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Abstract

The main purpose of this study is to examine the relationship between
somatic complaints that are one of the major crises in health care services and
attachment styles. In addition, the moderator role of the mentalization capacity on
the envisaged association between the attachment styles and somatic complaints
of the persons were investigated.The research was carried out with the survey
package presented on the internet. Through snowball sampling, 402 participants
were included. The survey package was consisted of the Informed Consent Form,
the Reflective Functioning Questionnaire (RFQ-54), the Levels of Emotional
Awareness Scale (LEAS-4), the Experiences in Close Relationships-
Revised(ECR-R) and the Somatization Scale (85), respectively.

It has been hypothesized that the insecurity in the attachment will be
related to the increase in somatic complaints. Attachment insecurity was
addressed in regard to two dimensions as the anxious attachment and avoidant
attachment. Among these dimensions, it has been suggested that amxious
attachment is a stronger predictor of somatization rather than  avoidant
attachment. It was expected that the mentalization capacity has a moderator effect
on this relation. In this context, while interpreting the mental processes in social
relations, individuals can be under the influence of ’'genuine mentalization',
'hypermentalization', or 'hypomentalization'. The last two were considered as the
deficits in mentalization capacity as fo what extent individuals are prone to being
too certain about mental states or being too uncertain about mental states. These
two dimensions were expected to be positively related with the somatization level.
It was also aimed to investigate the relationship between the level of emotional
awareness of the mdividuals and the level of somatization. However, the four
ems version of LEAS, which was used for the first tmme with Turkish _

participants, was not included in the analysis because of doubtful validity values.

The results of the study showed that both attachment anxiety and

attachment avoidance were positively correlated with somatization. The




relationship between the sub-dimensions of mentalization and the level of
somatization was statistically significant. As in an expected direction,
hypometalization and somatization were positively related whereas the lmk
between hypermetalization and the level of somatization were found to be
negative. Moderation effect of mentalization was tested with stepwise regression
analysis. In the most significant explanatory model of the variance, attachment
anxiety, the health status, the health complaint rates of the mother, the educational
attainment, the hypermentalization level and gender were included as significant
predictors of the levels of somatization. The moderator role of mentalization
capacity was not supporied since this model did not involve the interaction of the
sub-dimensions of mentalization capacity and the attachment. In the light of these
results, theoretical and clinical findings that can be deduced were discussed and

suggestions for future research were presented.

Keywords: somatization, attachment-anxiety, attachment-avoidance,

hypermentalization, hypomentalization, reflective functioning.
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Ozet

Bu ¢ahigmamin temel amaci giiniimiizde saglik hizmetlerinde Snemii bir
krize neden olan somatik sikdyetlerin baglanma stili ile olan iliskisini
incelemektir. Bununla birlikte, Ongdrilen bu iligkide zihinsellestirme
kapasitesinin moderator rolii test edilecektir. Kartopu drneklemiyle ulasilan 402
katilimer internet iizerinden yayginlastirilan anketleri doldurarak ¢alismaya dahil
olmustur. Anket igerigi swrasiyla Bilgilendirilmis Onam Formu, Demografik Bilgi
Formu, Yansitict Isleyis Olgesi (YI0), Duygusal Farkmndalik Diizeyi Olcegi
(DFDO-4), Yakin Iliskilerde Yasam Envanteri-II (YIYE-II) ve Somatizasyon
Olgegi (SS)’nden olusmaktadir.

Baglanmadaki giivensizligin somatik sikdyetlerin artisiyla iliskili olacag
beklenmistir. Baglanma glivensizligi kaygili baglanma ve kagimaci baglanma
olarak iki boyutta ele almrmustrr. Bu boyutlar arasindan kaygilr baglanmanin
ka¢inmact baglanma alt boyutuna nazaran somatizasyon diizeyi tizerinde daha
giiclii bir vordayic1 olacagi dngdriilmiigtir. Zihinsellestirme becerisinin de bu
iliskide moderatdr etkisinin olacag: diisiiniilmiistiir. Bu baglamda, kisiler sosyal
iliskilerdeki  zihinsel  siire¢leri  yorumlarken  hakiki  zihinsellestirme,
hipermentalizasyon ve hypomentalizasyon etkisi altnda olabilir. Bu siirecte ne
oranda ‘kesinlik’ (hipermentalizasyon} ve ‘belirsizlik’ (hypomentalizasyon)
etkisinde kaldiklar1 zihinsellestirme kapasitesindeki yetersizlikleri isaret eden iki
alt boyut olarak degerlendirilmistir. Bu iki boyutun da somatizayon diizeyi ile
pozitif yonlii bir iliskide olmast beklenmistir. Ayni zamanda, bireylerin duygusal
farkmdahk dizeyi ile somatizasyon diizevleri arasindaki iliskinin de arastwrilmast
amaclanmustir. Fakat Tiirk orneklemi ile meveut arastirmada ilk kez kullantan
Duygusal Farkindahk Diizeyi Olgegi'nin dért maddelik kisa versiyonunun
gegerlilik giivenilirligi beklenilen diizeyde bulunmadig! i¢in analiz siirecine déhil

edilmemistir.

Arastirma  sonuglart hem kaygilr hem de kaginmact baglanmanin

somatizasyon ile pozitif yénde istatistiksel olarak anlamli bir iliskide oldugunu

X11




gostermektedir. Zihinsellestirme alt boyutlar: ve somatizasyon diizeyi arasidaki
iliski  istatistiksel olarak anlamli bulunmustur. Hipermentalizasyon ve
somatizasyon  diizeyt  beklenenin  aksine negatif ydnde iliskilivken,
hipomentalizasyon ve somatizasyon iliskisi pozitif yondedir. Moderasyon iligkisi
adimsal regresyon yontemiyle test edilmistir. Somatizasyon diizeyindeki varyans:
en kuvvetli agiklayan modelde sirasiyla kaygili baglanma, kisinin saglik durumu,
annenin ne oranda saglgmndan sikdyetci oldugue, kisinin egitim durumu,
hipermentalizasyon diizeyr ve cinsiyetin yordayicr etkisi oldufu ortaya
konulmustur. Bu modele zihinsellestirme kapasitesi ve baglanma alt boyutlarinin
etkilesimi dahil olmadig: icin zihinsellestirme kapasitesinin moderatér roliine dair
hipotez desteklenmemistir. Meveut g¢ahismadan eide edilen bu sonuglardan
cikarim yapilabilecek teorik ve klinik bulgular tartisilmig ve gelecek arastirmalar

icin dneriler sunulmustur.

Anahtar kelimeler: somatizasyon, kaygili baglanma, kagmmaci baglanma,

hipermentalizasyon, hypomentalizasyon, zihinsellestirme.

X111




CHAPTER 1: INTRODUCTION

Somatization refers to the perception and expression of stressful
circumstances as bodily problems in response to psychological stress, and results
in the act of seeking medical help without any organic explanation (Lipowski,
1988). This definition indicates that persons with psychosomatic disorders
perceive physical problems as the source of their complaints, and do not attribute
psychological causes to the existence and/or worsening of them. These somatic
symptoms usually appear before the age of 30, and cause excessive distress,
overutilization of healthcare services, and deficits in functionality (Kirmayer &

Looper, 2000).

Even though it is not possible to collect precise prevalence rates for all
conditions, psychosomatic manifestations are considered to be the most common
cases in primary health care services. In this context, it can be perceived
simultaneously as a fmancial, medical and social problem (Lipowski, 1988).
Because of that, these bodily complaints have recently been described as a
medical crisis due to their costly and time-consuming treatment requirements

(Stuart & Noyes, 1999).

As it 1s typical for the mmltifaceted problems in psychiatry and general
medicine, somatization is commonly accompanied by different psychiatric
conditions, such as depression and anxiety disorders, schizophrenia, personality
disorders, and substance use. Somatization increases distress and discomfort, and
worsens the course of these disorders. It also makes the diagnoses of these
psychiatric conditions more difficult by masking or altering the presentation of

their symptoms (Lipowski, 1987, 1988).

Previous research mdicates that there is no single theory for adequately
explaining the concept of somatization. However, the consistent empirical studies
showed that somatization refers to a symbolic way of communication and

conflict-resolution (Kellner, 1990). Review studies advocate that somatization as




a response to stress and as a way of affect regulation needs to be considered in the
scoop of the developmental dimensions (Maunder & Hunter, 2001). Lipowski
(1988) listed the developmental dimensions of somatization as genetic
predisposition, learning, personality and environmental factors. In this regard,
attachment theory as a comprehensive theory for biopsychosocial development
has began to be mterested in the relationship between attachment styles and

somatization.

Attachment theory proposes that the internalization of the relations with
primary caregivers during the early years of life shape the relatively persistent
intrapsychic and interpersonal patterns. Bowlby (1973) emphasized that the inner
representations that have been formed in the early attachment experience were
based on two basic features: whether the attachment figure can respond to the
needs of protection and support, and whether the individual perceives herself as
worthy of getting help from others, especially from the primary caregivers.
According to this theory, stress and threat activates the attachment schemas
(Waller et al., 2004). The study of Ciechanowski and colleagues (2002) showed
that individuals with different attachment styles respond to stress with different
somatic symptoms and help-seeking behaviors. Their study showed that
individuals with preoccupied and fearful attachment styles are more prone to
manifesting somatic complaints as compared to secure and dismissive attachment
styles. Similarly, the statistics of primary health care providers show that
individuals with preoccupied attachment styles had a higher wvisit rate in

comparison to the other attachment styles (Ciechanowski et al., 2002).

Moreover, Waller, Scheidt and Hartmann (2004) argued that the
relationship between somatic patients and health care providers could be
understood in regard to the relational patterns of different attachment styles. The
results of their study illustrated that while dismissively attached individuals have
higher rates of hospitalization, they do not attend thewr general control visits with
practitioners. It might be argued that the high level of somatization in dismissively

attached individuals could be derived from the deficits in recognition and




regulation capacity of adverse affectivity. On the other hand, the preoccupied
individuals over-amplify their symptoms, and reflect unsatisfied caring needs to
primary health care providers. In the light of these results, Waller and friends
(2004) emphasized the importance of the awareness of insecure attachment
strategies of somatic patients to handle the problematic interactions with health

care services.

In addition to the sense of security and intimacy, attachment theorists have
also focused on the concept of mentalization that is shaped in the primary
caregiver-child relationship. As an intentional mental process, this capacity is
used to make sense of self and others (Bateman & Fonagy, 2006). A high level of
mentalization capacity makes it possible for an individual to flexibly experience
and reflect emotions, wishes, plans and desires (Fonagy &Target, 2002). In this
regard, secure attachment experiences are associated with the development of the
mentalization capacity (Bateman & Fonagy, 2006; Allen, Fonagy &Bateman,
2008).

Mentalization capacity is subject to the child's observations and exploration
of the minds of the attachment figures. The primary caregivers, who are unable to
regulate his/her emotions, are misattuned and dissociated during their children's
development process, thus these children cannot develop and/or improve the
emotion regulation systems (Fonagy & Target, 2006). Smadja (2011} stated that
only when mature mentalization i1s achieved; it is possible to recover from
physical concerns and psychosomatic manifestations. The mirroring function of
primary caregivers, which can be defined as the response to emotional states of
their infants with the marked emotional images of their own mindset, contributes
to verbalization and mentalization of the child's physical sensations. By doing so,
the child can transform these bodily manifestations into psychological meanings

(Fonagy et al., 2002).

As outlined above, the current study will focus on the associations between

attachment style, mentalization capacity and somatization. The conceptual bases
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and theoretical approaches will be included in the next section in order to
understand how these three concepts are related to each other within the context of
this study. FEach concept will be explained in detail. To address as a complex
phenomenon, somatization, a model is formulated whereby a person’s level of
mentalization capacity could moderate the relationship between his/her

attachment style and their somatization tendency.

1.1.SOMATIZATION

1.1.1. The History of the Term “Psychosomatization”

The experience of soma is a matchless dimension that cannot be distinguished
from all possible ways of life and humanity. This experience creates the
subjectivity (Dejours, 2015). World, man, life and death instincts can be evaluated
from different perspectives regarding the views of unity or the duality of psyche
and soma (Aisenstein, 2006). Throughout the Modern Medicine history, physical
complaints have been mainly evaluated in terms of mechanical and ethno-cultaral
model. In 19" century, scientific positivism and Cartesian dualism resisted the
development of views on psychosomatization (Parman, 2005). From the
perspective of mind-body dualism, the mind shapes the constant body, and gives
life and function to it (Solano, 2010). On the other hand, the vitalism perspective
suggested that the union of psyche and soma of human existence is revealed
through the dynamism in human life (Parman, 2005). This approach leads to the
birth of the psychosomatic concept, and points to the features of soma as thinking,

feeling and relating (Solano, 2010).

As a mam character of vitalism thought, the German psychatrist Heinroth is
the first person who used the term “psychosomatization” (as cited in Parman,
2005). Lipowski (19384} emphasized that the psychosomatic attribute points to the
inseparable formation and the interdependence of the psychological and biological

properties of human beings. Kreisner (1989) considered the birth of the




psychosomatic focus as a reaction to the modern medicine of 19th century, which
distinguishes medicine into departments, promotes delimitation and specialization
(as cited in Parman, 2005). According to this definition, psychosomatic medicine
18 a doctrimal and pathogenic conceptualization in which the psychic and
conflicting aspects are included in the understanding of the development of

physical illnesses (Parman, 2005).

In this regard, psychoanalysis advocated the duality of the drives instead of
the duality of soma and mind, revealing that the thought processes are funded by
the soma (Aisenstein, 2006).

1.1.2. The Psychoanalytic Perspectives on Somatization

Since the birth of psychoanalysis, interaction of psychic and somatic
processes has been one of the central curiosities (Bucci, 1997). Herewith, many
theories have been developed to investigate the multifactorial origins of somatic
complaints (Lipowski, 1987). In the psychoanalytic literature, the term
somatization refers to the unconscious defense, which blocks the experience of
anxicty, and compels its indirect appearance in the form of physical symptoms

(Stuart & Noyes, 1999).

In the next section, the different perspectives of different schools of

psychoanalytic thought on somatization will be reviewed.

1.2.1.1. Freudian Perspective on Somatic Manifestations

Sigmund Freud focused on medically unexplained bodily manifestations
throughout his works, although he does not focus directly on psychosomatic
symptoms as we define it today (Aisenstein & Smadja, 2010; Smadja, 2011). He
has referred to the mind-body integrity at three different focus points: the concept
of body ego, instinctual drives, and the hysterical conversion (Meissner, 1997).
According to Freud (1927), self is derived from bodily sensations, especially

tactile sensations. Therefore, self can be considered as the mental reflection of the




body surface. He advocated that the functions of ego have evolved from the
processes that are rooted in the physical organism. In the sense, Freud puts a
person's own body at a distinctive place among other objects that is in interaction
with and focuses on the concept of the body as both an object and an agent. The
ego functions, superego, and other higher mental representations are shaped by

bodily sensations throughout the developmental process (Meissner, 1997).

In 1915, Freud offered the drive theory. This theory based on the idea that
there are innate psychological urges (instincts) which need to be satisfied in order
to sustain the homeostasis of an organism. He conceptualized instincts as the
“psychical representative of organic forces,”” and located them as “‘the frontier
concept between the somatic and the mental’ (Freud, 1915, p.121). The presence
of the concept of drive illustrated that his theory is based on bodily origin. In drive
theory, mstinctual drives have been derived from the components of both
physiological manifestations, and psychic and mental representations. Despite
continuous changes in his formulations of the instinctual drives, the emphasis on
the body as the primary source of energy, and basis of all experiences had been

maintained (Meissner, 1997).

In the light of his theoretical emphasis on drive economy, four types of
somatic manifestations can be defined namely as conversions, somatic symptoms
derived from actual neurosis, hypochondria and organic based somatic complaints
(Aisenstein & Smadja, 2010; Smadja, 2011). Initially, the differentiation between
psychoneurosis and actual neurosis is made based on the differences in the origins
of physical complaints (Aisenstein & Smadja, 2010). Psychoneurosis causes
hysterical conversions, whereas actual neurosis leads to somatic disorders.
Conversion, which is derived from hysterical symptoms, is not anxiety-based.
These can be evaluated as a sign of the conflict within the oedipal organization. In
conversions, the regression mechanism operates, and symbolization is governed

by the dynamic unconscious (Aisenstein&Smadja, 2010; Smadja, 2011).
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The second somatic manifestation is the somatic symptoms of actual
neurosis. In this regard, conversions in psychoneurosis are symbolic, and based on
internal conflicts, whereas psychosomatic symptoms m actual neurosis have no
symbolic meaning and do not originate from trauma (Gubb, 2013). The former
speaks with the soma, whereas the latter suffers with the soma. Psychosomatic
complaints are the physical consequence of repressed drives and emotions, while
hysterical symptoms are the manifestation of mmner conflicts (Parman, 2005).
While the tissue is damaged in somatic illnesses, it does not occur in conversions
(Ikiz, 2012). There is no psychic representation in the presence of somatic

manifestation of actual neurosis (Aloupis, 20035).

Another type of bodily complaints is clinically named as hypochondria. In
hypochondriac symptoms, individuals insist on having bodily complaints in an
unrealistic manner, without any physical or organic condition (Aisenstein &
Smadja, 2010). Freud associated the hypochondriac anxieties with a suppressed
narcissistic libido, which has been mmadequate to influence the mind. In brief, the
patients with hypochondriac complaints have not enough libidinal instincts to lead
alterations on mind. Therefore, these symptoms are evaluated as a way to hide

organically insufficient autoeroticism (Smadja, 2011).

Lastly, organic somatic complaints are perceived as the other subject of
psychosomatic curiosity. Freud (1927) conceptualized these illnesses m two
different ways: narcissistic regression, and the battle of the death vs. libidinal
instincts. In the light of these distinctions, Freud emphasized that somatic
manifestations can result in the disappearance of a neurotic state. In this context,
he advocated that the physical and psychic tides depend on the nature of
masochistic features as the gratification in the source of physical suffering or

psychic humiliation (Freud, 1937).

According to the libido theory, Freud argued that there is double cathexis
of somatic formations as self-preservation and sexual drives. In this regard,

somatic symptoms of the actual neurosis refer to the deficiency of mental




sexuality due to an inadequacy of regression capacity. Somatic complaints point
to the imbalance between this two-way cathexis. To substitute for the inadequacy
of regression capacity, psychosomatic individuals use mamly the suppression

mechanism despite its psychic cost (Aisenstein & Smadja, 2010; Smadja, 2011).

1.1.2.2. Post-Freudian Approaches on Psychosomatics

There are two approaches and theoretical foundations that dominate the
literature after the Freudian approach on somatic manifestations. These theoretical
bases are shaped in the Chicago School and the Paris Psychosomatic Institution.
In this section, the views of the pioneers of these perspectives were presented

respectively.

Alexander (1950), as the main theorist of Chicago School, focused on the
links between particular emotions and physical symptoms. By deing so, he
revealed the personality profiles that fit the specific somatic reactions. In regard to
personality profiles of somatization, Dunbar (1955) focused on the importance of
inheritance, previous health status, family life, out-of-home attitudes, and reaction

to illness

Alexander (1950} also argued that in order for psychosomatic complaints
to occur, it is necessary to combine three basic factors: a specific form of conflict,
somatic predisposition, and a current conflictual situation. By his devoted studies
on psychosomatic, he proposed “Chicago seven,” that is seven somatic
manifestations namely as ‘‘peptic ulcer, ulcerative colitis, bronchial asthma,
neurodermatitis, rheumatoid arthritis, essential hypertension and thyrotoxicosis™

(as cited in Stora, 2014 p. xxi).

After the Second World War, French psychoanalysts turned their eyes to
somatic diseases. Marty, along with the collaboration of Fain led the first studies
in 1950s, to understand the situations of patients with chronic headaches, spinal
pains and allergies better. The existence of unconscious and its role on the life and

death movements that affects each individual's existence is the main theme of
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Marty's psychosomatic economy approach (Debray, 2015). By following the
economy principle, the Paris School associated somatization with the unbound

affect (Gubb, 2003).

Marty and Fain (1963) thought that somatic functioning, which is a lack of
meaning, is a substitute for adequate neurotic defenses (as cited in Gubb, 2003).
Throughout the development of psychosomatic studies, different focus points
within the Paris Psychosomatic Institution started to be born. According to
Marty’s (1968) evolutionist approach, the hierarchical organization and
disorganization movements define the psychosomatic economy. The capacity of
fixation-regression determines to what extent the individuals are vulnerable to
serious somatic formations. The progressive disorganization refers to the
devastated actual libidinal mechanisms in psyche. Marty (1998) focused on the
pre-oedipal traumatic relations with primary caregivers to conceptualize the

somatic formations in infants.

Comprehensively, de M’Uzan (1974) thought that psychosomatic
functioning 1is derived from the withdrawal from psychic energy by the
combination of the inadequacy of phantasy capacity, operational thinking,
and"projective reduplication” (as cited in Smadja, 2011, p.225). In this regard, the
common trait of psychosomatic patients is overstimulation, caused by a deficiency
in stimulation barrier. Because of that, the ego withdraws from libidinal and erotic
features of mind-body interactions toward early stages at which body works

almost mechanically (ikiz, 2005).

By the development of the different schools of thought, the theoretical
curiosity about somatic disorders has begun to focus on the meanings of these
symptoms. Grinberg {1968) argued that acting-out patients need to have a
reservoir for separation anxiety and unendurable pam. In this respect, bodily
symptoms function as a container that cancels out the effects of object absence. In
this regard, Atkins {1968) focused on ego disturbances in the neutralization of

mstinctual energy as a main factor in understanding psychosomatic complaints.




With a focus on the therapeutic sphere, Sperling (1968) perceived somatic
symptoms in the context of transferential phenomena, which serve as a
compromise¢ formation: the patient complies with analyst in reality, while
unconsciously rebelling through soma. This process is named as “psychosomatic

object relationship”.

In the same line with Sperling (1968), McDougall (1980) made
connections between the failures of early object relations and the somatization
tendency. According to McDougall (1980), somatization is rooted m the restricted
ability to verbalize and fantasize with highly pragmatic thioking that is closely
related to the facts about external reality. She suggested that the deficits in the
internalization of caregiver’s transformative function intervene with individuation

and self-regulation process.

1.1.3. The Diagnostic History of Somatization

In 1980, the category of somatic disorders, including medically
unexplained symptoms and functional dysfunctions, was included in the
Diagnostic and Statistical Manual of Mental Disorders-Ill. According to the
DSM-III classifications of somatic problems, the absence of an organic disorder
or pathophysiological mechanism to explain these somatic complaints was
required, which means the existence of strong clues to the association of these

disorders with psychological factors (American Psychiatric Association, 2013)

On the other hand, the diagnosis of somatoform disorder in DSM-IV
includes physical symptoms that can be perceived as a repetitive medical
condition, but which do not have a sufficient explanation with medical
examinations. However, this approach had been criticized due to the lack of clear
boundaries within the criteria. In this regard, the *Somatic Symptom and Related
Disorders’ category has been established in DSM-V to describe the group of
patients with somatic symptoms with the abnormalities in thoughts, affects, and

behaviors. As an umbrella term, its purposc is to identify the majority of
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diagnosed patients, such as somatization disorder, pain disorder, and
hypochondriasis, according to the DSM-IV diagnostic criteria. An important
difference is that the criteria of this diagnosis emphasize the positive symptoms,
such as distress and dysfunction, rather than the absence of a medical explanation

(APA, 2013).

The diagnostic categories of “Somatic Symptoms and Related Disorders’

in DSM-V are listed below:

1. Somatic Symptom Disorder [300.83] [F45.1]
2. Illness Anxiety Disorder [300.7] [F45.21]

R

Conversion Disorder (Functional Neurological Symptom Disorder))
[300.11}

Psychological Factors Affecting Other Medical Conditions [316] [F54]
Factitious Disorder {300.19] [F68.10]

Other Specified Somatic Symptom and Related Disorder [300.89] [F45.8]
Unspecified Somatic Symptom and Related Disorder) [300.82] [F45.9] (as
cited in APA, 2013 p.xxi).

R

First of the DSM-V diagnoses, ‘Somatic Symptom and Related Disorder’
requires three important criteria. Criterion A is the presence of at least one
physical complaint affecting the patients’ daily lives at significant level. Criterion
B refers to anxiety about bodily complaints. This criterion is evaluated in terms of
extreme and persistent ideas about these symptoms, having a continuously high
level of anxicty about these symptoms, and spending excessive time and energy
for health concerns. Lastly, according to Criterion C, even though the same bodily
complaint is not expected to persist, the person must have ongoing somatic
complaints for at least six months (AP A, 2013).

Second category, the Illness Anxiety Disorder is specified with the actions
for medical care whether seeking or avoiding. The third diagnosis in above-
mentioned categories, Conversion Disorder s given in terms of acute or persistent

symptom occurrence and the existence of psychological stressor. In particular, the
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Conversion Disorder is associated with clinical distress, and guarantees a medical
diagnosis. This category is also distinguished in response to the observed somatic
paralysis, abnormal body movements, swallowing, speech-related symptoms,
seizures in body parts, the deficits in sensory, specific sensory symptoms or mixed
of these symptoms. However, clinical researchers revealed evidence of a
discrepancy between the present symptom in conversive patients and their
existing neurological or medical conditions (APA, 2013).

Fourthly, Psychological Factors Affecting Other Medical Conditions is
given with the presence of organic symptoms. Besides, the psychological and
behavioral factors are considered in terms of setting the tone of the disorders. This
diagnosis is classified as mild, moderate, severe and extreme i regard to the
severity of current symptoms. The main characteristic of the 5% diagnostic
category, factitious disorder, is the deceptive behaviors and false statements about
the medical or psychological symptoms. The sixth and seventh categories
specified or unspecified other disorders that mclude somatic symptoms, but do not
meet the specific criteria for the above-mentioned disorders in somatic
manifestations (APA, 2013).

According to the DSM-V developers, the recent diagnostic system tries to
provide the clinician a domain to focus on distress, abnormal thoughts, feelings,
and behaviors rather than checking for the medical validity of these complaints.
However, DSM-V is also evaluated as inadequate in regard to the criterion and

predictive validity due to the exclusion of organic symptoms (Lowe et al., 2008).

1.1.4. Epidemiology of Somatization

1.1.4.1. Demographic Factors

APA (2013) reported that in general, the incidence of somatic tendency
related symptoms in adults is between 5% and 7%. Gender distribution of this
population is dominated by females. Females are more likely to report their
symptoms. Somatic and medical disorders are seen together in the elderly people

who have extreme concerns about their health. On the other hand, the coexistence
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of medical and somatic disorders prevents the somatic diagnosis by evaluating
these existing symptoms as depending on the age. Children are mainly suffered
from one prominent symptom and do not show high anxious thoughts about their
health. Parental response to these symptoms is critical to the evaluation of
symptoms and necessity of medical help.

Regarding environmental context, low degree of educational attainment,
unemployment, and low socioeconomic status can be evaluated as risk factors for
experiencing somatic-related symptoms. In addition to negative affectivity, the
childhood trauma, chronic illnesses and having a psychiatric disorder also
increase the levels of somatic tendency (APA, 2013).

To see the cultural effects on the envisaged links between demographic
factors and somatization, many studies were conducted. In Turkey, women were
found to experience and report somatic complaints more than men (Karsl, 2008
Ozden, 2015). This is consistent with the prevalence rates reported by APA
(2013).

In terms of age, there are contradictory findings. Karsh (2008) reported
that as age progresses, the incidence of psychosomatic disorders decreases. On the
other hand, Ozaner (2011) suggested that somatization is more common in older
ages. However, there are not sufficient and consistent research results confirming
the link between age and somatization (Ozaner, 2011).

Another demographic variant that comes to mind is the marital status.
Single participants were found to show more stress related somatic symptoms in
comparison to participants with the romantic relationships (Karsli, 2008). On the
other hand, social risk factors for somatization can be listed as living alone, being
a single parent, unemployment, and living in rural areas (Sahin et al., 2009). In
addition to the low SES and low levels of educational attainment, somatization
tendency 1s more prevalent in immigrant and minority groups (Ozaner, 2011;
Ugur, 2015). Moreover, the education level of mother has also been reported to
influence the somatization tendency (Ozden, 2015).

The presence of certain health problems in individuals is also influential

on the somatization tendency (Ugur, 2015). Moreover, Stuart and Noyes (1999)
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emphasized the importance of modeling and argued that parental illness can be
contributory to the development of somatization tendency. In this regard, the
medical condition of the father is found to be have an influence on somatization

tendency in a Turkish university sample (Ozden, 2015).

1.1.4.2. Cultural Aspects of Somatization

It is clear that cultural, intercultural and sociological differences also affect
the characteristics of somatization, like other psychiatric disorders (Sahin et al.,
2009). Culture is an important determinant for both parenting and language.
Cultural experiences of the bodily sensations constitute symptom-specific
vocabulary and, beyond that, bring about culture specific symptoms and
explanations related to them (Kirmayer & Young, 1998). Some researchers
associate these somatic symptoms with the lack of adeguate vocabulary to
describe psychological states (Escobar et al., 1987). In this regard, Baarnheim
and Ekbland's study (2003) with Turkish immigrant women living in Sweden
indicated high levels of somatic inclination. The prevalence of the phrase of
'yiirek kalkmasi' in the narratives of these people is noteworthy (as cited in Sahin
et al, 2009 p. 189).

Somatization seems to be more common in collectivist cultures (Hofstede,
2003).The expression of distress through somatic manifestations is seen as a more
immature and regressive attitude in Western cultures, whereas it is perceived as a
tool of adaptation to the environment in Eastern cultures (Sahin et al., 2009). In
mmdustrialized societies, there i1s a commonbelief that those who aré prone to
somatization are from low socio-economic status, uneducated, and come from a
religious background (Kellner, 1990). On the other hand, cross-cultural studies
indicated that somatization is conumon in all cultures and societies at different

prevalence rates (Sahin et al, 2009).
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1.1.4.3. Trauma and Somatization

The link between trauma and somatization tendency has obtained
considerable attention of researchers (Brown et al, 2005; Taycan et al., 2014).
The study of Van Dijke and colleagues (2011) showed that the emotional abuse of
preschool children by the primary relatives lead to a higher tendency to develop
borderline personality disorder and somatoform disorders. In this regard,
Waldinger and colleagues (2006) claimed that childhood trauma is highly related
with the high incidence of somatic complaints and insecure attachment patterns.
The results of Waldinger’s (2006) study revealed that the associations between
trauma, attachment and somatization are different in men and women. The link
between the level of somatization and attachment in women is mediated by
childhood trauma, whereas in men their significant effects are independent.

There are also some studies that examine the link between frauma and

somatization in Turkey. In Eastern Turkey, Taycan and colleagues’ (2014) study

illustrated that women who are exposed to high level of traumatic stress, has

shown multiple somatic symptoms that demonstrated significant comorbidity with
major depressive disorder. The study also reported that women with somatization
disorder had been exposed to childhood abuse at a higher incidence level.
Furthermore, Tolero (2014) studied the transmission effect of trauma over
generations with the torture survivors of Turkey Military Coup in 1980 and their
children. This study revealed that children with traumatized parents have more
somatic complaints as compared to the children of non-traumatized parents.
Moreover, in regard to the symptom severity of somatic complaints in the
traumatic group, the level of effect of trauma on parents was positively correlated

with the level of somatic tendency in the children.

1.2. ATTACHMENT

The theory of attachment (Bowlby, 1969) is based upon the idea that
human infants have a biologically based, survival-oriented desire for caregivers'

closeness. Based on repeated interactions with their caregivers, infants develop
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representations of relational patterns that include images of self as worthy of care
and of the attachment figure as present to meet the infant's needs. One of the
pioneer research groups of Attachment Theory, Ainsworth and her colleagues
(1978), developed a "Strange Situation” task to measure the non-verbal reactions
of the mfants at the pre-separation, separation and reunion processes with their
mothers. In their longitudinal investigation, the researchers observed three types
of attachment style of infants: secure, ambivalent and avoidant. The secure infants
show signs of distress upon separation, whereas seek imteraction with their
mothers by the reunion. On the other hand, the ambivalent infants show anxiety-
based behaviors in pre-separation phase, and their distress level intensified with
actual separation. In this group, the reunion creates ambivalent behaviers in those
infants who are seeking close interaction and resisting to connect with their
mothers. On the other hand, the avoidant group does not show a notable response
to separation; they ignore therr caregivers in reunion phase or give ambivalent

reactions fowards reunion with mothers.

Infants with a secure attachment style are expected to have more
harmonious peer relationships, be more self-directed, and successful in
developmental and verbal tasks, and become more ego-resilient. However,
ambivalently attached infants become less competent, less resistant and more
prone to frustration.Those that were identified as avoidant become more

aggressive and non-compliant.

In the course of the attachment studies, the role of parenting in the
development of the child’s attachment style has been linked through a number of
different concepts. Initially, Ainsworth and his colleagues (1978) advocated that
the maternal sensitivity is the most important determinant of the mother’s ability
to represent child’s experiences in terms of mental states. However, De Wolff and
Van ljzendoorn’s (1997) study detected only a moderate level of predictive
influence of maternal sensitivity to correctly mterpret and understand the child’s

reactions.
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In contrast to the focus on the behavioral level, Main and his colleagues
(1985) emphasized the importance of language and representation. They proposed
that the integration of parents' own experiences and feelings within attachment
forming enrich the attention and information processing, which lead to coherent
speech and sensitivity. By doing so, the researchers have re-conceptualized
attachment organization not only in infants, but alse in older children and adults
with regards to individual differences in mental representation of the interactions
with attachment figures. In this longitudinal research, it was hypothesized that
mental processes would differ from behavioral processes due to the function of
distinctive internal working models of relationships. At the same time, the
researchers put forward the insecure-disorganized group (Ainsworth et al., 1978;
Main et al., 1985}, The fourth group encompasses the coherently attached infants

at reunion phase, whereas depressed and disorganized in other circumstances.

In this regard, Ainsworth and colleagues’ (1978) study was criticized
because maternal sensitivity 1s defined as an umbrella term, and needed to be
narrowed down in #s focus. In the same line with those critics, Meins and
colleagues (2001) argued that the level of maternal sensitivity cannot be a sign of
whether a mother corresponds correctly to child' needs and behaviors. Through
exploring the link between the maternal sensitivity level and the child’s emotion
regulation skills in the case of excessive arousal, Slade et al. (2005) conducted a
study to focus on the transmission of maternal attachment quality to a child. The
results showed that the maternal sensitivity is a mediator of the relation between

attachment style of mothers and their infants.

Therefore, Meins (1998} put forward a new conceptualization via the
mind-mindedness term to focus on the maternal functioning to interpret infant’s
mental states. This term includes responding to the baby's point of view, reacting
to baby's object-oriented actions, imitating baby's behaviors, encouraging them for
autonomy, and well-matched comments about infants’ behaviors. In order to
investigate the coherent and disjointed aspects of these two concepts, Meins et

al.’s (2001) study showed that the concept of mind-mindedness as compared to
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maternal sensitivity is more predictive in determining which attachment style an

mfant has.

Furthermore, Lundy (2002) used the concept of ‘interactional synchrony’
to measure the differences between parents’ sensitivity to infants’ perceptions,
and their ability to engage in attuned interactions. In this regard, Lundy (2002)
hypothesized that the interactional synchronicity would mediate the link between
the mind-related concepts of parental figures and the attachment security. While
the studies were mostly focused on the mother-infant relationship, he also focused
on the role of the paternal functions in child's attachment security in terms of the
concept of interactional synchronicity. The results illustrated that depressive
symptoms of mothers and the low degree of marital satisfactions of fathers have a
significant influence on the interactional synchronicity between parents and
infants. In a meta-analysis study, De Wolftf and Van Ijzendoorn (1997) also
showed that the father-infant relationship has an influence on the formation of

infants' attachment style, but less than the mother-child relationship.

In the light of attachment style development in infancy obtained from
Bowly's theoretical basis and Ainsworth and colleagues' studies, Main et al.
(1985) developed a measure namely as Adult Attachment Interview (AAI) to get
knowledge about the adults’ attachment representations. According to AAI
narratives, the attachment categorization of adults is adopted from the
classification in Strange Situation. Therefore, the four categories namely as
autonomous (secure), anxious-avoidant, anxious-ambitant and disorganized are

defined (Hesse, 2008).

On the other hand, Bartholomew and Horowitz (1991} utilized a self-
report measure to test the attachment dynamics in adulthood relationships. For
classification of adult attachments, the model of self and other has been
considered In regards to positive and negative attitutes. By doing so, four
attachment classification were defined. First of all, the individual 1s defined as

securely attached with regards to positive views about both self and other. A
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positive view of self whereas the negative view of others refers to dismissive
attachment dynamics. Thirdly, adults are classified as preoccupied if they perceive
themselves in negative ways while showing positive attitudes towards others.

Fourthly, the negative views of both self and others state the fearful attachment.

1.2.1. Attachment Perspectives on Somatization

Attachment theory puts emphasis on the mtersubjective realm in the
primary caregiver and child (Bateman, & Fonagy, 2006; Gubb, 2013). This theory
as a social developmental approach focuses on the important role of this
relationship regarding the development of appropriate emotion regulation
strategies. Attachment theorists put emphasis on two propositions about somatic
patients. Firstly, in the early years, negative experiences in childhood contribute to
the occurrence of somatic behaviors. Secondly, somatization behavior s a sign of
incompatible communication in reply to environmental stress sources (Stuart &

Noyes, 1999).

Since emotional regulation capacity plays a vital role in the emergence of
somatic behaviors, it is necessary to focus on attachment for a better
conceptualization of somatization (DePaulo, 2010; Maunder &Hunter, 2001). The
mmtroduction of the concept of 'skin-ego’ representing the two layers of the psychic
envelope revealed by Anzieu (1989). This concept refers to the experiences of the
body surface to represent self in the early stages of development. Further, the
second layer of the psychic envelope was referred as the tactile sensations and
voices of the mother as a mirroring function of infant’s bodily states. The
conceptual basis of the skin-ego concept has promoted the curiosities on the role

of attachment in the somatic experience (cited in Dejours, 2015 p.93).

Stuart and Noyes (1999) hypothesized that negative experiences in
childhood have considerable effects on the developmental process of attachment
style, which can be a risk factor for somatic symptoms. They suggested that the

internalized representations of the relations with primary caregiver are the
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indicative root from childhood trauma to the somatic preoccupation m adulthood.
Once the care-seeking behavior is displayed, the interpersonal reaction of the
attachment figures majorly determines whether that behavior will be strengthened.
‘Conditional caregiving, loss experiences, inadequate maternal care, and the
punitive and rejecting attitudes of caregivers can be counted as factors that
contribute to the tendency to somatize. In the case of these factors, insecure
attachment takes the form of care-demanding behaviors. Furthermore, insecurely
attached individuals especially anxious ones are more sensitive to external threats,
and show more fixed behavioral patterns. Thus, chronic illness may constitute a
model of seeking self-care, by impairing the child's sense of efficacy and bodily

integrity (Stuart & Noyes, 1999).

Care-secking is closely related to attachment (Stuart & Noyes, 1999).
Attachment behaviors are shaped to gain or sustain proximity to others, especially
primary caregivers (Bowlby, 1977). In this regard, the behavior of searching for
medical help in somatic patients is a repetition of the pattern of behavior in which
one tries to find out the security and comfort reactions of others (Stuart &Noyes,

1999).

Bowlby (1977) came up with the concept of ‘working model,” which refers
to the internal schemas of child about self and others that provide the child with
more predictable outcomes of his’her own behaviors. In this respect, chronic
illnesses could be prolonged to meet attachment needs. From this point of view,
the attachment figures’ reactions to these illnesses have a key role in determining
whether this maladaptive behavior continues or not (Stuart & Noyes, 1999).
Besides childhood illness, parental illness is another contributory factor to adult
somatization. Through modeling, children whose parents have chronic diseases
during early phases of development are expected to be more prone to develop

illness behavior in adulthood (Stuart & Noyes, 1999).
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1.2.2. The Studies on Attachment and Somatization

There are many studies conducted on the link between somatization and
msecure attachment styles. Taylor et al. (2000) proposed three predictor variables
of symptom display, namely psychiatric diagnosis, attachment style, and symptom
attribution. Their study with medical care seekers in primary health services
revealed that insecure attachment and concomitant psychiatric stress are more
common in individuals with somatic symptoms than individuals with organic

symptoms, with the highest rates being in individuals with psychiatric symptoms.

Particularly, the most powerful link was seen between preoccupied and
fearful attachment style and symptom display (Ciechanowski et al., 2002). The
study with women at the health maintenance services showed that symptom
reporting and health-care utilization has the strongest correlation with preoccupied

attachment.

Supporting the above findings, Waldinger et al. (2006) conducted a
community-based study to see the mediation effect of insecure attachment style
on the relation between childhood trauma and adult somatization. Controlling the
income, age and current relational violence, the results showed that insecure
attachment style in females mediates the link between childhood frauma and the
level of somatization. Further, fearful attachment style demonstrated the strongest
mediation effect. On the other hand, for men, insecure attachment style as one of
the significant predictor of the level of somatization did not mediate the

relationship between childhood trauma and somatization.

On the other hand, the study of Waller and colleagues (2004) conducted a
study with healthy controls and patients who has met the criteria for somatoform
disorders. Their study reported that the dismissive attachment representations in
somatoform patients are about two times more often than the preoccupied style.
The results of this study also demonstrated that insecurely attached people are

more likely to utilize health care services. In this respect, preoccupied individuals
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tend to seek help from a person rather than an institution, whereas dismissively
attached individuals are more inchined to wutilize hospital services instead of
practitioner services (Waller et al., 2004).

Parallel with Waller and colleagues (2004), Ciechanowski and colleagues
(2002) have emphasized the underlying mechanisms of attachment, which has an
effect on the somatization tendency and symptom reporting. According to them,
the self-perception and the perception of others are the key determinants in
developing somatic behaviors. Their study showed that the people with negative
views towards others have been less likely to focus and report the somatic
complaints. On the other hand, individuals with negative self-view have been
more prone to report somatic symptoms as a tendency to focus on negative self-

efficacy.

Stuart and Noves (1999) also advocated that negative emotions after
stressful experiences can intensify or de-escalate somatic complaints. According
to their stance, the stress-induced events activate attachment behavior
mechanisms, which shape one’s somatic formations. In the light of this view,
DePaulo (2010) conducted complementary studies to examine the relationship
between attachment style and somatization by taking the negative emotional
awareness and expressions into consideration, The results showed that attachment
style and emotional awareness are contributory factors in somatization process.
Further, the results also indicated that the awareness and expressions of emotions
could be overwhelmingly differentiated in reference to attachment style under
stress conditions (DePaulo, 2010). In this respect, securely attached individuals
disclose their emotions in line with their needs, whereas preoccupied ones
exaggerate their negative emotions to gain support from their caregivers. On the
other hand, dismissive people, due to the possibility to being evaluated

unfavorably, show little negative emotional expressions.
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1.3.AWARENESS AND REGULATION OF AFFECT

As innate parts of humans' unique nature, emotional awareness is a
determiner of our capacity to adapt. Therefore, the deficits in emotional awareness
and affect regulation have been mainly associated with psychopathology
(Silberschatz &Sampson, 1991). Kellner (1990) considered somatic disorders as
an alteration in the body in terms of accompanied emotions. In regard to main
construct in the current study, Lipowski (1988) associated somatization with the
levels of emotional awareness and regulation capacities. Sifneos (1973)
emphasized the difficulty in analytic consultation with somatic patients because of
the dearth of the mtrapsychic awareness and the scarcity of effective tones in the

somatic patient's narratives.

Throughout the history of research, there are a lot of studies on the basis of
emotional awareness. Some of these emphasized the presence or absence of affect
regulation and expression, which derived from the Freudian concept of repression
capacity of affective states. According to the view of those studies (e.g. Weiss,
1989; Greenberg &Safran, 1989), in the case of conflicts, the ways of emotional
expression such as words or images illustrated the repression capacity in which
those states keep away from consciousness (Silberschatz &Sampson, 1991). On
the contrary, contemporary psychoanalytic approach on affect focuses on the
transformative functions of these representations from somatic states fto

symbolized mental states (Lecours &Bouchard, 1997).

In terms of cognitive developmental process, the ability to articulate and
abstract affect develops in five stages (Lecours et al., 2007). First, the descriptive
level, called as the ‘disruptive impulsion’, conveys feelings in a non-organized
symptomatic manner, rather than using an emotional expression. Secondly, the
‘modulated impulsion’ refers to the expression of action preparedness when an
emotional expression i1s not fully reflected. At this stage, a spontancous but
circumstantial response is transmitted. In the third phase, called as ‘mental

externalization’, a person is aware of his affects but nevertheless cannot tolerate
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them. Fourthly, in the 'appropriation level', the person possesses affects which can
be internalized, tolerated and perceived in the scope of subjectivity. At the last
stage named as ‘meaning association’, the affect can be flourished by more
complex interactions within mental representatibns. In that case, the individual 1s
aware of the present affect and its underlying cause. Affect is interpreted as a
product of the mind at the later stages, although it is perceived as a fact in the

former stages.

There are three different methods of representation and these processes
correspond to the components of affect. In somatic modality, the automatic
ternal body speaks. On the other hand, the definition of the behavior appears in
the mofor modality. Progressively, the objective process of affect is included in
the verbalization and is transferred at a level that is common (Lecours et al.,

2007).

According to the cognitive-deveiopmental theory of Lane and Schwartz
(1987}, in the same line with Lecours et al. (2007), emotions are transformed by
the successive ways of differentiation and integration. They formulated five levels
of emotional awareness as (1) bodily sensations, (2) action tendency, (3) single
fechng, (4) blend of ndividual feelings, and (5) blend of blended emotions. The
developmental transformation of emotional awareness, which allows experiencing
emotions in inore flexible and adaptive ways, is on the continuum from implicit to

explicit, from the first two levels to the latter three levels (Subic-Wrana, 2011).

As mentioned above, the cognitive perspectives agreed on the
developmental road for the emotional awareness from the somatic modality to
more comprehensive verbal expressions of mental states. Therefore, the somatic

experience is the first line to establish emotional awareness.
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1.3.1. Emotional Awareness and Somatization

Emotional awareness is the first phase of affect regulation (Taylor et al,
1997). Bucci (1978) argued that the deficits in the integration of various aspects of
emotion system cause physical and mental problems. The deficits in emotional
regulation can result in the development of somatization (Waller et al., 2004;

Weardon et al., 2003).

In this regard, affect regulation is linked with the concept of alexithymia
(Waller & Scheidt, 2006), which can be defined as the difficulties that one is
experiencing in recognizing the feelings of himself/herself, and m separating them
from his/her physical sensations. The concept of alexithymia can also be defined
as an externally oriented approach to thinking. The third conceptualization of
alexithymia can be made as a difficulty in expressing emotions (Gucht & Heiser,

2003),

In the majority of the studies on somatization, its relation tothe concept of
alexithymia 1s emphasized (Gucht &Heiser, 2003; Weardon, et al., 2003; Bailey
& Henry, 2007). These studies have shown that the level of alexithymia is
significantly higher in individuals with somatic complaints than control groups.
However, when studies focus on different aspects of alexithymia, the results vary.
Int this regard, the particular dimension of the difficulty in identifying emotions is
a stronger predictor of somatization tendency rather than the total level of
alexithymia {Gucht & Heiser, 2003; Rief, Heuser & Fichter, 1996). However, the
studies demonstrated that the externally oriented thinking dimension of
alexithymia has no consistent and significant effect on somatization tendency

(Rief, Heuser & Fichter, 1996).

The above-mentioned studies are based on Toronto Alexithymia Scale
(TAS). However, TAS has been criticized for not taking the affective aspects of
alexithymia into account. Therefore, alternative measures were developed to

examine not only the cognitive aspect, but also the emotional aspect of
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alexithymia. The new measures have mcluded more subscales- namely fantasizing
and emotionalizing, considering that the TAS does not meet all the aspects of
measuring alexithymia. Thus, alexithymia has been started to be classified as
Type 1 and Type 2. In this regard, Type 2 refers to a cognitive deficit in affect
regulation, while Type ! refers to both an affective and cognitive deficit.
According to Type 1 and Type 2 distinction, studies on the relationship between
alexithymia and somatization also showed different and conflicting results. For
example, the studies of Larsen et al. (2003) suggested that somatization tendency
is associated more strongly with Type 2 alexithymia than Type 1. In contrast,
Lane and Schwartz (1987) argued that Type 1 alexithymia is related with the
somatization, but not Type 2 (Bailey &Henry, 2007).

In regard to the levels of emotional awareness model, Lane and Schwartz
(1987) claimed that the individuals with the lowest level of emotional awareness
focus on physical senses instead of conscious emotions. In comparison to healthy
controls, individuals with somatoform disorders performed poorly on the Level of
Emotional Awareness task (LEAS) (Subic-Wrana et al., 2010). Parallel with this
result, the clinical studies with different somatic complaints (e.g. irritable bowel
syndrome and fibromyalgia) supported the inverse relationship between LEAS
scores and the severity of somatic manifestations (Lane et al, 2005). In this
regard, Subic-Wrana and colleagues (2005) conducted a study with six different
clinical groups namely as somatoform disorders, psychological problems related
to somatic disorders, depression, anxiety and compulsive-obsessive disorders,
adjustment disorders and eating disorders. At the beginning of the study,
individuals who suffered from somatoform and psychologically related disorders,
scored lower on LEAS than patients with the rest four clinical groups. The results
also showed that the mean scores of somatic patients on LEAS are m between
second (action tendency) and third {one distinct emotion) levels of emotional
awareness. Further, only the performances of somatoform patients improved
through multimodal psychodynamic treatment methods independent of negative

affectivity (Subic-Wrana et al, 2005). However, Bailey and Henry (2007)
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suggested that the levels of emotional awareness and somatization are mediated

by negative affectivity.

1.4. MENTALIZATION

Mentalization refers the implicit and explicit reflective attempts to be
aware of and concerned about the mental states of self and others' and these
mental states' links with the behaviors (Bateman &Fonagy, 2004; Fonagy
&Target, 2006). This concept has been operationally defined as a measurable

indicator of the capacity of attachment based mentalization (Fonagy, 2006).

Mentalization includes many cognitive processes such as interpretations of

emotions, attention, understanding individual states, thinking about the state of

- munds. It consists of reflections about the nner world and the relational world.

The development of these functions gives the child the ability to separate the inner
world from the outside, and to separate the individual processes from the
interpersonal contexts (Fonagy, 2006). As a metacognitive concept, the capacity
of mentalization refers to thinking over thoughts. It can be evaluated as the
analogy of the concept of mind-mindedness. This skill is a result of the process in
which the circumstances in the psychic life define its absence or existence. As an
intentional stance, this includes the capacities to plan and desire. It is the whole of
the explicit and implicit hypotheses to interpret both our own and others' actions

and thoughts (Holmes, 2006).

Throughout psychoanalytical research history, mentalization is diversely
defined and measured as the formative factor on the link between attachment
styles and psychopathology development. Three approaches are dominated in the
research field. Firstly, Fonagy and Target (1997, 2002) proposed the operational
definition for mentalization as the reflective fuﬁction, which means the evolution
of representations of psychological states in developmental root. In other words, it
can be described as a fundamental component of psychic mechanism and a

psychological process underlying perceptions and interpretations of self and
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others in terms of their mental states (Fonagy et al., 2002). On the other hand,
object relational theorists emphasized the relation between the mental states of
therapists and patients. In this regard, the variations in therapeutic mteraction are
based on the ego attitudes toward affective experiences. These differences are
defined in terms of maturity, defensive function and individuals’ capacity to
observe their own activities. Thirdly, mentalization involves elaborations of
emotional experiences in regard to the complexity and quantity of representations.
Through this function, self is comprehensively protected and regulated (Bouchard
et al., 2008).

Marty {1998), during his works on the somatization in 70s, proposed the
concept of mentalization to indicate the quantitative and qualitative aspects of the
psychic representations, their verbal expressions, and their links with affective
world. He advocated that the assessment of mentalization can be achieved by
taking into consideration of three angles namely as depth, fluidity and
permanence. According to him, these representations open the door to free
associations, internal and external reflections of thoughts therefore play an

important role in the relationships with others (Marty, 1998).

On the other side, Fonagy (2008) regarded this concept as a deliberate
mental state of the humans, mostly as a function of the preconscious. According
to him and his colleagues, the concept of mentalization goes beyond a cognitive
function, and comprehends the attachment world and the development of self

(Weinberg, 20006).

In the present study, mainly Fonagy and colleagues’ conceptualization of
the mentalization is adopted, yet other perspectives were also taken into
consideration for a broader understanding. Hereby, mentalization refers to the
ability to participate in ourselves and others' intentional mental states such as
needs, wishes, beliefs and feelings while trying to understand the behavior of
ourselves and others (Allen, Fonagy & Bateman, 2008; Bateman & Fonagy,

2006). Accordingly, empathy is something that a person can feel towards
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someone else, whereas mindfulness is usually directed towards mental states of
the self. Beyond the introspection and empathy, reflective functioning includes the
ability to create meaning (Fonagy et al., 2002). It facilitates the person to become
aware of their desires, emotions, and wishes and to see the others' actions as
mtentional. Therefore, Fonagy (2000) located the concept of mentalization at the
point of intersection between emotional intelligence, empathy and mindfulness.
Mentalization is not an innate ability; it is shaped by development (Fonagy
& Luyten, 2009). In this respect, Marty (1998), argued that the basic inadequacies
in mental representations take the source from the early stages of development.
According to him, the disabilities in children's sensory motor functions,
deficiencies in maternal functions, and imbalanced responses of mothers towards
infant's emotional reactions can be counted as those developmental ruptures. In
the same wvein, attachment theorists suggested that the development of
representation varies especially in relation to the quality of the attachment
relationships. The ruptures in attachment relations and early trauma impair the
development of mentalization along with coherent self-structure (Fonagy &
Luyten, 2009). As one of the foundations of mentalization capacity, the mirroring
responses of the trusted others play an important role in the development of affect
regulation and self-control (Fonagy & Luyten, 2009; Target & Fonagy, 2002). In
this regard, the statc and trait features of mentalization vary according to

emotional stimulation and interpersonal relationships (Fonagy & Luyten, 2009).

As a multi-dimensional concept, mentalization can be understood more
clearly through four distinctions regarding the polarities of mmplicit-explicit,
internal-external, cognitive-emotional, and self-other oriented (Fonagy & Luyten,
2009). To begin with, implicit mentalization as an automatic process is based on
non-verbal communication, 18 not conscious or thought-based. On the other hand,
as verbal and reflective capacity, explicit mentalization is based on conscious
process (Satpute &lLieberman, 2007). From a developmental point of view, the
former is mostly shaped during the first two years, whereas the latter is only

observable starting with the age of four (Carpendale & Lewis, 2006). In this
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respect, physiogenetic studies illustrated that the explicit mental process activates
brain regions that are dependent on linguistic development and symbolization,
whereas the automatic cognitive process depends on older brain regions as the
basis of sensory motor activities (Fonagy & Luyten, 2009). Some studies revealed
that the increased levels of emotional arousal may cause an increase in the
automatic mentalization process while leading suppression in controlled

mentalization capacity (Mayes, 2006).

Secondly, the external-focused mentalization relies on the observable
characteristics of the actions of self and others whereas mternal-focused
mentalization can be viewed as second-order representations of these external
processes (Fonagy, Gergely & Target, 2007). As the third polarity, theory of mind
and empathization states the independent processing in mentalization. The theory
of mind mechanism directs the agent-attitude representations, while empathizing
is based on self-affective states (Baron-Cohen &Chakrabarti,2008). Lastly, two
separate neural circuits are shared to know self and the others. These two circuits
correspond to the mirror neuron system, which is bodily-based and automatic
response stimulators, and to the cortical midline system, which is more abstract

and symbolic (Lieberman, 2007).

Bouchard et al. (2008} advocated that mentalization as a complex concept
should be defined by taking into consideration of three dimensions. First,
mentalization capacity provides the ability to mature affective regulatory system
over low-level defensive procedures. Secondly, the mentalization process via
verbal elaboration, transformations and objectification furnish abstract perception.

Lastly, mental processes form the emotional and relational exchanges of humans.

The concept of reflective function (RF) as the operationalized term for
mentalization has been put forward to investigate and treat borderline and related
personality disorders by associating them with inadequate mentalization and
excessive emotional arousal (Bateman &Fonagy, 2000; Fonagy et al, 1998;

Fonagy et al, 2016). In this regard, difficulties in mentalization should not be
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confused with low mental capacity. In this context, studies on people with
Asperger Syndrome show high cognitive abilities despite low mental capacity
(Baron & Cohen, 1995). The capacity of mentalization belongs to preconscious.
At the medial point between id and ego, preconscious has three critical roles in
this function that are the transparency of representations, the fluidity between
representations and the sustainability of those functions. Debray (2001) suggested
that the capacity of mentalization plays especially role in the coping with anxiety

and the resolution with inner conflicts and relational conflicts with others.

1.4.1. Attachment Style and Reflective Functioning

As mentioned above, reflective function is a measurable indicator of the
capacity of attachment based mentalization (Fonagy, 2006). The reflection
functioning 1s assessed on the basis of recognition of the nature of mental states,
how much the energy is spent to understand the mental state behind the behaviors,
the acknowledgment of the developmental processes behind the mental states, and
the identification of the mental processes in the object-relational context (Holmes,
2006). As a deficit in mentalization, the equivalence mode in which the responses
are directly shaped by self-referential motives is mostly derived from the

disorganized and fearful attachment styles (Holmes, 2006).

The reflections of primary caregivers on children's global emotional states
make children more sensitive to categorical differences between their emotional
states (Gergely & Watson, 1996; Subic-Wrana, 2011). As a decoupling function,
the automatic face display of the caregivers for the child's emotional expression
provides the reference line for him to distinguish between his own internal

condition and the others' mternal states.

In accordance with polarities of mentalization capacity, Luyten and
Fonagy (2009) conceptualized the link between mentalization capacity and

attachment history. The activation of adverse attachment background in current
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relationship context causes mentalization process to switch from explicit to

implicit, from prefrontal areas to primal brain circuits.

On the other hand, the neuroimaging study conducted by Bartel and Zeki
(2004) showed that activation in the parts of the brain related to mentalization is
decreased in response to the stimuli that activate the attachment background.
While secure attachment enhances mental capacity, it also lessens people's need to
recognize what is going on around them. In this context, the influence of
attachment on mentalization depends both on the quality of attachment style and
on the dynamics of emotional diversity, which is effective on these relationships

(Fonagy, 2006).

In regard to the emotional states of attachment, Fonagy (2006) defined
three situations that determine whether mentalization improves within the
different attachment activations. Firstly, love-related activation leads to
suppression of negative affect and stimulate the capacity of mentalization. On the
other hand, fear-related activation inhibits the activation of mentalization due to
inducing negative affect. Lastly, secure and stable attachment reduces mental
activation, if we do not have to check the other's credibility in distant
relationships, which can result in damage to our close and secure relationships.
This approach is parallel to evolutionary psychology. While secure attachment
guarantees the trust, the ability to survive encourages consideration about

motivations.

Fonagy (2006) also focused on three important points about the quality of
attachment for a better understanding of this paradoxical link between attachment
and mentalization. While a negative affect at moderate level requires certain
mental capacity, because it has unavoidable conflicts and threats, secure
attachment provides emotional encouragement so that mentalization can evolve.
Securely attached individuals hold the basic levels of positive emotions that allow
for an interest in mentalizing. At the same time, the mentalization capacity of

parents has a critical importance for the child to develop this capacity in both
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genetic and environmental contexts. The study of Main (2000) illustrated that
securely attached adults have more flexibility in response to attachment-based
stress, and are able to create more coherent narratives regarding their conflictual
relationships.

The association between positive relationships and mentalization is not a
linear one (Fonagy, 2006). Some studies showed that the mmprovement in
mentalization capacity can lead to adverse relational effects, such as increase in
the sensitivity towards relational aggression, and the behaviors in bullying and
teasing (Dunn, 1988; Sutton, Smith & Swettenham, 1999).

The ones with disorgamzed attachment track the minds of others that
annihilate the sense of self-agency. These mental states create an intolerable alien
in self-representations. To get 1id of this alienation, the threatened aspects of the
self are re-externalized through attachment figures, rather than be internalized and
contained {(Fonagy, 2006). Slade and his colleagues’ study (2005) showed that the
mentalization capacity of parents of the children with disorganized attachment is
considerably lower than securely attached ones.

Affect regulation capacity is improved to the extent of mentalization
capacity. Besides the adjustlﬁent of affects, the mentalization capacity has a vital
role in regulating the self. The coherent self of child can be formed within the
frame of the experience of being imprinted on attachment figures' minds (Fonagy,
2006). Many studies have shown that the development of the child's ability to
interpret behavior through mental concepts s closely related with the parents'
perceptions about emotions, the rate of affects in the family debates, the parents'
views about parenting, and the traits of parental confrol (Dunn, Brown &
Beardsall, 1999; Meins et al, 2012; Ruffman, Perner&Parkin, 1999; Vinden,
2001).

MacBeth et al. (2011) investigated a study to see the relationship of
reflective function and attachment style and their effects on the first phase of
psychosis. The analyses showed that people with a secure attachment and
insecure/ preoccupied style display significantly higher levels of reflective

functioning than those with insecure/dismissing style. However, there was no
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significant difference on the reflective functioning scores between securely

attached people and individuals with insecure/preoccupied style.

1.4.2. Mentalization Capacity and Psychopathology

Fonagy and Luyten (2009) associated borderline personality pathology
with the pre-mentalization modes of social cognition. They suggest that
interpersonal conflicts, which boost emotional stress, impair mentalization
capacity. According to them, the conflictive background of subject might inhibit
the full development of mentalization. Thus, the conflicting internal states could
be forced to be externalized. By doing so, incoherent self-states are revealed, and
could cause the symptoms which are experienced by individuals with borderline

personality disorder.

In addition to the improvement in borderline symptoms and traits,
researches on mentalization-based treatment methods showed that depression and
self-harm attitudes have been efficiently declined. The successful treatment
outcomes derived from the development of mentalization capacity together with
the reduction of attachment avoidant responses (Rossouw &Fonagy, 2012). With
regard to the Ink between depression and mentalization, Taubner et al. (2011)
conducted a study to test the mentalization difference between patients with
chronic depression and healthy controls. They reported that depressive patients,
while considering about the experience of loss, tend to have a lower level of
mentalization than controls. However, there is no significant difference in global
levels of RF between these two groups. The study also revealed that the
therapeutic alliance of highly reflective patients is easier to build than the low RF

patients.

By taking attachment mto consideration, Bouchard et al. {(2008) conducted
a study to examine the relationship between psychopathology and mentalization.

Besides, they compared the different measures and operational definitions of
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mentahzation as reflective function, mental states, and verbal reflections of affect.
The attachment style and verbal reflections of mental representations largely
explained the variations in Axis [ psychopathology. On the other hand, the results
also showed that despite the differences in operational definitions, the effect of
mentalization function on Axis II psychopathology was stronger than the

association between attachment style and Axis I diagnosis.

Taubner et al. (2013) investigated the hnk between the mentalization
capacity, psychopathic tendency and aggressive behavior in a male sample. The
results showed that RF moderates the link between psychopathic traits and
aggressive expression. Thus, the individuals with psychopathic tendencies express
more aggressive behaviors when they have low level of reflective functioning. On
the other hand, Rothschild-Yakar et al (2010) exammed the effect of
mentalization capacity and family relations on the formation of eating disorders.
The analyses indicated mentalization as a protective factor that has a reducing
effect on symptomatology of eating disorders, despite the inadequacy of the

relationship with parents.

Recently, Fonagy and colleagues (2016) have scrutinized the relationship
between mentalization and psychopathology through different dimensions of the
mpairments in mentalization. To do so, they put forward the two-dimensional
deficits of reflective functioning. Firstly, hypomentalization states the incapacity
to recognize and interpret the complex mental states of self and other. Therefore,
individuals with hypomentalization are more prone to concrete thought processes.
On the opposite side, hypermentalization as a synonym of excessive mentalization
refers to the tendency of focusing on overly detailed aspects. This tendency has a
risk of blurring the external reality. The mentalization capacity means the genuine
mentalization states in which individuals can recognize the opaqueness of
mtentional mental processes. This capacity requires humility about the knowing

mental states of others.
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These studies revealed that mentalization capacity is a determinant on the
formation and the severity of psychopathology in individuals with adverse
backgrounds. Thereby, the link between mental capacity and specific pathologies
can lead to the implementation of more functional treatment modalities. The focus
of the current study is born from this motivation. In the light of the distinction
outlined above, the current study investigates the link between somatization and
attachment in regard to the hypermentalization and hypomentalization tendencies.
In the following section, the studies related to the relationship between
mentalization and somatization, which is the primary focus of this study, will be

presented.

1.4.3. Mentalization and Somatization

Affect is a psychobiological process whose action tendency derives
primarily from the somatic components. Through socialization with the controlied
and automatic mentalization processes, the somatic-behavioral constituents are
collated with the mental representations of affect that lead the improvements of

coping mechanisms (Fonagy et al., 2012; Lecours et al., 2007; Krystal, 1988).

MacLean (1949) focused on the importance of symbolical encoding of
experiences. He argued that the somatic symptom formation derives from
discontinuity of the connection between necocoriex and limbic system. In this
regard, he supported that somatizing patients misinterpret the implicit signs of
emotional arousal and perceive them as bodily malfunctions because of deficiency

in transferring process into explicit mode of emotional process.

McDougall (1980) conceptualized psychosomatic complaints  as
inadequate psychological capacity for one's will and agency activitics. She
associated these complamts with impaired symbolic representations of needs and
corresponding effects. In this regard, Marty and M Uzan (1963) put emphasis on
cognitive style of somatizing patients and suggested that their cogmtive style is

preoccupied with concrete aspects about external reality and distant from fantasy
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(as cited in Subic-Wrana, 2011). Nemiah, Freyberger, and Sifneos (1976)
primarily focused on the deficiency in verbalization capacity of somatizing

patients.

Bucci (1997) defined the concept of referential activity which refers to the
link between non-symbolic and symbolic channels. She suggested that the level of
dissociation of bodily symptoms from symbolic representations gradually forms
the somatic complaints. In this respect, somatization results from the basic
principle of the energy exchange in the originally closed system, and is
compensated for lower discharge, even when the links with the energic concept is
ignored. The object that is attacked or feared is displaced onto the body or parts of
the body. Therefore, the defense mechanism of emotional system blocks the
emergence of expectations and desires towards object. (Bucci, 1997, Mc Dougall,
1980) Thus, the lack of symbolic focus and regulation leads to the prolongation
and repetition of activation and the final effects on physiological systems

becoming more critical.

In addition to Bucci (1997), Lane and Schwarts (1987) reported that
consciously emotional awareness 1s not possible, since emotion is only implicitly
organized. With regard to this, Fonagy and his colleagues (1996, 2002) have
described mentalization as not only a subconscious process, but alse a conscious
process. Thus, mentalization also includes the ability to think about thinking. In
this regard, goal-oriented processes of physical reality constitute the prumary
mentalization process, while the ability of theory of mind belongs to the

secondary mentalization process (Frith &Frith, 2006).

Taylor et al. (1997) hypothesized a causal link between emotional
cognitive processing, uregularity of the affective system, and dysregulation of
behavioral and physiological systems. Subic-Wrane et al.’s {2010) conducted a
study to explore the relationship of the individuals with somatization to their
difficulties in recognizing and expressing their own emotions and in challenging

the minds of others. Controlling for age, sex and educational level, they compared
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the performances of healthy controls and somataform patients on the tasks of
mentalization and emotional awareness. The results showed that individuals with
high levels of somatic preoccupation performed worse on mentalization test and
had lower levels of emotional awareness, whereas their scores did not differentiate
on goal directed behaviors. On another study by Zunhammer et al. (2015), the
mentalization ability which was measured with Frith-Happe animation task was
found to be lower in the patients with chronic pain than healthy control groups.
The assessment procedure has been scored in terms of the response time and the
level of their intentional attributions to moving triangles. In the mentioned study,
mentalization was conceptualized in regard to the two dimensions of theory of
mind, namely the interpretation of social interaction and goal-directed behavior.
The patients with chronic pain detect lower reference to interpret social interaction
whereas do not differ in the definition of the goal directed movements as

compared to healthy controls (Zunhammer et al., 2015).

The level of emotional awareness is also used to see whether the ability to
identify and describe emotions differs between the patients with chronic pain and
the healthy controls. The results showed that the total score of emotional
awareness is lower in chronic pain patients than controls. On the other hand, the
total score is significantly correlated with the total words used in task, but did not
differ between two groups (Zunhammer et al, 2015). The studies showed
consistent results, which suggested that the lower level of affective mentalization
in patients with a wide spectrum of somatic disorders might generate a mechanism
for somatization (Stonninton, Locke & Ritenbaugh, 2013; Subic-Wrana et al.,

2005; Zunhammer et al., 2015).

CHAPTER 2: THE CURRENT STUDY

In the light of the literature, the current study sought to extend our
understanding of somatization tendency through the relative contribution of the

deficits in mentalization and the role of attachment style in a Turkish sample.
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The main aim of the study is to elucidate a potential moderator effect of
the mentalization capacity on the link between attachment and somatization. In
this respect, the relations between the levels of somatization, attachment
insecurity, and the deficits in mentalization will be studied. Mentalization capacity
ts included with two dimensions, namely hypermentalization and
hypomentalization. Attachment style is assessed in terms of attachment anxiety
and attachment avoidance (see Figure 1). Exploring the relations between these
constructs would be cxpected to propose clinical implications to improve

therapeutic practices with somatic patients.

Attachment (

-Attachment anxiety 4 i

The Levels of
Somatization

»

-Attachment avoidance

Mentalization
-Hypomentalization

-Hypermentalization

Figure 1. The Hypothesized Moderation Effect of Mentalization

2.1. HYPOTHESES

Hypothesis 1: The attachment insecurity is expected to be positively
related with the levels of somatization. The level of somatization is expected to be
positively correlated with both attachment anxiety and attachment avoidance

dimensions of the attachment security.
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Hypothesis 2: The levels of mentalization capacity and the level of
somatization are expected to be related. Both dimensions of the deficits in
mentalization, hypermentalization and hypomentalization, are expected be

positively correlated with the levels of somatization.

Hypothesis 3: Attachment anxiety is expected to be a stronger predictor of

the level of somatization as compared to attachment avoidance.

Hypothesis 4: The relationship between the level of somatization and

attachment insecurity is expected to be stronger, when hypomentalization is high.

Hypothesis 5:When the level of hypermentalization is high, stronger

association between attachment insecurity and somatization is expected.

2.2. METHOD

2.2.1. Participants

Data on a voluntary basis were on hand for 402 participants, following the
exclusion of those who had not completed all the measures of relevance to the
study variables. The age of the participants ranged from 18 to 63 years (M =
29.38, SD = 8.874). Regarding their gender, 27.9 % of the participants were male,
and 71.8% were female.

Most of the participants had a high level of educational attainment. More
than half of the participants (58%) had a BA degree, 32% had and MA or PhD
degrees, while only 8% of participants were high school graduates, and 7% was
primary school graduates.

In regard to relationship status, 35% of the participants were involved in a
relationship, 32% had no relationship, 28% were married, and 4% were
categorized as other.

Almost half of the participants (48%) defined their socio-economic status
as Middle, whereas 28% defined as Upper Middle, 18% as Lower Middle, 4% as
Lower, and 2% as Upper.
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2.2.2. Instruments

Participants were administered a survey package including the Reflective
Functioning Questionnaire (RFQ-54) for measuring the levels of the
mentalization, the Levels of Emotional Awareness Scale (LEAS-4) for testing the
ability to recognize and describe emotional process, the Experiences in Close
Relationships Questionnaire-Revised (ECR-R) for evaluation the attachment, and

the Somatization Scale for determining the levels of somatic symptom occurrence.

2.2.2.1. Demographic Information Form

The Demographic Form was created by the researcher in order to gather
data about the background characteristics of the participants. The form included
questions regarding the participants’ gender, age, educational attainment,
perceived socio-economic status, relationship status, number of siblings, birth
order, acute and chronic health conditions, famihal health conditions, childhood

illnesses and perceived childhood trauma (see Appendix B).

2.2.2.2.The Reflective Functioning Questionnaire (RFQ-54)

RFQ-54 has been developed by Fonagy and Ghinai (2008) as a self-report
measure to assess an individual’s capacity to mentalize internal and external
processes. Fonagy and Target (1977) operationalized the mentalization capacity
with the reflective function which is evolved from the psychic representations of
mental process. The measure consists of 54 items scored on a 7-point Likert scale
(I: strongly disagree to 7: strongly agree). Previous studies showed that it has
good internal reliability as indicated by a Cronbach’s o of82; and good
convergent construct validity, correlating positively with measures of related
constructs, such as mindfulness, r = .40, p < .001, and cognitive empathy, r = .48,
p <.001 (Fonagy et al, 2016). Throughout the process, 26 of the items began to

be used to generate independent scores for two sub-dimensions, the
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hypermentalization and hypomentalization. Hypermentalization refers to ' being
too certain about mental states of self and others,” whereas hypomentalization
indicates a state of 'being too uncertain about mental states of self and others'. For
both dimensions, higher scores mdicate greater impairment in Reflective

Functioning.

The Turkish version of the RF(Q-54 was obtained from the website of the

creators of the scale (www.ucl ac.uk/psychoanalysis/research/rfq). Reliability and

validity information for the Turkish version was not available yet. In this study,
Cronbach alpha coefficients for both dimensions will be calculated to check the
internal consistency of the scale. Further, the results of this study will provide
initial evidence for the validity of the Turkish version of RF(}-54 (see Appendix
Q).

2.2.2.3. The Level of Emotional Awareness Scale (LEAS)

The Level of Emotional Awareness Scale (LEAS) is a projective
performance scale that is designed by Lane et al. {1990) to measure emotional
verbalization. It consists of 20 emotion-provoking items. For each item,
participants are asked to define their emotions, or emotions that are possible for
both themselves and the other person. Participants’ responses are scored by
independent raters using a manual (see Lane et al., 1990). The total score of the
scale ranges from 0 to 100. Scores from 0 to 20 indicate the Level 1, whereas
scores from 81 to 100 indicate Level 5. In this respect, low scores indicate deficits
in complex emotional verbalization, and refer to tendency to use sensory motor
experiences to express emotional experiences. According to the cognitive
developmental process, the first level indicates bodily sensations, and the second
level refers to the body in action. Progressively the third level means that the
narrative of emotional process includes a single emotion. Fourth level points to a
blend of emotions, whereas the fifth level refers to the blends of blended feelings

(Lane et al., 1987).The reliability test of original study indicated that the internal
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consistency coefficient was .81, and the inter-rater reliability was .84 (Lane et al.,

1990).

The measure was translated to Turkish by Kuzucu (2008). The 20-item
Turkish version had satisfactory internal consistency (o = .85), and test-retest
reliability (r = .78). Subic-Wrane and colleagues (2014) constructed two different
versions (version A& version B) of LEAS-4 by selecting the items with highest
discriminatory power from two halves of the original version. The Cronbach alpha
levels of versions A and B were found as .684.and .683, respectively. In the
current study, the version A was used with the same calculation procedures as the
original. The total scores obtained from the LEAS-4 range from 0 to 20 (Subic-
Wrana et al., 2014).

The LEAS scores of participants were coded in terms of three categories
as self, other and total by six psychology undergraduate students under the
supervision of both researchers and two graduate students in clinical psychology.
Since this is the first study to use the 4-item version of LEAS with a Turkish
sample, a pilot study was conducted as a preliminarily test for inter-rater
reliability of LEAS-4. The scores of LEAS-4 which were received from the
coders, denoted a high inter-rater reliability (r= .96). The version used in this

study is presented in Appendix D.

2.2.2.4. The Experiences in Close Relationships-Revised (ECR-R)

ECR-R is a measure of attachment that includes 36 items rated on a 7-
point Likert scale (1: totally disagree to 7: totally agree). Half of the items assess
attachment-related anxiety, and the other half assess attachment-related
avoidance, providing continuous scores on both dimensions The Anxiety and
Avoidance sub-scales have high internal consistency, ¢ = .95 and o = .93,
respectively. In addition to the continuous scores on 2 dimensions, the scores of
the questionnaire can be used to obtain a 4-group categorization, using the median
scores for avoidance and anxiety. Participants are categorized as ‘secure’ when

their scores lower than the median for both avoidance and anxiety. The
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preoccupied label is given if their score is less than the median for avoidance but
more than the median for anxiety. Dismissing label s ascribed if their scores are
above the median for avoidance subscale, whereas below the median for anxiety.
Lastly, the fearful label is given when both anxiety and avoidance subscale scores
are above the median.

The Turkish version of the questionnaire, adapted by Selguk et al. (2005),
also demonstrated high internal comsistency for both Anxiety and Avoidance
dimensions; a = .90 and a = .86, respectively. For the Turkish version, test-retest
reliability coefficients were also high for both dimensions; r =82 for Anxiety and

r =81 for Avoidance (Selguk et al., 2005). The scale is presented in Appendix E.
2.2.2.5. Somatization Scale (SS)

In order to assess the level of somatization, the Somatization subscale of
the Minnesota Multiphasic Personality Inventory (MMPI) was used. It consists of
33 items that require the participants to respond as “Yes” or “No”. The feasibility
test is conducted by Diilgerler (2000) with primary school teachers to develop the
Turkish norms for somatization scale. The internal consistency coefficient of the
Turkish version of the scale was .83, and test-retest reliability was .996

(Diilgerler, 2000). The scale is given in Appendix F.
2.2.3. Procedure

Before the data collection procedure, an ethical approval was received
from Ethics Committee Board of Istanbul Bilgi University. All data was gathered

via an online survey software (www.surveymonkey.com), the link to which was

shared via e-mail and social media posts. Participants initially received an
Informed Consent Form (see Appendix A) to ask for voluntary participation. In
this form, they were briefly informed about the purpose of the study,
confidentiality of the data, and their right to quit at any point. Researchers’
contact information was also provided, and participants were encouraged to

communicate with the researcher if they had any questions or concerns about their
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participation. Upon their approval of the Informed Consent Form, the instruments
listed above were presented in the same order to each participant. It took

approximately 20-25 minutes to fill in all the questionnaires.

2.2.4. Data Analysis

Following descriptive analyses, Pearson correlations and Spearman
correlations were tested between the measures of interests, To analyze variance
components of the level of somatization, step-wise regression analyses were
performed with two dimensions of attachment, two dimensions of deficits in
mentalization and their interaction of these four. The demographic factors as
gender, educational attainment, current health status and parental health and
somatic conditions were also tested in the model. The step-wise regression
analyses were performed with the exclusion criteria as having a current physical
health problem. Therefore, 47 participants were not included. All analyses were

performed by using SPSS v.22.

2.3. RESULTS

In the result section of the study, the preliminary analyses were presented
initially. At this stage, the reliability and descriptive analyses on the measures of
imterest were reported. In addition, the background characteristics of participants

have looked at. Finally, the analyses, related to the hypotheses were reported.

2.3.1. Preliminary Analyses

The dependent variable of the hypotheses of this study is the level of
somatization, measured by the Somatization Scale. The independent variable is
attachment insecurity, which is operationalized as Attachment Avoidance and

Attachment Anxiety. The hypothesized moderator is the impairment of
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mentalization, indicated by two dimensions of Reflective Functioning
Questionnaire (RFQ-54): Certainty and Uncertainty. In addition to the self-report
measure of mentalization, emotional verbalization was also assessed using a short

version of Level of Emotional Awareness measure (LEAS-4).

In preliminary analyses, first the internal consistency for each scale was
examined in order to check the reliability of the measures. Further, since this is
the first study to use RFQ-54 and LEAS-4 with a Turkish sample, their correlation
with each other, and with the attachment scores were reported as potential
evidence for their validity, and also to identify possible multicollinearity for

further analyses. Descriptive statistics for the measures are also presented.

Second, certain background characteristics of the participants were
summarized. Since current and previous health-related issues are of direct

importance to this study, these variables will be presented in detail.

Finally, in order to identify possible confounds and/or predictors in terms
of participants’ backgrounds, the association between demographic characteristics

and somatization were checked prior to hypothesis testing.

2.3.1.1. Reliability Analyses and Descriptive Statistics of the Scales

Preceding the data analysis, the internal consistency for each of these
scales was calculated. Further, since this is the first study to use RFQ-54 and
LEAS-4 with a Turkish sample, their correlation with each other, and with the
attachment scores were reported as potential evidence for their validity, and also

to identify possible multicollinearity for further analyses.

Cronbach coefficients for each measure are listed in Table 1. All scales
and subscales used in this study vielded high reliability coefficients with alpha
values ranging from .78 to. 91. Exceptionally, the Cronbach alpha level of LEAS-
4 was slightly below the acceptable level.
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Table 1 Reliability Coefficients (Cronbach’s a) for Scales in the Study

Cronbach’s a

Somatization Scale .866
Reflective Functioning Questionnaire (RFQ)
RFQ Certainty 905
RFQ Uncertainty ' 819

Experiences in Close Relationships-Revised (ECR R)

Attachment Avoidance 913
Attachment Anxiety .891
Levels of Emotional Awareness (LEAS) 638

To obtain additional evidence for the validity of the LEAS-4, the Pearson
Correlation coefficients were calculated to inspect the relationship between
LEAS-4, RFQ-54 and Attachment. However, LLEAS-4 scores were weakly
correlated with all of the relevant measures: RFQ Certainty ( = -.117), RFQ
Uncertainty (» = -.036), Attachment Anxiety (r = -.025), and Attachment
Avoidance (r = -.134). Thus, due to questionable reliability and validity, LEAS-4

was excluded from further analyses.

As reported above, all other scales had high internal consistency. The
distributions of all the variables were slightly negatively skewed, indicating
relatively low levels of somatization and insecure attachment, and high level of
mentalization, but both the skewness and kurtosis scores were within the
acceptable range of £2, and the variances were adequate for analysis. The

descriptive statistics for each scale are presented in Table 2. Only one participant
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was a significant outlier on the Somatization Scale, and was excluded from the

data.

Table 2 Descriptive Statistics for all Measures

Min Max Mean SD

Somatization Scale 0 31 11.56 6.28
Reflective Functioning Questionnaire (RFQ)
RFQ Certainty 1 75 27.21 14.80
RFQ Uncertainty 0 49 12,40 9.18
Experiences in Close Relationships-Revised (ECR_R)
Attachment Avoidance 1 6.17 2.84 1.12

Attachment Anxiety 122 683 3.70  1.09

2.3.1.2. Background Characteristics of the Participants

As reported in the Participants section, the majority of the participants in
this study were female, highly educated, and from a Middle or Upper Middle
socio-economic background. In this section, the participants’ history in terms of
childhood trauma, parental health issues and personal health issues will be

summarized.

One of the 402 participants was excluded from analysis due to being
outlier in the criterion variable of the study. Of the 401 participants of the study,
249 (62%) reported that they had a traumatic experience before the age of 20. For
77% of the participants who experienced a trauma, it was a single event, whereas

the remaining 23% experienced repeated and/or multiple traumatic events. Both
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the perceived level of violence and perceived impact were rated on a 5-point
Likert scale. The mean the level of violence was 4.02 (SD = .983) and the mean
perceived impact was 3.80 (SD = 1.132).

Regarding the health of their parents, participants were asked to report
whether their parents had a health problem, and rate how much they complamed
about health issues as well as how much participants were affected by these issues
on 7-point scales. Approximately half of the participants reported that their
mother (54%) and father (50%) had health issues. Regarding how much they
complained about their health, mothers (M = 3.14, SD = 1.95) had a slightly
higher mean than fathers (M = 2.20, SD = 1.63). In terms of the effect felt by the
participants, both mother’s health issues (M = 3.71, D = 2.01) and father’s health
issues (M = 3,10, SD = 1.97) were rated as having a moderate impact; again, the

mean rating was slightly higher for the mother.

Participants’ health conditions were assessed by several questions asking
about the existence and impact of health issues during childhood, chronic
disorder(s) and acute disorder(s). For each of these, participants first indicated
whether they have such a health issue, and if they have, they were further
requested to report the type of their health issue and rate the perceived effect of 1t

on a 7-point scale. The descriptive statistics are reported in Table 3.

Table 3 Frequencies and Percentages of Participants Who Reported the Health Issue and

Descriptive Statistics of the Issue’s Perceived Affect

Perceived Effect

Freq.  Percent. Mean SD

Health Problem in Childhood 75 18.7 4.22 195
Chronic Disease 106 26.4 3.75 1.84
Acute Health [ssues 83 20.7 4.04 1.07
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To distinguish between the reported symptoms of current medical health
problem or the somatic tendency, the reported acute and/or chronic health
conditions were classified into three categories: disorder with physical onigin (e.g.
Familial Mediterranean Fever, scoliosis), with a psychosomatic aspect -trigger or
exacerbating influence- (e.g. back pain, bruxism, migraine), and mental disorder
(e.g. Obsessive-Compulsive Disorder, Major Depressive Episode). Since the
Somatization Scale used in this study is based on a self-report of bodily symptoms
regardless of their origin, existence of a physical disorder was thought to be a
confounding factor in understanding the associations between psychological
aspects of somatic symptoms. Since for the participants with acute or chronic
physical health issues, the variance in Somatization Scale would not have
reflected the psychosomatization, 47 participants who reported such conditions
were excluded from analyses that investigate the relationship between the
psychological factors and level of somatization. The impact of the remaining
conditions, namely health problem with a psychosomatic aspect (N = 91} and
mental disorder (N = 10}, on the reported level of Somatization will be discussed

m the next section.

In present sample, attachment categorization was not heterogeneous. The
participants were dominated by fearfully attached individuals (34%). Only 32% of
participants reported fewer scores than the medians of attachment avoidance and
attachment anxiety and met criteria of 'secure' attachment. The other 17% of them
were categorized as the dismissively attached. With lesser than the expected
proportion, 16%, of the participants were preoccupied (Stimer&Gungdr, 1999).
The scale developers suggested that the variation in attachment could be detected
better with dimensions instead of with four-level categorization. Therefore, the
attachment construct i current study has been evaluated with regards to anxiety
and avoidance dimensions rather than categorical classification (Fraley & Waller,

1998).
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2.3.1.3. Background Characteristics and Somatization Level

In order to identify whether the level of somatization significantly differed
due to background characteristics, mean comparisons were conducted. The means
for categories of gender, educational attainment, SES, childhood trauma,
relationship status, and the health condition were compared. For the variables with
an uneven size and/or variance across categories, Independent Samples t-test was
used, and for the other variables that affirm equality of variance and/or have more
than two categories One-way ANOVA’s were conducted. Further, the correlations
between the impact ratings and Level of Somatization were inspected via

Spearman correlation coefficients, due to the ordinal nature of the ratings.

Regarding gender, an independent t-test showed a highly significant
difference in the levels of somatization between female and male participants, ¢
(354) = -3.274, p = .001, with female participants showing a higher level of
somatization (M = 11.95, S0 = 6.48) than male participants (M = 9.56, SD =
5.17). In terms of educational attaiment, the participants who have university and
above degree (M = 10.91, SD = 5.94) showed significantly less somatization
tendency in comparison to participants from below the bachelor degree (M =

14.87, SD = 7.78), t (351} = -3.48, p = .001.

On the contrary to expectations from extant literature, the levels of
participants’ perceived socio-economic status were not significantly related with
the level of somatization, F(3,354) = 65.145, p = .150. The highest level of
somatic symptoms was observed in Lower Middle SES (M = 12.77, §D = 6.44).
Age and relationship status was also not significantly related to somatization in
_ this sample.

When the participants with or without a traumatic experience were
compared, it was observed that the traumatized participants (M = 11.79, SD =
6.60) did not significantly differ from non-traumatized participants (M = 10.51,
SD = 5.52). However, a weak but significantly correlation was observed between

the impact rating of trauma and somatization, = .173, p = .01 1.
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The association of the complaint level and impact ratings of parental
health conditions with the levels of somatization was also examined via
Spearman’s Rho. The results illustrated that the levels of complaint had weak, yet
significant correlations with somatization for both the maternal health condition,
r=.2835, p=.000, and paternal health condition, rv=.153, p=.004. The perceived
impact on the participant was significant only for maternal health condition, ry=
169, p = .001.

Finally, the association between the reported health problem of the
participants and the level of somatic symptoms was compared. Since there were
only 10 subjects in the mental disorder category, it was combined with the
category of health issues with a psychosomatic aspect. Participants who reported a
psychological or psychosomatic disorder (M = 14.099, SD = 6.22) were found to
have a significantly higher level of somatic symptoms as compared to participants
who did not report any disorders (M = 10.17, SD = 5.87), F(1,352) = 31.312, p<
.01. Regarding the perceived impact of the health condition, the Spearman
correlation was significant only for the impact of the chronic disorder, r— 372, p
= .001; not significant for the impact of childhood disorder or acute health issues.

To sum up, in this sample the level of somatization was found to be
associated with Gender, Educational Attainment, both Mother’s and Father’s
perceived level of complaining about their health, and the existence and impact of
a health condition.

2.3.2. The Relationship between Mentalization, Attachment and Somatization

2.3.2.1. Correlations among Mentalization, Attachment and Somatization

The first hypothesis of this study expected a positive correlation between
attachment insecurity and somatization. As the attachment insecurity as two
dimensions, Attachment Anxiety and Attachment Avoidance, it was expected that
both will be positively correlated with somatization. In order to evaluate the
direction and strength of these associations Pearson correlation coefficients were

calculated (see Table 4). As expected, a significant positive correlation was found
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between the Attachment Anxiety and the number of reported somatic symptoms »
(354) = 321, p < .001. Aweaker, but still significant, positive correlation was
found between Attachment Avoidance and the level of somatic symptoms, » (354)
=170, p <.001.

Table 4Pcarson Correlation Coefficients among Somatization Scale, Certainty
and Uncertainty scores of RFQ-54, and Avoidance and Anxiety Dimensions of

ECR-R (N = 354)

Somatization Certainty Uncertainty Avoidance Anxiety

o s S

Somatization 1 -176™ .189 170 321
Certainty 176 1 -.493™ 254" -310"
Uncertainty ~ .189™ -4937 1 246" 2617
Avoidance  .170" 254" 246" 1 406™
Anxiety 321 -3107 2617 406™ 1

™ Correlation is significant at the 0.01 level (2-tailed).

The second hypothesis of this study expected a relationship between
mentalization capacity and level of somatization. As operationalized in this study,
the second hypothesis expected positive correlations between somatization and
two indicators of impaired mentalization: Uncertainty (hypomentalization) and
Certainty (hypermentalization). For this hypothesis, again Pearson correlations
were examined (sce Table 4). There was a weak positive correlation between
Uncertainty (hypomentalization) and somatization, » (354) = .189, p < .000,
supporting the first part of the second hypothesis. However, on the contrary to the
hypothesized positive correlation, a negative correlation was observed between
the level somatization and Certainty (hypermentalization), which refers to being

too certain about mental states of self and others ( (354) = -.176, p<.001).
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2.3.2.2. Factors that Predict Somatization and the Moderator Role of
Mentalization

The third hypothesis suggests a comparative mspection of Attachment
Anxiety and Attachment Avoidance with regard to Somatization, expecting
anxiety to be a stronger predictor. Further, Hypotheses 4 and 5 refer to the
moderator role of mentalization in the attachment insecurity — somatization
association. The fourth hypothesis expects a stronger positive association between
attachment insecurity and somatization, when hypomentalization is high. On the
other hand, the fifth hypothesis expects stronger association between attachment
insecurity and somatization, when the hypermentalization is high. These
hypotheses require an assessment of the conditional linear associations between
measures of attachment insecurity (Avoidance and Anxiety) and somatization, as
well as calculations of the two-way interactions between two dimensions of
attachment insecurity (Certainty and Uncertainty) and two measures of attachment
imsecurity. Further, in addition to the hypothesized variables, the preliminary
analyses demonstrated that several demographic variables (gender, level of
education, levels of maternal and paternal health complaints and the existence of a
psychosomatic/mental health condition) were also possible predictors of
somatization. Thus, a regression analysis was conducted, in order to be able to (1)
obtain comparative predictive power of Anxiety and Avoidance, (2) include
interaction terms, and (3) to be able to see the controlled effect of the
hypothesized variables and demographics.

A stepwise multiple regression analysis was carried out with somatization
as the dependent variable; and Attachment Avoidance, Attachment Anxiety,
Uncertainty (hypomentalization), Certainty (hypermentalization) and four
interactions terms {Avoidance*Uncertainty, Avoidance*Certainty,
Anxiety*Uncertainty, Anxiety*Certainty) as independent variables. The existence
of a health condition, gender and education were also entered as binary variables,

and the maternal and paternal health complaint ratings were included in the
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model. All continuous scores were standardized before the calculation of
mteraction terms and analysis.

A summary of the models generated by the stepwise regression procedure
1s presented mn Table 5. In the final model, explaining approximately 25% of the
variance in somatization, six of the variables entered the equation: Attachment
Anxiety, Health Condition, Maternal Health Complaint Rating, Educational
Level, Certainty (Hypermentalization), Gender, F(5,345) =4.075, p <.05.

In line with the extant literature, the attachment anxiety as a risk factor for
increased somatization, predicts somatization significantly over and above the
psychosomatic/psychological condition, maternal health condition, the
educational level, the level of hypermentalization, and gender, (R*change = .102).
The psychosomatic/ psychological condition entered the equation as the second
strongest predictor (R’change = .069). The rest of the variables that entered the
equation generated less than .05 change in the explained variance. In the last step,
gender entered the model, resulting in the cumulative R of 26.1%.

The inclusion of the Attachment Amnxiety as a strong predictor of
Somatization and exclusion of Attachment Avoidance from the model supports
the Hypothesis 3 that ascribed anxiety a more important role than avoidance in
terms of predicting somatization. Hypothesis 4 and 5, which expected
mentalization to moderate the relationship between attachment and somatization,
was not supported. None of the interaction terms was included in the significant
model in stepwise regression analysis.

The regression coefficients and standardized beta values are presented in
Table 6. The further inspection of the model suggests that object of measurement
increased 1.348 for each Attachment Anxiety unit of measure and 3.087 for each
psychological health condition unit of measure. Besides them, one unit increase in
the ratings of how much the mother complaints about her health leaded 1.256
increases in the level of somatization. Being a primary or high school graduate
rather than a university graduate caused 3.592 increases in the level of

somatization. On the other hand, the .702 decrease in somatization were occurred
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for each increased unit of being too certain about mental states of self and others.

In addition, being a female raised 1.325 unit of the somatization.
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2.3.3. Summary of the Results

The current study attempted to search the possible moderator effect of the
mentalization capacity on the link between attachment and somatization.
However, the results failed to provide support for an interaction effect between
mentalization and attachment on the level of somatization. Therefore, the

moderator analysis of mentalization was not confirmed.

Statistical analyses Investigating the link between attachment and
somatization illustrated that the attachment anxiety is a stronger predictor rather
than the attachment avoidance for the level of somatization. On the other hand,
the hypermentalization was found as a significant predictor of somatization rather
than hypomentalization. In conflict with the hypothesis of the study, the
correlation between hypermentalization and somatization was found in a negative

direction.

Moreover, the proposed positive correlation between attachment insecurity
and hypomentalization was supported. In contrast to the expectations of this
study, the link between hypermentalization as a deficit i mentalization and

attachment insecurity was in a negative way.

Although the attachment anxiety and the hypermentalization capacity have
a significant effect on somatization, their interaction was not significant,
suggesting that the attachment anxiety and hypermentalization level were

significant predictors of the somatization independently from each other.

In addition to the mentalization capacity and attachment, gender,
educational attainment, cumrent health conditions and the level of health

complaints of the mother were found as significant predictors of somatization.
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2.4. DISCUSSION

Deficits in the capacities of emotional regulation bring with the formation
of somatization (Waller et al., 2004; Weardon et al., 2003). The emotional
awareness and the strategies of regulation are shaped within the quality of the
mteraction with primary caregivers {DePaulo, 2010). As detailed in the
Introduction section, the link between attachment and somatization has been
recurrently worked in the scientific studies, (Ciechanowski et al., 2002; Waller et
al., 2004). Many theorists pomted out that one of the important variables in this
relationship 1s the capacity of mentalization (McDoughall, 1980; Marty, 1998).
For this reason, the main aim of the present study is to examine how the level of
somatization in insecurely attached mdividuals is related to the capacity of

mentalization.

To clarify the etiology of somatization tendency, four main research
questions were tried to be explored: (1) whether attachment insecurity was
predictive of high levels of somatization; (2) whether attachment insecurity would
be associated with higher level deficits in the reflective functioning (3) whether
mdividuals with low deficits in mentalization would show lower levels of
somatization; and (4) whether reflective functioning moderated the relationships

between attachment style and somatization.

2.4.1. Discussion of the Main Findings

2.4.1.1. Somatization and Background Factors

In the current study; correlation and mean comparison analyses were
conducted to understand the associations between background characteristics and
somatic complaints. The mean level of somatization in this study was consistent
with the previous studies conducted in Turkey using the same measure (Ozden,

2015).
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The present study supported that the female participants in comparison to
men have higher levels of somatization. In the related literature, it was reported
that some of the psychosomatic diseases are seen more often in women, while
others are more prevalent in men. Therefore, it can be said that some previous
research findings supported the current findings related to the effect of gender on
the level of somatization, and others are not compatible with these findings
(Karsli, 2008). The consistent study results on the gender difference in
somatization could derive from females’ tendency to express themselves more
than men m the frame of cultural gender roles (Kirmayer &Young, 1998). On the
other hand, biological mechanisms can be evaluated as an alternative explanation
of this tendency. The hormonal mechanism in females and dysregulations of HPA
axis due to the stressful circumstances inay lead the high occurrence of the
symptoms of depression, anxiety and somatization (Nolen-Hoeksema, 2001).

The studies conducted in Turkey reported that somatization was more
frequent in groups with lower socioeconomic status and educational attainment
(Ozaner, 2011). A study with the university students in Turkey revealed that the
mother’s educational level as an aspect of socioeconomic status was found to be
significantly related with the level of somatization (Ozden, 2015). In paralle]l with
the current results related to the demographic factors, Ozenli and his colleagues
(2009) supported the link among being female, the educational status of the
mother and the verbal abuse in the family environment and the prevalance of
somatization. The consistent high prevalence of somatization in females can be
argued m the frame of strictly defined gender roles in lower socio-economic
groups. However, the current study failed to support the significant link between
low socioeconomic status and high somatization. The inconsistency could have
resulted from measuring the perceived level of socioeconomic status instead of
monthly-income, educational levels of parents and the features of family
environment. Participants of the current study came predominantly from the
middle or middle-high socioeconomic backgrounds or were highly educated.
Therefore when the results are evaluated, the homogeneity of the sample needs to

be taken into account.
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The cultural environment in which the person grows determines the
content and frame of interaction. In addition, socio-cultural class, education level
and belongingness of a subculture affect the rate of expressing emotional distress
as somatization. People from lower levels of economic and educational
backgrounds struggle with financial problems, on the one hand inadequate
education on the other. The intellectual development of most of these people does
not encourage them to express their emotional states. Therefore, people from
these groups usually have psychosocial censorship, and experience difficuity in
dealing with stress. The restricted sociocultural environment blocks the alternative
communication options. In the case of that, individuals begin to use their own
bodies as a way of communication. Moreover, bodily complaints can bring with
secondary gain since they are usually responded with protective care (Ilal, 1999).
In the current study, the level of somatization of primary school and high school
graduates were found fo be higher than the individuals with university degree as
consistent with previous results (Ugur, 2015).

Karsh (2008) reported that people who are not in romantic relationship
show more somatization tendency. Additionally, Nakao and colleagues (2001)
conducted a study with married, single, divorced and separated women and men
to exanune the effects of gender and marital status on somatic symptoms. They
reported that overall symptom level was found as generally higher in women than
men. Besides, married individuals have fewer physical and psychological
problems than single individuals. However, there are also relevant findings that
married individuals showed higher levels of somatization (Preston, 1995). On the
other hand, Katon (1993) mentioned that there is no relationship between marital
status and somatization (as cited in Ugur, 2015 p.18). In the same line with Katon
(1993), the results of the present study did not find any significant relationship
between somatization and relationship status.The influence of the marital status
can be moderated by the socioeconomic status. The inconsistenty in the results
needs to be interpreted considering this possible effect.

The beliefs about organic basis and vulnerability are linked with increased

occurrence of psychosomatic symptoms and health care utilization (Rief et al.,
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2014). In the present study, the current medical conditions were found as a
predictor of somatization. Among the perceived impact of chronic, acute and
childhood illness, only for the ratings for chronic illness are significantly
correlated with the somatization level. In the Turkish university samples, Ozenli
and colleagues (2009) supported the association between chronic illness and high
levels of somatization. Both chronic illness and somatic complaints could be
evaluated as a response to stress. Gouila and colleagues (2012) conducted a study
to compare the levels of anxiety, depression, and somatization between the patient
groups with chronic ilinesses and controls. Their result supported that individuals
with chronic illness have a higher tendency in somatization. In this context, Stuart
and Noyes (1999) evaluated the chronic illness as a threat to self-efficacy and
bodily integrity. Therefore, the link between chronic and somatic disorders as a
vulnerability to stress needs be considered in the frame of genetics, coping
mechanisms, social environment, and personality.

Many theories argued that somatization is a consequence of modeling or
social learning of iliness behavior. Bass and Murphy (1995) and Craig and
colleagues (1993) reported that the parents of somatic patients had a high rate of
physical disease. In the present study, the levels of health complaints of both
mother and father were found significantly but weakly related with the
somatization tendency.

In regard to the perceived impact of parental health conditions on
participants, exclusively the impact of mother's health was significantly associated
with the level of somatization. The primary caregivers in Turkey are usually the
mothers. In this context, the deficits in emotional and bodily regulations of
primary caregivers could inhibit their recognition of and ability to meet the child's
needs. The unmet needs in childhood might bring forth the maladaptive
behavioral patterns mapping the road to high symptom reports in adulthood.

The somatization tendency and reported childhood illness illustrated a
weak, but significant positive correlation. Stuart and Noyes (1999) explained this
relation on the basis of the practices of caregivers that lead the perception of

illness as a way of receiving care and intimacy. Craig and colleagues (1993)
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strongly suggested the secondary gain potential of the somatic symptoms. They
argued that a psychosomatic mdividual with childhood illness more prone to
seeking a secondary gain from these symptoms instead of neutralizing coping
strategies to stressful life events.

The link between somatization and childhood trauma is highly
investigated. The consistent result in previous studies illustrated that the
prevalence of somatization is high in the individuals who are raised in an
emotionally distant, a physically abusive and an unsupportive family environment
(Waldinger, 2006; Taycan et al., 2014; Van Dijke et al, 2011; Brown e. al,
2005). In the current study, the participants’ somatization levels did not
differentiate at a significant level with regards to being traumatized. However,
when the perceived effect was taken into consideration, a weak but significant
correlation was obtained. Parallel with these findings, Brown, Schranf and
Trimble (2005) reported that the levels of violence and the duration of emotional
abuse which define the impact of a traumatic event are more significantly related

with somatization.

2.4.1.2. The Associations between Attachment, Mentalization and
Somatization ‘

According to the results of the cross-cultural studies, the highest
prevalence among Turkish participants had been predicted as secure attachment
(Stmer &Giingor, 1999). Except for the dismissively attached participants, even
the same measure for attachment categorization was adopted, the proportions of
the attachment categories in the present study have not been in the same line with
previously reported in the general population (Stimer &Gilingsr, 1999). The
researhers argued that categorization in terms of the contimious score of ECR-R
might be a risk for the precision and statistical power of measurement. In the light
of the suggestions of scale developers, the variance in attachment is predicted
better with dimensions instead of categorization. In the present study, the link
between somatization and two dimensions of attachment insecurity rather than

categorical classification were investigated.
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In the same line with previous researchers, the results of the current study
revealed a significant positive link between attachment insecurity and
somatization, implying that individuals who had inconsistent, insufficient, instable
experiences with a primary caregiver in early attachment process more frequently

report somatization complaints.

Particularly, the anxiety dimension of attachment insecurity found as a
stronger predictor of somatization rather than the avoidance dimension. Parallel
with this finding, Ciechanoski and his colleagues (2002) reported that the
individuals with preoccupied and fearful aftachment styles show more somatic
tendency in compare with secure and dismissively attached ones. Stuart and
Noyes (1999) proposed that insecurely attached individuals particularly the highly
anxious ones are more vulnerable to distress and behave in inflexible and rigid
patterns. On the other hand, Waller and colleagues (2004) reported that
dismissively attached individuals who obtained higher scores in avoidance but
lower in anxiety dimensions are more likely to report somatic symptoms than
~preoccupied ones. The conflicted results of these studies could be rooted in

different measures of attachment.

In this context, Ciechanoski and colleagues (2002) interpreted the
prevalence of somatization in regard to the negative views of self and others. By
doing so, they reported that individuals with a negative view of others (dismissing
and fearful attachment styles) are less likely to report their symptoms because of
the fear of rejection. Therefore, the dismissively and fearfully attached individuals
are expected to show lower tendency to focus to and report somatic symptoms as
compared to preoccupied ones. On the other hand, individuals with a negative
view of self have a tendency to report more somatic symptoms as a result of the

focus on negative affect.

Bass and Murphy (1995) advocated that these maladaptive patterns and
attitudes threaten the relational worlds of individuals. In this context, the

problematic relationship between the somatic patients and healthcare providers
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can be explained with regards to the insecure attachunent strategies (Waller et al.,
2004). In this regard, the study of Ciechanoski and his colleagues (2001) resulted
that dismissively attached individuals have difficulties for treatment adherence by
evoking anger in health professionals. On the other hand, individuals with
preoccupied attachment style show their extreme needs for intimacy and support
from others and reflect themselves as more vulnerable. At the beginning, these
attempts provide intensive medical care from professionals, while they provoke

rejecting responses in long run (Waller et al., 2004).

The second research hypothesis addressed whether people with high-level
deficit in mental states reported more somatic symptoms. This hypothesis of the
study was partially confirmed. In line with the first part of the hypothesis, there
was a significant positive hnk between uncertamty levels in mentalization with
the level of somatization. In previous researches, this deficit in mentalization

which is perceived as concrete thinking were associated with the borderline

. personality disorder, eating disorders which have high comorbidity rates with

somatic disorders. Moreover, being too uncertain about the mental states of self
and others is accompanied with the high level of depression, problems in anger
management, deficits in affect regulation, lower life satisfaction and problems in
relational context. In addition to this, the internally based mentalization
constructs, namely mindfulness and perspective taking, were found negatively
correlated with being too uncertain about the mtentional mental states (Fonagy et
al., 2016).

The excessive effort of mentalization as pseudomentalization could also
cause a risk for the occurrence of psychopathology (Fonagy et al, 2016).
However, the expected positive relation was reversed between the level of
somatization and the level of certainty in mental states. The somatization scores
were found to be significantly lower in participants who are too certain about
mental states of self and others. Despite being a mentalization deficit, the certainty
level of participants in the current study demonstrated lower levels of

somatization. In the same line with present findings, the latest study of Fonagy
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and his colleagues (2016) reported that the certainty level obtained from the RFQ-
54 was found as posttively correlated with the externally-based mentalization and
anger control. Anger management and psychosomatization 1s negatively
associated (Ozden, 2015). Consistent with the current results, these studies
showed that being too certain about mental states of self and others has not always
been related to the impairments. On the contrary to the current results, both
clinical observations and scientific investigations indicated that somatic patients
have a tendency to exhibit rigid hypermentalization. These studies also revealed
that even though somatic patients’ narratives are highly sophisticated, their words
are filtered from affective states. In this regard, hypermentalization hides their
denial mechanism regarding the importance of the mner process on self and others
(Luyten et al, 2013). Subic-Wrana and colleagues (2010) pointed out that the
hypermentalization levels of individuals refer not to the total impairment in
emotional awareness, but to a deficiency mn recognition the link between
emotional states and bodily sensations.

However, the lower certainty scores in the reflective functioning of highly
somatizing participants in the current results still have been interesting. These
results can be explained with the participants’ who are highly certain about mental
states tendency to perceive themselves as good-mentalizers (Fonagy et al., 2016).
Therefore, their responses to self-report measure could be biased as an attempt to

act as genuine mentalizers.

2.4.2. Clinical Implications

The study findings reported that the patients with high levels of
somatization applied to both outpatient and inpatient medical services two times
more often than non-somatizing ones (Barsky et al., 2001). The treatment of
somatization involves the physical, psychiatric and psychosocial assessment of the
patient. In the treatment of somatization, the aim should be to develop the ability
to cope with these symptoms, not to remove them (Sahin, 2007). In spite of
extreme financial and energy costs, treatments for somatic disorders have been

found modestly effective among a disproportionally large number of patients
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(Luyten et al., 2012). This result emphasized the need to develop more effective
treatments, especially in the long run. Therefore, more evidence-based treatment
approach should be obtained through gaining knowledge about the etiology of
somatization.

From this point of view, the current study focused on the mentalization—
based treatment (MBT) approach on somatization. As a contemporary
psychodynamic approach, MBT is based on the attachment and mentalization
theories through focusing on being extremely vulnerable to stress because of the
use of hyperactivation or deactivation strategies of related attachment patterns
(Luyten et al., 2012).

MBT practices both with group and individual modalities have been firstly
implemented with the borderline personality disorders.  Later on, this
methodology was used with antisocial personality disorders, substance use, and
eating disorders. Besides, the mentalization-based prevention treatments were
implemented with mothers at risk and their children (Bateman & Fonagy, 2008).

Mentalization i1s dynamic and multifactorial capacity that is formed in
secure attachment experiences. For evaluating the mentalization capacity of the
patients, the attachment history and the behaviors under the stressful events which
lead to attachment activations should be better conceptualized to define the steps
of treatment. Either with being too depending or being too avoidant, the somatic
patients lead intolerable countertransference reactions as irritation, helplessness,
anger in both the psychotherapist and medical care providers (Maunder
&Hunter,2008). Therefore, the clinicians need to have the knowledge about the
function of the secondary attachment strategies to interpret their emotional
reactions towards those challenging patients. This knowledge provides benefits to
clinicians to define treatment goals independent from the patients’ lifelong
expectations particularly on relational basis (Waller et al., 2004). Additionally, the
attachment background of patients answer the health providers’ questions of why
some group of patients could not benefit from the treatment process or not even

attempt to engage in medical or psychological care.
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In the light of previous findings, it can be argued that somatic disorders
derived from the vicious cycles of maladaptive interactions with environment.
Luyten and colleagues (2012) proposed a model of somatization which

categorizes the risk factors as predisposing, precipitating and perpetuating. As the

“main constructs of present study, the attachment and mentalization capacity is

included in perpetuating category. By intensifving mentalizing impairments, the
secondary attachment strategies cause further distress and behavioral patterns that
sustain symptoms and complaints in addition to relational conflicts (see

Figure 2).
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In regard to psychopathology, the psychoanalytic perspectives usually
focused on the deficits in embodied mentalization (Maunder &Hunter, 2008).
Particularly, alexithymia and impairments in emotional awareness have been
emphasized ((Beutel et al., 2008). On the other hand, the mentalization-based
perspective has narrowed its attention and focus more on specific experiences and
complaints. In addition, the deficits in mentalization have been seen as a result
rather than the cause of the somatic disorders. In this regard, the impairments in
mentalization capacity have been perceived as the consequence of the highly

aroused and stress induced interpersonal context.

In this regard, the therapist in MBT has an active stance in exploring the
patients' experiences related to their subjectivity. Their mentalizing role is based
on the encouragement of the patients to be interested in the int.entional mental
states behind their experiences instead of the ruminative thoughts. At the
beginning, the therapist has a function on the self-reflective stance. The therapist
clarifies and elaborates the causes and consequences of patients’ behaviors and
their accompanied feelings Later on, the therapist draws a link between actions
and affective states. Throughout the therapeutic process, the therapist needs to be
qualified to differentiate genuine mentalization from hypermentalization and

psychic equivalent to mentalization.

2.4.3. Limitations and Recommendations for Future Studies

Although the current study reached its fundamental goals, there were some
imevitable limitations. The cross-sectional design might be evaluated as the main
limitation. It has not provided causal inferences. Somatization and mentalization
as the main subjects of the study were measured at one point in time. However,
they are not static constructs and might be fluctuated over time in terms of life
circumstances. Because of that, the current design brings with temporal

limitations of the generalizability of the results.
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Thanks to its practicality and cost-efficiency, the participants were
obtained by chain referral sampling. Since a non-clinical sample was used,
mdividuals who did not apply to medical care were also included in the current
study. However, this method did not guarantee the representativeness of the
sample; because participants were obtained by the networks of the participants

who had already been participated.

As the initial stady with the measure of Reflective Functioning
Questionnaire-54, the reliability of the measure for the use in Turkish population
was supported. However, the utilization of self-report measures could be counted
as another limitation in the current design. In this regard, the Experiences in Close
Relationships-Revised Questionnaire and Somatization Scale did not provide any
information about the unconscious defenses and unconscious affect regulation
strategies of participants. Even though many psychological researches use self-
report scales by trusting the reflectiveness of emotional state, it should be kept in
mind that emotional manifestations are complex phenomenon as consisted of
behavioral, cognitive and physiological dimensions (Brandley & Lang, 2000).
Therefore, further research should include implicit measures to collect
information about the individuals’ attachment background and sematization
tendency. The knowledge about the regulative patterns of the different attachment
styles could enhance our investigations and improve the treatment strategies for

patients with somatic disorders (Hunter & Maunder, 2001).

The examinations of medical conditions of the participants were also based
on the self-report measures. These reports can be biased because of the existing
pattern of attachment styles. To clarify information about the health conditions,
some confirmation strategies can be conducted such as medical reports, the
comments of general practitioners and so on. In addition, the evaluation of
medical and psychological treatment histories of the participants was not in depth.
In this regard, their treatment process may have an effect on the lower levels of

symptom report. Controlling the medicine and psychotherapy effect in the future
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studies will allow researchers to take into account the possible effects on the

psychosomatic state of the individual.

The levels of emotional awareness tried to be measured by LEAS-4, an
implicit performance test. However, the reliability of the 4-item version has been
found doubtful. Therefore, this version of LEAS had inhibited to carry out a
thorough analysis of the emotional awareness of participants. In Turkish
adaptation study, the 20 items version of LEAS has promised better reliability
levels (Kuzucu, 2012). Therefore, it can be used in further studies to see the link

between emotional awareness and the constructs of the current study.

The data collection was implemented with online surveys. Therefore, the
emotional reactions of the survey package could not be controlled. By considering
this, the restrospective questions about trauma were not detailed because of
preventing the participants from the re-traumatizion. Considermg the negative
effects that can result from being a part of a study, researchers m future studies
can better examine the traumatic experiences of participants in regard to their

tendency of somatization.

The current study identified attachment style and mentalization capacity as
significant constructs related to somatization. However, the stepwise regression
model only explained for 21.6 % of the total variation in the number of somatic
symptom reports. More than half of the variance left unexplored. In the previous
literature, the researchers advocated stress, emotional regulation capacities and
negative affect as contributory factors for the association between attachment and
somatization. Some of them revealed that when stress induction was conducted,
the attachment activation and its effect on the psychopathology could be
understood better (Stuart &Noyes, 1999). Therefore, further studies can conduct a
guasi-experimental design to analyze the link between attachment, mentalization

and somatization by controlling the levels of stress.

Furthermore, data regarding the psychosomatic characteristics of the

parents was based solely on the perception of the participant. By doing so, the
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ratings could also be biased due to the attachment strategies. Not only the medical
conditions of parents but also thewr attachment styles and the mentalization

capacities can be included in further studies to reach more holistic results.

For more specific and direct links between attachment and somatization,
the importance of the externalization and internalization processes behind the
symptom development was emphasized (Dozier et al., 1999). Therefore, further
research can study the more homogeneous somatic disorders by categorizing them
in regard to their underlying mechanisms. Therefore, more specific links can be
drawn between attachment and somatization under the consideration of

externalization or internalization processes.

Preferably in a longitudinal design, the exploration of the associations
between the mentioned constructs should be replicated, with a more
comprehensive set of measures (mixed procedure with interviews and sell-
reports), with more homogeneous clinical and non-clinical groups. Furthermore,
the clinical researches needs to be focused on whether the effectiveness of
psychotherapy with psychosomatic patients can be boosted by working through
with hypermentalization and hypomentalization processes of patients in

therapeutic sphere.

CHAPTER 3: CONCLUSION

The current research aimed to evaluate how the level of somatization is
related to mentalization and attachment styles together. The findings of the
research, in general, have revealed that people with high somatization levels have
a high level of attachment insecurity and a high level of hypomentalization, but a
low level of hypermentalization. Particularly, the predictor roles of these
constructs on somatization were restricted with attachment anxiety and
hypermentalization. In addition to them, gender, educational level, health status,

the health complaints of mother were found to be effective predictors on the levels
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of somatization. However, the expected moderator effect of mentalization was not

supported.

This study brings evidence for the integrity of soma and psyche. It points
to the relationship between psychic mechanisms and somatic complaints. The
results of this study suggest that mental health professionals might benefit from
focusing on the secondary attachment strategies while working with clients with
somatic illnesses, and focus on developing the ability of clients to interpret
intentional mental states of self and others. On the other hand, for medical
practitioners, taking into consideration of these mechanisms when faced with
somatic patients with highly frustrating unexplained symptoms allows them more
effective treatment steps and provide more collaborative relationship between

patient and medical care.

With cultural norms, Turkish people have a tendency to highly somatize.
To handle these high prevalence rates, the current study recommends practicing
the mentalization-based treatment approach with somatic patients on an individual
basis. Besides, pre-intervention strategies at society level could be developed to
raise the mother's capacity to mentalize their children's mental states. In addition
to this, the education system can be redesigned to encourage the genuine
mentalization capacity of children, especially in relational context. These steps
mentioned above would be expected to decrease the high prevalence levels of

somatization in society.
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APPENDICES
APPENDIX A: Bilgilendirilmis Onam Formu

Saym Katilimei,

Istanbul Bilgi Universitesi Klinik Psikoloji Yiitksek Lisans Program 8grencisi
Gizem Koksal’m Yrd. Do¢. Dr. Alev Cavdar Sideris’in damismanhginda

yuriitmekte oldugu tez ¢aligmasina katiiminizi rica ediyoruz.

Calismanm amaci katilimceilarin iliski tarzlari, duygusal farkindaliklar: ve

bedensel sikayetlerine dair bilgi toplamaktir.

(Caligma kapsaminda ¢esitli anketleri doldurmaniz istenecektir. Caligmaya
katihm tamarmiyla gonilliilik temelinde olmahlidir.  Ankette sizden kimlik
belirleyici higbir bilgi istenmemektedir. Cevaplariniz tamamiyla gizli tutulacak ve
sadece aragtrmacilar tarafindan grup halinde degerlendirilecektir. Bireysel
herhangi bir degerlendirme yapilmayacaktir. Kigisel bilgileriniz arastirmadan

¢ikan herhangi bir yaym ya da sunumda kullandmayacaktir.

Anketler, genel olarak kigisel rahatsizlik verecek sorulari icermemektedir.
Aragtrmaya  katibmm  katilmeiya  herhangi  bir  zarar  vereceZi  &n
goriilmemektedir. Ancak, katilim sirasinda sorulardan ya da herhangi baska bir
nedenden otiirii kendinizi rahatsiz hissederseniz cevaplama isini yarida birakp
¢ikmakta serbestsiniz. Arastirmamiza gonillii katilim g&sterirseniz, sizden

ricanmuz sorulart olabildigince samimi ve eksiksiz yamtlamanizdir.

Calisma hakkinda daha fazla bilgi almak i¢in sorularimzi arastirmayi

yiiriiten Gizem Koksal’a gzmkoksal@gmail.com adresi lizerinden iletebilirsiniz.

Arastrmamiza katlkida bulundugunuz igin tesckkiir ederiz.

0 Bu ¢ahsmaya tamamen goniillii olarak katiliyyorum ve istedigim zaman

varida kesip cikabilecegimi biliyorum.
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APPENDIX B: Demografik Bilgi Formu

A.Kisisel Bilgiler

1.Yas:

2.Cinsiyet:

3. Egitim seviyenizi isaretleyiniz (LEgitiminize devam ediyorsamiz icinde

bulundugunuz egitim seviyesini igaretleyiniz)

[Iksgretim

Lise

Universite-Lisans

Universite-Yiiksek Lisans/Doktora

Diger (Litfen belirtiniz.)

4. Kendinizi asagidaki gelir seviyelerinden hangisinin iginde gériiyvorsunuz?

Alt

Alt-Orta

Orta

Orta-Ust

Ust

5. [liski durumunuzu belirtiniz.

Bekarim, iliskim yok

Bekarim, iliskim var

Eviiyim

Bosandim

Es kaybi yagsadim

Diger
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B.Saghik Bilgileri:
1. Kronik bir hastaliginiz var mi?

Evet Hayir

Evet ise, liitfen belirtiniz

Evet ise, bu hastah@imizin hayatinizi ne oranda etkiledigini asagidaki tabloya gére

degerlendiriniz.
Hic etkilemiyor Tamamen etkiliyor
1 2 3 4 5 6 7

2. Mevcut bir hastah@iniz ve/veya fiziksel bir saghk sikayetiniz var mi?

Evet Hayir

Evet ise, liitfen belirtiniz

Evet ise, bu saglik sikayetinizin hayatinizi ne oranda etkiledigini asagidaki

tabloya gore degerlendiriniz.

Hig etkilemiyor Tamamen etkiliyor

1 2 3 4 5 6 7

3. Cocukluk ve gen¢lik yillarinizi diistindiiglintizde Snemli bir saghk sorununuz
var miydi?

Evet Hayr

Evet ise, liitfen belirtiniz

Evet ise, bu saghk sikayerinizin hayatinizt ne oranda etkiledigini agagidaki

tabloya gore degerlendiriniz.

Hig etkilemiyor Tamamen etkiliyor

1 2 3 4 5 6 7
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4. Son 6 ay icerisinde saglik birimlerine ka¢ kere bagvurdunuz?
5. Saglk birimlerine yaptigmniz bu bagvurular1 goz Oniinde bulundurdugunuzda
tedavi memnuniyetinizi agagidaki tabloya gére degerlendiriniz.

Hi¢ Memnun Degilim Cok Memnunun

1 2 3 4 5 6 7

C.Aile Bilgileri:

Bu boliimde aile bireylerinizle ilgili bilgiler istenecektir. Efer bahsedilen
kisilerden biri(leri) su anda yasamiyorlarsa, litfen sorulari, o veya onlar hayatta
iken ki durumlar: Sniine alarak cevaplandiriniz. Eger annenizi ¢ok kiiciik vagta
kaybettiyseniz, “anne” olarak sorulan sorulari, “size bakim veren kisi”yi (akraba,
ivey anne, bakici anne, bakici, vb.) diislinerek yanttlaymiz. Ayns sekilde, efer
babaniz: ¢ok kiiglik yasta kaybettiyseniz, “baba” olarak sorulan sorular, “baba
fighrii yerine gecen kisi”yi (akraba, iivey baba, vb.) diisiinerek yanitlaymiz.

1. a)Kac kardessiniz? b)Dogum swaniz?

2.Annenizin egitim durumu:

3.Annenizin bilinen bir saghk sorunu var nu?

Evet Haymr

Evet ise, agiklayiniz

Bu saglik problemi annenizin glnlitk hayatmi nasil etkiliyor?

Hic etkilemiyor ‘FTamamen etkiliyor

1 2 3 4 5 6 7
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4. Cocukluk ve genclik yillarmizi diistindiigiiniizde annenizin Snemli bir saglik

sorunu var miydi?

Evet Hayw

Evet ise, agiklaymiz

Bu saglik problemi annenizin gilinliik hayatmi nasil etkiliyordu?

Hi¢ EtkilemiyorduTamamen Etkiliyordu

1 2 3 4 5 6 7

5. Anneniz siz ¢ocukluk ve genglik yillarindayken siklikla fiziksel sorunlardan

(bas agrisi, mide adrisy, halsizlik, kalp ¢arpintisi, uyugma vb.) sikayet eder miydi?

Hemen hemen hicHer zaman

1 2 3 4 5 0 7

6. Babanizin egitim durumu:

7. Babanizin bilinen bir saglik sorunu var mi?

Evet Hayir

Evet ise, a¢iklaymiz

Bu saglik problemi babanizm giinliik hayatini nasil etkiliyor?

Higc etkilemiyor Tamamen etkilivor

1 2 3 4 5 6 7
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8. Cocukluk ve genclik yillarimi diisiindiiglinlizde babanizm Snemli bir saglik

sorunu var miydi?

Evet Haywr

Evet (aciklayiniz)

Bu saglk problemi babanizin giinliik hayatini nasil etkiliyordu?

Hi¢ EtkilemiyorduTamamen Etkiliyordu

1 2 3 4 5 6 7

9. Babaniz siz ¢ocukluk ve genglik yillarindayken siklikla fiziksel sorunlardan

(bas agrisi, mide agrisy, halsizlik, kalp ¢arpmtisi, uyusma vb.) sikayet eder miydi?

Hemen hemen hicHer zaman

1 2 3 4 5 6 7

D.Gelisimsel Siirecte Yasanan Travmatik Olavlar

Cocukhugunuzda ve ilk gengliginizde (20 yasindan dnce) sizi derinden etkiledigini
diistindiiglini travmatik bir olay yasadmiz mi1? (Tanik olunan ve maruz kalinan
dogal afetler, kazalar, aile ici/disi siddete tanik olma ya da maruz kalma,
taciz/tecaviiz, iskence. savag, terdr, sevilen/vakin olunan birinin kaybi, ait

hissedilen bir yerin kaybi vh.)

Fvet Hayir

Evet ise, travmatik olarak deneyimlediginiz birden fazla olay yasadiysamiz liitfen

tiim olaylarin etkisini/siddetini birlikte degerlendiriniz.

Bu olayi/olaylar1 yasadigimzda kag yagmdaydiniz?
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Bu olayi/olaylar sizin i¢in ne siddette yasandigin 1 ile 5 arasinda bir sayi vererek

derecelendiriniz
Hic siddetli degildi Cok siddetliydi
1 2 3 4 5

Hayatiniz boyunca sizi ne oranda etkiledigini disindiigtiniizii 1 ile 5 arasinda bir

say1 vererek derecelendiriniz.

Hic¢ Etkilemedi Tamamen etkiledi
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APPENDIX C: Yansitici Isleyis Olcedi (RFQ-54)

Liitfen asagidaki ciimleleri dikkatlice okuyunuz. Her bir ciimle i¢in, ciimleye
ne kadar katiidiginiz: ifade etmek iizere 1 ile 7 arasinda bir numara secip
ciimlenin yammna yazmiz. Ciimleler iizerinde cok fazla diisiinmeyin- ilk

tepkiniz genellikle en iyisidir. Tesekkiir ederiz.

1’den 7’ye kadar olan asagidaki dlcegi kulianin:

Kesinlikle Kesinlikle

_ 1 2 3 4 5 6 7

Katilmiyorum Katiliyorum
1.  Insanlarin diisiinceleri benim igin bir bilinmezdir.

2. Bir bagkasmm ne diigindfigiinii ya da nasil hissettigini anlamak

benim i¢in kolaydir.

3. Bendegistikce ebeveynlerimin zihnimdeki resmi de degisir.

4. _ Insanlarm duygu ve diisiinceleri hakkinda gok fazla endiselenirim.

5. _ Davranglarimm bagkalarinin duygular: tizerindeki etkisine dikkat
edermm.

6. _ Baskalarinin duygu ve diisiincelerini anlamam uzun zaman alir.

7.  Yakin arkadaglarinun ne distindiigiinii tam olarak bilirim.

8. _ Ne hissettigimi her zaman bilirim.

9.  Kendimi nasil hissettigim, bir bagkasmin davramigini nasil
yorumladigumi kolayca etkileyebilir.

10.  Birisinin gézlerinin i¢ine bakarak nasil hissettigini anlayabilirim.

11.  Eniyi arkadaglarimin tepkilerini bazen yanhs anlayabilecegimi fark
ediyorum,

12.  Ne hissettigim konusunda siklikla kafam karisir.

13.  Riyalarmmn anlamim merak ederim.

14.  Bir baskasinin aklindan gecenleri anlamak benim igin asla zor degildir.

15.  Ebeveynlerimin bana karst davraniglarinin, onlarm yetistirilme
bicimiyle agiklanmamas: gerektifine inaniyorum.
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i6.
17.

18.

19.
20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.
31

32.

33.

34.
35.

___Neyi neden yaptigimi her zaman bilmem.

___Insanlarin baskalarina verdigi tavsiyelerin, genellikle kendi yapmak
istedikleri seyler oldugunu fark ettim.

___Insanlarmn aklindan neler gegtigini anlamak benim igin gergekten
zordur.

___Diger insanlar bana iyi bir dinleyici oldogumu séyler.
___Sinirlendigimde, neden soyledigimi gergekten bilmedigim seyler
sOylerim.

_ Siklikla bagkalarmin davraniglarmin ardinda yatan anlami merak
ederim.

___Diger insanlarin duygularint anlamlandirmak i¢in gercekten cok
gabalarim.

___ Siklikla, istedigim seyleri yapmaiar i¢in insanlari zorlamak zorunda
kalirim.

____Genellikle yakmlarim, yaptiZim seyleri neden yaptigimi anlamakta
zorluk ¢ekerler. '

___ Eger dikkatli olmazsam, bir baskasmm hayatma ¢ok fazla
karisabilecegimi hissediyorum.

___Baskalarinin duygu ve diigiinceleri benim igin kafa kargtiricidr.
___Bir bagkasmin ne yapacagini cogunlukla tahmin edebilirim.

_ Giiclii duygular genellikle diigiincelerimi bulaniklasticir,
____Anladmm ki, birisinin tam olarak ne hissettigini bilmek i¢in bunu ona
sormam gerekir.

_ Bir kigi hakkindaki sezgilerim neredeyse hi¢ yanhs ¢ikmaz.
___[namiyorum ki, insanlar kendi inang ve deneyimlerine bagli olarak bir
durumu ¢ok farkh sekillerde gérebilirler.

~ Bazen kendimi bir sevler sdylerken bulurum ve onlari neden
soyledigim hakkinda hi¢ fikrim olmaz.

___Davraniglarimin ardindaki nedenler Uzerine diisiinmeyi severim.
_Normalde insanlarin aklindan gecenleri tahmin etmede iyryimdir.

Hislerime gilivenirim.
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36.  Sinirlendigimde, sonradan pigman olacagim seyler sdylerim.

37.  Insanlar duygulart hakkinda konustuklarinda kafam kargr.

38. lyi bir zihin-okuyucuyumdur.

39.  Sik sik zihnim bosmus gibi hissederim.

40.  Eger giivensiz hissedersem, digerlerini sinirlendirecek gekilde
davranirim.

41.  Baskalarinin bakis agilarini anlamakta zorlanirim.

42.  Genellikle diger msanlarm tam olarak ne diiglindéigtinit bilirim.

43. _ @Giiclii duygular besledigim seyler hakkindaki hislerimin bile zamanla
degigebilecegini dngdrebilirim

44.  Bazen neden yaptigimi gergekten bilmedigim seyler yaparim.

45.  Duygularimi dikkate alrim.

46.  Bir tartigmada, diger kisinin bakis agisini aklimda tatarim.

47.  Bir baskasmin dustinceleri hakkmdaki iggiidiilerim genellikle ¢cok
dogrudur.

48.  Insanlarm davramglarmin nedenlerini anlamak onlart affetmeme
vardimei olur.

49.  Herhangi bir durumu degerlendirmenin DOGRU bir yolu olmadigini
diistiniiyorum. |

50.  Iggiidilerimden ¢ok mantiimla hareket ederim.

51. _ Cocukluguma dair ¢ok sey hatirlamiyorum.

52.  Baskasinm aklindan gecenleri tahmin etmeye ¢alismanin bir anlami

olmadi@ma inanirim.

53.  Benim i¢in insanin davraniglar sdylediklerinden daha &nemlidir,
54.  Diger insanlarm, ¢6zmeye kalkismak igin fazla karmasik olduklarma
inantrum.
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APPENDIX D: Duygusal Farkindahk Diizeyi Olcedi (LEAS-4)

Liitfen asagidaki durumiarda neler hissedebileceginizi belirtiniz. Sizden istenen
yanitlarimizda yalnizca “hissetme” kelimesini kullanmanizdir. Yanitlarmiz kisa ya
da nasil hissedebileceginizi agiklamak i¢in gerektidi kadar uzun olabilir. Her bir
durumda bahsedilen diger bir kist bulunmaktadir. Liitfen belirtilen diger kisinin de

nasi] hissedebilecegi ile ilgili diistincenizi belirtiniz.

1.Birkag aydir bir proje iistiinde olduk¢a fazla ¢alistiniz. Teslim ettikten birkag

giin sonra, patronunuz ¢alismanizin mitkemmel oldugunu séylemek icin yaniniza

ugruyor. Nasil

hissedersiniz? Patronunuz nasil hisseder?

2. Patronunuz ¢alismanizin kabul edilemez oldugunu ve gelistirilmesi gerektigini

soyliyor. Nasil hissedersiniz? Patronunuz nasH hisseder?
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3. Bir arkadasmizla yeni bir is girisimine baglamak igin birlikte para yatrma
konusunda anlastiniz. Birkag giin sonra yalnizca arkadasmizin fikrini degistirip
degistirmedigini 6grenmek i¢in arkadasmizi aradimiz. Nasil hissedersiniz?

Arkadasimz nasil hisseder?

4, Hem ¢ekici hem de zeki birisine asik oldunuz. Bu kisi maddi agidan iyi
durumda olmasada, bu sizin igin 6nemli degil geliriniz yeter diizeyde. Evliligi
konugmaya basladiginizda, onun aslinda olduk¢a varlikli bir aileden geldigini
ogrendiniz. Insanlarn onunla sadece parasi igin ilgileneceginden korktugundan,

bunun bilinmesini istemedigini séyledi. Nasil hissedersiniz? O nasil hisseder?
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APPENDIX E:Yakn iliskilerde Yasantiar Envanteri-Il (ECR-R)

Asagidaki maddeler romantik iligkilerinizde hissettiginiz duygularla ilgilidir. Bu
aragtirmada sizin iliskinizde yalnizca su anda degil, genel olarak neler olduguyla
va da neler yasadigmzla ilgilenmekteyiz. Maddelerde sozii gegen "birlikte
oldugum kigi" ifadesi ile romantik iliskide bulundugunuz kisi kastedilmektedir.
Eger halihazirda bir romantik iligki i¢erisinde degilseniz, asagidaki maddeleri bir
iliski icinde oldugunuzu varsayarak cevaplandiriniz. Her bir maddenin
iliskilerinizdeki duygu ve diiglincelerinizi ne oranda yansittigimni karsilarimdaki 7

aralikly 6leek tizerinde, ilgili rakam tizerine garp1 (X)) koyarak gosteriniz.

Hig - Karasizim/Fikrim yok---------------— Tamamen
katilmiyorum katsliyorum
I 2 3 4 5 6 7

1. Birlikte oldugum kisinin sevgisini 112413 4 (5|67

kaybetmekten korkarim.

2. Gergekte ne hissettigimi birlikte oldudum |1 |2 |3 {4 |5 |6 |7

kisiye gbstermemeyi tercih ederim.

3. Siklikla, birlikte oldugum kiginin artik |1 [2 |3 (4 |5 |6 |7
benimle olmak istemeyecedi  korkusuna

kapilicm.

4. Ogzel duygu ve disiincelerimi birlikte | 1 [2 |3 [4 |5 |6 |7
oldugum kisiyle paylasmak konusunda kendimi

rahat hissederim.

5. Siklikla, birlikte oldugum kisinin beni | 1 (2 |3 |4 {5 |6 |7

gergekten sevimedigi kaygisina kapilinm.
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6. Romantik iliskide oldugum kisilere giivenip

inanmak konusunda kendimi rahat birakmakta

7. Romantik iligkide oldugum Kkisilerin beni,
benim onlari dnemsedigim kadar

dnemsemeyeceklerinden endise duyarim.

8. Romantik iliskide oldugum kisilere yakm

olma konusunda ¢ok rahatimdir.

9. Siklikla, birlikte oldugum kisinin bana
duydugu hislerin benim ona duydugum hisler

kadar gii¢lii olmasimi isterim.

10. Romantik iliskide oldugum kisilere acilma

konusunda kendimi rahat hissetmem.

11. Migkilerimi kafama gok takarmm.

12. Romantik iligkide oldugum kigilere fazla

yakin olmamaysi tercih ederim.

13. Benden uzakta oldugunda, birlikte oldugum
kiginin  bagska birine ilgi  duyabilecegi

korkusuna kapilirim.

14. Romantik iliskide oldugum kisi benimle
¢ok vyakin  olmak istediginde rahatsizlik

duyarim.,

15. Romantik iliskide oldugum kisilere
duygularim gosterdigimde, onlarin benim icin

ayni seyleri hissetmeyeceginden korkarim.

16. Birlikte oldugum kisivle kolayca

yakinlagabilirim.
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17. Birlikte oldugum kisinin beni terk

edeceginden pek endige duymam.

18. Birlikte oldugum kisiyle yakinlagmak bana

zor gelmez.

19. Romantik iliskide oldugum kisi kendimden

sliphe etmeme neden olue,

20.  Genellikle, birlikte oldugum kisiyle

sorunlarimi ve kaygilarimi tartigieio.

21. Terk edilmekten pek korkimam.

22, Zor zamanlarimda, romantik iliskide

oldugum kisiden yardim istemek bana 1yi gelir. |

23. Birlikte oldugum kiginin, bana benim
istedigim kadar vakmlasmak istemedigini

diginiirim.

24. Birlikte oldugum kisiye hemen hemen her

seyi anfatirum.

25. Romantik iliskide oldugum kisiler bazen
bana olan  duygularimt  sebepsiz  vere

degistirirler.

26. Bagimdan gegenleri birlikte oldugum

kigiyle konusurum.

27. Cok yakin olma arzum bazen insanlar

korkutup uzaklastirir.

2

23
213
213
213
213
213
213
213
213
213
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28. Birlikte oldugum kigiler benimle c¢ok

yakinlastiginda gergin hissederim.

29. Romantik iligkide oldugum bir kisi beni
ya.kmdan' tanidikca,  “gercek  ben”den

hoslanmayacagmdan korkarum.

30. Romantik iligkide oldugum kigilere giivenip

inanma konusunda rahatimdr.

31. Birlikte oldugum kisiden ihtiya¢ duydugum

sefkat ve destegi gérememek beni 6ikelendirir.

32. Romantik iligkide oldugum kigiye giivenip

inanmak benim i¢in kolaydir.

33. Basgka insanlara denk olamamaktan endige

duyarum.

34. Birlikte oldugum kigive gefkat gostermek

benim i¢in kolaydir.

35, Birlikte oldugum kisi beni sadece kizgin

oldugumda Gnemser.

36. Birlikte oldugum kisi beni ve ihtiyaclarimi

gercekten anlar.
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APPENDIX F: Somatizasyon Olcegi- SS

Bu formda swa ile numaralandirilmis baz: sorular bulacaksimz. Her soruyu
okuyarak kendi durumunuza gére Dogru va da Yanhis olup olmadigina karar
verin. Bu sorulari sadece kendinizi diisiinerek yanitlaym. Bazi sorular birbirinin

aynist ya da tersi gibi gelebilir. Miimkiinse sorular1 cevaplandirma calisin.

Somatizasyon Olgegi Dogru Yanls

1. CoZu zaman boZazim tikanir gibi olur.

2. Istahum iyidir.

3. Bagim pek az agr.

4. Ayda 2 defa ishal olurum.

5. Midemden oldukga rahatsizim.

6. Cogu zaman midem eksir.

7. Bazen utaninca ¢ok terlerim.

8. Sagligum beni pek kaygilandirmaz.

9. Hemen hemen higbir agrt ve sizim yok.

10. Bazen basimda siz1 hissederim.

[1. Cogu zaman basimn her taraft agrir,

[2. Saghgm pek cok arkadasimin ki kadar
1yidir.

13. Pek seyrek kabiz olurum.
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14. Ensemde nadiren agri hissederim.

15. Viicudumda pek az sevirme ve kasilma

olur,

16. Cabucak yorulmam.

17. Pek az basim déner ya da hi¢ dénmez.

18. Yiriirken dengemi hemen hemen hig

kaybetmem.

19. Soguk giinlerde bile kolayca terlerim.

20. Cogu zaman yorgunluk hissederim.

21. Hemen her giin mide agrilarindan rahatsiz

olurum.

22. Tekrarlanan mide bulantist ve kusmalar

YVASArm.

23. Cogu zaman biitin viicudumda bir halsizlik

duyarim.

24. Son birkag yil iginde saglifim ¢ogu zaman

1yl idi.

25. Cok defa sabahiari din¢ ve dinlenmis olarak

uvanrim.

26. Cogu zaman bana kafam sismis ya da

burnum tikanmus gibi selir.

27. Cogu zaman basim siki bir  g¢ember

icindeymig gibi hissederim.

28. Kalp ve gbgiis agrilarindan hemen hemen

hic sikayetim vyoktur.

29. Hayatimda hi¢cbir zaman kendimi simdiki

kadar 1v1 lhissetmedim.

30. Kalbimin hizli ¢arptifini hemen hemen hig

hissetmem ve cok seyrek nefesim tikanw.

31. Hi¢ felg gegirmedim ya da kaslarimda

olagan fistii bir halsizlik duymadun.
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32. Ortada higbir neden yokken haftada bir ya

da daha sik birdenbire her vanium ates basar.

33. Viicudumun bazi yerlerinde ¢ok defa

yvanma, gidiklanma, karmcalanma ve uyusukiuk
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