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ABSTRACT

UNDERSTANDING SOMATIC SYMPTOMS: A MIXED METHOD
INVESTIGATION OF PREDICTORS AND EXPERIENCES

PAKER, Melisa Askim
Ph.D., The Department of Psychology
Supervisor: Assoc. Prof. Dr. Deniz CANEL-CINARBAS

September 2021, 165 pages

The present study was a mixed design research aimed to investigate possible
predictors of somatic symptoms and participants’ subjective conceptualization of
those symptoms in non-patient population. For the quantitative part of the study,
326 participants aged between 19 and 65 were given Socioeconomic Status
Scale, Brief Symptom Inventory, Emotional Non-Expressiveness Subscale for
Type-C Behavior and IND-COL Scale. The association between age,
socioeconomic  status, emotional = non-expressiveness, individualism,
collectivism, depression, anxiety, phobic anxiety, obsessive-compulsiveness,
hostility, interpersonal sensitivity, paranoid ideation, psychoticism and somatic
symptoms were aimed to be estimated through multiple hierarchical regression
analysis. The results showed that with the increased age somatic symptoms
tended to increase. Additionally, collectivism was positively associated with
increased somatic symptoms while the opposite was true for individualism.
Obsessive-compulsiveness, anxiety and phobic anxiety were positively
associated with somatic symptoms while socioeconomic status was negatively
associated with somatic symptoms. In oder to understand subjective

conceptualization of somatic symptoms, 10 participants who scored significantly
v



higher in somatization subscale in Brief Symptom Inventory were interviewed.
The interviews lasted between 35 and 55 minutes. Thematic analysis was run for
the short interviews and three themes were emerged as somatic symptoms,
perceived reasons of symptoms and coping with somatic symptoms. Regardless
the differences in somatic symptoms, all participants mentioned that stress and
thinking too much were the perceived reasons of somatic symptoms. Results
were discussed in the scope of the literature and the strengths and limitations of
the present study, the clinical implications, directions for future studies were also

presented.

Keywords: Somatic Symptoms, Socioeconomic Status, Culture, Anxiety,

Obsessive-Compulsiveness



0z

SOMATIK SEMPTOMLARI ANLAMAK: YORDAYICILARIN VE
DENEYIMIN ANLASILMASI ICIN KARMA YONTEMLI BIR CALISMA

PAKER, Melisa Askim
Doktora, Psikoloji Boliimii

Tez Yoneticisi: Dog. Dr. Deniz CANEL-CINARBAS

Eylil 2021, 165 sayfa

Giincel ¢alisma somatik semptomlarin yordayicilarini ve katilimeilarin semptom
deneyimlerini anlamak amaciyla yiiriitiilmiis karma yontemli bir caligmadir.
Calismanin niteliksel kismina yaglar1 19 ile 65 arasinda degisen 326 yetiskin
katilmistir. Katilimcilar Sosyoekonomik Statii Olgegi, Kisa Semptom Envanteri,
C-Tipi Davrams Olcegi- Duygu ifade Edememe Alt Olgegi ve IND-COL
Olgegini cevaplamigtir. Yas, sosyoekonomik statii, duygu ifadesizligi,
bireyselcilik, toplulukguluk, depresyon, anksiyete, fobik anksiyete, obsesit-
kompulsiflik, ofke, kisilerarasi duyarlilik, paranoid diistinceler, psikotizm ve
somatik semptomlar arasindaki iliskinin ortaya ¢ikartilmasi i¢in hiyerarsik ¢coklu
regresyon analizi yuriitilmistiir. Bulgular sonucunda artan yas ile somatik
semptomlarin arttig1 tespit edilmistir. Ek olarak, toplulukcu bir kiiltiirden gelen
katilimcilarin  somatik semptomlart deneyimlemeye daha yatkin olduklari
bulunmustur. Obsesif kompulsiflik, anksiyete ve fobik anksiyetenin ise somatik
semptomlarla pozitif bir iligki igerisinde oldugu tespit edilmistir. Subjektif
somatik semptom deneyimlerinin anlasilmasi i¢in somatik semptom puanlari
anlamli bir sekilde yiiksek ¢ikan 10 katilimci ile kisa goriismeler yapilmistir.

Gortismeler 35 ile 55 dakika arasi stirmiistiir. Tematik analiz yiiriitiilmiis ve ti¢
vi



ana tema belirlenmistir. Bu {i¢ ana tema; somatik semptomlar, algilanan sebepler
ve bag etme yontemleridir. Somatik semptomlardaki fark ayirt edilmeksizin, tiim
katilimcilar algilanan sebep olarak stres ve ¢ok diisiinme olgularini ifade etmistir.
Bulgular alanyazindaki sonuglar dogrultusunda tartisilmistir. Giincel ¢aligmanin
gliclii ve sinirli yanlari, klinik ¢ikarimlar ve gelecek caligmalar icin Gnerilere de

yer verilmistir.

Anahtar Kelimeler: Somatik Semptomlar, Sosyoekonomik Statii, Kiiltiir,

Anksiyete, Obsesif Kompulsiflik
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CHAPTER 1

INTRODUCTION

1.1. Somatic Symptoms

The term “somatization” was first introduced by Wilhelm Stekel in 1924
(Lipowski, 1988). He suggested that somatization is a deep-seated neurosis that
has a psychological basis but causes a physical disorder (Woolfolk & Allen,
2006). Following Stekel, Menninger (1947) defined somatization as an
expression of psychological distress that is unconscious rechanneling of
repressed emotions into bodily symptoms (Lipowski, 1988). Put simply,
somatization could be described as a tendency to experience psychological
distress in the form of physical symptoms where there are no accounted for
pathological findings (Colak, 2014; Gupta, 2006; Gureje, Simon, Ustun &
Goldberg; Kirmayer, 1984; Kirmayer, 1994; Lipowski,1997; Kirmayer &
Young, 1998; Lipowski, 1988; Waitzkin & Magana, 1997). The purpose of the
present concurrent mixed-method study was to reveal possible predictors of
somatic symptoms and to investigate subjective conceptualization of those
symptoms. The quantitative part was run by using scales to investigate possible
predictors, while short interviews were done to reveal subjective

conceptualization.

Over time, the definition of somatization has been changed by the American
Psychiatric Association in the Diagnostic and Statistical Manual of Mental
Disorders (DSM) (Dimsdale, et al., 2013; Haller, Cramer, Lauche, & Dobos,
2015; Hiusing, Lowe, & Toussant, 2018; Krause et al., 2019; Mayou, 2014;
Piontek, Shedden-Mona, Gladigau, Kuby, & Lowe, 2018; Pohontsch et al.,
2018). In DSM-IV (Bell, 1994), somatization was referred to as somatization

disorder, under the disorder class somatoform disorders, with the following
1



criteria: “the individual needed to have a history of many physical complaints”,
“beginning before the age of 30 years”, “occurring over a period of several years
and resulting in treatment being sought or significant impairment in social,
occupational, or other important areas of functioning”(American Psychiatric

Association, 1994, p. 448). Individuals needed to have “four pain symptoms”,

3 13

“two gastrointestinal symptoms”, “one sexual symptom”, and “one
pseudoneurological symptom™ that either cannot be fully explained within a
known general medical condition or when there is a related general medical
condition, the physical complaints or resulting social or occupational impairment
are in excess of what would be expected from the history, physical examination,
or laboratory findings (APA, 1994; Bell, 1994; Glasheen, Batts, & Kang, 2016).
Additionally, the somatic symptoms should not be intentionally feigned or

produced.

The definition and conceptualization of somatization disorder in DSM-IV was
controversial (Dimsdale et al., 2013; Mayou, 2014). It has been pointed out that
mind-body dualism and diagnosing patients were problematic. Regarding the
mind-body dualism, it has been argued that differentiating symptoms as
medically explained and medically unexplained would reinforce the argument
that mind and body are separate, which is still controversial. Additionally, it has
been pointed out that just because a disorder is not medically explained does not
mean that it is a psychiatric disorder (Dismdale et al., 2014; Mayou, 2014). In
terms of diagnostic problems, it has been argued that reliability of assessing
whether or not there is a medical explanation for somatic symptoms is poor.
Even medical doctors may not be a hundred percent sure whether or not somatic

symptoms could be properly explained medically (Dimsdale et al., 2013).

Thus, because of the practical issues and controversial opinions on somatization
disorder diagnosis, more changes were made to somatization and its diagnostic
criteria in DSM-5 (APA, 2013). The term somatization was changed to somatic
symptom disorder, under the disorder class somatic symptom and related

disorders, and somatic symptom disorder did not need to be medically
2



unexplained (Dimsdale et al., 2013; Mayou, 2014). The current criteria for

somatic symptom disorder in DSM-5 are:

a. having one or more symptoms that are distressing or result in
disruptions in daily life,

b. excessive thoughts, feelings and behaviors related to the somatic
symptoms such as either having disproportionate and persistent thoughts
about the seriousness of one’s symptoms, or a persistently high level of
anxiety about health and/or symptoms, or spending excessive time and
energy on the symptoms

c. or prolonged symptoms for more than six months (APA, 2013,

p.311).

The major diagnosis in this diagnostic class, somatic symptom disorder,
emphasizes diagnosis made on the basis of positive symptoms and signs
(distressing somatic symptoms plus abnormal thoughts, feelings, and behaviors
in response to these symptoms) rather than the absence of a medical explanation

for somatic symptoms, unlike DSM-IV.

The present study uses the term “somatic symptoms” to depict what were mainly
bodily sensations or symptoms, without being concerned with whether they were
medically explained or not, which is congruent with the current definition of
somatic symptoms in DSM-5. In the present study, the sample did not consist of
the patient population (see Method). Therefore, none of the participants had
somatic symptom disorder diagnosis. Thus, somatic symptoms in the present
study were not necessarily prolonged for more than six months and were not
necessarily associated with higher levels of anxiety and/or excessive thoughts.
Yet, the term “somatic symptoms™ that is used in the present study is in line with
DSM-5 conceptualization, because symptoms were not differentiated based on
whether or not they had medical explanations. Any bodily symptoms and
sensations that participants experienced were included in the study as

conceptualized in DSM-5.



1.1.1. Etiology of Somatic Symptoms

During the first emergence of the term somatization, psychodynamic view was
predominant. Thus, the predictors of somatization were explained on the basis of
the psychodynamic view. It was assumed that somatization is a result of
psychological distress that is manifested by some physical symptoms as a
psychogenic defense mechanism (Kirmayer & Young, 1998; Waitzkin &
Magana, 1997). According to the psychodynamic perspective, the psychosocial
conflict has been transformed into bodily distress in order to protect the
individual from facing the psychological conflict (Kirmayer, 1984; Lipowski,
1988). Thus, it was argued that somatic symptoms were predicted by inner

psychological distress and conflict.

However, more current research has revealed that there is no single theory that
can adequately explain somatic symptoms (Kellner, 1990). There have been
attempts to explain somatic symptoms through family history, genetics,
behavioral and cognitive behavioral perspectives (Nolen-Hoeksema, 2011)., in
addition to the psychodynamic perspective that was noted above. Family history
studies of somatization have revealed that somatic symptoms run in families
(Nolen-Hoeksema, 2011). Female relatives of individuals with somatic
symptoms were observed to suffer from anxiety and depression, while male
relatives were revealed to have higher than usual rates of alcoholism and
antisocial personality disorder (Nolen-Hoeksema, 2011). However, whether the
somatic symptoms that run in the family were transmitted through genes is still
unclear. A study with 3,400 twins could not determine whether genetics or
shared environments are responsible for somatic symptoms. Linked to this
phenomenon, in a behavioral perspective, it was argued that parents with somatic
symptoms tend to neglect their children more often, which may cause children to
learn that the only way to receive care and attention is by being ill (Nolen-
Hoeksema, 2011). The behavioral perspective of somatic symptoms also sheds
light on the attempt to determine the reinforcements individuals receive for their

symptoms. This argument forms primary and secondary gain perspective of
4



somatic symptoms. In terms of primary gain, it was argued that somatic
symptoms may prevent an individual from having to be exposed to the
phenomenon (mostly an emotion), which is thus avoided by the individual
(Nolen-Hoesekma, 2011). For instance, the individual may feel guilty about not
being able to perform a task at work but having bodily symptoms (eg. an extreme
headache which would prevent him/her from performing the task) would justify
the inability and the guilt would diminish. A secondary gain is suggested as
external benefits that may be derived as a result of the somatic symptoms. For
instance, an individual may be allowed to miss work because of his/her extreme
headache. As understood, both primary and secondary gains are reinforcements
of somatic symptoms (Nolen-Hoeksema, 2011). In the same manner, the
cognitive behavioral perspective suggests that healthy behaviors should be
reinforced rather than the somatic symptoms. In other words, cognitive
behavioral therapies should focus on helping these individuals learn to interpret
their bodily symptoms appropriately and to avoid -catastrophizing those

symptoms (Nolen-Hoeksema, 2011).

Kirmayer and Taillefer (1997) suggested a comprehensive model for somatic
symptoms. The model consisted of both biological and psychosocial factors that
may combine to lead to somatic symptoms. The model can be seen in Figure 1.
According to this model, social conditions (i.e family, work conditions, care
providers etc.), previous illness experience and personality would contribute to
somatic symptoms. Social response to somatic symptoms would contribute to
social distress, avoidance and disability, which may affect the physical
disturbance. Similarly, social response to somatic symptoms may also contribute
to an attribution of sensations to illness which would, in turn, cause illness
worry, catastrophizing symptoms and demoralization, that may also contribute to
increased emotional arousal. Increased emotional arousal may cause increased
attention to the body, which would also contribute to an attribution of sensations
to the illness, in turn. It was also suggested that interpersonal conflict, emotional
distress, psychiatric disorder, stress and/or trauma would contribute to emotional

arousal, and thus physiological disturbance and attention to the body. Medical
5



illness and everyday physical perturbations would also contribute to physical
disturbance which would, in turn, increase attention to the body. Increased
attention to the body would play a role in the attribution of sensations to the
illness and thus, illness worry, catastrophizing symptoms and demoralization that
may also contribute to increased emotional arousal, repeatedly (Nolen-
Hoeksema, 2011). Thus, it can be understood that Kirmayer and Taillefer (1997)

aimed to conceptualize somatic symptoms in a more comprehensive way.

Medical illness, everyday
physiological
perturbations

Interpersonal conflict,
emotional distress,
psychiatric disorder, stress

or trauma

A

Physiological disturbance Emotional arousal

Personality _J A
A A
Attention to body

¥

Attribution of sensations
to illness

i

Illness worry,
catastrophizing,
demoralization

|
J

Previous illness

experience —_—

Help seeking

Family, healthcare B Distress, avoidance, and
providers, work disability
conditions, disability
insurance and 7=
compensation system
— Social response

Figure 1. A Model For Somatic Symptoms (Kirmayer & Taillefer, 1997).

Nowadays, somatic symptoms have been explained as a complex phenomenon
whose manifestation and conceptualization differ among individuals (Kellner,
1990). It has been argued that somatic symptoms affected by the interaction
between various factors. Thus, currently, no single etiological theory for somatic

symptoms was agreed on (Kellner, 1990). Previous quantitative research
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suggested that demographic variables (eg. age, gender, and socioeconomic
status), certain personality traits (such as emotional non-expressiveness),
psychosocial factors (eg. psychological disorders such as anxiety and depression,
perceived stress and lack of perceived emotional support), and cultural variables
(individualism and collectivism) predict somatic symptoms (Adler & Ostrove,
1999; Barsky et al., 2001; Fournier et al., 2002; Gureje et al., 1997; Hernandez &
Kelner, 1992; Huurre et al., 2005; Marshall & Funch, 2013; Nummi et al., 2017;
Ogden, 2004; Oyserman et al., 2002; Prospero, 2007; Romero-Acosto et al.,
2013). Detailed information regarding previous study findings and theoretical

background can be found in following sections in details.

To put it simple, it has been theorized that demographic variables play crucial
role on somatic symptoms (Adler & Ostrove, 1999; Barsky et al., 2001; Fournier
et al., 2002; Gureje et al., 1997) and previous studies suggested that demographic
variables specifically being female, having older age and lower socioeconomic
status tend to increase somatic symptoms experiences. In addition to that, having
an inability to express emotions (i.e emotional non-expressiveness) was also
showed to increase the risk of somatic symptom experience (Bozo, Yilmaz, &
Tathan, 2012; Riggio & Riggio, 2002). Additionally, certain psychosocial factors
were also found to be linked with somatic symptoms (Huurre et al., 2005;
Marshall & Funch, 2013; Nummi et al.,, 2017; Ogden, 2004). Specifically,
certain psychological disorders such as depression and anxiety have been
releaved to be associated with higher somatic symptoms (Gureje et al., 1997).
Cultural factors were also assessed in previous studies in order to understand
relevant role in somatic symptomatology (Oyserman et al., 2002; Prospero,
2007; Romero-Acosto et al., 2013). It was found that individuals from
collectivistic cultures where ingroup bonds were more dominant tend to have
more somatic symptoms because of a possible shame due to symptoms and/or
possible fear of labelling as “mentally ill” (Gureje et al., 1997; Kuruvilla &
Jacob, 2012). As understood different quantitative method studies revealed

different variables of somatic symptoms and none of the studies revealed a



comprehensive finding that includes demographic factors, personality traits,

psychosocial factors and cultural variables.

Qualitative method researchs were also run in order to reveal variables of
somatic symptoms however there are limited number of current qualitative
research on somatic symptoms. This limited research has revealed that somatic
symptoms could be a manifestation of psychosocial stress (Kuruvilla & Jacob,
2012; Raguram, Weiss, Chonnabosavanna, & Devins, 1996) and associated with
negative emotions (Lanzara, Scipioni, & Conti, 2019). In other words, it has
been theorized that individuals who suffer from psychosical distress tend to have
more negative emotions and in turn, more somatic symptoms. It was argued that
individuals who have higher levels of perceived stress tend to experience
emotional and physical reactions toward stressors (Albert, Tiatri & Basaria,
2020). The emotional and physical reactions toward stressors have negative
components such as anxiety, depressed mood, increased cortisol levels and heart
rate, muscle tension etc. Thus, it was pointed out that perceived stress results in
increased physical sensations which was found to be associated with more
somatic symptoms experience (Albert et al., 2020). Additionally, qualitative
studies have also shown that patients with somatic symptoms had difficulties in
verbalizing their emotions (Aiarzaguena, Gaminde, Clemente, & Farnido, 2013;
Wileman, May, & Chew-Graham, 2002). However, findings remained unclear
whether individuals with somatic symptoms verbalize their emotions less
because of a fear of being stigmatized as “mentally ilI” especially in collectivistic
cultures (Baarnheilm & Ekblad, 2000), or because of being unable to express
their emotions explicitly. Thus, it can be concluded that previous qualitative
studies have been also inadequate to draw a comprehensive framework of

somatic symptomatology.

In this manner, the present study was aimed to show the comprehensive
framework of somatic symptomatology which would shed light onto etiology of
symptoms and symptom experience as well. The present study is based on mixed

design research that aimed to investigate possible predictors of somatic
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symptoms and participants’ subjective conceptualization of those symptoms.
Possible predictors of somatic symptoms were assessed by using scales and short
interviews which were run in order to reveal the participants’ conceptualization
of symptoms. As previous studies suggested, demographic variables (age,
gender, socioeconomic status), emotional non-expressiveness, cultural variables,

and psychological disorders were assessed as predictors of somatic symptoms.

1.2. Demographic Variables and Somatic Symptoms

1.2.1. Age and Somatic Symptoms

Previous studies revealed that there is an association between increased age and
somatic symptoms (Beutel et al., 2020; Bohman et al., 2012; Casper, Redmond
JR, & Katz, 1985; Cohen et al., 2013; Ginsburg, Riddle, & Davies, 2006; Li,
Borgfeldt, Samsioe, Lidfeldt, & Nerbrand, 2005; Nummi, Virtanen, Leino-Arjos,
& Hammorstorm, 2017; Romero-Acosto et al., 2013). The association between
age and somatic symptoms showed itself, beginning from childhood. A
comparison study for somatic symptoms with children at different ages (X age =
10.8, range was 6 to 17 years old) who suffer from anxiety disorder revealed that
older children reported more frequent somatic symptoms and the most
commonly reported symptoms were stomach ache, blushing, restlessness,
palpitation, muscle tension, sweating, and shaking (Ginsburg et al. 2006).
Similarly, in a Spanish study which investigated the somatic symptoms of
children and adolescents (N = 2358, age range was 8 to 16 years old) found that
52.1% of adolescents reported somatic symptoms, whilst only 26.8% of children
reported them. Headache, stomach ache and muscle pain were the most

commonly reported somatic symptoms (Romero-Acosto et al., 2013).

Longitudinal studies also revealed that somatic symptoms tend to increase with
age (Beutel et al., 2020; Bohman et al., 2012; Nummi et al., 2017). In a 15-year
long study, Swedish adolescents (aged 16 and 17 years old) with and without

somatic symptoms were compared over time. Adolescents with somatic
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symptoms tended to have more suicide attempts, bipolar disorders, and
psychoticism, and their somatic symptoms increased in time compared to
adolescents without functional somatic symptoms. Similarly, in another study,
the somatic symptoms of a hundred Swedes were screened at ages 16, 18, 21, 30,
and 42 (Nummi et al., 2017). It was revealed that there was an increase in
somatic symptoms from adolescence to middle age. Additionally, a German
longitudinal study (from 1975 to 2013) showed that somatic symptoms had a
tendency to increase at higher ages when somatic symptoms were assessed

between ages 18 and 60 (Beutel et al., 2020).

However, whether the increased frequency of somatic symptoms was only
because of the increase in age was debated (Casper et al., 1985; Li et al., 2005;
Nummi et al., 2017). The increased somatic symptoms could have resulted from
a combination of different variables, but not only due to an increase in age.
Studies showed that individuals with major depressive disorder (MDD) suffer
more from somatic symptoms with increased age when the incidence and the
severity of the psychological disorder increases. Similarly, middle-aged women
tend to experience more somatic symptoms if they are unemployed, overweight,
less-educated, not engaging in exercise, or suffering from a cardiovascular
disorder (Li et al., 2005). Additionally, it was revealed that increased age is
associated with more somatic symptoms when the individuals are female, have a
lower income, and experience a higher number of cancer related problems

(Cohen, 2013).

Thus, it can be concluded that age was shown to have an association with
somatic symptoms. Studies showed that with increased age, somatic symptoms
tend to increase. Researchers have also been interested in different
demographics, such as gender, besides age, that might be associated with
somatic symptoms. Therefore, the present study included age as a predictive

variable in addition to other variables such as gender.
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1.2.2. Gender and Somatic Symptoms

Previous studies are inconsistent as to whether gender is a predictor of somatic
symptoms or not (Barsky, Klerman, & Latham, 1990; Barsky, Peekno, & Borus,
2001; Barsky, Wyshak, & Klerman, 1986; Davis, 1981; Hernandez & Kelner,
1992; Macintyre, 1993; Marshall & Funch, 1986; Verbrugge & Ascione, 1987).
On the one hand, some of the studies revealed gender differences in somatic
symptoms (Beutel et al., 2020; Barsky et al., 2001; Kronke & Mangelsdorff,
1989; Neitzert, Davis, & Kennedy, 1997; Romero-Acosto et al., 2013; Spitzer,
1998; Unruh, 1996). In a study that was conducted with 2,358 children aged
from 8 to 16 years, girls older than 13 years had more somatic symptoms than
boys. Yet, there were no gender differences in rates of somatic symptoms until
age 13 (Romero-Acosto et al., 2013). Similarly, after age 18, German women

were found to have more somatic symptoms than men (Beutel et al., 2020).

A systematic review of 175 studies that were conducted from 1966 to 1999
showed that women tend to experience somatic symptoms more than men, right
after a diagnosis of any medical condition (Barsky et al., 2001). Similarly,
women reported more bodily distress, and more numerous, more intense, and
more frequent somatic symptoms than men (Barsky et al., 2001). A medical
comorbidity, specifically comorbidity of a psychiatric disorder or reproductive
malfunctioning, increased the risk of experiencing somatic symptoms in women
rather than men (Barsky et al., 2001; Kroenke & Mangelsdorff, 1989; Kroenke &
Spitzer, 1998). Thus, it was generally revealed that gender plays a role in
somatic symptoms when there is a medical condition. Women with a medical
condition tend to experience more somatic symptoms than men with a medical

condition (Kroenke & Mangelsdorff, 1989; Kroenke & Spitzer, 1998).

On the other hand, several studies have revealed no gender differences in
somatic symptoms, even when it was comorbid with medical conditions
(Macintyre, 1993; Marshall & Funch, 1986). For instance, no gender differences

were found for somatic symptoms in cancer patients (Marshall & Funch, 1993).
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Similarly, no gender differences were revealed in somatic symptoms when the
participants were experiencing the common cold (Macintyre, 1993).
Additionally, in a cross-cultural study of the World Health Organization (Gureje
et al., 1997), conducted with patients presenting to a primary care center, gender

did not predict somatization in different countries.

In a similar manner, findings were inconsistent regarding the relationship
between gender and somatization in non-clinical samples (Barsky et al., 1990;
Barsky et al., 2001; Barsky et al., 1986; Davis, 1981; Fowler-Kelly & Lanser,
1991; Hernandez & Kelner, 1992; Marshall & Funch, 1986; Kirmayer &
Robbins, 1991; Macintyre, 1993; Neitzert et al., 1997; Unruh, 1996; Verbrugge
& Ascione, 1987). Barsky and colleagues revealed that in a non-patient sample,
women reported more somatic symptoms than men (Barsky et al., 2001). Those
somatic symptoms were constipation, nausea, vomiting, headache, fatigue,
dizziness, palpitations, and insomnia (Neitzert et al., 1997; Unruh, 1996).
Additionally, women reported more severe and more frequent pain, and pain in
more sites compared to men (Barsky et al., 2001; Neitzert et al., 1997; Unruh,
1996). It was also revealed that women tend to experience somatic symptoms for
a longer duration than men (Barsky et al., 1991; Verbrugge & Ascione, 1987).
On the other hand, according to the results of other studies conducted with non-
patient samples, gender did not predict somatic symptoms (Barsky et al., 1986;
Barsky et al., 1990; Barsky et al., 2001; David, 1981; Fearon, McGrath & Achat,
1996; Fowler-Kelly & Lander, 1991; Hernandez & Kelner, 1992; Kirmayer &
Robins, 1991). In a non-patient sample, there was no difference in terms of
manifesting hypochondrial worry between women and men (Barsky et al., 1990;
Hernandez & Kelner, 1992). Additionally, no gender differences were found for
somatic symptoms when adolescent girls and boys were experiencing
venipuncture (Fowler-Kelly & Lander, 1991). Similarly, children at ages 3 to 12
years old did not show any gender difference when experiencing pain (Fearon et

al., 1996).
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In summary, studies that focused on the relationship between gender and somatic
symptoms showed inconsistent results for both clinical and non-clinical samples.
Thus, it cannot be generally concluded whether gender is a predictor of somatic
symptoms or not. For this reason, the present study aimed to reveal whether
gender would be one of the predictors of somatic symptoms in a non-patient
sample and, thus, it was also included in the study as one of the possible
predictors. In addition to age and gender as possible demographic predictors of
somatic symptoms, researchers have also been interested in socioeconomic status

as a possible predictor of somatic symptoms.

1.2.3. Socioeconomic Status and Somatic Symptoms

Socioeconomic status (SES) has been mostly assessed by level of income and
years of education (Escobar, Burnam, & Korno, 1987). Studies have shown that
individuals with higher socioeconomic levels have better health (Adler &
Ostrove, 1999). SES is one of the determinants of somatic symptoms across
various countries (Angel & Guarnaccia, 1989; Escobar et al., 1987; Obimakinde,
Ladipo, & Irobor, 2015; San Sebastian, Hammarstrom, & Gustafsson, 2015). In a
26-year longitudinal study that was run with 1,001 Swedish participants, it was
revealed that the inequalities between blue-collar and white-collar groups had an
impact on somatic symptoms. The blue-collar group experienced more somatic
symptoms than the white-collar group (San Sebastian et al., 2015). Similarly, in
a study with Nigerian participants (N = 120) who had been diagnosed with
somatoform disorder, it was found that participants who were living in a
polygamous family and earning below a dollar a day experienced more severe
somatoform disorder than participants with higher SES (Obimakinde et al.,
2015). A similar finding was seen as a result of a study that was run with 3,132
American participants in Los Angeles (Escobar et al., 1987). Participants with
lower SES were found to somatize more than participants with higher SES. The

same was also true for Hispanics (Angel & Guarnaccia, 1989).
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The number of years of education has also been known to play a role in somatic
symptoms (Chandler et al., 2019; Gureje et al., 1997; Huurre, Rankonen,
Kamulainen, & Aro, 2005; Swartz, Landerman, Blazer, & George, 1989).
Individuals who had fewer years of education and were living in urban areas
tended to have a higher risk of somatic symptoms (Swartz et al., 1989). Fewer
than five years of formal education was related to an increased risk of somatic
symptoms (Chandler et al., 2012; Gureje et al., 1997). These findings were also
true for Turkey (Gureje et al., 1997; Giiz et al., 2004).

Moreover, it was found that SES is both the cause and the result of somatic
symptoms (Huurre et al., 2005). A longitudinal study was run in Finland to
investigate differences in psychosomatic symptoms according to SES, in
adolescence, early adulthood, and adulthood, and to examine whether lower SES
leads to a higher level of symptoms, or a higher level of symptoms to lower SES,
or both. The SES and somatic symptoms of the participants were assessed at
ages 16, 22, and 32 years. It was revealed that participants with lower SES
tended to experience more somatic symptoms at age 16. Additionally, when their
SES decreased over time, the somatic symptoms tended to increase. Individuals
who have lower SES tended to experience more somatic symptoms and
similarly, individuals who experience more somatic symptoms tend to have

lower SES.

It can be concluded that SES is related to somatic symptoms. Studies showed
that people with lower SES tend to have higher levels of somatic symptoms,
while the opposite is true for people with higher SES. Besides demographic
variables, such as age, gender and SES, expressing emotions in either verbal or

non-verbal ways was also noted as a possible predictor of somatic symptoms.

1.3. Emotional Non-Expressiveness and Somatic Symptoms

Emotional expressiveness is an ability to communicate an individual’s own

emotions. It has been conceptualized in two ways (Riggio, 1986; Riggio &
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Riggio, 2001; Riggio & Riggio, 2002). The first is the verbal way of expressing
one’s own emotions and the second is the non-verbal way, including facial
expressions, gestures and non-verbal movements that are used to communicate
what an individual feels (Friedman, Prince, Riggio, & DiMatteo, 1980; Riggio &
Riggio, 2002). Recently, emotional expressiveness has been evaluated as a
component of personality traits (Bozo et al., 2012; Ogden, 2004). Type-C
Personality Trait has been defined as passiveness, calmness, inability to help
oneself, self-sacrifice and emotional non-expressiveness (Bozo et al., 2012;
Ogden, 2004). Researchers found that emotional non-expressiveness is one of
the risk factors for life-threatening diseases such as breast cancer (Bleiker, van
der Ploeg, Hendriks, & Ader, 1996; Bozo et al., 2012; Eysenck, 1994;
Temoshok, 1987).

Several studies that were conducted with clinical samples revealed the role of
emotional non-expressiveness in physical disorders. Reduced engagement in the
cognitive content of emotions has been found to be linked to emotional non-
expressiveness as well as somatic symptoms (Okur-Giiney et al., 2019; Sattel,
Witthoft, & Henningsen, 2019). Similarly, three different studies revealed that
emotional non-expressiveness and elevated control reactions for sadness and
anxiety are related to psychogenic non-epileptic seizures or functional
neurological symptoms (Gul & Ahmad, 2014; Steffen et al., 2015; Urbanek,
Harvey, McGowan, & Argawal, 2014). Other studies revealed that emotional
non-expressiveness and emotional suppression are associated with symptoms in
fibromyalgia patients (Erkic et al., 2018; van Middendorp et al., 2008).
Moreover, in an interview-based qualitative study, patients with somatoform
disorders reported a lower capacity of non-verbal emotional expressiveness
(Waller & Scheidt, 2004). Similarly, irritable bowel syndrome patients expressed
fewer depressive and anxiety symptoms but tended to suffer more from somatic
symptoms. When depression and anxiety were controlled, somatic symptoms of

patients significantly decreased (Fournier et al., 2018).
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As may be understood, previous studies that focused on the relationship between
emotional non-expressiveness and somatic symptoms were run with patient
populations. The participants were either patients with a diagnosis of
somatization disorder or patients with a diagnosis of another medical condition.
Thus, it can be concluded that emotional non-expressiveness is linked to somatic
symptoms among clinical populations, as previous studies showed. Yet, its link
to somatic symptoms has not been investigated in a non-patient sample.
Therefore, the purpose of the current study was to investigate the link between
emotional non-expressiveness and somatic symptoms in a non-clinical sample.
Additionally, the present study aimed to show possible relationships between

psychological disorders and somatic symptoms.

1.4. Psychological Disorders and Somatic Symptoms

Previous studies suggested that major depressive disorder (MDD) is the most
somatized psychological disorder (Gureje et al., 1997; Russo et al.,, 1994;
Simms, Prisciandaro, Krueger, & Goldberg, 2012). Sixty-nine percent of
individuals with major depressive disorder (N= 1146) in 14 countries
experienced somatic symptoms, and 50% of those individuals reported at least
two somatic symptoms (Simon, Vankorff, Piccinelli, Fullerton, & Ormel, 1999).
Moreover, both depressive and anxiety disorders were frequently seen to co-
occur with somatic symptoms, but not dysthymic disorder (Bekhuis, Boschloo,
Rosmalen & Schoevers, 2015; Sayar, Kirmayer, & Taillefer, 2005). Similar
comorbidity was also observed in children and adolescents. It was found that
there was a strong correlation between somatic symptoms and self-reported
anxiety and depression in children (Beck, 2008). Moreover, longitudinal studies
showed that self-reported anxiety and depression were linked with somatic
symptoms (Beck, 2008). Somatic symptoms were also suggested as expressions
of underlying anxiety and depression in anxious/depressed school refuser
adolescents (Bernstein et al., 1997). The already mentioned studies (Beck, 2008;
Bekhuis et al., 2015; Gureje et al., 1997; Russo et al., 1994; Sayar et al., 2005;
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Simms et al., 2012; Simon et al., 1999) also revealed that somatic symptoms had

the strongest association with depression, followed by anxiety.

Anxiety was one of the predictors of somatic symptoms (Groen, van Gils,
Emerencia, Bos, & Rosmalen, 2020). Individuals with generalized anxiety
disorder (GAD) tended to have more somatic symptoms than individuals who
did not have generalized anxiety disorder (Wetherell et al., 2009). It was also
found that generalized anxiety disorder is frequently comorbid with somatic
symptoms. Panic disorder was found to be a risk factor for experiencing somatic
symptoms (Brown, Golding, & Smith, 1990). Fifty-nine percent of individuals
with panic disorder experienced somatic complaints such as chest pain,
gastrointestinal symptoms, headaches and dizziness (Katon, 1994). Additionally,
there was a higher correlation between anxiety and somatic symptoms, even in a
non-patient population (Malorqui-Bogue et al., 2016). It was shown that not only
do individuals with anxiety disorders experience somatic symptoms but also that
individuals who have anxious thoughts and feelings without having any anxiety

disorder diagnosis tended to have somatic symptoms as well.

In addition to depressive disorders, panic disorder, and generalized anxiety
disorder, somatic symptoms also have comorbidity with phobic disorders and
obsessive-compulsive disorder (Brown et al., 1990). Individuals who had
unexplained somatic complaints had comorbidity with phobic disorders and
obsessive-compulsive disorder. Similarly, individuals with body dysmorphic
disorder and obsessive-compulsive symptoms had a tendency to experience

somatic symptoms (Biby, 1998; Philips, Siniscalchi & McElroy, 2004).

Moreover, individuals who experienced abuse and trauma developed anger and
hostility, which increased their tendency to experience somatic symptoms in turn
(Lockner, Gudleski, & Blanchard, 2004; Ursano, Fullerton, Kao, & Bhartiya,
1995). In a similar manner, male victims of partner violence experienced somatic

symptoms (Prospero, 2007).

17



Few studies focused on the relationship between psychoticism and somatic
symptoms. The limited number of studies were controversial as well. According
to some studies that were conducted based on the psychodynamic perspective, a
progressive disorganization can be linked with somatic symptoms (Marty, 1968).
On the other hand, other studies revealed that somatic symptoms were linked
with paranoid ideation and psychoticism in conversion disorders, but not in

somatization (Giiz et al., 2004).

In summary, it can be concluded that depressive disorders are highly linked with
somatic symptoms. However, previous studies were conducted with individuals
who had major depressive disorder. Yet, individuals who do not have a major
depressive disorder diagnosis may not necessarily experience somatic symptoms,
even if they have depressive thoughts and feelings. Thus, the present study
aimed to reveal the link between depressive symptoms and somatic symptoms in

a non-clinical sample.

Moreover, as noted above, studies did not show a difference between the clinical
and non-clinical population in terms of the relationship between anxiety and
somatic symptoms. Anxiety tends to be comorbid with somatic symptoms,
whether individuals have anxiety disorder or only have anxious thoughts and
feelings. Thus, anxiety symptoms were measured in the present study to reveal
their link with somatic symptoms. Even though studies revealed that certain
psychological disorders have a higher correlation with somatic symptoms,
researchers have also been interested in the effects of culture on psychological
disorders and their somatic manifestations. Therefore, the present study also

aimed to assess the effects of the cultural component on somatic symptoms.
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1.5. Cultural Variables and The Effect of Culture on Psychological

Disorders

1.5.1. Individualism and Collectivism

Individualism has been defined as a focus on rights above duties, a concern for
the immediate family, an emphasis on personal autonomy and self-fulfillment,
and basing one’s personal identity on personal accomplishments (Hofstede,
1980). Following Hofstede, Waterman (1984) mentioned normative
individualism, focusing on personal responsibility and freedom of choice, living
up to one’s potential, and respecting the integrity of others. The definition of
individualism has focused on personal goals, personal uniqueness and personal
control (Oyserman, Coon, & Kemmelmeier, 2002). Individualism has also been
linked to being open to emotional expressiveness and attainment of one’s
personal goals (Diener & Diener, 1995; Markus & Kitayama, 1991; Oyserman et
al., 2002). Additionally, individualism has been connected to personal judgment
and reasoning, rather than society-driven judgment and reasoning (Oyserman et
al., 2002). Individualistic people tend to use social bonds and relationships for
their own sake. Stated differently, individualistic people can leave behind their
social bonds and relationships when their personal goals shift (Kagit¢ibasi, 1997,
Oyserman, 1993; Oyserman et al., 2002).

Collectivism has been defined as mutual obligations and emphasis on group
bonds (Oyserman et al., 2002). In collectivistic societies, it is important to form
society-units, to share common goals, common values and an in-group fate,
rather than having personal goals, a personal fate and personal values (Oyserman
et al., 2002; Triandis, 1995). The groups could include family, clan, ethnic or
religious groups. (Oyserman et al., 2002). Group membership is essential for
forming an identity (Hofstede, 1980). Life satisfaction depends on successfully
carrying out social roles and mutual obligations, while emotional expression
could be sacrificed for those purposes easily (Markus & Kitayama, 1991;

Oyserman et al., 2002).
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Hofstede (1980) argued that individualism and collectivism are two points on a
spectrum, and they are opposites of each other. Thus, one could not have
individualistic and collectivistic features at the same time. Yet, current studies
have revealed that this is not true (Oyserman & Lee, 2008; Oztiirk, Kiligaslan-
Gokoglu, & Kiitahnecioglu-Inan, 2019; Taras et al., 2014). Kagit¢ibast (1996)
argued that individualism and collectivism are not opposite ends on a continuum,
but are independent concepts that need to be evaluated separately. Similarly,
studies that were conducted in Turkey revealed that individualism and
collectivism are not on the same spectrum, but are separate concepts (Li &
Aksoy, 2007). In other words, individuals may have both individualistic and
collectivist features that appear in different situations (Oyserman & Lee, 2008).
Individuals may have both individualistic and collectivistic thoughts, attitudes
and behaviors depending on the context (Oztiirk et al., 2019). Thus, current
instruments that measure individualism and collectivism tend to have items that
measure both individualistic and collectivistic patterns (Oyserman et al., 2002;

Oyserman et al., 2005; Oztiirk et al., 2019).

1.5.2. Effect of Culture on Psychological Disorders

Culture should be taken into account while assessing and conceptualizing
psychological disorders. Mental health professionals have faced the reality that
psychological disorders are defined in relation to cultural, social, and familial
norms and values (APA, 2013). Culture provides interpretive frameworks which
shape the experience and expression of symptoms, signs and behaviors that
could be the criteria for diagnosis (Kirmayer & Young, 1994; Kleinman, 1988).
The thresholds of tolerance for specific symptoms and behaviors differ across
cultures, social settings, and families. The judgment of a behavior requiring
clinical attention depends on cultural norms that are internalized by the
individual and applied by significant others. Cultural meanings, habits, and
traditions can also contribute to either stigma or support in social responses to

the psychological disorder (Leff, 1989; Karasz, 2005; Yesilbas, 2008).
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In DSM-5, three cultural concepts were suggested: cultural syndrome, cultural
idioms of distress and cultural explanation or perceived cause. Cultural
syndrome is a cluster of co-occuring, relatively invariant symptoms found in a
specific cultural group, community, and/or context. Thus, the syndrome may or
may not be recognized as a disorder within the culture. For example, Latah is a
condition of hyper-startling found in the Middle East and South-East Asia, and is
found mainly in adult women. The afflicted have a severe reaction to being
surprised, in which they lose control of their behavior, mimic the speech and
actions of those around them, and sometimes obey any commands given to them.
The cultural term “idioms of distress” is a linguistic term or way of talking about
suffering among individuals of a cultural group. This phenomenon was
previously introduced by Nichter in 1981 (Cork, Kaiser, & White, 2019),
followed by Kleinman and Kleinman (1985) in the idioms of distress thesis. In
other words, cultural idioms of distress are alternative modes of expressing
distress and they indicate manifestations of distress in relation to personal and
cultural meaning (Desai & Chaturvedi, 2017). Those alternative modes are
suggested to have social implications and are readily accepted by society. Thus,
it can also be said that cultural idioms of distress are considered as adaptive
responses in circumstances where other modes of expression fail to communicate
distress adequately or to provide appropriate coping strategies (Desai &

Chaturvedi, 2017; Keyes & Ryff, 2003; Kleinman & Kleinman, 1985).

Somatization was suggested as an idiom of distress and it was argued that
patients who have somatic symptoms are individuals with psychosocial conflicts
and emotional problems, who express their distress through bodily symptoms
(Katon, Ries, & Kleinman, 1984; Parsons & Wakeley, 1991). Idioms of distress
are considered as adaptive responses in circumstances where other modes of
expression fail to communicate distress adequately (Desai & Chaturvedi, 2017).
According to this thesis, interdependent individuals within collectivistic cultures
tend to convey their emotional distress as physical symptoms, which is a safer
way to express their distress that is understood by recipients (Keyes & Ryff,

2003). It has been suggested that individuals in collectivistic cultures may not be
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able to explicitly and verbally express their emotional distress because of a
possible risk of labelling (Desai & Chaturvedi, 2017). Therefore, individuals
with emotional distress convey it as physical symptoms, which would be
adaptive and more acceptable (Desai & Chaturvedi, 2017). For example, in a
cross-cultural qualitative study, Turkish and Swedish depressive women were
interviewed, in order to understand how they labeled their depressive symptoms
(Baarnheilm & Ekblad, 2000). It was observed that Turkish women tended to
label psychological distress as if it were a physical symptom such as heart worry
(viirek kalkmast). They disagreed with the psychiatric attribution because they
did not consider themselves to be mentally ill. Turkish women associated
psychiatric diagnoses with a shameful loss of control. Even though they were
open to talk about their distress, they were resistant to a psychiatric attribution.
On the contrary, Swedish women were not hesitant with regards to a psychiatric
attribution and they did not attribute psychological distress to a physical
pathology. It was concluded that having collectivistic cultural values could result
in stigma toward mental illness, which would cause individuals to attribute
symptoms to a physical pathology because of the societal disapproval of
psychosocial distress. It has been argued that individuals in collectivistic
cultures may be easily labelled and become a target of discrimination because of
psychological distress (Desai & Chaturvedi, 2017; Keyes & Ryff, 2003). Thus,
as the idioms of distress thesis suggested, collectivistic individuals express
emotional distress in a safer and more acceptable way which is through bodily

sensations.

Similarly, studies revealed that people with collectivistic backgrounds tend to
have more somatic symptoms than people with individualistic backgrounds, and
the suggested reason was a possible stigmatization of being mentally ill and
rejection within the culture (Chang et al., 2017; Keyes & Ryff, 2003; Mojaverian
et al., 2012; Reich et al., 2015; Zhou et al., 2011). In a cross-cultural comparison
study, the somatic symptom frequency was compared between Chinese (n = 175)
and Euro-Canadian outpatients (n = 107) with depression (Ryder et al., 2008).

Chinese outpatients tended to report more somatic symptoms, while Euro-
22



Canadians tended to report more psychological symptoms. The authors stated
that the reason for the cross-cultural difference was that psychological disorders
were seen as a weakness of character in China. Thus, Chinese people cannot
report psychological symptoms frequently because of a possible stigmatization.
The same was true for anxiety (Zhou et al., 2011). Anxious Han Chinese (n =
154) outpatients tended to report more somatic symptoms, while anxious Euro-
Canadian (n = 79) outpatients tended to report more psychological symptoms

(Zhou et al., 2011).

Similar findings were also true for the Turkish population. Researchers found
that 87% of patients experience physical symptoms as the core symptoms of
depression (Kiiey & Giileg, 1995; Yesilbas, 2008). The most common symptoms
of depression were insomnia and tightness (sikinti1), which are not the most
common core symptoms in other cultures (Kiiey & Giileg, 1995). A similar
finding was also revealed in a cross-cultural study (Mirdal, 1985). The core
symptoms of depression were compared between Turkish migrant women and
non-immigrant women in Denmark (Mirdal, 1985). It was found that tightness in
the chest was again the most frequently reported core symptom of depression
among Turkish immigrant women. The reason was suggested as the fact that
non-physical symptoms of depression would not be accepted within the Turkish
culture. How patients express their psychological conflict is also linked with

how they explain the underlying reasons for a disorder.

Cultural explanation or perceived cause is a label, attribution or feature of an
explanatory model that provides a culturally conceived etiology or cause for
symptoms, disorder, or distress. For example, in a cross-cultural qualitative
study, South Asians and European Americans in New York were interviewed, in
order to reveal the way they interpreted their depression (Karasz, 2005). It was
revealed that South Asians perceived depression as a result of thinking too much,
while European Americans interpreted it as a result of hormonal imbalance
(Karasz, 2005). Additionally, South Asians labeled depression as a life-long

problem, and mentioned that a physical illness could emerge as a consequence of
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it, while European Americans labeled it as a temporary disorder because of
current hormonal imbalance. South Asians engaged in self-help as the best
management of it, while European Americans preferred to consult a psychiatrist.
Thus, it can be concluded that cultural explanation of a psychological disorder
could also have an impact on help-seeking behaviors, as was also mentioned in

the DSM-5.

The cross-cultural studies that focused on help-seeking behaviors revealed that
culture has a crucial role in help-seeking attitudes and willingness to seek
psychological treatment (Arnault, 2009; Chang, Jetten, Cruwys, & Haslam,
2017; Karanci, 1986; Lindinger-Sternart, 2014; Mojaverian, Hashimoto, & Kim,
2012; Reich, Bockel, & Mewes, 2015). In one study, Turkish immigrant
inpatients living in Germany and inpatients without a migration background (N
=100), suffering from depressive disorder, somatoform disorder, and/or
adjustment disorder were interviewed to reveal their perceived reasons for
symptoms and motivation for receiving psychotherapy (Reich et al., 2015). Their
motivation for having psychotherapy was also assessed through
Psychotherapeutic Treatment Expectations and Openness to Psychotherapy
Scales. The Turkish immigrant inpatients believed that the cause of illness was
supernatural and/or fatalistic (i.e “God’s will”, “evil spirits”, “curse”, “bad luck”,
“destiny” etc), thus they did not believe in the effectiveness of psychotherapy for
improving their symptoms. On the other hand, the German inpatients believed
that the cause of illness was not supernatural but natural (i.e “stress”, “emotional
state”, “family problems™ etc.), and thus they believed in the effectiveness of
psychotherapy. Turkish immigrant inpatients had significantly lower motivation
to seek psychotherapy than the German inpatients. Similarly, in a cross-cultural
study comparing undergraduate students in Japan and the USA, attitudes toward
help-seeking were compared through an Inventory of Attitudes toward Seeking
Mental Health Services (Mojaverian et al., 2012). The Japanese students reported
a greater reluctance to seek professional help compared to the American

students. Thus, it can be concluded that help-seeking attitudes and behaviors are

tightly linked with how patients conceptualize their psychological disorders.
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Mixed-method designs were recommended to shed light on the personal and
cultural conceptualization of psychological disorders (Karasz & Singelis, 2009).
The symptoms could be tracked through questionnaires, and in-depth and more
detailed descriptions of symptoms could be revealed through interviews.
Additionally, cultural perspectives and attitudes toward the symptoms could be
easily captured through personalized interviews, to reveal insights into why

people do what they do (Karasz & Singelis, 2009).

Taking everything into consideration, one of the goals of the present study was
to show the link between culture and somatic symptoms in a non-clinical sample.
The researcher aimed to show whether cultural variables predict somatic

symptoms.

1.6. Qualitative Research on Somatic Symptoms

There have been a limited number of qualitative studies on somatic symptoms.
One reason may be that, as previous research showed, patients with somatic
symptoms have difficulties in verbalizing their emotions and experiences
(Aiarzaguena et al., 2013; Lanzara et al., 2019; Raguram et al., 1996), because of
fear of a possible stigmatization. In a study that took place in South India, 80
psychiatric outpatients with depressive and somatoform symptoms were
interviewed on illness experience, symptom prominence, and indicators of
stigma (Raguram et al., 1996). It was shown that a tendency to perceive and
verbally report the distress felt by those who have somatic symptoms was
influenced by the degree of stigma associated with depression. It was concluded
that when the perceived risk of being stigmatized increases, verbal report
decreases. In another qualitative study, where physicians interviewed 11 patients
with medically unexplained symptoms, it was observed that once physicians
declared that the symptoms that they suffered from remained medically
unexplained, patients refused communication by either disagreeing with the
argument or refusing to communicate at all, or by remaining silent and giving

minimal responses (Aiarzaguena et al., 2013). However, when physicians
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declared that the symptoms could be the result of hormonal alterations caused by
the perception of life events and experience, patients were observed to be
motivated to talk more about their symptoms. Researchers concluded that
patients were afraid of being stigmatized as “mentally ilI” when the symptoms
remained medically unexplained. Thus, they tended to refuse communication
with physicians. However, when the symptoms had a possible medical
explanation, there would not be any possible risk of stigmatization, thus patients
were willing to talk more about their symptoms. Overall, it can be concluded that
patients with somatic symptoms have difficulty in verbalizing their emotions,
and they also refuse to talk about their symptoms because of a risk of possible
stigmazation, which in turn is an obstacle to running a qualitative study on

somatic symptoms.

A limited number of qualitative studies also showed that psychosocial distress
was perceived as a reason for somatic symptoms (Baarnheilm & Ekblad, 2000;
Kuruvilla & Jacob, 2012). In a study that was run in India, family members of
patients with anxious-depressive and somatic symptoms were interviewed on the
perceived reason for those symptoms (Kuruvilla & Jacob, 2012). Family
members mentioned that somatic symptoms could be a manifestation of
psychosocial distress. However, they also declared that they were not sure if it
was the reason, because individuals with those symptoms did not verbalize any
distress. The authors concluded that not verbalizing any distress could be related
to mental illness stigma. A similar finding was revealed in a study where Turkish
immigrant women in Stockholm with chronic pain were interviewed
(Baarnheilm & Ekblad, 2000). Participants declared “stress” as the main

9

perceived reason for somatic symptoms, while “too much hard work™ and
“bodily suffering causing depression” were also mentioned as other reasons.

Qualitative studies on somatic symptoms also revealed that patients with somatic
symptoms hesitated to receive psychiatric treatment (Baarnheilm & Ekblad,
2000; Wileman et al., 2002). In the same study that was run with Turkish
immigrant women in Stockholm, participants also declared that they were

avoiding having psychiatric treatment because of a possible stigma and shame
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(Barrnheilm & Ekblad, 2000). They also mentioned that they were avoiding
discussing their illness with their social networks (i.e family members, and
friends) because of the same reason. A similar finding was also true for non-
immigrant individuals. In a study that was run in North-West England, 17 (11
male, six female) general practitioners who work with patients with medically
unexplained physical symptoms were interviewed (Wileman et al., 2002). The
general practitioners declared that patients with medically unexplained
symptoms were harder to manage, and tough to negotiate and form a bond with.
The reason mentioned was the phenomenon that those patients tend to have
symptoms that are harder to understand such as “heartsink™ (p.181) and they lack
insight about the relationship between unhappiness and physical health. Thus,
these general practitioners declared that they felt that the “balance of power” was
with the patient, which made the general practitioners feel anxious. Moreover,
they also mentioned that those patients with medically unexplained symptoms do
not trust doctors as easily as other patients do, which results in management and

bonding difficulties as well.

To sum up, a limited number of qualitative studies on somatic symptoms have
shown that individuals with somatic symptoms have difficulties in verbalizing
their emotions because of stigmatization which could be the main reason for the
limited amount of research. Additionally, it was also shown that individuals with
somatic symptoms and their family members perceive stress as the main reason
for those symptoms, and individuals with somatic symptoms tended to avoid
treatment because of, once again, a possible stigmatization as “mentally ill”.

The current study aimed to contribute to the narrow qualitative study literature,
by running short interviews with participants who have somatic symptoms. It
was aimed to reveal the subjective conceptualization of somatic symptoms, by
detailing the kinds of somatic symptoms, the perceived reasons for those

symptoms, and coping strategies.
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1.7. The Current Study

Researchers have shown that individuals with major depressive disorder
diagnosis, and anxiety without any diagnosis, tend to experience more somatic
symptoms. Similarly, as noted previously, emotional non-expressiveness was
linked with somatic symptoms in the patient population. It has also been
suggested that cultural factors have an impact on the manifestation,
conceptualization and experience of the psychological disorders, as well as
intervention-seeking behaviors. Individuals from collectivistic cultures and lower
SES backgrounds tend to manifest psychological disorders as somatic symptoms.
It has been controversial as to whether age and gender would predict somatic
symptoms in every situation. Therefore, the quantitative part of the current study
aimed to investigate age, gender, SES, emotional non-expressiveness, anxiety,
depression, obsessive-compulsiveness, phobic anxiety, paranoid ideation,
interpersonal sensitivity, hostility, psychoticism, individualism, and collectivism

as predictors of somatic symptoms.

Additionally, as noted previously, culture has an impact on the expression,
experience and manifestation of the somatic symptoms. Conceptualization,
assessment and treatment seeking behaviors are affected by the cultural norms
and the expectations of other people within the cultural group. Individuals
conceptualize their somatic symptoms according to the societal norms within
their cultures. In addition, researchers showed that collectivistic individuals tend
to hide the psychosocial conflict that they experience because of fear of stigma
from others. Consequently, the qualitative part of the present study aimed to
understand the kinds of somatic symptoms that participants experience, their and
their families’ conceptualization of those symptoms, and the coping strategies

they developed in order to deal with those symptoms.

The goals of the present study were estimating the possible predictors of somatic
symptoms in a non-patient population and thus having a general picture of

somatic symptoms in the public, which could help others to form preventative
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and intervention strategies. Self-report scales were used to estimate possible

predictors of somatic symptoms. Additionally, the researcher aimed to

understand the participants’ own conceptualization of somatic symptoms such as

possible reasons for their symptoms, personal and in-group (family, friends,

society etc.) attributions toward symptoms and their thoughts on any possible

help. Interviews were conducted to get information about the conceptualization

and attribution of somatic symptoms. Thus, the present study had quantitative

and qualitative parts. Both the quantitative and qualitative parts were conducted

concurrently.

For the quantitative part of the study the hypotheses were as follows:

1l.

1il.

1v.

Age, gender, SES, emotional non-expressiveness, psychological disorders,
such as depression, anxiety, phobic anxiety, psychoticism, paranoid
ideation, hostility, interpersonal sensitivity, and obsessive-compulsive
disorder, and cultural variables of individualism and collectivism would
predict somatic symptoms and explain a significant portion of the variance
in somatic symptoms.

Individualism was hypothesized to be one of the predictors of somatic
symptoms, and it was expected to be negatively correlated with somatic
symptoms.

Collectivism was hypothesized to be one of the predictors of somatic
symptoms and it was expected to be positively correlated with somatic
symptoms.

Age was hypothesized to be one of the predictors of somatic symptoms, and
it was expected to be positively correlated with somatic symptoms.

SES was hypothesized to be one of the predictors of somatic symptoms and

it was expected to be negatively correlated with somatic symptoms.
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For the qualitative part of the study, the research questions were:

ii.

1il.

How do participants conceptualize their somatic symptoms? What do they
think are reasons for those symptoms?

How do the significant others (family members, friends etc.) conceptualize
those somatic symptoms? What do they think of as the reason for those
symptoms? How do they react to those symptoms?

How do participants cope with those symptoms? What kinds of treatments,
if any, did the participants seek for their somatic problems? What are their

future plans, if any, regarding coping with those symptoms?
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CHAPTER 2

METHOD

2.1. Quantitative Study

2.1.1. Participants

Purposive sampling was used in the present study. Sample inclusion criteria for
participants were: Being over 18 years of age, native language being Turkish, not
having any physical and/or psychological disorder diagnosis and living in
Istanbul. The upper age limit was determined as 65 years old, suggested by The
World Health Organization (2018) as the age for the beginning of possible age-
related cognitive malfunctioning (Salthouse, 2009). Participants who fulfilled the
sample inclusion criteria of the study were included in the final sample for the

quantitative part of the study.

The sample size for the quantitative part of the study was determined as a
minimum 98 participants via the G-Power Statistical Package (Version 3). The
linear multiple regression, fixed model, R’ deviation from zero was selected for
the analysis, since multiple regression was run for the continuous criterion
variable of somatic symptoms (Wang, Kelly, Lui, Zhang & Hao, 2013). For the
sample size determination analysis, squared multiple correlation p° was
determined as 0.25, which corresponded to large effect size (0.05). The Type 1
error rate was chosen as 0.05 and the level of statistical power was fixed at 0.95
(95% confidence interval) for the analysis. As a result of the analysis, the sample

size was found to be a minimum of 98.

The data collection was performed in two stages. In the first stage, 275

participants filled in the demographic information sheet, Brief Symptom
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Inventory, Individualism and Collectivism Scale, and the Emotional Non-
expressiveness Subscale for Type-C Behavior. Among the 275 participants, there
were fewer males (n = 63) and lower SES participants (n = 8). In order to
increase the number of male participants and participants with low SES, extra
data was collected at the second stage. The reason for the second step was to
meet the homogeneity of variance assumption for ANOVA (Tabachnick &
Fidell, 2012). An extra 130 male blue-collar workers were added to the study
through personal invitation. The researcher invited janitors and their relatives
and friends to the study. A total of 405 participants filled in the demographic
information sheet, Brief Symptom Inventory, Socioeconomic Status Scale,
Individualism and Collectivism Scale, and the Emotional Non-expressiveness
Subscale for Type-C Behavior. There were 79 missing cases and outliers, thus

the final sample consisted of 326 participants.

The participants’ ages ranged between 19 and 65 (M = 42.72, SD = 12.298). A
total of 178 of the participants were female (54.6%) whilst 148 were male
(45.4%). As for marital status, 70 were single (21.5%), 34 were in a romantic
relationship (10.4%), 22 were engaged (6.8%), 138 were married (42.3%), 48
were divorced (14.7%), and 14 were widowed (4.3%). A total of 150 participants
had children (46.01%) and 176 did not (53.9%). In terms of educational level, 13
had graduated from primary school (3.9%), 14 graduated from middle school
(4.3%), 33 graduated from high school (10.1%), 16 graduated from 2-year
college (4.9%), 132 graduated from 4-year college (40.5%), and 118 had a
postgraduate degree (36.3%). All participants were living in Istanbul. In terms of
the place they had lived for the longest time, 2 participants had lived in a village
(0.60%), 29 had lived in a town (8.8%), 50 had lived in a city (15.3%), and 245
had lived in a metropolis (75.3%). As for socioeconomic status (SES), 88
participants had low SES (27%), 108 had middle SES (33.1%), and 130 had high
SES (39.9%). The SES status of participants was determined through The
Socioeconomic Status Scale (see Materials). All of the demographic information

of the participants in the quantitative part of the study is shown in Table 1.
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Table 1. Sample Demographic Information For The Quantitative Part (N=326)

Variable % n
Gender
Female 54.6 178
Male 45.4 148
Marital status
Single 21.5 70
In a relationship 10.4 34
Engaged 6.8 22
Married 423 138
Divorced 14.7 48
Widowed 4.3 14
Having children
No 53.9 176
Yes 46.01 150
Education
Primary school 3.9 13
Middle School 43 14
High school 10.1 33
2-year college 4.9 16
4-year college 40.5 132
Graduate school 36.3 118
The place lived
for the longest
time
Village 0.60 2
Town 8.8 29
City 15.3 50
Metropolis 75.3 245
SES
Low 27 88
Middle 33.1 108
High 39.9 130

2.1.2. Materials

Demographic information sheet, Socioeconomic Status Scale (TUAD, 2012),
Brief Symptom Inventory (Sahin & Durak, 1994), Individualism and
Collectivism (IND-COL) Oyserman’s Scale (Oyserman 2002; Oztiirk et al.,
2019), and Type-C Behavior Scale — Emotional Non-Expressiveness Subscale

(Bozo et al., 2012; Kurass, 2004) were used.
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2.1.2.1. Demographic Information Sheet

In the demographic information sheet, there were questions about age, marital
status, educational status, working status, place of residence and place lived for
the longest time (urban vs rural), economic status, the physical and psychological
health status of the participants, and if any, the type of treatment they were
receiving. Also, the participants were asked to report if they thought they had a
physical or a psychological disorder, even if they had not received an official

diagnosis from a health-care professional (see Appendix D).

2.1.2.2. The Socioeconomic Status Scale

The Socioeconomic Status (SES) Scale was developed through cooperation
between the Turkish Statistical Institute (TURKSTAT, i.e TUIK) and the
Turkish Researchers’ Association (i.e TUAD) at the end of 2 years’ field work in
which 5,000 houses in Turkey were screened (TUAD, 2012).

Until 2012, SES was determined by just estimating the income and the
educational level, which was later debated. It was argued that SES could not be
determined by just estimating the income and the educational level since those
may not be sufficient to determine SES. Thus, not only the income and
educational level of the individual, but also the total years of education of family
members, profession and employment status of family members, ownership of
real estate or similar assests, and the total income of the family members were
included to estimate the SES. In the Socieoconomic Status Scale, SES was
constructed as a combination of level of income, educational level, total years of
education of family members, profession and employment status of family
members, ownership of real estate, and the total income of family members. The
detailed information on the determination of SES clusters were given below. The
SES Scale consists of seven open-ended and three multiple choice questions that

assess those relevant areas. (See Appendix E).
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The SES Scale has been created through a field trial. The field trial lasted for two
years and 5,000 household were visited in 26 NUTS (Nomenclature of
Territorial Units for Statistics) cities. NUTS cities are the cities that satisfied
European Union criteria as a major socioeconomic region (TUAD, 2012).
During the visits to households, one of the family members was interviewed. The
inclusion criteria for the interviews were being older than 18 years old and living
in the household for at least 6 months. The interviews lasted for 20 minutes.
During the interviews, information about number of family members, each
member’s income, educational level and profession, information about
ownership of real estate or similar assets, and total income of family members

were gathered. The collected data were clustered into SES clusters.

The SES clusters have been estimated according to the clusters that were devised
by the Turkish Statistical Institute. The individuals were assigned to a specific
cluster according to the patterns in their answers. The low SES cluster consists of
individuals who have had a maximum of 8 years of formal education, are
unemployed, do not possess their own home and are living with family members
who also have a maximum of 5 years of formal education and are unemployed or
retired. The middle SES cluster consists of individuals who have had 8 to 12
years of formal education, who work in blue-collar jobs or are retired, may
possess their own home and automobile (but not necessarily), live with family
members who have also had a maximum of 12 years of formal education, and are
either unemployed/retired or are blue-collar. The high SES cluster consists of
individuals who have had at least 2 years at college, who work in white-collar
jobs, possess their own home and automobile, live with family members who
have also had at least 2 years at college and work in white-collar jobs. The
benefit of using the SES Scale has been that of estimating the country-specific

clusters which have been formed by field trial.

As mentioned above, the SES clusters were determined through a comprehensive
field trial. Thus, no reliability and validity study was performed; however the

field trial could be evaluated as a sign of validity.
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2.1.2.3. Brief Symptom Inventory

The Brief Symptom Inventory (BSI) was developed by Derogatis (1992). It is a
53-item self-evaluation scale that is a short version of the Symptom Check List
90 revised (SCL-90-R) (Sahin & Durak, 1994; Sahin et al., 2002). The BSI is a
5-point Likert-type scale that ranges from 0 (never) to 4 (always). There are nine
subscales  (somatization, obsessive-compulsive  symptoms, interpersonal
sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation, and
psychoticism), and three global indices (global severity index, positive symptom
distress index, and positive symptom total) (Sahin et al., 2002). The internal
consistency of the original BSI ranged from .71 (psychoticism) to .85
(depression), and the test-retest reliability ranged from » = .68 (somatization) to »
= .91(phobic anxiety), while the internal validity of the original BSI ranged from
.71 (psychoticism) to .85 (depression) (Derogatis, 1992).

The scale was adapted to the Turkish population in 1994 (Sahin & Durak), and
nine subscales and three global indices were found to be valid and reliable for the
Turkish population as well. For the Turkish population, the scale was found to be
reliable @ = .94. The internal consistency values were a = .75 for paranoid
ideation; a = .76 for hostility; a = .82 for phobic anxiety; a = .65 for
psychoticism; a = .78 for somatization; a = .74 for interpersonal sensitivity; a =
.84 for depression; and a = .81 for anxiety (Sahin & Durak, 1994). In terms of
the validity, the BSI was valid for the Turkish population (Sahin & Durak,
1994). The BSI was highly correlated with the Beck Depression Inventory; » =
.67, and the Multiscore Depression Inventory; » =94 (Sahin & Durak, 1994).
The correlation coefficients for the BSI subscales and the UCLA Loneliness
Scale (Russell, Peplau, & Cutrona, 1980) ranged between .13 (p < .001; for
interpersonal sensitivity) and .36 (p < .001; for hostility). It was concluded that
psychological problems would increase or decrease in the same way that
loneliness increases or decreases. The correlation coefficient between the

subscales of the BSI and Beck Depression Inventory ranged between .34 (p <

36



.001) and .70 (p < .001). Please see Appendix F for the Brief Symptom

Inventory.

For the current sample, BSI was found to be reliable as well (a = .92).

2.1.2.4. The Individualism and Collectivism (IND-COL) Scale

The original IND-COL Scale was developed by Oyserman (2005) and adapted to
the Turkish population by Oztiirk, Kiligaslan-Gékoglu and Kiitahnecioglu-Inan
(2019). The IND-COL Scale (Oztiirk et al., 2019) was preferred to be used in the
present study because the scale was adapted for Turkish population and the
contents of the questions were also revisited to measure unique collectivism and
individualism constructs in Turkish population. In addition to that, it was argued
that collectivism and individualism constructs are dynamic and open to change
year-by-year. The IND-COL Scale was adapted for Turkish population very
recently, in 2019. Thus, it could be said to be another strength of IND-COL

Scale and reason for its use in the present study.

The scale is composed of 36 items and each item is scored from 0 (strongly
disagree) to 4 (strongly agree) on a 5-point Likert type (Oyserman, 2005). There
are six factors in the IND-COL Scale: Valuing Personal Achievement,
Familialism, Valuing Personal Uniqueness, Interrelatedness, Valuing Personal
Freedom, and Sense of Common In-Group Fate. The items for each factor are as
follows: items 1, 4, 8, 9, 11, and 12 for valuing personal uniqueness; items 2, 3,
5, 6, 7,10, 17 for familialism; items 13, 14, 16, 19, 26, and 31 for valuing
personal achievement; items 15, 18, 25, 29, 32, and 35 for interrelatedness; items
20, 21, 22, 27, and 33 for valuing personal freedom; and items 24, 25, 28, 30, 34,
and 36 for sense of common in-group fate (Oyserman, 2005). The item numbers

for each six factors are the same in the Turkish version as well.

The items for determining individualism include valuing personal achievement,

valuing personal freedom, and valuing personal uniqueness; whereas the items
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for collectivism are familialism, interrelatedness, and sense of common in-group
fate. For the total individualism and collectivism scores, the total scores of items
for the subscales are divided by the number of questions in that sub-scale

(Oztiirk et al., 2019).

The original scale was found to be reliable, @ = .81 for the individualism sub-
scale and a = .80 for the collectivism sub-scale (Oyserman, 2005). In terms of
the validity of the original scale, the scale was correlated with the Individualism
and Collectivism Scale developed by Triandis and Gelfand (1998), in which the
factors are horizontal collectivism, horizontal individualism, vertical collectivism
and vertical individualism (Triandis & Gelfand, 1998). Horizontal individualism
was mentioned as a cultural pattern where an autonomous self is postulated, but
the individual is more or less equal in status with others. The self is independent
and the same as the self of others. Vertical individualism was suggested as being
independent and autonomous but also being competitive and striving to be the
best. Horizontal collectivism was explained as being similar to others,
emphasizing common goals with others, interdependence, and sociability.
Vertical collectivism was conceptualized as emphasizing the integrity of the in-
group, willingness to sacrifice personal goals for the sake of in-group goals, and
supporting the competition of in-groups with out-groups (Triandis & Gelfand,
1998). It was found that horizontal and vertical individualism were significantly
correlated with valuing personal achievement and valuing personal freedom,
ranging between r = .40 and » = .70. The correlation coefficient between vertical
and horizontal collectivism and familialism, sense of common in-group fate, and

interrelatedness ranged between » = .22 and r = .71.

The reliability and validity study of the IND-COL Scale for the Turkish
population was conducted by Oztiirk et al. (2019). Confirmatory factor analysis
showed that the six-factor model was also valid for the Turkish population
(SRMR <.06, RMSEA <.05, CFI <.88). In terms of validity, the IND-COL
Scale was correlated with the Individualism and Collectivism Scale that was also

used for the validation of the original scale. As expected, it was found that
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horizontal and vertical individualism were significantly correlated with valuing
personal achievement and valuing personal freedom, ranging between r = .35
and » = .64. Yet vertical and horizontal collectivism were not correlated with
valuing personal achievement and valuing personal freedom, as hypothesized.
The correlation coefficient between vertical and horizontal collectivism and
familialism, sense of common in-group fate, and interrelatedness ranged between
r=.20 and r = .70, as expected. The IND-COL Scale may be found in Appendix
G.

For the current sample, the IND-COL Scale was found to be reliable as well
(a=.89).

2.1.2.5. The Type-C Behavior Scale — Emotional Non-Expressiveness

Subscale

Type-C behavior is suggested to be a pattern of behaviors in which individuals
tend to suppress their emotions, do not verbalize them, and are passive, not
assertive (Eysenck, 1994). The Type-C Behavior Scale was developed by Kurass
(2004). The scale consists of 12 items where items are scored in a Likert-type
scale from Not like me to A lot like me (Bozo et al.,, 2012). The scale is
composed of two factors: self-sacrificing behaviors and emotional non-

expressiveness in both original and Turkish versions (Bozo et al., 2012).

The original scale was found to be reliable a = .77. The alpha level for the self-
sacrificing behavior factor was .83, and .77 for emotional non-expressiveness
factor. (Kurass, 2004). For the validity, the original scale was correlated with the

King and Emmons Emotional Expressiveness Scale (» = .66, p < .05).

The Turkish adaptation, reliability and validity studies were conducted by Bozo
et al. (2012) for the Turkish population. The two-factor model was also valid for
the Turkish population. The internal consistency reliability of the scale was .81

and the test-retest reliability was .87. The internal consistency reliabilities of the
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subscales ranged from .80 to .86 (Bozo et al., 2012). The scale was also found to
be valid (Bozo et al., 2012). For testing the divergent validity of the scale, the
extraversion subscale of the Basic Personality Traits Inventory was used, and the
correlation with this scale was statistically significant; » = -.24, p <.05. From the
results, it was concluded that when an individual is introverted, he/she is less
likely to express emotions. For testing the convergent validity of the scale, the
Toronto Alexithymia Scale was used and the correlation with this scale was also

found to be significant; » = .52, p <.01.

The items on the Emotional Non-Expressiveness Subscale are 8, 9, 10, 11, and
12 (Bozo et al., 2012). Items 9, 11, and 12 were the reverse items. In terms of
scoring, each item’s scores were tallied and then divided by the number of items.
The Emotional Non-Expressiveness Subscale can be seen in Appendix H.

For the current sample, the Emotional Non-Expressiveness Scale was found to

be reliable as well (a = .80).

2.1.3. Procedure

Ethical approval was obtained from Middle East Technical University, Human
Subjects Ethics Committee (Approval number: 28620816/421, see Appendix A).
Participants were told about the aim of the study through the Informed Consent
form (see Appendix B) and were told they were free to quit the study whenever
they wanted. Participants completed the following materials online: The
Demographic Information Sheet, The Socioeconomic Status Scale, Brief
Symptom Inventory, Type C Behavior Scale — Emotional Non-Expressiveness
Subscale, and INDCOL Scale in random order. The Google Forums platform
was used to collect the data, and for each participant the platform randomized the
order of the scales. Participants were invited to the study via online invitations
on social media, and via personal invitation, so as to reach male and low SES

participants.
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2.1.4. Statistical Analysis

Prior to the quantitative data analysis, the online data set including the scales
were transferred from the Google Forums platform to SPSS. The complete data
set was examined for missing values and accuracy of data transferring. After data
transference and all calculations were made, first of all, preliminary analysis was
performed on all variables to test normality, outliers, and multivariate outliers.

The results of the preliminary analyses were provided in the results chapter.

To estimate the effect of SES on somatic symptoms, a one-way between subjects
ANOVA was run with 3 levels: low SES, middle SES, and high SES. If the
effect was statistically significant, the post-hoc comparisons of Tukey HSD tests
were run. Similarly, to estimate the effect of gender on somatic symptoms,
another one-way between subjects ANOVA was run. Since the effect was not

statistically significant, a post hoc comparison test was not run.

The multicollinearity assumption check was performed for the multiple
hierarchical regression. There was no variable that violated the assumption.
Multiple hierarchical regression with the predictor variables age, SES, emotional
non-expressiveness, individualism, collectivism, depression, anxiety, phobic
anxiety, obsessive compulsiveness, hostility, interpersonal sensitivity, paranoid
ideation and psychoticism, with the criterion of variable somatic symptoms was
performed through the IBM Statistical Package of Social Sciences (SPSS)
(version 26). Gender was not taken into account in the regression analysis since
the effect was not statistically significant according to ANOVA results. The

hierarchical regression was performed in three steps.

In the first step, demographic variables and emotional non-expressiveness were
added as suggested by Tabachnick and Fidell (2012). Emotional non-
expressiveness was also added in the first step, since the literature mentioned it
as a personal trait (Bozo et al., 2012; Friedman, 1989; Ogden, 2004). In the

second step, cultural variables (i.e individualism and collectivism) were added.
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Finally, in the third step, depression, anxiety, phobic anxiety, obsessive
compulsiveness, hostility, interpersonal sensitivity, paranoid ideation and

psychoticism were added.

2.2. Method for the Short Interviews

2.2.1. Participants

Participants who scored equal to or higher than 1.5 scores in the somatization
subscale in the BSI were invited to the short interviews, because scores equal to
or greater than 1.5 mean that the participants have clinically significant somatic
symptoms (Derogatis, 1993). The cut-off scores were determined through routine
outcome monitoring (ROM) method, that is through continuous monitoring of
patients’ symptomatic and functional status (Schulte-van Maaren et al., 2012). In
other words, it provides systematic information on type and severity of the
relevant symptom. In a ROM method study, 5,269 psychiatric outpatients were
given BSI. The outermost 5% of observations were used to define limits for
reference points. It was revealed that scores equal to or higher than 1.5 in the
somatization subscale corresponded to the outermost 5% (Schulte- van Maaren

et al., 2012) for the psychiatric outpatient population.

All of the participants participated in the study voluntarily and were told about
the aim(s) of the study through the Informed Consent form. Participants who
attended two parts of the study were given two different Informed Consent

forms.

Forty-five participants scored equal to or higher than 1.5 in the Somatization
Subscale in the BSI, yet 33 did not provide contact information. Two participants
refused to be interviewed without declaring any specific reason. A total of 10
participants attended the short interviews. The age range was from 25 to 56 (M =
33.8, SD = 10.539). There were seven females and three males. As for marital

status, four were married (40%), one was engaged (10%), two were in a romantic
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relationship (20%), and three were single (30%). There were two participants
who had children (20%). In terms of educational level, five had graduated from
4-years college (50%) and the remaining five had a graduate degree (50%). Nine
participants lived mostly in a metropolis (90%) whilst one lived mostly in a city
(10%). As for SES, four participants had middle SES (40%) whilst six
participants had high SES (60%). In terms of culture, all ten participants were

collectivistic.

2.2.2. Materials

The semi-structured interview protocol was prepared by the researcher and
reviewed by the supervisor who is experienced in qualitative research design.
The questions were derived according to the rationale and aims of the study. The
questions were prepared in the scope of research questions that were mentioned
in 1.7 Current Study section. The ultimate interest was understanding the
personal conceptualization and experience of somatic symptoms in a subjective
manner. In this regard, the main rationale during the preparation of questions
were forming questions that would give participants space to talk about their
somatic symptoms, subjective and family members’ perceived reasons of those
symptoms, significant others’ conceptualization of symptoms and their reaction
toward symptoms, any previous treatment of symptoms and futureplans for
symptoms. As understood and noted before, the ultimate goal of the short
interviews was revealing subjective conceptualization of somatic symptoms
which was covered by limited number of previous studies in the somatic
symptom literature. The previous qualitative studies (Aiarzaguena et as., 2013;
Baarnheilm & Ekblad, 2000; Kuruvilla & Jacob, 2012; Lanzara et al., 2019;
Raguram et al., 1996; Wileman et al., 2002) suggested that somatic symptom
manifestation and experince interact with individual’s surrondings, family
members and significant others (i.e friends, romantic partners etc.) and their
attitudes toward symptoms. Thus, questions not only on somatic symptoms but
questions on introduction of self and family members, introduction of early

childhood, familial and friendship dynamics, education and occupational status
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were also assessed in order to have relevant detailed information about
participants. The information would result in a comprehensive framework about
participants that was thought to be helpful for understanding the subjective

conceptualization of somatic symptoms.

The questions were grouped in two parts, questions about self and family, and

questions about somatic symptoms.

Questions about self and family mainly covered the following: introduction of
self, introduction of early childhood (place of birth, any significant events
during childhood); educational and/or occupational status (whether the
participant was studying and working, the reasons for choosing the current field,
future plans); introduction of the family members (how many people were they
living with, how frequently were they getting together); description of the
familial dynamics (familial relationships, the roles of emotions and the patterns
and functions of sharing emotions), and description of their friendship dynamics.
Questions about somatic symptoms mainly covered the following: descriptions
of the physical symptoms and complaints (starting, patterns, frequencies);
descriptions of the effects of those symptoms on daily life; the individual
conceptualization of the symptoms (the perceived reasons for the symptoms);
family members’ and friends’ perceived reasons for those physical symptoms;
and the reactions of family members and friends to those physical symptoms.

The questions were open-ended so that researchers had the chance to deepen the

responses. The open-ended interview questions can be seen in Appendix F.

2.2.3. Procedure

The present study was a mixed method concurrent study where participants were
given scales in the quantitative part and participants who scored equal to or
higher than 1.5 scores in the somatization subscale in the BSI were invited to the
interviews. Relevant participants were invited to the interview before the results

of the quantitative part were analyzed. Researcher did only scan participants with
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equal to or higher than 1.5 scores in somatization subscale in the BSI to
determine interviewees. None of the statistical analysis for given scales in the

quantitative part were run before short interviews.

Participants who did have scores equal to or more than 1.5 points in the
somatization subscale of the BSI were invited to an interview. All participants
were asked to write down their contact information on the Informed Consent
form for the quantitative part. Researcher invited each participant to the
interviews by calling the phone numbers that were given on the Informed
Consent form for the scales. The researcher told each participant the reasons why
they were invited to the interviews, and the procedure of the interview in brief.
The researcher and each participant agreed on a day and a time in the following
days that was suitable for both. Each participant was asked to be in a quiet place
where they would not be disturbed and to be alone on the interview day. Each
participant was sent the Informed Consent form for the short interviews (see
Appendix C) before the interview as well. On the predetermined interview day,
the researcher called each participant. The interview was conducted by phone,

again because of the conditions due to COVID-19.

The participants were asked to describe themselves, including their place of
birth, general information about their childhood, their current educational level
or occupation and the reason(s) for it. Additionally, the participants were invited
to describe their family relationships, including the number of family members
they lived with, the familial approach to personal experiences, their emotions,
and thoughts. Besides the family relationships, their friendships were also asked
about, to estimate any possible social pressure or support they received regarding
expressing emotions. The somatic symptoms were also asked about, to assess the
manifestation and experience of those symptoms. The attitudes toward those
symptoms (including individual’s own, family members’ and friends’) were also
estimated. Whether the relationships with family members and friends were
affected and if affected, in which way they were, were also enquired of the

individuals, to get a general picture of the somatic symptom experience. Finally,
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thoughts of a possible future or past intervention to deal with those symptoms

were assessed.

Interviews lasted between 35 and 55 minutes (average 41.5 minutes)

2.2.4. Thematic Analysis

Thematic analysis with an inductive approach was performed. The researcher did
not base the thematic analysis on any predetermined theoretical framework.
Therefore, an inductive approach was used in order to have themes that were
strongly linked to the data themselves without any pre-determined theories

(Patton, 1990; Braun and Clarke, 2006).

The Braun and Clarke (2006; 2014) six steps guidelines for thematic analysis
were followed. As suggested, in the first step, the researcher repeatedly read the
data in an active way in which meanings and patterns were searched for. The aim
of this step was to be familiar with all aspects of the data. The researcher
transcribed the data into written form and took notes on the repeated patterns that
were helpful during the forming of the codes. In the second step, initial codes (i.e
meaning units) were generated. Codes identify a feature of the data that appears
interesting to the researchers, and refer to “the most basic information that can be
assessed in a meaningful way regarding the phenomenon” (Braun & Clarke,
2006). The process of coding is a part of analysis in which the researcher
organizes the data into meaningful groups, so that each potential theme is
covered as well as possible. A list of codes was identified. In the third step, the
different codes were combined and sorted to form themes. A theme is a concept
that captures and summarizes the core aspect of a meaningful pattern in the data
(Braun and Clarke, 2006; 2014). The researcher aimed to compile themes that
would represent the overall data without skipping any meaningful aspect of the
data. Sub-themes also emerged. In the fourth stage, the themes were reviewed.
The researcher discussed the potential themes with the supervisor. Some

candidate themes were not really themes, while other themes collapsed into each
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other. The final themes and sub-themes were determined (see Results for Short
Interviews). In the fifth step, the final themes and any sub-themes were defined
and named. The researcher aimed to have themes and sub-themes that describe
the overall meanings in the data without any missed meaning. In the sixth and

last step, the researcher produced the report (see Results for Short Interviews)
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CHAPTER 3

RESULTS

3.1. Results of the Quantitative Study

3.1.1. Preliminary Analysis

Data from 405 participants was collected from the quantitative study. There were
73 pieces of data which duplicated other data in the scales which were excluded
from the data sheet. Mahalanobis distance (X° = 32.9095, p < .001,) was
calculated to identify the multivariate outliers. The results of this analysis
indicated that there were six multivariate outliers for the predictor variables of
phobic anxiety and psychoticism, and the outliers were excluded from the data
analysis. Therefore, the data analysis for the quantitative study was performed

with the scores of 326 participants.

As a part of the preliminary analysis, descriptive statistics (mean, standard
deviation, variance, skewness, standard error of skewness, kurtosis, standard
error of kurtosis, min-max, and range) for predictor variables were calculated,
and are shown in Table 3. Phobic anxiety was not normally distributed with a
skewness of 1.658 (SE = .174) and kurtosis of 3.083 (SE = .346). Similarly,
psychoticism was not normally distributed with a skewness of 1.524 (SE = .170)
and kurtosis of 2.270 (SE = .338).

After excluding the six outliers determined by Mahalanobis distance values,
skewness and kurtosis were calculated again for phobic anxiety and psychoticsm.
The results showed that phobic anxiety was normally distributed with a skewness

of 1.658 (SE = .174) and kurtosis of 2.309 (SE = .346). Similarly, psychoticism
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was normally distributed with a skewness of 1.410 (SE = .174) and kurtosis of
1.830 (SE = .346).

Table 2. Descriptive Statistics

Variables Mean Standard deviation Variance Skewness Kurtosis
Age 42.72 12.298 165.60 -.163 -1.188
f}‘:;‘r’gs‘;’j;?eos‘; 230 416 173 356 -074
Individualism 3.55 .682 466 -.265 233
Collectivism 3.18 .67 447 197 -.103
Depression .76 .689 475 1.049 .564
Anxiety .76 .689 475 1.049 .148
Phobic anxiety 43 .569 324 1.658 2.309
Hostility .68 618 .383 1.102 .700
Paranoid ideation 9714 744 554 727 -115
Psychoticism 4714 .520 271 1.410 1.830
cOol:tslfaslflisVifleness 94 647 418 575 -.208
Interpersonal sensitivity 72 137 544 1.208 822
N =326

SE of skewness = .174
SE of kurtosis = .346

One way between-subjects ANOVA tests were run for variables SES and gender,
to estimate their effect on somatic symptoms. Only the variables that had a
significant effect on somatic symptoms were added into the hierarchical multiple
regression. A one way between-subjects ANOVA was run to estimate the effect
of SES on somatic symptoms in low, middle and high SES conditions. There was
a significant effect of SES on somatic symptoms; F (2,323) = 17.526, p < .05.
Post hoc comparisons using the Tukey HSD test indicated that the mean score
for the high SES (M = .4824, SD = .55) was significantly different than the mean
score for low SES (M = .9621, SD = .64) but not different than the middle SES
(M = .6402, SD = .59) The mean score for the low SES was significantly
different than both the mean scores for the middle and high SES. The mean

differences can be seen in Table 3.
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Table 3. Tukey's HSD Comparison

Mean
Difference Std. Error  95% Confidence Interval
Lower Bound Upper Bound
Low SES Middle SES .32190* .08461 1227 5211
High SES .47969%* .08133 2882 6712
Middle SES High SES -.15779 .07671 -.3384 .0228

* The mean difference is significant at the 0.05 level.

Similarly, a one way between-subjects ANOVA was run to estimate the effect of
gender on somatic symptoms. There was not a significant effect of gender on
somatic symptoms; F'(1,324) =3.401, p > .05. Thus, gender was not added to the

hierarchical multiple regression analysis, whilst SES was added.

3.1.2. Hierarchical Multiple Regression

3.1.2.1. Assumption Checks

The assumptions for the hierarchical multiple regression are the normality of
residuals, homoscedasticity and multicollinearity. In order to check the normality
of residuals, the histogram and normal P-P plot of regression standardized
residuals were verified. As demonstrated in Figure 1.1 and Figure 1.2, the

distribution was normal, and no violation was observed.

Histogram
Dependent Variable: SOMATIZASYON

Mean = 2.18E-15
60 T Std. Dev. = 0.983
N=326

40

Frequency

30

20

-4 -z 0 2 4

Regression Standardized Residual

Figure 2 . Histogram Showing The Distribution Of Standardized Residuals
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Normal P-P Plot of Regression Standardized Residual
Dependent Variable: SOMATIZASYON
10

06

04

Expected Cum Prob

Observed Cum Prob

Figure 3. Normal P-P Plot Showing Normality Of Residuals

The homoscedasticity assumption was tested by examining the scatter plots of
regression standardized predicted values. In order to avoid model violation, the
pattern or shape of the scatter plot should not be systematic, and individuals
should not be clustered (Tabachnick & Fidell, 2012). According to Figure 1.3,

there was no violation of homoscedasticity assumption.

Scatterplot
Dependent Variable: SOMATIZASYON
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Figure 4. Distribution Of The Homoscedasticity Of Residuals

For the multicollinearity check, bivariate correlations, the value of tolerance, the
variance inflation factor (VIF), and the condition index should be estimated
(Ringle, Wende, and Becker, 2015). So as not to violate the multicollinearity,
there should not be high correlations between predictor variables (i.e » < 0.7),
and while the value of tolerance should be greater than 0.1, the VIF should be
smaller than 10, and the condition index value should be smaller than 30 (Hair,
Anderson, Tatham, & Black, 1995; Tabachnick & Fidell, 2012; Ringle, et al.

2015).
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Bivariate correlations between predictor variables and criterion variable are

shown in Table 5. The highest correlation was » = .65, which did not cause

multicollinearity.

The value of tolerance, VIF, and the condition index values are shown in Table

6. The highest value of tolerance was .989, the highest VIF was 2.047 and the

highest condition index value was 29.511, none of these values violating the

assumption of multicollinearity.

Table 4. The Multicollinearity Statistics

Model
1

Age
SES

Emotional non-
expressiveness

Age
SES

Emotional non-
expressiveness

Individualism

Collectivism

Age
SES

Emotional non-
expressiveness

Individualism
Collectivism
Depression
Anxiety

Phobic anxiety
Obsessive
compulsiveness
Hostility

Interpersonal sensitivity
Paranoid ideation
Psychoticism

.989
951

961

.962
.672

954
.621
.872

.841
.645

929
581
.836
229
271
.608

406
521

310
.605

488

Value of tolerance

VIF

1.011
1.051

1.041

1.040
1.487

1.048
1.611
1.147

1.189
1.550

1.076
1.721
1.196
4.370
3.690
1.646

2.463
1.953

3.225
1.652

2.047

Condition index

6.302
7.667

12.756

7.171
8.697

9.999
13.894
19.386

2.946
4.931

5.535
6.327
7.475
10.680
12.361
14.806

9.393

9.711
19.593

29.511
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3.1.2.2. Model Results

A multiple hierarchical regression analysis was conducted, in order to estimate
the predictors that are related to somatic symptoms. The regression analysis was
performed in three steps. The predictor variables were age, SES, emotional non-
expressiveness, individualism, collectivism, depression, anxiety, phobic anxiety,
obsessive-compulsiveness, hostility, interpersonal sensitivity, psychoticism, and

paranoid ideation, whilst the criterion variable was somatic symptoms.

In the first step of the multiple hierarchical regression, age, SES and emotional
non-expressiveness were added into the model. Age, SES and emotional non-
expressiveness contributed significantly to the regression model, F(3,322) =
11.268, p < .001. The model accounted for 9.5% of the variance in somatic
symptoms. As shown in Table 6, only the variable SES was a significant

predictor (5 =-.31, p <.001).

In the second step, individualism and collectivism were added into the model and
the regression model accounted for 11.3% of the variance in somatic symptoms.
The model significantly contributed 1.8% additional variance in somatic
symptoms, AR* = 0.18, F (2,320) = 3.253, p < .05. The variable individualism (5
=-.15, p <.001) was the significant predictor.

In the last step, introducing depression, anxiety, phobic anxiety, obsessive-
compulsiveness, hostility, interpersonal sensitivity, psychoticism and paranoid
ideation significantly contributed 39.9% additional variance in somatic
symptoms, AR* = 0.39, F (8, 312) = 31.899, p < .001. The model accounted for
51.2% variance in somatic symptoms. The variables age (B = .123, P < .05),
collectivism (f = .128 p < .05), obsessive compulsiveness (f = .27, p < .001),
anxiety (f = .26, p < .05), and phobic anxiety (f = .13, p <.05) were significant

predictors.

54



Table 6. Hierarchical Regression Models and The Predictor Variables

Variable p P R’ AR?
Model 1 .095 .095
Age -.030 572
SES -.305 .000
Emotional non-
expressiveness .009 .862
Model 2 113 018
Age -.051 346
SES -.226 .000
Emotional non-
expressiveness .018 724
Individualism  -.150 .025
Collectivism  .109 .055
Model 3 S12 .399
Age 123 .005
SES -.132 .008
Emotional non-
expressiveness .025 .540
Individualism -.171 .001
Collectivism  .128 .003
Depression  .156 .060
Anxiety 263 .001
Phobic anxiety .132 .010
Obsessive
compulsiveness .270 .000
Hostility .020 17
Interpersonal
sensitivity .008 915
Paranoid
ideation -.048 .348
Psychoticism  -.056 322

Dependent variable: Somatic symptoms



3.2. Results from the Short Interviews

Three themes were obtained from the interviews: Somatic Symptoms
Participants Suffered From, Participants’ and Significant Others’ Perceived
Reasons for the Symptoms, and Coping with Somatic Symptoms.

3.2.1. Theme 1: Somatic Symptoms Participants Suffered From

Participants described the somatic symptoms that they experienced. Nine
participants mentioned that they were experiencing symptoms related to the
stomach. One of those nine participants also mentioned headache and
palpitation as extra symptoms, besides the stomach symptoms. One participant

mentioned fainting as their experience of somatic symptoms.

3.2.1.1. Symptoms Related to the Stomach; Heartburn and Nausea

All of the nine participants mentioned that they were experiencing heartburn
(mide yanmasi) and nausea as somatic symptoms. Six of those participants were

females while three of those participants were males.

Participants described heartburn as “increased acid and heat in the stomach

which is very discomforting”. For instance, a female participant explained:

I feel that there is a fire in my stomach as if my stomach is burning... It is very
discomforting and painful. When the heartburn begins, I feel very intense and
high heat in my belly... I do not really know how to describe it... But I feel that
there is increased acid in my stomach which would result in consuming itself. ..

Participants mentioned that they experience nausea right after the heartburn.
Participants described nausea as “a very discomforting sensation as if it would

result in vomiting”. For example, a male participant explained:

Once the acid is increased in my stomach, a strong sensation of nausea emerged.
I am getting really anxious about vomiting. The sensation is very intense and
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hard to manage. I really do not know what to do at those times and I am really
afraid of vomiting, especially when [ am in public...

All of the nine participants mentioned that they have experienced those
symptoms “ever since they could remember” (kendimi bildim bileli). Participants
explained that they have been experiencing heartburn and nausea when they have
faced a stressful situation (see Perceived reasons for the symptoms)
continuously. Each time they confront a stressful situation, heartburn and nausea

emerge.

3.2.1.2. Headache and Palpitation

One female participant mentioned that she experiences headache and palpitation
besides the stomach-related symptoms. She described headache as “a very
intense pain in the head as if someone is applying pressure to the head from the
sides” and palpitation as “a feeling that the heart is beating too quickly”. She
mentioned that once the heartburn emerged, nausea started, which was following

by palpitations. A headache started right after those symptoms.

It is terrible... Once I feel that the acid increases in my stomach, I feel a strong
urge to vomit. I have never experienced vomiting because of the heartburn but
still it is very discomforting to feel. When I am afraid of vomiting, my heart rate
increases. I feel as if [ have a bird in my chest which is trying to escape from the
cage and flutters too quickly. When those symptoms begin to vanish, I feel very
intense pain in my head... I feel as if someone is applying pressure to my head
from the sides...

None of the remaining participants mentioned headache and palpitations as

somatic symptoms.

3.2.1.3. Fainting

These nine participants mentioned that they experience heartburn and nausea as
somatic symptoms, while only one participant did not. One female participant

mentioned that she experienced fainting as a somatic symptom. She described
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fainting as “blacking out without any physical reason”. She explained the

experience as follows:

I am passing out two or three times every year. I know there is not any physical
reason for it. I just black out and faint... Sometimes, I faint in public which is
very embarrassing for me. People around me have told me that the black-outs
last for twenty minutes. I wake up after twenty minutes and I cannot easily
remember what has happened. I only remember the last thing I said, or did just
before the black-out but do not remember or understand how I fainted. I have
trouble adapting to daily life after each black-out... The following two or three
days are the hardest ones because I cannot really focus on anything. Sometimes
I feel that there is a curtain between me and the world on those days... But,
fortunately, this situation lasts a maximum of three days and then I feel normal
again.

The participant mentioned that she had blacked out for the first time two years
before, and fainted six times in total. She did not mention any other somatic

symptoms such as headache, palpitation, or symptoms related to the stomach.

3.2.2. Theme 2: Participants’ and Significant Others’ Perceived Reasons for

the Symptoms

Despite the different somatic symptoms, all the participants mentioned that they
perceived stress and thinking too much as the reasons for the symptoms.
Participants explain stress as “any situation in which pressure is felt” and
thinking too much about the stress as “cannot let it go and constantly thinking

about it”.

3.2.2.1. Negative Effect of Stres on Somatic Symptoms

Participants explained that they experienced somatic symptoms which emerged
when they were stressed. The stressful situation can be anything (eg. family
crisis, conflict with colleagues, arguing with a romantic partner, the pandemic)
that makes them feel under pressure. The key concept was mentioned as “feeling
under pressure”, thus the reason for why they felt under pressure is not
important.
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For instance, a male participant who suffers from heartburn and nausea explained

that there is “somehow a link between stress and those symptoms .

I do really think that there is somehow a link between stress and those
symptoms. Ever since I remember, I have suffered from heartburn and nausea
when [ feel stressed. I feel that I am under pressure and this pressure somehow
results in those bodily sensations. I suffer from heartburn and nausea rarely if |
am relaxed and feel good... When I feel stressed, I cannot let it go, I constantly
and repeatedly think of it. I also believe that I suffer from those symptoms
because I cannot stop thinking of it.

This reasoning is not only true for somatic symptoms related to the stomach, but
also valid for participants with headaches, palpitations and fainting. One
participant with headache and palpitation explained that there is a loop between

the symptoms and the stress:

I realize that there is a loop. Once I am stressed, I experience heartburn, nausea,
and then palpitation and headache... Interestingly, when [ realize those
symptoms, my stress level increases more and more! And then guess what? I
suffer from those bodily sensations more than ever!

This cyclic relationship between stress and somatic symptoms was also
mentioned by the participant who experienced black-outs. She explained that

stress is both the reason and result of the black-outs:

I had my first black-out two years ago when [ was preparing for nursing school.
It was a very stressful period and I constantly felt under pressure. I think that I
fainted because of too much stress. I was constantly thinking of my exams and
any possible scenario in which I would fail. When I woke up after the first
black-out, I did not realize what had happened. I was with my friends, and they
told me that I had fainted for twenty minutes. I felt terrible and shocked. They
took me to hospital but there was not any physical reason... When I learned that
there was not any physical reason for the black-out, I felt more stressed. I do
remember that I was very stressed for two weeks. And now, whenever I
blackout, I realize that I am very stressed and constantly thinking of the same
stressful issue, whatever it is... It is like a joke, but I get more stressed after each
black-out and constantly think of any possible future black-out experience
which in turn results in more stress!

None of the participants specified what was mentioned as “stress”. During the

short interviews, even if the researcher invited them to expand on the situations
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that were stressful to them, the participants answered in a more general manner
(see Discussion). Stress was mentioned as caused by family issues, problems
with colleagues/at work, arguments with a romantic partner, and the pandemic.

However, detailed explanations were not gone into.

3.2.2.2. Rumination as a both reason and outcome of Somatic Symptoms

Participants also explained that once they suffer from somatic symptoms, they
think too much about those symptoms, which means they cannot let the thoughts
go and constantly think of the symptoms. Each time the symptoms emerged, the
participants declared that they were constantly and repeatedly thinking of the
symptoms that could be also called as rumination. Rumination has been
conceptualized as a deep and constant thinking on something that is a

preservative cofnitive content (Nolen-Hoeksema, 2011).

Despite the different somatic symptoms, all 10 participants mentioned that the
contents of those thoughts were about complaining of the symptoms. A male
participant with heartburn and nausea symptoms explained that once the
symptoms emerged, he constantly thought of how discomforting the symptoms

WEre:

I think that stressful situations were the reasons for the heartburn and nausea.
Additionally, I realize that, once I feel stressed and begin to experience those
symptoms, thoughts of those symptoms emerge automatically. I find myself in
a situation in which I am constantly having complaining thoughts about the
symptoms. [ repeatedly think “Ah! Again and again! That’s enough, I am really
tried of this! Why does it happen to me always? Why do other people lack those
symptoms? Why me?”... And then guess what, once I am having those
complaining thoughts, the symptoms get stronger!

Similarly, the female participant with the fainting symptom explained that once
she was stressed and found herself in a loop, she began to complain about

fainting and its adverse effects:
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Once I found myself in a loop where stress was the reason for fainting and then
I got more stressed because of the experience of fainting, I was having
complaining thoughts. I realized I was in another loop where I was thinking of
fainting and its adverse effects, which made me more stressed. As [ mentioned
before, two or three days after fainting, I feel that I have a curtain between me
and the world. It is like I am living in my own mind where only complaining
and discomforting thoughts about fainting are dominant. I am constantly and
repeatedly thinking of the fainting experience every second. And even if [ know
that once I am having those constant thoughts, I am getting more stressed,
which is another trigger of fainting, I cannot help thinking about it.

It can be understood that, participants mentioned that stress and rumination
(thinking too much about the sypmtoms) were the reasons for their somatic
symptoms. There was a consensus on the perceived reasons for somatic
symptoms in the participants. However, there was no consensus between
participants’ and their family members’ perceived reasons for the somatic
symptoms. All the participants mentioned that their family members thought that

“being vulnerable” was the reason for the somatic symptoms.

3.2.2.3. “Being vulnerable” as Family Members’ Perceived Reason of

Somatic Sympoms

Despite the different somatic symptoms, all the participants explained that their
family members conceptualized the somatic symptoms as a result of being
vulnerable. Participants described “being vulnerable” as “being so sensitive and
being easily affected”. They explained that their family members mentioned that
they were over-sensitive, they were easily affected by everything and could not
get rid of it. For example, a male participant with heartburn and nausea declared
that his mother conceptualized those symptoms as a result of his son’s “sensitive

personality”:

My mother and I are on different pages in terms of conceptualization of my
somatic symptoms. I think that I am under pressure in my daily life. I constantly
think of the things that I should do. That makes me very stressed and whenever I
feel stressed, heartburn and nausea start. But my mother thinks that I am a
sensitive person and that is why I cannot get rid of things that I think of easily.
She repeatedly says that “You are very sensitive, that is your personality. That is
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why you think of every little thing, get stressed and experience those symptoms.
Try to be relaxed.”

A similar conceptualization was mentioned by a female participant who had
black-outs. She also explained that her parents thought that she faints and blacks

out because she is vulnerable, which means that she is “too emotional ”:

My mother and father get very upset when I have black-outs. They try to help
me and always say “You are such an emotional woman... Please do not be like
that, be strong. You are very vulnerable and that is why you experience black-
outs. Try to be more logical and to focus on the positive aspects of life. This
vulnerable and emotional personality will make you sad in future”. ... I know
that they want the best for me but I do not agree with them. I do not think that I
am vulnerable and too emotional. I think that feeling under pressure and
thinking too much about the same stressful situation cause me to faint.

As well as being understood, despite the different experienced somatic
symptoms, participants and their family members were not on the same page
regarding the perceived reasons for the symptoms. Participants conceptualized
the reasons as being stress, feeling under pressure, and thinking too much, whilst

their family members conceptualized the main reason as being vulnerable.

3.2.3. Theme 3: Coping Strategies with Symptoms

The participants described their coping strategies for the somatic symptoms. All
of the participants mentioned that they engaged in these four coping strategies:
(1) expecting emotional intimacy from family members, (i1) empathic and
compassionate sharing with friends, (ii1) personal coping strategies, and (iv)

medical help-seeking.

3.2.3.1. Expecting Emotional Intimacy from Family Members

All the participants mentioned that one of their strategies for coping with somatic
symptoms was sharing the symptom experience with their family members.
Family members were the parents (mother and father) of the participants in all

cases.
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The participants explained that they shared the somatic symptoms that they
experience for the purpose of being understood rather than finding a solution.
They mentioned that they just wanted to share the experience because it was “a
sign of emotional sharing and intimacy”. They did not expect to hear any advice
to handle the symptoms but just wanted to be listened to. However, they
explained that their parents were trying to give advice and suggestions to handle
the symptoms. Those suggestions were either medical advice or emotional
advice. Eight participants declared that their parents gave medical advice such as
taking a pill (eg. a painkiller or a gastroprotective pill) and consulting a doctor,
while two participants mentioned that their parents gave emotional advice such
as becoming calm and relaxed, and not thinking too much about the symptoms.
Despite the different types of advice, all the participants declared that it would be
better if their parents said that they understood what a tough experience those
symptoms were by feeling empathy for the participants and showing compassion
toward them. For example, a male participant with heartburn and nausea
mentioned that his mother gave medical advice to him whilst he was not looking
for such a suggestion for his symptoms, but just wanted to share his experience

to feel understood and emotionally supported:

I usually shared the symptoms that I experienced with my mother in the past... |
just wanted to share the sensations and feelings in response to those symptoms. I
did not look for any advice or a suggestion for my symptoms. She listened to me
carefully and then always gave me some advice to handle those symptoms. She
suggested I take a gastroprotective pill and then consult a doctor if the
symptoms lasted. The problem is I already knew that I could take a pill or
consult a doctor, it is an obvious solution. I know her intention is to make me
relaxed but it is not the thing that I was looking for. I just expected her to be
there for me, listen to me carefully and say something that showed she had
empathy for me.

Similarly, a female participant with fainting symptom declared that she shared
her symptom experience in order to get emotional support rather than to receive

a suggestion:

My parents could not advise me to consult a doctor for fainting, because I have
already consulted one and no physical reason was found. I just wanted to have

63



their emotional support... I wanted them to understand how tough the
experience is... And | also wished them to understand that it is out of my
control. I know that they know that fainting is not something that I can create or
control but still they give advice such as “Do not think too much about it. Once
you think and focus on it, you experience it more”... | know their intention is
supporting me and making me feel confident, but it is not working for me... |
would feel better if they listened to me, said that they understood how tough it is
and showed compassion to me.

As well as being understood, despite the different somatic symptoms, the
participants mentioned that their parents tended to give advice on how to handle
the symptoms. Those symptoms could be either medical or emotional advice
which, in any case, were not expected and did not work for the participants. The
participants explained that they wanted to feel that their parents understood how

tough it was to experience those symptoms by having empathy and compassion.

3.2.3.2. Empathic and Compassionate Sharing with Friends

All participants mentioned that they feel more comfortable while sharing their
symptom experience with their friends rather than their family members. The
participants declared that their friends also gave them medical advice to handle
the symptoms, but described friends as more empathic and compassionate to
them. Despite the different symptoms, all the participants explained that they felt
that their friends listened to them more empathically, which was conceptualized
as having more eye contact, careful listening, and verbal mirroring, and then

giving medical advice.

A female participant with heartburn, nausea, palpitation and headache explained
that she shared symptoms more comfortably with her friends because her family
members could be more demanding by advising her not to think too much about

the symptoms:

I know that the intention of my parents is wishing the best for me but the way
that they gave advice is really challenging. They wanted me not to think too
much about the symptoms, but it is not under my control. I know thinking too
much of the symptoms can make the experience worse, but saying “Do not think
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too much about the symptoms” does not help at all. It sounds demanding to me.
However, my friends do not address the experience like that. When I tell them
the symptoms, we have frequent eye contact and I feel that they are listening to
me carefully. I feel that because they say my sentences back to me in their own
words. Even if they give me medical advice too like my parents, they give it at
the end of the conversation which makes me feel better. I feel that I have a
space for my problems...

In a similar manner, a male participant with heartburn explained that his parents
may not welcome talk of these symptoms, whilst his friends show understanding
and sometimes have “sad face” expressions which are crucial signs of empathy

and compassion to him:

I do not want to be unfair to my parents, I know that they do the best that they
can... However sometimes I do feel that my symptom experience is unwelcome
in my family. I feel that because whenever I want to talk about my symptom
experience, | feel tension in the room. I do not know how to explain it...
Whenever [ want to share my symptoms with my parents, I see restless
expression in their faces. They give me medical advice such as taking a
gastroprotective pill or consulting a doctor, but they give that advice so abruptly
which makes me think that they want to end the conversation as soon as
possible. However, with my friends I can see an understanding expression on
their faces. Sometimes I even see a sad expression on their faces, which shows
me that they are sorry for me and feel compassion. They listen to me more
carefully and ask detailed questions about my symptom experience and possible
ways to make me comfortable. I really feel that they have empathy for me.

As well as being understood, the participants were more comfortable with
sharing symptoms with their friends, and thought that they have more capacity
for sharing. Having frequent eye contact, verbal mirroring, careful listening and
not giving abrupt medical advice made participants feel understood and
emotionally fostered. It can be concluded that the participants did not expect
medical or emotional advice in the first place but did expect to be shown

empathy and compassion.

3.2.3.3. Personal Coping Strategies

Participants explained their personal coping strategies for somatic symptoms. Six

participants (four females and two males, with heartburn and nausea symptoms)
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declared that they used self distraction, and distract themselves by focusing on
things that they like. Two participants (a female participant with heartburn,
nausea, palpitation and headache, and a male participant with heartburn)
explained that they engaged in inner speech to soothe themselves. A female
participant with fainting as a symptom mentioned that she prayed. A female

participant with heartburn declared that she meditated.

Those participants who engaged in self-distraction explained that whenever their
symptoms got intense, they focused on things that they like and tried to distance
themselves from their symptoms. The participants declared that they engage in
their hobbies. Hobbies were exemplified as watching a comedy series or film,
reading a book or playing a game. A female participant explained that once her
attention was paid to a different topic than the symptoms, she tended to feel the

symptoms less intensely:

Once stressed, I experience heartburn terribly. My stomach is burning all the
time and nothing easily soothes it, including gastroprotective pills. It is very
tough for me to experience because it captures my attention easily. I can easily
find that I am only thinking of heartburn and nothing else... In these situations,
I try to focus on something else which would make me laugh. Generally, 1
watch a comedy-series (Friends) so that my attention is paid to the TV. Once |
start to laugh, I feel the heartburn less intensely... Even if I know all the
episodes of the series, it is interesting that this strategy works all the time.
Similarly, a male participant explained that once his attention was drawn

to something else, he began to sense the symptoms less:

Heartburn is always followed with nausea, which is very uncomfortable for me.
At those times, I can barely focus on anything else and I get literally stuck in the
symptoms. Once I am aware of the fact that I am stuck in the symptoms, I pick
up a book and try to read it. At the beginning, I am really struggling but by
reading each sentence I realize that my attention is drawn to the book. It really
helps me because I cannot focus on two things at a time and once I am reading,
my attention is drawn there. So, I could not think of the symptoms even if I
wanted to...

It can be said that the participants who use such a self-distraction strategy
benefitted from paying attention to something else that captures their attention.
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Thus, attention cannot be drawn to two things intensely at a time, so that the

symptoms were kept in the background in their mind.

The participants who declared that they engaged in inner speech explained why
they were talking with themselves by trying to suggest to themselves that the
symptoms would vanish soon and everything would be okay. A female
participant with palpitation and headache explained that it was very tough to
experience those symptoms, and she needed to hear that those symptoms would

vanish soon so as to be calmer:

It is very hard to live with those symptoms. Especially with palpitations... It is a
terrible experience to feel an increased and irregular heart rate. At those times, I
do really need to know and hear that everything will be okay and that my heart
rate will decrease and will be regular. The easiest way to know that is
autosuggestion for me. | do talk with myself... [ engage in an inner speech and I
say to myself that “Everything will be okay soon. You are experiencing
something that you do not want and it is totally okay to feel uncomfortable right
now. Be patient. Everything will be okay soon and your heart rate will decrease
and will be regular. Just take a deep breath...” It always works. My heart rate
decreases within approximately 5 minutes.

It can be understood that this inner speech is formed of autosuggestion in which
the participant does not suggest taking a pill or consulting a doctor as her parents
did. It could be also noted out that, as the participants declared that they wanted
to feel empathy and compassion, this inner speech was a way of being empathic

and compassionate toward the self.

In a similar manner, a female participant with heartburn declared that she
meditated as a personal coping strategy, and she explained the reason why it

works as showing herself compassion:

When my stomach is burning, the first thing that I do to cope with it is
meditating. Meditation soothes me and somehow soothes the heartburn... |
think that showing self-compassion to myself is the key. Once I show
compassion to myself, I give space to myself to experience a thing which is
discomforting, that is heartburn in this case... It does not mean that I give
myself a space in order to be stuck with the symptom... Meditation helps me to
realize my attitude toward heartburn. I realize that once I do not welcome it, it
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gets powerful. But when I have a more compassionate way of welcoming it, it is
no longer an enemy for me... So that I can easily live with it and continue
whatever task I am doing. This is a very functional and helpful way of coping
for me.

While showing self compassion by inner speech and meditation were helpful for
some participants, a female participant who had an experience of fainting

explained that praying was very helpful for her:

After the black-outs, I am very stressed. I cannot focus on anything for two or
three days. It is such a strong experience, as if my mind is completely empty. At
those times, I pray. I talk with God. I ask for help, strength, and patience. I pray
five or six times in a day. It really makes me relaxed because I do believe in
God; he will help me to cope with it.

It could be pointed out that participants engaged in personal coping strategies
either by distracting themselves, or by reminding themselves that their symptoms
are temporary, or by showing compassion to themselves, or by believing that
God will help them. Participants had their own personal resources and despite
their different forms, all these personal resources for coping were declared to be

helpful for them.

3.2.3.4. Medical Help Seeking History and Future Attitudes

All the participants declared that they had engaged in medical help-seeking
behaviors in the past. They mentioned that they consulted a medical doctor
because of their symptoms in the previous two years, but none of the participants

had consulted one in the last six months.

Nine participants who suffered from heartburn and nausea declared that they had
consulted a gastroenterologist and were prescribed gastroprotective pills. Three
participants of those nine declared that they were sent for an endoscopy and no
medical disease was found (such as ulcer, gastritis, reflux etc.). All the

participants with heartburn and nausea also declared that their gastroenterologists
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said “The problem seems to have a psychological basis” yet none of them

consulted a psychiatrist or psychologist.

One participant with the symptom of fainting mentioned that she consulted a
neurologist two years before and was sent for a brain scan (fMRI), yet no
medical condition was found. She declared that the neurologist referred her to a
psychiatrist. She was prescribed an antidepressant (Lustral) and took it for a
year. She had not been taking the antidepressant for the past year, and did not

have any psychotherapy session.

Seven participants (five females, two males) with symptoms of heartburn and
nausea, and one female participant with symptoms of fainting mentioned that
they were planning to consult a psychologist soon. For example, a female
participant with heartburn and nausea explained that she had difficulties in

coping with stress and wanted to have some support for it:

I think that stress is the reason for my heartburn and nausea. Last year, I
consulted a gastroenterologist and he sent me for an endoscopy but no medical
condition was found. He said that the reason for the heartburn and nausea might
be psychological. 1 agreed with him because once I feel stressed, those
symptoms appear. I am planning to consult a psychologist. I think that I really
need to know how to cope with stress effectively.

Similarly, a participant with the symptom of fainting explained that she needed

psychological support to cope with the fainting:

As 1 said before, I do think that stress is both the reason and the result of
fainting. Once I feel stressed, I faint and once I faint, | feel more stressed. In any
case, it is very tough to cope with it. I took antidepressants for a year and
stopped taking them last year. I do not want to take antidepressants again
because pills could not solve the problem permanently. I really need to know
how to cope with stress in a functional way.

As can be seen, all ten participants were told that their symptoms might be
psychological. However, three (two females, one male) of those participants did

not mention that they would consult a psychiatrist or psychologist. When they
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were asked whether they are thinking of consulting a psychiatrist or
psychologist, they mentioned that they might think of it in the future but until
then they would try to cope with the symptoms by themselves. For example, a
male participant with heartburn and nausea explained that he would continue
distracting himself and if this strategy would not work one day then he would

think of consulting a psychologist:

Until now, I have coped with heartburn and nausea by distracting myself. Once
I feel my stomach is getting upset, I pick up a book and try to concentrate on it.
It does work. I know that the gastroenterologist told me that the symptoms
might be psychological, and yes maybe he is right. But until now my strategy of
distracting myself works. So, I do not need any extra strategy right now. But, of
course, if this strategy does not work in the future, I will consult a psychologist,
for sure.

Thus, it could be concluded that all the participants consulted a medical doctor
and no medical condition was found as a reason for the symptoms. Even if all the
participants were told that their symptoms might have a psychological basis,
70% of the participants were willing to look for psychological support, whilst

30% of the participants were not for now.
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CHAPTER 4

DISCUSSION

4.1. Discussion of Quantitative Results

The purpose of the quantitative part of the current study was to reveal possible
predictors of somatic symptoms in the non-patient population. Compatible with
previous studies, the variables age, SES, emotional non-expressiveness,
depression, anxiety, phobic anxiety, obsessive-compulsiveness, hostility,
interpersonal sensitivity, paranoid ideation, psychoticism, individualism and
collectivism were assessed as predictors of somatic symptoms. Hierarchical

multiple regression analysis ran in three stages.

In the first stage, the variables age, SES and emotional non-expressiveness were
added. Model 1 accounted for 9.5% of variance in somatic symptoms. In the
second stage, the variables individualism and collectivism were introduced, and
Model 2 accounted for 11.3% of the variance in somatic symptoms. Considering
the R change, model 2 significantly contributed 1.8% additional variance in
somatic symptoms. In the last stage, psychological variables were introduced. In
other words, the variables depression, anxiety, phobic anxiety, obsessive
compulsiveness, hostility, interpersonal sensitivity, paranoid ideation, and
psychoticism were added into the model. Model 3 accounted for 51.2% of the
variance in somatic symptoms and contributed 39.9% additional variance. Age,
SES, individualism, collectivism, anxiety, phobic anxiety, and obsessive
compulsiveness were significant predictors which was consistent with previous
studies (Angel & Guarnaccia, 1989; Beutel et al., 2020; Bohman et al., 2012;
Casper et al., 1985; Chang et al., 2017; Cohen et al., 2013; Desai & Chaturvedi,
2017; Escobar et al., 1987; Ginsburg et al., 2006; Groen et al., 2020; Keyes and
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Ryft, 2003; Li et al., 2005; Mojaverian et al., 2012; Nummi et al., 2017; Reich et
al., 2015; Romero-Acosto et al., 2013; Zhou et al., 2011).

Age was one of the significant predictors of somatic symptoms in the current
study as hypothesized. It was found to be positively correlated with somatic
symptoms, which means that with increased age, somatic symptoms tended to
increase. The result was compatible with previous studies. Previous studies
showed that increased age has been associated with somatic symptoms, and this
association showed itself beginning from childhood (Beutel et al., 2020; Bohman
et al., 2012; Casper et al., 1985; Cohen et al., 2013; Ginsburg et al., 2006; Li et
al., 2005; Nummi et al., 2017; Romero-Acosto et al., 2013). For instance,
adolescents (X age = 16) tend to have more somatic symptoms than children (X
age = 8) in the non-patient population (Romero-Acosto et al., 2013). In other
words, whilst 52.1% of adolescents suffer from somatic symptoms, only 26.8%
of children report somatic symptoms. Additionally, longitudinal studies revealed
that somatic symptoms increase from adolescence to adulthood, as well (Beutel

et al., 2020; Nummi et al., 2017).

There has been an on-going debate on possible reasons for the relationship
between age and somatic symptoms (Casper et al., 1985; Li et al., 2005; Nummi
et al.,, 2017). Previous studies suggested that the increased somatic symptoms
with age could have resulted from a combination of different variables. For
instance, it was shown that middle-aged women tend to experience more somatic
symptoms if they are unemployed, overweight, less educated, not engaging in
exercise, or suffering from a cardiovascular disorder (Li et al., 2005). Similarly,
previous studies also revealed that somatic symptoms tend to increase when age
and the severity of psychological disorder increases (Casper et al., 1985; Li et al.,
2005). In other words, increased age may interact with other variables such as
psychological problems as it leads to increased somatic symptoms. The results of
the current study could also provide tentative support for this. It was revealed
that age was not one of the significant predictors in Model 1 and Model 2, where

psychological variables were not introduced, but became significant at the third
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step where psychological variables were also entered into the equation. Previous
studies revealed that individuals tend to experience somatic symptoms more
often with increased age, if they also suffer from depressive and anxiety
symptoms (Casper et al., 1985; Li et al., 2005; Nummi et al., 2017). This
interaction could signify that age has been one of the risk factors for somatic
symptom experience when other variables added into the account. In other
words, age itself may not be a risk factor for somatic symptoms but needs to
have other diverse factors in order to reveal its effect. The same phenomenon can
be true for the current study. In Model 3, age was one of the significant
predictors of somatic symptoms where psychological variables were added and
variables anxiety, phobic anxiety and obsessive-compulsiveness were significant.
It could be said that anxiety, phobic anxiety and obsessive-compulsive symptoms
play crucial role for the variable age to reveal its effect on somatic symptoms. To
put it simple, it can be also mentioned that individuals who are older and suffer
from anxiety, phobic anxiety or obsessive-compulsive symptoms can be said to
have higher risk of experiencing somatic symptoms rather than individuals with
older age without any anxiety, phobic anxiety and obsessive-compulsive
symptoms. Thus, clinicans could keep in mind that individuals with older age
and somatic symptoms could have anxiety, phobic anxiety and obsessive-
compulsive symptoms as an underlying reason (The detailed clinical implication
relevant to this discussion could be seen in Clinical Implications). In the current
study, other predictors of somatic symptoms were anxiety and phobic anxiety,
which may contribute to the association between increased age and increased
somatic symptoms in the current population, as previous studies suggested.

Further research may contribute more to this suggestion.

As noted out before, in the last step of multiple hierarchical regression,
psychological variables were added into the model. It was revealed that, in the
Model 3, psychological variables explained the majority of variance in somatic
symptoms. Previous studies showed that certain psychological disorders (eg.
generalized anxiety disorder, panic disorder, phobic anxiety, major depressive

disorder, and obsessive-compulsiveness) were tightly linked with increased
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somatic symptoms (Gureje el at., 1997; Malorqui-Bogue et al., 2016; Russo et
al., 1994). However, none of the previous studies run a comprehensive analysis
where other variables (eg. age, SES, emotional non-expressiveness, cultural
variables etc.) besides the psychological variables were added into the model
simultaneously. Thus, it can be said that previous studies showed that
psychological disorders predict somatic symptoms, but those studies remained
limited for revealing that psychological disorders explain the majority of
variance in somatic symptoms besides other predictors. In other words, the
current finding signified that, psychological variables (i.e anxiety, phobic anxiety
and specifically obsessive compulesiveness in the present study) were the
variables that contribute to the variance in somatic symptoms most. This result
could be interpreted as the phenomenon that somatic symptoms tend to have
stronger link with psychological variables rather than demographic and
psychocultural variables. In other words, this finding could be also said to show
that somatic symptoms have been fruits of psychological disorders which could

shed light onto the management of symptoms (see Clinical Implications).

Anxiety and phobic anxiety were other significant predictors of somatic
symptoms in the current study, as was hypothesized and supported by the
literature. Previous studies revealed that not only anxiety disorders but also
anxiety symptoms in the non-patient population contribute to somatic symptoms
(Malorqui-Bogue et al.,, 2016). In other words, not only individuals with a
diagnosis of anxiety disorder (i.e anxiety disorder, panic disorder, phobias etc.),
but also individuals without a diagnosis of anxiety disorder but who have anxiety
symptoms tend to experience more somatic symptoms (Katton, 1994; Malorqui-
Bogue et al. 2016). As mentioned before, the sample of the current study was not
the patient population, which means that none of the participants had a diagnosis
of anxiety disorders. Thus, it can be concluded that anxiety and phobic anxiety
were one of the significant predictors of somatic symptoms, even though the
sample consisted of non-patients. The finding was compatible with the literature.

However, for the non-patient population, the opposite was true for depression.
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Depression was not one of the predictors of somatic symptoms in the current
study. Previously, the association between depressive symptoms and somatic
symptoms was studied with individuals who have major depressive disorder
(MDD). Previous studies showed that major depressive disorder (MDD) was the
most somatizated psychological disorder not only in the adult population, but
also in children and the adolescent population (Gureje et al., 1997; Russo et al.,
1994; Simms et al., 2012). It was revealed that 69% of individuals with MDD
reported somatic symptoms and 50% of those declared experiencing at least two
somatic symptoms (Simms et al., 2012; Simon et al., 1999). However, there were
a limited number of studies that revealed insignificant association between
depressive symptoms without a diagnosis of MDD and somatic symptoms
(Cicone, Just, & Bandiva, 1996; Kalibotseva & Leong, 2018; Krause, Reed, &
McArdle, 2009). As mentioned before, one of the goals of the study was to
reveal the association between depressive symptoms and somatic symptoms in
the non-patient population. As hypothesized, depressive symptoms were not one
of the predictors of somatic symptoms. Thus, it can be concluded that depression
may be associated with somatic symptoms only in the patient population, but not
in the non-patient population. A possible reason could be the phenomenon that
individuals with MDD are already afraid of a possible stigmatization of being
mentally ill (Kuruvilla & Jacob, 2012; Raguram et al., 1996). Thus, having more
somatic symptoms related to MDD could be a safer way to eliminate a possible
stigmatization. On the other hand, individuals who have depressive symptoms
but not a diagnosis of MDD, may not need to convey their symptoms into
somatic symptoms because their risk of a possible stigmatization is lower.
Further research may shed light onto this phenomenon which may also
contribute to catching early signs of MDD through somatizated depressive

symptoms.

As hypothesized, obsessive compulsiveness was found to be one of the
predictors of somatic symptoms. As mentioned before, data were collected
online under the circumstances of the COVID-19 pandemic crisis and quarantine

between March and June, 2019. Several studies revealed that the COVID-19
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pandemic crisis has been impacting the psychological wellbeing of individuals
and it specifically increases the anxiety of contamination that could be one of the
main concerns in obsessive-compulsiveness (Sheu, McKay, & Storch, 2020). It
was also revealed that obsessive-compulsive symptoms in the non-patient
population have been increasing under pandemic conditions (Shue et al., 2020;
Shevlin et al., 2002). Moreover, other studies showed that moderate to high
levels of anxiety of contamination during the pandemic is also associated with
somatic symptoms (Colizzi et al., 2020; Liu, Liu, & Liu, 2020; Shevlin et al.,
2020). In a comprehensive study that was run in The United Kingdom with a
large representative adult sample (N = 2.025), it was revealed that moderate to
high levels of anxiety and obsessive-compulsiveness associated with COVID-19
were significantly associated with somatic symptoms, particularly
gastrointestinal and fatigue symptoms (Shevlin et al., 2020). In another study
that was conducted in China, it was shown that 34.85% of college students suffer
from somatic symptoms associated with anxiety of contamination during the
COVID-19 pandemic (Liu et al., 2020). Thus, it can be concluded that studies
that were run under the COVID-19 pandemic conditions showed that the anxiety
of contamination and obsessive-compulsiveness linked to it (e.g. washing hands
and using hand sanitizers repeatedly) increased significantly, which has been
associated with somatic symptoms. In this regard, it was not surprising to reveal
obsessive-compulsiveness as the strongest predictor of somatic symptoms in the
current study that was run under COVID-19 pandemic conditions. Since the
strongest predictor of somatic symptoms was obsessive-compulsiveness in the
current study, the COVID-19 pandemic would be the main underlying factor that
leads to the association with somatic symptoms. Further statistical analysis may

be needed to investigate the suggestion.

Additionally, previous studies on somatic symptoms were inconsistent in terms
of gender differences (Barsky et al., 1990; Fearon et al., 1996; Fowler-Kelly &
Lander, 1991; Hernandez & Kelner, 1992). On the one hand, some studies
revealed that females tend to experience more somatic symptoms than males

beginning at age 13. On the other hand, other studies showed that there was no
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significant difference in terms of somatic symptoms between males and females
after age 18 (Barsky et al., 1990; Fearon et al., 1996; Fowler-Kelly & Lander,
1991; Hernandez & Kelner, 1992). Gender did not have significant effect on
somatic symptoms and thus not introduced in any stages of multiple hierarchical
regression. As mentioned before, the reason may be linked with the current
pandemic, where many more individuals have somatic symptoms due to their
discomfort, regardless of gender differences. However, the same logic may not

be true for SES and cultural variables (i.e individualism and collectivism).

SES was negatively correlated with somatic symptoms in the present study. In
other words, individuals with lower SES tended to experience more somatic
symptoms. Even if COVID-19 discomfort was true for individuals with all levels
of SES, it was shown that individuals with lower SES had more somatic
symptoms. Previous studies showed that regardless of differences in other life
conditions (such as culture, age, pandemics), SES has always been negatively
associated with somatic symptoms (Angel & Guarnaccia, 1989; Escobar et al.,
1987; Obimakind et al., 2015; San Sebastian et al., 2015). Individuals with lower
SES have more somatic symptom experience than individuals with middle and
high SES in any condition (Huure et al., 2005). For instance, a longitudinal study
in Finland showed that somatic symptoms experience increased whenever SES
decreased (Huure et al., 2005). Similarly, previous studies also revealed that,
lower SES predicted more somatic symptom experience in both individualistic
and collectivistic cultures (Gureje et al., 1997). In other words, lower SES has
always been a trigger for somatic symptoms, regardless of other advantageous
conditions (such as younger age and individualistic cultural background) (Huure
et al., 2005; San Sebastian et al., 2015). Previous studies showed that individuals
from lower SES tended to express their emotions and psychological distress
through bodily sensations (Chandler et al., 2019; Huure et al., 2005; Obimakinde
et al., 2015) because those individuals have limited access to psychiatric services
(San Sebastian, 2015). Thus, it was assumed that individuals from lower SES
tended to convey their psychological distress into bodily sensations which are

symptoms that can lead individuals to medical services, instead of psychiatric
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services. Additionally, previous studies revealed that individuals from lower SES
tended to have difficulties in understanding emotions and, thus, have lower
emotional awareness (Lane, Sechrest, & Riedel, 1998). Significant negative
correlation between lower emotional awareness and SES was revealed (Lane et
al., 1998). Thus, it can be concluded that individuals from lower SES have
difficulties in understanding emotions and having lower emotional awareness
which would lead to have somatic symptoms that are transformed psychological
distress. This argument could be also true for the short interviews where
individuals from lower SES refused to attend to interviews. In other words, those
individuals could refuse interviews where they needed to talk about their

emotions because they did not have emotional awareness.

In the current study, SES was a construct in which not only level of income and
educational level, but also total income of family members, total education year
of family members, profession and occupation of family members, and
ownership of real estate were also included. Thus, it can be concluded that the
current finding that lower SES has been associated with more somatic symptom
experience showed that not only educational level and income but also total
income of family members, total education year of family members, profession
and occupation of family members and ownership of real estate were also
associated with somatic symptom experience. Thus, it cannot be concluded that
only educational level and level of income were associated with somatic
symptoms which was suggested in previous studies where SES was only
assessed through educational level and level of income (Baitha, Ranjan, Sinha-
Deb, Bauddh, Singh, Kaloiya, Kumar & Sahu, 2020; Gureje et al., 1997). It
could be said to be one of the strengths of the present study because the
relationship between family members’ level of income, educational status,
profession and occupation, and somatic symptoms were also revealed which
provided a more comprehensive understanding of somatic symptoms. Addition
to that, 70% of participants in the present study were graduates from college.
Previous studies showed that formal education less than 5-years has been

associated with increased somatic symptoms despite of different cultures (Gureje
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et al., 1997). Similarly, less education found to increase the likelihood of higher
levels of somatic symptom severity (Beutel et al., 2020; Halpern-Manners,
Schnobel, Hernandez, Silberg & Eaves, 2016). The possible reason of this
phenomenon has been argued as the fact that education supposed to improve
individuals® skills and empower them with a more functional cooping
mechanism (Halpern-Manners et al., 2020). Thus, less education was theoritized
to result in dysfunctional coping mechanism with psychosocial distress which
could result in somatic symptoms in turn. In this manner, it can be suggested
that if more individuals with less education could participate in the study, the
link between less education and subjective somatic symptom experience could
be directly observed via short interviews. In other words, if individuals with less
education participate in short interviews, the link between educational status and
dysfunctional coping with psychosocial ditress and its role on somatic symptoms

would be revelaed.

For cultural variables, it was revealed that both individualism and collectivism
were predictors of somatic symptoms. Like SES, despite the pandemic
circumstances, the cultural background of individuals did play a crucial role in
the somatic symptom experience. The reason may be the phenomenon that
culture has been a construct that is carried over from generation to generation
and that encompasses the basis of everyday behaviors and practices, including
values, beliefs and knowledge (American Psychiatric Association, 2021). Thus,
cultural influences would not be predicted to change easily, even in a time of
global health crisis. In the same manner, as hypothesized, both individualism and
collectivism were found to be predictors of somatic symptoms. Individualism
was negatively correlated with somatic symptoms, while the opposite was true of
collectivism. In other words, individuals from an individualistic background
tended to experience fewer somatic symptoms, whilst individuals from a
collectivistic background tended to experience more somatic symptoms.
Previous studies in the literature were compatible with the current study’s
findings as well (Desai & Chaturvedi, 2017; Katon et al., 1984; Keyes & Ryff,

2003; Kleinman & Kleinman, 1985; Parsons & Wakeley, 1991). These findings
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were also consistent with previous studies. Researchers showed that individuals
with individualistic cultural backgrounds tended to verbalize their inner conflicts
and psychological distress more often because of not being afraid of
stigmatization. Thus, they do not need to transform their inner conflict into
somatic symptoms because verbalization of inner conflict and talking about
psychological health has been accepted in individualistic cultures (Chang et al.,
2017; Desai & Chaturvedi, 2017; Keyes and Ryff, 2003; Mojaverian et al., 2012;
Reich et al., 2015; Zhou et al., 2011). As a result, individuals with individualistic
backgrounds tend to experience fewer somatic symptoms. The reason for this
phenomenon was suggested as a fear of possible stigmatization in collectivistic
cultures (Desai & Chaturvedi, 2017; Kirmayer & Young, 1994; Kleinman, 1988;
Left, 1989; Karasz, 2005; Yesilbas, 2008). It has been suggested that individuals
in collectivistic cultures may not be able to explicitly and verbally express their
emotional distress because of a possible risk of labelling (Desai & Chaturvedi,
2017). Therefore, individuals with emotional distress convey the distress through
physical symptoms, which would be adaptive and more acceptable in
collectivistic cultures (Desai & Chaturvedi, 2017). Additionally, the current
study also aimed to investigate the subjective conceptualization of symptoms.
Thus, the perceived reasons, manifestation and experience of somatic symptoms
were assessed through short interviews. The reason for the differences in somatic
symptom experience among individualistic and collectivistic individuals is

discussed in detail in Discussion of Short Interviews, below.

In addition to the role of cultural differences in somatic symptoms, emotional
non-expressiveness was also considered as a crucial predictor of somatic
symptoms in literature (Fournier et al., 2018; Gul & Ahmad, 2014; Okur-Giiney
et al., 2019; Steffen et al., 2015; Urbanek et al., 2014; Waller & Scheidt, 2004).
Previous studies suggested that patients with somatoform disorders reported a
lower capacity of non-verbal emotional expressiveness (Waller & Scheidt,
2004). Similarly, patients with irritable bowel syndrome expressed fewer verbal
depressive and anxiety symptoms but tended to suffer more from somatic

symptoms (Fournier et al., 2018). Compatible with previous studies, the current
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study hypothesized that emotional non-expressiveness would be a predictor of
somatic symptoms. However, findings showed that the opposite was true.
Emotional non-expressiveness was not a predictor of somatic symptoms in the
current study at any stage of multiple hierarchical regression. The reason would
be the phenomenon that emotional expressiveness was conceptualized as an
ability to communicate one’s own emotions (Riggio, 1986; Riggio & Riggio,
2001; Riggio & Riggio, 2002). This ability would be verbal and non-verbal,
through gestures and mimics (Riggio & Riggio, 2002). Yet, in the current study,
it was observed that participants who had higher somatic symptoms (who were
invited to the short interviews) seemed to be unaware of their own emotions or
unable to differentiate their emotions from their bodily sensations. This
observation and interpretation was discussed in detail in Discussion of Short
Interviews section below. Thus, the reason may not be found in the phenomenon
that participants did not express their emotions and had emotional non-
expressiveness but may be explained by the fact that they were not aware of their
emotions at all. Further research may consist of a replication of the current study
with alexithymia and/or emotional awareness variables, rather than emotional
non-expressiveness variable. Previous studies revealed that is a strong
association between alexithymia and somatic symptoms (Nakao & Takeuchi,
2018; Taylor, Parker, Bagby, & Acklin, 1992), and emotional awareness and
somatic symptoms (Bagby, Taylor, & Parker, 1994; Mankus, Boden, &
Thompson, 2015).

4.2. Discussion of Short Interviews

At the very beginning of the study, participants were informed that they may be
invited to participate in a short interview according to the results of the
quantitative part. Participants who scored equal to or higher than 1.5 in the
Somatization Subscale in the BSI were invited to the short interviews. A total
of45 participants met the criteria for the short interviews, yet 33 did not reveal
their contact information at the very beginning, and thus they could not be

reached. Those 33 participants were from low SES and collectivistic
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backgrounds, which could be interpreted as them not giving their contact
information because of fear of a possible stigmatization, as previous studies
suggest (Kuruvilla & Jacob, 2012; Raguram et al., 1996). Additionally, those
participants may not have provided their contact information because of being
ashamed of the symptoms, which was also suggested by previous studies
(Baarnheilm & Ekblad, 2000). Another alternative could be the phenomenon that
they may not have given their contact information because they may not know
how to communicate their emotions, as previous studies suggest (Aiarzaguena et
al., 2013; Lanzara et al., 2019; Raguram et al., 1996). Moreover, two participants

refused to be interviewed without divulging any specific reason.

The remaining 10 participants were interviewed. Four of the participants had
middle range SES whilst six had high range SES. All of them were from
collectivistic backgrounds, as indicated by having higher collectivism scores
than individualism scores on IND-COL Scale (Oztiirk et al., 2019). Even though
the interviews lasted between 35 and 55 minutes (average 41.5 minutes), the
interviews were not in-depth. The participants gave superficial answers, and even
if the researcher asked them to go into more detail, none of the participants
managed to do that. Compatible with the literature, there could be two reasons

for this.

The first one could be associated with culture. As previous studies suggested,
individuals from collectivistic cultures tend to have a fear of possible
stigmatization and thus might hesitate to verbalize their distress (Aiarzaguena et
al., 2013; Lanzara et al., 2019; and Raguram et al., 1996). Previous studies
revealed that a tendency to verbally report the distress was influenced by the
degree of stigma associated with “being mentally ill” (Raguram et al., 1996). It
was also shown that individuals from collectivistic cultures could also feel shame
due to their symptoms, because their symptoms may not be accepted in their
culture (Aiarzaguena et al., 2013; Baarnheilm et al., 2000; Lanzara et al., 2019;
Raguram et al., 1996). Thus, participants may not feel comfortable to talk about
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their symptoms because of cultural issues and thus, the interviews were not in-

depth.

The second reason could be related to alexithymia and emotional awareness. As
noted before, emotional non-expressiveness was not found to be one of the
predictors of somatic symptoms in the current study. The reason was discussed
as the phenomenon that participants may not even recognize and may not be
aware of their emotions, thus may not distinguish between emotions and somatic
symptoms. As a result, the reason for giving superficial answers may not be
emotional non-expressiveness but may be the inability to recognize and be aware
of emotions at all. In this scope, previous studies found a strong correlation
between alexithymia, emotional awareness and somatic symptoms (Bagby et al.,
1994; Mankus et al., 2015; Nakao & Takeuchi, 2018; Taylor et al., 1992). It was
suggested that because an individual is not aware of his/her emotions, he/she
could not understand the link between emotions and somatic symptoms. This
suggestion could also be true for the current study. The result that emotional
non-expressiveness was not a predictor of somatic symptoms may support this

suggestion as well. Further research could shed light onto this argument.

The same suggestion could be also true for the conceptualization of the perceived
reason for somatic symptoms. All participants mentioned that stress and
rumination (i.e thinking too much) were both their own perceived reasons.
Despite the different somatic symptoms, all participants declared that stress and
thinking too much were the perceived reason for their somatic symptoms. When
the researcher asked them what they meant exactly by stress and thinking too
much, the answers were again superficial. The participants declared that there is
somehow a link between stress and their symptoms, but they did not go into
more detail about it. Similarly, when they were asked to specify stress, none of
the participants could describe it or give more detail. All participants mentioned
stress as any situation where they experience conflict. The situation could be
about family, friends, work, or pandemics. But no detailed description was made.

Those superficial answers and perceived reasons may also be interpreted as a
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result of a lack of emotional awareness. When they were not aware of their
emotions deeply, they would not talk more about it. Additionally, even one
participant who had fainting as a somatic symptom, perceived being too
emotional as a reason for her symptoms, and she could not specify what she
meant by being too emotional. Thus it could also be shown that even if
participants could think that they were being emotional, they were not aware of

what their emotions were.

Moreover, all participants expressed physical symptoms such as heartburn,
nausea (nine participants), and fainting (one participant) without using any
idioms of distress that contain emotions as well. None of the participants used
any expressions related to the heart, which was suggested as a projection of
psychological distress and a common somatic expression among Turkish people
(Baarnheilm & Ekblad, 2000). Previous studies showed that tightness in the
chest was the most common bodily expression of psychological distress
(Baarnheilm & Ekblad, 2000; Kiiey & Giileg, 1995). According to cultural
idioms of distress model, alternative modes of distress were expressed in order to
indicate distress in relation to personal and cultural meaning (Desai &
Chaturvedi, 2017). In other words, psychological distress is expressed in a safer
way that is acceptable in the relevant culture. However, in the current study none
of the participants declared tightness in the chest (yiirek kalkmas: or i¢ sikintisi)
or any other bodily expression that would refer to feelings. So, it can be
concluded that participants of the present were not aware of the fact that their
symptoms were because of psychological distress, and thus could not talk more

about the symptoms in terms of idioms of distress.

Being unaware of emotions and unable to distinguish emotions and bodily
sensations could also be the reason for the coping strategies that the participants
declared. All the participants declared that one of the coping strategies for
dealing with their symptoms was sharing with family members. However, there
was an inconsistency between their expectations from family members and their

family members’ attitudes. The participants mentioned that they were just
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expecting to be understood and to feel the intimacy of sharing; however, their
family members tried to solve the problem and give medical and emotional
advice. The participants declared that they knew that their family members
wanted to help for the participant’s own sake but their advice did not work for
them. As a reaction, the participants shared their symptoms more often with their
friends who listened in the first place and then gave medical advice. It was also
interesting that even if the participants explained that what they were looking for
was emotional support, they were not aware of it. This could also be interpreted
as the phenomenon that they were unable to recognize their emotions and so they
could not verbalize that they were actually looking for emotional support. Even
if they could not verbalize that they were looking for emotional support,
somehow two participants provided partial emotional support to themselves.
These two participants declared that they were engaging in inner speech in which
they were encouraging themselves and talking with themselves in a
compassionate way. Another participant who had a fainting somatic symptom
declared that she prayed as a coping strategy which was compatible with the
literature. Previous studies found that praying was one of the frequent coping
strategies in Turkish culture (Ahmadi, Erbil, Ahmadi & Cetrez, 2019; Canel-
Cinarbas, Ciftci & Bulgan, 2013). Six participants engaged in self distracting
coping strategies such as watching a comedy series, reading a book, or playing a
game. It can be concluded that only three participants were partially engaged in
an emotional coping mechanism, whilst the remaining six were not. This could
also be a sign of the phenomenon that participants were not aware of the link

between their emotional state and somatic symptoms.

A similar phenomenon was also true for medical help seeking behaviors. All the
participants declared that they had a medical examination for their somatic
symptoms. Nine participants mentioned that they visited a gastroenterologist for
heartburn and nausea, and one participant mentioned that she had visited a
neurologist and then a psychiatrist through the referral of the neurologist. As
previous studies suggested, collectivistic individuals tended not to seek a

psychologist or psychiatrist when they have somatic symptoms. The reasons
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suggested were fear of a possible stigma and shame (Baarnheilm & Eklblad,
2000; Kuruvilla & Jacobs, 2012; Raguram et al., 1996; Wileman et al., 2002).
Additionally, another reason was also suggested as them being unaware of the
emotional distress and thus they did not believe that the symptoms were because
of psychological distress (Wileman et al., 2002). In a qualitative study in which
general practitioners were interviewed about their professional experience with
patients with somatic symptoms, it was found that patients had a hard time
believing that their symptoms were psychological. As a result, those patients

were harder to manage and to cooperate with (Wileman et al., 2012).

The same could be true for the current study. All the participants declared that
they had visited a medical doctor and did not think of consulting a mental health
profession at the beginning, because they believed that the symptoms were
purely medical. However, seven participants mentioned that currently they were
thinking of consulting a mental health professional because their medical doctors
had advised them to do so. It can be understood that, as previous studies
suggested, the participants did not think of consulting a mental health
professional in the very first place but had later thought of it. However, all the
participants declared that medical doctors had advised them to visit a mental
health professional approximately two years before and they were still thinking
of consulting one. It was interesting that there was a two-year period in which
they considered the possibility that their symptoms could be psychological. This
could also be interpreted as an obvious difficulty in acceptance, as studies have

suggested (Wileman et al., 2012).

In summary, the short interviews showed that the participants were not aware of
the fact that their somatic symptoms were psychological. Even if they declared
that the reason for their symptoms were stress and thinking too much, they could
not talk more in-depth, because their perception of stress was any kind of
situation in which they had a problem, specifically during the COVID-19
pandemic. And similarly, thinking too much was mentioned as if it was not a

psychological process but rather a social process, as if they could not stop talking
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about it. These findings were compatible with the findings of multiple
hierarchical regression analysis, where obsessive-compulsiveness was the
strongest predictor of somatic symptoms and emotional non-expressiveness was

not a predictor.

4.3. Discussion of Overall Results

The current study revealed that age, SES, individualism, collectivism, anxiety
(including phobic anxiety), and obsessive-compulsiveness were significant
predictors of somatic symptoms. Obsessive-compulsiveness was the strongest
predictor of somatic symptoms. As noted out before, current findings may be
affected by COVID-19 pandemics because obsessive-compulsiveness was the
strongest predictor of somatic symptoms Previous studies showed that obsessive
compulsiveness increase the anxiety of contamination, which is associated with
increased somatic symptoms during the global health crisis (Colizzi et al., 2020;
Liu et al.,, 2020; Shevlin et al., 2020). This might explain why obsessive
compulsiveness was the strongest predictor of somatic symptoms in the current

study.

In the short interviews, even if participants did not explicitly mention obsessive-
compulsiveness, the statements that they mentioned were said to be related to
obsessive-compulsiveness. For instance, as the perceived reasons of somatic
symptoms, all participants mentioned thinking too much. Thinking too much
were explained as constantly having thoughts on symptoms and regularly
checking those symptoms whether symptoms appeared, disappeared, increased
or decreased. Thinking too much could be also conceptualized as rumination as
noted out before because rumination has been reffered as obsessive repetition of
thoughts and excessively and constantly thinking about the problems (Brown et
al., 1990). As understood, participants declared that they were constantly
thinking about the somatic symptoms and engage in a checking pattern for
somatic symptoms whether symptoms appeared, disappeared, increased or

decreased. The declared thinking pattern can be seen to have features of
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rumination which is one of the core symptoms of obsessive-compulsiveness
(American Psychiatric Assocation, 2013). Thus, it can be said findings of
multiple hierarchical regression and short interviews were compatible.
Obsessive-compulsiveness was the strongest predictor of somatic symptoms in

Model 3 and it was dominantly revealed in the short interviews.

Moreover, it can be also argued that participants may not cope with their
ruminating thoughts and thus can convey anxiety into bodily sensations where
they feel more comfortable in terms of help-seeking. Addition to that, all
participants mentioned that they preferred to share their symptom experience
with their friends because their family members can be easily sad about their
symptom experience, and thus tried to vanish the symptoms through giving
suggestions (eg. advice to take pills etc.). This phenomenon could be also
explained through anxiety. Participants may feel anxious when their family
members could not listen them as they wished. Thus, they could avoid of sharing
symptom experience with family members. In a similar manner, their family
members can be anxious about participants’ symptom experience and thus could
not listen them properly. Family members could give advice about how to
eliminate somatic symptoms because they may not feel comfortable and be

anxious about the symptoms.

As mentioned before, participants were not willing to talk about their symptom
experience in detail. This could be considered a result of inability to identify
emotions, instead of being unable to express emotions. This argument was also
consistent with the findings of the hierarchical multiple regression where
emotional non-expressiveness was not a predictor of somatic symptoms, contrary
to the hypothesis. As observed during the short interviews, participants talked
about their physical experiences but not about their psychological and emotional
experiences, which might be an indication of lack of emotional awareness.
Perhaps the participants were not able to distinguish their emotions from their

bodily sensations at all and thus were unaware of their emotions. This argument
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may be investigated in future studies by replicating current study by adding

emotional awareness or alexithymia as a variable.

4.4. Strengths, Limitations and Future Directions

The current study may shed light onto somatic symptomatology in a
comprehensive way. Because the study consisted of both quantitative and
qualitative aspects, somatic symptoms could be conceptualized in both manners.
In the somatic symptom literature, studies were mainly focused on only one
aspect of the symptomatology, either in a quantitative or in a qualitative manner.
The biggest contribution of the current study could be showing both aspects of

symptomatology by estimating predictors and subjective conceptualization.

Other additional strength of the present study in terms of methodology was using
IND-COL Scale that was adapted from Oyserman’s Scale for Turkish population
and thus consisted of culture specific constructs. In other words, it can be said
that cultural variables were assessed directly by a culture specific instrument.
Moreover, as noted out before, the IND-COL Scale was adapted very recently, in
2019 that could be another strength of the study. In other words, cultural

variables were assessed throught current cultural components.

The findings of the current study may be beneficial to understand somatic
symptomatology in non-patient population. Previous studies mainly focused on
somatic symptom experience of patients who have a diagnosis of psychological
disorder, but there are limited number of studies that run with non-patient
population. Studies with non-patient population could be advantageous for
establishing management strategies. If the manifestation and experience of
somatic symptomatology in non-patient population could be understood, medical
doctors may easily manage those individuals (for details see Clinical

Implications).
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The biggest limitation of the current study was lack of in-depth interviews. As
discussed above, the reason for that could be lack of emotional awareness and/or
alexithymia, but whether this has been true is unknown. In this regard,
alexithymia or emotional awareness could be included as a predictor variable in
future studies, so that whether participants were actually unable to recognize and
understand emotions and distinguish between emotions and bodily sensations or
whether they were just unwilling to express emotions could be estimated.
Besides, alexithymia and/or emotional awareness, because of quarantine, short
interviews were run through phone calls which could be another reason of

superficial answers.

As mentioned, and discussed above, the data were collected during the COVID-
19 pandemic. Thus, a global health crisis may have had an indirect role on the
study and thus its results. In other words, whether the obsessive-compulsiveness
variable is the actual strongest predictor of somatic symptoms in the non-patient
population could be controversial. The same result may not be found when the
global health crisis ends. Additionally, any scale related to anxiety about
pandemic was used which may lead to miss the actual role of pandemic on the
findings. Thus, as a future suggestion, the same study could be replicated when
the global health crisis ends. Through the replication study, it could be
understood whether obsessive compulsiveness is the actual strongest predictor of
somatic symptoms in the non-patient population. In the same regard, mediation
analysis may be run to understand the effect of COVID-19 pandemic on
obsessive compulsiveness variable and thus somatic symptoms. Thus, the
indirect effect of COVID-19 pandemic on somatic symptoms may be

understood.

Lastly, again because of COVID-19 pandemic, participants answered scales via
Google Forms. This could cause to have a low SES group which may not be
fully representative. Because participants needed to have internet connection to
answer scales, individuals who do not have internet connection (i.e. possible

participants from villages etc.) could not attend to the study. Additionally, one of
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the criteria for SES is number of years of education and individuals with fewer
years of education tend to have lower SES (Chandler et al., 2019; Gureje et al.,
1997; Huure et al., 2005; Swartz et al., 1989). Individuals with fewer years of
education may not know how to use computer and answer scales online. Thus,
participants with fewer years of education may not be able to attend to study
which may also narrow the representativeness of lower SES group in the study.
In the same manner, as noted out before in the Discussion section, previous
studies showed that individuals with less education tend to experience more
somatic symptoms and the underlying reason could be less developed intellectual
skills and thus dysfunctional coping attitudes with psychosocial distress.
Previous studies also showed that intellectual level has been associated with
somatic symptoms and individual with less intellectual capacity tend to
experience more somatic symptoms (Kingma, Tak, Huisman, & Rosmalen,
2009). Seventy percent of participants in the current study was college graduates.
Thus, the present study sample was limited in order to reveal less educated
individuals® somatic symptomatology and subjective symptom experience. Same
study could be replicated when pandemics terminates when individuals with less

education could be reached easily.

4.5. Clinical Implication

The current study could be advantageous for establishing management strategies.
If the manifestation and experience of somatic symptomatology in non-patient
population could be understood, medical doctors may easily manage those
individuals. Previous studies showed that individuals with somatic symptoms
were perceived as the hardest population to manage by medical doctors
(Wileman et al., 2002). Medical doctors declared that those individuals have
harder time to accept that their bodily symptoms are due to psychological
distress, but not because of a medical condition. Thus, those individuals do not
trust doctors that examine them, and as a result resist to guidance which is
referring to a mental health profession. However, if those individuals may know

the possibility that their bodily symptoms could be because of psychological
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distress, even if they do not have any diagnosis of psychological disorder, those
individuals may easily trust and cooperate with medical doctors. As a result,
those individuals may be easily referred to a mental health profession where
she/he could understand his/her inner psychological conflicts and distress before

any psychological disorder develops.

Additionally, present study showed that, as mentioned before, psychological
variables (i.e anxiety, phobic anxiety and obsessive-compulsiveness) explained
the majority of variance in somatic symptoms. In other words, it was showed that
the biggest reason of somatic symptoms was the psychological condition. Thus,
this finding could be directly used in medical settings by medical doctors and
mental health professionals. Medical doctors could keep in mind that any
somatic symptom could be related to anxiety, phobic anxiety and obsessive-
compulsiveness even if patients do not recognize them. Thus, medical doctors
could manage the somatic symptoms in a holistic manner by referring those
patients to a psychologist and/or psychiatrist. Similarly, mental health
professions could have benefits from these findings by assessing anxiety, phobic
anxiety and obsessive-compulsiveness in individuals who suffer from somatic
symptoms. Thus, the time that would spend to understand the underlying reason
of somatic symptoms could be decreased by knowing that anxiety, phobic
anxiety and/or obsessive-compulsiveness could be the main underlying. More
specifically, for the current times where COVID-19 is still an issue, mental
health professions could keep in mind that the most probable underlying reason
of somatic symptom would be obsessive-compulsiveness. By having a prori
knowledge regarding the underlying reason of somatic symptoms, mental health

professionals would decrease the time spend for formulation as well.

A similar argument regarding clinical implication for the finding that age has
been a risk factor for somatic symptoms if psychological variables taken into the
account could be said. In other words, mental health professions could be
suspicious for underlying psychological conditions (such as anxiety, phobic

anxiety and obsessive-compulsiveness) for the individuals who are older and
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have somatic symptoms. Mental health professions could assess individuals
(with somatic symptoms with older age) for anxiety, phobic anxiety and
specifically obsessive-compulsiveness even if no explicit anxiety and/or

obsessive-compulsive symptom were there.

Currently, the most beneficial psychotherapies for somatic symptoms are
cognitive behavioral therapy (CBT) and mindfulness-based therapies (Kroenke,
2007; Kroenke & Swindle, 2000; Sumathipala, 2007; Williams, Russell, &
Russell, 2008; Tyrer, Cooper, Salkovskis & Barrett, 2013). In a study, 28,991
patients were screened and 444 were randomly assigned to five-to-ten sessions
CBT (Tyrer et al., 2013). It was revealed that patients who assigned to CBT had
2,98 greater point in improvement in health anxiety. A similar finding was found
in 34 randomized trials with 3,922 patients with somatic symptoms and CBT was
found to be the most effective treatment following by antidepressants (Kroenke,
2007). Previous studies showed that CBT for somatic symptoms is effective
because patients learn how to be aware of the somatic symptoms, their links with
emotions and functional coping mechanisms (Kroeknke & Swindle, 2000). In the
same manner, current study showed that when individuals do not have emotional
awareness, they could not talk about their somatic symptoms as well. Thus,
current study may be also a crucial guide for clinicians to show that individuals
need to not only express their emotions, but, in the first place, be aware of
emotions and symptom experience, as CBT helps. Similarly, mindfulness-based
therapies were found to be effective for somatic symptoms (Lakhan & Schofield,
2013; Williams et al., 2008). Mindfulness-based therapies focus on increasing
insight and awareness (Williams et al., 2008). The insight and awareness for
thoughts, feelings, bodily sensations, and behaviors are aimed to be increased
(Lakhan & Schofield, 2003). Mindfulness-based therapies were revealed to
increase awareness of the distinction between emotions and bodily sensations. In
other words, mindfulness-based therapies help individuals to distinguish
emotions from bodily sensations and be aware of emotions. Thus, individuals
with somatic symptoms have increased awareness and insight for their emotions

which could help them to express emotions, as well. In the same manner, current
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study showed the importance of emotional awareness. It was showed that,
individuals with somatic symptoms may not express their emotions because they
may not be aware of their emotions at all. Thus, clinicians may benefit the
current findings to understand difference between emotional awareness and
emotional expressiveness for somatic symptoms. Current findings may help
clinicians to understand that individuals may have somatic symptoms because
they do not express their emotions, but they may be not aware of their emotions
at all. Thus, clinicians who work with individuals with somatic symptoms may
keep in mind that individuals may not be aware of the emotions, and thus,
individuals may need to learn emotions at the first place. Once individuals learn
to identify emotions and distinguish emotions from bodily sensations, they may

learn how to express emotions explicitly.

In the same manner, it may be also concluded that, current study may also
contribute to awareness of individuals by revealing ongoing psychological
distress that they were not aware of and assumed as a medical condition. Thus, it
could be said that, even if participants were argued to be unaware of their
emotions, feedback regarding the results may contribute to their awareness, in

turn.

Taking everything into consideration, the present study was aimed to understand
predictors of somatic symptoms and individuals’ subjective conceptualization of
those symptoms. Congruent with the aims of the study, findings showed that
psychological condition has been the strongest predictor of somatic symptoms.
In other words, present study showed that somatic symptoms were mainly the
fruits of psychological condition. To be specific, it was showed that anxiety,
phobic anxiety and speficially obsessive-compulsiveness predicted somatic
symptoms and those variables did also play crucial role to reveal the function of
age in somatic symptoms. It was also showed that culture did provide
interpretive framework for somatic symptomatology as well. Thus, having an
information about the individual’s cultural background could be also beneficial

to understand and manage the somatic symptoms. The findings could also open a
94



gate for the role of emotional awareness on somatic symptoms because the
present study showed that emotional non-expressiveness did not predict somatic
symptoms which was surprising but also a promising finding for future studies.
The results of the short interviews can be also helpful to understand individuals’
and their significant others’ (i.e. family members and friends) conceptualization
and attitudes toward somatic symptoms. This could be beneficial to understand
the needs of individuals with somatic symptom experience and to put more

compassionate into the somatic symptom management strategies.
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APPENDIX B. INFORMED CONSENT FOR SCALES / ARASTIRMAYA
GONULLU KATILIM FORMU

Sayin Katilimet;

Bu calisma Dog. Dr. Deniz Canel Cinarbas danismanhginda, ODTU Psikoloji
Boliimii Klinik Psikoloji Doktora 6grencisi Melisa A. Paker tarafindan bedensel
sikayetleri olan bireylerin sikayetlerinin olasi sebeplerini anlamak amaciyla
yuriitilmektedir. Bu amag¢ dogrultusunda, ¢alisma kapsaminda ti¢ adet anketi

cevaplaniz istenecektir.

Calismaya katilim tamamiyla goniilliiliik esasina dayanmaktadir ve katilim
sirasinda herhangi bir nedenden otiirii kendinizi rahatsiz hissederseniz,
cevaplama igini istediginiz anda birakmakta serbestsiniz. Katiliminiz igin

simdiden tesekkiir ederiz.

Calisma hakkinda daha fazla bilgi almak icin ODTU Psikoloji Béliimii 6grencisi
Melisa A. Paker (E-posta:melisaaskimpaker@gmail.com) ile iletisim

kurabilirsiniz.

Bu calismaya tamamen goniillii olarak katiliyorum ve istedigim zaman yarida
kesip cikabilecegimi biliyorum. Verdigim bilgilerin bilimsel amach yayimlarda
kullanilmasini  kabul ediyorum. (Formu doldurup imzaladiktan sonra
uygulayiciya geri veriniz).

Ad Soyad Tarih Imza
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APPENDIX C. INFORMED CONSENT FOR INTERVIEWS /
GORUSMEYE GONULLU KATILIM FORMU

Sayin Katilimct;

Bu calisma Dog. Dr. Deniz Canel Ciarbas danismanlhiginda, ODTU Psikoloji
Boliimii Klinik Psikoloji Doktora dgrencisi Melisa A. Paker tarafindan bedensel
sikayetleri olan bireylerin sikayetleri nasil anlamlandirdigini, nerelerden yardim

aldigin1 ve nasil bas ettigini arastirmak amaciyla ytiriitiilmektedir.

Bu amag¢ dogrultusunda, sizlerle yaklasik bir saat siirecek goriismeler
yapilacaktir. Gorlismeler sirasinda daha sonra cevaplarinizin igerik analizi ile
degerlendirilmek {izere ses kaydi alinacaktir. Bu calismadan elde edilecek
bilgiler gizlilik esasma uygun bir bi¢cimde, kisilerin kimlik bilgilerinin kesin

gizliligi esas alinarak, sunum ve bilimsel yayinlarda kullanilabilecektir.

Calismaya katilim tamamiyla goniilliiliik esasina dayanmaktadir ve katilim
sirasinda herhangi bir nedenden &tiirti kendinizi rahatsiz hissederseniz,
cevaplama isini istediginiz anda birakmakta serbestsiniz. Katiliminiz igin

simdiden tesekkiir ederiz.

Calisma hakkinda daha fazla bilgi almak icin ODTU Psikoloji Béliimii 6grencisi
Melisa A. Paker (E-posta:melisaaskimpaker@gmail.com) ile iletigim

kurabilirsiniz.

Bu ¢alismaya tamamen goniillii olarak katiltyyorum ve istedigim zaman yarida
kesip cikabilecegimi biliyorum. Verdigim bilgilerin bilimsel amach yayimlarda
kullanilmasint  kabul ediyorum. (Formu doldurup imzaladiktan sonra
uygulayiciya geri veriniz).

Ad Soyad Tarih Imza




APPENDIX D. DEMOGRAFIK INFORMATION SHEET /
DEMOGRAFIK BiLGi FORMU

Yasimz:

Dogumda atanan (biyolojik) cinsiyet: Kadin [1 Erkek [J

Medeni haliniz:

Bekar [ iliskide 0 Nisanli O Evli 00 Bosanmis O Dul O

Egitim Durumunuz:

[lkokul O Ortaokul O Lise O On Lisans O Lisans O Lisansiistii O Diger

Cahsiyor musunuz?: Evet [ Hayir [J

Evet ise mesleginiz:

Cocugunuz var mi1?: Evet [J Hayir [

Evet ise ka¢ ¢ocugunuz var?

Yasaminizin cogunun gectigi yer:

Metropol (Istanbul, Ankara, Izmir) OO Sehir [0 Kasaba [0 Koy O

Ekonomik durumunuzu en iyi hangi secenek yansitiyor?

Diistik [ Orta O Yiiksek [

Doktor tarafindan teshis edilen herhangi psikolojik bir rahatsizhgmiz var
m1?
Evet [ Haywr O

Varsa nedir?
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Doktor tarafindan teshis edilen herhangi fiziksel bir hastaliginiz var mi?
Evet L1 Hayir [

Evet ise nedir?

Doktorlar tarafindan teshis edilmeyen ancak sizde var oldugunu
diisiindiigiiniiz psikolojik bir rahatsizhiginiz var m?

Evet L1 Hayir O

Varsa nedir?

Su anda herhangi bir nedenle (fiziksel ya da psikolojik) tedavi goriiyor

musunuz?
Evet L1 Hayir OJ

Evet ise nedir?
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S A A R O

APPENDIX E. THE SOCIOECONOMIC STATUS SCALE /
SOSYOEKONOMIK STATU OLCEGI

Toplamda kag y1l egitim aldiniz?

Mesleginiz ve ¢alisma durumunuz nedir?

Hanenizdeki aile bireylerinin yaslar1 kagtir?

Hanenizdeki aile bireylerinin cinsiyetleri nedir?

Hanenizdeki aile bireyleri toplamda kag y1l egitim almigtir?
Hanenizdeki bireylerin meslekleri ve ¢alisma durumlar1 nedir?
Su anda oturdugunuz konut size mi ait?

LIEvet
L Hayir

Hane bireylerinin en az biri otomobil sahibi mi?

LIEvet
LHay1r

Su anda oturdugunuz hanede internet baglantiniz var mi1?

LEvet
U Hay1r

10. Su anda hanenize giren aylik ortalama gelir nedir?
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APPENDIX F. BRIEF SYMPTOM INVENTORY / KISA SEMPTOM
OLCEGI

Asagida belirtilen sorundan ne 6l¢tide rahatsiz oldugunuzu her sorun i¢in 0 (Hig)
ve 4 (Asirt diizeyde) arasinda sizin i¢in en uygun olan secenegi isaretleyerek
cevaplaymniz. Bu calismada kimlik bilgileriniz kesinlikle kullanilmayacak, gizli
tutulacaktir. Bu ylizden tiim sorulari olabildigince diiriist bir sekilde

cevaplaymniz. Sorular1 cevaplarken hi¢bir sorunun dogru ya da yanlis cevabi

olmadigini aklinizda bulundurunuz.

Tanimlama
0 Hig
1 Cok az
2 Orta derecede

3 Oldukg¢a fazla
4 Asirt diizeyde

I¢inizdeki sinirlilik ve titreme hali

o203 04 O

Bayginlik, bas donmesi

o203 04 O

Bir baska kisinin sizin diistincelerinizi kontrol ettigi

fikri

oO1o203040

Basiniza gelen sikintilardan dolay1 bagkalarinin suglu

oldugu diistincesi

oO10o203040

Olaylar1 hatirlamada gii¢liik

o203 04 O

Cok kolayca kizip 6fkelenme

oO1o203040

Gogilis ve kalp bolgesinde agrilar

oO1b203040

Agik yerlerden korkma duygusu

oO10o203040

Yasaminiza son verme diigiinceleri

o203 04 O

Insanlarim ¢oguna giivenilmeyecegi hissi

o203 04 O

Istahta bozukluklar

o203 04 O
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Hicbir nedeni olmayan ani korkular

oOrf20O304 0O

Kontrol edemediginiz duygu patlamalar1

o203 04 0O

Bagka insanlarla beraberken bile yalnizlik hissetme

o203 04 0O

Isleri bitirme konusunda kendini engellenmis hissetme

o1203040

Yalnizlik hissetme

o1 203040

Hiiziinlii, kederli hissetme

o1 203040

Higbir seye ilgi duymama

oOrf20304 0O

Aglamakli hissetme

oOrf20O304 0O

Kolayca incinebilme, kirilma

oOrf20304 0O

Insanlarin sizi sevmedigine, size kotii davrandigina

inanmak

o1 203040

Kendini digerlerinden daha asag1 gérmek

o203 04 0O

Mide bozuklugu, bulanti

o0rf20304 0O

Digerlerinin sizi gézledigi ya da hakkinizda konustugu

diistlincesi

oOrf20304 0O

Uykuya dalmada gii¢liik

o1 203040

Yaptiginiz seyleri tekrar tekrar dogru mu diye kontrol

etme

o1o203040

Karar vermede giicliikler

o203 04 0O

Otobiis, tren, metro gibi umumi vasitalarla

seyahatlerden korkma

o1o203040

Nefes darlig1, nefessiz kalma

o1o203040

Sicak soguk basmalari

o203 04 0O

Sizi korkuttugu i¢in baz1 esya ya da etkinliklerden uzak

kalma

o203 04 0O

Kafanizin bombos kalmasi

o1o203040

Bedeninizin bazi1 bolgelerinde uyusmalar,

karincalanmalar

o1o203040
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Giinahlariniz i¢in cezalandirilmaniz gerektigi

dustinceleri

o203 04 O

Gelecekle ilgili umutsuzluk duygulari

oO1o203040

Dikkati bir sey tizerinde toplamada giicliik

oO1o203040

Bedenin bazi bolgelerinde zayiflik, giicstizliik hissi

oO1o203040

Kendini gergin ve tedirgin hissetme

o203 04 O

Olme ve 6liim tizerine diisiinceler

o203 04 O

Birini dévme, ona zarar verme, yaralama istegi

o203 04 O

Bir seyleri kirma, dokme istegi

oO1o203040

Digerlerinin yanindayken siirekli kendini g6zleyip

yanlis bir seyler yapmamaya ¢aligmak

oO10O203040

Kalabaliklarda rahatsizlik duymak

oOr203 04 O

Bir baska insana hi¢ yakinlik duymamak

o203 04 O

Dehset ve panik nobetleri

o0 20304 O

Sik sik tartismaya girmek

oO1bo203040

Yalniz birakildiginda/kalindiginda sinirlilik hissetmek

oO1o203040

Basarilariniz i¢in digerlerinden yeterince takdir

alamamak

oO10o203040

Yerinde duramayacak kadar huzursuz hissetmek

o203 04 O

Kendini degersiz gérmek/degersizlik duygular

oO10o203040

Eger izin verirseniz insanlarin sizi sémiirecegi duygusu

oO1o203040

Sugluluk duygulari

oO1o203040

Aklinizda bir bozukluk oldugu diisiincesi

oO10o203040
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APPENDIX G. INDIVIDUALISM AND COLLECTIVISM (IND-COL)

SCALE / IND-COL OLCEGI

Asagida verilen ifadelerin sizin olagan davraniglarinizi ne olglide yansittigini

belirtiniz. Her ifadeyi 1 (Hi¢ katilmiyorum) ve 5 (Tamamen katilyyorum) arasinda

sizin i¢in en uygun olan secenegi isaretleyerek cevaplayiniz.

Bu ¢alismada

kimlik bilgileriniz kesinlikle kullanilmayacak, gizli tutulacaktir. Bu yiizden tiim

sorular1 olabildigince diirtist bir sekilde cevaplayiniz. Sorulart cevaplarken higbir

sorunun dogru ya da yanlisg cevabi olmadigini aklinizda bulundurunuz.

1 2 3 4

Hig Biraz Kismen Olduk¢a

5

Tamamen

katilmiyorum katiliyorum katiliyorum katiliyorum  katiliyorum

Kigisel tarzimi gelistirmek benim i¢in onemlidir. 102 0304050
Sosyal ve duygusal yardim almak igin siklikla 102 0304050
ailemle goriistiriim.

Kendi ailemin geleneklerini, goreneklerini ve 102 0304050
degerlerini 6grenmek benim i¢in onemlidir.

Diger insanlar ile ortak noktam olsa da beni ben 1020304050
yapan benim kisisel ozelliklerimdir.

Ailemin benim hayatimda kilit bir rolii vardir. 102 0304050
Ailemin bana her zaman yardim edecegini bilirim. 1020304050
Ailem tarafindan verilen kararlara saygi gostermek 102 0304050
benim i¢in onemlidir.

Diger insanlardan farkli olmay1 tercih ederim. 102 0304050
Ben herkesten farklyyim, ozelim. 1020304050
Ailem benim i¢in her seyden daha énemlidir. 1020304050
Bir¢ok agidan diger insanlardan farkli ve ozel olmak | 1 02 O3 04050

hosuma gider.
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Benim i¢in kendim olmak onemlidir. 1020304050
Benim i¢in ¢ok ¢alismak ve kisisel kararlilik hayatta | 1 02 0304050
basarimin anahtaridrr.

Benim gergekten kim oldugumu bilmek i¢in 102 0304050
basarilarima ve yaptiklarima bakmaniz lazim.

Benim hangi gruplara iiye oldugumu bilirseniz, 102 0304050
benim kim oldugumu da bilirsiniz.

Karakterli biri kendi amaglarina ulasmaya 102 0304050
calisandir.

Ne zaman ailemin yardima ihtiyaci olsa yardim 102 0304050
etmeye ¢aligirim.

Benim gerc¢ekten kim oldugumu bilmek i¢in beni 1020304050
kendi grubumun i¢inde gormeniz gerekir

Kendi basarilarimi hatirlamak ve kendim igin yeni 102 0304050
hedefler koymak hosuma gider.

Baskalarinin diistincelerindense kendi 102 0304050
diistincelerimin pesinden gitmek benim icin daha

iyidir.

Benim kisisel mutlulugum her seyden daha 102 0304050
onemlidir.

Kisisel mutluluk ve ona ulastiracak olan ozgtirliik 102 0304050
benim ben olmamda kilit rol oynar.

Benim diger kisilerle olan iliskilerim benim kim 102 0304050
oldugum ile yakindan iliskilidir.

Ait oldugum dini, ulusal veya etnik grubun tarihi ve 1020304050
mirasi benim onemli bir par¢camdir.

Karakterli biri her seyden once kendi dini, ulusal 1020304050
veya etnik grubuna yardim eder.

Benim kisisel basarilarim ve yaptiklarim benim kim 1020304050

oldugum ile ilgili ¢cok onemlidir.
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Diger insanlar1 dinlemek yerine eger kendi 1020304050
tercihlerimi yaparsam ¢ok daha mutlu olurum.

Benim mutlulugum ¢evremdekilerin mutluluguna 102 0304050
baglidir.

Kisisel hedeflerimin en yiiksek dncelige sahip 1020304050
oldugunu hatirlamak benim i¢in 6nemlidir.

Bazi agilardan bakildiginda beni ben yapan sey 1020304050
iliskilerimdir.

Cogunlukla kendi kisisel tercihlerim vardir. 1020304050
Eninde sonunda insan kendisini ait oldugu dini, 1020304050
ulusal veya etnik grubun tiyelerine karsi en yakin

hisseder.

Kendi kisisel ¢ikarimi ait oldugum grubun yararticin | 1 02 0304050
feda ederim.

Bir olay ile ilgili herhangi bir sey duydugumda, 1020304050

bunun ait oldugum dini, ulusal ya da etnik grubum

icin iyi mi yoksa kotii mii olacak diye diigtintiriim.
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APPENDIX H. TYPE C-BEHAVIOR SCALE EMOTINOAL NON-
EXPRESSIVENESS SCALE / TiP C-DAVRANIS OLCEGIi DUYGU
IFADE EDEMEME ALT OLCEGI

Asagida verilen ifadelerin sizin olagan davranislarinizi ne 6l¢lide yansittigini
belirtiniz. Bu calismada kimlik bilgileriniz kesinlikle kullanilmayacak, gizli
tutulacaktir. Bu ylizden tiim sorulari olabildigince diiriist bir sekilde
cevaplaymniz. Sorular1 cevaplarken higbir sorunun dogru ya da yanlis cevabi
olmadigini aklinizda bulundurunuz.

1. Baskasima kendimi nasil hissettigimi sé6yleme konusunda sikinti duyarim.

[1Bana hi¢ benzemiyor
[1Bana biraz benziyor
[IBana oldukc¢a benziyor

[1Bana ¢ok benziyor

2. Bagkalarina duygularimdan bahsetmeyi severim.

[IBana hi¢ benzemiyor
[IBana biraz benziyor
[1Bana oldukc¢a benziyor

[1Bana ¢ok benziyor

3. Ne kadar {izgiin olursam olayim, bunu rahatlikla bagkalarina yansitamam.

[1Bana hi¢ benzemiyor
[IBana biraz benziyor
[IBana oldukc¢a benziyor

[1Bana ¢ok benziyor
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4. Stresten bunaldigim zamanlarda, tavsiye almak i¢in arkadaslarima veya
aileme giderim.
[IBana hi¢ benzemiyor
[IBana biraz benziyor
[IBana oldukc¢a benziyor

[IBana ¢ok benziyor

5. Hayatim boyunca, yogun duygularimi ifade etmeme imkan verilmistir.
[JBana hi¢ benzemiyor
[JBana biraz benziyor
[1Bana oldukc¢a benziyor

[IBana ¢ok benziyor
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APPENDIX I. SHORT INTERVIEW QUESTIONS / KISA GORUSME
SORULARI

Asagida belirtilen sorular1 miimkiin oldugu kadar detayli bir sekilde
cevaplayiniz. Bu c¢alismada kimlik bilgileriniz kesinlikle kullanilmayacak, gizli
tutulacaktir. Bu ylizden tiim sorulari olabildigince diiriist bir sekilde
cevaplaymiz. Sorular1 cevaplarken higbir sorunun dogru ya da yanlis cevabi

olmadigini, mithim olanin sizin algimiz oldugunu unutmayniz.

e Kendinizi tanitir misiniz?

* Nerede dogdunuz ve biiyiidiiniiz? Nasil bir cocukluk gecirdiniz?

* Calistyor musunuz/okuyor musunuz? (Evet ise, ne zamandir? Bu alani

secme sebebiniz nedir? Bundan sonraki planlariniz nelerdir?)

* Aile iligkilerinizden bahsediniz. (Aile bireylerinizi nasil tanimlarsiniz?
Kag kisi yasiyorsunuz? Birlikte yasamadiginiz aile bireyleriyle ne siklikla

goriisliyorsunuz, birlikte neler yapiyorsunuz?)

130



Aile igerisinde sikint1 duyulan kisisel deneyimler, duygu ve diisiinceler

paylasilir m1?

Arkadaslik iligkilerinizden bahsediniz. (Yakin oldugunuz arkadaslariniz
ile neler yaparsiniz, hangi siklikla goriistirsiiniiz? Yakin arkadaslariniz ile

birbirinize sikint1 duydugunuz seyleri paylasir misiniz?)

Ne gibi bedensel belirtiler/sikayetler yasiyorsunuz?

Bu bedensel belirtileri ne zamandir ve hangi siklikla yasiyorsunuz? Bu
belirtilerin zaman zaman kétiilesmesine sebep olan herhangi bir durum

oluyor mu?

Bu bedensel belirtilerin hayatinizi nasil etkiledigini diisiintiyorsunuz?
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Bu belirtiler sizce neden oluyor? Sebepleri neler olabilir?

Aileniz ve ¢evrenizdeki bireyler bu belirtilere nasil tepki veriyor?

Aileniz ve ¢evrenizdekiler bu belirtilerin neden oldugunu diistiniiyor?

Aileniz ve cevrenizdekiler bu belirtilerden yakindigimizda size nasil

davranityor? Nasil davranmalarini beklerdiniz, neden?

Aileniz ve c¢evrenizdekiler ile iliskileriniz bu belirtilerden dolay1

etkileniyor mu? Etkileniyorsa nasil etkilendiginden bahsediniz.
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e Bu belirtilerle ilgili herhangi bir destek ve/ya yardim aldiniz mi?
Aldiysaniz nasil ve kimden aldimiz? Bu destek ve/ya yardimlarin
hangileri size daha iyi geldi? Herhangi bir destek ve/ya yardim

almadiysaniz, neden yardim almadiniz?

e Bu belirtilerin tistesinden gelmek icin kendi basiniza yaptiginiz herhangi

bir sey var m1? Varsa, nedir agiklayiniz.
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APPENDIX K. TURKISH SUMMARY / TURKCE OZET

1. GIRIS

1.1. Somatik Semptomlar

Somatizasyon terimi ilk olarak Wilhelm Stekel tarafindan 1924 yilinda ortaya
atilmistir ve derine yerlesmis nevroz olarak tanimlanmistir (Lipowski, 1988).
Stekel’in ardindan Menniger (1947), somatizasyonu psikolojik stresin beden
yoluyla ifadesi olarak betimlemistir. (Lipowski, 1988). En basit tabirle,
somatizasyon patolojik sebepler yokken psikolojik stresin bedensel semptomlarla
dist vurumudur (Colak, 2014; Gupta, 2006; Gureje, Simon, Ustun & Goldberg;
Kirmayer, 1984; Kirmayer, 1994; Lipowski,1997; Kirmayer ve Young, 1998;
Lipowski, 1988; Waitzkin ve Magana, 1997). Giincel c¢alisma, somatic
semptomlarin yordayicilarini ve bireysel deneyimlerini agiga ¢ikartmayi

amaglayan karma yontemli bir ¢aligmadir.

Amerikan Psikiyatri Birligi (APA) tarafindan yayinlanan Mental Bozukluklarin
Tanisal ve Sayimsal El Kitabi’nda (DSM) somatizasyon tanimi zaman igerisinde
cesitli degisiklere ugramistir (Dimsdale, ve ark., 2013; Haller, Cramer, Lauche,
ve Dobos, 2015; Hiising, Lowe, ve Toussant, 2018; Krause ve ark., 2019;
Mayou, 2014; Piontek, Shedden-Mona, Gladigau, Kuby, ve Lowe, 2018;
Pohontsch ve ark., 2018). DSM-IV’te somatizasyon bozuklugu olarak yer
verilirken ayirici tan1 semptomlarin medical olarak agiklanamaz olmasidir
(Amerikan Psikiyatri Birligi, 1994, s. 448). 2015 yilinda yaymlanan DSM-5’te
ise somatik semptom bozuklugu adi verilmis ve semptomlarin medical olarak
aciklanabilir olup olmamasi kriter olmaktan ¢ikmistir (APA, 2013; Dismdale ve

ark., 2013; Mayou, 2014).
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Giincel ¢alismada kullanilan somatik semptom terimi DSM-5 ile uyumlu olarak
medical olarak agiklanabilir olup olmamasina bakilmazsiniz katilimcilarin

yasadig1 bedensel belirtiler olarak kullanilmistir.

1.1.1. Somatik Semptomlarin Etiyolojisi

Glniimiizde somatik semptomlart agiklayan tek bir etiyolojik model
bulunmamaktadir  (Kellner, 1990; Nolen-Hoeksema, 2011). Somatik
semptomlarin birden fazla degisken arasindaki iligskiden etkilendigi ¢aligmalarca
tespit edilmistir (Kellner, 1990). Alanyazinda yiiriitiilmiis niceliksel ¢alismalar
demografik degiskenlerin (6rn: yas, cinsiyet, sosyoekonomik seviye), kisilik
ozellikleri (6rn: duygu ifadesizligi), psikososyal degiskenlerin (6rn: anksiyete,
depresyon, algilanan stress, duygusal destek yoksunlugu vb.) ve kiiltiirel
degiskenlerin (bireyselcilik ve toplulukguluk) somatic semptom deneyiminin
yordayicilart oldugunu ileri stirmiistiir (Adler ve Ostrove, 1999; Barsky ve ark.,
2001; Fournier ve ark., 2002; Gureje ve ark., 1997; Hernandez ve Kelner, 1992;
Huurre ve ark., 2005; Marshall ve Funch, 2013; Nummi ve ark., 2017; Ogden,
2004; Oyserman ve ark., 2002; Prospero, 2007; Romero-Acosto ve ark., 2013).

Alanyazinda yliriitiilen niteliksel calismalarin sayisi ise kisithdir. Kisith sayidaki
niteliksel ¢alismalarin bulgularina gére psikososyal destek ve hosnut olunmayan
duygular somatic semptomlarin yordayicilaridir (Lanzara, Scipioni ve Conti,
2019; Kuruvilla ve Jacob, 2012; Raguram, Weiss, Chonnabosavanna ve Devins,

1996).

Alanyazinda somatic semptomlarin etiyolojisini agiklayan biitiinsel bir model
bulunmamaktadir ve giincel ¢alismanin amaci somatic semptom etiyolojisine ve
bireysel semptom deneyimlerine 1s1k tutmaktir. Bu dogrultuda karma yonelimli
giincel calisma ile somatic semptomlarin yordayicilar1 kullanilan 6lgeklerle,
bireysel semptom deneyimleri ise katilimcilarla yiriitiilmiis kisa gortismelerle

ortaya ¢ikartilmistir.
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1.2. Demografik Degiskenler ve Somatik Semptomlar

1.2.1. Yas ve Somatik Semptomlar

Alanyazindaki c¢aligmalar yas ve somatik semptomlar arasinda anlamli bir iliski
bulmustur (Beutel ve ark., 2020; Bohman ve ark., 2012; Casper, Redmond JR, ve
Katz, 1985; Cohen ve ark., 2013; Ginsburg, Riddle, ve Davies, 2006; Li,
Borgfeldt, Samsioe, Lidfeldt, ve Nerbrand, 2005; Nummi, Virtanen, Leino-
Arjos, ve Hammorstérm, 2017; Romero-Acosto ve ark., 2013). Yas arttik¢a
somatik semptom deneyimlerinin arttig1 tespit edilmistir ve bu bulgunun erken
cocukluk déneminden baslayarak siiregeldigi 6ne stirtilmiistiir (Ginsburg ve ark.,

2006).

Yas ile beraber somatik semptomlarin artmasinin sebebi ise tartismalidir (Casper
ve ark., 1985; Li ve ark., 2005; Nummi ve ark., 2017). Yas ile beraber artan
somatik semptomlardaki bu artis sebebinin yasa eslik eden diger degiskenler
olabilecegi one siirtilmiistiir (Li ve ark., 2005). Dolayisiyla giincel ¢alismaya yas
degiskenin yani sira somatik semptomlar1 yordayabilecek diger degiskenler de

eklenmistir.

1.2.2. Cinsiyet ve Somatik Semptomlar

Alanyazinda cinsiyet ve somatik semptomlar arasindaki iliskiyi inceleyen
calisma bulgular1 tutarsizdir (Barsky, Klerman, ve Latham, 1990; Barsky,
Peekno, ve Borus, 2001; Barsky, Wyshak, ve Klerman, 1986; Davis, 1981;
Hernandez ve Kelner, 1992; Macintyre, 1993; Marshall ve Funch, 1986;
Verbrugge ve Ascione, 1987). Kimi calismalar, kadinlarin erkeklere gére daha
fazla somatik semptom deneyimledigini 6ne siirerken (Beutel ve ark., 2020;
Barsky ve ark., 2001; Kronke ve Mangelsdorff, 1989; Neitzert, Davis, ve
Kennedy, 1997; Romero-Acosto ve ark., 2013; Spitzer, 1998; Unruh, 1996) diger
calismalar kadin ve erkekler arasindaki somatik semptom deneyimlerinde

herhangi bir farklilik bulamamistir (Barsky ve ark., 1990; Barsky ve ark., 2001;
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Barsky ve ark., 1986; Davis, 1981; Fowler-Kelly ve Lanser, 1991; Hernandez ve
Kelner, 1992; Marshall ve Funch, 1986; Kirmayer ve Robbins, 1991; Macintyre,
1993; Neitzert ve ark., 1997; Unruh, 1996; Verbrugge ve Ascione, 1987).

Alanyazindaki tutarsiz bulgularin giincel ¢alisma grubunda nasil bir farklilasma
gostereceginin goriilebilmesi i¢in cinsiyet degiskeni somatik semptomlarin olasi

yordayicilardan biri olarak ¢alismaya dahil edilmistir.

1.2.3. Sosyoekonomik Seviye ve Somatik Semptomlar

Sosyoekonomik seviye genellikle bireyin gelir ve egitim seviyesine bakarak
belirlenmektedir (Escobar, Burnam ve Korno, 1987). Calismalar bireylerin
sosyoekonomik seviyelerinin artmasiyla birlikte genel saglik hallerinin de
arttigin1 bulmustur (Adler ve Ostrove, 1999). Ayni dogrultuda sosyoekonomik
seviyenin farkl iilkelerde dahi somatik semptomlar1 yordadig: tespit edilmistir
(Angel ve Guarnaccia, 1989; Escobar ve ark., 1987; Obimakinde, Ladipo, ve

Irobor, 2015; San Sebastian, Hammarstrém, ve Gustafsson, 2015).

Sosyoekonomik seviyenin bir belirleyicisi olarak bireyin kag¢ yil forma egitim
aldigr da somatik semptomlarin belirleyicileri arasindadir (Chandler ve ark.,
2019; Gureje ve ark., 1997; Huurre, Rankonen, Kamulainen, ve Aro, 2005;
Swartz, Landerman, Blazer, ve George, 1989). Y1l olarak daha az formal egitim
almig bireylerin somatik semptom deneyim riskinin diger bireylere gore fazla

oldugu tespit edilmistir (Chandler ve ark., 2012; Gureje ve ark., 1997).

Tam tersi olarak, sosyoekonomik ve egitim seviyesi yiiksek bireylerin ise daha
az somatik semptom deneyimledikleri ortaya ¢ikartilmistir (Gureje ve ark.,

1997).
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1.3. Duygu ifade Edememe ve Somatik Semptomlar

Duygu ifadesi bireyin kendi duygularini s6zel ve s6zel olmayan (jest, mimik vb.)
ile ifade edebilme yetisidir (Riggio, 1986; Riggio ve Riggio, 2001; Riggio ve
Riggio, 2002). Giiniimiizde duygu ifade edememe, C-Tipi Kisilik Ozellikleri
arasindadir (Bozo ve ark., 2012). C-Tipi Kisilik Ozellikleri arasinda pasiflik,
sakinlik, kendine yardim edememe, kendini feda etme ve duygu ifadesizligi yer

almaktadir.

Klinik popiilasyon ile yapilan caligmalar, duygu ifade edememenin somatik
semptomlarla iliskili oldugunu 6ne stirmiistiir (Okur-Giiney ve ark., 2019; Sattel,
Witth6ft ve Henningsen, 2019). Alanyazinda yiriitilmiis c¢alismalar klinik
poplilasyonla yiiriitiilen calismalar ve klinik olmayan popiilasyon igerisinde
duygu ifadememe ve somatik semptomlar arasindaki iliski heniiz
incelenmemistir. Bu dogrultuda, giincel ¢alismada duygu ifadememe somatik

semptomlarin olasi yordayici olarak dahil edilmistir.

1.4. Psikolojik Rahatsizliklar ve Somatik Semptomlar

Alanyazindaki caligmalar, somatik semptomlarin en ¢ok major depresif
bozulukta ortaya c¢iktigini tespit etmistir (Gureje ve ark., 1997; Russo ve ark.,
1994; Simms, Prisciandaro, Krueger, ve Goldberg, 2012). Ancak alanyazinda
ylriitilmiis calismalar, major depresif bozuklugu tanisi almamais ancak
halihazirda depresif belirtileri olan bireylerdeki somatik semptom deneyimlerini

incelememistir.

Anksiyete bozukluklarinin (yaygin anksiyete bozuklugu, panik bozukluk vb.)
major depresif bozukluktan sonra somatik semptomlarin en c¢ok goriildigi
psikolojik rahatsizlik grubu oldugu ortaya cikartilmistir (Groen, van Gils,
Emerencia, Bos, ve Rosmalen, 2020). Depresif semptomlarin aksine alanyazinda
yiriitiilmiis ¢aligsmalar herhangi bir anksiyete bozuklugu tanisi almamis ancak

anksiyete belirtileri gosteren klinik olmayan popiilasyondaki bireylerin de
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somatik semptom deneyimlediklerini ortaya ¢ikartmistir (Malorqui-Bogue et al.,

2016).

Fobik anksiyete, obsesif kompiilsif bozukluk ve 6fke denetim sorunlarinin da
somatik semptomlarin yordayicilarindan oldugu bilinmektedir (Brown ve ark.,
1990). Psikotizm ve somatic semptomlar arasindaki iligkiyi inceleyen calisma

sayisi ise oldukga azdir (Marty, 1968).

1.5. Kiiltiirel Degiskenler ve Kiiltiiriin Psikolojik Rahatsizliklar Uzerindeki
Etkisi

1.5.1. Bireyselcilik ve Topluluk¢uluk

Bireyselcilik, bireyin kendini gerceklestirme ve otonomi gibi bireysel olgulari
icinde bulundugu toplumun beklenti ve isteklerinden daha 6nde tutmasi olarak
betimlenebilir (Hofstede, 1980). Bireyselci bireylerin bireysel amaglarina
ulagabilmeleri icin yeri geldiginde sosyal baglarini ve iligkilerini geride
biraktiklar1 da tespit edilmistir (Kagit¢ibasi, 1997; Oyserman, 1993; Oyserman
ve ark., 2002). Topluluk¢uluk ise grup baglarinin 6n planda tutularak
gerektiginde grubun akibeti i¢in bireysel istek, ihtiya¢ ve amaglarin ikinci plana

atilmasi olarak 6zetlenebilir (Oyserman ve ark., 2002).

Hofstede (1980) tarafindan bireyselcilik ve toplulukgunun aynmi spektrum
tizerindeki iki ayr1 u¢ oldugu o6ne siiriilse de Kagit¢ibasi (1996) bu iki olgunun
birbirinden bagimsiz iki ayr1 olgu oldugunu 6ne slirmiistiir. Bu dogrultuda
gelisen onermeler ise bir bireyin hem bireyselci hem de topluluk¢u 6zellikler
tagtyabilecegini  belirtmektedir (Oyserman ve Lee, 2008). Bu Onerme
dogrultusunda gelistirilen Ol¢eklerde de bir bireyin hem bireyselci hem de
topululuk¢u puanlarina sahip olabilecegi goriilmektedir (Oyserman ve ark.,

2002; Oyserman ve ark., 2005; Oztiirk ve ark., 2019).
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1.5.2. Kiiltiiriin Psikolojik Rahatsizliklar Uzerindeki Etkisi

Psikolojik rahatsizliklarin degerlendirilmesi ve kavramsallastirilmasi esnasinda
kiiltiirtin etkisinin de hesaba katilmas1 gerektigi one stiriilmektedir (APA, 2013).
Kiiltlir, herhangi bir psikolojik rahatsizliin belirlenmesinde cergeve gorevi
gormektedir ¢linkii farkli kiiltiirler ayni rahatsizligin deneyimi, ifadesi, belirtileri
ve davranigsal oOrtintiileri farkli olabilmektedir (Kirmayer ve Young, 1994;
Kleiman, 1988). Ornegin kiiltiirel alanda yiiriitiilen calismalar, major depresif
bozukluguna sahip Tiirkiye popiilasyonun %87’ sinin uykusuzluk ve i¢ sikintisini
cekirdek semptom olarak dile getirdigini ortaya koymustur (Kiiey ve Giileg,
1995). Benzer bir sekilde, Danimarka’daki Tiirkiye gogmeni kadinlarinin yiirek
kasikismasini depresyonun ¢ekirdek semptomu olarak yasadigi bulunmustur

(Mirdal, 1985).

Alanyazinda yiiriitiillen c¢alismalar, kiiltiirel degiskenlerin bireylerin yardim
arama davranislarini ve tedaviye istekli olma hallerini de belirledigini ortaya
cikartmistir (Arnault, 2009; Chang, Jetten, Cruwys, ve Haslam, 2017; Karanci,
1986; Lindinger-Sternart, 2014; Mojaverian, Hashimoto, ve Kim, 2012; Reich,
Bockel, ve Mewes, 2015). Topluluk¢u bireylerin yasadiklart psikolojik
rahatsizliklart daha kadersel ifadelerle agikladiklari ve bu sebeple de
psikiyatrik/psikolojik yardima hevesli olmadiklar tespit edilmistir (Karasz ve

Singelis, 2009)

Tiim bu belirtilenler dogrultusunda giincel ¢alismanin amaglarindan bir tanesi de
klinik olmayan popiilasyonda kiiltiir ve somatik semptomlar arasindaki bagin

aciga cikartilmasidir.

1.6. Somatik Semptomlarla Ilgili Yiiriitiilmiis Niteliksel Calismalar

Alanyazinda somatik semptomlarla ilgili ytiriitiilen az sayida niteliksel ¢alisma
bulunmaktadir. Bu olgunun bir sebebi somatik semptom yasayan bireylerin

duygu ifadelerinde zorlanmalar1 veya bulunduklar1 toplum igerisinde “akil
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hastas’” olmakla etiketleneceklerine dair korku olabilecegi 6ne stirlilmiistiir

(Aiarzaguena ve ark., 2013; Lanzara ve ark., 2019; Raguram ve ark., 1996).

Alanyazinda ytritilmiis  kisith  niteliksel calisma, somatik semptom
deneyimleyen bireylerin tip doktorlarma basvurduklarini ve tip doktorlarinin
yasadiklar1 semptomlarin fiziksel bir rahatsizlik degil de psikolojik bir durum
olabilecegini soylediklerinde ise doktorlara diren¢ gosterdiklerini ortaya
cikartmistir (Aiarzaguena ve ark., 2013). Buna ek olarak, somatik semptom
deneyimleyen bireylerin ve ailelerinin somatik semptomlarin sebebi olarak
psikososyal stresi 6n planda tuttuklar1 da goriilmistiir (Kuruvilla ve Jacob,
2012). Bireylerin ve ailelerinin psikososyal stresten kasdettiklerinin “‘gok
calisma”, “bedenin zorlanmasi™ oldugu tespit edilmistir (Baarnheilm ve Ekblad,
2000; Wileman ve ark., 2002). Somatik semptom deneyimleyen topluluk¢u
bireylerin de bu semptomlar1 aile ve sosyal g¢evre igerisinde ¢ok paylagmak

istemedikleri de ayrica ortaya ¢ikartilmistir.

Giincel calismanin bir baska amaci da somatik semptom alanyazinda kisith

sayida olan niteliksel ¢alismalara katkida bulunmaktir.

1.7. Giincel Cahisma

Giincel calismanin amaci somatik semptomlarin yordayicilarinin  6lgekler
araciligiyla tespit edilmesi ve somatik semptom deneyimi fazla olan
katilimcilarla kisa goriismelerin yapilarak bireysel semptom deneyimlerinin

anlasilmasidir.

Calismanin niceliksel boliimii i¢in hipotezler su sekildedir.

1. Yas, cinsiyet, sosyoekonomik seviye, duygu ifademe edememe,
psikolojik degiskenler (depresyon, anksiyete, fobik anksiyete, obsesif
kompiilsiflik, psikotizim, paranoid distinceler, 6fke, kisilerarasi duyarlilik) ve

kiiltiiren degiskenler (bireyselcilik ve toplulukguluk) somatik semptomlarin
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yordayicilaridir ve somatik semptom varyanslarinin anlamli bir bdliimii
aciklarlar.

il. Bireyselcilik somatik semptomlarin yordayicilarindan biridir ve somatik
semptomlarla negatif iligkilidir.

1. Toplulukguluk somatik semptomlarin yordayicilarindan biridir  ve
somatic semptomlarla pozitif iliskilidir.

iv. Yas somatic semptomlarin yordayicilarindan bir tanesidir ve somatik
semptomlarla pozitif iliskilidir.

V. Sosyoekonomik seviye somatik semptomlarin yordayicilardan biridir ve

somatik semptomlarla negative iliskilidir.

Calismanin niteliksel boliimii i¢in arastirma sorulari ise asagidaki gibidir:

1. Katilimeilar somatik semptomlarimi nasil kavramsallastirmaktadirlar?
Somatik semptomlarinin sebeplerinin ne oldugunu diistinmektedirler?

il. Aile bireyleri ve arkadaslar bireylerin somatik semptomlarini nasil
kavramsallastirmaktadir? Bu semptomlarin sebepleri olarak onlar ne
dustinmektedir? Bu semptomlara nasil karsilik vermektedirler?

1il. Katilimcilar somatik semptomlart ile nasil basa c¢ikmaktadir? Bu
semptomlarla ilgili daha once yardim almiglar midir? Aldilarsa ne gibi bir

yardim almiglardir? Semptomlarla ilgili gelecek planlar1 nelerdir?

2. YONTEM

2.1. Niteliksel Calisma

2.1.1. Katilimeilar

Katilimcilarin ¢alismaya dahil edilme kriterleri 18 ve 65 yas araliginda olmak,

anadilinin Tiirk¢e olmasi, fiziksel veya psikolojik herhangi bir rahatsizlik tanisi

almamus olmak ve Istanbul’da ikamet etmektir.
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Veriler iki asamada toplanmistir ve ilk agsamada calismaya 275 katilimer dahil
olmustur. Erkek ve sosyoekonomik seviyesi daha diisiik olan katilimcilarin
sayisinin arttilabilmesi i¢in verilerin toplandigi bolgelerdeki apartman gérevlileri
ve arkadaglar1 ¢alismaya davet edilmistir. Yiiz otuz erkek mavi yaka calisandan
veri toplanmasiyla beraber, toplamda 405 katilime1 c¢alismaya katilmigtir.
Katilimeilar Demografik Bilgi Formu, Sosyoekonomik Seviye Olgegi,
Bireyselcilik-Topluluk¢uluk Olgegi, C-Tipi Davrams Olcegi Duygu ifadememe
Alt Olgegi ve Kisa Semptom Envanteri’ni doldurmustur. Calismaya dahil edilen
katilimer sayist 326 olmustur (79 katilimcinin aykirt sonuglar: tespit edilmis ve

veri setinden ¢ikartilmigtir)

Katilimcilar 19 ve 65 yas araligindadir. Katilimeilarin %54.6°s1 kadin, %45.4°1
erkektir. Katiletmlarin %70°1 tiniversite mezunudur. Katilimeilarin %27°si diistik
sosyoekonomik seviyeye, %33.1’i orta sosyoekonomik seviyeye ve %39.9°u

yiiksek sosyoekonomik seviyeye sahiptir.

2.1.2. Veri Toplama Araclar:

2.1.2.1. Demografik Bilgi Formu

Demografik bilgi formu igerisindeki sorular yas, medeni durum, egitim seviyesi,
mesleki durum, yasanilan yer, ekonomik seviye, fiziksel ve psikolojik saglik, ve

varsa devam eden tedavileri igermektedir.

2.1.2.2. Sosyoekonomik Seviye Olcegi

Sosyoekonomik Seviye Olcegi Tiirkiye Istatistik Kutumu tarafindan, 2 yillik
saha calismasi sonucu gelistirilmistir. Olcegin giiclii tarafi, sosyoekonomik
seviyeyi yalnizca egitim ve gelir seviyesine gore degil, hane halklarinin egitim
seviyeleri, mesleki durumlari, gelir seviyeleri, hane halkindaki bireylerin toplam

gelirleri ve tasmir/tasinmaz mallarin miilkiyetini de icermesidir. Olcekteki
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sorulara verilen cevaplara gore katilimcilarin sosyoekonomik seviyeleri tespit

edilmistir.

2.1.2.3. Kisa Semptom Envanteri

Olgek igerisinde yer alan faktorler; depresyon, anksiyete, fobik anksiyete,
obsesif-kompiilsiflik, ofke, kisileraras1 duyarlilik, psikotizm, paranoid
dustinceler ve somatizasyondur. KSE 5°1i Liker tipi 6lgektir ve cevaplar 0 (Asla)

ve 4 (Her zaman) arasindadir.

Kisa Semptom Envanteri (KSE) Derogatis ve arkadaslari tarafindan 1992 yilinda
gelistirilmis ve Sahin ve Durak tarafindan 1994 yilinda uyarlanmistir. Tiirkiye
poptilasyonu i¢in 6lgegin giivenirligi .94 olarak bulunmustur (Sahin ve Durak,

1994),

Gincel popiilasyon i¢in KSE giivenilirdir (a = .92).

2.1.2.4. Bireyselcilik ve Topluluk¢uluk Ol¢egi (IND-COL)

IND-COL Olgegi Oyserman tarafindan 2005 yilinda gelistirilmis ve 2019 yilinda
Oztiirk ve arkadaslar tarafindan Tiirkiye popiilasyonuna uyarlanmustir. Kiiltiirel
degiskenlerin tespiti i¢cin bu Olgegin kullanilmasinin amaglar1 arasinda
uyarlamasinin giincel yapilmis olmasi ve soru igeriklerinin de Tiirkiye kiiltiirtine

ozgii olacak sekilde revise edilmesidir (Oztiirk ve ark., 2019).

Olgek 36 sorudan ve alt1 faktorden olusmaktadir. 5°li Likert Tipi Slcektir ve
cevaplar 0 (Kesinlikle katilmiyorum) ile 4 (Kesinlikle katilyyorum) arasindadir.
Olgek faktorleri; basartya 6nem verme, dzgiirliige 6nem verme, 6zgiinliige deger

verme, aile, grup i¢i kadercilik ve kisilerarasi iligkilerdir.
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Giincel ¢alisma i¢in IND-COL Olgegi giivenilirdir (a = .89 )

2.1.2.5. C-Tipi Davrams Ol¢egi — Duygu Ifade Edememe Alt Olcegi

C-Tipi Davrams Olgegi Kurass tarafindan 2004 yilinda gelistirilmis, Bozo ve
arkadaslari tarafindan 2012 yilinda Tiirkiye popiilasyonuna uyarlanmistir. Olgek
12 adet sorudan olugsman 4°lii Likert Tipi 6lgektir. Tiirkiye popiilasyonu i¢in
oleegin i¢ tutarlilik giivenirligi .81 dir. Giincel ¢alismada Duygu ifade Edememe
Olgegi giivenilirdir (a=.80)

2.1.3. Prosediir

Giincel ¢alismanin etik izni Orta Dogu Teknik Universitesi’nden almmustir.
Calismaya katilan katilimcilara c¢alismanin amaci igeren Onam Form’u
imzalatilmistir. Katilimeilar Demografik Bilgi Formu, Sosyoekonomik Seviye
Olgegi, IND-COL Olgegi, Duygu ifade Edememe Olgegi ve Kisa Semptom

Envanteri Olgegi’nin Google Forms {izerinden doldurmustur.

2.1.4. istatistiksel Analiz

Veri seti Google Forms platformundan IBM SPSS program calisma kagidina

aktarilmistir. Aykiri verilerin bulunmasi amaciyla 6n analizler yapilmaistir.

Sosyoekonomik seviye ve cinsiyet degiskenlerinin somatik semptom {izerindeki
etkilerinin oncelikli olarak anlagilmasi icin tek yonlii denekler-arasi varyans
analizleri yapilmigtir. Sosyoekonomik seviyenin somatik semptomlar tizerindeki
etkisi anlamliyken cinsiyetin etkisi anlamli degildir ve cinsiyet degiskeni bu

sebeple hiyerarsik ¢oklu regresyon analizine dahil edilmemistir.

Hiyerarsik ¢oklu regresyon analizinin ¢oklu esdogrusallik 6nerme dogrulama
analizleri yirtitiilmistiir. Hiyerarsik ¢oklu regresyon analizi yas, sosyoekonomik

seviye, duygu ifade edememe, bireyselcilik, topluluk¢uluk, depresyon, anksiyete,
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fobik anksiyete, obsesif kompiilsiflik, 6fke, kisileraras1 duyarlilik, paranoid
dustinceler ve psikotizm yordayici degiskenleri ve somatizasyon kriter degiskeni
ile tic asamada yuriitilmistiir. Birinci asamada yas, sosyoekonomik seviye,
duygu ifade edememe, ikinci asamada kiiltiirel degiskenler (bireyselcilik ve
toplulukguluk) ve {iglincii asamada da psikolojik degiskenler modellere

eklenmistir.

2.2. Kisa Goriismeler icin Yontem

2.2.1. Katilimeilar

KSE somatizasyon alt dl¢eginde kesme puani olan 1.5 puana es veya daha
yiksek puanlamaya sahip katilimcilar kisa goriismelere davet edilmistir.
Katilimcilar Kisa Goriisme i¢cin Onam Formu’nu imzalamistir ve goriismelerin

amaci hakkinda bilgilendirilmislerdir.

Toplamda 45 katilimci KSE Somatizasyon Alt Olgegi’nde 1.5 kesme puani
tizerinde puana sahip olmustur ancak bu katilimcilarin 33 tanesi iletisim
bilgilerini vermedigi icin kisa goriismelere davet edilememistir. Iletisim bilgisini
veren katilimcilardan iki tanesi de herhangi bir sebep gostermeden goriismelere
katilmayr reddetmistir. Kisa goriismeler toplamda 10 katilimer ile
gerceklestirilmistir. Katilimeilarin yas araligi 25 ve 56 arasindadir. Katilimeilarin
yedisi kadin, tgt erkektir. Katilimcilarin %40°1 orta sosyoekonomik seviyeye,
%60’s1 ise yliksek sosyoekonomik seviyeye sahiptir. Tiim katilimcilar topluluk¢u

bir kiiltiirel arka plana sahiptir.

2.2.2. Veri Toplama Araglan

Yar1 yapilandirilmis goriisme protokolii arastirmaci tarafindan hazirlanig ve
niteliksel ¢alismaya hakim olan tez danigmani tarafundan revise edilmistir.
Gortisme protokoliindeki sorular niteliksel ¢alismanin amaglarina uygun olarak

hazirlanmigtir. Yalnizca somatik semptom deneyimleri hakkinda degil, daha
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biitiinleyici bir ¢ergeve ¢izebilmek adina, katilimcilarin erken ¢ocukluk
donemleri, aile yapilari, ail eve arkadas iliskileri, aile bireyleri ve arkadaslarinin
somatik semptom sebepleri hakkindaki diisiinceleri, aile bireyleri ve arkadaslarin
somatik semptomlara karst tutumlari ve somatik semptomlarla bas etme

yontemlerini iceren sorular hazirlanmigtir.

2.2.3. Prosediir

KSE Somatizasyon Alt Olgegi kesme degeri olan 1.5 puandan fazla puana sahip
olan katilimcilar goriismelere davet edilmistir. Korona salgini sebebiyle
gorismeler telefon {izerinden gergeklestirilmistir. Goriismeler ortalama 41.5

dakika stirmustiir.

2.2.4. Tematik Analiz

Braun ve Clarke (2006) tarafindan gelistirilmis alt1 basamakli tematik analiz
yonergesi izlenmistir. Ilk basamakta goriisme kayitlart yaziya dokiilmiistiir.
Ikinci basamakta anlamli kodlar ortaya ¢ikartilmis ve iiglincii basamakta farkli
kodlardan temalar ve alt temalar olusturulmustur. Dordiincti basamakta temalar
ve alt temalar tekrar gdzden gegirilmis, besinci basamakta tema ve alt tema

isimleri belirlenmis ve altinc1 basamakta da sonuglar raporlandirilmastir.
3. BULGULAR
3.1. Niceliksel Calisma Bulgular:
3.1.1. On Analiz Bulgular
Mahalanobis uzaklik testi ¢ok degiskenli aykir1 degerlerin belirlenmesi i¢in
yuriitilmistir (X2 = 32.9095, p < .001). Analiz sonucunda psikotizm ve fobik

anksiyete i¢in alt1 adet ¢cok degiskenli aykir1 deger tespit edilmis ve veri setinden

cikartilmistir. Boylece veri setindeki katilimei sayisi 326 olmustur.
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On analizlerin bir pargasi olarak, yordayici degiskenler igin tanimlayici
istatistikler (ortalama, standard sapma, varyans vb.) hesaplanmistir. On analizler

sonucunda tiim yordayici1 degigskenler normal dagilmistir.

Tek yonlii denekler arasi varyans analizi sosyoekonomik seviye ve cinsiyet
degiskenleri i¢in ayr1 ayri yuritilmistiir. Sosyoekonomik seviyenin somatik
semptomlar tizerinde anlamli bir etkisi vardir; F (2,323) = 17.526, p < .05.
Cinsiyetin somatik semptomlar tizerinde anlamli bir etkisi bulunmamistir; F
(1,324) = 3.401, p > .05. Dolayisiyla sosyoekonomik seviye hiyerarsik ¢oklu

regresyon analizine dahil edilirken cinsiyet degilkeni dahil edilmemistir.

3.1.2. Hiyerarsik Coklu Regresyon

3.1.2.1. Onerme Kontrolleri

Hiyerarsik ¢oklu regresyonun 6nermelerinin kontrolleri i¢in kalintilarin normal
dagilimi, esdegiskenlik, coklu esdogrusallik analizleri yapilmistir. Buna ek
olarak regresyon analizine sokulan degiskenlerin arasindaki korelasyonlar

incelenmis vee n yliksek korelasyonun .65 oldugu tespit edilmistir.

3.1.3. Model Bulgular

Hiyerarsik coklu regresyon analizi yas, sosyoekonomik seviye, duygu ifade
edememe, bireyselcilik, topluluk¢uluk, depresyon, anksiyete, fobik anksiyete,
obsesif kompiilsiflik, o6fke, kisilerarasi duyarlilik, psikotizm ve paranoid
dustinceler yordayici degiskenleri ve somatik semptom kriter degiskeni ile

yiriitiilmiistiir. Analiz tic basamakli sekilde yirtitilmiistiir.

Analizin ilk basamaginda yas, sosyoekonomik seviye ve duygu ifade edememe
degiskenleri modele eklenmistir. Yas, sosyoekonomik seviye, duygu ifade

edememe regresyon modeline anlamli katkida bulunmustur; F(3,322) = 11.268,
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p < .001. Model somatic semptomlardaki %9.5 varyansi agiklamistir.

Sosyoekonomik seviye anlamli yordayici degiskendir; f=-.31, p <.001

Analizin ikinci basamaginda ise bireyselcilik ve topluluk¢uluk degiskenleri
modele eklenmistir ve Model 2 somatik semptomlarin %11.3 varyansini
aciklamistir. Model 2 somatik semptomlarin varyansina %1.8 anlamli katkida
bulunmustur; AR? = 0.18, F (2,320) = 3.253, p < .05. Bireyselcilik yordayici
degiskeni anlamlidir; 5 =-.15, p <.001.

Analizin son ve {iglincii basamaginda depresyon, anksiyete, fobik anksiyete,
obsesif kompiilsiflik, ofke, Kkisilerarasi duyarlilik, psikotizm ve paranoid
diigtinceler modele eklenmistir ve degiskenler somatik semptom varyansini
%51.2 agiklamaktadir. Model 3 somatik semptomlarin varyansina %39.9 anlamli
katkida bulunmustur; AR> = 0.39, F' (8, 312) = 31.899, p <.001. Yas (B=.123, P
<.05), toplulukculuk (f =.128 p < .05), obsesif kompiilsiflik (5 = .27, p <.001),
anksiyete (f = .26, p < .05) ve fobik anksiyete (f = .13, p < .05) anlaml
yordayict degiskenlerdir.

3.2. Kisa Goriisme Bulgular:

Uc ana tema ortaya cikmistir; Katilimcilarin  Somatik — Semptomlari,
Katilimellarin ve Diger Onemli Bireylerin Somatik Semptomlarin Algilaaiklar:

Sebepleri, ve Somatik Semptomlarla Bas Etme.

3.2.1. Tema 1: Katilmcilarin Somatik Semptomlar:

Dokuz katilimc1 mide ile ilgili semptomlar, mide ile semptomu olan dokuz
katilimcidan biri bas agrist ve ¢arpmnti ve diger kadin katihmer ise bayilma
semptomlarindan bahsetmistir. Ttim katilimeilar, somatik semptom farklilifina
bakmaksizin tim semptomlar1 “kendilerini bildi bileli” yasadiklarin1 da

belirtmistir.
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Alt- Tema 1: Mide ile Ilgili Semptomlar: Mide Yanmas: ve Mide Bulantist

Dokuz katilimc1 mide yanmasi ve mide bulantisi yasadiklarini belirtmistir. Mide
yanmasini “rahatsiz edici bir sekilde midedeki asitin ve mide 1sisiin artmasi”
olarak betimlemislerdir. Mide bulantisinin ise mide yanmasindan hemen sonra
ortaya ¢ikan “rahatsizlik verici ve neredeyse kusma ile sonuglanacak™ bir

semptom olarak tanimlamiglardir.

Alt-Tema 2: Bas Agrisi ve Carpintt

Mide ile semptomlari olan bir kadin katilimci bu semptomlara ek olarak bas
agris1 ve carpinti semptomlar1 da yasadigini belirtmistir. Bas agrisim1 “basinda
olusan yogun bir basing hissi”, ¢carpintiy1 ise “kalbinin ¢ok hizli ve sik atmas1”

olarak nitelendirmistir.

Alt-Tema 3: Bayilma

Katilimcilardan biri mide ile ilgili semptom yasamadigini ancak bayildigini dile
getirmistir. Bayilma semptomunu “herhangi bir fiziksel sebep olmadan
kendinden ge¢cme” olarak nitelendirmistir. Katilmer ilk kez iki sene Once

bayildigini ve o zamandan bu zaman toplamda alt1 kez bayildigini ifade etmistir.

3.22. Tema 2: Katihmcilarm ve Diger Onemli Bireylerin Somatik

Semptomlarin Algiladiklar1 Sebepleri

Farkli somatic semptomlar1 yasamalarina ragmen tiim katilimcilar “stress” ve
“cok dusiinme”nin semptomlarinin sebepleri oldugunu belirtmistir. Yine yalanan
semptomlardan bagimsiz olarak, tiim katilimcilar ailelerinin bu semptomlarin

sebebini “hassas ve kirilgan olma” olarak nitelendirdiklerini ifade etmistir.
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Alt-Tema 1: Stresin Somatik Semptomlar Uzerindeki Negatif Etkisi

Katilimcilar  somatic  semptomlarinin  sebeplerinden biri  olarak  stresi
belirtmislerdir ve stresi “baski altinda hissedilen herhangi bir durum” olarak
betimlemiglerdir. Katilimcilar, stress ve somatik semptomlar1 arasinda “bir
sekilde bir bag oldugunu” da dile getirmis ancak arastirmaci daha detayli bir

sekilde anlatmalarini istese de cevaplar s1g ve derinliksiz kalmustir.

Alt-Tema 2: Somatik Semptomlarin Hem Sebebi Hem Sonucu Olarak
Ruminasyon

43

Katilimcilar somatik semptomlarinin  bir bagka sebebi olarak da “gok
digtinme™yi belirtmiglerdir. Cok diisiinmeyi “her seferinde semptom hakkinda
cok fazla diistinme ve stirekli semptomlar1 diistinme™ olarak nitelendirmislerdir.
Bunun psikoloji literatiiriindeki karsiligi ruminasyondur ve ruminasyon herhangi
bir konu {izerinde araliksiz ve yopun olarak diisiinme olarak nitelendirilebilir

(Nolen-Hoeksema, 2011).

Alt-Tema 3: Aile Bireylerinin Algiladiklar: Somatik Semptomlarin Sebebi “Fazla

Hassas ve Kirilgan Olma”™

Farkli somatik belirtileri olan katilimcilarin her biri aile bireylerinin algildaiklar:
somatik semptom sebebinin “fazla hassas ve kirilgan olma” oldugunu
belirtmistir. Fazla hassas ve kirillgan olma, katilimcilar tarafindan “her seyden

hemen etkilenebilme” olarak tanimlanmaktadir.

154



3.2.3. Tema 3: Somatik Semptomlarla Bas Etme

Somatik semptomlarla bas etme temasi altinda dort alt tema ortaya ¢ikmustir.

Alt-Tema 1: Aile Bireylerinden Duygusal Yakinlik Bekleme

Farkli somatik semptomlar1 deneyimleyen tiim katilimcilar, semptomlari
hakkinda aile bireyleri ile goriistiiklerini dile getirmislerdir. Tiim katilimeilar aile
bireyleri ile semptomlart hakkinda goriisme sebeplerinin tavsiye almak
olmadigin1 yalmizca duygusal paylasim beklentisi igerisinde olduklarini
vurgulamiglardir. Yine tiim katilimcilar, aile bireylerinin medical veya duygusal
tavsiye verdiklerini (Orn: “Bir mide koruyucu i¢” veya “Bu kadar takilma bu
konuya”) belirtmistir. Katilimcilar, aile bireylerinden tavsiye almak
istemediklerini tavsiye yerine sadece kendilerini dinlemelerini dilediklerini de

belirtmistir.

Alt-Tema 2: Arkadaslarla Empatik ve Sefkatli Paylasim

Farkli somatik semptomlara sahip tiim katilimcilar semptomlar1 hakkinda aile
bireyleri yerine arkadaslariyla daha rahat ve empatik paylasim yapabilediklerini
belirtmistir.  Katilimcilar  ailelerinin  onlara tavsiye vermekten Oteye
gecemediklerini, arkadaslarinin ise daha empatik bir sekilde kendilerini
dinlediklerini, sozel aynalama yaptiklarini, siklikla g6z temast kurduklarini ve

kendilerine sefkat gosterdiklerini belirtmislerdir.

Alt-Tema 3: Kisisel Bas Etme Startejileri

Alt1 katilime1 (mide yanmast ve mide bulantisina sahip dort kadin, iki erkek)
“kendini oyalama”, bir baska deyisle dikkatlerini somatik semptomlardan ziyade
baska yone yoneltme stratejisini kullandiklarini ifade etmistir. “Kendini
oyalama” bas etme stratejisinin  katilimcilarin  somatik  semptomlari

yogunlastiginda kullandig1 dikkat ¢ekicidir. Katilimcilar somatik semptomlarinin
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yogunlastigt durumlarda dikkatlerini baska yone ¢ektiklerini belirtmislerdir.
Katilimcilar agirlikli olarak hobilerine yoneldiklerini belirtmistir ve hobiler

arasinda komedi dizisi/filmi izlemek, kitap okumak ve oyun oynamak vardir.

Iki katilmeci (mide yanmasi ve bulantisimn yani sira bas agrisi ve carpinti
deneyimleyen bir kadin katilimci ve mide yanmasi ile mide bulantisi
deneyimleyen bir erkek katilimci) bas etme stratejisi olarak “ig¢sel konusma”
icerisine girdiklerini belirtmistir. i¢sel konusma, “kendi kendini telkin etme”
olarak betimlenmistir ve katilimcilar somatik semptomlar1 yogunlastiginda kendi
kendileriyle igsel olarak konusarak (Orn: “Merak etme birazdan bu belirti
gegecek... Korkulacak herhangi bir sey yok... Birazdan her sey c¢ok daha iyi

olacak...”) kendilerini telkin ettiklerini ifade etmistir.

Mide yanmasi ve bulantist deneyimleyen bir kadin katilimei ise kisisel bas etme
yontemi olarak meditasyon yaptigini belirtmistir. Katilimer meditasyonun etkili
olmasinin sebebinin kendisine sefkat ve anlayis gostermek oldugunu
vurgulamistir. Meditasyon ile somatik semptomlariyla daha islevsel bas

edebildigini de ifade etmistir.

Son olarak, bayilma semptomu deneyimleyen bir kadin katilimer kisisel bas etme
yontemi olarak siklikla dua ettiginden bahsetmistir. Katilimer duanin igerigini,
“Allah ile konugsmak ve ondan yardim istemek™ olarak betimlemistir. Bunun yan1
sira “Allah’in kendisine en kisa zamanda yardim edecegine dair inancinin

olmasinin” da bas etmede yardimci oldugunu da vurgulamistir.

Alt-Tema 4: Tibbi Yardim Arayist ve Gelecek Planlart

Kisa gortismelere katilan tiim katilimeilar somatic semptomlari i¢in son iki yilda
tibbi yardim arayisi igerisine girdiklerini ifade etmislerdir. Katilimcilarin hi¢ biri
somatik semptomlari i¢in son 6 aydir herhangi bir tibbi yardim arayis1 ig¢erisinde

degildir.
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Mide yanmasi ve mide bulantis1 deneyimleyen dokuz katilimci daha evvel bir
gastroenterolog tarafindan tedavi edildiklerini ve mide koruyucu ilacin regete
edildigini belirtmistir. Bu dokuz katilimcidan {i¢ti endoskopi araciligiyla detayl
muayene edildiklerini ve fiziksel herhangi bir rahatsizlik (6rn: reflii, gastrit vb.
gibi) karsilagilmadigini ifade etmistir. Gastroenterologa bagvuran dokuz
katilimc1, kendilerini muayene eden doktorlarin mide yanmasi ve mide
bulantisinin sebebinin “psikolojik olabilecegini” sdylediklerini de ayrica belirtse

de katilimcilardan hig biri psikolog veya psikiyatriste bagvurmamustir.

Bayilma semptomu deneyimleyen bir kadin katilime1 ise iki sene 6nce norologa
basvurdugunu, beyin tarama testlerinde herhangi bir fiziksel rahatsizligin tespit
edilmedigini ve dolayisiyla bir psikiyatriste yonlendirildigini ifade etmistir.
Katilimei, iki yil once psikiyatriste yonlendirme tizerine gittiini ve bir yil
boyunca, recete edildigi gibi, antideperesan kullandigimi belirtmistir. Katilime1
son bir yildir antideperesan almadigini ve daha once hi¢ bir psikologla

goriismedigini de belirtmistir.

Mide bulantist ve mide yanmasi yasayan yedi katilimci (bes kadin, iki erkek) ile
bayilma semptomu deneyimleyen bir kadin katilime1 yakinda bir psikolog ile
goriismeyi planladiklarini belirtmistir. Kisa goriismelere katilan ve somatik
semptom deneyimleyen t¢ katilimci ise ilerleyen siiregte psikolog veya

psikiyatrist ile gériismeyi planladiklarina dair herhangi bir bilgi vermemistir.

4. TARTISMA

4.1. Niceliksel Bulgularin Tartisiimasi

Giincel calismanin niceliksel boliimiiniin - amaci  somatik  semptomlarin
yordayicilarinin  belirlenmesidir. Bu dogrultuda, alanyazindaki c¢alisma
bulgulartyla da uyumlu olarak, yas, sosyoekonomik seviye, duygu ifade
edememe, depresyon, anksiyete, fobik anksiyete, obsesif kompiilsiflik, ofke,

kisileraras1 duyarlilik, paranoid diistinceler, psikotizm, bireyselcilik ve
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topluluk¢uluk degiskenlerinin somatik semptomlar1 yordayicilig1 arastirilmistir.

Ug basamakl hiyerarsik ¢coklu regresyon analizi yiiriitiilmiistiir.

Bulgular boliimiinde de belirtildigi {izere yas degiskenin regresyon analizinin
yalnizea iiclincli ve son basamaginda anlamli bir yordayici oldugu ortaya
cikartilmistir. Bir baska deyisle, yas degiskeni somatik semptomlar1 ancak ve
ancak psikolojik degiskenler modele eklendiginde yordayabilmektedir. Bu
sonug, alanyazindaki diger calismalarda da oOnerildigi gibi, yas degiskeninin
diger degiskenlerle (6rn: psikolojik degiskenler) iligki icerisine girerek somatik
semptomlar1 yordadigini gostermektedir. Bir bagka deyisle, yas degiskeni tek
basina somatik semptomlar1 yordayamazken psikolojik degiskenler (anksiyete,
fobik anksiyete ve obsesif kompiilsiflik) devreye girince yas degiskeninin
somatik semptomlar1 yordayabilecegi soylenebilir. Anksiyete, fobik anksiyete
veya obsesif komplilsif semptomlar yasayan ileri yas bireylerinin somatik

semptom deneyimleme risklerinin daha yiiksek oldugu ifade edilebilir.

Yine bulgular boliimiinde belirtildigi {izere, psikolojik degiskenler somatik
semptomlardaki varyansin c¢ogunlugunu agiklamaktadir. Bir bagka deyisle,
anksiyete, fobik anksiyete ve obsesif kompilsif semptomlarin somatik
semptomlart yordamada diger degiskenlere gore (demografik degiskenler,

kiiltiirel degiskenler ve duygu ifadememe) daha kuvvetli oldugu soylenebilir.

Anksiyete ve fobik anksiyete, hipotez edildigi gibi somatik semptomlari
yordayabilen anlamli degiskenlerdir. Bir baska deyisle, katilimcilar herhangi bir
anksiyete bozuklugu tanist almamis olsa dahi, anksiyete semptomlarina sahip
olduklarinda somatik semptom deneyimleme sanslar1 da artmaktadir. Bu durum,
depresyon degiskeni i¢in ise gegerli degildir. Depresyon degiskeni, regresyon
analizinde somatik semptomlarin anlamli bir yordayici degildir. Bir bagka
deyisle, klinik olmayan popiilasyondaki depresif semptomlarin somatik
semptomlarla bir iliskisi olmadig1 goriilmistiir. Bireylerin ancak ve ancak major
depresif bozukluk tanisina sahip olmus olmalar1 somatik semptom deneyim

riskini arttirmaktadir.
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Hipotez edildigi gibi obsesif kompiilsiflik somatik semptomlarin bir
yordayicisidir.  Giincel ¢alisma, obsesif kompiilsif semptomlarin somatik
semptomlarin en giiclii yordayici oldugunu ortaya ¢ikartmistir. Bu olgunun
altinda yatan sebep korona salgini olabilir. Alanyazindaki calismalar korona
salgini ile beraber bulas kaygisinin klinik olmayan popiilasyonda da anlamli bir
sekilde arttigin1 gostermektedir (Sheu, McKay ve Storch, 2020). Bir bagka
deyisle, bulas kaygisi obsesif kompiilsif semptomlarin altinda yatan temel
kaygilardan biridir ve salgin doneminde artmis olan bu bulag kaygisinin somatik
semptom deneyimini etkileyebilecegi alanyazinda diger c¢alismalarda da
gosterilmistir (Colizzi ve ark., 2020; Liu ve ark., 2020). Korona salgiminin
obsesit kompiilsif 6zelliklerin somatik semptomlarin en giiclii yordayici olup

olmadig: ile iliskisi bagka istatistiksel analizlerle incelenebilir.

Cinsiyetin somatik semptomlar {izerinde bir etkisi olmadig1 tek yonlii denekler
arasi varyans analizi ile ortaya cikartilmistir. Bu sebeple, cinsiyet degiskeni,
somatik semptomlarin yordanmasi i¢in yiiritiilmis hiyerarsik ¢oklu regresyon
analizine dahil edilmemistir. Cinsiyetin 6zellikle klinik olmayan popiilasyondaki

somatik semptomlarla bir ilisiginin olmadig1 sdylenebilir.

Sosyoekonomik seviyenin somatik semptomlarla negatif bir iliski igerisinde
oldugu tespit edilmistir. Bir bagka deyisle, diisiik sosyoekonomik seviyeye sahip
bireylerin somatik semptom deneyimleme ihtimalleri daha yiiksektir. Giincel
bulgu, alanyazindaki diger ¢alismalarca da desteklenmistir (Huure ve ark., 2005;
San Sebastian ve ark., 2015). Ek olaral giincel ¢alismada sosyoekonomik seviye
yalnizca egitim ve gelir seviyesi ile belirlenmemistir. Bu sebeple giincel
calismadaki bu bulgu yalnizca gelir ve egitim seviyesinin somatik semptomlarin
yordayict oldugunu gostermemekte, ek olarak hane halkinin toplam gelir ve
egitim seviyesinin, miilkiyetlerin, hane halkinin profesyonel ve mesleki
durumlarinin da somatik semptomlart yordadiginmi gostermektedir. Giincel
calismaya katilan katilimcilarin %70°1 tiniversite mezunudur. Alanyazindaki
calismalar, bes yildan az formal egitim almis bireylerin kiiltiir farklilig

gozetmeksizin daha ¢ok somatik semptom deneyimleme ihtimallerinin oldugunu
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ortaya koymustur (Gureje ev ark., 1997). Bu dogrultuda giincel ¢alismaya daha
diigiik egitim seviyesine sahip katilimcilarin katilmis olmasi bu katilimcilarin
somatik semptom deneyimleri hakkinda daha ¢ok bilgiye sahip olunmasina

sebep olabilirdi.

Kiiltiirel degiskenlerin de somatik semptomlarin yordayicilar1 oldugu tespit
edilmistir. Bireyselcilik degiskenin somatik semptomlarla negatif, topluluk¢uluk
degiskenin ise somatik semptomlarla pozitif iliski igerisinde oldugu ortaya
cikartilmigtir. Bir baska deyisle, toplulukcu arka plana sahip bireylerin somatik
semptom deneyimleme ihtimalleri daha fazladir. Bu olgunun sebebi,
alanyazindaki 6nermelerin de dogrultusunda, grup igerisinde nasil algilandiklari,
yasadiklar1 sebebiyle olasi bir utang hissetmeleri veya grup igerisinden diglanma
korkusuna sahip olmalar1 olabilir (Desai ve Chaturvedi, 2017; Katon ve ark.,
1984; Keyes ve Ryff, 2003; Kleinman ve Kleinman, 1985; Parsons ve Wakeley,
1991).

Hipotez edilmesinin aksine duygu ifade edememenin somatik semptomlar:
yordamadig1 goriilmiistiir. Bu olgunun olasi bir sebebi, katilimeilarin duygu ifade
edememekten 6te duygularini anlayabilme yetilerinin ve duygu farkindaliklarinin
az olmasi olabilir. Bu durum, kisa goriismelerdeki cevaplarin neden yiizeysel

oldugunu da agiklayabilir.

4.2. Kisa Goriisme Bulgularinin Tartisilmasi

Kisa goriismelere katilan 10 katilimcinin dérdii orta sosyoekonomik seviyeye,
altis1 ise yliksek sosyoekonomik seviyeye sahiptir. Kisa goriismelere katilan tiim
katilimcilar topluluk¢u bir kiiltiirel arka plana sahiptir. Katilimeilarla yapilan
gorismeler her ne kadar ortalama 41.5 dakika siirse de katilimecilarin verdikleri
cevap oldukea s1g ve derinliksizdir. Bu olgunun sebeplerinden bir tanesi kiiltiirel
degiskenler olabilir. Katilimeilarin hepsi toplulukg¢u bir kiiltiirel arka plandan
geldigi i¢in goriismeler sirasinda olasi  bir utang duygusu veya

dislanma/etiketlenme kaygisi ile cevaplarimi derinliksiz birakmis olabilirler.
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Bunun yani sira, kisa goriismelere katilan katilimcilar duygularii ifade
edememenin &tesinde duygularmma dair farkindaliga sahip olmayabilirler. Bu
durum, hiyerarsik c¢oklu regresyon analizi sirasinda hi¢ bir basamakta duygu

ifade edememenin somatik semptomlar1 yordayamadigi ile de ilintili olabilir.

Benzer bir argiiman, katilimcilarin somatik semptomlar: i¢in yonlendirilseler
dahi psikolog/psikiyariste basvurmamalar1 ile ilgili de ©6ne siiriilebilir.
Alanyazinda yapilmis calismalarda da gorildiigli tizere toplulukc¢u bir kiiltiirel
arka plandan gelen bireyler psikolog/psikiyatrist goriismelerine gruplari
icerisindeki olasi bir etiketlenme sebebiyle olasi direngli olabilirler (Kuruvilla ve
Jacobs, 2012). Bunun yani sira, katilimcilarin duygu farkindaligi olmadigr igin
de psikolog/psikiyatrist gériismelerinin amacini anlamamis ve dolayisiyla gerek

duymamas olabilirler.

4.3. Tiim Bulgularin Tartisilmasi

Giincel calisma, yas, sosyoekonomik seviye, bireyselcilik, topluluk¢uluk,
anksiyete, fobik anksiyete ve obsesif kompiilsif 6zelliklerin somatik semptomlari
yordadigini ortaya cikartmistir. Ozellikle, obsesif kompiilsif belirtilerin somatik
semptomlarin en giiclii yordayicisi oldugu tespit edilmistir. Korona salgini ile
artan bulas kaygisi, tim bireyler obsesif kompiilsif 6zelliklerin artmasina ve
bunlarin da somatik semptom deneyimlerini arttirmasina sebep olabilecegi

sOylenebilir.

Kisa goriigmelerde katilimcilar somatik semptomlarinin sebepleri olarak “cok
disiinme™yi de one stirmistiir. “Cok diisiinme”, daha 6nce de belirtildigi gibi,
ruminasyon olarak kavramsallastirilabilir. Ruminasyonun obsesif kompiilsif
Ortintiilerin temel 6zelliklerinden biri oldugu dustiniiliirse, obsesif kompiilsif
ozelliklerin hiyerarsik ¢oklu regresyonda anlamli bir yordayici olarak belirmesi
sasirtict degildir. Bir baska deyisle, obsesif kompiilsif 6zelliklerin somatik

semptomlardaki rolii kisa goriismelerde de kendini gostermistir.
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Kisa goriismelerdeki sig ve derinliksiz cevaplarin varligi ise hiyerarsik ¢oklu
regresyon analizinin hi¢ bir basamaginda duygu ifade edememenin anlamli bir
yordayict olarak belirlemesi ile iligkili olabilir. Bir baska deyisle, kisa
gortismelerdeki si1g ve derinliksiz ifadelerin, duygu ifade edip edememe ile ilgili
olmadigi duygu ifade edememenin anlamli bir yordayici olmamasiyla da
desteklenmektedir. Bu dogrultuda, kisa goriismelerdeki sig ve derinliksiz
ifadelerin sebebinin duygu farkindalig1 yetisinin olmamasi ihtimalinin oldugu da
sOylenebilir. Bu hipotezin desteklenebilmesi i¢in giincel calisma duygu

farkindalig1 degiskeni eklenerek tekrarlanabilir.

4.4. Giiclii Yanlar, Simirliliklar ve Gelecek Arastirmalar icin Oneriler

Giincel c¢alisma somatik semptom etiyolojisi ve bireysel kavramsallastirilmasi
amactyla dizayn edilmis biitiinsel bir ¢calismadir. Calismanin hem niceliksel hem

de niteliksel 6geler barindirmasi ¢alismanin giiglii yanlarindan bir tanesidir.

Giincel calismanin bir diger giiclii yani ise kiiltlirel degiskenlerin Tiirkiye
kiiltiirtine 6zgii igerikler barindiran bir 6lgekle (IND-COL) degerlendirilmesidir.
IND-COL Olgegindeki ifadeler Tiirkiye popiilasyonundaki kiiltiire]l durumlara
gore revise edilmistir. Aym Olgegin Tiirkiye popiilasyonu igin gecerlik-
giivenirlik ¢calismasi ¢ok yakin bir tarihte yapilmistir (201); bu da 6lcegin 6lgtiigii

icerigin giincel yasamdaki gercek karsiligina isaret etmektedir.

Calismanin en biiyiik sinirliliklarindan bir tanesi yiizeysel cevaplar igermis olan
kisa gortismelerdir. S1g ve derinliksiz ifadelerin sebebi tam olarak bilinmemekle
birlikte, hiyerarsik coklu regresyon analizinde duygu ifade edememe degiskenin
anlamli bir yordayici olmamasiyla beraber, bu olgunun sebebinin katilimcilarin
duygu farkindaliginin az olmasi oldugu sdylenebilir. Bu dogrultuda giincel

calisma duygu farkindalig1 degiskeni eklenerek tekrarlanabilir.

Daha once de belirtildigi iizere, giincel c¢alismadaki veriler korona salgini

sirasinda toplanmistir. Korona salgi ile iliskisi alanyazindaki ¢alisamalarca da
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gosterilmis olan obsesif kompiilsif o6zellikler, gilincel ¢aligmada somatik
semptomlarin en giiclii yordayici olarak kendisini gostermistir. Korona salgininin
bu bulgudaki rolii tam olarak bilinememektedir. Dolayisiyla, giincel ¢alisma
korona salgini bittikten sonra tekrarlanabilir ve obsesif kompiilsif 6zelliklerin
somatik semptomlarin gergek giiclii yordayicisi olup olmadig: anlasilabilir.

Yine korona salgini sirasinda veri toplandigi i¢in niceliksel ¢alismaya ait veriler
elektronik ortamda elde edilmistir. Elektronik ortam araciligiyla katilimcilardan
elde edilen verilerin temsil edilebilirligi tartisilabilir. Ozellikle diisiik
sosyoekonomik ve egitim seviyesindeki katilimcilarin sayica az olmasi giincel
calismanin temsil edilebilirligi acisindan bir siirlilik tegkil etmektedir. Bu
dogrultuda giincel ¢alisma korona salgini bittikten sonra diisiik sosyoekonomik
ve egitim seviyesindeki bireylere daha rahat ulasilabilecegi kosullarda

tekrarlanabilir.

4.5. Klinik Uygulamalar

Giincel calisma somatik semptomlarin yonetimi acisindan faydali olabilir. Klinik
olmayan popiilasyondaki somatik semptom deneyiminin anlasilmasi o6zellikle
tibbi ortamlarda bu semptomlarin nasil yonetilebilecegi hakkinda aydinlatic
islev gorebilir. Alanyazindaki ¢alismalar, tip doktorlarinin somatik semptom
deneyimleyen bireylerle c¢alismakta zorlandiklarini ortaya koymaktadir
(Wileman ve ark., 2002). Bireylere deneyimledikleri somatik semptomlarin
sebebinin fiziksel olmadigi sdylendiginde bireyler durumu kabullenmekte
olduk¢a zorlanmakta ve dolayistyla yonlendirmelere kendileri kapatmaktadirlar
(Wileman ve ark., 2002). Bu dogrultuda, bireyler de deneyimledikleri
semptomlarin fiziksel degil de psikolojik kokenli olabileceklerine dair bilgi

sahibi olurlarsa somatik semptomlarin yonetilmesi daha kolay olacaktir.

Ek olarak, psikolojik degiskenlerin (anksiyete, fobik anksiyete ve obsesif-
kompiilsiflik) somatik semptomlardaki varyansin g¢ogunun agikladigi One
strtilmigtir. Bu bulgu 1s1g3inda psikolog/psikiyatriste bagvuran ve somatik

semptom deneyimleyen bireylerin anksiyete, fobik anksiyete veya obsesif
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kompiilsif ozellikler gosterebilecegi akilda tutularak formiilasyon ve terapide
hizli yol alinabilir. Bununla beraber &zellikle korona salginin devam ettigi
stireglerde somatik semptom ile basvuran bireylerin osesif kompiilsif 6zellikler
gosterebilecegine dair bir biling hem semptomlarin yonetilmesinde hem de
tedavisinde hayli yol gosterici olacaktir.

Glniimiizde somatik semptomlarin tedavisinde en ¢ok kullanilan terapi
yontemleri biligsel davraniger terapi (BDT) ve bilingli farkindalik temelli
terapilerdir (Kroenke, 2007; Kroenke ve Swindle, 2000; Sumathipala, 2007;
Williams, Russell, ve Russell, 2008; Tyrer, Cooper, Salkovskis ve Barrett, 2013).
Bu her iki terapi yonelimi 6ncelikli olarak bireylerin yasadiklar1 duygulart fark
etme ve ardindan fark edilen duygularla bedensel belirtilerin (somatik
semptomlarin) birbirinden ayirt edilmesine yoneliktir. Duygular ve somatik
semptomlar fark edilip birbirilerinden ayirt edildikten sonraki temel amag¢ bu
semptomlarla islevsel bir sekilde basa c¢ikma mekanizmalari ingaa etmektir.
Giincel calisma da, bu dogrultuda, bireylerin duygu ifade edemeyip ifade
edemedikleri duygular1 somatik semptomlara doniistiirmesinden Gte, bireylerin
duygularinin farkinda olmadigina isaret etmektedir. BDT ve bilingli farkindalik
temelli terapi yonelimlerinin amaglariyla uyumlu olarak, giincel c¢alisma
psikolog/psikiyatristlere bireylerin en Oncelikle duygularinin fark etmeleri

tizerinde ¢alismalar1 gerektigine dair vurgu yapmaktadir.
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