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Abstract: This study provides an example of qualitative analysis of a literary text
conducted through the theoretical and methodological means of the Psychology of
Art and Literature. The approach adopted for the analysis of the text follows the type
of interpretation of the founder of the Psychology of Art and Literature in Italy with
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The work of desecration carried out by the Sophistry
recognizes Euripides as the tragedian who desecrated the
theological world of Homer and Aeschylus and showed
gods being on a level with men, often openly criticizing
them and giving his tragedy features that only now, after
over two thousand years, can be considered as an essential
constituent of the contemporary thought.

All Euripides’ tragedies take place clearly on a human level
as well as the invocation to Zeus by Hecuba in The Trojan
Women, if well played in its feeling rather than literally, does
not at all prove that the poet is getting back to the ancient
religion in some way and, first of all, to the world doomed
and worked out by the gods (Fusco, Tomassoni, 2013). The
tragedy that we are going to examine, Hippolytus is
concerned with the evils that may arise from a passionate
love verging on the limits of an obsessive idea: it begins
with a prologue in which, according to the new philosophy
of sophistry, the emotional and ethical values are reversed
and Aphrodite, the goddess born from the foam of the
Aegean Sea and patroness of love' becomes a cruel
bestower of death. The monologue in which the goddess
talks about Hippolytus begins with a categorical statement:
«l am powerful, | am famous in heaven and on earth, | am
Cypris the goddess®>?. A categorical sentence follows,
summarizing the desecration of the divine which we talked
about and that turns — as we said - Aphrodite into a goddess
capable of killing without mercy: «/ bestow my favours to
those who venerate me, but if someone behaves in an insolent
way | will destroy him ». Soon after she says very significant
words to understand the world secularization and the belief
of Euripides that the gods were mere abstraction or, in any
case, they were almost identical to human beings®. At this
point starts the speech of Hippolytus, the son of Theseus
and an Amazon, who is accused by the goddess to be the
only one to underestimate her importance. The next
sentence states: «He does not want to know anything about
sex, the idea of getting married does not even touch him» and
a psychologist will easily notice how less significant this
Aphrodite is as compared to the Aphrodite, the goddess of
love, that certainly cannot be reduced to sexuality. The
speech goes on and deals with the relationship with the
goddess Artemis who, with a clear sense of envy on the part
of Aphrodite, Hippolytus considers the greatest deity. So
also the rest of the speech he recites: «but the company of a
goddess is too much for only one man, not that I'm jealous, it is
not so! However Hippolytus has offended me and today | will
avenge myself. Most of the work is to be done now, | will just
leave something undone to complete the work». At this point
Phaedra enters the scene, whom Cypris will use to punish
Hippolytus with death, and Aphrodite says that as soon as
Phaedra saw Hippolytus, she fell obsessively in love with
him according to the strong will of the goddess. Phaedra is
exactly the opposite of the “frigid” Hippolytus and she even
built on the rock of Pallas a temple dedicated to Aphrodite
(and here the desecrated goddess becomes cruel and
unjust), according to the concept expressed shortly after by
Hippolytus himself, who says: <men are subject to the same
laws as gods». In fact, as an ordinary and cruel woman, the
goddess has devised a fraudulent plot to accuse Hippolytus
in front of Theseus's father of having tried to seduce Phaedra
and, when she has to try to justify this plot which will also
lead to Phaedra’s death, she categorically states (and, at this
point, she is very reminiscent of Medea) that she will not
care even for the death of the innocent Phaedra, because
what matters is her enemy’s punishment. And when
Aphrodite saw Hyppolytus on returning from hunting she
pronounced the last words of the monologue, categorical
and cruel words, worthy of a criminal woman, far away from
the theological world of Aeschylus: «The gates of Hades are
already open. Hippolytus does not know it but this is his last
day». Aphrodite not only reveals herself as a jealous and
vengeful woman, but, above all, some criminal elements
get into her way of thinking and go beyond the deity’s
desecration making the protagonistalmosta personification
of evil also for the lack of rational restraints and in-depth
critical powers of the Ego, which is absolutely inconceivable
for a person who, despite everything, is a deity. On the
scene, from which the goddess disappears, enters
Hippolytus with a wreath of flowers in his hands. He starts
with a long speech in honor of Artemis who, among other

things, he considers the most beautiful of all the goddesses
of Olympus to whom must be devoted all the very few
things on earth that can symbolize purity, devotion and
sublimated love: «<My lady, | offer you this wreath: | braided it
with flowers of an untouched meadow. Over there the
shepherds do not dare graze their flocks and no one has ever
gone with the scythe to cut: an untouched meadow where the
bees fly in the Spring. Modesty keeps it: as a gardener that wet
it with the river waters. Only people who always behave in an
honest way — a natural honesty, not learned by anyone - only
they can pick the flowers in the meadow. It is prohibited to bad
people. My lady, accept by pious hands this wreath for your
golden hair. 'm the only man who has the privilege of your
company, the only one who can converse with you. | do not see
you, sure, but | hear your voice. | would like to continue to live in
this way until the end of my days». There are several further
observations to make about the short speech of Hippolytus.
The untouched meadow where only bees fly can turn into a
symbol of fertility and sweetness related to honey. The
water that wets the meadow suggests a clear sense of
palingenesis which is related to the meaning of high ethics
when we consider that the same meadow, a symbol of
purity, as already said, can be reached only by absolutely
honest people (a natural honesty, not imposed by any
particular law). Only these elected beings are allowed to
pick the flowers of the meadow, and finally there is the offer
of the wreath to the golden hair. A speech follows in which
prevails a rationality attributed to the servant of Hippolytus,
who also says: «we must detest the arrogant and hate
extravagance» (acting as the mad King Lear by Shakespeare
with reference to such people), as itis implicitly stated in the
concept of Sophrosyne (ow@poolvn), which is also
accepted by Hippolytus, who says, among other things, that
«men are subject to the same laws as the gods». It is then
pointed out by the servant that there is a contradiction in
the behavior of young people because Hippolytus neglects
a goddess worthy of the utmost respect, that is Cypris.
Hippolytus, psychologically conditioned to the verge of a
disease for his worship of Artemis and also proud of his
chastity (in the negative sense of the word), reacts in such a
way as to show that the brief period when in his mind
rationality (and Semnos) has prevailed has already passed
and with a sense of pride that surely touches the Ybris he
says he does not like a goddess who accepts to be
worshipped during the night (with a clear connotation of
sexuality). At this point the servant reminds him that he
must pay a tribute to all the gods, but the mental dimension
of Hippolytus remains on a level of excessive pride and
above all that erethistic mental dimension (see Hugo-
Dazzan, B., Pariante-Carmine, P, 2006) touches a real insult
to Aphrodite, to whom he pronounces the following words:
«a laid table is a pleasure after a hunting party... and so much
for your Cypris». The servant merely absorbs the Ybris of the
young boy and tries to avoid a reaction from the goddess
with words inspired by a true Sofrosune: «oh Cypris please
forgive if someone said stupid things... pretend not to have
heard anything The gods must show they are wiser than men».
The women of the chorus enter and briefly make acomment
on the situation of the places just to be able to speak about
their lady (Phaedra) who is presented in a quite advanced
state of physical and mental illness with a streak of
masochism which leads her to even hide her blonde hair
under veils (in relation to her deeply depressed mood). The
Chorus concludes by saying that Phaedra has not eaten in
the two past days and that, for a suffering they know
nothing about, the death drive prevails in her and she goes
towards a painful end. At this point the most interesting
research from the psychological point of view consists in an
investigation about the causes of Phaedra’s depression. The
Chorus is made up of olderly and wise women who try to
penetrate the woman’s mental dynamics by asking the
nourisher a question about what may be the causes of such
a serious disturbance. In fact, the women make the most
different assumptions and think that may be it is the god
Pan who disturbs Phaedra or even the pale Hecate®. Soon
after there is an unintentional but proper hymn of praise
(even if the women are not aware of it) to Artemis, whose
power they praise by saying that the goddess exerts her
power on the lakes, on earth, and on seas. An assumption
follows, which is more properly human and frequent in

1 Just remember the famous De Rerum Natura by Lucretius that begins with the verses: «Aeneadum genetriy, hominum divomque voluptas, per te
rident aequora ponti, tibi suavis daedala tellus submittit flores, placatumque nitet diffuso lumine coelum». And Ugo Foscolo, in the poetry A Zacinto

celebrates: «Nascea e facea quellsole feconde del suo primo sorriso»

2 Asitis well known Cyprus was sacred to Aphrodite; the bond of the goddess with Gyprus mainly concerns the city of Paphos.
3 Asitis usual in the Greek tragedy - and this also refers to Aeschylus, especially in the Prometheus Bound - it tries to expand the geographical terms of
its action in relation to the need, typical in the Greek spirit, to push to the extreme limits of the known world. For this reason Cyprus rumored to be known

and powerful from the Black Sea to Mount Atlas.

4 In Quo Vadis by Sienkiewicz, Petronius says «The gods now are merely an abstraction» and also adds that if this Christ that seeks to establish himself
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women’s state of anxiety, that is an alleged betrayal by her
husband, Theseus, who might betray her with another
woman. Another assumption is that from Crete, of which
Phaedra is a native, a messenger has been able to bring
some sad news to the Queen who suffers from it, torn by
grief.The last part of the stasimon is very important because
itis detached from the individual case and is about woman’s
nature so that it could, if interpreted as a specific case,
confirm the existence of a certain measure of misogyny as
attributed to the poet by many critics (on which we
disagree)®.

The exact words are:

without saying that it is just in the weak

feminine nature a breathless

agitation caused by the pains

of childbirth and by the delirium

once | too knew the excruciating

spasms of the bowels

in myself, and | invoked the protectress

of births, the heavenly invincibile

goddess who loves the bow,

Artemis with the other gods

always honored by me.

The poet, as we have already said, thinks women - in a
very vague sense - suffer from a sense of weakness (such
as fragility your name is woman by Shakespeare) adding
immediately after that the pain of childbirth may cause a
psychic disturbance and even delirium’. Soon after getting
to their own personal experience, older women feel again
the excruciating spasm of childbirth that is almost relived in
the words spasm of the bowels and we must notice that on
that occasion they have invoked Artemis, the protectress of
births, stating that they have always honored this goddess
along with all the other gods. Euripides, as we have already
said several times, does not believe in the existence of gods
but he rightly recognizes - for people who do not have a
real philosophical background (that he probably has) - the
need to believe without critically analyzing the problem
of the existence of gods, and especially the possibility to
invoke them in difficult times (as a defense mechanism of
the Ego)®. Let us now consider the first episode in which the
door of the Palace is opened and Phaedra herself appears,
helped by her nurse while some maids make a small bed on
which the Queen will sit down.

The Chorus simply makes a generic diagnosis of the
severe disturbance suffered by Phaedra who has a sort
of shade around her eyes, darker than usual (with a subtle
psychological insight, Euripides detects an essential
element in the expression of the eyes in order to be able to
identify the mood of a subject).

This statement is followed by the expression of a desire to
know the cause of such a disturbance.

Then there is a conversation between the nurse and
Phaedra, in which the former observes that Phaedra wants
a different placing at every moment, but the essential point
is that she never finds the peace of mind she wishes in vain.
So, either in her bed or outside home, she is always quite
anxious and suffering. Soon after the nurse says that it is
preferable to be sick rather than have to heal the sick and
states that being sick is ultimately a very simple thing, but
taking care of a person who is ill causes a real physical and
psychological suffering.

And this, as always, suggests a general observation: <man’s
life is full of sorrows, and no pause to pain is granted».

Then there is a reflection on a possible life after death
about which, however, the mystery of the afterlife is never
revealed and Euripides says that about the afterlife only
vain fables are known?.

The following dialogue could be defined a real form of
delirious expression in which Phaedra, by turning into
a symbolic language her unconscious urge of revenge
against her own pains and in some ways against herself,
expresses the desire to take part in a hunt in order to
fulfil, in a somehow paradoxically state of psychic balance
and mental well-being, a desire that her nurse has rightly
identified as the expression of a mental disease that only an
expert soothsayer could understand.

And that is certainly caused by a deity who disturbs and
upsets the woman’s mind.

At this point Phaedra recovers, the rational Ego regains

in the Roman world is so important, he must be hosted in the Pantheon together with all the other gods.
5 Dante also mentions her in the Inferno, canto X.

6 See in Medea by Euripides when he says that it is better to be a thousand times in front of the shield rather than give birth once.

no one ever came back.

10 See: Hugo-Dazzan B, Pariante-Carmine P. (2006).

7 Anticipating the studies that are currently being conducted on postpartum mental disorders.
8 Protagoras also says that the question of the gods is difficult to solve for both the brevity of human life, both for the complexity of the problem in itself.
9 Furipides anticipates once again a concept expressed by Hamlet’s in the famous soliloquy in which Hamlet talks about that unknown continent where



control of her mind and she asks the nurse to cover her
head to hide her plan. But at this point she makes a very
interesting comment: she says that «it is certainly a bad
thing to be insane, but it is better to die without realizing
it».

This reflects an essential element for the Ego and for
the suffering, of which the rational Ego is a victim
and a protagonist. One wonders whether it would be
better to stay in the psychotic' state until the end.
Being excessive in everything, even in friendship and
affection, is always to be avoided and the speech ends
with a philosophical reflection attributed to wise men,
that is «<never be excessive in any human manifestation».
At this point the Chorus insists on trying to understand
what evil afflicts Phaedra, but the nurse simply replies
that she does not know the cause and only knows that
Phaedra wants to die for her own choice of anorexia.
To the observation of the Chorus that Theseus, her
husband, should realize the situation of his wife, the
nurse explains that Phaedra has always denied being ill
and also Theseus at the moment is far from Trezene.
Then the nurse decides to make a last effort to find
a truth on which to base even a possible therapy
and that, in any case, it is preferable to the pain that
she is suffering now, completely unaware of a state
of uneasiness that is taking to death a person deeply
loved by her.

In a totally casual way the nurse pronounces the
name of Hippolytus, warning also Phaedra that this
son of the Queen of the Amazons (Penthesilea) could
be recognized by Theseus as his legitimate child thus
depriving Theseus and Phaedra’s children of their
inheritance.

After an almost obsessive insistence, the nurse
ultimately realizes that Phaedra is sick of love and
though Phaedra defines love as a mental dimension,
sweet and bitter at the same time, she categorically
states she has only experienced its bitterness. To a
specific question of the nurse if she loves someone she
is forced to reply: «<anyone who is the Amazon’s son».
The nurse is literally astonished and clearly expresses
her willingness to die by saying: «/ am no longer of
this world»'"" and immediately follows a direct attack
against Cypris who is considered as a dark force (a sort
of a demoniac impulse) capable of destroying a woman
and all her family with her. The Chorus also regards that
love as a possible cause of «never heard unspeakable
pains» and even the Chorus’s women hope they would
never have to suffer for an excess of love and therefore
avoid having to share Phaedra’s unhappy fate' A long
monologue of Phaedra follows. The main elements
implying a return to rationality and a clear analysis of
the real world are various: at first she speaks of the long
sleepless nights when she had reflected on human life
and the reasons why it is subject to corruption. She rules
out that it is grounded on an innate evil nature and
indeed wise people are not few. She later recognizes
that men distinguish and then know the good but
they do not behave according to its rules, either out
of laziness (which we can define as apathy) or because
they prefer other pleasures such as conversation with
friends or even just staying idle.

As regards modesty, which is an essential element in
human life, there are two types of it: one deserving any
sort of praise while the other consists of a destructive
plague of homes. Phaedra even suggests two different
names and tells how she came to this conclusion.
When she felt hurt by love for Hippolytus, even in
part with the hegemony of rationality over emotion,
she tried possible ways out of this situation clearly
extreme dangerous for her. For this reason, she fell
silent considering the language, that is the word, useful
to give advice to others but dangerous for herself. And
there is a new consideration to be made concerning the
big difference, still partly existing between the betrayal
of a woman and the betrayal of a man and Phaedra
rightly says: «finding myself being a woman at an early
age | would have earned the universal contempt ... cursed
the woman who first contaminated her thalamus by lying
beside a stranger!».

It is interesting the fact that she says this evil plagued
first the nobles and then, logically consistent with the
social criteria of his time, Euripides states that common
people complied with them and somehow they felt
justified by following what noble people believed it
was legitimate to do.

Here, too, the poet expresses a psychologically
important observation, in the sense that men seek a
justification for an immoral action they make and find
it when a lot of other people, even of the highest social
rank, act in the same way. But Phaedra’s inner purity
suggests the Ego a consideration that is peculiar of
her personality and which leads her to think that her

choice to prefer death to ignominy is right, because in
this way her husband will never have to complain of
her conduct, and her children, she loves with a deep
motherly affection, can be proud of their mother.
The words: «there is one thing worth more than life in
this world: being just and good. It is time, then, when the
hour comes, which cares to unmask the wicked, in front
of whom it places, as in front of a virgin, the mirror».
And finally she says: <may | never be seen among those
people».

At this point the judgment that can be passed on
Phaedra is only that if she yielded to an unrestrained
sensitiveness to which her reason has not been able
to resist, her rational faculty, closely anchored to the
dictates of an ethical Super-Ego, leads her not only to
consider her situation shameful, but also coherently to
wish to get out of a world in which her image in the
mirror would be disfigured like Dorian Gray's' face, a
situation from which only death can save her.

And here begins the long story of the so-called betrayal
of Hippolytus, that according to an attitude widely
present in the concept of Euripides, brings Aphrodite
to kill (exactly with the logic of a criminal woman) the
very people she deeply loves.

Thus, we are confronted with to the crucial confession
of an alleged love of Hippolytus for Phaedra®™.
Throughout his work the Author actually wants to
show that there is no difference between a human and
a divine creature and in this sense, with an intentional
equalization of the human being to divinity, he says
that the latter should be wiser than man.

This is basically the thought of Hippias, who moves
along the entire sophistic-atheist vein, that is
desecrating of knowledge.

As regards Theseus, he immediately believes in his
wife’s betrayal also because, being the son of Poseidon,
he had received from his father the promise that those
who had offended him would be punished with death
(as it happens with the other character, who is a son of
the same Poseidon, that is the Cyclop Polyphemus).
Artemis - who has been the companion and the silent
guarantor of absolute fidelity of Hippolytus and his
unconditional devotion to the gods - personally
guarantees the exceptional personality of the young
man who had devoted himself to her and his entire
physical and mental life to the ethical and theological
ideals. The tragedy comes to the end; Theseus
recognizes his mistake and is almost destroyed by it.
Phaedra is aware of her absurd behavior and of the
serious consequences arising from it. Artemis, on the
other hand, explains that she, as a goddess, though
fond of Hippolytus and being his partner in all the
festivities in her honor, cannot witness the death of
a man because the co-presence on the scene of both
the goddess and death (also this one, obviously, a
goddess) are incompatible. For this reason, though
seriously wounded in her heart, the goddess leaves the
scene where a man who has lived strictly according to
the theological and moral rules of a society, who has
also devoted his life to a vow of chastity (although
unrevealed) in honor of a goddess, sees his sacrifices
rewarded with a cold-hearted and aseptic death
sentence. The only culprit, that is Aphrodite, not only is
not in any way punished for her completely unjustified
criminal action, but is not even qualified for what she
actually represents: a chance for a divine entity to be
unjust and criminal without taking upon herself any
responsibility. Perhaps this is the crucial focus of the
sophistic philosophy developed by Euripides, which
is based on two assumptions: first, the non-existence
of a divine entity in the atheistic sense of the term,
and secondly, the Author’s belief and philosophical
thought that not only gods do not exist, but if they
existed they would be even inferior to the already
limited and incomplete creature that is the human
being.
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Abstract:  Originally hypochondria was considered as
adistinct syndrome usually treatedpharmacologically. It's
treatmentwas based on the psychological theories or the
dominant theories. The study regarding cognitive-behavioral
approach has its origin sprimarily in the areas of obsessions
and panic research.

Cognitive conceptualization of hypochondria was created
to effectively explain their characteristics and experience.
Recentcontrolled studiesof cognitive-behavioral therapy
(CBT) of hypochondriasuggest that: -CBTis extremely
effectivein relation tofamily therapyand dynamic and
forhospitalizedpatients withhypochondria; -patients
preferCBTor waiting list group for treatment, - the
improvementpersists for atleast 3 months.

The main aim of this article is to present and analyze the
possibilities of CBT appliance.lt is showed the efficacy of CB
Tin the treatment of patients with hypochondria, but the
question whetherit will bea future therapy, will depend on
whether the results of research carried out under controlled
conditions to be confirmed in clinical practice.
Keywords: cognitive-behavioral therapy,
treatment studies.

hypochondria,

Cognitive - behavioral therapy for patients with hypochondria
Recently, the treatment of hypochondriasis was not considered as a
significant issue and was interpreted as a disorder secondary tode-
pression or anxiety. Nowadays, hypochondriasis is defined as a persis-
tent false belief in illness accompanied by avoidance, bodily checking,
selective attention and preoccupation.

DSM-IVlists the following criteria for a Hypochondria diagnosis:
1.excessive focusing on the anxiety associated with the conviction
of a serious illness, based on a misinterpretation of the bodily symp-
toms; 2. continued focusing despite assurances and lack of medical
evidence; 3. maintenance of state for at least six months; 4. the result
of existing somatic disease or action of psychoactive substances; and
5. causes significant distress or interferes with the normal functioning
of the human being.

ICD-10 (World Health Organization, 1992) suggests that both of the
following states should be present: first, a persistent belief in the pres-
ence of at least one serious physical illness underlying the present-
ing symptom or symptoms, even though repeated investigations and
examinations have identified no adequate physical explanation, or
a persistent preoccupation with a presumed deformity or disfigure-
ment; and second, the persistent refusal to accept the advice and reas-
surance of several different doctors that there is no physical illness or
abnormality underlying the symptoms.

According to DSM-IV, hypochondria is definedas a misinterpretation
of bodily symptoms that cause worrying about the presence orimag-
ined presence that there is a serious illness, despite medical evalua-
tion and reassurance (American Psychiatric Association, 2000). The
complexity of differentiating diagnosis is observed in the description
and evaluation of “hypochondria - disease phobia” because both dis-
orders link anxiety-caused stimuli, and therefore clinicians must rely
on the detection of sources of those stimuli in order to distinguish
these disorders. In particular, the fear of the disease is caused directly
by the external stimuli, and anxiety in hypochondria caused and sus-
tained by internal stimuli (Salkovskis, 1989).

Using factor analysis, Pilowsky (1967) examined the issue and found
that there are three dimensions of hypochondria: 1. preoccupation
with the body; 2. fear of disease; 3. conviction of having the disease.
According to this approach, it is likely to have different terms and con-
ditions consistent with the clinical impression of validity of this differ-
ence (Bianchi, 1971; Marks, 1987). There were no attempts to distin-
guish hypochondria and health anxiety on the basis of the symptoms
experienced and the range of demonstrated behavior intended to
ensure avoidance (seeking for assurances and avoidance of the situa-
tions similar to the disease) (Warwick, Salkovskis, 1991). Hypochondria
could be a phenomenon of relatively stable or transient nature.
According to the cognitive approach, misinterpretation is considered
as an essential part of the hypochondria definition. The main feature
of hypochondria is a continuous focusing on belief or anxiety asso-
ciated with a serious disease that appears without proper organic
pathology and, despite specialist’s assurances, in the lack of physi-
cal illness. Anxiety is associated with perceiving signals and physical
sensations that are misinterpreted as an evidence of the presence of
the serious illness. Therefore, hypochondriasis could be defined as the
final stage of anxiety, which focuses on the health (Salkovskis, 1989).
Patients with hypochondria use all the resources of medical practice
(Kellner, 1985). In cognitive-behavioral therapy of hypochondria, it is
recognized that the factors triggering anxiety and confusion can reoc-
cur. CBT modifies the importance of physical changes, reducing them
to the level of the standard.

PREVIOUS TREATMENT APPROACHES

Experimental evidence shows that patients suffering from hypochon-
driadiffer from healthy individual sand those with an anxiety disorder
in perception and tendencyto misinterpretation of thenormalbodily
sensations (Salkovskis & Clark, 1993).

Health anxiety of various types and levels of severity plays a role in
maintaining the mostsomaticproblems suchas high blood pres-
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sure, dizziness, asthma, psychogenicvomiting, and
dysmorfobia(Salkovskis, 1989). More than 90 percent of
the population have experiencedsomaticproblems, su-
chas headachesorinsomnia (Salkovskis, 1989), and above
averagenervousnessdueto illness orinjury has been re-
ported byalmostone-quarter ofadults inrandomlyselected
studies(Noyes et al., 2000).

One of the firsthypochondriatheories ispsychodynamic,
which has not been confirmed empirically. This theory in-
troduced the important concept of “somatization’, mean-
ing that not being able to express psychological distress in
an acceptable manner, resulted in expressingit assomatic
symptoms. For many yearsit wasthought that hypochondria
was asecondary disorder, but current studies have proved it
is a primary disorder.

According to the theory of learning, the difficulties arise by
classical conditioning (symptoms that appear and lead to
anxiety are triggered by stimuli causing anxiety) and are
maintained by operant conditioning (avoidance behaviour
and reassurance resulting in negative reinforcement) and
cognitive processing (frightening thoughts, focused atten-
tion) (Salkovskis& Warwick 1986).

The cognitive-behavioral approachstudies regarding under-
standingand treatment of hypochondria their origins origins
primarily in the areas of obsessions(OCD), and panic disor-
der research. Barlow and Craske (1988) considered panic as
a pervasive problem in patients with panic disorder and 83
per cent of patients in each diagnostic category had at least
one panic attack. Clark(1986) wrote that panic attack sare
the result of catastrophic misinterpretation of some certain
somatic sensations. A panic attack triggers are almost always
internal. Therefore, cognitive behavioral therapy is focused
on misinterpretations and their substitution by rational and
calmative explanations (Hawtonet al., 1989).

The theory of a spectrum of obsessive-compulsive disorders
developed by American scientists (Hollander, 1993) is based
on the observation ofthe existence ofsimilarclinical fea-
turesof OCDdisorderandsomeother diseases. A mutual link
between hypochondria and obsessionsmay includesuch
featuresas the ageof the disease, its clinical progress, comor-
bidity with other disorders, presumedetiology, and response
to pharmacological and psychotherapeutic (Bryriska, 2007).
The OCD spectrum includes several interpenetrating dis-
orders, among which are adysmofrofobia, hypochondria,
and depersonalization. Hollander (1993) called one of the
dimensionsof psychopathological symptoms of OCD “cog-
nitive-motor’, where on the one part of a continuum are
disorders in the form ofintrusivethoughts, hypochondria,
depersonalization, and dysmorphobia, and on another-a
child’s OCDet al.

There are several therapeutic strategies used for the treat-
ment of hypochondriamostly based on the prevailing
theories of hypochondria: the theory of unconscious moti-
vation, the primary and secondary benefits, and the need
to remainsick (Kellner, 1986). The modern studies on CBT
methods of treatment have shown that the results achieved
are much better than expected (Kellner, 1983; Salkovskis &
Warwick, 1986, Warwick &Marks, 1988).

An importantand constant lyrecurring issue in the hypo-
chondria treatmentis the role of recommendations forpa-
tientsto ensurethe absenceof diseaseon the one handande-
liminationof avoidance on theother(usingmethodsdevelop
edon the basis ofthe exposuretherapyof obsessive-compul-
sive disorder) (Salkovskis & Warwick, 1986, Warwick & Marks,
1988). Kellner (1992), in an article dedicated this issue, said
that the exhibitionisthe best treatment of patients with
a phobia about the disease.However, if the patient iscon-
vinced about the disease, it will bemore effective to use the
persuasion method, which means attributing the symptoms
to other causes, explanation, psycho-educationand use of
cognitive techniques. Kellner also stated that the treatment
of these patients includes multiplemedical examinations
and ensuring the disease absence. Salkovskis and Warwick
(1986) showed the similarity between seeking for assur-
ance and obsessive ritualization. Differencesbetweenob-
sessiveruminationsandmorbidconcern are described by
Rachman(1974).

Presently, hypochondria prevalence among the general
population is unknown. Most of the studies are based on
the continuum. Kellner (1985) estimated that in the vari-
ous communities the percentage of hypochondria cases
is around 3-13 per cent, and worrying about the disease -
around 10-20 per cent among normal people. Epidemiologi-
cal studies indicate that hypochondria affects 1-5 per cent of
the general public, and 2-7 per cent of the outpatient popu-
lation (American Psychiatric Association, 2000; Comer, 2001).
Barski and Klerman (1983) indicate that 30-80 per cent of pa-
tients who consult doctors have physical symptoms without
foundation. Men and women have the same risk of suffering
hypochondria. The disease is most commonly diagnosed in
early adulthood, and the peak incidence is between 30 and
39 years old (American Psychiatric Association, 2000; Comer,
2001, lezzi, Duckworth, & Adams, 2001).

Hypochondria symptoms are common in depression (sec-
ondary hypochondriasis), and symptoms of depression are
common in hypochondria (primary hypochondriasis). There
is also evidence which indicates that hypochondria co-
occurs with panic disorder and obsessive disorder (Noyes
et al,, 1986; Salkovskis& Clark, 1993), agoraphobia, as well
as personality disorder and psychotic disorder (lezzi et al.,
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2001; Margarinos, Zafar, Nissenson et al., 2002; Warwick,
1995). There is evidence that some patients with hypochon-
dria have a personality, not a mental, disorder (Tyrer et al.,
1990). There is experimental evidence demonstrating that
patients with hypochondria are different from those with-
out mental disorders and anxiety disorders in the percep-
tion and tendency to misinterpretation of normal physical
symptoms (Salkovskis& Clark, 1993). Despite the differences
in the types of symptoms and duration of the disease caus-
ing anxiety, formation of certain concepts in a panic and
hypochondria is similar to a form of occurrence of the two
disorders which partly overlap (Noyes et al., 1986). Of course,
the problem of differentiation diagnosis is crucial in diagno-
sis of hypochondria and other disorders including anxiety
about health (lezzi et al., 2001).
COGNITIVE-BEHAVIORAL THERAPY:
ptions and mai e factors
The main objective ofCBTin hypochondriatreatingis to
achieve with the patient acommonunderstandingof the
psychologicalbasisoftheir problem, andto help diag-
nosethe patient’s problem, not the exclusion ofphysical
illness(Salkovskis& Bass, 2006).
The wide understanding of the objectives of CBT for pa-
tients with hypochondria includes patient’s involvement in
the psychological approach; coping with somatic symptoms
in a new different way; and interrupting the mechanism of
self-perpetuating worrying.
A cognitive-behavioral approach focuses on “here and now”
(Hawton et al., 1989), but early experience is closely related
to the hypochondria development. Discussion of these ex-
periences during therapy allows recognition by patient and
therapist of the main factors that may have contributed to
the development of the disorder. Additionally, analysis of
some important events and emotions will help the patient
to understand their situation and themselves better, to
find cause and effect relationships. That will strengthen the
subjective sense of control. The use of CBT in clinical prac-
tice includes issues regarding the selection of patients for
treatment, duration and frequency of meetings, as well as
the integration of CBT with other therapeutic interventions.
The duration of CBT and the course of hypochondria are not
strictly defined.
In Beck’s cognitive theory (Beck et al., 1985), it is suggested
that thoughts and images relating to a threat of some type
are associated with anxiety. In hypochondriasis, the nega-
tive thoughts and images are of a threat to health, and anxi-
ety results.Once health anxiety occurs, a number of factors
maintain it - e.g. avoidance, checking and reassurance-
seeking.
The main assumption of CBT is that hypochondria is based
on a key statement that the bodily signs and symptoms are
perceived as more dangerous than they are in reality, and
the disease is considered to be more serious and probable
than it is (Salkovskis, 1989; Salkovskis& Warwick, 1986; War-
wick &Salkovskis, 1989). Patients with hypochondria recog-
nize that they have no effective ways to deal with the threat,
and have no impact on its course. So, CBT tries to identify
automatic dysfunctional attitudes about health and looks
for alternative testable explanations of symptoms. Through-
out the course of CBT therapy, gradual education about the
origin of physical difficulties is provided.
According to the cognitive model of hypochondria this
disorder occurs in the following sequence of knowledge
and experience of iliness (the own and others) leading to
the formation of assumptions about symptoms, diseases
and health-related behaviors, starting from the early expe-
riences in personal, social, and media spheres. Then, these
assumptions lead to a selective perception of information,
which confirms beliefs about the disease, and to rejection of
the evidence of good health. Finally, increased vigilance will
further their noticing of bodily sensations. A critical event is
related to these beliefs, and triggers people’s dysfunctional
assumptions. Physiological, cognitive, emotional and behav-
ioral components of health anxiety correlate with negative
automatic thoughts and their interaction with the beliefs
(maintained by the patient) substantially affects the level of
health anxiety. The presence of bodily changes or symptoms
is caused by negative automatic thoughts about the threat
or danger. (Scott, Williams, & Beck, 1991). Warwick and Salk-
ovskis (1991) offer the hypothesis that there are three main
mechanisms for subsequent increase of the health anxiety:
preoccupation with illness; misinterpretation of the physical
symptoms (as a result of perseverance and maintenance of
anxiety); and preoccupation with health.
Among the factors maintaining the health anxiety and hy-
pochondriasis, Salkovskis and Bass (2006) identify three in
particular: misinterpretation of growing symptoms of auto-
nomic arousal as further evidence of physical illness; selec-
tive information about the disease (e.g., the perception of
normal changes in the body), or physical traits, caused by
worrying about the health bring in to awareness some of the
physical changes during presence of some thoughts about
the disease in mind, and also leads to selective perception
of information and to the confirmation of the existing ten-
dency; and behavior tending to avoidance, checking or total
exclusion of physical illness symptoms increase their focus-
ing on those symptoms, that may strengthen the symptoms
of hypochondria. Selective attention and checking behavior
maintain long-term anxiety, as a neutralization in obsessive
disorder (Salkovskis& Warwick, 1986).

Objectives, as-

Warwick and Salkovskis (1991) conclude that the maintain-
ing factors can be divided into three systems: firstly behav-
ioral (seeking assurances, checking the condition of the
body, avoiding activities); secondly, cognitive (intentional
focusing on the physical sensations, the effects of terrible
ideas about the disease, was how specific beliefs lead to
misinterpretation of bodily symptoms and bias); and thirdly,
physiological (changes in breathing, loss of physical form
because of the lack of exercise, or effects of caffeine, alcohol,
or other drugs). Psycho-education regarding factors is very
helpful for therapeutic intervention.

COGNITIVE - BEHAVIORAL TREATMENT CHARACTERIS-
TICS: style, steps and treatment strategies

The styleand method oftherapeutictreatment arebased-
directly on the classical CBT approachdeveloped byA.Beck
and his colleagues; soCBT of hypochondriais an active,
structured and time-limitedform of psychotherapy. The
therapeutic work styleincludes the mutualdevelopmentof
goals and a treatment plan by the therapistandthe patient.
CBTtechniquesfor hypochondriaare to identify thethoughts,
assumptions and beliefs, showingthe relationships be-
tweenphysical symptoms, thoughts, emotionsand behavior;
to look for evidenceof the validity and invalidity ofdysfunc-
tional beliefs; to carry on behavioralexperiments; and to
generate the alternative hypotheses, etc. (Salkovskis, 1989).
Therapeutic intervention focuses primarily on the patient’s
belief to solve the problem in a different way than treat-
ment, which requiresthe involvement ofthe patient inpsy-
chological work. The therapist focuses on the physical symp-
toms, and on the how the patientis trying to understand and
interpret those symptoms. The maineffect of CBT is focused
onerroneous interpretationsandtheir replacement withthe ¢
orrectandlogicalexplanations(Salkovskis& Bass, 2006).
Salkovskis (1989) offers a CBT approach for the treatment of
health anxiety, which is consistent and uses all the elements
of a cognitive conceptualization. The cognitive model of
health anxiety and hypochondria assumes that in the con-
ceptualization therapist should consider four basic factors:
the perceived likelihood of disease; the perceived costs and
burden of disease; the perceived ability to cope with the
disease; and the perception of the extent to which exter-
nal factors will be helpful (Warwick &Salkovskis, 1991). The
greater the intensity of the first two factors, and the lower
the intensity of the latter two factors, the stronger the pa-
tient’s anxiety.

Salkovskis and Warwick (1986) offer a clear cognitive con-
ceptualization of health anxiety, which implements of six
basic functions: preoccupation with health; insufficient
organic substrate; selective attention to changes or signs
in the body; negative interpretation of physical symptoms;
selective attention and lack of faith in the medical and non-
medical communication; and the continuation of ensuring
searching, or bodily state checking (Warwick &Salkovskis,
1991).

A cognitive-behavioral therapy process starts with the diag-
nosis of its purpose, as well as verifying the of patient’s at-
titude towards therapy, focusing on the thoughts associated
with it. The clinical history examines the physiological char-
acteristics of the problem and patient’s beliefs about their
physical condition, disease-related thoughts and emotions
accompanying them, as well as preventive behavior (Salk-
ovskis& Bass, 2006). There are other possible component
orders used in CBT. According to Warwick (1998),the CBT
process includes the six steps following:

1.Engagement;

2. Self-monitoring;

3. Cognitive restructuring;

4. Exposure and response prevention;

5. Modification of abnormal iliness-related behaviors; and

6. Identification and re-attribution of dysfunctional beliefs
and assumptions

According to Salkovskis, Warwick and Deale (2003), therapy
consists of engagement, formulation, self-monitoring, ques-
tioning belief, behavioral experiments, dealing with rumi-
nation, worry and images, persistent reassurance seeking,
dealing with medical consultations, identification and reat-
tribution of assumptions, and relapse prevention.

The next step is to introduce the patient to the cognitive
model, which includes the specific problem and offers a
completely different, less dangerous way of explanation, so
it is important that the patient has agreed that therapeutic
strategies aimed at reducing worry, and they are not focused
on risk reducing. The evidence for and against the both alter-
native models should be discussed and described in detail,
especially how the body monitoring and medical research
may produce the opposite effect than intended. In case of
need of new information getting, behavioral experiments
could be planned. All these activities promote the develop-
ment of the patient’s conceptualization of hypochondria, so
it is important to discuss with him whether he can accept
the presented conceptualization. At this stage, the goals of
therapy have to be agreed (Salkovskis& Bass, 2006).

The next step is to work with the patient’sbasic beliefs re-
garding the disease. In understanding the patient’s anxiety,
it is important to emphasize the development of dysfunc-
tional assumptions about health that were shaped during
childhood. It is noticed that patients with hypochondria
have a higher level of childhood abuse (Barsky, Wool, Bar-
nett et al,, 1994). Hypochondria deals with misinterpretation
of sensations and physical changes, and medical informa-



tion as being more threatening than they actually are. The
therapist knows that patient beliefs are based on evidence,
considered by him to be convincing, which is why the ther-
apy should start from the observation and analysis of the
function of these beliefs. In a case where the background
of the disorder is strong anxiety, the therapist will focus on
changing the way of assessing the significance of physical
symptoms. If the patient is afraid of the disease consequenc-
es, the questioning of patient’s beliefs about how hard it will
be, fostering the reduction of negative automatic thoughts
and remaking the conceptualization should be deeper. It is
essential to check the patient understanding of everything
discussed during each session, and what conclusions are
reached. It should be noted that some beliefs become dys-
functional in combination with other similar belief (Salkovs-
kis& Bass, 2006).

The important role of the patient is self-monitoring and
completing a questionnaire or diary. Self-monitoring can be
customized or standard, and include essential variables. At a
later stage, it is useful to record the techniques used to im-
prove their effectiveness (Salkovskis& Bass, 2006).

Another important component of CBT is to change the
behavior of patients with hypochondria. The patient sees
most of their behaviors related to physical health problems
as necessary to prevent serious illness. In a case when the
behavior associations with the disease are visible, CBT strate-
gies aim to explore and demonstrate their role in sustaining
drug and disturbed physiology using targeted discovery,
direct demonstration and behavioral experiments. Avoidant
behaviors support the patient’s preoccupation with the dis-
ease and prevent their access to information contradicting
their interpretation of symptoms (Salkovskis& Bass, 2006).
Examples of specific application techniques aimed at chang-
ing the behavior and beliefs of the patient are described in
detail by Philips (1988).

Particularly significant is discussion of the behavior, which
means obtaining assurance about the absence of disease.
This behavior has focused attention on the patient’s fears,
reduces anxiety for a short time, but increases the absorp-
tion and other aspects of the problem in the long term per-
spective (Salkovskis& Warwick, 1986, Warwick &Salkowskis,
1985). Such behaviors include requests for medical exami-
nations and a detailed discussion of symptoms to rule out
a possible disease. Patients with hypochondria undergo
numerous studies, and operations, which can cause second-
ary physiological problems resulting from the large number
of tests, and treatments. Irritation of part of the body and
internal organs, makes it even more concerning for the pa-
tient and confirms the assumption that there is something
wrong with him. There are ruminations, arbitrary inference,
and selective attention - patients capture negative elements
of their health that are consistent with their beliefs and fo-
cus on them (Clark & Fairburn, 2006). The patient’s response
for the information to ensure the absence of disease is per-
ceived by the patient with hypochondria differently: the pa-
tient listens selectively, and incorrectly interprets the same
assurance. As a result, the repeated assurances increase
the patient’s anxiety (Salkovskis& Westbrook, 1987). If the
patient’s main difficulty is to look for proof, effective behav-
ioral experiment preparation shows the effects of assurance
(Salkovskis& Warwick, 1986). Self-monitoring of health anxi-
ety, belief in specific thoughts associated with the disease
and the need to ensure they are regularly evaluated on a
scale of 0-100 should be carried out before , during and after
the experiment.

Salkovskis distinguished eight principles in the treatment
of health anxiety, which are significant in the treatment of
somatic symptoms: 1. to determine what the problem is, not
what the problem is not; 2. to confirm the authentic pres-
ence of the symptoms (the main goal of treatment is to ex-
plain their presence in detail); 3. important information may
help the patient, and irrelevant or repetitive may increase
his distress; 4. treatment of a co-operative character, not
confrontation; 5. instead of rejecting the patient’s unrealistic
beliefs, to help the patient to determine which signals are
the evidence of the disease, and which factors are maintain-
ing the issue and worrying; 6. to create a short-term contract
to see an alternative explanation of physical symptoms; 7. to
educate patients on the interaction of four anxiety aspects
and health; and 8. consistent elicitation of the patient’s feed-
back to ensure their understanding of treatments and to
prevent the possible increasing of anxiety.

TREATMENT STUDIES

Studies on the efficacy of CBT treatment of patients with
hypochondria were presented in the form of case descrip-
tions, and experiments with a single case and a series of
cases, to indicate that in some cases the treatment can be
effective. Salkovskis and Warwick (1986) presented a de-
scription of cognitive-behavioral therapy of two patients
who thought that they suffered from life-threatening
diseases. The therapist has set a benchmark in which evi-
dencewas collected in the form of log (providing medical
induced anxiety), which was presented to patients as a
result of behavioral experiments. The role and importance
of seeking assurances and associated checking behavior
was discussed in detail. Then it agreed with the patient’s
description of cognitive problems.

Warwick and Marks (1988) conducted a larger study on
patients with a disease phobia and what patients believed
about the disease. They used a strategy based on exposure

and response prevention to change beliefs.

The positive forecast of hypochondria treatment is associ-
ated with the following features: acute onset, short dura-
tion, mild or low number of symptoms, low dependence
on the health care system, the presence of true disease
and no co-occurring mental illness (Comer, 2001; Hiller,
Leibbrand, Rief et al., 2002). However, taking into account
factors such as mediation, chronicity and hypochondria,
symptoms overlap with other conditions such as reinforced
dysfunctional psychological and behavioral responses, it is
unlikely that more than one or two positive prognostic in-
dicators are present. In this situation, the forecast recovery
is generally low (Warwick &Salkovskis, 1991). However, the
implementation of cognitive-behavioral therapy of hypo-
chondria has increased over the last decade, and relatively
recent results of empirical research gave some support.
Recent CBT controlled studies in the treatment of anxiety
about health associated with a number of somatic symp-
toms (chronic fatigue syndrome, chest pain, chest pain,
cardiac without reason), suggest that CBT is effective treat-
ment (Looper&Kirmayer, 2002; Margarinos et al., 2002).
Furthermore, there is evidence of a superior performance
compared to CBT family therapy and dynamic in the treat-
ment of hypochondria in the international population (Ro-
driguez & Martinez, 2001). In relation to drug treatment,
patients prefer CBT or awaiting treatment group to achieve
a higher level of improvement (Walker, Vincent, Furer et al.,
1999).

There is evidence of the effectiveness of intensive CBT in
the treatment of hospitalized patients with hypochon-
dria (Hiller et al., 2002). There is evidence to suggest that
patients with hypochondria treated with CBT show sig-
nificantly greater improvement, as shown by their own
self-observation, therapist, evaluative studies and the
continued improvement three months later (Warwick,
Clark, Cobb et al., 1996). Other studies have documented
improvements, lasting from seven months to one year,
but also suggest that cognitive therapy can be effective in
maintaining the improvements (Clark et al., 1998).

Finally, there is evidence on the effectiveness of group CBT
in the treatment of anxiety about health (Looper&Kirmayer,
2002; Margarinos et al., 2002). Stern and Fernandez (date;
Salkovskis& Bass, 2006) have demonstrated efficacy in the
treatment using behavioral group therapy in an uncon-
trolled study of general hospital patients. There is evidence
that the CBT can be effective in the hypochondria treat-
ment among a limited population, for example, in patients
who have survived the brain trauma. It is a new direction
for future research (Williams, Evans, &Fleminger, 2003).

As a result of the few studies conducted and a comparative
analysis regarding the effectiveness of CBT, it is not difficult
to describe the effectiveness of the cognitive behavioral
therapy for patients with health anxiety / hypochondria,
and how, in combination with other forms of psychological
therapy or medication, it gives optimum results.

The results suggest that cognitive variables may actually
significantly mitigate the effects of the processes that cause
extreme anxiety about health. It should be noted that the
cognitive model of hypochondria has several problems: it
is difficult to verify the theoretical assumptions of this ap-
proach; morbidity differences and phenomenology of anx-
iety about health and hypochondria among subgroups of
men are not explained; and CBT success needs to be prov-
en in many controlled studies (Reinecke& Clark, 2005).
Now the effectiveness of CBT in treating hypochondria
has been proven, its development can take place in two
related areas. The first is to identify effective elements of
CBT, especially in terms of the effectiveness of behavioral
therapy, stress management, which results in shorter and
more effective development interventions. The second is
development of CBT in the understanding and treatment
of anxiety as a response to medical research, screening and
the development of genetic studies of common diseases
(Salkovskis& Bass, 2006).

Ratios derived from the cognitive-behavioral approach in
the future must allow the prediction of negative psycho-
logical reactions. Transfer of a cognitive-behavioral ap-
proach to research allows for specific and targeted coun-
seling before testing in order to prevent negative reactions
and acceptance of cognitive therapy for health anxiety and
hypochondria in order to reduce psychological distress af-
ter studies (Salkovskis& Bass, 2006).

In summary, the cognitive approach to hypochondria is
one of the most important achievements of modern clini-
cal psychology, which has developed the effective cog-
nitive-behavioral approach and offered it to the patient’s
medical alternatives. Cognitive theory has its advantages:
itis consistent, refers to the cognitive psychology, dysfunc-
tional behavior and experience, has a practical application,
and allows the inclusion of the main information about hy-
pochondria. The cognitive approach is based on how the
individual understands their problem and the process of
cognitive-behavioral therapy, and also takes into account
their expectations.

Many studies should be conducted to clarify the psycho-
logical processes occurring in the fear of health, which will
correctly classify and identify problems and syndromes
associated with hypochondria. The efficacy of CBT in the
treatment of patients with anxiety about the health and
hypochondria has been demonstrated, but the question of

whether the use of CBT treatment for this disorder therapy
proves to be the most effective in the future, will depend
on whether the results of research carried out under con-
trolled conditions can be confirmed in clinical practice.
Bibliography:

1. American Psychiatric Association, 2000 Diagnostic and statistical
manual of mental disorders (4th ed.). Washington, DC: Author.

2. Barlow, D.H., Craske, M.G. (1988). The phenomenology of panic. W:
S.Rachman, J.Maser (red.), Panic: Psychological perspectives. Hills-
dale. NJ:Lawrence Erlbaum Associates Inc.

3. Barsky, AJ., Klerman, G.L. (1983). Overview: hypochondriasis,
bodily complaints and somatic styles, American Journal of Psychia-
try, 140, 273-81

4. Barsky, A. J,Wool, C,, Barnett, M. C,, Cleary, P. D. (1994). Histories of
childhood trauma in adult hypochondrial patients. American Journal
of Psychiatry, 151, 397-401.

5.Beck, A. T, Emery, G. & Greenberg, R. (1985) Anxiety Disorders and
Phobias:A Cognitive Perspective. Basic Books: New York.

6. Bianchi, G.N. (1971). The origins of disease phobia. Australia and
New Zealand Journal of Psychiatry, 5, 241-57

7. Brynska, A. (2007). Zaburzenie obsesyjno-kompulsyje. Roz-
poznawanie,  etiologia,  terapia poznawczo-behawioralna.
Wydawnictwo Uniwersytetu Jagielorskiego

8. Comer, R. J. (2001). Abnormal psychology (4th ed.). New York:
Worth Publishers

9. Hawton, K., Salkovskis, P, Kirk, J., Clark, D.M. (red.). (1989). Cognitive
behavior therapy for psychiatric problems. Oxford: Oxford University
Press.

10. Hiller, W., Leibbrand, R., Rief, W., Fichter, M. M. (2002). Predictors of
course and outcome in hypochondriasis after cognitive—behavioral
treatment. Psychotherapy and Psychosomatics, 71, 318-325.

11. Hollander, E. (1993). Obsessive-compulsive spectrum disorders: a
review. Psychiatric Annals, 23, 355-358

12. lezzi, T., Duckworth, M.P, Adams, H.E. (2001). In H.Adams, P.Sutker
(Eds.), Comprehensive handbook of psychopathology (3rd ed., pp.
211-258). New York: Kluwer Academic/Plenum.

13. Kellner, R. (1983). The prognosis if treated hypochondriasis: a
clinical study. ActaPsychiatricaScabdinavica, 67, 69-79.

14. Kellner, R. (1985). Functional somatic symptoms and hypochon-
driasis. Archives of General Psychiatry, 42, 821-33

15. Kellner, R. (1986). Somatization and Hypochondriasis. Praeger,
New York.

16. Kellner, R, (1992). The treatment of hypochondriasis: to reassure
or not reassure? International Review of Psychiatry, 4, 71-5

17. Looper, K. J., Kirmayer, L. J. (2002). Behavioral medicine approach-
es to somatoform disorders. Journal of Consulting and Clinical Psy-
chology, 70, 810-827.

18. Margarinos, M., Zafar, U., Nissenson, K., Blanco, C. (2002). Epidemi-
ology and treatment of hypochondriasis. CNS Drugs, 16, 9-22.

19. Marks, .M. (1987). Fears, Phobias and Rituals, New York: Oxford
University Press

20. Noyes, R., Reich, J., Clancy, J., O'Gorman, J.W. (1986). Reduction in
hypochondriasis with treatment of panic disorder. British Journal of
Psychiatry, 149, 631-5

21. Noyes, R., Hartz, A. J., Doebbeling, C. C., Malis, R. W., Happel, R. L.,
Werner, L. A, Yagla, S.J. (2000). lliness fears in the general population.
Psychosomatic Medicine, 62, 318-325.

22. Philips, H.C. (1988). The psychological management of chronic
pain. A manual. Springer. New York

23. Pilowsky, I. (1967). Dimensions of hypochondriasis, British Journal
of Psychiatry, 113, 89-93

24. Rachman, S.l. (1974). Some similarities and differences between
obsessional ruminations and morbid preoccupations. Canadian Psy-
chiatric Associaion Journal, 18,71-3

25.Reinecke, M.A., Clark, D.A. (red.). (2005). Psychoterapiapoznawcza.
Gdansk: GWP.

26. Rodriguez, C. F,, Martinez, R. F. (2001). Efficacious psychological
treatments for hypochondriasis. Psicothema, 13, 407-418.

27. Salkovskis, PM. (1989). Somatic problems. W: Cognitive —behav-
ioral approaches to adult psychological disorder: a practical guide
(red. Hawton, K., Salkovskis, P, Kirk, J., Clark, D.M). Oxford University
Press

28. Salkovskis, PM., Bass, C. (2006). Hipochondria. W: Clark D.M.,
Fairburn Ch.G,, (red.). TerapiaPoznawczo-Behawioralna. BadaniaNau-
kowe | praktykakliniczna. Alliance Press. Gdynia, 2006

29. Salkovskis, PM., Clark, D.M. (1993). Panic disorder and hypochon-
driasis. Advances in Behaviour Research and Therapy, 15, 23-48

30. Salkovskis, P. M., Warwick, H. M. C. (1986). Morbid preoccupations,
health anxiety and reassurance: A cognitive behavioral approach to
hypochondriasis. Behavior Research and Therapy, 24, 597-602.

31. Salkovskis P. M., Warwick H. M. C., Deale A. C.,.Cognitive-Behavioral
Treatment for Severe and Persistent Health Anxiety (Hypochondria-
sis). Brief Treatment and Crisis Intervention 3:353-367 (2003)

32. Salkovskis, PM., Westbrook, D. (1987). Obsessive-compulsive
disorder : clinical strategies for improving behavioral treatments. W:
H.R.Dent (ed.) Clinical Psychology: Research and Development, Lon-
don: Croom Helm

33. Tyrer,P, Fowler-Dixon, R.T.,, Ferguson, B. (1990). The justification
for the diagnosis of hypochondriacal personality disorder. Journal of
Psychosomatic research, 34, 637-42

34. Walker, J., Vincent, N., Furer, P, Cox, B., Kjernisted, K. (1999). Treat-
ment preference in hypochondriasis. Journal of Behavior Therapy
and Experimental Psychiatry, 30, 251-258.

35. Warwick, H. M. C. (1995). Assessment of hypochondriasis. Behav-
ior Research and Therapy, 33, 845-853.

36. Warwick, H. M. C.Cognitive therapy in the treatment of hypochon-
driasis. Advances in Psychiatric Treatment (1998), vol. 4, pp. 285-295
37. Warwick, H.M.C., Salkowskis, PM. (1985). Reassurance. British
Medical Journal, 290, 1028

38. Warwick H.M.C., Marks I.M (1988) Behavioural treatment of illness
phobia. British Journal of Psychiatry, 152, 239-41

39. Warwick, H. M. C., Salkovskis, P. M. (1991) Hypochondriasis. W: J.
Scott, J. Williams, & A. Beck (Eds.), Cognitive therapy in clinical prac-
tice: An illustrative casebook (pp. 78-102). New York: Routledge.

40. Warwick, H. M. C,, Clark, D. M., Cobb, A. M., Salkovskis, P. M. (1996).
A controlled trial of cognitive-behavioral treatment of hypochon-
driasis. British Journal of Psychiatry, 169, 189-195.

41. Williams,W. H., Evans, J. J., Fleminger, S. (2003). Neuro-rehabilita-
tion and cognitive-behaviour therapy of anxiety disorders after brain
injury: An overview and case illustration of obsessive-compulsive
disorder. Neuropsychological Rehabilitation, 13, 133-148

42. World Health Organization (1992) The Tenth Revision of the In-
ternational Classification of Diseases and Related Health Problems

(ICD-10). Geneva: WHO.
‘%mm LYYEL 5



Research Paper

Enik. KaOnyrirpia KAwvikijc Yuyodoyiac, Turjua Ke
MepiAnyn ZKomOG: YKOMOG TNG MApoLCag EPYAciag NTav n SlEpelivnon Twv apvNTIKWY
SIAMPOCWTTIKWY OXE0EWV Kal TwV avTIAaMBavopeVWY ocuvatoOnudtwy pova&lds BMYNgG kat
ayxoug otnv e€aptnon amo to Sadiktuo.

YAKO - Mé0080g: To Seiypua ntav 774 podnTég emayyeAUOTIKWV AUKEIWV Kat @ottnTtwy Tou TEI
Kpritng. To Internet Addiction Test (IAT) kat n oOvtopn ékSoon Tou Person’s Relating to Others
Questionnaire (PROQ3) xpnolpomotrinkav yia Tnv PETpnon tng mPoBANUATIKAG XPriong Tou
S1ASIKTUOU Kal TWV apVNTIKWVY OXECEWV LE TOUG ANOUG avBpwmoug, avtioTolxa.
Anoteléopara: Ot e€aptnuévol ané To S1adiKTuo giav OTATIOTIKA ONUAVTIKA IO apVNTIKEG
OX£OEIG amd auToug TToU ékavav ATmia Kat HETPLA XPrion Tou SIaSIKTUOoU. 10 SOMIKO HOVTENO
e€lowoewv (Structural Equation Modeling; SEM) oMot ot Seikteg €6ei§av kavomoinTikn
mpocappoyr). Ol apvNnTIKES SIAMPOCWTTIKES OXETELG Kal n ONYN poéPAepav T e€aptnon and
10 Siadiktuo.

Tupnepaopara: H mpdAnyn Kat mapéupaocng tng umepPoAkig xpriong Tou Sadiktvou Ba
UmopoUCE va eMKEVTPWOEL 0N BEATIWON TWV SIAMPOCWTTIKWVY OXECEWV KAl OTNV AVTIKETWITION
TwV ouvalednuatwy ONIYNG Kat pova&lag.

Né€erc-kAadia: YmepPolikry xprion Sadiktvou, Sampoowmikég oxéoelg, OAiYn, povadid,
Aopikd Movtélo E§lowoewv.

* Mépog tn¢ mapouoag epyaciag éxel mapouotaotel oto 3o Mavelrivio Suvédplo TG EMNVIKTiG

ENA MONTEAO NMPOBAEWHX THZ EEAPTHZHX AMNO TO AIAAIKTYO: O POAOZ TQN ZYNAIZOHMATQN KAI TON AIANPOZQMIKQN ZXEZEQN
A PREDICTIVE MODEL OF INTERNET ADDICTION: THE ROLE OF EMOTIONS AND NEGATIVE RELATING TO OTHERS

Apyupoula E. Kahait{akn - Argyroula E. Kalaitzaki
ic Epyaoiag, ZxoMrj EmayyeAudtwv Yyeiag kat lpdvotas, Texvodoyixd EmayyeAparixd 1opupa (TEI) Kpritng. / Assistant Professor of Clinical Psychology, Social Work Department, Health and Social Welfare School, Technological
Fducational Institute (TEI) of Crete.

Etaipeiac Merétng tng Aiatapayric EBiopol oto Aiadiktuo: E-LIFE 2013 - [pdAnyn Kat QuTiueTwimon
SIASIKTUAKWY GUUTTERIPOPWV UYPNAOU KIvEUVOU.

Summary Aim: The aim of the present study is the investigation of the potential role of negative
relating to others, perceived loneliness, sadness, and anxiety in adult Internet addiction (IA).
Material - Method: A sample of 774 participants were recruited from high school technical
schools and from a Technological Education Institute. The Internet Addiction Test (IAT) and
the shortened Person’s Relating to Others Questionnaire (PROQ3) were used to measure the
degree of problematic Internet use behaviors and one’s negative (i.e. maladaptive) relating to
others, respectively.

Results: Internet addicts had significantly more negative relating than mild and moderate
users. The Structural Equation Modeling (SEM) showed adequate fit across all indices. Negative
relating to others and sadness were found to predict Internet addiction.

Conclusions: Internet addiction could be both prevented and ameliorated through the
intervention in negative relating and sadness.

Key words: excessive internet use, interpersonal relationships, depression, loneliness, Structural
Equation Modeling (SEM).

*Part of this study has been presented in the 3rd Panhellenic Conference of Hellenic Association for
the Study of Internet Addiction Disorder: E-LIFE 2013.

Elcaywyn

Eival eupéwg amodextd o1t To Siadiktuo amoTelei éva Xpriopo
£PYOAEIO EvNUEPWONG Kal EMIKOWWVIAG otnv Kabnuepvi
pac {wr. Qotéoo, n ggaptnon amd To Sladiktuo amotehel
éva paydaia avarmtuoodpevo TPOBANUA yla TOUG VEOUG.
H Young, Baoi{épevn oe kpitipla tou DSM yia Tig dAeg
Satapayég e€dptnong, opioe v e€dptnon and to Sadiktuo
(internet addiction) wg tnv umePPONIKN, YUXAVOYKAOTIKA-
KATAVAYKAOTIKA, Hn  €Neyxopevn xprion Ttou  Siadiktuou
TIOU TIPOKAAEL avOXr), ONUAVTIKO OTPEG Kal ENAEIppATa otV
kabnuepv  Aerroupyikdtnta  (Young, 1998, 1999). Mapd
MV ekteTapévn €peuva, oto DSM-5 oupmepleedn otig
KATAOTACEIG Ylo TIEPAUTEPW HENETN Kal OXl OTIC EMioNUES
SlayvwoTikég katnyopieg (Holden, 2010).

Ot épnPol kal ot vedpoi eVANKKEG (Y. @OINTéQ) éxouv
peyohUTepo kivduvo e€aptnong amd 1o Sadiktuo (Tsai &
Lin, 2003) og oxéon pe GANEG NAIKIOKEG OpAdEC. To TOOOOTO
e€aptnong amod 1o S1adikTuo SlaPéPEl ONUAVTIKA avd Xwpa.
Stnv Eupwrn To MOC0OTO yia TouG 9rioug Kupaivetal amo 1%
£wg 9% (Siomos, Dafouli, Braimiotis, Mouzas, & Angelopoulos,
2008), evwy yla v ENA&Sa 1o mooootd kupaivetat amd 0%
(Tripodaki et al., 2008) £w¢ 11% (Floros, Fisoun, & Siomos, 2010).
To mocooTo €§dptnoNg givatl TOAY UPNAOTEPO OTIC ACLATIKES
XWPEG Kal Kupaivetal and 2% éwg 18% (my. Yang & Tung,
2004). O1 portnTég epgavifouv e€dptnon and to Sladiktuo o
VYNAGTEPO TTOCOOTE Ao Toug EQHBouG. AlEBVWIG, TO TOCOOTO
Kupaivetat and 6% éwg 35% (Frangos, Frangos, & Sotiropoulos,
2011; Ni, Yan, Chen, &Liu, 2009). Q0T600, UTAPXEL CUMPWVIA WG
TIPOG TO 6TL 0L EEAPTNHEVOL ATTO TO SIASIKTUO Eival KUPIWG AVTPES
(Stavropoulos, Alexandraki, Motti-Stefanidi, 2013; Siomos et al.,
2008; Widyanto & Griffiths, 2006). 'Evag and Toug okomoug TG
TapoUoag Epyaciag eival n HENETN TOU TOoOCTOU £€APTNONG OE
£va HEYANO ENNVIKO Seiypa pabntwv Kat gortntwy.

Agv ival caQEG EQV Ta TTOCOOTA EMKPATNONG TOU (PAIVOUEVOU
¢ e€dptnong amo 1o Sadiktuo, T6oo otnv ENASa, 600 kat
S1eBvrg, opeilovtal oe MONTIOUIKEG Sla@OopPEG 1 oTo €idog
Tou gpyaleiou aglohdynong mou Xpnotdomoleitat. To Internet
Addiction Test (IAT) sivat to mo Sadedopévo epyaleio. Ot
YUXOUETPIKEG TOu 1810TNTEG éxouv emPBePaiwbdei 1600 oTNV
mpwtoTtunn AyyAikry Tou €kdoon (Widyanto & McMurran,
2004), 600 Kal o0& ANEG YAWooeC (T.x. KivéQika, FaAAikd, lralikd,
MoptoyaAikd, GvAavSIkd, feppavika k.a\.). H mpocapuoyr) Tou
otnv EN\nvikr yA\wooa Sev €xel ouoTNHATIKA LENeTNOEL a To
AOYO autd €vag aKOPa OKOTIOE TG TapoUoas EpYAciag givat
N HEAETN TwV YUXOETPIKWV 1I10THTWY Tou IAS o€ éva Seiypa
ENAVWV HoBnTwv Kat ortnTwv.

Ot mapdyovteg mPORAeYNs (Kupiwg Slampoowmmkoi) g
e€aptnong and 1o Sladiktuo éxouv eupéwg SiepeuvnBei. To
HOVTENO KOWWVIKWVY SESIOTATWY TNG MPOPANUATIKAG XPriong
Tou Sladiktvou (social skill model of problematic internet use)
unootnpilel 6L n mPoTiunon SladiKTuakwv (online) KOWVWVIKWY
aMnAembpdoewy, avti Twv &la {wong (face to face), sivat
OUVETIEID TNG QUTOAVTIANYNG TOU aTOMOU Yld  KOWWVIKA
avenapkela/ ade€idtnta (Caplan, 2003, 2005). Ta amoteAéopata
Siebvv epguvwv €xouv Seifel Tt ol EpnPol TTou €xouv PTwXN
TOIOTNTA SIOMPOCWTTIKWY OXECEWV €XOUV auENUEvo Kivduvo
avamtuéng mpoBAnuaTIKiG xeriong tou Sadiktvou (Milani,
Osualdella, &DiBlasio, 2009a,b). Otikr oxéon éxel emiong Ppebei
petagy g e€aptnong amd to S1adiKTuo Kal TNG KOWWVIKAG
anooupong/ anmopovwong (Douglas et al,, 2008) kat xapnAig
KOIVWVIKNG OUTO-EMAPKEIAG/ amoteleopatikotntag (Iskender
& Akin, 2010). XapaKTnpIoTIKY, OTWE N e0woTtpépeta (Xiugin
et al, 2010), n XapNA| QUTO-EKTIUNGCN Kal N VTIPOTIOAGTNTA
oxetiCovtatl OTikd pe T mpoPAnHaTiki xprion Tou Sladiktvou
Kkat auv§dvouv Tov Kivduvo avamtuéng eBiopol and autd (Casale
& Fioravanti, 2011. Iskender & Akin, 2010. Kim & Davis, 2009.
Mottram & Fleming, 2009. Odaci & Celik, 2013. Odaci & Kalkan,
2010. Saunders & Chester, 2008. Yang & Tung, 2007).

‘Ocov  agopd otV povadld, UMEEXouv  avTIPATIKA
anotehéopata. ANeG épeuveg Seixvouv 0Tt au§avel Tov kivduvo
e€aptnong amo o Siadiktuo (Bozoglan, Demirer, & Sahin, 2013.
Xiugin et al., 2010) Kat GANeg 6Tt Tov peidvel (Morahan-Martin &
Schumacher, 2003. Whitty & McLaughlin, 2007). Zuvaiobrjpata
dyxoug (Shepherd & Edelmann, 2005) kai katddOAng (Andreou
& Svoli, 2013. Cho, Sung, Shin, Lim, & Shin, 2013) éxouv emiong
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OUOXETIOTEl pE avEnon Tou ToocooTOU €€GPTNONG amod To
Siadiktuo. H oxéon g BAiYnG / katdONYNg kai T e€dptnong
and To Sadiktuo €xel empBePaiwdei otn Siebvr PiNoypagia
(Dalbudak et al., 2013). Qotdoo, Kamoleg pehéteg éxouv Seiel
4TLn Xperion tou Sladiktuou augavel Tnv mMBaveTNTa EPPAEVIONG
KatdbMyng otoug eprioug (Masoudnia, 2013; Park, Hong,
Park, Ha, & Yoo, 2013), evi) AN\eG peNETeG €xouv Sei€el otL n
KataO\yYn umopei va amoteNéoel mpodiabeciakd mapdayovta
¢ e€dptnong and 1o Sadiktuo (Cho et al, 2013. Jafari &
Fatehizadeh, 2012).

Bdoel Twv mapanmdvw eupnudTtwy, €vag akOpa OKOTOG TG
TIOPOVCAG HENETNG Eival va SIEPEVVIOEL TO PONO TWV APVNTIKWV
SIAMPOCWTTIKWY OXECEWV KAl TWV ApVNTIKWY ouVAIoONUATWY
(dyxog, povaid kat BAipn) oto pavopevo Tou €BIoHOU amd
10 S1adiktuo. Ao 600 YVwPIi{ouV Ot EPELVNTEG, Kapia LENETN
£w¢ TWPA, oUTeE 0TV ENGSa oUTe S1eBvwg, Sev éxel HENETROEL
TAUTOXPOVA TIG SIOMPOCWTIKES OXETEIG KL TA CUVAICORATA OE
£va HovTENO TIPORAEYNG TG e€pTnong amo To Sladiktuo.
MeBodoloyia

Asgiypa

JuvoNiKd éva Seiypa 774 vEwv CUMHETEIXE OTNV €peuva. T 62,9%
Atav gortntég Tou TEI Kpritng (27,5% Avtpeg Kat 72,5% Yuvaikeg,
Ue péon nAkia ta 20,2 €, TA. = 2,8) Kat 10 37,1% ftav padbntég
emayyeAUaTIKWV AUKeiwv (32,7% Avtpeg Kal 67,3% Yuvaikeg,
He péon nAikia ta 19.9 €tn, TA. = 7.4). MeplocdTEPOL POITNTEG
ToPA pabnTég avépepav cuvalodrpata povadiag (31,1% évavt
23,8%, X2(1)=4.79, p=.032) ka1 oplakd uPnAdTepeC Babpoloyieg
otV KAipaka g§aptnong amd 1o Sadiktuo (BA. mapakdatw)
(41,2 évavti 39,3, t = 1.961, p = .050), Evw TO TTOCOOTO ATTIAG,
Uétplag kat coapng xpriong Sev Siépepe onuavtika. Kapia
GA\n Slapopa Sev Bpédnke peTagl Twv SV opAdwv (.. eUAO,
nAIKia, Ayxoc).

Epyaleia

Xopnynbnke €pwtnUaTOAOYl0O TO omoio  mepleNdpPave
E£PWTNOELG YA TO YUAO, TNV NAIKIC KAl Ta aUTO-avTIAApBavOpEVa
ouvaioOnpata povagidag, BAIYNG Kat dyXoug TwV EPWTWHEVWV.
Emiong meplehapfave EpwTAOELS Yia YWwOoToUG TIPOYVWOTIKOUG
mapayovteg (mx. nAikia évapéng xpriong tou H/Y, umapén H/Y
OTO omiTl /KAl 670 SWHATIO K.GA.) Kal BAGIKA CUMITTWHATA TNG
e€dpTnong (.. movoképahol, SuoKoAia CUYKEVTPWONG K.AA.).
TéNog, xopnyrnBnkav Ta akdAouBa pyaleio:

Internet Addiction Test (IAT; Young, 1998). Amoteheital
amd 20 epwTACES yla TV aloAdynon Twv maboloyiKwv
OUMTTEPIPOPWV XPNoNG Tou SIASIKTUOU, Ol OTTOIEG AmaVTWVTAL
og pia 5/fdBma khipaka (KaBolou, Imavia, Meplotaoiakd,
Suxvd, Mavta). EvdelkTikéG epwtnoelg gival «Moco ouxvd
SlamoTtwvete Ol MTOPAUEVETE O OUVEEDN ME TOV YTIOAOYIOTH,
TEPIO0OTEPO amd 6,1l apxikd okomevate» kat «Mléco ouxva
OUNaUBAVETE TOV EQUTO OAG VO AVUTTIOHMOVE( va aoxoAnBei Kat
TIANL LE TOV YTTOAOYIOTH;». ATIO TO dBpotopa Twv Babuoloyiiv
mipokurTowv 3 enimeda e€dptnong and 1o dadiktuo (Young,
1998): jrma (20 - 49), pétpla (50 - 79) kat coBapry (80 — 100).
XpnotpomotriBnke n ENANVIKK PETa@PaoN yia T omoia €xouv
ava@epOei  IKAVOTIOINTIKEG PYUXOUETPIKEG 1810TNTES (Siomos,
Floros, Mouzas, & Angelopoulos, 2009).

H oUvtoun éxdoon Ttou Person’s Relating to Others
Questionnaire (PROQ3. Birtchnell, Hammond, Horn, De Jong
& Kalaitzaki, 2013). A§loloyei TIG apvnTIKEG — SUOAEITOUPYIKEG
SIOMPOCWITIKEG OXEOEIG PE TOUG GANouG avBpwroug ota
mhaiola TG OBewpiag Tou Alampoowmkol  OKTaywvou
(Birtchnell, 1994, 1996). Anoteleital and 48 epwTHOELG, Ol
OTToiEG KATATACOOVTAL OE 8 KMUOKEG KAl amavIwvTal o€ pia 4/
Bd&Buia Khipaka. Baoel tng Bewpiag, ot SIaMPOCWTIKEG OXECEIG
TWV avBpWMWV avamapioTavTal oToug TEooePIG TOAoUG SUo
K&Beta TEPVOpEVWY aOvwv («Oudétepn Eyyutntar, «Oudétepn
Amootaonp, «Oubétepn ©fon 1oxUoe» kal «Oudstepn Oéon
aduvapiag) kat 0Toug TEoEPIG eVOIApETOUG TOAOUG, Ol OTTo{oL
TIPOEpXoVTal amd Tov OuVSUAOHO TwV TECOAPWY PBACIKWV
(«Eyyutnta ané B¢on 1ox00o¢», «Eyyutnta and Béon aduvapioc,
«Anootaon and Béon oxvo¢» kai «Amdotacn amd Béon
aduvapioe). EVEEIKTIKEG EPWTNTEIS YIA TI OKTW KA{UOKEG TOU
PROQ3 eivat:

+ 00I: «Mpoomabw va kavovi{w Ta MPAYHATA £T01 WOTE Ol ANNOL
Va KEVouv auTo Tou BEAw».

« EOI: «favt{wvopat Suvatd o€ KATOIoV TTOU €ival KOVTA Hou.

+ OE: «Exw TNV Taon va TPOCKOMWHAL 0TOUG AANOUG».

« EQA: «®oBduat tnv amoppupnp.

+ OOA: «To TIPOTIHW OTAV KATTOL0G AANOG EXEL TOV ENEYXO».

+ AGA: <EUKOAO UTIOXWPW OTOUG GANOUGY.

+ OA: «Agv a@rivw Toug AMNOUG va e TANGIAJoUY TTOAU».

+ ABI: <Exw TNV T@0N va ekSIKOUpAL TOUG avOPWITOUG TIOU HE
TPOCBEANOUV».

Mapadeiyuota apvnTIKWY OXECEWV yia KABe pia amd TG 8
KAipakeg mapouotdlovtal 0To IxApa 1.

Zyiipa 1. Xapaktnpiotikd mapadeiypata apvnTik@v oyégewy and kdbe
uia Béan Tov Oktayvou.
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OF: Qudérepn eyyutnta, EOA: Eyyitnta and 8éon aduvapiag, 00A:
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Oudétepn advvapia, AOI: Andataon amd Béan 1oxvoc.

AmnoteAéopara

JUVONKKA 25,6% TWV OUHHETEXOVTWV EKAVOV (PUOIONOYIKN
xprion Ttou Sladiktvou, 51,0% r\ma xpron (Babuoloyieg < 49
oto IAS), 22,4% pétpla xprion (Babpoloyieg 50 — 79 oto IAS)
Kat 1,0% oofapr xpron (e€aptnon) (BaBuoloyieg 80 — 100
oTo |AS). Ot AvTpeg gixav ONUAVTIKA UPNAGTEPEG MEDEG TIUEG
e€aptnong amd 1o Sladiktuo (Omwg petprOnke pe to IAT) and
TIG yuvaikeg (43,1 évavtt 39,4, 1(760) = 3.611, p < .0001) Kot
ONMAVTIKA TIEPIOCOTEPOL AVTPES (1,8%) amod yuvaikes (0,6%)
eixav mpoPAnua e€dptnong amo to Stadiktuo (x2(3) = 14.960,
p=.002).

Ztov Mivaka 1 mapouctaletal To MPOPIA TWV CUPHETEXOVTWY
Goov aopd pia oelpd PETABANTWVY OXETIKA HE TN XProN Tou
H/Y kat Tou Stadiktvou. Ocol eppavifouv mpoBAruata xpriong
(6nAadn AapBdavouv BaBpoloyieg amd 50 katmavw oTo 1AS) givat
HIKPOTEPOL OE NAIKIA O OXEON HE GOOUG KAVOULV (PUCIONOYIKT|
- Ama xpron (dnhadn hapPdavouv Pabuoloyieg éwg 49 oto
IAS) (M.O. = 19,1 étn évavtt M.O. = 20,3 £1n), €éxouv H/Y oto
onitt Toug (99,5% évavtt 94,7%), aicBdavovtal mePIooOTEPO
povadid (37,2% évavtt 25,5%) kat BAiYn (50,6% évavtt 32,0%),
OUYKEVTPWVOVTAL NlyOTEPO EVKONA (36,3% £vavTl 56,4%), Exouv
OUXVOTEPA TTOVOKEPAAOUG 1) EVOXANTEIG OTa pdTia (48,1% évavtt
29,2%) KOl TOUG EUXAPIOTOUV AlYOTEPO CUXVA TA TIPAYUATA TIOU
Toug euxaplotovoav Mol (43,7% évavti 52,3%).

O1 S1a@opég 0TI SIAMPOCWITIKEG OXECEIG OE OXEON HE T Tpia
enineda e§aptnong amd 1o Sadiktuo (Ama: < 49, pérpla: 50
- 79 kat cofapry: 80 — 100) SiepeuvrBnkav pe TV availuon
Slakupavong (Analysis of variance — ANOVA). EmAéxBnkav ta
Tpia emineda e€apTNONG (avTi Twv 5U0) Yia pia AemrTopepEéoTePn
Slepelivnon Twv Sla@opwv OTIC SIAMPOCWTIKEG OXETEIG. Ta
anoteléopata €dei€av o6tl ol e€aptnuévol amd to Sladiktuo
€[XaV OTATIOTIKA ONUAVTIKA UPNAOTEPES PHECEC TIHEG OE OXEoN
€ QUTOUG TTOU KAVOUV ATTIAL KA LETPLA XPF 0T, O€ OAEG OXESOV TIG
KAipakeg Tou PROQ3, pe upnAotepeg TIpéG (9,29) otnv KAipoka
«Oudétepn andotaony. H KAipaka autr) mep\auBavel oxEoElg
mou  Xapaktpifovtal améd  cuvaloONUATIKA  amopdkpuvon,



Mivaxag 1. To YuyokowwvIKd mpo@iA Twv GUUUETEYGVTWY TTOU Kdvouy
puatodoyikrj — fima yprion Tou H/Y kai Tou dtadiktiouv o€ aUyKpion pe
eKeivwv mou eugpaviCovy mpoPArjuata yprian. Ta mogoatd agopolv atig
Betikéc amavtrioeis.

Livoio  ®uomeioyil  Dpofilfpere 2 i(p)/ip)

Xupaxmpanicd (n=774) T apfems
(w=593) in=181)
Wi (%) 219 (054)
197 1%
Twvrisn 0,3 65.9%
Mo i 0,11 20,34 19,11 2,99 {003}
Exe HY oo axin oov 9355 9,7 9.5 T8 L001)
691 654 5 1,58 (059
46,3 46,6 4.4 D0 (516
n3 n2 21,9
50,7 51,3 50,3
0,2 90,5 5,0
rubafaivouy
Aoy k4 3.5 7, 9,39 (002)
Aty 4.2 435 46,7 B0 (.25)
8.4 46,7 538 283 (055)
el hagaivogy i ) Ly 20,61 1,000)
1 Buarpowi 573 38,7 530 156(,101)
saf) ot 670 oy 4.0 559 486 297 (451)
516 564 3.3 22,76 (,000)
04 43,7 4,17(025)
7 ¥2 48,1 2239 (,000)

QAMooTACIOTNOINGN, AMOUOVWON, KOWVWVIKA armdoupaon Kat and
Suokolieg emkovwviag pe Toug dGAoug avBpwroug (Mivakag
2).

Mivaxag 2. Alapopé aTic S1ampoowikés axéaei avd eminebo
eédptnong and to dadiktuo.

oel Eal OFE EBA 08A ABA  0OA  ABL  Tivoko
<49 6,1 45 62 62 50 52 62 67 46,1
0-79 79 58 73 Th 53 61 70 T4 546
&0 81 57 67 &0 69 83 T LTA|
F 4281502 A9 1260 208 831 3™ B4
» ELLY 000 000 A0 A14 000 000 023 D00

Znpeiwon: 001: Qvdétepn Oéan 1oyvog, EOI: Eyydtnta and 8éon aydog,
OF: Quéérepn eyyutnta, EOA: Eyyutnta amd Oéon aduvapiag, 00A:
Quéétepn 6¢an abuvapiac, AGA: Amdataan amd Oan aduvauiag, 0A:
QOuéérepn aduvayia, AOI: Amdataon and 8éan 1xvo.

3TN OUVEKELD €YIVE ENeYXOG EVOC SOUIKOU HOVTENOU EEI0WOEWY
(Structural Equation Modeling; SEM) pe v pébodo Ttng
Méyiong MBavopdvelag (Maximum Likelihood), pe Tic
SlamPOoWTIKEG OXEOELG, TO dyxXog, TNV povadia kat T OAiyn
WG HETAPBANTEG TPOPAEPNS TNG uMEPPONIKAG XPNOoNG Tou
Sadiktuou. Xpnotpomolrinke To Stata 12 kai ot €€rig Seikteg
nipocappoync: x2/d.f. (CMIN/DF) tipr pikpote—pn tou 3 (Kline,
2005), SRMSR (Root mean square error of approximation) petagu
0,06 - 0,08  iyotepo, CFl (Comparative Fit Index) petagu 0,90 —
0,95 i mapamavw, CD (Coefficient of determination) mavw and
0,90 kat RMSEA (Root Mean Square Error of Approximation)
Nyotepo and 0,06 (Hu & Bentler, 1999). Metd tn cuoxétion
TWV 0QAAUATWY cuvSlakupavong (error covariances) UeTtagld
TWV EPWTACEWV 6 - 8 Kal 3 - 19 Tou IAS, 6Mot ot Seikteg édeigav
IKavoTmoINTIKA Tpocappoyn (x2/df = 2.62, CFl=0.916, RMSEA =
0.050,SRMR=0.040).Bpébnke 6Tt OAeG oL peTaPANTEGTPOBAEYNG
oxetiCovtav BeTikd petaly Toug. QOTOCO, HOVO Ol OPVNTIKEG
SlampoowTIKEG OXETELS (g agloloyriBnke pe To PROQ3) kat
n OAiYn poéBAePav T e§aptnon amd To Sladiktuo (Exrpa 2).
EK Twv 800 pETARANTWY, onuavTiKOTEPN ATAV N CUMBOAN Twv
SUOAEITOUPYIKWV — OpVNTIKWV SIAMPOCWITIKWY OXECEWV UE
TOUG ANOUG avBPWITOUG OTO PAIVOUEVO TNG €APTNONG amd To
Siadiktuo.

Zyiipa 2. Amiodeis Sladpopés twv petaAntav mpdPAeyng e
e&dptnane and to diadiktvo. O Tés eivar of umomonpéves Tiués Brita
(standardized beta coefficients).

Efdpmon

Movakid
N

Tuliitnon Kai supmEpaopaTa

And Tov Mivaka 1 &ival @avepd 6Tl TO TIPOPIA Twv
OUMUETEXOVTWY OTO Seiyda NG mapouoag €peuvag givat
OXETIKA IKAVOTTIOINTIKG: HIKPS TTOCOOTA KAVEL XPrion AAKOOA Kal

Kkamvou, aloBavetat pova&ia, ONYn kat ayxog, v n mglopneia
€xel @piloug, mpooéxel T Slatpopn Tou, Kal n emidoon oto
oxoAeio, N ouyKEVTPWON Kal N EuxapioTnon mou AapBdavel amo
SpaotnpldTNTES gival IkavoroinTikr. Ta euprjpata autd sivat
amoAUTWE KatavonTd av AdBoupe umdyn Hag 6Tt oto Seiypa tng
mapouoag £peuvag BPEBnKe pikpd MooooTo e€dpTNONG amd To
S1adiktuo (1%). Emopévwg, ot Tpodlabeciakoi TapAYoVTES yia
v nMAeloPnegia Tou Seiypatog Bpiokovtat o€ XaPNAG OXETIKA
enineda, eV ol TAPAYOVTEG TPOPUAAENG OXETIKA O UPNAA.
Qotd0oo, Bpébnkav Slagopég oe Kamoloug mpodiabeaiakoug /
ATOAOyIKOUG TTapdyovTeG avaAoya HE T CUXVOTNTA XPHONG.
‘Ocot ndn eppdviCav mpoPAfuata Xxpriong \Tav vedtepol
o€ nhikia kat giyav H/Y oto omitt Toug oxéon pe autoug mou
€kavav QUOIoNOYIKN - A xprion. Emiong aioBavovtav oe
HeyaAUTEPO TTOCOOTO povadid kat ONiYn. Ta evpripata autd
ouvadouv pe ekeiva tng Siebvolg BiBAoypagpiag (Caplan,
2003; Pezoa-Jares, Espinoza-Luna, & Vasquez-Medina, 2012).
Emiong emPefaiwbnkav pEPIKA amd KAAGOIKE CUMMTWHATA
™G €€4ptNong, OmMwe n SUOKONIA CUYKEVTPWONG, Ol CUXVOL
TIOVOKEPAMOL Kal N ENEWN guxapiotnong pe SpaotnEIOTNTEG
TIoL TAAOTEPA TIPOOPEPAV EUXAPIOTNON.

To oxetika xaun\d mocootd cofapric e§aptnong amd To
S1adiktuo (1%) mou Bpédnke otnv MapoUca MENETN €pxeTal
o€ avtifeon pe AMa ENnvikd Sedopéva (Siomos et al., 2008),
EVW EiVal OUYKPIOIHO pE TO TooooTd (1,5%) NG HENETNG
Twv Kormas, Critselis, Janikian, Kafetzis, & Tsitsika (2011). H
Slapopd evdéxetal va ogeiletal o€ Slapopég oto Seiyua kat
TA XOPAKTNPIOTIKA TOU, OTIG KAMAKEG péTpnong K.A\. Qotdoo,
T0 UYNAS TTOCOOTO PETPIA ECaPTNUEVWY (22,4%) TIoU BPEBNKE,
Suvntika pmopei va eppavicel cofapry €€dptnon and Tto
S1adiktuo oto péENoV. Z€ oupewvia pe ta Sedopéva ANwV
gpeuvwv (Stavropoulos, Alexandraki, Motti-Stefanidi, 2013;
Siomos et al., 2008), meploodTEPOL AvTpEG TTOPd yuvaikes ATav
e€aptnuévol. AuTo pmopei va opeileTal oTIG TPOTSOKIES amo
TOUG AVTPEG VAl acoAoUvTal pe Toug H/Y kat to Siadiktuo, oo
Kal PE TO au§nuévo TTOoOoTO TWV AVIPWY TIOU acxohouvTal
HE NAEKTPOVIKA Kal SIaSIKTUOKA Trauyvidla Kat mokémTovTal
TIopVoYPa@IKéG OeNIBEC (Young, 1998).

‘Eva onpavtiké €bpnua TG mapovoag €peuvag givat 6Tt ol
ApPVNTIKES / SUOAEITOUPYIKEG SIOMPOCWITIKEG OXEOEIG ME TOUG
AMNoug avBpwmoug kat N ONYn amoTteNOUV  CNUAVTIKOUG
TIPOYVWOTIKOUG TIAPAYOVTEG NG UMEPPOAKAG Xpriong Tou
Stadiktoou. Anhadn, ot ENnveg €pnfot Katl veapoi eVANKEG
TIOU €XOUV OPVNTIKEG SIATTPOCWTTIKEG OXECEIG KAl OVAPEPOUV
ouvaioOnuata  ONYnG,  éxouv  peyolutepn  mBavotnta
e€dptnong and to Siadiktuo. To elpnua autd ouvddel pe To
MOVTENO KOWWVIKWV SEEIOTHTWY TNG TPOPRANMATIKAG XProng
Tou Sadiktuou (Caplan, 2003, 2005). AnAadn, Ta dtopa mou
aloBdvovtal apnyavia oTig Sia {WonG KOWWVIKEG OUVOANAYEG
eival mBavd va katagevyouv ot SladiKTuakég. Emopévwg,
evdéxetal To S1adikTuo va amoTeAei évav TPOTIO KOWVWVIKAG
SIKTUWONG Yla ATOMO ME TIEPIOPIOUEVEG  SLATIPOCWTTIKEG
Se€10TNTEC. TTNV Mapouoa PeNETn emiong BpéOnke 6Tt n ONiYn
nipodiabétel otnv e€dptnon ano to Siadiktuo. To elpnua autd
OUUPWVEI PE Ta anoTteNéoparta SieBviv (Cho et al., 2013. Jafari
& Fatehizadeh, 2012) kat AMwv EN\nvikav pehetwv (Andreou
& Svoli, 2013).

H peNéTn auTr €xel APKETOUE TEPLOPIOHOUG. Ot TIWSELG OXETEIG
TIOUTIEPIYPAPOVTAL OTNV TIAPOUCA «SIOTUNUATIK - GUYXPOVIKI»
(cross - sectional) pehétn Sev pmopolv va empPeBaiwbolv
XWPIG SlaxPoVIKEG - Saprikelg peréteg (longitudinal). Ymapyet
TIEPIMTWON TA TTOCOOTA Va £XouV UTTOTIUNOEL AdYyw TNG TAoNG
TWV CUMHETEXOVTWV VIO KOWWVIKA ammoSeKTEG amavTAoELS (social
desirability responding). EvSexopévwg taanotehéopatava frav
SlapopeTikd og ANa Seiypata (m.y. o€ pabnTég AMwv AuKeiwv
1 PoITtNTEG ANWY OXOAWV 1} O€ GANEG NAIKIAKES OUASEC). TENOG,
TIEPIOOATEPN €peuva XpeldleTal yia T Slepevvnon Kat GANwV
mapaydvTwv mou evdexopévwg emnpealouv Ty e§aptnon and
10 S1adiktuo.

Mapd Toug TEPIOPIoHOUG, TA EUPHHATA TNG TTAPOUCAG EPELVAG
UmopolV va GUUBANNOLY OTNV KATAVONON TOU PAIVOUEVOU TNG
e€dptnong amnd 1o S1adiKTuo Kat 0TO OXESIAGHO TTPOYPAUMATWY
mPOANYNG kat mapépBaonc Ta mpoypdupata TPOANYNG
kal mapépBaong Ba pmopovoay, EMMPOCHETWE TwV ANWY
Spdoewy, va emKkevipwBouv ot BENTIWON TwV ENNEIUPATWY
oTIG SlOMPOCWITIKEG OXEOEIG KAl OTNV QVTIHETWION TWV
ouvaloBnpatwv BAIYNG mou evdexopévwg epgpavifouy Ta dropa
TIoU €ival eMPPEMEiC 1) €aptnuévol amd To Siadiktuo.
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