizgiin hissetmiyorum.
(1)Kendimi iizgiin hissediyorum.
(2)Her zaman ig¢in iizgiiniim ve kendimi bu duygudan kurtaramiyorum.
(3)Oylesine iizgiin ve mutsuzum ki dayanamiyorum.
2. (0) Gelecekten umutsuz degilim.
(1) Gelecege biraz umutsuz bakiyorum.
(2) Gelecekten bekledigim hicbir sey yok.
(3)Benim ig¢in bir gelecek yok ve bu durum diizelmeyecek.
3. (0) Kendimi basarisiz gérmiiyorum.
(1) Cevremdeki bircok kisiden daha fazla basarisizliklarim oldu sayilir.
(2) Geriye doniip baktigimda, ¢ok fazla basarisizliimin oldugunu
goriyorum.
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4)

5)

6)

7)

8)

9)

(3) Kendimi tiimiiyle basarisiz bir insan olarak goriiyorum.
(0) Her seyden eskisi kadar zevk alabiliyorum.

(1) Her seyden eskisi kadar zevk alamiyorum.

(2) Artik higbir seyden gercek bir zevk alamiyorum.

(3) Bana zevk veren higbir sey yok. Her sey cok sikici.
(0) Kendimi suglu hissetmiyorum.

(1) Arada bir kendimi suclu hissettigim oluyor.

(2) Kendimi ¢ogunlukla suglu hissediyorum.

(3) Kendimi her an i¢in su¢lu hissediyorum.

(0) Cezalandirildigimi diistinmiiyorum.

(1) Baz1 seyler icin cezalandirilabilecegimi hissediyorum.
(2) Cezalandirilmay1 bekliyorum.

(3) Cezalandirildigimi hissediyorum.

(0) Kendimden hognutum.

(1) Kendimden pek hosnut degilim.

(2) Kendimden hi¢ hoslanmiyorum.

(3) Kendimden nefret ediyorum.

(0) Kendimi diger insanlardan daha ko6tii gormiiyorum.
(1) Kendimi zayifliklarim ve hatalarim i¢in elestiriyorum.
(2) Kendimi hatalarim i¢in her zaman sugluyorum.

(3) Her kotii olayda kendimi sugluyorum.

(0) Kendimi 6ldiirmek gibi diislincelerim yok.

(1) Bazen kendimi 6ldiirmeyi diisiiniiyorum fakat bunu yapamam.

(2) Kendimi oldiirebilmeyi isterdim.

(3) Bir firsatin1 bulursam kendimi 6ldiirtirdiim.

10) (0) Her zamankinden daha fazla agladigimi sanmiyorum.

(1) Eskisine gore su siralarda daha fazla agliyorum.
(2) Su siralar her an agliyorum.
(3) Eskiden aglayabilirdim, ama su siralarda istesem de

aglayamiyorum.

11) (0) Her zamankinden daha sinirli degilim.
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(1) Her zamankinden daha kolayca sinirleniyor ve kiziyorum.
(2) Cogu zaman sinirliyim.
(3) Eskiden sinirlendigim seylere bile artik sinirlenemiyorum.
12) (0) Diger insanlara kars1 ilgimi kaybetmedim.
(1) Eskisine gore insanlarla daha az ilgiliyim.
(2) Diger insanlara kars1 ilgimin ¢ogunu kaybettim.
(3) Diger insanlara kars1 hi¢ ilgim kalmadi.
13) (0) Kararlarimi eskisi kadar kolay ve rahat verebiliyorum.
(1) Su siralarda kararlarimi vermeyi erteliyorum.
(2) Kararlarim1 vermekte oldukga giigliik ¢cekiyorum.
(3) Artik hig¢ karar veremiyorum,
14) (0) D1s goriintisiimiin eskisinden daha kotii oldugunu sanmiyorum.
(1) Yaslandigimi ve ¢ekiciligimi kaybettigimi diigiiniiyor ve
iiziiliyorum.
(2)D1s goriintistimde artik degistirilmesi miimkiin olmayan olumsuz
degisiklikler oldugunu hissediyorum.
(3) Cok cirkin oldugumu diisiinmiiyorum.
15) (0) Eskisi kadar iyi ¢alisabiliyorum.
(1)Bir ise basglayabilmek icin eskisine gore kendimi daha fazla
zorlamam gerekiyor.
(2) Hangi is olursa olsun, yapabilmek i¢in kendimi ¢ok zorluyorum.
(3) Higbir is yapamiyorum.
16) (0) Eskisi kadar rahat uyuyabiliyorum.
(1) Su siralar eskisi kadar rahat uyuyamiyorum.
(2) Eskisine gore bir veya iki saat erken uyaniyor ve tekrar uyumakta
zorluk ¢ekiyorum.
(3) Eskisine gore ¢ok erken uyaniyor ve tekrar uyuyamiyorum.
17) (0) Eskisine kiyasla daha ¢abuk yoruldugumu sanmiyorum.
(1) Eskisinden daha cabuk yoruluyorum.
(2) Su siralarda neredeyse her sey beni yoruyor.
(3) Oyle yorgunum ki higbir sey yapamiyorum.
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18)

19)

20)

(0) Istahim eskisinden pek farkl1 degil.

(1) Istahim eskisi kadar iyi degil.

(2) Su siralar istahim epey kotii.

(3) Artik hig istahim yok.

(0) Son zamanlarda pek fazla kilo kaybettigimi sanmiyorum.

(1) Son zamanlarda istemedigim halde ti¢ kilodan fazla kilo verdim.
(2) Son zamanlarda bes kilodan fazla kilo verdim.

(3) Son zamanlarda yedi kilodan fazla kilo verdim.

Daha az yiyerek isteyerek kilo kaybetmeye calisiyorum.

(0) Sagligim beni pek endiselendirmiyor.

(1) Son zamanlarda agr1, s1z1, mide bozuklugu ve kabizlik gibi

sorunlarim var.
(2) Agr1, s1z1 gibi bu sikintilarim beni epey endiselendirdigi i¢in baska

seyleri diisiinmek zor geliyor.

(3) Bu tiir sikintilar beni dylesine endiselendiriyor ki artik baska bir sey

diistinemiyorum.

21) (0) Son zamanlarda cinsel yagantimda dikkatimi ¢eken bir sey yok.

(1) Eskisine gore cinsel konularla daha az ilgileniyorum.
(2) Su siralarda cinsellikte pek ilgili degilim.
(3) Artik cinsellikle hicbir ilgim kalmadi.
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Appendix E: Beck Anxiety Inventory

BECK ANKSIYETE OLCEGI

Katilimc1 Numarasi: Tarih:

Asagida insanlarin kaygili ya da endiseli olduklar1 zamanlarda yasadiklar1 bazi
belirtiler verilmistir. Liitfen her maddeyi dikkatle okuyunuz. Daha sonra, her
maddedeki belirtinin BUGUN DAHIL SON BiR HAFTADIR sizi ne kadar

rahatsiz ettigini yandaki uygun yere (x yada v') isareti koyarak belirleyiniz.

Hig Hafif Diizeyde | Orta Diizeyde | Ciddi Diizeyde
Beni pek Hos degildi Dayanmakta
Etkilemedi ama ¢ok zorlandim
Katlanabildim

1. Bedeninizin
herhangi bir yerinde
uyusma ve

karincalanma

2. Sicak/ates

basmalari

3. Bacaklarda

halsizlik, titreme

4. Gevseyememe

5. Cok kotii seyler

olacak korkusu

6. Bas donmesi ve

sersemlik

7. Kalp ¢arpintist
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8. Dengeyi kaybetme
duygusu

9. Dehsete kapilma

10. Sinirlilik

11. Boguluyormus

gibi olma duygusu

12. Ellerde titreme

13. Titreklik

14. Kontroli

kaybetme korkusu

15. Nefes almada

giiclik

16. Oliim korkusu

17. Korkuya kapilma

18. Midede
hazimsizlik ya da

rahatsizlik hissi

19. Baygimnlik

20. Yiizin kizarmasi

21. Terleme
(sicakliga bagh

olmayan)
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Appendix F: Somatization Subscale of Symptom Checklist 90 -
Revised

SCL90-R Somatik Semptom Olcegi

YONERGE
Asagida herkeste zaman zaman olabilecek sikayet ve problemlerin bir listesi vardir.

Liitfen her birini dikkatlice okuyun. Sonra bu durumun BUGUN DE DAHIL SON
YEDI GUN ICINDE SizZi NE OLCUDE HUZURSUZ VE TEDIRGIN ETTIGINI
g0z Online alarak yan taraftaki numaralardan birini karalayin. Her problem i¢in
yalniz bir numara karalayin ve hi¢ madde atlamayin. Diigiincenizi degistirirseniz ilk
yazdiginiz numaray1 tamamen silin. Liitfen baglangi¢ 6rnegini dikkatlice okuyun ve

anlamadiginiz bir soru oldugunda uygulayan kisiye danigin.
Ornek:

Asagida belirtilen sorundan ne 6l¢iide rahatsiz olmaktasiniz?

Beden agrist ......ccceeeveeeeneennne 3
(0) Hig (1) ¢ok az (2)orta derecede (E)oldukea fazla (4)ileri
derecede
Hig Cokaz |Orta Olduke¢a | Ileri
Derecede | Fazla Derecede
1. Bag agris1
2. Bayginlik ya da bas 0) 1) (@) (3) 4)
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donmesi

3. Gogiis ya da kalp © @ 2 3 (4)
bolgesinde agrilar

4. Belinizin alt kisminda (0) (1) (2) (3) 4
agrilar

5. Bulant1 ya da midede (0) (1) (2) (3) 4)
rahatsizlik

6. Kas agrilari (0) (1) 2 (3) 4)
7. Nefes almada gii¢liik 0) 1) (2) (3) 4
8. Sicak ya da soguk (0) 1) 2) (3) (4)
basmalar1

9. Bedeninizin bazi (0) (1) (2) (3) (4)
kisimlarinda uyusma,

karmcalanma

10. Bogaziniza bir yumru (0) (1) (2) (3) 4)
tikanmasi

11. Bedeninizin ¢esitli 0) (1) (@) (3) 4
kisimlarinda zayiflik hissi

12. Kol ve bacaklarda 0) (1) (2) (3) (4)

agirlik hissi
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Appendix G: Ethics Committee Approval
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Appendix H: Turkish Summary

1. GIRIS

Bu ¢alisma depresyon, kaygi ve somatizasyon gibi psikolojik rahatsizliklar ve
migren ve sedef gibi kronik medikal hastaliklar arasindaki iligkiyi aragtirmaktadir.
Bu ¢alisma depresyon, kaygi ve somatizasyon skorlarinin norolojik ve dermatolojik

hastaliklarla kontrol grubunda farklilastigini gostermistir.
1.1.  Migren

Migren medikal goriintiileme sistemleri ile goriintiilenebilecek herhangi bir
belirtiye sahip olmayan ve genel anlamda kiside rahatsizlik yaratan bir hastaliktir.
Migren tanisit Bag Agris1 Hastaliklariin Uluslararast Siniflandirilmasi (ICHD2-R)
kriterlerine gore belirlenmektedir (2005). Diinya ¢apinda siklikla kullanilan 6lgekler
migren tanisinin belirlenmesini kolaylastirmayr amaglamaktadir. Migren bas agrisi
tiplerinde birincil agr siifinda degerlendirilmektedir. Bu sinifta migren, gerilim tipi
bas agrisi, kiime bas agrisi, kronik paroksismal hemikranya, giinliik saplantili bag
agrisi, Okstiriik bas agrisi, distan basi bas agris1 ve cinsel aktivite ile iliskili bag agrisi
gibi tipler yer almaktadir (ICHD2-R, 2005). Migrenin iki ana tipi olan kronik migren
ve migren statusu atak sikligina gore kategorize edilmektedir. Migren statiisii yogun
agri ile 72 saatten uzun siiren migren ataklarini tanimlamak i¢in kullanilir. Kronik
migren terimi ise 3 ay siiresince en az 15 giin atak yasanmasi durumunu tanimlamak
icin kullanilir (ICHD2-R).

Migrenin, aurali migren, aurasiz migren, migrenle iligkili olabilecek
periyodik ¢ocukluk c¢ag1 sendromlar1 ve retinal migren olarak 4 alt tipi
bulunmaktadir. Bag Agris1 Hastaliklarinin Uluslararasi Siniflandirmasi (ICHD2-R)
aurasiz migreni 5 temel kriter ile tanimlamistir (2005). ilk kriter ikinci ile dérdiincii
kriter arasindaki kriterlere uygun olarak 5 atak yasanmasi gerekliligini
belirtmektedir. Ikinci kriter tedavisiz ya da etkisiz bir tedavi altinda iken 4 ile 72 saat
arasinda siiren bas agrisi ataklarmi tamimlamaktadir. Ugiincii kriter olarak (1) tek
tarafli yerlesim, (2) zonklayic1 6zellikler, (3) orta veya agir siddette, giinliik yasam
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aktivitelerini engelleyecek derecede agri, Ozellikleinrden en 2 tanesini tasiyan
tarzdaki bas agris1 tanimlanmistir. Dordiincii kriter ise agr1 sirasinda (1) bulant1 veya
kusma ve (2) fonofobi ve fotofobi Ozelliklerinden en az birinin saglanmasi
gerektigini belirtmektedir. Besinci kriter ise semptomlarin higbirinin bagka herhangi
bir rahatsizliga atfedilememesi kosulunu getirmektedir (ICHD2-R, 2005). Fonofobi
terimi Ashaari, Mat Zain ve Razali (2010) tarafindan trafik, mutfak sesleri, kap1 sesi
ya da yiiksek konusma tonu gibi normal seslere karsi duyulan israrli, anormal ve
nedensiz korku olarak tanimlanmistir. Fotofobi ise Digre and Brennan (2012)
tarafindan 15181n goz ve ya bas iizerinde yarattig1 rahatsizlik hissi ve 151k hassasiyeti
olarak tanimlanmustir.

Aurali migren de 5 kriter ile aciklanmistir (ICHD2-R, 2005). ilk kriter 2.
kriterin Ozelliklerini karsilayan en az 2 atak gecirilmesi kosulunu getirmektedir.
Ikinci kriterde ise kosullar1 saglayan auranin gozlenmesi kosulunu getirmektedir.
Uciincii kritere gore, hi¢ bir semptom baska bir rahatsizliga atfedilemiyor olmalidir.
ICHD2-R aura tanimu icin de bazi kriterler aciklamstir. Tlk kriter 2. ile 4. kriterlerin
ozelliklerini karsilayan en az 2 atak gerceklesmesi kosulunu getirir. Ikinci kriter ise
auranin pozitif nitelikte, geri dondiiriilebilir gorme semptomlari, duyum semptomlari
ve disfazik konusma bozukluklari o6zelliklerinden birini tasiyan, ancak motor
davraniglarinda zayiflik icermeyen nitelikte olmasi gerektigini belirtmektedir.
Ugiincii kritere gore aura her iki gozii de etkileyen gdérme semptomlari, tek tarafli
duyum semptomlari, asamali olarak gelisen ve 5 dakika ya da daha uzun siiren, ancak
60 dakikadan kisa siirede sonlanan semptomlar gibi 6zelliklerden en az 2 tanesini
karsilamalidir. Dordiincii kriter aurasiz migrenin ilk 4 kriterini de karsilamasi
gerektigini belirtmektedir. Son olarak besinci kritere gore ise, higbir semptom baska
herhangi bir rahatsizliga atfedilememelidir.

Farkli kriter setlerinin kullanimi migrenin goriilme sikligindaki degisen
oranlar1 da agiklamaktadir. Goriilme sikliginda global bir oran belirleyebilmek igin
Natoli ve arkadaslar1 (2010) sistematik bir derleme calismasi yiiriitmiislerdir. Bu
gozden gecirmeye dahil edilen ¢aligsmalar kronik migrenin goriilme sikligini O ile

%S35,1 arasinda degisen oranlarda raporlamiglardir. Daha kati tani kriterlerinin
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kullanan ¢aligmalarin bu oranlar1 0 ile %0,7 arasinda degisecek sekilde raporladigi
belirtilmistir.

Migrenin cinsiyet, yas, 1k, etnik koken ve yillik gelir gibi demografik
degiskenlerden etkilendigi bildirilmistir (Buse, Manack, Fanning, Serrano, Reed,
Turkel ve Lipton, 2012). Migrenin goriilme sikliginin kadinlarda daha yiiksek oldugu
ve 40 yas civarinda hem kadin hem erkeklerde oranlarin en iist seviyelere ulastig
belirtilmistir (Buse ve ark., 2012). Ote yandan migrenin sebep oldugu bazi
kisithiliklar {izerine de c¢aligmalar yiiriitiilmistiir. Bigal ve arkadaslar1 (2008)
migrenin kayip okul ve is giinlerine, is yerinde ya da okuldaki verimin diismesine, ev
islerinde kayba ve aile aktivitelerine katilamama durumlarina sebep olabilecegini
belirtmislerdir. Migrenin ortaya c¢ikisina dair tek bir sebep sunulamamakta, bu
nedenle ¢ok faktorlii bir yapist oldugu diisiiniilmektedir. Ornegin, Dhillon, Singh ve
Lyall (2011) o6strojen hormonunun melatonin eksilmesine sebep oldugunu, bu
eksilmenin de migren ataklari ile sonuglanabildigini belirtmislerdir. Buse, Manack,
Serrano, Turkel ve Lipton (2010) kronik migren ile komorbid olarak ilerleyen
medikal ve psikiyatrik durumlarin da kisitlilik yaratabildigini belirtmislerdir. Bu

caligmalar da migrenin ¢ok faktorlii yapisini desteklemektedir.
1.2.Sedef

Sedef, niikslerle seyreden, kalinlasmis kirmizi deri {izerinde kepeklenmeler
ile ilerleyen kronik bir deri hastaligidir (Drake ve arkadaslari, 1993). Bu hastalikta
ciltte kasinma, yanma ve ac1 hissi gozlenebilir ve etkilenen cilt alanlar1 kanayabilir.
Sedef genel olarak eklemleri etkilemesine karsin, tirnak ve mukus dokularinda da
gortlebilir (Drake ve arkadaslari).

Chiang ve Verbov (2009) sedef hastaliginin kronik plak tipi, damla tipi,
seboreic tip, biikiilgen tip, piistiillii tip ve eritrodermik sedef olarak 6 tipi oldugunu
belirtmislerdir. Drake ve arkadaslar1 (1993) eritrodermik ve genel piistiillii sedefin
sistemik enfeksiyon tehlikesi ve kalp-damar rahatsizliklar1 ya da akciger ile iliskili
komplikasyonlara sebep olabilecegi i¢in hayati tehlike yatabildigini belirtmislerdir.

Goriilme siklig1 agisindan incelendiginde ise, Giirer ve Gokalp (2012) sedefin

genel populasyonun %1-2 'si kadarinda gozlendigini ve iltihapli kronik hastaliklar
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arasinda en sik goriilenlerinden oldugunu raporlamiglardir. Sedef hayat boyu siiren
ve yag ile birlikte semptomlarinin ciddiyetinde artma ve azalmalar gozlenen bir
rahatsizliktir (Drake ve arkadaslari, 1993). Drake ve arkadaslar1 sedef i¢in kesin bir
tedavinin bulunmadigini belirtmislerdir. Bu sebeple sedef hafifleme, iyilesme,
niiksetme ve tamamen iyileseme dongiileriyle hayat boyu devam eden bir hastaliktir
(Giirer ve Adigen, 2008). Sedefin hayati tehlike yaratmayan bir hastalik olmasina
karsin sedef hastalar1 hayat kalitesi ve diger fiziksel degerlendirmeler agisindan bu
hastaliktan etkilenme diizeylerini kanser, diyabet hastaliklar ile esit derece de rapor
etmiglerdir (Rapp, Feldman, Exum, Fleischer ve Reboussin, 1999). Alper ve
arkadaslar1 (2012) sedef hastalarinin depresif duygu durumlari, diisik 6zgiliven
seviyeleri ve cekici hissedememe halleri sebebiyle aile ve is hayatinda sorunlarla
karsilastiklarini belirtmislerdir.

Sedef, hastalarin hayatin1 ¢ok yonlii etkileyen bir hastaliktir, bu da tani
konmasinda karmasa yaratabilmektedir. Woodruff, Higgins, Vivier ve Wessely
(1997) 107 sedef hastasinda semptomlarin goriildiigi bolgeleri kaydetmislerdir.
Katilimcilarin %27'si genel olarak tiim viicuduna yayilmis durumda, %25'1 yiiziinde,
%141 bacak bolgesinde, ve %I13'i de genital bolgelerinde bulundugunu ifade
etmiglerdir (Woodruff ve arkadaslari, 1997). Nast ve arkadaslar1 (2007) sedefin
iltthapli bagirsak hassasiyeti, iilser, Tip 2 diyabet, kalp damar hastaliklar1 ve
hipertansiyon gibi ¢esitli medikal hastaliklarla da iliskili oldugunu belirtmislerdir.

1.3. Somatizasyon

Bu boliimde somatizasyon tanimlari, tani kriterleri, tarihi ve agiklayict
modeller tizerinden ele alinacaktir. 19701i yillara kadar histeri, hipokondria,
melankoli ve norasteni terimleri somatizasyon semptomlarini tanimlamak igin
kullanmistir. Somatizasyon terimi 1980 ve 1990 yillar1 arasinda literatiirde daha sik
kullanilmaya baslamistir (deLaplante, 2002). Tarihsel olarak somatizasyon tanisi,
norasteni, histeri ve Briquette sendromunun bilesiminden ortaya ¢ikmustir (Levin,
2004). Breuer ve Freud (1893) histeri ataklarinin baskilanmis bilingdisi niyetlerden
kaynaklandigini belirtmislerdir. Histerinin tedavi modellerinde Breuer ve Freud

baskilanmis hatiralarin ayrintili olarak ele alinmasini amaglamislardir. Bu sekilde
75



baskilanmis reaksiyon ve psikolojik sikintilarin ¢éziimlenebilecegini savunan Breuer
ve Freud, bu yontemi katarsis ve disa vurup rahatlama (abreaksiyon) terimleri ile
tanimlamislardir.

Somatik semptomlar sergileyen hastalarin duygularin1 tanimlama ve agiklama
noktasinda zorluk yasadiklari bilinmektedir (Lundh & Simonsson-Sarnecki, 2001).
Bu zorluktan yola ¢ikildiginda, somatik semptomlarin duygu ifadesinin bagka bir
bigemi olarak kullaniliyor olabilecegi de ileri stiriilmiistiir (PDM Task Force, 2006).
Koblenzer (1997) bu bicemin gelismesini bebek ile anne arasindaki duygusal uyum
temelinde agiklamistir. Bu uyumun saglanamamasi halinde bebegin uyarlanabilir
duygu gegislerinde, duygu durumunun farkinda olma ve tanimlayabilme yetisinde
(Parikh, 2012), sorun yasayabilecegi ongoriilmiistiir. Duygu ifadesinin kisitlanmasi
da, kisiyi duygularn fizyolojik kanallardan bosaltmaya yonlendirebilir ve
psikofizyolojik hastaliklarin goriilme olasiligini yiikseltebilir (Konlenzer).

Somatizasyonun tanimlanabilmesi i¢in genel gecer olarak kabul géren Mental
Bozukluklarin Tanisal ve Saymmsal El Kitabi (DSM) ve Uluslararasi Hastalik
Siniflandirma Sistemi (ICD) gibi bazi tan1 kriterleri bulunmaktadir. Bunun yaninda
bazi arastirmacilar kendi belirledikleri tanimlar lizerinden de ilerleyebilmektedirler
(Lipowski, 1987 aktaran Baarnhielms, 2003). Ancak revizyonlarla degisen tani
kriterleri, somatizasyon tanisin1 karmasiklastirabilmektedir.

Mental Bozukluklarin Tanisal ve Saymmsal El Kitabi'nin Sinci basiminda
(DSM-5), Somatik Semptom Bozuklugu ve Belirgin Somatik Semptomlar yeniden
tanimlanmistir. DSM-5 calisma grubu bu basimda, Somatik Semptom ve Iliskili
Bozukluklar adiyla yeni bir kategori olusturmustur. Bu kategori Somatik Semptom
Bozuklugu, izole Saglik Anksiyetesi , Konversiyon Bozuklulugu (Fonksiyonel
Norolojik Bozukluk), Diger Medikal Durumlar1 Etkileyen Psikolojik Faktorler,
Yapay Bozukluk, Diger Belirlenmis Somatik Semptom ve Iliskili Bozukluklar ve
Farklilasmis Somatik Semptom ve Iiliskili Bozukluklardan olusmaktadir (APA,
2013).

Somatik Semptom Bozuklugu DSM-5'te,

(a) rahatsizlik veren ya da giindelik yasami aksatan en az bir somatik

semptomun varligi, (b) bu belirtilerle ya da saglikla ilgili asir1 diisiinceler, duygular
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ya da davranis orneklerinden en az ikisinin goriilmesi, (c) bu durumun kronik olarak
en az 6 ay siireyle devam etmesi seklinde tanimlanmistir (s. 311).
DSM-IV basimina gore, bahsi gecen semptomlarin diger bir medikal

durumdan ve alkol ya da ila¢ etkisinden tamamen bagimsiz olmasi gerekmektedir.
Semptomlarin tamaminin bilinen genel bir medikal durumla ya da bir maddenin
direk etkisi ile agiklanamiyor olmasi da sart kosulmustur (APA, 1994). Ancak, DSM-
5, semptomlarin diger medikal durumdan bagimsiz olmasit kosulunu kaldirmaktadir.
Diger bir deyisle, somatizasyon tanimi agisindan, DSM-1V ile DSM-5 arasindaki en
temel fark, DSM-5'te somatik semptomlarin diger bir medikal durum ile iligkili olup
olmamasiyla ilgilenilmeden kisinin 1zdirabinin otantikligine odaklanilarak
degerlendirilmesidir. DSM-5 tarafindan getirilen yeni tani kriterlerinin birincil
basamak bakim hizmetlerinde hizmet veren, psikiyatri alant disindaki hekimlerin
kullanimi i¢in daha kullanisli oldugu diisiiniilmektedir (APA, 2013). Bu sekilde, alan
dist hekimlere gitmeyi tercih eden hastalarin karsilastigi yanhs tan1 alma ya da
tanilandirilamama gibi problemlerin de Oniine gecilebilme ihtimali dogmaktadir
(Lipowski, 1988).

Somatizasyonun etiyolojisini ve sistemini agiklayabilmek i¢in Duygusal
Farkindalik Modeli (Lane ve Schwartz, 1987), Norobiyolojik Model (Erikson ve
Ursin, 2002), Biligsel-Davranisgt Model (Looper ve Kirmayer, 1997) gibi pek ¢ok
farkli model olusturulmustur. Bu ¢alisma i¢in arastirilan degiskenleri en genis sekilde
Biligsel-Davranisg1 Model kapsamakta ve agiklamaktadir. Bu biitiinciil somatizasyon
modelinde, fizyolojik, psikolojik, sosyokiiltiirel faktorler ve kisiler arasi iligkiler yeti
yitimine de sebep olan kisir bir semptom biiylitme dongiisiinii etkiler. Hasta olma
endisesi ve kotiimser diislinceler, duygusal uyarilimi tetikleyerek anksiyeteye sebep
olur ve otonomik sinir sistemini aktive eder. Otonomik sinir sisteminin asiri
aktivasyonu da hiperventilasyon ile sonuglanabilir. Bu da somatik belirtiler
dogurabilir. Hasta roliinii kabullenme ve aktiviteden kacinma, fiziksel kondisyonda
azalmaya, uyku bozukluklarina, kisiler arasi iligkilerde bozulmaya ve ¢atismaya
neden olarak tekrar duygusal uyarilmayi artirabilir.

Biligsel davranig¢1t model fizyolojik ve psikolojik degiskenleri birlikte
degerlendirdiginden, bu c¢alisma igin olduk¢a uygundur. Bu calisma da, benzer
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sekilde, fizyolojik hastaliklar ile psikolojik degiskenler arasindaki iliskiyi arastirmay1

amagclamaktadir.
1.4. Depresyon ve Kaygi

Depresyon ve kaygi, siklikla birlikte goriildiigii ve semptomlar1 siklikla
birlikte artis gosterdigi icin birlikte ele almacaklardir. Onregin, Huppert (2008)
depresyon ve kayginin hastalarin %20 ile %40' inda birlikte goriildiglini
raporlamigtir. Huppert bu birlikte goriilme sikligini tanmi kriterlerindeki ¢akigmalar,
genetik etiyolojideki benzerlikler, norofizyolojik ve norokimyasal benzerlikler,
negatif duygulanim, mizag¢ ve bilgi islemlemedeki benzer yanlilik hatalar1 izerinden
aciklamistir.

Kaygi, gerginlik ve algilanan tehdide karsi dogal bir tepki olarak gelisen
endise hali olarak tamimlanir. Kaygi bozukluklarinda, kaygi tepkileri siklik ve
yogunluk agisindan giindelik hayata etki edecek derecededir (Passer ve Smith, 2008).
Kayg1 reaksiyonlari, 6znel-duygusal, biligsel, fizyolojik ve davranissal olmak tizere 4
temel bilesenden olusmaktadir. Oznel-duygusal bileseni, gerginlik ve endise
duygularini1 icermektedir. Biligsel bileseni rahatsiz edici diisiinceler ve bag edememe
hissinden olugmaktadir. Fizyolojik reaksiyonlar ise artan kalp ritmi, kan basincinda
yiikselme, kas gerginligi, diizensiz soluk alimi, mide bulantisi, agiz kurulugu, ishal,
sik idrara ¢ikma ve diger bazi otonomik sinir sistemi semptomlarini icermektedir.
Son olarak, davranigsal bilesen ise korkulan durumdan kag¢inma, is performansinda
azalma ve irkilme tepkilerinden olugmaktadir (Barlow, 2002).

Kaygi etiyolojisi biyolojik, psikolojik ve ¢evresel gibi bir¢ok farkli faktdrden
etkilenir (Passer ve Smith, 2008). Biyolojik faktorler, genetik ve biyokimyasal
stiregleri igerir (Passer ve Smith). Bremner (2000), amigdala ve diger yapilarin
tizerindeki norolojik aktiviteyi azaltan, baskilayici bir ndrotransmiter olan GABA'
nin da kaygi tepkileri lizerinde etkisi oldugunu ifade etmistir. Bu diislincesini, GABA
seviyesindeki degisimin sinir sistemi tiizerindeki etkisiyle agiklamistir. GABA
seviyesindeki asir1 anormal diislis, beynin uyarilma alanlarindaki aktiviteyi

etkileyerek, kisinin asir1 reaktif bir sinir sistemine sahip olmasia neden olabilir.
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Asirt reaktif sinir sistemi ise kisinin hizli kaygi reaksiyonlart olusturmasi ile
sonuglanabilmektedir (Bremner).

Psikanalitik agidan, kaygi, anormal davranislar1 agiklamada Onemli bir
kavramdir (Passer ve Smith, 2008). Passer ve Smith, Freud'un kaygiyr nevrotik
rahatsizliklar kategorisinde ele aldigini dile getirmislerdir. Ego bazen igsel psikolojik
catigmalar ile basa ¢ikmakta zorlanir, ve zayiflamis ego savunmalar1 sonucunda da
norotik kaygi ortaya ¢ikabilir. Psikanaltik bakis acis1 disinda, diger psikoloji ekolleri
de kaygi modelleri a¢iklamaktadir. Barlow (2002) normal kaygi septomlarini bilissel
carpitmalarin bir 6rnegi olarak agiklamaktadir. Tehdit ve tehlike derecesini asir
abartma egiliminin de kaygi reaksiyonlarmin gelisimde biiyiik bir payr oldugunu
vurgulamistir. Davranigs¢t bakis acgisindan Rachman (2004) ise kaygiyr klasik
kosullanma yoluyla kosullanilmis, 6grenilmis bir tepki olarak tanimlamaktadir.

Ote yandan depresyonu inceleyecek olursak, depresyon duygu durum
bozukluklari arasinda en sik goriilenidir (Passer ve Smith, 2008). Ayrica depresyon,
diger duygu durum bozukluklariyla da yiliksek derecede birlikte gézlenmektedir, ki
bu bozukluklarin basinda kaygi bozukluklar1 gelir. Depresyon tanisi alan kisilerin
%50' si ayn1 zamanda kaygi bozuklugu da yasamaktadir. Depresif duygu durum hafif
ve orta seviyede her insan tarafindan deneyimlenebilir. Ancak klinik derecedeki
depresyon, sik, yogun ve uzun siireli depresif semptomlar ile kendisini gosterir ve
hayat kalitesi lizerinde ciddi etkilere sahiptir (Passer ve Smith). Major depresyon,
kisinin hayatin1 etkin bir bigimde siirdiirmesine olanak tanimayacak derecede yogun
depresif durum olarak tanimlanmistir (Passer ve Smith). Depresyon da birgok
faktorden etkilenen bir etiyolojiye sahiptir.

Passer ve Smith (2008) depresyon semptomlarini dort kategori altinda
incelemislerdir. Bunlar duygusal, bilissel, motivasyonel ve somatik semptomlardir.
Duygusal semptomlar, ayn1 zamanda depresyonun en temel Ozelliklerinden sayilan
negatif duygu durumundan olusur. Bu duygu durum, mutsuzluk, umutsuzluk, kaygi,
1zdirap, keyif alamama ve isteksizlik durumlarini icermektedir. Biligsel semptomlar
ise kendilik, diinya ve gelecek hakkinda negatif bilislerden olusmaktadir.
Motivasyonel semptomlar basarma hissi ya da keyif hissi verebilecek bir aktiviteye
baglamada ve siirdiirmekte duyulan motivasyon eksikligini agiklamaktadir. Son
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olarak da somatik semptomlar da istahsizlik, enerjisizlik, kilo alimi ya da kilo kayb1
ve uyku bozukluklariyla kendisini gosterebilir.

Beck (1976) depresif kisilerin siklikla kullandiginmi diistindiigii " depresif atif
sekli" adinda bir atif sekli tanimlamistir. Buna gore, depresif kisiler basarilari ve
diger pozitif durumlar1 kendileri disindaki etmenlere atfederken, negatif sonuglari
kendilerine atfetme egilimindedirler. Bu sekilde negatif duygu durumlarini ve
basarisizlik inanglarin1 desteklemektedirler. Bu da kisiyi kisir bir déngiiniin igine
hapsedebilmektedir (Beck).

Buraya kadarki boliimlerde migren, sedef, somatizasyon, depresyon ve kaygi
tanimlari, etiyolojileri, goriilme sikliklari, demografik degiskenlere gore dagilimlari
ve aciklayict modelleri lizerinden ele alinmistir. Ancak bu degiskenlerin birbirleriyle
giiclii derecede iliskili olduklarini ortaya koyan calismalar da bulunmaktadir. Takip

eden paragraflarda bu iliski ele alinacaktir.

1.5. Biitiinciil Bakis A¢isi: Depresyon, Kaygi, Somatizasyon ve Migren ve Sedef

Arasindaki fliskinin Incelenmesi

Literatiirde, migrenin psikiyatrik hastaliklar ve psikolojik degiskenlerle
iliskisini inceleyen bazi ¢alismalar vardir. Hung, Liu, Cheng ve Wang (2009) ayni
zamanda migren hastasi olan major depresyon hastalarinin, somatizasyon, depresyon
ve kaygi Olclimlerinde, migreni bulunmayan major depresyon hastalarina kiyasla
daha yiiksek skorlar elde ettiklerini belirtmiglerdir. Bunun yaninda, Andrasik ve
Walch (2003), migrenlilerde major depresyon ve kaygi ile iligkili rahatsizliklarin
goriilme ihtimalinin, migren hastast olmayanlara gore cok daha yiiksek oldugunu
belirtmistir.

Bunun yaninda, Smith, Martin Herz-Womack ve Marsigan (2003) migren
hastalar1, kronik yorgunluk sendromu hastalar1 ve kontrol katilimcilarini, kaygi,
depresyon ve somatizasyon skorlar1 agisindan karsilagtirmistir. Calismanin
sonuglaria gore, migren hastalar1 kaygi skorlar1 agisindan diger 2 gruptan da yiiksek
skorlar elde etmislerdir. Somatizasyon skorlari agisindan ise tani gruplarindaki
hastalar kontrol gurubundaki katilimcilara gére anlamli derecede yiiksek skorlar elde

etmislerdir.
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Sedef hastaligi odak alinarak yiiriitiilen c¢alismalarda, hastaliin psikolojik
degiskenlerle iliskisi bulunmustur. Bu iliski Koblenzer (1997) tarafindan derinin
tanimi1 ve islevi agisindan ele alinmistir. Koblenzer, deriyi viicuttaki en genis organ,
kisiyi ¢evrenin etkilerinden koruyan bir bariyer, kisiyi saran bir zarf ve kendiligin
fiziksel sinirlari olarak tanimlamigtir. Bu genis c¢apli islevi sebebiyle de deriye gelen
her tiirlii zararin kisinin hayatina da zarar verdigini belirtmistir (Koblenzer). Arck,
Slominski, Theoharides, Peters ve Paus (2006) deri ve beyin arasindaki norolojik
iletimin ve noroendokrin deri ekseninin stres durumunda diizensizlesebilecegini ve
bu diizensizliginde sedef gibi cilt hastaliklarinin semptomlarini alevlendirebilecegini
belirtmiglerdir. Bu yogun etkilesim sebebiyle, sedef hastalarinda farkli bir ¢ok
psikiyatrik tan1 da komorbid olarak ilerleyebilmektedir. Vivier ve Wessely (1997)
yurtittiikleri ¢alismada katilimcilarin %28'inde hafif ve orta derecede depresyon, %
25'inde hafif derecede genellenmis kaygi bozuklugu ve %14'tinde ise ciddi derecede
depresyon gozlemlemislerdir.

Bewley, Burrage, Ersser, Hansen ve Ward (2014), sedef hastalarinin
belirlenen semptom ciddiyetinden fazla, sedef hastaliginin hayatlarina olumsuz
etkileri oldugunu rapor etmislerdir. Bewley ve arkadaslari (2014) sedef hastaliginin
agri, kasinma, kanama gibi fiziksel semptomlarinin sedef hastalarinin fiziksel
aktivitelerini engelledigini belirtmislerdir. Sedefin psikolojik etkilerinin aile ile
gerceklestirilen aktivitelere kisitli olarak katilabilme, kaginma ve sosyal izolasyon ile
sonuglanabilecegini belirten Bewley ve arkadaslarina ek olarak Drake (1993), sosyal
izolasyon ve sosyal ret algisinin intihar girisimlerine neden olabilecegini dile
getirmistir. Fortes ve arkadaslar1 (2005) ise sedef hastalarinin icine sikistigi, sedef ve
kayg1 arasindaki kisir dongiiyii vurgulamiglardir.

Sharma, Bassi ve Singh (2011) 162 sedef hastas1 ile 200 diger cilt
hastaliklarindan muzdarip hastayi, depresyon ve kayginin bazi alt dlgek skorlar
acisindan karsilastirmistir. Sonuglar, sedef hastalarinin depresyon ve kayginin 4 alt
6l¢eginden (diisiik 6zgliven, siiphe, endise ve gerginlik) diger iki gruba gore anlamli
derecede yiiksek skorlar elde ettigini gostermektedir (Sharma ve ark., 2011). Bu
sonuclar, depresyon ve kayginin sedef hastaligiyla birlikte goriilme oraninin diger
cilt hastaliklarina kiyasla daha yiiksek oldugunu goéstermektedir.
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Literatiirde, bu c¢alismadaki degiskenler {izerinden bir c¢alisma daha
bulunmaktadir. Kowacs (2003) 51 migren hastasini, 35 sedef hastasin1 ve 92 saglikli
katilimciy1r depresyon ve kaygi skorlari agisindan karsilastirmistir. Calismanin
amaci,migren hastalarinda, norolojik bir rahatsizlig1 olmayan sedef hastalarinda ve
saglikli kontrol katilimcilarinda depresyon ve kaygi semptomlarmni ve goriilme
ihtimali olan zihinsel hastaliklar1 arastirmaktir (Kowacs). Sonuglar, migren
hastalarinin depresyon ve kaygi skorlar1 agisindan diger 2 gruptan anlamli derece
farklilastigini gostermektedir.

Bu calismada, depresyon ve kaygiya ek olarak, kronik medikal hastaliklarla
iligkili oldugu diisiiniilen bir diger psikolojik degisken olan somatizasyonun
arastirilmast planlanmaktadir. Bu calisma medikal hastaliklar ile psikolojik
rahatsizliklarin iligkisini inceleyerek daha biitlinciil bir bakis agis1 ortaya koymay1

amaclamaktadir.

1.5. Calismanin Amaclari

Literatiiriin sagladigi bulgular dogrultusunda , bu calismanin hipotezleri

asagidaki gibidir:

1. Sedef hastalarmin somatizasyon Ol¢eginden migren hastalarina gore daha
diistiik skorlar elde etmesi beklenmektedir.

2. Sedef hastalarinin kaygi 6l¢eginden migren hastalarima gore daha diisiik
skorlar elde etmesi beklenmektedir.

3. Sedef hastalarinin depresyon 6lgeginden migren hastalarina gore daha diigiik
skorlar elde etmesi beklenmektedir.

4. Kronik medikal hastaliga sahip katilimcilarin somatizasyon d&lgeginden
kontrol grubundaki katilimcilara goére daha yiiksek skorlar elde etmesi
beklenmektedir.

5. Kronik medikal hastaliga sahip katilimcilarin anksiyete 6lgeginden kontrol
grubundaki  katilimcilara gore daha yiiksek skorlar elde etmesi

beklenmektedir.
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6. Kronik medikal hastaliga sahip katilimcilarin depresyon 6l¢eginden kontrol
grubundaki katilimcilara gére daha yiiksek skorlar elde etmesi

beklenmektedir.
2. YONTEM
2.1. Katihmcilar

Bu ¢alismanin katilimcilar1 55 migren hastasi, 51 sedef hastas1 ve 54 kontrol
katilimcisindan olusmaktadir. Katilimeilar 20 ve 70 yaslar1 arasinda olan 160 kisiden
olugmaktadir (M = 41.40, SD = 12.2). Bu kisilerin 95’1 kadin iken (% 59.4), 65’1
erkektir (% 40.6). On {i¢ yasindaki bir katilimc1 ve sizofreni tanisi alan bir diger
katilimcinin verileri analizlerden c¢ikarilmistir. Demografik degiskenlerin frekans
degerleri, ortalama degerleri ve standart sapma skorlar1 ile alakali bilgiler Tablo 1,
Tablo 2 ve Tablo 3'te goriilmektedir.

2.2. Ol¢iim Araclan

Katilimcilara aragtirmaci tarafindan elden uygulanan olcek paketi
Demografik Bilgi Formu, Beck Depresyon Olgegi, Beck Anksiyete Olcegi, ve

Semptom Kontrol Listesinin Somatizasyon Altdl¢egi'nden olusmaktadir.
2.2.1. Beck Depresyon Olcegi

Beck Depresyon Olcegi (BDO) 21 maddeden olusan ve depresyona ait
semptom ve tutumlarin duygusal, fizyolojik ve biligsel belirtilerini dlgen kisinin
kendi beyanina dayali bir 6lgektir (Beck, Ward, Mendelson, Mock, and Erbaugh,
1961). Olgegin Tiirk¢e adaptasyonu Hisli (1988) tarafindan yapilmistir.

2.2.2. Beck Anksiyete Olcegi

Beck, Brown, Epstein, ve Steer (1988) tarafindan olusturulan Beck Anksiyete
Olgegi (BAO) 21 maddeden olusan 4 dereceli ve anksiyetenin ciddiyetini dlcen
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kisinin kendi beyanina dayal1 bir dlgektir. Olcek Ulusoy, Sahin ve Erkmen (1998)
tarafinda Tiirkge' ye adapte edilmistir.

2.2.3. Semptom Kontrol Listesi - Somatizasyon Altolcegi

Doksan sorudan olusan, 5 dereceli Semptom Kontrol Listesi (SKL90-R)
Derogatis ve Clearly (1977) tarafindan olusturulmustur. Olgek 10 altdlgekten
(somatizasyon, obsesif-kompiilsif, kisiler aras1 duyarlilik, depresyon, anksiyete, 6tke
- diismanlik, Fobik Anksiyete, Paranoid Diisiince, Psikotizm ve Ek maddeler)
olugmaktadir. Kilic (1987) olgegin Tiirkce adaptasyonunu yapmis ve Olgegin

psikometrik 6zelliklerini incelemistir.
2.3. Prosediir

ODTU Etik Komitesi’nden alinan izinlerin ardindan, Numune Egitim ve
Arastirma Hastanesi Noroloji ve Dermatoloji klinik sefliklerinden sézel olarak izin
alinmistir. Ardindan, O6lgek paketi ndroloji ve dermatoloji poliklinigine Ocak -
Haziran aylar1 arasinda bagvuran hastalara arastirmaci tarafindan elden
uygulanmistir. Kontrol grubu verileri ise Izmir'den ev ziyaretleri ile toplanilmusir.
Calismaya katilan katilimcilar once bilgilendirme yazisini okumuslar, ardindan
Olceklerin bulundugu soru setini yaklagik 30 dakika da tamamlamislardir. Okuma
yazma bilmeyen tiim katilimcilara sorular arastirmaci tarafindan okunmus ve

katilimcilarin yanitlart not edilmistir.
2.4. Istatiksel Analizler

Oncelikle elde edilen datanin kayip data, deger aralif1 ve disa diisen degerler
acisindan kontrolleri gergeklestirilmistir. Ardindan demografik degiskenler acisindan
katilimcilarin yanitlarinin frekans, ortalama deger ve standart sapma sonuglaria
tanimlayict istatistik yontemleri kullanilarak ulagilmistir. Ortalama deger, standart
sapma analizleri her bir degisken i¢in de uygulanmistir. Son olarak ana degiskenlerin
bagimli degiskenler iizerindeki 6zgiin etkileri ANOVA ve c¢oklu karsilastirma

analizleri yiiriitiilerek incelenmistir.
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3. BULGULAR
Bu amagla ¢alismanin degiskenlerine dair ortalama skorlar, standart sapma

degerleri hesaplanmistir. Alakali degerler Tablo 4’te goriilebilir.

3.1. Depresyon, Kaygi ve Somatizasyon Skorlar1 Ac¢isindan Gruplar Arasi

Ortalama Farklari ve Coklu Karsilastirma Analizi Sonuclar:

Her ii¢ grubun BDO, BAO ve SKL90-R-SOM skorlar1 agisindan birbirinden
anlamli derecede farklilasip farklilagmadigini anlayabilmek i¢in, ayr1 ayrt ANOVA
ve ¢oklu karsilastirma analizleri yiiriitiilmiistiir. ANOVA varsayimlarindan varyansin
homojen dagilimi reddedildigi i¢in, Field (2005)'in bu kosul i¢in 6nerdigi, Welch F
orani rapor edilmistir. Ayni sebeple, ¢oklu karsilastirma analizlerinde yine Field

(2000)'in 6nerdigi Games-Howell prosediirii yiiriitiilmiistiir.

3.1.1. Tam Gruplarmmn BDO Uzerindeki Ozgiin Etkisi, ANOVA ve Coklu

Karsilastirma Analizleri

Analiz sonuglarina gdére, migren hastalar1 BDO skorlar1 agisindan, diger 2
guruptan anlamli derecede yiiksek skorlar elde etmistir. Ancak sedef hastalar1 BDO
skorlar1 acisindan saglikli kontrol grubundan farklilagsmamustir. Iliskili bilgiler Tablo
5 ve Tablo 6'dan edinilebilir.

3.1.2. Tam Gruplarinin BAO Uzerindeki Ozgiin Etkisi, ANOVA ve Coklu

Karsilastirma Analizleri

Analiz sonuglarina gdre, migren hastalar1 BAO skorlar1 agisindan, diger 2
guruptan anlamli derecede yiiksek skorlar elde etmistir. Sedef hastalar1 da saglikli
kontrol grubundan anlamli derecede yiiksek skorlar elde ederek farklilasmistir.
Miskili bilgiler Tablo 7 ve Tablo 8'den edinilebilir.
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3.1.3 Tam Gruplarimn SKL90-R Uzerindeki Ozgiin Etkisi, ANOVA ve Coklu

Karsilastirma Analizleri

Analizler SKL90-R-SOM 6l¢ceginin 2 formuyla ayri ayn yiiriitiilmiistiir. ilk
form 12 soruluk orijinal 6l¢ek iken, ikinci form migren semptomlariyla iliskili olan
1. ve 5. maddesi ¢ikarilmis orijinal 6lgegin 10 soruluk versiyonudur. Analiz
sonuglarmma gore, migren hastalar1 SKL90-R-SOM skorlar1 agisindan, diger 2
guruptan anlamli derecede yiiksek skorlar elde etmistir. Ancak sedef hastalari
SKL90-R-SOM skorlar1 agisindan saglikli kontrol grubundan farklilasmamustir.
Iliskili bilgiler Tablo 9 ve Tablo 10'dan edinilebilir. 10 soruluk versiyon igin
yiiriitiilen analizlerde de, migren hastalar1 SKL90-R-SOM10 skorlar1 agisindan, diger
2 guruptan anlamli derecede yiiksek skorlar elde etmistir. Ancak sedef hastalari
SKL90-R-SOM10 skorlar1 acisindan saglikli kontrol grubundan farklilasmamuistir.
Miskili bilgiler Tablo 11 ve Tablo 12'dan edinilebilir.

4. TARTISMA

Literatiir taramasi yapilarak edinilen bilgiler 1518inda, bu ¢aligmada
depresyon, kaygi ve somatizasyon semptomlariyla, migren ve sedef hastalig
arasindaki iligki incelenmistir. Gegmis ¢alismalarin bulgular1 1s181inda (Celik ve Acar,
2007); Erdogan ve Karaman, 2008; Ay ve Evcik, 2008), migren hastalarinin, sedef
hastalarindan anlamli derecede yiiksek depresyon, kaygi ve somatizasyon skorlari
elde etmesi beklenmistir (Kowacs ve ark., 2003). Bunun yaninda, tan1 gruplarinda
yer alan hastalarin da, saglikli kontrol grubu katilimcilarindan anlamli derecede
yiiksek depresyon, kaygi ve somatizasyon skorlar1 elde etmesi beklenmistir (Smith

ve ark., 2003; Buse ve ark., 2009; Hung ve ark., 2009).
4.1. Temel Bulgular ve Degerlendirmesi

Yapilan analizler sonucunda migren hastalarinin, sedef hastalarindan anlamh
derecede yiiksek depresyon, kaygi ve somatizasyon skorlar elde ettigi bulunmustur.

Bu sekilde ilk 3 hipotez kabul edilmistir. Buna ek olarak, migren hastalarinin,
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saglikli kontrol grubu katilimcilarindan anlamli derecede yiiksek BDO, BAO ve
SKL90-R-SOM skorlar1 elde ettigi bulunmustur. Sedef hastalar1 yalmizca BAO
skorlar1 agisindan saglikli kontrol grubu katilimcilarindan anlamli derecede yiiksek
skorlar elde edebilmis, ancak BDO ve SKL90-R-SOM skorlar1 agisindan sedef
hastalar1, saglikli kontrol grubu katilimcilarindan farklilasmamaktadirlar. Bu sekilde
de son 3 hipotez kismen kabul edilebilmistir.

Calismanin bulgulariyla paralel sekilde, Kowacs ve arkadaglar1 (2003) da
migren hastalarinin, sedef hastalarindan ve saglikli kontrol grubu katilimcilarindan
daha yiiksek depresyon ve kaygi skorlari elde ettigini belirtmislerdir.

Calismada Tip 1 hatadan kacinabilmek i¢in, somatizasyon Ol¢eginde migren
semptomlariyla benzerlik gosteren 1. ("Bas agrist") ve 5. ("Midede rahatsizlik ya da
bulant1") maddeler ¢ikarilarak analizler tekrarlanmistir. Bu sebeple SKL90-R-SOM
6l¢eginin 12 soruluk ve 10 soruluk versiyonlar1 i¢in ayr1 ayri analizler yiiriitilmistiir.
Her iki versiyon i¢inde ayn1 sonuglar elde edilmistir.

Somatizasyon skorlar1 agisindan migren hastalar1 ve sedef hastalar1 arasindaki
farklilasma psikanalitik bakis agisiyla agiklanmaya calisilabilir. Vogel (1976) sedef
lezyonlariin bastirilmis 6fkenin bir isareti olarak ortaya c¢iktigini ifade etmistir. Bu
durumda, sedef hastaliginin lezyonlarini gergekten duygularin somatik ifade edilisleri
olarak ele alirsak, lezyonlarin ortaya cikist bastirilmis olan duyguda bir rahatlama
saglayabilir. Bu durum sedef hastalarinin, migren hastalarindan daha diisiik skorlar
elde etmis olmasina bir agiklama olarak onerilebilir.

Ancak beklenenin aksine, sedef hastalari, saglikli kontrol grubu
katilimcilarindan  farklilagmamistir.  Bu bulgu literatiirdeki bazi1 g¢alismalarin
sonuglariyla gelismektedir (Sharma ve ark., 2011; Niemeier ve ark., 1999; Fortes ve
ark., 2005). Bu celiski sedef hastalarinin, hastaliklarimin siddeti ile iligkili olabilir.
Harvima ve arkadaslar1 (1996) sedef hastalarinin depresyon ve somatizayon skorlari
ve hastalik siddetlerini 6l¢miistiir. Harvima ve arkadaslari, hastaligin siddeti ile
hastalarin depresyon ve somatizasyon skorlar1 arasinda gii¢lii ve pozitif yonde bir
iliski buldugunu raporlamistir. Bu c¢alismada migren ve sedef hastalar1 i¢in esit

derecede objektif bir siddet Olclimii diizenlenemedigi i¢in hastalik siddeti 6l¢iimii
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yaptlmamistir. Ancak sedef hastalarinin hastaliklarinin hafif ya da orta siddette

ilerliyor olabilir ve bu durum bulgular i¢in bir agiklama olarak onerilebilir.
4.2. Calismanin Simirhhiklar

Bu ¢alismanin ilk kisitlamasi verilerin toplandigi konumlar ile iliskilidir. Tam
gruplarinin  verileri Ankara'dan toplanmis, ancak saglik katilimcilarin verileri
Izmir'den edinilmistir.Farkli sehirlerin karistirict etkisinden kaginabilmek icin, tiim
verilerin ayn1 sehirden toplanmasi daha faydali olabilirdi.

Bunun yaninda, bu calismada sedef ve migren hastaliklar1 i¢in objektif bir
hastalik siddeti Olglim araci kullanilmamistir. Sedef hastaligi icin bu oOlgiim
sonuglarinin elde edilememis olmasi, sedef hastalar1 ve saglikli kontrol grubu
arasindaki farklilagma durumunu agiklamada kisithlik yaratmistir.  Gelecek
calismalarda Sedef Alan Siddet Olgegi (PASI) kullanilabilir. Ancak migren igin
bilinen objektif bir 6l¢lim aract bulunmamakta, halen siddet dl¢liimii hastanin 6znel
raporlamasina ve anamnez degerlendirmesine dayanmaktadir. Bu sebeple de bu

calismada objektif bir 6l¢iim araci kullanilmamastir.
4.3. Caliymanin Giiclii Yanlan

Yapilan literatlir taramalarinda, aralarindaki iliskinin oldukca giiglii
oldugunun goriilmesine karsin, medikal hastaliklar ve psikolojik rahatsizliklar
arastiran az sayida caligmaya ulagilabilmistir. Ruh-Beden ikiliginin yiliksek oranda
kabul gérmesi, aragtirmacilari medikal ve zihinsel hastaliklar1 ayr1 ayr ele almaya
yonlendirmektedir. Bu c¢aligma ise medikal hastaliklar ile psikolojik rahatsizliklar
arasindaki iliskiye psikolojinin bakis agisindan 1s1k tutacaktir.

Ayrica, bu ¢alisma depresyon, kaygi ve somatizasyon degigkenlerini bir araya
getirip, sedef ve migren hastalar1 agisindan karsilagtirarak daha biitiinciil bir bakisi
saglamaktadir. Benzer degiskenlerle c¢alisan Kowacs ve arkadaglart (2003) ise
somtizasyon degiskenini arastirmalarina dahil etmemislerdir. Bu ¢alismada, kronik
medikal hastaliklarin semptomlartyla yogun sekilde iligkili oldugu bilinen somatik

semptomlar da arastirmaya dahil edilmistir.
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4.4. Calismanin Katkilar ve Gelecek Calismalar i¢in Oneriler

Bu caligma medikal hastaliklar ve psikolojik degiskenler arasindaki iliskiyi
aciklamaya ¢aligmistir. Sonuglar hem psikologlar hem de doktorlar agisindan fayda
saglayicidir. Sonuglart dikkate alarak psikologlar, kronik medikal bir hastaliga sahip
olmanin, psikolojik semptomlar {izerindeki etkisi konusunda daha hassas
davranabilirler. Aynm sekilde, doktorlar da psikolojik rahatsizliklarin kronik medikal
hastaliklarin ortaya ¢ikisinda ya da semptomlarinin alevlenme donemlerindeki
etkisine daha fazla 6zen gosterebilirler.

Gelecek galismalar farkli kategorilerden farkli hastaliklar ve farkli psikolojik
degiskenler tizerinden inceleme yapabilirler. Psikosomatik bilesene sahip medikal
hastaliklar dahil edilebilir. Aym1 zamanda, kronik olma halinin etkisini
inceleyebilmek igin, kronik ve kronik olmayan medikal hastaliklar karsilastirilabilir.

Bunun yaninda, gelecek c¢alismalar hastalik siiresindeki artisin etkisini
gbzlemleyebilmek i¢in boylamsal calismalar yiiriitebilirler. Son olarak, bu calismada
sadece niceliksel Ol¢iimler kullanilmistir. Ancak gelecek calismalar niceliksel ve
niteliksel metotlar1 birlikte kullanarak olgiilen degiskenlere etki edebilecek diger
medikal hastaliklar, kisisel problemler ve giinliik sorunlar hakkinda daha fazla bilgi

edinebilirler.
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Appendix |1: Tez Fotokopi Izin Formu

TEZ FOTOKOPISI iZIN FORMU

ENSTITU

Fen Bilimleri Enstitiisii

Sosyal Bilimler Enstitiisii
Uygulamali Matematik Enstitiisii
Enformatik Enstitiisii

Deniz Bilimleri Enstitiisii
YAZARIN

Soyadr :

Adi

Boliimii :

TEZIN ADI (ingilizce) :

TEZIN TURU : Yiiksek Lisans

Doktora

. Tezimin tamamindan kaynak gosterilmek sartiyla fotokopi alinabilir.

. Tezimin i¢indekiler sayfasi, 6zet, indeks sayfalarindan ve/veya bir
bolimiinden kaynak gosterilmek sartiyla fotokopi alinabilir.

. Tezimden bir bir (1) yil siireyle fotokopi alinamaz.

TEZIN KUTUPHANEYE TESLIiM TARIiHI:
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