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ABSTRACT

THE RELATIONS AMONG PERSONALITY TRAITS, EMOTIONAL
EXPRESSION, QUALITY OF LIFE AND ROMANTIC RELATIONSHIP
SATISFACTION OF MIGRAINE PATIENTS: AN EMOTIONAL EXPRESSION
GROUP THERAPY PRACTICE

Kaya Kurtman, Pinar
Ph.D., Department of Psychology

Supervisor: Assoc. Prof. Dr. Ozlem Bozo

JULY 2017, 156 pages

The main purpose of present dissertation is to investigate the predictive role of
personality traits on quality of life and relationship satisfaction of migraine patients;
and the moderator role of emotional expression of the patients in these relationships.
In addition, the other purpose is to examine the effect of an emotional expression group
psychotherapy in terms of emotional expression, quality of life and romantic
relationship satisfaction of the migraine patients. Three studies were conducted in the
scope of thesis. The purposes of Study 1 were adapting Migraine Specific
Questionnaire (MSQ version 2.1) to Turkish and calculating its psychometric
properties. Data for Study 1 and 2 was collected from 150 migraine patients who met
the inclusion criterion of being married or having a romantic relationship at least for
the last 6 months. Psychometric properties of MSQ (Version 2.1) was calculated in

Study 1 which revealed good reliability and validity. Multiple moderation analyses



were conducted in Study 2. Different emotional expression styles moderated the
association of personality characteristics and quality of life or relationship satisfaction.
In addition, Study 3 included an intervention of emotional expression which was a
psychoeducational group therapy for migraine patients. Only, woman migraine
patients participated in 8 session of group therapy for Study 3 and data collected from
them before and after the intervention. Related-samples Wilcoxon signed-rank test was
conducted for Study 3. Results showed that group therapy elicited an increase in role
function restriction scores when it was compared pre-post measurements. Results and
their implications, as well as the strengths and limitations of the study, were discussed
in the light of the literature.

Keywords: Migraine, Personality Characteristics, Emotional Expression, Quality of
Life, Relationship Satisfaction
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MIGREN HASTALARININ KiSILIK OZELLIKLERI, DUYGU IFADELERI,
HAYAT KALITELERI VE ILISKi DOYUMLARI ARASINDAKI iLISKI:
DUYGU IFADESI GRUP TERAPISI UYGULAMASI

Kaya Kurtman, Pinar
Doktora, Psikoloji Boliimii

Tez Yéneticisi: Dog. Dr. Ozlem Bozo

Temmuz 2017, 156 sayfa

Bu doktora tezinin temel amaci kisilik 6zelliklerinin, migren hastalarinin yasam
kalitesi ve romantic iliski doyumlar: tizerindekisini aragtirmak ve duygu ifadesisinin
bu iligkiler tizerindeki diizenleyici etkisini incelemektir. Bu ¢alismanin diger bir amaci
ise duygu ifadesi ile ilgili grup terapisinin, migren hastalarinin yagsam kaliteleri ve
romantic iliski doyumu tizerindeki etkisini incelemektir. Bu tez kapsaminda ii¢ caligma
yapilmistir. Birinci ¢alismanimn amact Migrene Ozel Yasam Kalitesi Olgegini
(Versiyon 2.1) Tiirkge ’ye adapte etmek ve psikometrik analizlerini yapmaktir. Birinci
ve ikinci calismanin verisi, en az alt1 aydir evli ya da romantik iliskisi olma kriterlerini
karsilayan 150 migren hastasindan toplanmistir. Calisma 1°de Migrene Ozel Yasam
Kalitesi Olgeginin psikometrik dzellikleri hesaplandiginda, gecerli ve giivenilir oldugu
goriilmiistiir. Calisma 2’de c¢oklu moderasyon (diizenleyici) analizleri yapilmistir.

Farkl1 birgok duygu ifadesi tipi, kisilik 6zellikleri ve yagsam kalitesi ya da iligki doyumu

Vi



degiskenleri arasindaki iligkiyi modere (diizenlemistir) etmistir. Bunun yaninda,
Calisma 3, migren hastalarin1 duygu ifadesi ile ilgili egitmek amaciyla hazirlanan bir
grup terapisi igermektedir. Sekiz seanslik grup terapisine dokuz kadin hasta katilmistir
ve terapinin Oncesinde ve sonrasinda onlardan veri toplanmistir. Calisma 3’te
Wilcoxon Isaretli Sira Testi analizi yapilmistir. Sonuglar, 6n-son test karsilastirmasi
yapildiginda, duygu ifadesi grup terapisinin migrenin kisinin hayatini kisitlama
Ozelligini azalttig1 saptanmistir. Tezin tliim sonuglar1 ve yorumlari, ¢alismanin gii¢li

yonleri ve kisithiliklari, literatiir 1s181nda ele alinmistir.

Anahtar Kelimeler: Migren, Kisilik Ozellikleri, Duygu ifadesi, Yasam Kalitesi, Iliski

Doyumu
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CHAPTER1

GENERAL INTRODUCTION

Turkey is a collectivistic and traditional culture (Goregenli, 1997). In the traditional
cultures, expression of emotions is not encouraged especially for adults. In this cases,
people find a way to express their emotions. Bodily symptom is one of the ways of
expressing emotions in the traditional cultures. Researchers stated that bodily
symptoms cannot be differentiated from psychological disorders in the traditional
cultures (Angel & Thoits, 1987). Particularly, a study conducted with Turkish
immigrant women in Denmark, showed that only 8% of the participants reported
themselves as healthy, the remaining had bodily symptoms. Headache constituted
56% of the reported bodily symptoms which was a quite high percentage (Mirdal,
1985). Bodily symptoms or somatization has become one of the most important
elements of communication (Kirmayer & Young, 1998). Even it may have a key role
for communication in traditional culture. The reasons of somatization’s being a key
factor of communication will not be examined in the current study. However, based
on this information, migraine one of the most prevalent bodily expression in Turkish
culture will be the focus. Migraine will be examined in terms of its role of
replacement of an emotion. The mechanism under the replacement of a migraine to
direct emotional expression will be examined detailed and a psychotherapeutic
intervention will be proposed and applied in the present study.

To sum, the current dissertation will provide detailed information about the relations
among personality traits, the role of emotional expression, and their effects on

quality of life (QOL) and relationship satisfaction of migraine patients. Based on the



information from the study mentioned above, a treatment will be applied for the

patients.

To conclude, the most important concern of the current dissertation is providing a
valuable contribution to migraine literature and practice in Turkey. Since living in a
traditional culture made people inhibit or exhibit indirectly their real emotions and
this make them suffer from many kinds of bodily symptoms. Therefore, if this
emotional non-expression and bodily symptoms affect people this much, proposing
and providing a solution to this will be helpful for the patients and their families.

1.1 Migraine

Migraine is defined as ““ a decapitating chronic condition with unpredictable,
episodic, painful, throbbing headaches that may be accompanied by nausea,
vomiting, photophobia and phonophobia” (Martin et al., 2000, p. 204). Migraine is
known as the most ill-famed among the vascular headaches and it is hypothesized
that migraine headache causes alterations in constriction of the vascular arteries and

leads to throbbing unilateral pain (Brannon &Feist, 2014).

Migraine is listed as the third common disease in both males and females around the
world by The Global Burden of Disease Survey 2010 (GBD 2010), a study
conducted by the World Health Organization (WHO) (GBD, 2010 as cited in
(Steiner, Stovner, & Birbeck, 2013; GBD, 2010 as cited in \Vos et al., 2012)
Worldwide, 46% of adult population suffer from active headache disorder in general,
specifically 11% of adult population suffer from migraine. According to European
and American studies, each year 6-8% of men and 15-18% of women experience
migraine attacks. These numbers are even higher in Turkey; 8.5% of men and 24.6%
of women in Turkey suffer from migraine headaches (Ertas et al., 2012). For women,
the prevalence rate of migraine increases after puberty until about age of 40, and then
it declines (Silberstein, 2004). For both sexes, the prevalence rates are the highest
between the ages of 30-39, and lowest after the ages of 60 (Lipton et al., 2007).



1.2 liness-Related Characteristics of Migraine

Migraine has two sub-types which are migraine without aura and migraine with aura.
Migraine without aura is characterized by 4-72 hours lasting, unilateral located,
pulsating, moderate or severe intensity headache, which is intensified by physical
and daily activity and associated with nausea, vomiting, photophobia, and
phonophobia. Migraine with aura is constituted by visual and/or sensory and/or
speech/language symptoms without motor weakness, and symptoms do not last
longer than 1 hour (Headache Classification Committee of the International
Headache Society (IHS), 2013). More than half of the migraine patients (63%)
experience attacks 1-4 days of a month (Lipton et al., 2007). Duration of migraine
attacks can vary from a few hours to three days, and during this period patients may
have gastrointestinal complaints and hypersensitivity to light and sound (Macrae,
2007).

The frequency, severity, and duration of the migraine attacks are crucial in
determining the degree of negative influence of these attacks on patients’ lives.
Being more frequent, severe, and long lasting make migraine attacks even more
unbearable and create more disabilities for migraine patients (G. Tkachuk, Cottrell,
Gibson, O’Donnell, & Holroyd, 2003). Therefore, Leonardi, Raggi, Bussone, and
D’Amico (2010) stated that the more severe the migraine attacks, the worse the
quality of life of the patients. Moreover, (Dahlof & Solomon, 1998) stated that
frequency and duration of the migraine attacks determined the disability of the
patients. It was clear that the longer the migraine episode takes and the more
frequent, the greater the disabilities it creates in daily life.

1.3 The Aims and Organization of the Current Dissertation

The general aim of the current dissertation was to examine migraine from a
psychological point of view. In order to achieve this aim, three studies were
conducted. The specific aims of these studies were as follows: (1) Study 1 was
conducted to adapt Migraine Specific Quality of Life Questionnaire (Version 1.2)



into Turkish to be able to use it as one of the assessment tools in Study 2, (2) Study 2
aimed at finding the associations among, personality characteristics, emotional
expression, quality of life, and relationship satisfaction in Turkish married or in a
romantic relationship patients suffering from migraine. (3) The main goal of Study 3
was to develop and implement a group psychotherapy and examine its effectiveness

on quality of life of migraine patients.

Chapter 1 was the general introduction of the current dissertation. Chapter 2 included
the literature review, aims, hypotheses, method, result and discussion of Study 1. In
Chapter 3, literature review, aims, hypotheses, method, result and discussion of
Study 2 were presented. Chapter 4 covered literature review, aims, hypotheses,

method, result and discussion of Study 3.



CHAPTER 2

STUDY 1: ADAPTATION, RELIABILITY, AND VALIDITY STUDY OF
MIGRAINE-SPECIFIC QUALITY OF LIFE QUESTIONNAIRE (MSQ
VERSION 2.1)

2.1 Literature Review of Study 1

Headache is a very common disease around the world, and thus, researchers paid
great attention to it. Measurement of quality of life is one of the key factors to find
out the psychological and social outcomes of headaches. Researchers need to figure
out the reasons how and in what respects headache restricts patient’s life especially
for developing and implementing interventions. Therefore, it is important to develop
and administer questionnaires measuring the quality of life (QOL) of the chronic

headache patients.

Headache Scale (Hunter, 1983) was one of the oldest questionnaires developed for
the assessment of QOL of headache patients through measuring pain quality and
intensity of headache. The main purpose of Headache Scale was to close the deficit
of former questionnaire called McGill Pain Questionnaire (MPQ), developed by
Melzack (1983). McGill Pain Questionnaire was criticized as not being precise and
objective enough, hence Headache Scale was developed by revising MPQ (Hunter,
1983). Although, Headache Scale provided both qualitative and quantitative
information about headache pain, it was not sufficient to differentiate different types
of headaches from each other.

Pain Behavior Questionnaire (PBQ), originally developed by Philips and Hunter
(1981), aimed to assess different types of headaches, such as migraine, tension-type
and mixed headache in terms of pain and pain behaviors. In addition, it focused on

the effects of headache on patients’ lives (Appelbaum, Radnitz, Blanchard, & Prins,

5



1988). Headache Disability Inventory (HDI), another questionnaire assessing the
same construct with Headache Scale, MPQ, and PBQ, was designed to measure
short-term effects of migraine disability and perception of spouses of patients

(Jacobson, Ramadan, Norris, & Newman, 1995).

In addition to questionnaires that assess the short-term effects of acute migraine,
there were other questionnaires measuring the well-being of migraine patients
between the attacks. The Minor Symptoms Evaluation Profile (MSEP) (Dahlof,
1990), the Subjective Symptom Assessment Profile (SSAP) (Dalhof & Dimenas,
1995), and the Psychological General Well-Being (PGWB) (Grossi & Compare,
2014) are some of the examples for the questionnaires mentioned above (Dalhof &
Dimenas, 1995).

For measuring the quality of life (QOL) of chronically ill patients, the most widely
used questionnaire is Medical Outcome Study (MOS) Short Form Health Survey,
SF-36 Short Form (as cited in Solomon, 1997). SF-36 was developed according to
the results of Medical Outcome Study. Firstly, 20-item version was developed then
36-item version started to be used. Both versions are used to measure QOL in wide-
range of chronic illnesses (Solomon, 1997), including headache (Solomon,
Skobieranda, & Gragg, 1993). However, SF-36 could not differentiate the migraine
from other headache types. Similarly, Headache Impact Test (HIT-6) (Nachit-
Ouinekh et al., 2005) and Comprehensive Headache-Specific Quality of Life
Questionnaire (Manhalter, Bozsik, Palasti, Csépany, & Ertsey, 2012), assessment
tools that have been developed recently, were also not specific to migraine.

To conclude, there have been many assessment tools to measure the quality of life of
chronically ill patients including the ones suffering from headache. However, until

recently, there was no QOL measure developed specifically for migraine patients.



2.1.1 Migraine Specific Quality of Life Questionnaire (Version 2.1)

Since the measurement tools mentioned above were inadequate to fully apprehend all
domains of QOL in migraine patients, three different migraine specific quality of
life questionnaires, namely, the Migraine-Specific Quality of Life (MSQOL)
(Wagner, Patrick, Galer, & Berzon, 1996) a brief 24-hour Migraine-Specific QOL
Questionnaire (MQoLQ) (Hartmaier, Santanello, Epstein, & Silberstein, 1995), and
Migraine-Specific Quality-of-Life Questionnaire (MSQ Version 1.0) (Jhingran,
Davis, LaVange, Miller, & Helms, 1998), were developed. The first measure,
MSQOL, was developed to measure the longer-term effects of migraine on patients’
quality of life. In other words, it was not designed to measure the quality of life of
the migraine patients in a specified time, i.e., just before the migraine attack or
between attacks (Wagner et al., 1996). The other measurement tool, Brief 24-hour
Migraine-Specific Quality of Life Questionnaire, was developed to understand the
short-term quality of life of patients after acute migraine attacks. This questionnaire
had five different domains namely, work functioning, social functioning,
energy/vitality, migraine headache symptoms, and feeling and concerns, and it
considered these for acute migraine attacks and their short-term effects (Hartmaier et
al., 1995). The last measure, Migraine-Specific Quality-of-Life Questionnaire (MSQ)
(Version 1.0), was developed to assess quality of life of migraine patients for longer
durations but over a specified time period, i.e., 4 weeks. MSQ (Version 1.0) had
three domains, which were role restrictive (RR), role preventive (RP), and emotional
unction (EF) (Jhingran et al., 1998; Jhingran, Osterhaus, Miller, Lee, & Kirchdoerfer,
1998). Although psychometric properties of MSQ (Version 1.0) was satisfactory,
MSQ (Version 2.0) was developed with the help of the feedbacks of professionals
and patients. There were several aims of developing the second version of MSQ);
decreasing uncertainty of the items, improving discriminant and convergent validity,
and standardizing response categories into 6-point Likert-type-scale. After
developing Version 2.0, researchers recognized that 14-item version of MSQ
enhanced factor structure compared to original 16-item MSQ (Version 2.0).

Therefore, researchers ended up with the 14-item version (Version 2.1), which is
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widely used in the literature to assess the long-term quality of life of migraine

patients over four-week-period (Martin et al., 2000).

2.2 Aims and Hypotheses

The aims and hypothesis of the current study will be demonstrated and explained in

the following sections.

2.2.1 Aims of the Study 1

According to the literature stated above, MSQ (Version 2.1) is an important
assessment tool to measure quality of life specific to migraine. To the best of my
knowledge, there is no other questionnaire assessing long-term effects of migraine on
QOL of migraine patients, particularly in Turkish language. Thus, adapting MSQ
(Version 2.1) into Turkish has a vital role both for the current dissertation and the
other migraine research that will be conducted in the future in Turkey. The aim of
the Study 1 was to translate MSQ (Version 2.1) into Turkish and to examine its

factor structure, reliability and validity using a Turkish sample.

2.2.2 Research Hypotheses

The hypotheses of Study 1 are as follows:

(1) Factor analysis will reveal three factors for Turkish MSQ (Version 2.1).

(2) Turkish MSQ (Version 2.1) will have acceptable internal consistency reliability
values.

(3) Turkish MSQ (Version 2.1) will have acceptable convergent, divergent, and

criterion-related validity values.

2.3 Method

The participants of the study, sample characteristics, measures of the study and

procedure will be discussed in the following sections.



2.3.1 Participants

The participants of this study were 150 migraine patients who met the inclusion
criterion of being married or having a romantic relationship at least for the last 6
months. In addition, participants were selected according to the criteria of official
diagnosis and in this respect declarations of participants are taken as a basis. One
participant was excluded from the Study 1 owing to not responding one of the
questionnaires. The study continued with 149 participants. Of the 149 participants,
120 were women (80.5 %), 25 were men (16.8 %), and 4 participants did not indicate
their gender (2.7%).

Forty-two participants (28.2 %) failed to write their age while filling out the hard
copies of the questionnaires. The age range of the remaining 107 participants (71.3
%) was between 18 and 64 with a mean of 32.89 (SD = 10.72). The majority of the
participants reported their perceived income as middle (n = 130, 87.2%). In addition,
9 participants (6 %) perceived themselves in low income group and 8 of them (5.4
%) perceived themselves in high income group. More than half of the sample
consisted of participants with undergraduate degree (n = 86, 57.7%); 36 of the
remaining participants had graduate degree (24.2 %) and 26 of them had high school
degree (17.4 %) at most. The distribution of the participants according to the
residence where they had grown up was as follows: 66 of them grew up in metropolis
(44.3 %), 50 of them grew up in a city (33.6 %), and 31 of them grew up in a village,
town or county (20.8 %). Finally, the relationship status of the participants was as
follows: 85 of the participants (57 %) had been married at least for the last 6 months,
and 63 of them (41.6 %) had had a romantic relationship at least for the last 6 months

(See Table 2.1 for the demographic characteristics of the sample).



Table 2.1 Demographic Characteristics of the Sample of Study 1

M SD n % Min-Max

Gender

Female 120 80.5

Male 25 16.8
Age 32.89 10.72 18-64
Income

Low 9 6

Middle 130 87.2

High 8 5.4
Education

High School and Lower 26 17.4

University 86 57.7

Graduate 36 24.2
Hometown Residence

Village/Town/Country 31 20.8

City 50 33.6

Metropolis 66 44.3
Relationship Status

Married 85 57

Romantic Relationship 63 41.6

Time since diagnosis varied between the 2 months and -420 months (M = 99.38, SD
= 94.05). In addition, the frequency of the migraine attacks for the last three months
differed between 0-90 days with a mean of 11.15 (SD = 10.20), and the duration of
their migraine attacks was between 0-720 hours with a mean of 30.15 (SD = 68.76).
While participants evaluated the severity of their migraine attacks on a 10-point scale
with a mean of 6.92 (SD = 1.98); and similarly, on a 10-point scale they reported
their perceived control over the attacks with a mean of 4.58 (SD = 2.35). Moreover,
75.8 % of the participants (n = 113) stated that they had no other physical illness,
while 22.8 % of them (n = 34) had at least one more physical illness except for
migraine. Finally, 8.1 % of the sample (n = 12) reported a psychological disorder,
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and 90.6 % of them (n = 135) reported no psychological disorder (see Table 2.2 for

the illness-related characteristics of the sample).

Table 2.2 Iliness-Related Characteristics of the Sample of Study 1

M SD n % Min-Max

Time Since Diagnosis (months) 99.38 94.05 2-420
Frequency (days) 11.15 10.20 0-90
Severity 6.92 1.98 1-10
Controllability 4.58 2.35 1-10
Duration (hours) 30.15 68.76 0-720
Physical Iliness

Yes 34 22.7

No 114 76
Psychological Disorder

Yes 12 8.1

No 135 90.6

2.3.2 Measures

2.3.2.1 Demographic Information Form (DIF)

Demographic Information Form (DIF) included questions on gender, age, income,
relationship status, hometown residence and absence-presence of any physical and

psychological disorder.

In order to determine the illness-related characteristics of the participants, frequency,
severity, duration and controllability of migraine attacks were asked to the
participants by following questions; “Frequency: On how many days in the last 3
months did you have headache? (If the headache attack lasted more than 1 day, count
each day.)”, “Severity: On a scale of 0 - 10, on average how painful were these

headaches? (Where 0 = no pain at all, and 10 = pain as bad as it can be.)”, “Duration:
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Once the headache started, for how long have you had it?”, “Controllability: How

controllable do you think your migraine attacks are?” (see Appendix A).

2.3.2.2 Migraine Specific Questionnaire (MSQ version 2.1)

Migraine Specific Questionnaire Version 1.0 was developed by Jhingran et al.,
(1998) (Glaxo Welcome Inc.) and it aimed at measuring the migraine patients’ long-
term quality of life over a specified time period (4 weeks). Its psychometric
properties were acceptable. Martin and friends, (2000) revised the Migraine Specific
Questionnaire and developed the version 2.1. In this revised questionnaire, there
were three dimensions namely Role Restrictive (RR), Role Preventive (RP), and
Emotional Function (EF). Role Restrictive dimension determines which
performances of normal activities are limited by migraine, and its Cronbach alpha
coefficient was .96. Role Preventive dimension assesses degree to which
performance of normal activities is interrupted by migraine, and its Cronbach alpha
coefficient was .93. The last dimension was Emotional Function and it measures the
emotional influences of migraine such as feeling of frustration and helplessness, and
its Cronbach alpha coefficient was .86. In the present study, the internal consistency
reliabilities of the subscales as calculated by Cronbach’s alpha were .95 for role-
function restrictive subscale, .92 for role-function preventive subscale, and .84 for

emotional function subscale (see Appendix C).

2.3.2.3 The MOS 36 Item Short Form Health Survey (SF 36)

SF-36 was developed by McHorney, Ware, Rachel Lu, and Sherbourne, (1994) in
order to determine the health status of the participants. It was translated into Turkish
by Fisek in 2002 (as cited in Pinar, 2005), but its psychometric properties were
assessed by (Pinar, 2005). It has 8 dimensions namely, physical functioning, physical
role, bodily pain, general health perception, vitality, social functioning, role-
emotional, and mental health. Their internal consistency coefficients are as follows
respectively; .90, .87, .86, .79, .87, .84, .82, .82. SF-36 could be evaluated in eight
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dimensions as mentioned above or two main dimensions which are physical health
and mental health. In the current study, two main dimension was taken into
consideration and their internal consistency coefficients were calculated. Cronbach’s
alphas of physical health and mental health were .89 and .90 respectively (see
Appendix D).

2.3.2.4 Positive and Negative Affect Schedule (PANAS)

It was developed by (Watson, Clark, & Tellegen, 1988) and adapted to Turkish by
(Gengdz, 2000). It is aimed at measuring the affective state of the participants for last
two weeks. It has two dimensions namely positive affect and negative affect. It has
10 items per dimension and total 20 items rated on 5-point Likert-type scale. Internal
consistency coefficient of positive affect dimension is .83 and .86 for negative affect
and test re-test reliability coefficients are .40 and .54 respectively. In the present
study, Cronbach’s alpha internal consistency reliability of positive affect dimension

was .87 and negative affect dimension was .89 (See Appendix E).

2.3.3 Procedure

Firstly, necessary permissions were received from GlaxoSmithKline Group of
Companies who have the copyright of Migraine-Specific Quality of Life
Questionnaire-v2. Then, ethical approval was obtained from Middle East Technical
University ethical committee. After all the permissions were completed,
questionnaire booklet was prepared both electronically and as hard copy. Electronic
copy was prepared via Qualtrics, online survey program. Nearly half of the data was
gathered from Qualtrics, and the other half was obtained from the students attending
to a course in psychology department at Middle East Technical University or their
connections. Individuals, who met the inclusion criteria, which were being
diagnosed with migraine, and being married or having a relationship for at least 6
months, participated in the study. Participants were selected according to the criteria

of official diagnosis. Declarations of participants are taken as basis. Before

13



answering the questions, they were given an informed consent. The informed consent
form included information about the study and participants’ rights (see Appendix A).

The participants completed the questionnaires was approximately in 35-40 minutes.

2.4 Results

Principal Component Factor Analysis with VVarimax Rotation was applied to fourteen
items of the MSQ (Version 2.1) in order to determine its factor structure. Using
Kaiser Criterion, the results indicated three factors with eigenvalues greater than 1.
Obtained three factors explained 79.25% of the variance. Extraction communalities

ranged from .69 to .87.

The 7-item first factor was named as Role-Function Restrictive. Eigenvalue of the
first factor was 5.13 (Cronbach's « = .95). This factor explained 36.64 % of the total
variance. The four-item second factor was called Role-Function Preventive and it
explained 24.54 % of the total variance. Eigenvalue of the second factor was 3.44
(Cronbach's « = .91). The 3-item last factor was called Emotional Function and its
eigenvalue was 2.53. The third factor explained the 18.08 % of the total variance
(Cronbach’s a = .83). The results of the factor analysis revealed that MSQ (Version
2.1) had construct validity (See Table 2.3).
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Table 2.3 Factor Structure and Loadings of Migraine Specific Quality of Life Scale (Version 2.1)

qT

Item Factor1 Factor2 Factor 3
3. In the past 4 weeks, how often have migraines interfered with how well you dealt with family, friends and others 0.84 0.31 0.19
who are close to you?

2. In the past 4 weeks, how often have migraines interfered with your leisure time activities, such as reading or 0.82 0.26 0.28
exercising?

4. In the past 4 weeks, how often did migraines keep you from getting as much done at work or at home? 0.80 0.41 0.24
5. In the past 4 weeks, how often did migraines limit your ability to concentrate on work or daily activities? 0.76 0.38 0.30
1. In the past 4 weeks, how often have migraines interfered with how well you dealt with family, friends and others ~ 0.75 0.34 0.13
who are close to you

6. In the past 4 weeks, how often have migraines left you too tired to do work or daily activities? 0.64 0.47 0.33
10. In the past 4 weeks, how often did you have to stop work or daily activities to deal with migraine symptoms? 0.58 0.56 0.29
7. In the past 4 weeks, how often have migraines limited the number of days you have felt energetic? 0.57 0.55 0.32
12. In the past 4 weeks, how often have you felt fed up or frustrated because of your migraines? 0.50 0.48 0.49
11. In the past 4 weeks, how often were you not able to go to social activities such as parties, dinner with friends, 0.36 0.80 0.26
because you had a migraine?

8. In the past 4 weeks, how often have you had to cancel work or daily activities because you had a migraine? 0.54 0.72 0.17
9. In the past 4 weeks, how often did you need help in handling routine tasks such as every day household chores, 0.37 0.71 0.40
doing necessary business, shopping, or caring for others, when you had a migraine?

13. In the past 4 weeks, how often have you felt like you were a burden on others because of your migraines? 0.16 0.31 0.86
14. In the past 4 weeks, how often have you been afraid of letting others down because of your migraines? 0.27 0.16 0.85

Note. Factor 1: Role-function restrictive; Factor 2: Role-function preventive; Factor 3: Emotional function



2.4.1 Internal Consistency Reliability of MSQ (Version 2.1)

Cronbach’s alpha internal consistency reliability of total MSQ (Version 2.1) was
.961. Reliability analysis results of total MSQ (version 2.1) can be seen in Table 2.4
and also reliability analyses of the subscales of MSQ (Version 2.1) can be seen in
Table 2.5.

Table 2.4 Reliability Analysis of Migraine Specific Quality of Life Questionnaire
(MSQ version 2.1)

Item M SD o if Iltem Deleted Item Total

Correlations

1 50.42 215.15 0.96 0.73
2 50.76 210.00 0.96 0.81
3 50.72 209.85 0.96 0.81
4 50.65 207.63 0.96 0.87
5 50.72 210.29 0.96 0.85
6 50.62 207.79 0.96 0.83
7 50.74 211.05 0.96 0.82
8 50.03 208.71 0.96 0.83
9 50.30 206.92 0.96 0.80
10 50.19 210.51 0.96 0.82
11 50.08 208.42 0.96 0.78
12 50.87 207.39 0.96 0.81
13 49.54 215.06 0.96 0.63
14 49.75 212.41 0.96 0.61
Total 54.26 242.92

questionnaire

Note. Cronbach’s alpha reliability of the total questionnaire was .96.
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Table 2.5 Reliability Analysis of Sub-scales of Migraine Specific Quality of Life

Questionnaire (MSQ version 2.1)

Item M SD a if Item Item Total
Deleted Correlations
Role-Function Restrictive
1 21.35 49.86 0.95 0.75
2 21.68 47.39 0.94 0.83
3 21.65 47.00 0.94 0.86
4 21.58 46.26 0.94 0.90
5 21.65 47.72 0.94 0.87
6 21.54 47.02 0.94 0.82
7 21.67 48.83 0.95 0.78
Total Sub-Scale 25.19 64.42
Role-Function Preventive
8 12.22 14.04 0.87 0.85
9 12.48 13.89 0.90 0.78
10 12.38 14.94 0.89 0.79
11 12.26 13.91 0.89 0.80
Total Sub-Scale 16.44 2453
Emotional Function
12 9.24 7.56 0.83 0.64
13 7.90 7.05 0.71 0.76
14 8.12 6.54 0.77 0.70
Total Sub-Scale 12.53 14.64

Note. Cronbach’s alpha reliabilities of the subscales were .95, .92 and. 84, respectively.

2.4.2 Convergent Validity of MSQ (Version 2.1)

In order to test convergent validity of MSQ (Version 2.1) and its subscales (Role-

Function Restrictive, Role-Function Preventive, and Emotional Function),

correlation coefficients of them with physical health and mental health subscales of

SF-36 were examined. According to the results, physical health subscale of The
MOS 36 Item Short Form Health Survey (SF 36). (SF-36) was significantly and
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positively correlated with MSQ total (r = 0.67, p < .01), role-function restrictive (r =
0.58, p < .01), role-function preventive (r = 0.65, p <.01), and emotional function (r
=0.61, p <.01). In addition, mental health subscale of SF-36 was also significantly
and positively correlated with MSQ total (r = 0.43, p <.01), role-function restrictive
(r =0.35, p <.01), role-function preventive (r = 0.43, p <.01), and emotional
function (r = 0.40, p < .01) (see Table 6). To sum up, this results showed that the
higher the migraine specific quality of life, the better general physical health and

mental health.

2.4.3 Divergent Validity of MSQ (Version 2.1)

In order to test the divergent validity of MSQ (Version 2.1) and its subscales, their
correlation coefficients with negative affect (NA) subscale of PANAS were
examined. According to the results, NA significantly and negatively correlated with
MSQ total (r =-0.22, p < .01), role-function-preventive (r = -0.20, p <.05), and
emotional function (r = -0.25, p < .01). However, NA was not significantly

correlated with role-function restrictive (r = -0.13, n.s) (see Table 2.6).

Table 2.6 Correlations of the MSQ and its Subscales with the Scales Used for Convergent

Validity and Divergent Validity

MSQ (Total) RFR RFP EF PH MH NA
MSQ (Total)
RFR 93**
RFP .94** .86**
EF .89** J1F* 73
PH B7** B59**  B5** 61**
MH A3** 35*%*  43*%* A40** 62%*
NA -.22%* -13 -.20* -.25%* -.30** -52**

Note 1. *p < .05, **p < .01

Note 2: MSQ: Migraine Specific Quality of Life Scale, RFR: Role-Function Restrictive,
RFP: Role-Function Preventive, EF: Emotional Function, PH: Physical Health, MH:
Mental Health, NA: Negative Affect
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2.4.4 Criterion-Related Validity of MSQ (Version 2.1)

Finally, in order to test the criterion-related validity of MSQ, data was divided into
two in terms of severity of the migraine via median split. Multivariate Analysis of
Variance (MANOVA) was used in order to compare participants with high level of
perceived severity of migraine with participants with low level of perceived severity
of migraine in terms of migraine specific quality of life. Bonferroni correction was
done and .0125 significance level value was used for the analysis. Multivariate
analyses was significant [Multivariate F(3, 104) = 9.20, p <.001, Wilks’ A =.79,
partial #2 = .21]. According to the univariate results, role function restriction of
migraine was significantly different between the participants with high and low
levels of perceived severity of migraine [F (1, 106) = 23.12, p < .001; partial #* =
.18]. Similarly, role function prevention of migraine found to be significantly
different between high and low levels of perceived severity of migraine [F (1, 106) =
16.64, p < .001; partial #? = .14]. Emotional function of the participants was also
significantly different between high and low perceived severity groups [F(1, 106) =
23.16, p< .001; partial 72 = .18]. Lastly, total migraine specific quality of life of the
participants significantly differed between the levels of high and low perceived
severity of migraine [F(1, 106) = 24.43, p< .001; partial #° = .19]. In other words,
participants with higher perceived severity of migraine (M = 43.16, SD = 22.51) had
less role-function restrictive scores than participants with less severe migraine (M =
63.70, SD = 43.16). Participants with higher perceived severity of migraine (M =
53.16, SD = 24.27) had also less role-function preventive scores than the participants
who had less perceived severity of migraine (M = 71.96, SD = 23.52). Similarly,
participants with more severe migraine (M = 52.05, SD = 26.26) had also less
emotional function scores than the participants who had lower perceived severity of
migraine (M =74.77, SD = 22.36). When the total MSQ score was examined, again
the similar effect was observed and participants with higher perceived severity of
migraine symptoms (M = 148.36, SD = 68.29) had lower migraine specific quality of

life scores than participants with less severe migraine symptoms (M = 210.43, SD =
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61.44). These results revealed that Turkish adaptation of MSQ (Version 2.1) had

criterion-related validity (see Table 2.7).

Table 2.7 MANOVA Results for Participants with High and Low Severity of Migraine

High Severity Low Severity Significance Test
m sd m sd
Quality of Life  Multivariate F(3, 104) = 9.20, p < .001, Wilks’ A = .79, partial »° = .21
MSQ (Total) 148.36 68.29 210.43 61.44 F(1, 106) = 24.43*
RFR 43.16 22.51 63.70 43.16 F(1, 106) = 23.12*
RFP 53.16 24.27 71.96 23.52 F(1, 106) = 16.64*
EF 52.05 26.26 74.77 22.36 F(1, 106) = 23.16*

Note. *p < .001

2.5 Discussion

The purpose of this study was to adapt MSQ (Version 2.1) into Turkish and to
examine its factor structure, reliability and validity in a sample of Turkish migraine
patients. MSQ (Version 2.1) is a questionnaire assessing migraine specific quality of
life. The original English version has three dimensions namely role-function
restrictive (RFR), role-function preventive (RFP), and emotional function (EF).
According to our results, factor structure of the Turkish version demonstrated
acceptable fit to the factor structure of the original version (Martin et al., 2000) and it

yielded three factors.

Regarding reliability, internal consistency reliability analysis was conducted for
subscales and total scale. Turkish version revealed high reliability scores for RFR,
RFP, and EF subscales and total scale; however, it was slightly lower than the
original one (Martin et al., 2000). In the original version, migraine specific quality of
life was measured by the scores of three subscales. Therefore, it is recommended that
Turkish version should also be used with subscale scores, without total score

calculation.
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Three validity tests were conducted, namely convergent, divergent, and criterion-
related validity. In order to test convergent validity, correlations of RFR, RFP, and
EF with physical and mental health subscales of SF 36 were calculated. According to
the results, all of the three subscales of MSQ were positively correlated with physical
and mental health. Correlation coefficients of RFR, RFP, EF with mental health were
moderate and consistent with the original study (Martin et al., 2000). However,
RFR, RFP, and EF were more strongly correlated with physical health than mental
health, which was partly inconsistent with the original MSQ study In the original
study, RFR and RFP were more strongly correlated with physical health than mental
health; however, EF was more strongly correlated with mental health than physical
health (Martin et al., 2000).The reason why the correlations between EF and mental
health was lower than the correlation between EF and physical health, might be the
patients’ denial of their emotions. Consistent with the findings of Study 2 and Study
3 of the current dissertation, migraine patients had a tendency not to process their
emotions actively. Study 2 and Stud 3 showed that they experience their feeling;
however, they could not actively face and process them. Using passive aggression as
an anger expression was an example of this tendency. These findings might imply
that migraine patients might perceive that EF subscale questions did not ask their

emotion. To illustrate, when they saw the following question “Son 4 hafta icerisinde,

migreniniz nedeniyle hangi siklikta kendinizi bikkin ve yilgin hissettiniz?”, they
might perceive it as a health-related question rather than an emotional question. This
might be the reason of the inconsistency of the current finding and the literature in

terms correlations between EF and mental health.

Regarding divergent validity, the correlation coefficients were calculated between
RFR, RFP, EF and negative affect (NA) subscale of PANAS. According to the
results, NA was significantly and negatively correlated with RFP and EF. This
finding was parallel to other findings in the literature. For example, a study stated
that emotional disturbance and severity of migraine were related to each other
(Pearce, 1977).
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Regarding the criterion-related validity, patients with low and high perceived
severity of migraine were compared in terms of RFR, RFP, and EF. According to
results, migraine patients with high severity had less RFR, RFP, and EF compared to
migraine patients with low severity in line with the expectations. This results
suggested that higher severity of the migraine affected the quality of life negatively
consistent with the literature (Leonardi et al., 2010; Tkachuk et al., 2003).

In sum, Turkish version of MSQ (Version 2.1) was accepted to have good internal
consistency reliability, construct validity (convergent and divergent validity), and

criterion-related validity.

2.5.1 Strength and Limitations of the Study; Suggestions for the Future
Studies

The present study was to first to translate and examine the psychometric properties of
MSQ (Version 2.1) into Turkish. It was also the first quality of life questionnaire
specific to migraine adapted to Turkish language. Moreover, psychometric properties
of the Turkish version were quite acceptable. Thus, current study made a
contribution to Turkish migraine literature. One of the most important strength of this
study was that the sample was clinical. Additionally, wide age range, income, and

education level of the participants made this study more generalizable.

The current study was not without its limitations. One of them was that the
participants were selected with their own declaration of having diagnosed with
migraine. In future studies, participants with official migraine diagnosis might be
recruited with the help of medical professionals. Another limitation of the study was
that there were more female than male participants in the current study. This
prevented to compare two groups. However, this situation was in line with the
previous studies in Turkey stating that migraine is more prevalent among women
(Ertas et al., 2012).
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CHAPTER 3

STUDY 2: THE PREDICTIVE ROLE OF PERSONALITY TRAITS ON
QUALITY OF LIFE AND ROMANTIC RELATIONSHIP
SATISFACTION OF MIGRAINE PATIENTS: THE MODERATOR
ROLE OF EMOTIONAL EXPRESSION

3.1 Literature Review of Study 2

Frequency, duration, and severity were illness-related variables. Most of the migraine
studies were based on these variables about migraine. The associations among these
three variable and the other variables (i.e., quality of life, quality of relationships)
have been studied so far. In current study, these three variables will be used to get
detailed information about the migraine sample. Frequency, duration, and severity
will be a connection to understand the relation between migraine and quality of life

in the following section.

3.1.1 Quality of Life and Migraine

Since migraine is a life-disrupting type of headache, many studies have been
conducted to examine the quality of life of the patients. In general, these studies have
focused on physical, emotional and social functioning of patients (Schrag, 2006) and
they suggested that migraine reduces the health-related quality of life of patients
(Raggi et al., 2011). For instance, in a qualitative study, in which migraine patients
were asked to explain the difficulties in their lives, they reported three major
problematic aspects in their social lives; work and studies, life within the family
and/or with a partner, and social relationships outside the family and working
environment (Ruiz de Velasco, Gonzalez, Etxeberria, & Garcia-Monco, 2003).
Although disability and quality of life are different constructs, disability in daily life,

family life, and work life is strongly associated with lower quality of life. Therefore,
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effects of disability on quality of life have been studied widely for migraine patients
(Hambrick, Turk, Heimberg, Schneier, & Liebowitz, 2003). In a review article about
quality of life that considered all types of headache patients, it was found that
migraineurs had more disability in social functioning so they reported more
absenteeism and they were less productive at work compared to other headache
patients (Abu Bakar et al., 2015) Migraine is recorded as the 19" leading cause of
disability for both women and men for all ages (Dawn C Buse, Rupnow, & Lipton,
2009), with women having more migraine related disability than men (Dawn C. Buse
et al., 2012). In addition to this, chronic migraine patients suffer from disability two
or three times more than episodic migraine patients (May & Schulte, 2016), and they
are trying to get medical care more frequently than patients with episodic migraine
(Bigal, Serrano, Reed, & Lipton, 2008).

Regarding personal point of view, it was clear that disabilities which migraine
created affect the patients negatively. When considering the interpersonal point of
view, migraine not only affect the patients themselves, it also affects the
relationships which the patients were in (i.e., romantic relationship, family
relationships). Therefore, in the next section the association between migraine and

relationship satisfaction will be reviewed.
3.1.2 Relationship Satisfaction and Migraine

Migraine does not only negatively affect the quality of life of the patients, but also
ruins their family life because of the disabilities that it leads to. For example, in a
qualitative study, a migraine patient expressed the effects of disability on her life as
follows; “I was in pain every Sunday, and I realize that it must have been a
nightmare for my husband” (p. 896, Ruiz de Velasco et al., 2003). In the same study,
another patient stated that her family members hate her owing to the reason that she

cannot participate in any outside social activity with them.

There are various population-based studies supporting the above qualitative data, one

of which was conducted in US and UK. In this study, it was found that half of the
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people with migraine argued with their partners specifically because of migraine.
Thirty six percent of migraine patients thought that if they did not have migraine,
they would be a better partner. In addition, researchers stated that patients’
communication with their partners was deteriorated because of migraine (Lipton et
al., 2003). Furthermore, according to the findings of Smith’s study (1998), one out of
every four migraine patients had less often sexual relationship with their partner than
before and their quality of sexual relationships diminished. Therefore, according to a
study, patients with chronic headache had more cohesion problems in their
relationship with their partners compared to people without headache (Basolo-
Kunzer, Diamond, Maliszewski, Weyermann, & Reed, 1991). Moreover, other than
cohesion of the relationship, relationship adjustment was also negatively affected by
migraine (Carter & Carter, 1994) which results in unhappiness in the relationship
(Renne, 1971). Consequently, 5% of migraine patients got divorced owing to these
reasons (Smith, 1998).

Researchers, who studied the women-men difference in terms of relationship
satisfaction in chronic illnesses, stated that women became less satisfied with their
relationship when their husband were chronically ill. However, their relationship
satisfaction was higher when they were chronically ill. Researchers explained this
finding as following; while they were chronically ill, women became happy due to
the attention they got from their partner; however, when the partner was chronically
ill, they complained about their partner’s disinterest and they became unhappy

(Hafstrom & Shram, 1984).

To conclude, family functions are deteriorating and the relationship of the partners is
adversely affected by migraine. Thus, studies underlined the importance of including
the family to the treatment (Smith,1998). Therefore, relationship satisfaction of

migraine patients will be an important focus of this study.
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3.1.3 Emotion and Migraine

As stated previously, people with migraine have lots of impairments in their daily
lives because of the frequency of the attacks. To illustrate, their daily routines, social
life, and work life are affected by migraine attacks (Lipton et al., 2007). Migraine
frequency was also negatively associated with global health utility, particularly in
emotion, cognition and pain components (Brown et al., 2008). Pearce (1977)
particularly stressed the importance of emotional disturbance which causes the most
frequent and the most severe migraine attacks.

Since migraine is a widespread condition, there is an enormous number of research
about its symptoms, effects on people’s lives and the precipitating factors. Although
there are many medical hypotheses about the causes of migraine, they remain
insufficient for total understanding. Therefore, many researchers have discussed
migraine from different perspectives. For example, Bussone, Grazzi, & Panerai
(2012; Craig, 2003) who studied the relationship between pain, emotion, and
headache, have suggested that pain may be an emotional response stemmed from the
changes in the homeostasis of the interoceptive system that bring together the
nociceptive information with the emotional brain work. They also stated that
migraine is a sign of homeostatic imbalance within the body or brain. In other words,

they emphasized the relation between emotions and migraine in their research.

3.1.4 Emotional Expression and Migraine

Breuer and Freud (1893) did also draw attention to the emotions for some
psychosomatic symptoms including chronic headache. They focused their studies on
the patients with hysterical symptoms. They recognized that the underlying reason of
hysteria is a big trauma or many little traumas in patients’ histories. The question
why an event lived in the past affects the person that much was answered by Breuer
and Freud. They stated that an energetic reaction (a class of voluntary or involuntary
reactions like tears, acts of revenge etc.) for an event that aggravates an emotion is

needed in order to lessen the effects of a negative emotion. Reaction was the key
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element because presence of a reaction determined the future symptoms. In other
words, suppression of the bad memory and reaction leads to hysterical symptoms
including migraine in the future. Hence, to reduce the symptoms of hysteric patients,
Breuer and Freud used language as a substitute for an action. In other words,

“talking” replaced the original reaction and it is called “abreaction”.

In the light of Breuer’s and Freud’s studies, expression of suppressed negative
emotions gained importance for the treatment of psychosomatic disorders. Today, the
effects of emotional inhibition on the psychosomatic illnesses are still important for
the researchers and headache is considered as one of the most common
representations of somatization (Abbass, Lovas, & Purdy, 2008). To illustrate,
Passchier, Goudswaard, Orlebeke, and Verhage (1988) found in their study that
emotional inhibition might contribute to a migraine attack after a stressful situation.
Moreover, studies showed that migraineurs have a higher tendency to repress their
emotions and direct their aggression to themselves rather than to others. In addition,
they found that the higher the self-aggression, the higher the frequency of headaches
in the migraine patients (Passchier et al., 1988). In other words, patients who cannot
express their negative emotions and direct to themselves are likely to experience

migraine attacks more frequently.

Although research about emotional expression mostly focused on individuals,
Guerrero (1994) studied emotional expression from an interpersonal scope at the
beginning of 1990’s. Guerrero focused on the ways of expressing three negative
emotions; anger, sadness, and guilt. In addition to describing emotional expression
types, Guerrero and her colleagues gave their attention to investigating the effect of
expressing emotions on relationships (Guerrero, La Valley, & Farinelli, 2008)
Studies showed that relational satisfaction was higher when partners use constructive
types of emotional expression rather than destructive ones (Guerrero, Farinelli, &
McEwan, 2009). Moreover, in another study, researchers found that the emotional
support that partners provided to each other made them perceive one another more

emotionally responsive, and this predicted better health for the partners. The results
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of this study also revealed that meeting emotional needs of each other in a
relationship may provide better adjustment to cope with illnesses (Fekete, Stephens,
Mickelson, & Druley, 2007).

The following part describes the three types of emotional expression (i.e., anger,

guilt and sadness) in greater detail.

3.1.4.1 Types of Anger Expression

Guerrero (1994) made a very extensive literature review on emotions, and according
to this review, anger was brought into focus in terms of expression. Anger expression
was divided into four categories, namely distributive aggression, integrative

assertion, passive aggression, and nonassertive- denial.

Distributive aggression was one of the most direct and threatful styles of expression
of anger. It was characterized as behaviors like demanding too much, threating and
discouraging the other person, and breaking objects (DeGiovanni & Epstein, 1978;
Rimm, Hill, Brown, & Stuart, 1974).

The other type of anger expression was labeled as integrative assertion by Guerrero
(1992 as cited in Guerrero, 1994) and it was conceptualized as integration, assertion,
and empathy (Guerrero, 1994). People who use integrative assertion show their
partners more empathy, make more self-disclosure, and they use problem-solving
approach more (Guerrero et al., 2008). They desire to express their thoughts and
feelings to their partners and they have more genuine communication (Piaget, 1980
as cited in Guerrero, 1994). In addition to their assertiveness, they are able to
understand and respect their partners’ feelings, needs, and thoughts (Bingham, 1991,
Delamater & McNamara, 1986).

The third anger expression type defined by Guerrero (1994) was passive aggression.
Passive aggression is threatening as distributive aggression type; on the other hand, it

is indirect. In other words, people who use passive aggression generally wants to
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intimidate their partners but they do it in silence. To illustrate, when there is a
conflict, they remain in silence with cold and dirty looks or they make some
insinuation but the message they want to give is not clear all the time Guerrero
(1994).

The fourth and the last anger expression type was nonassertive-denial. Denial is
nonassertive and indirect way of expressing aggression. People with denial type
choose to deny their own feelings. There would be many reasons behind denial but
one of the obvious ones is that these individuals dislike to confront with emotions
like anger and they try to avoid both their own and the other’s emotions. Summary of
anger expression modes can be seen in Table 3.1(Guerrero, 1994). Before moving
the next section, it is important to state that everyone use one or more type of anger
expression especially in the conflictual situations, however, generally one or two of
them becomes prominent. This is also applicable for other two emotions (i.e.,

sadness and guilt).

Table 3.1 Modes of Anger Expression

Threatening Non-Threatening
Distributive Aggression Integrative Aggression
-Yells and screams at partner -Listens to partner’s side of the story
-Criticizes partner -Discusses problems with partner
Direct  -Tries to prove s/he is “right” -Tries to be fair
-Slams doors or throws object -Clearly shares feelings with partner

-Tries to get “even” with partner -Tries to “patch things up”

-Threatens partner

Passive-Aggression Nonassertive-Denial
-Gives partner silent treatment -Hides feeling from the partner
Indirect -lgnores partner -Denies feeling angry

-Gives partner cold/dirty look
-Leaves the scene

Note. (Guerrero, 1994, p.127)
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3.1.4.2 Types of Guilt Expression

Guerrero and her colleagues (2008) developed a questionnaire for determining types
of guilt expression based on (Aune, Metts, & Hubbard, 1998) and the other previous
research. The questionnaire was developed to assess how people react to the guilt
evoking situations and it was found that there were four modes of guilt expression,
namely apology/concession, explanations/justifications, appeasement, and
denial/withdrawal. First, apology/concession includes taking responsibility of one’s
own behavior and apologizing when s/he feels guilty. Second type of guilt expression
was explanations/justifications. People who use this type of expression give
explanations to their partners about their behaviors and they tell the reason of their
behaviors. Third type of guilt expression is appeasement. Appeasement is defined as
being extra nice to the partner and giving promises about their future self of being a
better partner. The fourth and the last guilt expression type is denial/withdrawal. It
includes the behavior patterns which are avoiding the situation and not talking about
it. People who use this type of guilt expression barely accept their behaviors that
caused a serious situation and they have difficulties to understand that their behavior
was wrong. Although Guerrero and colleagues (2008) determined four types of guilt
expression in their study, (Ozen, 2013) revealed three factor structures in Turkish
culture, namely apology/explanations, appeasement, and denial. In other words,
apology and explanations factors were combined in Turkish culture.

3.1.4.3 Types of Sadness Expression

Guerrero and Reiters (1998 as cited in Guerrero, La Valley, & Farinelli, 2008)
developed Behavioral Responses to Sadness Scale to measure sadness expression
types. Participants were asked how they express their feelings to their partners when
they feel sad and according to results, four factors were obtained, namely

positivity/distractions, social support seeking, immobilization, and solitude.
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Positivity/distractions type of sadness expression is defined as distracting oneself
with joyful activities and not focusing on sadness. People who use this type of
expression direct their attention to activities they like. The second type of sadness
expression is named as social support seeking. People who use this type of sadness
expression share their feelings with their partners and they try to get attention from
them. The third type of sadness expression is called immobilization. People who are
immobilized when expressing their sadness do nothing and they just stay in bed. The
fourth and the last type of sadness expression is solitude which is the desire to be
alone when feeling sad. However, Guerrero, La Valley, and Farinelli (2008)
combined immobilization and solitude factors in their study because their correlation
was high. Therefore, the latest version of the Sadness Expression Scale consists of
three subscales, namely positivity/distractions, social support seeking, and
solitude/immobilization. Turkish version of the questionnaire did also reveal three
factors, which are solitude/negative behavior, social support/dependent behavior, and

positive activity (Ozen, 2013).

To conclude, the importance of emotional expression in migraine and types of
emotional expression have been mentioned so far. Expressing emotions has been
proved to be more advantageous for treatment of migraine compared to inhibiting
them. Although anger particularly has been related to chronic illnesses in the
literature (Harmon-Jones & Harmon-Jones, 2016, p.775), sadness and guilt will also
be studied in the present study. Negative effects of emotional non-expression have
been highlighted, now it is essential to review the other reasons of migraine attacks,
like personality. Therefore, the section that follows moves on to consider the
association of personality trait and migraine.

3.1.5 Personality and Migraine

Personality characteristics are thought to be one of the most important psychological
factors that impact on migraine patients’ responses to the attacks and the degree of

negative influence of these attacks on the patients’ QOL.

31



First, it is meaningful to define personality; however, it is important to remember that
there is no personality definition that all the personality theorists agreed on. Fiest and
Fiest (2009, p.4) defined personality as follows “... is a pattern of relatively
permanent traits and unique characteristics that give both consistency and
individuality to a person’s behavior”. Many theorists did not even define personality
but they explained their approach to it. Some of them defined it on their own
perspective. A few decades ago, approach to personality concept had changed and
started to focus on individual differences while defining personality. In the following
periods, “trait” concept arose and five-factor model began to be used as a commonly
held framework in order to comprehend and organize personality (Goldberg, 1993;
Goldberg, John, Kaiser, Lanning, & Peabody, 1990; McAdams, 1992). Five-factor
model suggested five personality traits named surgency (or extraversion),
agreeableness, conscientiousness (or dependability), emotional stability (vs.
neuroticism), and culture. Culture was also named as openness by McCrae and Costa
(1987; Goldberg et al., 1990).

Extraversion (surgency) includes the characteristics of sociability, dominance and
activity (McCrae & Costa, 1987), and positive affectivity (Lucas & Baird, 2004).
Extravert people are fun-loving, lovesome and tender, friendly and talkative
individuals (McCrae & Costa, 1987). They may also be called “joiner”, because they
are always willing to join every activity in their social lives (Fiest & Fiest, 2009).
Agreeableness is another personality characteristic that Five-Factor model proposed
and it is characterized by cooperation, empathy, curtesy, generosity, and flexibility
(Goldberg et al., 1990). Fiest and Fiest (2009) stated that agreeableness scale
differentiates softhearted people and cruel people from each other. Conscientiousness
Is a trait that is associated with goal-directed behavior. People with conscientiousness
trait place importance on being on time, being regular and tidy for the task they
encounter (McCrae & Costa, 1987). They successfully deal with frustrations that
tasks and missions bring (Geng¢oz & Onciil, 2012). Openness to experience is another
personality trait defined by adjectives like curious, imaginative, creative, original,

and preferring diversity. Individuals who have openness to experience trait like to try
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and experience new things, they do not like to experience familiar things all the time.
They also question traditional values. Openness scale differentiates individuals who
prefer variety in many aspects of their lives from people who prefer familiarity in
their relationships and need closure (Fiest & Fiest, 2009). Neuroticism was one of
the main traits that Eysenk proposed in his first theory. Then, McCrea and Costa
(1987) also accepted this trait as one of the strongest and most prevalent personality
characteristics. Neuroticism is characterized with emotional instability (McCrae &
Costa, 1987). Behaviors of individuals with neuroticism give more importance to
their “self”, they pity themselves, they are emotional, and open to stress-related
disorders (Fiest & Fiest, 2009). Many researchers found that neuroticism has an
association with psychological disorders like depression and anxiety. Moreover,
social interactions are negatively affected due to the characteristics of neuroticism
(Gengdz & Onciil, 2012). Negative valance is another personality trait that emerged
as a separate factor in the Turkish Basic Personality Traits Inventory. Geng¢6z and
Onciil (2012) explained this sixth factor as an inhibiting one that affects
psychological well-being. Although negative valance factor was similar to
neuroticism, it was stated that while neuroticism was about distress and anxiety,
negative valance was about self-worth. In addition, researchers emphasized that
people with high negative valance generally try to ignore problematic situations and

silently accept them.

Research on personality characteristics and their association with diseases focused on
various personality theories and used many personality assessment tools so far.
Results of these research suggested some “disease-prone” personality characteristics
(Friedman & Booth-Kewley, 1987). Neuroticism was underlined as one of the most
prevalent personality characteristics for migraine patients (Cao, Zhang, Wang, Wang,
& Wang, 2002 as cited in Luconi et al., 2007; Merikangas, Stevens, & Angst, 1993).
When examining Touraine and Draper (1934)’s research, it can be seen that they
reached an association among migraine patients and emotional frustration, insecurity,

hesitance, just like neurotic individuals’ characteristics.

33



Similarly, in (Luconi et al., 2007) study, it was stated that the higher the
hypochondria, depression, hysteria, and schizophrenia sub-scales of MMPI 2, the
worse the prognosis of migraine. Since hypochondria, depression, and hysteria sub-
scales are called the neurotic triad, this finding is consistent with the findings of the
studies that were mentioned above (Luconi et al., 2007). In another study,
researchers used a different instrument, Temperament and Character Inventory, for
the assessment of personality. Accordingly, just as the neurotic people, migraine
patients with chronic pain were found to show high avoidance of the stressful
situations (Sanchez-Roman et al., 2007). To sum up, neuroticism was the only
personality characteristic closely related with migraine. Hence, the association
between migraine and personality characteristics of the patients will be one of the

focus in this study.

This section has attempted to provide a summary of the literature relating to migraine
and related issues including illness-related characteristics, quality of life, marital
satisfaction, emotion, emotional expression, and personality. In the next section, the
aims and hypotheses of the current study will be stated.

3.2 The Aims and Hypotheses

3.2.1 The Aims of the Study 2

In the light of the literature mentioned above, the aim of the Study 2 is to investigate
the predictive role of personality traits on quality of life and marital satisfaction of
migraine patients; and the moderator role of emotional expression in these relations.

The proposed model of the current study can be seen in Figure 3.1.
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Figure 3.1 Proposed Model of the Study

3.2.2 Research Hypotheses

Hypotheses of Study 2 are as follows:
(1) Emotional expression (i.e., aggression, sadness, and guilt) would moderate the
relation between personality characteristics (basic personality traits) and quality of
life (QOL).
(1a) Migraine patients who have higher neurotic personality characteristics
would have better QOL, if they use integrative aggression type of anger expression.
(1b) Migraine patients who have higher neurotic personality characteristics
would have better QOL, if they use positive activity type of sadness expression.
(1c) Migraine patients who have higher neurotic personality characteristics
would have better QOL, if they use apology type of guilt expression.
(2) Emotional expression (i.e., aggression, sadness, and guilt) would moderate the
relation between personality characteristics (basic personality traits) and romantic

relationship satisfaction.
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(2a) Migraine patients who have higher neurotic personality characteristics
would have higher romantic relationship satisfaction, if they use integrative
aggression type of anger expression.

(2b) Migraine patients who have higher neurotic personality characteristics
would have higher romantic relationship satisfaction, if they use positive activity
type of sadness expression.

(2c) Migraine patients who have higher neurotic personality characteristics
would have higher romantic relationship satisfaction, if they use apology type of

guilt expression.
3.3 Method
3.3.1 Participants

The participants were 150 migraine patients who met the inclusion criterion of being
married or having a romantic relationship at least for the last 6 months. Participants
were selected according to the criteria of official diagnosis. Declarations of
participants are taken as basis. One hundred and twenty-one participants were
women (80.7%), 25 participants were men (16.7%), and 4 participants did not
indicate their gender (2.7%).

Forty-three participants (28.7%) forgot to write down their age on the questionnaire
while filling out the hard copies of the questionnaires. The age range of 107
participants (71.3%) was between 18 and 64 with a mean of 32.89 (SD = 7.46). The
majority of the participants reported their income as middle level (n = 131, 87.3%).
Nine participants (6%) perceived themselves in low income group and 8 of them
(5.3%) perceived themselves in high income group. More than half of the sample
consisted of undergraduate degree participants (n = 86, 57.3%), 36 of the remaining
participants had graduate degree (24%) and 27 of them had high school degree (18%)
at most. The distribution of the participants according to the residence where they
had grown up was as follows: 66 of them grew up in metropolis (44%), 51 of them
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grew up in a city (34%), and 31 of them grew up in a village, town or county
(20.7%). Finally, the relationship status of the participants was distributed as follows:
85 of the participants (56.7%) had been married at least for the last 6 months and 63
of them (42%) had had a romantic relationship at least for the last 6 months (see
Table 3.2 for the demographic characteristics of the sample).

Table 3.2 Demographic Characteristics of the Sample of Study 2

M SD n % Min-Max
Gender
Female 121 80.7
Male 25 16.7
Age 32.89 7.46 18-64
Income
Low 9 6
Middle 131 87.3
High 8 5.3
Education
High School and Lower 27 18
University 86 57.3
Graduate 36 24
Hometown Residence
Village/Town/Country 31 20.7
City 51 34
Metropolis 66 44
Relationship Status
Married 85 56.7
Romantic Relationship 63 42

Time since migraine diagnosis varied between 2 months and 420 months (M = 98.87,
SD =93.93). In addition, the frequency of the migraine attacks of the sample for the

last three months differed between 0-90 days with a mean of 11.17 (SD = 10.18), and
the duration of their migraine attacks was between 0-720 hours with a mean of 30.02
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(SD =68.53). The participants evaluated the severity and controllability of their
migraine attacks on a 10-point scale; the mean perceived severity of the attacks was
6.91 (SD = 1.95), and the mean perceived controllability of the attacks was 4.55 (SD
= 2.55). Moreover, 76% of the participants (n = 114) stated that they had no other
physical illness, while 22.7% of them (n = 34) had at least another physical illness
except for migraine. Finally, while 8% of the sample (n = 12) reported at least one
psychological disorder, 90.7% of them (n = 136) reported no psychological disorder

(see Table 3.3 for the illness-related characteristics of the sample).

Table 3.3 lliness-Related Characteristics of the Sample of Study 2

M SD n % Min-Max

Time Since Diagnosis (months) 98.87 93.93 2-420
Frequency (days) 11.17 10.18 0-90
Severity 6.91 1.95 1-10
Controllability 4.55 2.34 1-10
Duration (hours) 30.02 68.53 0-720
Physical Illness

Yes 34 22.7

No 114 76
Psychological Disorder

Yes 12 8

No 136 90.7

3.3.2 Measures

3.3.2.1 Demographic Information Form (DIF)

Demographic Information Form (DIF) included questions on gender, age, income,
relationship status, hometown residence and absence-presence of any physical and

psychological disorder.
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In order to determine the illness-related characteristics of the participants, frequency,
severity, duration and controllability of migraine attacks were asked to the
participants by following questions; “Frequency: On how many days in the last 3
months did you have headache? (If the headache attack lasted more than 1 day, count
each day.)”, “Severity: On a scale of 0 - 10, on average how painful were these
headaches? (Where 0 = no pain at all, and 10 = pain as bad as it can be.)”, “Duration:
Once the headache started, for how long have you had it?”, “Controllability: How

controllable do you think your migraine attacks are?” (see Appendix A).

3.3.2.2 Migraine Specific Questionnaire (MSQ version 2.1)

Migraine Specific Questionnaire Version 1.0 was developed by Jhingran, Osterhaus,
Miller, Lee, and Kirchdoerfer (1998) (Glaxo Welcome Inc.) and it aimed at
measuring the migraine patients’ long-term quality of life over a specified time (4
weeks). Its psychometric properties were acceptable. Martin et al. (2000) revised the
Migraine Specific Questionnaire and developed the version 2.1. In this revised
questionnaire, there were three dimensions namely Role Restrictive (RR), Role
Preventive (RP), and Emotional Function (EF). Role Restrictive dimension
determines which performances of normal activities are limited by migraine, and its
Cronbach alpha coefficient was .96. Role Preventive dimension assesses degree to
which performance of normal activities is interrupted by migraine, and its Cronbach
alpha coefficient was .93. The last dimension was Emotional Function and it
measures the emotional influences of migraine such as feeling of frustration and
helplessness, and its Cronbach alpha coefficient was .86. Subscale scores are
calculated on a total of 100 points and higher scores indicate better health status. In
the present study, the internal consistency reliabilities of the subscales as calculated
by Cronbach’s alpha were .95 for role-function restrictive subscale, .92 for role-
function preventive subscale, and .84 for emotional function subscale (see Appendix
C).
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3.3.2.3 Basic Personality Traits Inventory (BPTI)

Basic Personality Traits Inventory (BPTI) was developed particularly for Turkish
culture by Gengdz and Onciil (2012) to measure six basic traits of personality namely
extraversion, conscientiousness, agreeableness, neuroticism, openness to experience,
and negative valance. The inventory is scored on a five-point scale and answers
range from does not apply to me at all (1) to definitely applies to me (5). The
psychometric properties of BPTI were found to be satisfactory (Gengoz & Onciil,
2012). The internal consistency coefficients were found to be .89 for extraversion,
.84 for conscientiousness, .85 for agreeableness, .83 for neuroticism, .80 for
openness to experience, and .71 for negative valence. In addition, test-retest
reliability scores of personality traits did range between .71 and .84 (Gen¢oz &
Onciil, 2012). In the present study, internal consistency reliability of extraversion,
conscientiousness, agreeableness, neuroticism, openness to experience, and negative
valence subscales calculated by Cronbach’s alpha were as follows respectively; .82,
.86, .85, .79, .58, and .61 (see Appendix I).

3.3.2.4 Anger Expression Scale

Anger Expression Scale was developed by (Ozen & Siimer, 2013)by combining
Guerrero’s (1994) 20-item measure, the Communicating Anger Scale, and 39 items
obtained from Ozen and Siimer’s study (2013). Ozen and Siimer conducted a
qualitative pilot study in order to understand emotional expressions of couples in a
conflictual situation, specifically in the Turkish culture. They also did a quantitative
pilot study in order to adapt Guerrero’s Communicating Anger Scale to Turkish
culture. Then they combined the results of qualitative and quantitative pilot studies,
and developed 59-item Anger Expression Scale items of which are rated on a 7-point
Likert type scale ranging from strongly disagree to strongly agree. The scale assesses
how couples express their anger in conflictual situations with using four factors
namely, distributive aggression, passive aggression, avoidance/denial, and integrative

aggression. Their Cronbach’s alpha coefficients were .92 for wives and .94 for
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husbands for the distributive aggression; .88 for wives and .88 for husbands for the
passive aggression; .83 for wives and .76 for husbands for the avoidance/denial; and

.82 for wives and .89 for husbands for the integrative assertion sub-scale.

Distributive aggression has 19 items. Distributive aggression type of anger
expression contains destructive behaviors such as humiliating, insulting and blaming
the others under discussion. Individuals using this style try to prove their ideas and

they do not want to listen other’s opinions.

Passive aggression consists of 11 items. Passive aggression is a destructive but
passive expression style. People who have this kind of anger expression type do not
prefer to raise their voice; however, they put a distance between the ones they are
angry with. They do not confront and talk directly to their partners but they show

their anger in an indirect way like behaving coldly to them.

Avoidance/denial subscale has 13 items. Individuals who use this type of anger
expression try to avoid the situation or the partner. They behave like everything is all

right to their partners and they try to solve the problem introspectively.

Integrative assertion subscale consists of 9 items. This type of anger expression is
active and constructive. Individuals having this type of expression can stay calm and
talk to their partners directly and express their anger in a constructive manner.

In the present study, internal consistency reliability of distributive aggression
subscale was .94, passive aggression subscale was .90, avoidance/denial subscale
was .82, and integrative assertion subscale was .86. Internal consistency reliabilities

were calculated by Cronbach’s alpha (see Appendix F).

3.3.2.5 Sadness Expression Scale

Sadness Expression Scale was developed by Ozen and Siimer (2013) by combining

26 items from Guerrero and Reiter’s (1998) Revised Responses to Sadness scale and
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35 items from Ozen and Siimer’s study. Ozen and Siimer conducted a qualitative
pilot study in order to understand emotional expressions of couples in a conflictual
situation, specifically in the Turkish culture. They did also a quantitative pilot study
in order to adapt Guerrero’s Revised Responses to Sadness Scale to Turkish culture.
Then they combined the results of qualitative and quantitative pilot studies, and
developed 61- item Sadness Expression Scale measured on a 7-point Likert type
scale ranging from strongly disagree to strongly agree. The scale measures how
couples communicate their sadness in the conflictual situations. There are three
subscales namely solitude/negative behavior, social support/dependent behavior, and
positive activity. Internal consistencies of the subscales were.92 for wives and .92 for
husbands for the solitude/negative behavior subscale, .90 for wives and .92 for the
social support/dependent behavior, and .82 for wives and .86 for husbands for the

positive activity subscale.

Solitude/negative behavior subscale has 27 items. Individuals who use this sadness
expression style cannot handle with the problem, accuse their partners actively, on
the other hand they stay away from their partners for a couple of days. They also

show depressive behavior patterns such as being sick and tired all day.

Social support/dependent behavior subscale consists of 16 items. Social
support/dependent behavior has active and constructive behaviors. Individuals using
this strategy tries to get interest and support from partner and tries to be close to them

but sometimes passively wait for the partner’s attention and care.

Positive activity subscale has 10 items. People using this sadness expression type
directed their attention to another thing except for conflict or problem. They do
irrelevant activities like watching TV, concentrating on their work, playing a game in
order not to think the problem (see Appendix G).

In the present study, internal consistency reliabilities were calculated by Cronbach’s

alpha and results showed that internal consistency reliability of solitude/negative
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behavior was .88, social support/dependent behavior subscale was .88, and positive

activity subscale was .88.

3.3.2.6 Guilt Expression Scale

Guilt Expression Scale was developed by Ozen and Siimer (2013) by combining
(Guerrero et al., 2009) 20 items from the Guilt Expression Scale and 19 items that
were obtained from the content analyses of Ozen and Siimer’s study. Ozen and
Siimer conducted a qualitative pilot study in order to understand emotional
expressions of couples in a conflictual situation, specifically in the Turkish culture.
They also did a quantitative pilot study in order to adapt Guerrero’s Communicating
Anger Scale to Turkish culture. Then they combined the results of qualitative and
quantitative pilot studies, and developed 39-item Guilt Expression Scale measured on
a 7-Likert type scale ranging from strongly disagree to strongly agree. There are
three subscales, namely apology/ appeasement, denial, and explanation. The internal
consistency alpha coefficients were .91 for wives and .89 for husbands for the
apology/appeasement subscale, .84 for wives and .88 for husbands for the denial, and

.85 for wives and .89 for husbands for the explanation subscale.

Apology/appeasement subscale consists of 17 items. This type of guilt expression
includes behaviors like apologizing, accepting the fault, and telling the partner that
they are regretful of their behavior. They also show more affection and be extra nice

to the partner in order to compensate their regret.

Denial is another type of guilt expression and it has 12 items. They do not want to
confront their fault, even if they are confronted by force, they devaluate the

importance of their fault.

Explanations has 6 items. Explanation dimension consist of behaviors like explaining

the reasons of their actions and criticizing themselves (see Appendix H).
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In the present study, internal consistency reliabilities were calculated by Cronbach’s
alpha. Internal consistency reliability of apology/appeasement subscale was .91,

denial subscale was .83, and explanations subscale was .87.

3.3.2.7 Romantic Relationship Satisfaction Scale (RRSS)

RRSS was developed by Sakalli-Ugurlu (2003) and it has a single factor which
measures romantic relationship satisfaction. It consists of 9 items rated on 7-point-

Likert-type scale.

Internal reliability coefficient of this scale is .90. The median value was 6.20 and the
scores above the median showed high satisfaction, scores below the median showed
low satisfaction. Internal reliability coefficient was .93 in the current study (see

Appendix J).

3.3.3 Procedure

Procedures applied in Study 2 were same as the ones applied Study 1. Study 1 and

Study 2 data were gathered at the same time.

3.4 Results

3.4.1 Preliminary Analyses-Differences among the Levels of Demographic

Variables in terms of Study Measures

Independent sample t-tests, ANOVA and MANOVA were conducted to examine the
group differences among the levels of demographic variables on the measures. Only

significant results were reported.
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3.4.1.1 Group Differences among the Levels of Demographic Variables in
Terms of lliness-Related Characteristics and Romantic Relationship

Satisfaction
3.4.1.1.1 Independent Samples t-test Analyses

Independent samples t-tests were conducted to examine the group differences among
the levels of gender, relationship status, presence or absence of physical illness
history and presence or absence of psychological disorder history on time since
diagnosis, frequency of migraine, severity of migraine, duration of migraine,
controllability of migraine, and romantic relationship satisfaction. According to the
results, the difference between men and women was significant in terms of
controllability of migraine (t(144) = 1.99, p < .05). In other words, women (m = 4.74,
sd = 2.39) reported significantly higher levels of controllability as compared to men
(m=3.72,sd = 1.99) (see Table 3.4).

Table 3.4 Descriptive Statistics and t-test Results for Gender

N m sd t
Controllability
Women 91 4.74 2.39 1.99*
Men 16 3.72 1.99

Note. *p < .05

Moreover, there were significant differences between participants who had physical
illness other than migraine and who had no other physical illness in terms of time
since diagnosis (t(145) = 3.31, p < .05) and perceived severity of migraine (t(146) =
2.22, p < .05). Participants with other physical illness (m =144.8, sd = 109.02) got
their migraine diagnosis longer time ago than participants without other physical
illness (m =85.72, sd = 85.41). Furthermore, the perceived severity of the migraine of
the participants with another physical illness (m =5.59, sd = 2.02) was more than the
severity of the migraine of the participants without another physical illness (m =6.77,
sd = 1.84) (see Table 3.5).
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Table 3.5 Descriptive Statistics and t-test Results for Presence of Physical IlIness

Time Since Diagnosis 3.31*
Severity 2.22*
Note. *p < .05

3.4.1.1.2 One-Way Analysis of Variance (ANOVA)

A series of one-way ANOVASs were conducted in order to investigate the group
differences among the levels of education and hometown of participants on, time
since diagnosis, frequency of migraine, severity of migraine, duration of migraine,
controllability of migraine, and relationship satisfaction. Only significant results
were reported below.

According to the results, levels of education significantly differed from each other on
severity of the migraine (F(2, 144) = 3.44, p <.05), and levels of the education
marginally significant from each other in terms of romantic relationship satisfaction
(F(2, 145) = 3.18, p <.05). Post hoc analyses using Tukey HSD test revealed that
the participants who had high school degree and lower (m = 7.81, sd = 2.23) had
significantly more severe symptoms than the participants who had graduate level
degree (m = 6.58, sd = 1.83). Moreover, undergraduate degree participants (m =
57.04, sd = 11.52) reported marginally significant more romantic relationship
satisfaction than the participants who had high school degree and lower (m = 50.92,
sd = 14.04). Additionally, according to the Tukey HSD test, participants who had
graduate degree (m = 57.78, sd = 11.001) reported that they were more satisfied with
their relationship as compared to participants who had high school degree and lower
(m =50.92, sd = 14.04) (see Table 3.6).

46



Ly

Table 3.6 Descriptive Statistics, Analysis of Variance, and Tukey HSD Tests for Education Level

High School and Lower Undergraduate Graduate One-Way ANOVA
(n=16) (n=61) (n=30)
m sd m sd m sd df F p
Severity 7.81, 2.23 6.79%p 1.90 6.58p 1.83 2,144 3.44 .035
Romantic Relationship 50.92, 14.04 57.04, 11.52 57.78 11.001 2,145 3.18 .044

Satisfaction

Note. The mean scores that do not share the same subscript on the same row are significantly different from each other at .05 alpha level of
Tukey’s HSD test



3.4.1.2 Group Differences among the Levels of Demographic Variables in

Terms of Emotional Expression, Quality of Life, and Personality Traits
3.4.1.2.1 Multivariate Analysis of Variance (MANOVA)

A series of multivariate analysis of variance (MANOVA) were conducted in order to
investigate the group differences between the levels of gender, relationship status,
presence or absence of physical illness and presence or absence of psychological
disorder history, education level, and participants’ hometown on the measures of
expression of sadness, expression of guilt, expression of anger, migraine specific
quality of life, personality characteristics of the participants. Bonferroni correction
was applied for all the significance levels and only the significant results were

reported here.

According to the findings, migraine specific quality of life significantly differed
between the levels of gender [Multivariate F (3, 140) = 4.31, p< .02, Wilks’ 1= .92,
partial »2 = .08]. In detail, role-function restriction of migraine significantly differed
between women and men [F (1, 142) = 7.00, p < .01; partial #* = .05] and men (m =
62.97, sd = 4.56) had more role-function restriction scores (better health status) than
women (m =49.70, sd = 2.09). Moreover, women and men were significantly
different from each other in terms of role-function prevention of migraine [F(1, 142)
=10.26, p < .01; partial #2 = .07] and migraine prevented men’s life (m = 76.60, sd =
4.85) less than women’s life (m = 59.50, sd = 2.23) (higher role-function restriction
scores indicated better health status). However, there was no significant difference
between men and women in terms of emotional function of migraine [F(1, 142) =
1.44, p > .05] (see Table 3.7).
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Table 3.7. MANOVA Results for Gender

Female Male Significance Test
m sd m sd
Quality of Life Multivariate F(3, 140) = 4.31, p < .02, Wilks’ A= .92, partial #* = .08
RFR 49.70 2.09 62.97 4.56 F(1, 142) = 7.00*
RFP 59.50 2.23 76.60 4.85 F(1, 142) = 10.26*
EF 63.08 26.04 69.87 24.12 F(1,142) = 1.44

Note 1. *p <.001
Note 2. Higher scores indicate better quality of life

Levels of relationship status of the participants were significantly different in terms
of expression of aggression of the participants (according to the Bonferroni
correction, significance value was taken .0125) [Multivariate F(4, 143) =3.47,p <
012, Wilks’ A= .91, partial % = .09]. When univariate results were taken into
consideration, it was found that there was no significant univariate results. In other
words, none of the distributive aggression type [F(1, 146) = 1.64, p > .05], passive
aggression type [F(1, 146) = 1.60, p > .05], avoidance/denial type [F(1, 146) = 0.55,
p > .05], or integrative assertion type of aggression [F(1, 146) = 0.22, p > .05] was
significantly affected by relationship status of the participants (see Table 3.8).

Table 3.8 MANOVA Results for Relationship Status

Married Romantic Significance Test

Relationship

m sd m sd

Anger Expression  Multivariate F(4, 143) = 3.47, p <.012, Wilks’ A = .91, partial #* =
.09

Distributive 54.97 22.23 59.90 23.32  F(1,146)=1.64,ns
Aggression

Passive 46.42 14.28 43.54 1294 F(1,146)=1.60,n.s
Aggression

Avoidance/Denial 36.54 11.52 38.03 1292 F(1,146)=0.55,ns
Integrative 45.39 9.21 44.67 9.51 F(1,146) =0.22,n.s
Assertion

Note. *p < .001
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Moreover, participants with and without psychological disorders significantly
differed in terms of their personality characteristics (according to the Bonferroni
correction, significance value was taken .008) [Multivariate F(6, 140) = 3.25, p <
.008, Wilks’ A= .88, partial 4> = .12]. Extraversion [F(1, 145) = 9.23, p < .01; partial
1* = .06] and agreeableness [F(1, 145) = 10.19, p < .01; partial ? = .07] were the two
personality characteristics on which the participants significantly differed. People
who did not have a psychological disorder (m = 29.62, sd = 0.48) were more
extravert than people who had psychological disorder (m = 24.27, sd = 1.69).
Furthermore, people who did not have any psychological disorder (m = 34.90, sd =
0.33) were more agreeable than people who had psychological disorder (m = 31.09,
sd = 1.15). On the other hand, participants with and without psychological disorder
did not differ in terms of conscientiousness [F(1, 145) = 0.44, p > .05], neuroticism
[F(1, 145) = 1.37, p > .05], openness to experience [F(1, 145) = 0.65, p > .05], and
negative valance [F(1, 145) = 2.31, p > .05] (see Table 3.9).

Table 3.9 MANOVA Results for Presence or Absence of Psychological Disorder

Presence Absence Significance Test
m sd m sd

Personality ~ Multivariate F(6, 140) = 3.25, p <.008, Wilks’ A= .88, partial #* = .12
Extraversion 24.27 1.69 29.62 0.48 F(1, 145) = 9.23*
Agreeableness 31.09 1.15 34.90 0.33 F(1, 145) = 10.19*
Conscientiousness 29.27 5.04 30.54 6.20 F(1, 145) = 0.44
Neuroticism 28.52 6.13 26.08 6.69 F(1, 145) = 1.37
Openness to 20.73 3.55 21.60 3.46 F(1, 145) = 0.65
Experience
Negative Valance 10.09 3.21 8.78 3.71 F(1, 145) =2.31
Note. *p < .01

Participants with different educational levels significantly differed in terms of
expression of anger (according to the Bonferroni correction, significance value was
taken .0125) [Multivariate F(8, 286) = 3.70, p <.0125, Wilks’ A= .82, partial 5 =
.09]. In terms of avoidance/denial type of anger expression, participants with
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different education levels significantly differed from each other [F(2, 146) = 10.98, p
< .01; partial #? = .13]. According to post-hoc test using Bonferroni method,
participants who had at most high school degree (m = 44.60, sd = 21.19) used
avoidance/denial type of anger expression more than the participants with
undergraduate degree (m = 37.49, sd = 1.23) and graduate degree (m = 31.08, sd =
1.89). Moreover, undergraduate degree participants (m = 37.49, sd = 1.23) used
avoidance/denial type of anger expression more than graduate degree participants (m
= 31.08, sd = 1.89). On the other hand, there were no significant differences among
the education levels in terms of distributive aggression [F(2, 146) = 2.46, p > .05],
passive aggression [F(2, 146) = 3.01, p > .05], and integrative assertion [F(2, 146) =
0.95, p > .05] (see Table 3.10).

Table 3.10 MANOVA Results for Education Level

High School Undergraduate Graduate Significance
and Lower Test
m sd m sd m sd

Anger Expression Multivariate F(8, 286) = 3.70, p <.0125, Wilks’ 4 = .82, partial #° = .09
Distributive 60.68 23.11 5898 2282 4996 21.11 F(2,146) =246
Aggression

Passive 49.61 1204 4545 1366 4122 1420 F(2,146)=3.01

Aggression

Avoid/Denial  44.60, 21.19 3749, 123 31.08c 189 F(2,146)=
10.98*

Integrative 4396 10.14 4459 960 46.83 7.88 F(2,146)=.95

Assertion

Note 1. *p <.001
Note 2. The mean scores that do not share the same subscript on the same row are

significantly different from each other according to Tukey’s HSD test
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3.4.1.3 Correlational Analyses among the Measures of the Study

Pearson correlation coefficients among the variables of this study were presented in
Table 3.11 Correlation analyses revealed that one of the independent variables,
frequency of migraine had positive correlation with duration of the migraine (r = .33,
p < .01), severity of the migraine (r = .22, p <.01), and agreeableness personality
characteristic (r = .19, p < .05); however, it was negatively correlated with role-
function restrictive (r = -.27, p <.01) and emotional function (r =-.27, p < .01).
Another independent variable of the study was duration of the migraine and it was
positively correlated with severity of the migraine (r = .24, p <.01) and neuroticism
personality characteristics (r = .19, p < .05). On the other hand, duration of the
migraine was negatively correlated with role-function restrictive (r = -.20, p < .05),
role-function preventive (r = -.19, p < .05) and emotional function (r =-.21, p <
.05). In addition, while another illness related independent variable, severity, was
positively correlated agreeableness personality characteristics (r = .21, p <.01), it
was negatively correlated controllability of migraine (r = -.18, p < .05), role function
restrictive (r = -.45, p <.01), role function preventive (r = -.37, p < .01), and
emotional function variables (r = -.40, p < .01). Lastly, another illness related
variable, controllability, had positive correlation with emotional function (r = .25, p
< .01) and it had negative correlation with avoidant emotional expression style (r = -
.16, p < .05).

Extraversion, as a personality characteristic, was positively correlated with
agreeableness (r = .23, p <.01), conscientiousness (r = .19, p < .05), openness to
experience (r = .48, p < .01), and positive activity (r = .24, p < .01), whereas it was
negatively correlated with avoidance (r = -.24, p < .01) and solitude/negative
behavior (r =-.18, p < .05). Agreeableness was another personality characteristics
that was positively correlated conscientiousness (r = .39, p < .01), openness to
experience (r = .32, p < .01), integrative assertion (r = .30, p <.01) , and
explanations (r =.20, p < .05); and it was negatively correlated with neuroticism (r

=-.25, p <.01), negative valance (r = -.33, p < .01), and distributive aggression (r =
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-.18, p < .05). The correlation analyses conducted with conscientiousness personality
characteristics showed that it had positive correlation with openness to experience (r
= .23, p <.01) and it had negative correlations with neuroticism (r = -.20, p < .05)
and negative valance (r = -.26, p < .01). The correlation of neuroticism with negative
valance (r = .44, p <.01), distributive aggression (r = .54, p < .01), passive
aggression (r = .43, p <.01), solitude/negative behavior (r = .25, p < .01), and denial
(r =.19, p < .05) was positive; however, its correlation with integrative assertion (r =
-.33, p < .01) and positive activity (r =-.17, p < .05) was negative. Openness to
experience was positively correlated with integrative assertion (r = .22, p <.01),
positive activity (r = .25, p <.01). In addition, negative valance was positively
correlated with distributive aggression (r = .41, p < .01), solitude/negative behavior
(r =.18, p <.05), and denial (r = .23, p < .01). It was also negatively correlated with
integrative assertion (r = -.22, p <.01), and explanations (r = -.16, p < .01).

Emotional expression, is one of the moderator variables in the main study, and
distributive aggression is one of its sub-factors. There was a positive correlation
between distributive aggression and passive aggression (r = .68, p < .01),
solitude/negative behavior (r = .46, p <.01), and denial (r = .37, p < .01). Moreover,
there was a negative correlation between distributive aggression and integrative
assertion (r =-.42, p <.01), and relationship satisfaction (r = -.19, p < .05). Passive
aggression is another emotional expression style and its correlation with
solitude/negative behavior (r = .63, p < .01) and denial (r = .41, p < .01) were
positive, whereas integrative assertion (r = -.26, p <.01), and relationship
satisfaction (r = -.26, p < .01) were negatively correlated with passive aggression.
Furthermore, avoidance type of aggression expression was positively correlated with
solitude/negative behavior (r = .39, p <.01), positive activity (r = .35, p < .01), and
denial (r = .53, p <.01); and it was negatively correlated with explanation (r = -.27,
p < .01), and relationship satisfaction (r = -.21, p <.05). In addition, integrative
assertion had a positive correlation with dependent behavior (r = .31, p < .01),

apology (r = .32, p <.01), explanations (r = .52, p < .01), and relationship
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satisfaction (r = .30, p < .01); and it had negative correlation with solitude/negative
behavior (r =-.26, p < .01), denial (r =-.38, p <.01).

Solitude/negative behavior was positively correlated with denial (r = .50, p < .01),
and it was negatively correlated with relationship satisfaction (r = -.36, p < .01),
role-function restrictive (r = -.20, p < .05), role-function preventive (r =-.28, p <
.01), and emotional function (r = -.26, p < .01). Moreover, there were positive
correlations between dependent behavior and apology (r = .40, p < .01), relationship
satisfaction (r = .27, p <.01). In addition, there was a positive correlation between

positive activity and denial (r = .25, p <.01).

Apology was positively correlated with explanations (r = .44, p < .01), relationship
satisfaction (r = .18, p < .05), role-function restrictive (r = .21, p < .05), and role-
function preventive (r = .19, p < .05). In addition, denial had a negative correlation
with explanations (r = -.43, p <.01), and relationship satisfaction (r = -.31, p < .01).
Moreover, explanations was positively correlated with relationship satisfaction (r =
27, p <.01).

Relationship satisfaction was one of the dependent variables and it was positively
correlated with role-function preventive (r = .19, p < .05), and emotional function (r
=.20, p < .05). Role-function restrictive was also positively correlated with role-
function preventive (r = .85, p <.01) and emotional function (r =.71, p < .01).
Finally, role-function preventive was positively correlated with emotional function (r
=.72,p<.01).

54



GS

Table 3.11 Correlation Analyses Among the Measures of the Study

Fre Dur Sev Con Ext Agg Cou Neu Ope Neg Dis Pas Avo Int Sol Dep Pos Apo Den Exp Rrss Rfr Rfp Ef
Fre
Dur 0,33**
Sev  0,22*%* 0,24**
Con -0,02 -0,05 -0,18*
Ext -0,08 -0,02 -0,04 0,13 (.82)
Agg 0,19* 0,07 0,21** 0,04 0,23**(.85)
Cou 0,08 0,08 009 006 0,19* 0,39** (.86)
Neu 0,02 0,19* -0,05 -0,15 -0,06 -0,25** -0,2*  (.79)
Ope 0,03 -001 01 0,08 0,48** 0,32** 0,23** -0,14 (.58)
Neg 002 -001 -0,01 -0,14 -0,1 -0,33** -0,26** 0,44**-0,07 (.61)
Dis 0,07 0,15 -0,004 -0,06 0,05 -0,18* -0,15  0,54**-0,044 0,41**(.94)
Pas 0,07 0,09 -0,02 -0,01 -0,06 0,05 0,001 0,43**-0,09 0,15 0,68**(.90)
Avo 0,06 0,02 005 -01* -0,24* 0,13 0,11 -0,12 0,002 0,07 -0,08 0,13 (.82)
Int -0,02 -0,11 0,01 0,09 -0,002 0,1** 0,16 -0,33* 0,22*-0,22**-0,42**-0,26** 0,02 (.86)
Sol 006 005 005 -014 -0,18* 0,06 0,004 0,25**-0,06 0,18* 0,46™* 0,63** 0,39**-0,26** (.88)
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Table 3.11 (continued)

Fre Dur Sev Con Ext Agg Cou Neu Ope Neg Dis Pas Avo Int Sol Soc Pos Apo Den Exp Rrs Rfr Rfp  Ef
Dep -0,05 -0,14 -0,03 0,03 0,06 -007-007010 009 0,11 0,24 -0,001 -0,1 0,31** -0,13 (.88)
Pos 006 0,10 -0,02 0,14 0,24** 0,16 0,02 -0,17* .25**-0,02 -0,07 0,02 0,35**0,12 0,01 0,02 (.88)
Apo -001 o001 -01 007 -001 -002-0,11 0,05 0,06-0,01 0,07 -0,06 -0,11 0,32** 0,02 0,40** 0,04 (.91)
Den -0,08 006 003 -002 -0,11 -0,01-0,01 0,19* -0,07 0,23** 0,37** 0,41** 0,53**-0,38** 0,50**0,06  0,25**-0,15 (.83)
Exp 005 0,08 -004 006 -003 0,2* 007-003 0,15-016* -004 0,04 -0,27**0,52** -0,08 0,14 0,02 0,44**-0,43**(.87)
Rrss 0,11 -0,16 -0,01 0,04 013 0,2 012-0,11 0,15-0,12 -0,19* -0,26**-0,21* 0,30** 0,36**0,27** -0,02  0,18* -0,31**0,27** (.93)
Rfr -0,27**-0,2* -0,45**0,13 -0,02 -0,02-0,04-0,07 0,01-003 -0,10 -0,13 -0,004 0,14 -0,20* 0,04 -0,01 0,21* -0,03 0,06 0,13 (.95)
Rfp -0,16 -0,19* -0,37**0,09 -0,03 -0,01-0,02-0,06 0,02-007 -0,12 -0,13 -01 0,11 -0,28**0,06 0,01 0,19* -0,1 0,13 0,19*0,85** (.92)
Ef -0,27**-0,21* -0,40** 0,25** 0,08 -0,11-0,03-0,03 0,08 -0,02 -0,09 -0,08 -0,14 0,02 -0,26**-0,02 -0,04 0,04 -0,06 0,08 0,20%0,71** 0,72** (.84)

Note 1. *p < .05, **p < .01;

Note 2. Fre: Frequency, Dur: Duration, Sev: Severity, Con: Controllability, Ext: Extraversion, Agg: Agreeableness, Cou: Conscientiousness, Neu: Neuroticism Ope: Openness to
experience, Neg: Negative valance, Dis: Distributive aggression, Pas: Passive aggression, Avo: Avoidance, Int: Integrative assertion, Sol: Solitude/Negative behavior, Soc: Social
Support/Dependent Behavior, Pos: Positive activity, Apo: Apology, Den: Denial, Exp: Explanations, Rrss: Relationship Satisfaction, , Rfr: Role function restrictive, Rfp: Role function
preventive, Ef: Emotional function
Note3. Scores showed within the parentheses on the diagonal represent the Cronbach’s alpha coefficients of the study variables



3.4.2 Moderation Analyses

In order to assess moderator role of emotional expression of aggression, emotional
expression of sadness, and emotional expression of guilt (i.e., distributive aggression,
solitude/negative behavior, and apology) on the relations of personality
characteristics (i.e., neuroticism, agreeableness, extraversion) with quality of life
(i.e., role-function restrictive, role-function preventive, and emotional function) and
relationship satisfaction, 240 moderation analyses were conducted and only the
significant ones were reported. Moderation analyses were conducted using Process
tool for SPSS, which was developed by Hayes and Matthes (2009).

3.4.2.1 Moderator Role of Passive Aggression on Agreeableness and Role-

Function Restriction of Migraine Association

An analysis was conducted in order to figure out the moderator role of passive
aggression on the association between agreeableness and role-function restriction.
The whole model was significant (R?=.055, F(3, 144) = 2.766, p < .05). The
interaction was also significant (B = -0.071, SE = 0.030, p < .05) and critical value
was 16.801 (B = -1.481, SE = 0.749, p < .05, 95% ClI [-2.961,0]). If passive
aggression score were above the critical value, agreeableness and role-function
restriction association was significant and negative (see Figure 3.2). That is, the
participants who had more agreeableness scores had less role-function restriction
scores which means lower health status, if they showed higher level of passive

aggression expression.
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Figure 3.2 The Association between Agreeableness and Role-Function Restriction
for Different Values of Passive Aggression

Note . RFR: Role function restriction, LLCI: Lower limit confidence interval, ULCI:
Upper limit confidence interval.

3.4.2.2 Moderator Role of Passive Aggression on Agreeableness and Emotional

Function of Migraine Association

The moderator role of passive aggression type of anger expression was inspected on
the relation of agreeableness type of personality characteristics and emotional
function (EF) of migraine and the whole model turned out to be significant (R?=.062,
F(3, 146) = 3.207, p < .05). Moreover, interaction was significant (B = -0.087, SE =
0.033, p <.01). The critical value was 1.435 (B = -1.054, SE = 0.533, p = .05, 95%
CI [-2.108,0]). When passive aggression scores were above the critical value, the
relation between agreeableness and EF was significant. The relation between
agreeableness and EF was significant and negative while passive aggression was
above the critical value (see Figure 3.3). That is, if the participants had higher passive
aggression scores than critical value, they had lower emotional function scores

(lower health status) when they had more agreeableness scores.
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Figure 3.3 The Association between Agreeableness and Emotional Function for
Different Values of Passive Aggression

Note. EF: Emotional function, LLCI: Lower limit confidence interval, ULCI: Upper
limit confidence interval.

3.4.2.3 Moderator Role of Passive Aggression on Extraversion and Role-

Function Restrictive of Migraine Association

The moderator variable of another moderation analysis was passive aggression on the
association of extraversion and role-function restriction. According to the results, the
whole model was marginally significant (R?=.053, F(3, 144) = 2.668, p = .05) and
the interaction was significant (B = -0.049, SE = 0.022, p < .05). The critical value
was 16.098 (B = -1, SE = 0.506, p = .05, 95% CI [-2.000,0]). When passive
aggression scores were above the critical value, extraversion and role-function
restriction had a negative association (see Figure 3.4). Specifically, participants who
were more extravert individuals had less role-function restriction scores which means

lower health status if they were more passive aggressive individuals.
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Figure 3.4 The Association between Extraversion and Role-Function Restriction for
Different Values of Passive Aggression

Note. RFR: Role function restriction, LLCI: Lower limit confidence interval, ULCI:
Upper limit confidence interval.

3.4.2.4 Moderator Role of Passive Aggression on Openness to Experience and

Role-Function Preventive of Migraine Association

Another moderation analysis was conducted in order to examine the moderator role
of passive aggression style of anger expression on the relation of openness to
experience personality characteristics with role-function prevention (RFP) of
migraine. Results showed that the whole model was significant (R?=.073, F(3, 142) =
3.826, p <.05). The interaction was also significant (B = -0.114, SE = 0.038, p <.01).
The conditional effect of openness to experience on role-function prevention was
significant in two critical points of passive aggression, which were -14.280 (B =
1.465, SE = 0.741, p = .05, 95% CI [0, 2.930]) and 12.276 (B = -1.564, SE = 0.791, p
= .05, 95% CI [-3.128,0]). When passive aggression scores were below -14.280
critical point, the association between openness to experience and role-function
prevention was significant and positive (see Figure 3.5). In addition, when passive
aggression scores were above the critical value of 12.276, the openness to experience

and role-function prevention relation was also significant and negative (see Figure
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3.5). On the other hand, when the passive aggression scores were above the critical
value of -14.280 and at the same time below the critical value of 12.276, the relation
between openness to experience and RFP were not significant. In other words, if the
participants had lower passive aggression scores than critical value of -14.280, they
had higher level of RFP (better health status), when they had more openness to
experience scores. In addition, if the passive aggression scores of the participants
were higher than the critical value of 12.276, they had lower level of RFP (lower
level health status), when they had more openness to experience scores. The
relationship between openness to experience and RFP was not significant when the
participants had passive aggression scores between these two critical values. (See
Figure 3.5).

-=--=UuLd
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o

-14,2797 12,2763
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PASSIVE AGGRESSION STYLE OF ANGER EXPRESSION

Figure 3.5 The Association between Openness to Experience and Role-Function
Prevention for Different Values of Passive Aggression

Note 1. RFP: Role function prevention, LLCI: Lower limit confidence interval,
ULCI: Upper limit confidence interval.
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3.4.25 Moderator Role of Distributive Aggression on Neuroticism and

Romantic Relationship Satisfaction Association

Finally, the moderator role of distributive aggression was examined on the
association between neuroticism and relationship satisfaction. The whole model was
significant (R?=.577, F(3, 146) = 2.981, p < .05). The interaction was also significant
(B =0.013, SE =0.004, p <.05). There were one critical values, which was 84.161
(B =0.345, SE =0.175, p = .05, 95% CI [0, 0.690]). Moreover, when the distributive
aggression scores were above the critical value of 84.161, the relation between
neuroticism and relationship satisfaction was significant and positive. (see Figure
3.6). That is to say, if participants had distributive aggression scores above the
critical value of 84.161, they had higher relationship satisfaction scores when they
had higher neuroticism scores.

----ULcCl

RRSS

84,161

CONDITIONAL EFFECT OF NEUROTICISIM ON
RRSS

10 20 30 40 50 60 70 80 90 100 110 120
DISTRIBUTIVE AGGRESSION TYPE OF ANGER EXPRESSION

Figure 3.6 The Association between Neuroticism and Relationship Satisfaction for
Different Values of Distributive Aggression

Note. RRSS: Relationship satisfaction, LLCI: Lower limit confidence interval, ULCI:
Upper limit confidence interval.
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3.4.2.6 Moderator Role of Solitude/Negative Behavior on Agreeableness and

Emotional Function

The association between agreeableness and emotional function (EF) was examined
with the moderator role of solitude/negative behavior type of sadness expression.
According to the results, the whole model (R?=.105, F(3, 146) = 3.207, p < .05) and
the interaction (B = -0.087, SE = 0.033, p < .01) were significant. The critical value
was 9.260 (B = -1.092, SE = 0.553, p = .05, 95% CI [-2.184,0]). When the
solitude/negative behavior was above the critical value, the association between
agreeableness and EF was significant and negative (see Figure 3.7). In other words, if
the participants had higher solitude/negative behavior scores than the critical value,

they had lower EF scores (lower health status), even when they were more agreeable.

= N W s 01O

'
[N

----uLal

EF

CONDITIONAL EFFECT OF AGGREEABLENESS
ON EF

IS NV BN NIV

9,26

-60 -50 -40 -30 -20 -10 O 10 20 30 40 50 60
SOLITUDE/NEGATIVE BEHAVIOUR TYPE OF SADNESS EXPRESSION

Figure 3.7 The Association between Agreeableness and Emotional Function for
Different VValues of Solitude/Negative Behavior

Note. EF: Emotional function, LLCI: Lower limit confidence interval, ULCI: Upper
limit confidence interval.
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Table 3.12 The Summary of the Findings

Independent Moderator Dependent Moderation  Confidence
Variable Variable Interval
Agreeableness Passive Role- Yes Significant
Aggression Function
Restrictive
Agreeableness Passive Emotional Yes Significant
Aggression Function
Extraversion  Passive Role- Yes Significant
Aggression Function
Restrictive
Openness to Passive Role- Yes Significant
Experience Aggression Function
Preventive
Neuroticism Distributive Relationship  Yes Significant
Aggression Satisfaction
Agreeableness Solitude/Negative Emotional Yes Significant

Behavior Function

3.5 Discussion

The main aim of the present study was to investigate the predictive role of
personality traits (i.e., extraversion, conscientiousness, agreeableness, neuroticism,
openness to experience, and negative valance) on quality of life (i.e., role function
restriction, role function prevention, and emotional function) and relationship
satisfaction of migraine patients; and the moderator role of emotional expression
(i.e., distributive aggression, passive aggression, avoidance/denial, integrative
assertion, solitude/negative behavior, social support/dependent behavior, positive
activity, apology, denial, and explanations) on these relations. For this purpose,
group differences among the levels of demographic variables (i.e., gender,
relationship status, education, hometown, presence or absence of physical illness and
psychological disorder) on the measures of the study (i.e., time since diagnosis,
frequency of migraine, severity of migraine, duration of migraine, controllability of
migraine, relationship satisfaction, quality of life); and correlations among the

variables were examined. Afterwards, moderation analyses were conducted in order
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to figure out the moderator role of emotional expression between the relations of

personality traits with quality of life and romantic relationship satisfaction.

3.5.1 Preliminary Analysis - Differences among the Levels of Demographic

Variables in terms of Study Measures

3.5.1.1 Group Differences among the Levels of Demographic Variables in
Terms of lliness-Related Characteristics and Romantic Relationship

Satisfaction

Independent samples t-tests were conducted to examine the group differences among
the levels of gender, relationship status, presence or absence of physical illness and
presence or absence of psychological disorder on time since diagnosis, frequency of
migraine, severity of migraine, duration of migraine, controllability of migraine, and
relationship satisfaction. According to the results, women had a sense of control over
migraine more than men. Since the prevalence rates of chronic pain conditions of
women are more than men (Berkley, 1997; Ertas et al., 2012; Unruh, 1996), the
possibility of a woman to face with any pain related disease would be higher than
man throughout the lifespan. Therefore, in the current study, it may be concluded that
experience with pain might have increased women’s coping mechanisms more than
men in time and this might help them to feel control over pain. There is supportive
evidence in the literature that control over pain reduces the pain sensitivity more for
women compared to men. (Fillingim, Keefe, Light, Booker, & Maixner, 1996 as
cited in Fillingim, 2000). Therefore, sense of control might be more developed in

women than men.

Migraine patients who had no other physical illness had more severe migraine attacks
than patients with at least one other physical illness. Migraine patients with another
physical illness might have divided their attention to multiple physical illnesses,
therefore their perceived severity might have decreased compared to migraine
patients without another physical illness. Moreover, migraine patients with at least

one other physical illness or with a psychological disorder were older than those who
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did not have any other physical or psychological problems in the current study. It is
clear that people develop more physical illness as they get older due to cell
degeneration in the body, and they might develop more psychological illnesses, as
suffering from migraine creates many disabilities in daily life. In addition, migraine
patients with another physical illness in this study have suffered from migraine for
longer times than migraine patients without another physical illness. Migraine is a
condition that comorbid with many illnesses (Buse, Manack, Serrano, Turkel, &
Lipton, 2010). Thus people who had migraine for longer times might have developed

more comorbid illnesses with time.

A series of one-way ANOVASs were conducted to investigate the group differences
among the levels of education and hometown of participants on time since diagnosis,
frequency of migraine, severity of migraine, duration of migraine, controllability of

migraine, and relationship satisfaction.

Results showed that participants with high school degree and lower had more severe
migraine attacks than participants with graduate degree. Migraine has many
psychological characteristics, and thus in the literature it has been characterized as a
psychosomatic disorder by many researchers. In Turkey, it is known that people
express themselves (their emotions, their thoughts etc.) in indirect ways like
somatization and this trend increases while the education level decreases. In other
words, people with lower education are prone to express themselves with an illness
since illnesses are more solid and acceptable in the culture. Therefore, they might
perceive migraine more severe than people with higher education (Nickel et al.,
2006). Moreover, in the current study people with high school and lower education
had lower relationship satisfaction than participants with undergraduate and graduate
education. Findings contradictory to the results of the present study do exist in the
literature. A study revealed that increase in the education level was related to sexual
adjustment problems (Jose & Alfons, 2007). Similarly, in a study in Turkey, it was
found that as education level increases, marital satisfaction decreases (Cag, 2013).

The romantic relationship satisfaction scale used in the present study did not measure
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the sexual satisfaction of the participants, so it did not assess the same construct with
the studies in the literature. The difference in the respective results between the
current study and the literature might be related with this difference in measurement

tools.

3.5.1.2 Group Differences among the Levels of Demographic Variables in

Terms of Emotional Expression, Qaulity of Life, and Personality Traits

A series of multivariate analysis of variance (MANOVA) were conducted in order to
investigate the group differences between the levels of gender, relationship status,
presence or absence of physical illness and presence or absence of psychological
disorder, education level, and participants” hometown on the measures of expression
of sadness, expression of guilt, expression of anger, migraine specific quality of life,

personality characteristics of the participants.

Regarding quality of life, women were affected by migraine more than men in terms
of role function restrictive and role function preventive, whereas there was no
significant difference in terms of emotional function. Studies revealed that women
had more restriction of daily activities (Attanasio & Andrasik, 1987) and they missed
work days more than men in a year due to migraine (Rasmussen, Jensen, & Olesen,
1992). On the other hand, according to studies, women and men did not differ in
terms of emotional expression and self-blame characteristics (Buckelew et al., 1990)
consistent with the present study. In addition, pain coping strategies (including
emotional coping) were found to be similar in women and men (Strong, Ashton, &
Stewart, 1994).

Considering anger expression, only avoidance/denial type was significantly different
among the three levels of education. While the education level increased,
avoidance/denial level decreased in the current sample. As stated previously,
migraine is one of the psychosomatic disorders that Turkish people experience
widely. One of the main characteristics of somatization is expressing emotion in an

indirect way (or not to express them at all) like avoiding or denying the feeling,
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which is consistent with the current finding. Moreover, a study conducted in Turkey
revealed a finding parallel to our finding that migraine patients were more
alexithymic than control group (Muftuoglu, Herken, Demirci, Virit, & Neyal, 2004).
In addition, there were many findings stating that increase in the education level
direct people to individualism, freedom, and self-confidence (Jose & Alfons, 2007)
and this might lead people to express their emotions directly. So, our participants
with higher education might have reported lower levels of avoidance/denial type of

anger expression due to this factor.

Regarding personality traits, extraversion and agreeableness were significantly
different in terms of psychological disorder history. Participants with psychological
disorder history were more extraverted and agreeable than participants who did not
have psychological disorder history. In the literature, there were consistent findings.
For example, a study which investigating the association of personality traits and
psychological disorders stated that agreeableness was not related to any of the
disorder. Moreover, they found an association between low extraversion
characteristic and psychological disorders (Kotov, Gamez, Schmidt, & Watson,
2010).

3.5.2 Findings Related to Moderation Analyses

In this part of the study, moderator role of expression of anger, sadness, and guilt
(i.e., distributive aggression, solitude/negative behavior, and apology) in the relation
of personality characteristics (i.e., neuroticism, agreeableness, extraversion) with
quality of life (i.e., role-function restrictive, role-function preventive, and emotional
function) and relationship satisfaction were examined. Only the significant results

were reported and discussed.
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3.5.2.1 Moderator Role of Passive Aggression on Agreeableness and Role-

Function Restriction of Migraine Association

Regarding quality of life, passive aggression moderated the relation between
agreeableness personality trait and role-function restriction (RFR) of migraine in the
present study. According to results, when the migraine patients had lower level of
passive aggression, there was no relation between agreeableness and RFR. However,
when the migraine patients had higher level of passive aggression, agreeableness was
related to RFR. In other words, migraine patients who had more agreeableness scores
had less role-function restrictive (lower QOL), even if they used higher level of
passive aggression as an anger expression. As mentioned previously migraine is a
chronic pain condition which creates disability in patients’ life widely (Ruiz de
Velasco et al., 2003; Tkachuk, Cottrell, Gibson, O’Donnell, & Holroyd, 2003). In
addition, agreeableness was characterized with high sociability. So, people with
agreeableness get the support they need from this social areas (Wilkowski, Robinson,
& Meier, 2006). However, migraine patients have difficulty to participate in a social
activity especially when they are in a great pain during the attacks. Agreeable
migraine patients who are characterized with social interactions might not feel free to
express their feelings, which stemmed from not participating in social activities,
directly to others owing to their prosocial behaviors (Wilkowski et al., 2006). The
reason why they cannot express their feeling directly might be the fear of being hated
and be alienated by significant others (Ruiz de Velasco et al., 2003). This situation
might lead them to be more passive aggressive. Being passive aggressive might cause
total misunderstandings by significant others and may result in losing the social
support that they need to overcome the restrictions of migraine. Therefore, agreeable
migraine patients may develop a perception that migraine restrict their life because of
both having difficulty in participating in social activities and facing the possibility of

losing social support because of their passive aggression.
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3.5.2.2 Moderator Role of Passive Aggression on Agreeableness and Emotional

Function of Migraine Association

Regarding quality of life, passive aggression moderated the relation between
agreeableness personality trait and emotional function (EF) dimension of QOL in
migraine, which was similar to previous result. Emotional function is another aspect
of quality of life and it represents the patients’ emotions emerging because of
migraine. According to results, when the migraine patients had lower level of
passive aggression, there was no relation between agreeableness and EF. However,
when the migraine patients had higher level of passive aggression, agreeableness was
related to EF. In other words, migraine patients who were more agreeable had lower
level of EF (lower QOL), even if they use higher levels of passive aggression as
anger expression. As explained in the previous finding, agreeable migraine patients
may lose their social relationships, which they are afraid of, by being passive
aggressive. Therefore, they might find themselves in vicious circle by being passive
aggressive. In the end, they may start to feel even more negative emotions because of
migraine. To sum up, using passive aggression as a way of emotion expression had
negative consequences in terms of two aspects of quality of life (i.e., emotional

function and role-function restriction) for agreeable migraine patients.

3.5.2.3 Moderator Role of Passive Aggression on Extraversion and Role-

Function Restrictive of Migraine Association

Regarding quality of life, similar to two previous results, passive aggression
moderated the relation between extraversion personality trait and RFR dimension of
QOL in migraine. According to results, when the migraine patients had lower level
of passive aggression, there was no relation between extraversion and RFR.
However, when the migraine patients had higher level of passive aggression,
extraversion was related to RFR. Specifically, participants who were more
extraverted, had less RFR scores (i.e., lower QOL) if they were more passive
aggressive individuals. As stated in the previous parts of the study, extraversion is a
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trait characterized with sociability, positive affectivity, and activity (McCrae &
Costa, 1987). Even though migraine was not related to extraversion characteristics in
the literature, migraine patients who had high scores on extraversion, perceived
migraine as quite restrictive particularly when they used passive aggression in the
present study. Restricting the outside activity, choosing proper food and drink for
migraine etc. are main physical restrictions that migraine creates in the patients’ life.
Therefore, it is quite understandable that people who think that sociality is important,
perceive migraine as restrictive when they cannot go outside during attacks. In
addition to this, when they use passive aggression, perception of restraints will be
stronger. In the literature, there were similar ideas. Many theorist have stated that
anger stems from either psychological or physical constraints (Darwin, 1872/1965;
Izard, 1977; Lewis, 1993 as cited in Harmon-Jones & Harmon-Jones, 2016).
Therefore, the reason why the migraine patients used passive aggression as an anger
expression might be these physical and psychological constraints in the current study.

3.5.2.4 Moderator Role of Passive Aggression on Openness to Experience and
Role-Function Preventive of Migraine Association

Considering quality of life, passive aggression moderated the relation between
openness to experience personality trait and role-function preventive (RFP) of
migraine. RFP is another aspect of quality of life which assesses how migraine
prevents patients’ daily life. Before presenting the current finding, it should be stated
that openness to experience dimension had relatively low reliability in the present
study. However, because the finding was important and consistent with the previous
findings, it was reported and will be discussed. The reason why reliability of
openness to experience dimension was low might be that the participants
systematically misinterpreted one of the items, which was “genis/rahat”. The item is
originally a positive item, however the participants might have perceived it as a
negative one. If this item was deleted, reliability would increase. This could be
explained by the migraine patients’ attitude of resistance. While the scoring of

openness to experience subscale was checked, it was clear that the participants had a
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tendency to show positive characteristics and hide the negative ones. So, they gave
the highest scores to positive items, and the lowest ones to negative items. Since they
perceived “genis /rahat” item as negative, they also marked it with the lowest scores.
Their tendency to hide their negative characteristics may also be related with their
tendency to be indirect in their communication (hide their real feelings) and this was
consistent with the findings in the present study that they use passive aggression

(indirect way of anger expression) in their relationships.

According to findings, when migraine patients had higher level of passive
aggression, openness to experience was negatively associated to RFP. Additionally,
when migraine patients had lower level of passive aggression, there was positive
relation between openness to experience and RFP. However, if passive aggression
level was between the high and low critical points, there was no significant relation
between openness to experience and RFP. Specifically, participants who had higher
levels of openness to experience scores had lower level of RFP scores, which means
lower QOL if they had higher passive aggression scores. In addition, if migraine
patients use lower level passive aggression, when they had higher openness to
experience scores, their RFP was higher which is related to better QOL. This finding
was also consisted with the previous three findings stated above. Openness to
experience personality trait is characterized with actively seeking new experiences,
curiosity, and they feel whole spectrum of emotions (Costa & Widiger, 1990). When
open migraine patients face with a condition that prevents their life and new
experiences, they might feel angry and express it with passive aggression. In other
words, if migraine patients use passive aggression as anger expression widely, their
quality of life decreases even if they are highly open individuals. In addition, if
migraine patients use lower levels of passive aggression, their quality of life would
be higher, when they had more openness to experience characteristics. Although
open people experience whole range of emotions (Costa & Widiger, 1990),
expression may be restricted by cultural values. According to Kagitgibasi (2007),

Turkish people are willing to show their emotions in an either active or passive way
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rather than inhibiting them. Therefore, migraine patients might have chosen to

express their emotions not actively but passively in the current study.

In summary, current findings revealed that passive aggression is a determinant factor
between personality characteristics and quality of life for migraine patients. Even
though migraine patients had positive, social, and psychologically resilient
personality traits (agreeableness, extraversion, openness to experience), when they
use passive aggression which is an indirect type of anger expression, they perceive

migraine as more restrictive, preventive, and emotionally challenging.

These findings showed a general picture of the role of emotional expression on the
relation of personality and quality of life. According to cognitive appraisal approach,
anger is an emotion that arises as a reaction to appraisal of a blocked goal. Therefore,
Harmon-Jones and Harmon-Jones (2016) stated that pain may create anger because
of blocking person’s goal of being physically comfortable. Thus, expression of anger
in an appropriate way came into prominence for migraine patients with the help of
present study’s findings. Teaching expression of negative emotions by therapeutic

intervention and assessing the effects of intervention will be the focus of the Study 3.

3.5.2.5 Moderator Role of Distributive Aggression on Neuroticism and

Romantic Relationship Satisfaction Association

Considering romantic relationship satisfaction, distributive aggression moderated the
relation between neuroticism personality trait and romantic relationship satisfaction
(RRSS). Specifically, if participants had higher distributive aggression scores, they
had higher RRSS scores when they had higher neuroticism scores. There was an
association between neuroticism and RRSS only if migraine patients used higher
level of distributive aggression. Distributive aggression is a destructive type of anger
expression and people with distributive aggression threaten and discourage the other
person (DeGiovanni & Epstein, 1978; Rimm et al., 1974). Neuroticism is a
personality trait characterized with “emotional instability, difficulty in tolerating the

frustration, self-consciousness, and impulsivity” (Costa & Widiger, 1990, p. 3).
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Migraine patients with high levels of neuroticism may be highly impulsive and self-
centered individuals without insight, therefore they may perceive their romantic
relationship satisfaction as high even if they use a kind of destructive type of anger
expression. Since, they are self-centered individuals, empathizing with the other
person would be difficult for them, and so they may not be able to perceive their
relationships from the eyes of the significant other. This may cause them to report
higher relationship satisfaction. Neuroticism is a personality characteristic mainly
associated with migraine in the literature (Cao et al., 2002 as cited in Luconi et al.,
2007; Merikangas et al.,1993). However, in the present study, the association
between migraine and neuroticism could not be explained adequately. This situation
may be explained by migraine patients’ resistance and tendency to hide their feelings

and their self.

3.5.2.6 Moderator Role of Solitude/Negative Behavior on Agreeableness and

Emotional Function

This finding was the only one in which one of the sadness expression types had a
moderator role. This implied that sadness expression might not play a vital role for
migraine patients. Lack of sadness and guilt expression moderators except the current
finding needs further research. In addition, sadness is a self-oriented emotion.
Therefore expressing sadness to others might not have had a moderator role between

personality and quality of life of migraine patients.

Considering quality of life, solitude/negative behavior moderated the relation
between agreeableness personality trait and emotional function (EF) of migraine.
Particularly, if the participants had higher solitude/negative behavior scores, they had
lower EF scores (lower QOL), even when they were more agreeable.
Solitude/negative behavior type of sadness expression is characterized with accusing
the other person, having the desire to be alone, and not interacting the other person
(Guerrero et al., 2008) which is a destructive type of sadness expression. Agreeable
people do not have the destructive type of personality, because they are characterized
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with “soft-heartedness, empathy, helpfulness, and forgiving” (Costa & Widiger,
1990, p. 3). Therefore, this finding was not consistent with the literature. Underlying
reason of this inconsistent finding may be the nature of the migraine. As explained
previously, life restrictive and preventive nature of migraine leads agreeable migraine
patients to be more destructive in their communication with others. In this way, when
they use higher levels of solitude/negative behavior, even if they are more agreeable

people, their emotional function will be lower.

3.5.3 Strengths of the Study

To begin with, the most important contribution of the present study is providing
valuable and applicable information to literature. Migraine, emotion, and emotional
inhibition have been studied in the literature; however, the moderator effects of
different emotion expression types on the relations of personality traits with quality
of life and romantic relationship satisfaction has not been studied so far within my
knowledge. This detailed research has provided applicable data for treatment, as well
as providing preliminary knowledge about the precipitating factors of migraine
which has not been uncovered so far. Study 3, which is an emotional expression
group psychotherapy study, was designed according to the results of the current
study. Specifically, migraine patients’ preference of passive aggression as an anger
expression and its negative consequences came to light with the help of this study.
This general conclusion was one of the most important factors that shaped the
content of the group psychotherapy in Study 3. Therefore, the implications of the
current study are available in the Study 3.

The sample of the study consisted of migraine patients from different regions of
Turkey. In addition, having participants from different age groups, education levels,
marital statuses, and income levels makes the current study more generalizable.
Studying with a clinical sample, which was hard to reach and gather data, was
another strength of the current research. Thus, the present study also provided data

about illness related characteristics of migraine in Turkish population.
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These results about passive aggression might also use in media. To illustrate,
advertisements and brochures might be prepared about the disadvantages of using
passive aggression as an anger expression for public. This might provide alternative
preventive intervention for migraine patients and it contributes the general health of
the public in Turkey.

3.5.4 Limitations and Suggestions for Future Studies

The most important limitation of the present study was its reliance on participants’
reports on their migraine diagnosis. The most important criterion that the participants
must meet was having an official diagnosis of migraine and this information was
based on the participants’ own declaration. In the future studies, assurance of the

official diagnosis may be obtained from medical professionals or medical reports.

About sample, the high education level might be one of the limitation of this study.
Sample should have been chosen from more varied level of education. This might

increase the generalizability of the current study.

When examining the results of the moderation analyses, although passive aggression
type of anger expression gave important clues about the association between
personality traits and quality of life, further studies needed to fully understand the
reasons why other negative emotional expressions did not moderate these relations.
Furthermore, although neuroticism was one of the most illness prone personality
characteristics (Cao et al., 2002 as cited in Luconi et al., 2007; Merikangas et
al.,1993), there were not enough indicators of this in the current study. Neuroticism
was only related to romantic relationship satisfaction through the moderation effect
of distributive aggression. Further research is needed to find out why neuroticism

was not related with other emotional expression types.

Lastly, a comparaison with non-migraine patient group might provide broader

knowledge about all relatisons among study variables and this will lead wide range of
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study questions. Therefore, it is recommended for future studies that include this

comparision to their research.
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CHAPTER 4

STUDY 3: EMOTIONAL EXPRESSION INTERVENTION FOR
MIGRAINE PATIENTS: A GROUP THERAPY

4.1 Literature Review of Study 3

4.1.1 Interventions for Chronic llInesses

As indicated previously in the Study 2, migraine is a chronic condition, which
decreases the quality of life of the patients and ruins their daily life in many aspects.
Although researchers have been trying to find out the etiology of migraine, they
could not clearly identify the factors that contribute to its development and the exact
cure for it. This situation motivated researchers to find alternative ways to offer help
to the patients. Besides medical treatment of migraine, psychotherapy is one of the
most referenced technique used by the researchers and practitioners to offer a
treatment to migraine and migraine related outcomes. Thus, the next section will
focus mainly on intervention techniques that are used for the treatment of chronic

illnesses.

Many psychological intervention techniques, including family therapy, cognitive
behavioral therapy (CBT), relaxation training, written emotional disclosure, have
been used for migraine and other chronic illnesses so far In this section, in addition to
psychological interventions for migraine, interventions for other chronic conditions
were also given a place, since they have many similarities with chronic migraine

headache.
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4.1.2 Family Therapy for Chronic IlInesses

The literature has been paying attention to the effects of family dynamics to pain-
related illnesses, because family dynamics have been thought to influence both the
reasons and the outcomes of the chronic illnesses. For example, in a study conducted
with chronic head pain patients, researchers applied problem-centered family systems
therapy to eight couples and they compared them with their counterparts who
dropped out from the study before the intervention. According to their results,
couples who completed the therapy showed better quality of communication
compared to control group couples, and also their marital and sexual satisfaction
were higher than the control couples’. Moreover, they were more skilled in the areas
of emotional expression and behavioral control than the control group couples.
Furthermore, researchers found out that couples who did not complete the therapy
(control group) needed the illness in order to reach an equilibrium in their
relationship which caused the state of illness to be persistent (Roy, 1989). Therefore,
as mentioned above, family dynamics -and indirectly family therapy- have been an
attention point of the researchers who have been studying with chronically ill

patients.

A study conducted with psychogenic pain patients, is another example of a family
therapy practice for chronically ill patients. Researchers applied different types of
therapies, such as family-based therapy and emotional expression therapy to
psychogenic pain patients and they drew many conclusions. They reported that
therapeutic intervention itself provided an enhancement in emotional expression level
and emotional awareness irrespective to therapy type. Moreover, depending on the
therapy type, initial family dynamics were more predictive of ongoing levels of
depression and psychogenic pain than emotional expression itself. Furthermore, any
intervention including family communication and trying to enhance the quality of
emotional expression between partners predicted less psychogenic pain and

depression than individual patient-centered interventions (Beutler et al., 1988).
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Studies including family therapy underlined the importance of any kind of
intervention technique to family especially for chronically ill patients because the
family of the chronically ill patients are the ones who are exposed to the most
stressors. Therefore, in order to ease one part of the difficulties that chronically ill
patients and their families face with, emotional expression of the patients were aimed

to increase in the current study.

4.1.3 Cognitive Behavioral Therapy for Chronic IlInesses

Although the literature underlined the importance of family therapy in chronic
ilinesses, there were also many research using individual and group-based therapies.
One of the most frequently used such therapies is cognitive behavioral therapy
(CBT), which was mostly used for migraine, tension-type headache, and chronic
fatigue syndrome. To illustrate, in a study, researchers assessed the effectiveness of
CBT for comorbid migraine, tension-type headache, and depression. They conducted
a 50-minute-long, 12-session, individual, functional model CBT and they found that
CBT was effective for alleviating migraine symptoms and depression and improving
quality of life of the patients when compared to control group (Martin et al., 2015).
In another research conducted with disabling headache patients, participants attended
to a 10-session cognitive behavioral group therapy. The outcome variables were
frequency, intensity and duration of headache, medication use, and quality of life.
According to the results, participants who attended to CBT group for ten weeks
showed 50% progress in headache frequency and they also had significant
improvements in medication use and quality of life (Nash, Park, Walker, Gordon, &
Nicholson, 2004). A review study examined many CBT therapy implication studies
for headache patients, and revealed a general conclusion that CBT was effective for
reducing the physical symptoms of headache. However, they also criticized the
adequacy of the methodology of studies they reviewed (Harris, Loveman, Clegg,
Easton, & Berry, 2015). Another recent study by Poppe, Petrovic, Vogelaers, and
Crombez (2013) tried to explain the effectiveness of CBT with other variables, such

as initial neuroticism and acceptance. According to their results, low level of pre-
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treatment acceptance and high neuroticism predicted more mental quality of life of

the headache patients.

In summary, CBT is not only frequently used psychotherapy technique for chronic
illnesses, but it is also one of the most effective ones. Therefore, it attracted both
researchers and practitioners. However, since the main focus of the present study was

emotional expression training, CBT was not used as a main technique.

4.1.4 Relaxation Training and Written Emotional Disclosure for Chronic

IlInesses

As stated above, the main concern of the current study is to examine the effectiveness
of the emotional expression techniques, in the following section, it will be
summarized the effectiveness of relaxation training (RT) and written emotional

disclosure (WED) for chronic conditions.

There are conflicting findings about the effectiveness of relaxation training and
written emotional disclosure for migraine and other chronic headaches. For example,
(D’Souza, Lumley, Kraft, & Dooley, 2008) designed their study to compare two
different types of interventions, i.e., relaxation training and written emotional
disclosure (WED), on migraine and tension-type headache which were. Relaxation
training was designed as a 4-session audiotaped relaxation program including muscle
relaxation and breathing exercises. In this program, participants sat in a comfortable
chair and they just listened the audiotaped instructions on their own. Written
emotional disclosure was designed as a 4-session program and participants were
requested to write about a stressful event, deepest feelings which they could not tell
anyone before and the effects of headache to their relationship and their health. The
findings revealed that the efficacy of the audio-based relaxation training (RT)
exceeded the control group in three outcome variables, which were severity,
disability and physical symptoms of the tension-type headache; however, it was only
effective in severity in migraine headaches. On the other hand, they found that

written emotional disclosure was ineffective in all the outcome variables for both
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migraine and tension-type headaches. It was concluded that RT was more efficient
than WED for tension-type headache but none of the intervention types was superior

than others in case of migraine.

Over and above the studies mentioned before, Kraft and friends (2008) added
moderator variables (i.e., emotional approach coping skills and headache
management self-efficacy) to their study to explain possible reasons of the inefficacy
of the WED. Their results revealed that participants with more emotional approach
coping skills showed more improvement in several outcome variables after WED as
compared to RT and control group. Moreover, lower headache management self-
efficacy before treatment predicted more improvement after both RT and WET than
control group. Also, participants with less headache management efficacy before the
treatment benefited from treatments more than their counterparts with more

management efficacy.

Before proceeding to examine the psychotherapies targeting emotional expression, it
is important to fully understand the effects of written emotional disclosure on
different chronic illnesses, such as chronic pain and breast cancer. This is
exemplified in the work of Graham, Lobel, Glass, and Lokshina (2008). Researchers
randomly assigned participants into two groups, one of which was given some
instructions to write their anger constructively and the other one was asked to write
their goals unemotionally. Writings were coded in terms of their degree of anger
expression and degree of meaning making. Results indicated that after nine weeks,
there was a significant improvement in anger expression group in terms of control
over pain, depressed mood, and marginally significant enhancement in terms of pain
severity as compared to control group. Moreover, in another study, written emotional
expression induced to early-stage breast cancer patients, decreased the rates of
requesting medical help about cancer-related complaints (Stanton et al., 2002). In
another research, which was also conducted with breast cancer patients, researchers
made patients express their negative emotions in a written format while they were

getting a psychosocial help via internet-based bulletin boards. According to the
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results, the more the patients expressed their anger, the higher their quality of life and
the lower their depressive symptoms were. In contrast, expressing fear and anxiety
was related to lower quality of life and higher depression (Lieberman & Goldstein,
2006).

Emotional expression was not used only in the studies in written format but also in
verbal format in therapy sessions. Slavin-Spenny and colleagues (2013) conducted a
study which offered anger awareness and expression training (AAET) to one group
and relaxation training (RT) to another group. The results unveiled that although
AAET was effective for managing headaches, it did not exceed RT group. However,
it was only AAET (not RT or control group) decreased the level of alexithymia of the

patients.

In this section, intervention studies targeting chronically ill patients were reviewed.
In the following section the theoretical background, aims and hypotheses of the
current study will be presented.

4.1.5 Theoretical Background of the Intervention

The importance of expressing feelings in chronic illnesses was indicated many times
so far. As mentioned in Study 2, inhibition of any emotion is closely related to
illnesses. For example, studies on inhibition process and its effects to physical health
proved that when people hide what they feel in the moment, their respiration
increases. Moreover, inhibition process creates a very stressful situation for them
and they become more vulnerable to illnesses (Pennebaker, 1997). Thus, the aim of
Study 3 was to develop, implement and test the effectiveness of an emotional

expression intervention to migraine patients.

Intervention program of current study was based on Yalom’s (2002) Theory and
Practice of the Group Psychotherapy. According to Yalom, establishing a group,

determining the rules, adaptation to group and termination phases had to be handled
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one by one. Therefore, in the current study, framework of the group intervention was

dependent on the Yalom’s theory.

On the other hand, the content of the group therapy was constructed in the light of

emotional expression literature and researcher’s personal therapeutic experiences.

Healthy emotional exhibition concept features similar characteristics in every study
or practice. Researchers who are interested in emotion and emotional expression
generally mention emotional awareness, identification of emotions, and expression of
emotions concepts. For instance, a group of researchers who Paul Eckman -one of the
most prominent scientists in the field of emotion- are part of, have designed an
emotional training to reduce participants' negative emotions. The training program
included emotional components such as recognition of emotion, compromising one’s
own emotional patterns, recognition of the others’ emotions, and empathy (Kemeny
et al., 2012). Similarly, Illionis University Counseling Center published a self-help
brochure about emotional experience and expression which included the similar
concepts with Kemeny and friends’ (2012) study. The concepts that they used for
emotional experience and expression were identifying emotions, accepting and
valuing feelings, the role of interpretation, and expressing feelings (University of
Illinois Urbana-Champaign Counseling Center, 2017). To conclude, researchers and
practitioners who study and apply emotional expression agree on more or less the
similar concepts. Therefore, while designing the intervention program of the present

study, it was mostly benefited from these concepts.

Based on the intervention techniques used in the literature, the intervention program
of the current study emphasized being aware of emotions, identifying emotion,
giving value to emotions, analyzing the different interpretations, and expressing the
emotions in constructive ways. Different from the other studies, the current
intervention program was designed for three negative emotions; anger, sadness, and

guilt.
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4.2  Aim and Hypotheses

4.2.1 Aims of the Study 3

The aim of current study was enhancing the quality of life and romantic relationship
satisfaction of the migraine patients by teaching them to comprehend and process,
and express their emotions. In this respect, Study 3 aimed to investigate the effect of
emotional expression training given to the migraine patients in terms of emotional

expression, quality of life and romantic relationship satisfaction.

Specific objectives of the intervention were to teach the participants to recognize
their feelings, understand why the feelings appear, give meaning to their feelings or
understand the mechanism under it, accept their feelings, and express them
constructively in a communication. In addition to this, giving information about
migraine and providing an awareness of its symptoms, precipitating factors and
consequences was another important objective of the intervention. In accordance
with the objectives mentioned above, psychoeducational and encounter group
approaches were used. In every session, firstly, group leader (clinical
psychotherapist) gave information about the topics stated above. After the
psychoeducation, the group started to share their experiences about the subject and

they gave and took feedback from each other.

4.2.2 Research Hypotheses

Research hypotheses of Study 3 are as follows;

(1) After receiving emotional expression training, migraine patients’ QOL would be
significantly higher than before.

(2) After receiving emotional expression training, migraine patients’ romantic
relationship satisfaction would be significantly higher than before.

(3) After receiving emotional expression training, migraine patients’ negative

emotional expression types (i.e., distributive aggression, passive aggression,
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avoidance/denial, solitude/negative behavior, denial), would be significantly lower

than before.

4.3 Method

4.3.1 Participants

The participants of Study 3 were 9 migraine patients who met the inclusion criteria of
being married or having romantic relationship at least for the last 6 months. All the
participants were women (100%). The age range of the participants was between 21
and 42 with a mean of 29.33 (SD = 6.48)

Of the 9 participants, 8 participants reported themselves as a member of middle
income group (88.9%) and 1 participant reported herself as a member of high income
group (11.1%). Five participants (44.4%) had undergraduate degree and 4
participants had graduate degree (55.6%). The distribution of the participants
according to place where they had grown up was as follows: 8 of them grew up in
metropolis (88.9%), and 1 of them grew up in a city (11.1%). Finally, the relationship
status of the participants was as follows: 4 of the participants (44.4%) had been
married at least for the last 6 months and 5 of them (55.6%) had a romantic
relationship at least for the last 6 months (see Table 4.1 for the demographic

characteristics of the sample)

Table 4.1 Demographic Characteristics of the Sample of Study 3

M SD n % Min-Max

Gender

Female 9 100
Age 29.33 6.48 21-42
Income

Middle 8 88.9

High 1 111
Education

Undergraduate 5 55.6

Graduate 4 44.4
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Table 4.1 (continued)

M SD n % Min-Max
Hometown
City 1 11.1
Metropolis 8 88.9
Relationship Status
Married 4 44.4
Romantic Relationship 5 55.6

Time since diagnosis of migraine varied between 24 months and 192 months (M =
100, SD = 64.34). In addition, the frequency of the migraine attacks of the sample for
the last three months differed between 3-40 days with a mean of 14.67 (SD = 11.81),
and the duration of their migraine attacks was between 2-48 hours with a mean of
19.22 (SD = 16.04). Participants evaluated the severity and controllability of their
migraine attacks on a 10-point scale and they reported the severity of their attacks
with a mean of 7.67 (SD = 1.12), and the controllability with a mean of 3.78 (SD =
1.79). While 55.6% of the participants (n = 5) stated that they had no physical illness,
44.4% of them (n = 4) had at least one physical illness in addition to migraine.
Finally, 22.2% of the sample (n =2) reported at least one psychological disorder, and
77.8% of them (n = 7) reported no psychological disorder (see Table 4.2 for the

illness-related characteristics of the sample).

Table 4.2 lliness-Related Characteristics of the Sample of Study 3

M SD n % Min-Max

Time Since Diagnosis (months) 100 64.34 24-192
Frequency (days) 14.67 11.81 3-40
Duration (hours) 19.22 16.04 2-48
Severity 7.67 1.12 1-10
Controllability 3.78 1.79 1-10
Physical Iliness

Yes 4 44.4

No 5 55.6
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Table 4.2 (continued)

M SD n % Min-Max
Psychological Disorder
Yes 2 22.2
No 7 77.8

4.3.2 Measures

Seven measures used in this study were chosen from measures of the Study 2. They
were Demographic Information Form (DIF), Anger Expression Scale, Sadness
Expression Scale, Guilt Expression Scale, Migraine Specific Questionnaire (MSQ),
and Romantic Relationship Satisfaction Scale (RRSS). Please see Study 2 for the
psychometric properties of the scales.

4.3.3 Procedure

To begin with, an e-mail was sent to the participants who participated in the Study 2
and were living in Ankara. Ankara was chosen because the suitable conditions for
group therapy could only be provided by Middle East Technical University
Psychology Department. Thirty-five participants who lives in Ankara from Study 2
were sent an e-mail about whether or not they wanted to participate in an 8-week
group therapy intervention. Seven participants replied to this e-mails. Then, a social
media announcement was made and 5 individuals reported their willingness to
participate in the Study 3. Totally, 12 participants decided to join the group therapy
sessions voluntarily. Nine participants came to the first session and none of the
participants dropped out throughout the sessions. In the selection process,
participants were not selected based on their emotional expression scores because of

inadequate numbers of volunteers.
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433.1

Intervention Program

The intervention was planned as a short-term psychoeducational group

psychotherapy. Accordingly, the aims of the group therapy were determined as

providing a basic information about migraine, stating the importance of emotional

expression, and teaching the basic steps of emotional expression. Besides, one of the

most important objectives was to make the participants share their thoughts and

emotions regarding the subjects that were mentioned above. Establishing the group,

determining the group rules, adaptation, and termination phases was structured

according to Yalom’s (2002) Theory and Practice of the Group Psychotherapy book.

The group was planned as an 8-week (90 minutes each) closed group. The content of

each session was briefly mentioned below.

1. Session: General aims of the first session was introducing the purpose of the

intervention, giving information about the process and content of the

intervention.

Explaining the purpose of the meetings

The importance of the group intervention for migraine patients
Introduction of the group members

Setting the group rules, making a contract with group members
Warming up activities

Sharing experiences about migraine and disabilities that it creates

2. Session: General aim of the second session was introducing emotional expression

to the group members.

Summarizing the last session
Continue to warm up
Sharing experiences about migraine and disabilities that it creates

Introduction to the steps of emotional expression

3. Session: General aim of the third session was discussing the first step of

emotional expression.

Summarizing the last session
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e Discussing identification of the emotion.

e Enabling sharing personal experiences about identification of emotions
Session: General aim of the fourth session was discussing the second step of
emotional expression.

e Summarizing the last session

e Discussing acceptance of emotions.

e Enabling sharing the personal experiences about acceptance of emotions
Session: General aim of the fifth session was discussing the third step of
emotional expression.

e Summarizing the last session

e Discussing expression of emotions.

e Enabling sharing the personal experiences about expression of emotions.
Session: General aim of the sixth session was to continue with sharing personal
experiences about all of the steps of emotional expression.

e Summarizing the last session

e Discussing expression of emotions.

e Sharing the personal experiences about expression of emotions.
Session: General aim of the seventh session was preparing the group for ending
and receiving feedback.

e Summarizing the last session

e Receiving feedback about the intervention

e Preparing the group for ending of the meetings
Session: General aim of the eighth session was finalizing the intervention.

e Summarizing the whole group experience

e Giving feedback for whole group experience and giving personal

feedback to group members

e Directing and leading the patients for further therapy if needed

e Saying goodbye

90



4.4 Results

Related-samples Wilcoxon signed-rank test was conducted in order to determine
whether there is a median difference between pre and post measurements of
emotional expression (distributive aggression, passive aggression, avoidance/denial,
integrative assertion, solitude/negative behavior, social support/dependent behavior,
positive activity, apology, denial, and explanations), migraine specific quality of life
(role function prevention, role-function restriction and emotional function) and
romantic relationship satisfaction. Assumptions were tested. Since the distribution of
the differences between pre- and posttest was asymmetrical, Wilcoxon signed-rank

test was not conducted for relationship satisfaction variable.

4.4.1 Related-Sample Wilcoxon Signed-Rank Test for Emotional Expression

Data obtained from 9 participants were analyzed to understand the effectiveness of 8
group psychotherapy sessions on emotional expression types of three emotion
(i.e.,anger, sadness, and guilt) mentioned above. According to results, none of the
analyses was significant except passive aggression which was an anger expression
type. Of the 9 participants recruited to the study, group therapy led to a decrease in
passive aggression scores when 8 participants’ pre- and post-tests were compared.
However, one participant showed no significant change in passive aggression scores.
The Wilcoxon signed-rank test determined that there was a statistically significant
median decrease in passive aggression scores (Mdn = -6), when the pre-test (Mdn =
51) and post-tests (Mdn = 40) scores were compared, Wilcoxon z = -2.539, p < .05.

There was no significant median difference between pre and post measurements in
terms of distributive aggression (Wilcoxon z = -0.533, p = .59), avoidance/denial
(Wilcoxon z = -1.899, p = .058), integrative assertion (Wilcoxon z = -1.259, p = .21),
solitude/negative behavior (Wilcoxon z = -1.482, p = .14), social support/dependent
behavior (Wilcoxon z = -1.248, p = .21), positive activity (Wilcoxon z = -0.415, p =
.68), apology (Wilcoxon z = -0.415, p = .68), denial (Wilcoxon z = -0.416, p = .68),
and explanations (Wilcoxon z = -0.526, p = .6) (See Table 4.3)
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Table 4.3 Related-Sample Wilcoxon Signed-Rank Test for Pre-test and Post-test Measurements
of Emotional Expression

Pre-test Post-test Difference Significance Test
MDN MDN MDN z

Pas 51 40 -6 Wilcoxon z = -2.539*
Dis 63 54 -5 Wilcoxon z = -0.533
Avo 27 37 -8 Wilcoxon z = -1.899
Int 41 42 -3 Wilcoxon z = -1.259
Sol 98 88 -10 Wilcoxon z = -1.482
Dep 61 72 -1 Wilcoxon z = -1.248
Pos 41 39 -1 Wilcoxon z = -0.415
Apo 84 87 -2 Wilcoxon z = -0.415
Den 32 31 2 Wilcoxon z = -0.416
Exp 37 34 0 Wilcoxon z = -0.526

Note 1. *p < .05
Note 2. Pas: Passive aggression, Dis: Distributive aggression, Avo: Avoidance, Int: Integrative
assertion, Sol: Solitude/Negative behavior, Dep: Social Support/ Dependent bahavior, Pos:

Positive activity, Apo: Apology, Den: Denial, Exp: Explanations

4.4.2 Related-Sample Wilcoxon Signed-Rank Test for Quality of Life

Data obtained from 9 participants were analyzed to understand the effectiveness of 8
group therapy sessions on role function prevention of migraine attacks as measured
by applying the MSQ questionnaire before and after the intervention. There was no
significant median difference between pre- and post measurements in terms of the

role function prevention of the participants, Wilcoxon z = 1.895, p =.058.

Another related-samples Wilcoxon signed-rank test was conducted with nine
participants to determine the effectiveness of 8 group therapy sessions on emotional
function of migraine attacks as measured by applying the MSQ questionnaire before
and after the intervention. There was no significant median difference in terms of

emotional function of the participants, Wilcoxon z = 1.866, p =.062.
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Finally, related-samples Wilcoxon signed-rank test was repeated with nine
participants to determine the effectiveness of 8 group therapy sessions on role
function restriction of migraine attacks as measured by the administration of MSQ
before and after the intervention. According to results, of the 9 participants recruited
to the study, group therapy elicited an increase in role function restriction scores
when it was compared pre-post measurements of 7 participants, whereas one
participant showed no improvement and one participant showed a decrease in role
function restriction scores. The Wilcoxon signed-rank test determined that there was
a statistically significant median increase in role function restriction scores (Mdn =
14.29), when comparing the pre (Mdn = 51.43) and post-tests (Mdn = 68,57),
Wilcoxon z = 1.963, p < .05. (See Table 4.4)

Table 4.4. Related-Sample Wilcoxon Signed-Rank Test for Pre-test and Post-test

Measurements of MSQ

Pre-test Post-test Difference Significance Test
MDN MDN MDN YA
RFR 51.43 68,57 14.29 Wilcoxon z = 1.963*
RFP 65 90 15 Wilcoxon z = 1.895
EF 66.67 86.67 13.33 Wilcoxon z = 1.866

Note 1. *p < .05
Note 2. RFR = Role-Function Restrictive, RFP = Role-Function Preventive, EF = Emotional

Function

4.5 Discussion

The main aim of current study was enhancing the quality of life and marital
satisfaction of the migraine patients by teaching them to comprehend, process, and
express their emotions. In this respect, Study 3 mainly aimed to investigate the effect
of emotional expression training given to the migraine patients on their quality of life
and marital satisfaction. In addition, to figure out the effectiveness of the treatment,
the change in emotional expression was investigated. To examine the differences

between pre-post test results in terms of quality of life [i.e., role-function restrictive
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(RFR), role-function preventive (RFP), emotional function(EF)] and romantic
relationship satisfaction, and emotional expression types (i.e., passive aggression,
solitude/negative behavior, and apology), related-samples Wilcoxon signed-rank test

was conducted.
45.1 Related-Sample Wilcoxon Signed-Rank Test for Quality of Life

Regarding quality of life, related-sample Wilcoxon signed-rank test was conducted to
examine the median differences between pre- and post-test in terms of quality of life
(i.e., RFR, RFP, and EF). There was only one significant median difference between
pre- and post intervention measurements regarding quality of life, which was RFR.
These results revealed that eight-session emotional expression group psychotherapy
was effective for increasing RFR dimension of quality of life. In the literature, there
were supporting studies of this finding. In a study conducted with disabling headache
patients, there was significant quality of life increase after cognitive-behavioral
treatment (Martin et al., 2015; Nash et al., 2004). The possible mechanism under the

current finding will be explained in the next section.
4.5.2 Related-Sample Wilcoxon Signed-Rank Test for Emotional Expression

Regarding emotional expression, related-sample Wilcoxon signed-rank test was
conducted to examine the median differences between pre- and post-test in terms of
emotional expression types (i.e., passive aggression, solitude/negative behavior,
apology). According to the findings, there was a significant difference between pre-
intervention and post-intervention tests in terms of passive aggression. In other
words, group psychotherapy led to a decrease in the level of passive aggression of the

8 migraine patients out of 9 who participated in the current study.

There were many studies using emotional expression intervention in a written format
(WED). Generally, they found that the other types of interventions (i.e., relaxation
training) were more effective than WED interventions (Slavin-Spenny et al., 2013)

Therefore, studies suggested further research about emotional activation such as
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experiencing expression and processing the emotion (Slavin-Spenny et al., 2013).
This study may provide valuable findings to fulfill the needs of the literature in terms

of emotional expression intervention for migraine patients.

The significant moderator effect of passive aggression on the relation between
personality traits and quality of life of migraine patients was stated in Study 2. Using
passive aggression clearly affected quality of life of migraine patients in a negative
way. Hence, reduction in passive aggression level of the participants might have
played an important role in increasing one dimension of quality of life (i.e., RFR) of
the patients. However, (Lieberman & Goldstein, 2006) showed that expressing
negative emotions too much was related to higher quality of life in chronically ill
patients, which is partly inconsistent with the current finding. Because, in Study 2,
expressing anger as passive aggression was related to lower level of quality of life.
This inconsistency may be originated by the reason that previous studies did not
focus on the expression types. However, the present study emphasized the
importance of the way the emotions are expressed as well as the emotional
expression. Especially the passive aggressive form of expression was negatively
associated with RFR (quality of life). To sum up, when emotional expression type
was indirect and destructive, excessive expression might not be beneficial. In sum,
this finding demonstrated that type of expression is important as well as the
expression itself.

4.5.3 Strengths of the Study

The most outstanding strength of the study was that it included an intervention. As
previously stated, migraine is defined as “a decapitating chronic condition with
unpredictable, episodic, painful, throbbing headaches” (Martin et al., 2000, p. 204)
and a lot of material and immaterial resources are being spent for the treatment of it.
For this reason, in the United States and in many other countries, insurance
companies have been trying to find cost-effective therapies for migraine but studies
have not been satisfactory with respect to quality and quantity so far (Brown et al.,
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2008; Dahlof & Solomon, 1998). The present study provides valuable preliminary

information in this aspect.

Another important contribution of this study was underlying the idea that emotional
expression was one of the key elements of migraine treatment. Specifically,
psychotherapies involving expression of negative emotions were proven to be useful

for improving the quality of life of the patients (Lieberman & Goldstein, 2006).

The nature of the intervention was the other strength of this study. Group
psychotherapy was quite useful for the migraine patients in enabling them to share
their experiences about migraine and normalization. Normalization of the symptoms
and restorative emotional experience are the most effective methods in group
therapies (Yalom, 2002). Furthermore, in chronic illnesses, therapies increasing the
communication, group therapies and family-based therapies were more effective than

patient-centered therapies (Beutler et al., 1988).

Moreover, there were not enough research regarding psychotherapies of migraine,
while the other chronic conditions were getting more attention. This study is
undertaken the role of pioneering the further research about the treatment of migraine

especially in Turkey.

The findings of this study might be used for migraine primary and secondary
prevention programs. For example, genetically predisposed people may be taught
how to understand, process and express their emotions in order to prevent a possible

future migraine condition. Further studies are needed for the prevention programs.

4.5.4 Limitations and Suggestions for the Further Studies

Role-function restriction was the only dimension of migraine specific quality of life
as an outcome variable that showed improvement in the current study. There were
two other dimension of quality of life which were emotional function and role-

unction prevention. The reason why role-function prevention did not reveal any
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improvement that participants may perceive this dimension’s questions quite
preventive. They may perceive that their life was not affected by migraine that much.
Moreover, the reason why emotional function did not show any improvement may
related to the inadequacy of group therapy session numbers. Emotional function
assesses the emotional impact that migraine creates, therefore, improvement in an
emotional dimension needed more time in therapy. To examine the detailed reasons
of why other dimensions (role-function preventive and emotional function) did not

show any improvement, further research is needed.

Passive aggression was the prominent expression type of the current study. As
consistent with the findings of Study 2, passive aggression was the most important
predictor for migraine patients’ quality of life. However, detailed research is needed
for the other types of expressions.

For future implications, personality traits might be considered for the therapy. In
group therapy personality characteristics and its effects to migraine might be
included as a subject. In addition, nueroticsm is one of the personality traits that
related to migraine (Cao, Zhang, Wang, Wang, & Wang, 2002 as cited in Luconi et
al., 2007; Merikangas, Stevens, & Angst, 1993). Therefore, for the further research,
migraine patients with neuroticsm might be choosen as a sample and they might be
compared with migraine patients with other personality traits and non-migraine

participants.

Another limitation might be the sample selection. Participants were not selected
according to their emotional expression scores. There were two criteria for sample
selection, being a migraine patient and being married or having romantic
relationship. In addition, high education level of the sample might be another
limitation. Participant with high education might adhere to therapy more than lower
level education people. Therefore, this study might be repeated with other level

educated participants in the future studies in order to show the realibility of the study.
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One of the main purposes of the current study was to improve the romantic
relationship satisfaction by increasing the quantity and quality of emotional
expression. However, because of not meeting the assumptions, Wilcoxon signed-rank
test was not conducted for relationship satisfaction. Therefore, relationship
satisfaction may be the focus of the further studies with bigger sample sizes.

Sample size might also be another limitation. Although, this study was planned with
20 participants and two groups, only 12 participants replied the invitation and 9 of
them participated in all the sessions of group therapy. Increasing participant number

is recommended for further studies.
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CHAPTER 5

GENERAL CONCLUSION

Present dissertation constituted of three studies. Firstly, in Study 1, a migraine
specific quality of life questionnaire (MSQ Version 2.1) translated and adapted in
Turkish language to fulfill the needs of the second and third studies of the current
dissertation. Another purpose of adaptation the MSQ (Version 2.1) was to contribute
to migraine literature in Turkey. To the best of my knowledge, before this
dissertation, there was no other Turkish quality of life (QOL) questionnaire
developed specifically for migraine patients. Psychometric properties of MSQ
(Version 2.1) was quite satisfactory. Therefore, quality of life of the participants was
measured with MSQ in Study 2 and 3.

In the second study, the moderating role of emotional expression on the association
of personality traits with quality of life and romantic relationship satisfaction were
examined. The aim of this study was to figure out which type of emotional
expression had an influence on quality of life and romantic relationship satisfaction
of the migraine patients in its relation to their personality. The main purpose beneath
conducting this study was to find out a consisted emotional mechanism related with
personality of migraine patients and their life and relationship quality. It was aimed

to propose a valuable clinical intervention with the help of the results of Study 2.

In line with my expectations, a consistent emotional mechanism was figured out.
According to the results, passive aggression moderated the relation between
agreeableness and extraversion personality characteristics and quality of life. In other
words, quality of life of agreeable and extravert migraine patients were negatively
affected by passive aggression. Agreeableness and extraversion consist of positive,

social, and active characteristics and they were not associated with psychological
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disorder or physical illnesses (Kotov et al., 2010). However, it was found in Study 2
that their migraine specific quality of life changed negatively if they used passive
aggression type of anger expression. This provide a valuable information for

including passive aggression to migraine patient’s treatment as explained in Study 3.

Study 3 was designed in the light of the findings of Study 2. An emotional expression
group psychotherapy was designed for migraine patients. It included both interaction
of migraine patients and psychoeducation. Elements of emotional expression
including recognition, acceptance, giving meaning, and constructively expressing the
negative emotions were taught to participants. Moreover, participants were
encouraged to share their experience about migraine and emotions that migraine
creates. Before and after the intervention, quality of life, emotional expression, and
relationship satisfaction measurements were administered. According to the results,
quality of life of the participants increased after intervention. In addition to this,
passive aggression of the participants decreased after the intervention. An inference
can be easily made that when passive aggression decreased, the quality of life of the
patients increased consistent with the findings of Study 2.

To conclude, an emotional mechanism was figured out with the help of Study 2 and
with these findings, an intervention was designed and applied. Study 3 proved the

effectiveness of the intervention.

The present dissertation from the beginning to the end was a comprehensive project.
Each study was complementary for the other. After this study, this kind of
interventions may be widespread for this kind of “psychosomatic” disorders. So far,
direct emotional expression training has not been applied to migraine patients.

Therefore, the findings of this research may be useful for health services in Turkey.
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APENDICES

APPENDIX A: INFORMED CONSENT FORM

Bu calisma, Orta Dogu Teknik Universitesi Klinik Psikoloji doktora 6grencisi Piar
Kaya tarafindan Dog. Dr. Ozlem Bozo danismanliginda yiiriitiilen bir

calismadir. Calismanin amaci, migren hastalarinin olumsuz duygu ifadelerinin
yasam kalitelerini ve evlilik/iliski doyumlarini nasil etkiledigini incelemektir. Bu
caligmaya katilim goniilliiliik esasina dayanmaktadir. Cevaplariniz tamamiyla gizli
tutulacak ve sadece arastirmacilar tarafindan degerlendirilecektir; elde edilecek
bilgiler bilimsel yayimlarda kullanilacaktir. Calismanin ikinci kismina davet
edebilmek i¢in sizden bir iletisim adresi istenecektir fakat bu bilgiler anket
sorularindan ayr tutulacak ve boylelikle bilgilerinizin gizliligi saglanmis olacaktir.
Anket, genel olarak kisisel rahatsizlik verecek sorulari icermemektedir. Ancak,
katilim sirasinda sorulardan ya da herhangi bagka bir nedenden 6tiirii kendinizi
rahatsiz hissederseniz cevaplama isini yarida birakip ¢ikmakta serbestsiniz. Boyle
bir durumda anketi uygulayan kisiye, anketi tamamlamadiginizi sdylemek yeterli
olacaktir. Anket sonunda, bu ¢alismayla ilgili sorulariniz olursa e-posta yoluyla
sorabilirsiniz. Bu ¢alismaya katildiginiz i¢in simdiden tesekkiir ederiz. Calisma
hakkinda daha fazla bilgi almak i¢in Psikoloji Boliimii doktora 6grencisi Uzm. Psk.

Pinar Kaya (e-posta: pinar.kaya@metu.edu.tr) ile iletisim kurabilirsiniz.

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

Tarih IMZA
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APPENDIX B: DEMOGRAPHIC INFORMATION FORM

Yasimz:

Cinsiyetiniz: Kadin O Erkek O

Egitim durumunuz:

[0 Okur yazar

O ilkokul

O Ortaokul

O Lise

[0 Universite

L] Lisansiistii

Gelir durumunuz:

L] Diisiik

01 Orta

O] Yiiksek

Yasaminizin ¢cogunu gecirdiginiz yer:
XKoy

OKasaba

Oilce

Ol

[0 Metropol (Istanbul, Ankara gibi)

Yasadiginiz sehir:

Mliski durumunuz:
O Enaz 6 aydir evli
O En az 6 aydir iligkisi var
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Migren tanisini ne zaman aldiniz?
(Or: 2 y1l dnce, 3 ay 6nce vb.)

Son 3 ay igerisinde kag¢ giin bas agriniz oldu? (Agr1 1 giinden fazla siirdiiyse, agriniz
olan her giinii saymniz)

0'dan 10’a degerlendirilecek olursa, ortalama olarak bas agrilariniz ne kadar
siddetliydi? (1= hi¢ agr1 yok, 10= olabilecek en kotii agri)

1.Hig agn 10.Olabilecek
yok 5 3 4 5 6 7 8 g enkotiagn

O O a O a (| a a O d

Son 3 ayda yasadiginiz migren ataklariniz ortalama olarak ne kadar siirdii? (Liitfen
saat olarak yaziniz)

Ataklarinizin ne kadar kontrol edilebilir oldugunu diistinliyorsunuz?

(1= Hig kontrol edilebilir degil, 10= Tamamen kontrol edilebilir) 22]1:%?
I Hic edilebilir
kontrol
2
edilebil 3 4 > 6 ! 8 o
O | O | O O O O O O

Baska herhangi bir fiziksel hastaliginiz var m1? (Varsa yaziniz)
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APPENDIX C: MIGRAINE SPESIFIC QUALITY OF LIFE QUESTIONAIRE
(VERSION 2.1)

MiGRENE OZEL YASAM KALITESI OLCEGI
(SURUM 2.1)

Migrene Ozel Yasam Kalitesi Olgegi i¢in 6rnek sorular sagida verilmistir. Bilgi i¢in
pinarkaya28@gmail.com adresine mail atabilirsiniz.

Asagidaki sorulari litfen son 4 hafta icerisinde gecirmis oldugunuz tiim migren ataklarini
distinerek yanitlayiniz.

1. Son 4 hafta icerisinde, migren ailenizle, arkadaslarinizla ve diger yakinlarinizla
ilgilenmenizi hangi siklikta engelledi? (Sadece bir sikki isaretleyiniz)

14 Higbir zaman
, Nadiren

31 Bazen

48 Sikhkla

s Cogu zaman

g Her zaman

10. Son 4 hafta icerisinde, migren belirtileriyle bas edebilmek icin calismayi ya da ginlik
aktivitelerinizi yapmayi hangi siklikta birakmak zorunda kaldiniz? (Sadece bir sikki
isaretleyiniz)

1 Higbir zaman
, Nadiren

30 Bazen

48 Sikhkla

s Cogu zaman

e Her zaman
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APPENDIX D: THE MOS 36 ITEM SHORT FORM HEALTH SURVEY (SF 36)

1. Genel sagliginizi nasil degerlendirirsiniz? Bir tanesini yuvarlak icine aliniz

Mitkemmel 1
Cok iyi 2
Iyi 3
Orta 4
Koti 5

2. Gegen yil ile karsilastirildiginda, sagliginizi su an igin nasildegerlendirirsiniz? Bir

tanesini yuvarlak igine aliniz

1 y1l dncesine gore ¢cok daha iyi 1
1 y1l 6neesine gore biraz daha iyi 2
1 y1l 6ncesiyle hemen hemen ayni 3
1 y1l 6ncesine gore daha kotii 4
1 y1l 6ncesine gore cok daha kotii 5

3. Asagidakiler giin boyunca yaptiginiz etkinliklerle ilgilidir. Sagliginiz bunlari
kisithiyor mu? Kisithiyorsa ne kadar? (Kutulara X isareti koyarak belirtiniz)

Evet, Evet, Hayir, hig
olduk¢a | biraz kisitlamiyor
kisithyor | kisitliyor

Kosmak, agir kaldirmak, agir spor gibi agir
etkinlikler

Bir masay1 ¢ekmek, elektrik siipiirgesini itmek
ve agir olmayan sporlar1 yapmak gibi orta
derece etkinlikler

Gunliik aligveriste alinanlari kaldirma ve
tasima

Merdivenle ¢ok sayida kat ¢ikma

Merdivenle bir kat ¢ikma

Egilme veya diz ¢cokme

1-2 km yliriime

Bir kag sokak Gteye yiiriime

Bir sokak Gteye yiiriime

Kendi kendine banyo yapma veya giyinme
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4. Son 4 hafta boyunca bedensel sagliginizin sonucu olarak, isiniz ya da giinliik
etkinliklerinizde asagidaki sorunlarla karsilastiniz m1?

Evet Hayir
a. Is veya diger etkinlikler igin harcadiginiz zaman1 azalttimz mi ? 1 2
b. Hedeflediginizden daha azin1 m1 bagardiniz? 1 2
c. Is veya diger etkinliklerinizde kisitlanma oldu mu? 1 2
d. Is veya diger etkinlikleri yaparken giicliik ¢ektiniz mi? 1 2

5. Son bir ay i¢inde duygusal sorunlariizin sonucu olarak isiniz veya diger
giinliik etkinliklerinizde asagidaki sorunlarla karsilastiniz mi?

Evet Hayir
a. Is veya diger etkinlikler i¢in harcadiginiz zaman azalttimz mi? 1 2
b. Hedeflediginizden daha azini m1 bagardiniz? 1 2
c. Is veya diger etkinliklerinizi her zamanki kadar dikkatli yapamryor 1 2

muydunuz?

6. Son bir ay i¢inde bedensel sagliginiz ya da duygusal sorunlariniz
arkadaslarinizla veya komsularinizla olan etkinliklerinizi ne kadar etkiledi?

Hic etkilemedi 1
Cok az etkiledi 2
Orta derecede etkiledi 3
Oldukca etkiledi 4
Asirt etkiledi 5

7. Son bir ay i¢inde ne kadar agriniz oldu?
Hic 1
Cok hafif 2
Hafif 3
Orta 4
Siddetli 5
Cok siddetli 6

8. Son bir ay i¢inde agriniz isinizi ne kadar etkiledi?

Hig etkilemedi 1
Cok az etkiledi 2
Orta derecede etkiledi 3
Oldukea etkiledi 4
Asirt etkiledi 5
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9. Asagidaki sorular son bir ay i¢inde neler hissettiginizle ilgilidir. Her
soru i¢in duygularinizi en iyi karsilayan yaniti se¢in. (X isareti koyarak

belirtiniz)

Her
zaman

Cogu | Olduke¢a | Bazen

Zaman

Nadiren | Higbir

Zaman

hissettiniz mi?

Kendinizi yasam dolu

Cok sinirli bir insan
oldunuz mu?

Sizi higbir seyin
neselendiremeyecegi

hissettiniz mi?

kadar kendinizi lizgiin

Kendinizi sakin ve

olumlu hissettiniz mi?

Kendinizi enerjik
hissettiniz mi?

Kendinizi kederli ve

hiizinli hissettiniz mi?

Kendinizi tikkenmis
hissettiniz mi?

Kendinizi mutlu
hissettiniz mi?

Kendinizi yorgun
hissettiniz mi?

10. Son 4 hafta boyunca bedensel sagliginiz ve duygusal sorunlariniz
sosyal etkinliklerinizi ne siklikla etkiledi? (Akraba ve arkadas ziyareti gibi)

Her zaman
Cogu zaman
Bazen
Nadiren
Higbir zaman

1
2
3

4
5

11. Asagidaki her bir ifade sizin i¢in ne kadar dogru veya yanlistir?

Kesinlikle

Cogunlukla

Bilmiyorum

Nadiren | Asla

Diger insanlardan daha
kolay hastalaniyor
gibiyim.

Diger insanlar kadar
saglikliyim.

Sagligimin kotiiye
gidecegini
diistintiyorum.

Sagligim milkemmel.
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APPENDIX E: POSITIVE AND NEGATIVE AFFECT SCHEDULE (PANAS)

Bu 6lgek farkli duygular1 tanimlayan bir takim sézciikler icermektedir.
Gegtigimiz hafta nasil hissettiginizi diisiintip her maddeyi okuyun. Uygun cevab1 her

maddenin yanina ayrilan yere puanlari daire icine alarak isaretleyin. Cevaplarinizi

verirken asagidaki puanlar kullanin.

1. Cok az veya hig

2. Biraz

3. Ortalama

4. Oldukc¢a

5. Cok fazla
1) ilgili M 2 3, 4ol Seciiiiin.
2) sikintili 1L 2o 0 2 IR B 00500008 4. Seieiiiii.
3) heyecanl | DU D...... oF..... .. T O ......
4) mutsuz | T 2... . 3o 4.l S
5) gliglii | 24 3, 4ol 5....
6) suglu Too.o..... 2, 3 4. S,
7) trkmiis | ST 2, 3 4o, Seviiiiinn
8) diismanca | ST 2, 3 4o, Seviiiiinn
9) hevesli | BT 2o 3o S S
10) gururlu | BT 2o 3o S S
11) asabi | U 2, 3, S Seciiin.
12) uyanik (dikkati agik) | DU 2, 3 4. S,
13) utanmis | DU 2, 3 4. S,
14) ilhamli (yaratic1 diiglincelerle | ST 2, 3 4o Seviiiiinn
dolu)
15) sinirli | BT 2o 3o S S
16) kararli L....... 2, 3, 4o Sevviiiiins
17) dikkatli | U 2, 3, S Seviiiin.
18) tedirgin | DU 2, 3 4. ... Seveiiiinn
19) aktif | U 2, 3, 4ol Seciiiiiin.
20) korkmus | U 2, 3, . Seeviiiiis
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APPENDIX F: ANGER EXPRESSION SCALE

climlesini ekleyerek okuyunuz.

Herkesin esine/sevgilisine kizdig1 ve/veya dfkelendigi zamanlar vardir.
Liitfen son alt1 ay icinde esinize/sevgilinize kars1 kizgin veya 6fkeli
hissettiginiz anlar1 diisiiniiniiz. Asagida eslerin/sevgililerin bu
duygularla bas etmek icin kullandiklar ¢esitli yollar listelenmistir.
Liitfen her bir maddeyi dikkatlice okuduktan sonra, sizin duygu ve
diisiinlerinizi yansitan en uygun rakami daire i¢ine aliniz. Burada
belirtilen bas etme yollarinin hepsi sizin evliliginiz/iliskiniz i¢in gegerli
olmayabilir. Yine de iliskinizi diisiinerek en yakin olabilecek duruma
gore gorlisiiniizii belirtiniz. Her bir maddeyi, basina asagida yazan “Son
alt1 ay icinde ne zaman esime/sevgilime kizgin veya ofkeli olsam;...’

)

SON ALTI AY iCINDE NE ZAMAN
ESIME/SEVGILIME KIZGIN VEYA

OFKEL| OLSAM; .........
1AM 8 84005 ;M7

Hig¢bir zaman Bazen Her
zaman

Higbir zaman

Her zaman/Siirekli

olarak

1. Olaya bir de esimin/sevgilimin goziinden
bakmaya caligirim.

2. Esime/sevgilime karsi sesimi yiikseltirim.

3. Hig yiiz vermeyerek sessiz ve soguk

4. Kizginligimi ve 6fkemi esimden/sevgilimden
saklarim

A I

NN [N DN

wWw | w| w

S~ || &~ | Bazen

oo o1 o1

DO | OO O

NN~ N

5. Esimi/sevgilimi elestiririm.

6. Sorunlarimizi esimle/sevgilimle tartigirim.

7. Tepkimi her firsatta imali olarak gosteririm.

8. Kizgin oldugum halde, esime/sevgilime kizgin
olmadigimi soylerim.

9. Ofke ve kizgmhgmi kendime saklarim.

10. Esime/sevgilime hakli oldugumu
kanitlamaya calisirim.

11. Adil olmaya ¢aligirim.

12. Egime/sevgilime yiiz vermem.

13. Agir sozlerle saldiririm.

N I

NININ NN N (NN

WlWlW| W (W W  Wwlw

IR R I S E R

giloryoif o1 (o1 o1 (o101 Ol

D[] O [OOf OO OO

ENTEN]EN] NI PN RN PN BN BN
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14. Duygularimi sakince esimle/sevgilimle 1

paylasirim. U

15. Kizgmn bir sekilde ortamdan veya durumdan 1 7

uzaklasirim.

16. Esime/sevgilime kendini kotii hissettirmeye

caligirim. 112(3(4|5 1|6

17. Anlasmaya/uzlagsmaya ¢alisirim. 112(3|4|5 1|6

18. Yumrugumu sikarak veya kapilar1 ¢arparak

kizginlhigimi gosteririm. 112[(3(4|5 |6

19. Kizgin hissettigimi inkar ederim. 112|345 |6

20. Problemi ¢6zmeye/durumu diizeltmeye

caligirim. 1

21. Evdeki esyalar1 vurup kirarim. 1

22. Esimin/sevgilimin ¢ok tiistiine gitmem,

biiyiitmemek igin alttan alirim. 112 516

23. Esime/sevgilime kiiserim, bir siire sessiz kalirim.| 1 | 2 5|6

24. Ofkemi kacarak kontrol ederim (evden ¢ikarim

ya da balkona ¢ikarim) 112(3(4|5 1|6

25. Kendi icime atarim/kapanirim, kendi igimde

halletmeye ¢aligirim. 1(2|3(4|5]|6

26. Sinirim gecip sakinlestikten sonra

esimle/sevgilimle mutlaka konugurum. 112[3[4]5]|6

27. Kizgmhgimi tavirlarimla, hareketlerimle,

yiiziimle belli ederim. 2 13(4|51|6

28. Somurturum, surat asarim. 213|145 1|6

29. Esimle/sevgilimle pek kavga etmem, geri

cekilirim, catigmadan kagmirim. 1(2|3(4|5]|6

30. Kontroliimii kaybederim, fevri ve sinirli

cikislarda bulunurum. 1(2|3(4|5]|6

31. Tartigmayr uzatirim. 112(3(4|51|6

32. Hakaret ederim. 1(2|3(4|5]|6

33. Cok fazla umursamam/aldiris etmem, yok 112 (3(4|5|6]| 7

sayarim.

34. Olaya iki tarafli, onun goziinden de bakmaya, | 1 | 2 |3 |4 | 5|6

anlamaya caliginm, kendimde de sug ararim.
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35. Onu sinir etmek i¢in zaaflarinin tizerine 1 3 6 7

giderim, tahrik edici davranirim.

36. Onu gegitiririm, terslerim. 1 3 6 7

37. Sinirli oldugumu ya da rahatsiz oldugum seyi

esime/sevgilime belli etmem. 3 6| 7

38. Uste ¢ikmaya ¢alisirim. 3 6| 7

39. Sonradan diisiindigimde kendimi kizmakta

hakli miyim diye sorgularim ve gerekirse n 7

esime/sevgilime bunu da ifade ederim. 3 6

40. Baska bir odaya gecer, yalmz kalmak isterim. | 1 3 6 |7

41. lletisim kurmam, muhatap olmam, hicbir seyiyle

ilgilenmem. 1 3 6| 7

42. Esimi/sevgilimi suglarim. 1 3 6| 7

43. Ciddi olarak diisiinmedigim seyleri sirf onu 1 3 6 | 7

tizmek, canini acitmak i¢in soyleyebilirim.

44. Onu gérmezden gelirim, g6z temasi bile 1 3

kurmam. 6 7

45, Sorun hakkinda konusmay: ertelerim ya da

konuyu kapatmaya c¢aligirim. 1 3 6| 7

46. Dilim hi¢ durmaz, siirekli laf sokarim,

soylenirim. 1 3 6| 7

47. Hig tepki vermem, kendimi savunmam. 1 3 6| 7

48. icimden sicak davranmak gelmez, icimin

sogumasini beklerim. 1 3 6 7

49. Sinirlendigimde cezasim vermek isterim. 1 3 6| 7

50. Daha mesafeli davranirim. 1 3 6 7

51. Ozellikle onu kiracak seyler yaparim. 1 3 6| 7

52. Onu dinlermis gibi yaparak aslinda kendime

yogunlagirim. 1 3 6| 7
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APPENDIX G: SADNESS EXPRESSION SCALE

Bu anketteki maddeler daha ¢ok iliskilerde hissedilen {iziintii ve
bunalim tzerinedir. Litfen son alti av icinde esinizle/sevgilinizle
tartistiktan sonra kendinizi tizgiin veya bunalimda hissettiginiz anlari
diistiniiniiz. Bu tiziintliiniizi veya bunaliminizi esinize/sevgilinize nasil
yansittiginizi dikkate alarak agagidaki sorulara cevap veriniz. Liitfen

cevaplarinizi miimkiin oldugu kadar esinizle/sevgilinizle olan iligkinizde
yasadiginiz iiziintii ve bunalimli anlari g6z oniine alarak cevaplandiriniz.
Her bir maddeyi, basina asagida yazan “Son alti ay jcinde
esimle/sevgilimle tartistiktan sonra kendimi ne zaman iizgiin veya
bunahmda hissetsems;....” cimlesini ekleyerek okuyunuz.

SON ALTI AY iCINDE ESIMLE /SEVGILIMLE
TARTISTIKTAN SONRA KENDIMI NE
ZAMAN UZGUN VE BUNALIMDA ~
HiSSETSEM;..... § = £
I 5 6 7 S g0
L. = c 8=
Hicbir zaman Bazen Her zaman/ | S Q L O
. — [TH
Siirekli olarak I @ T3
1. Yapmayi sevdigim seylerle mesgul olurum. 2134 (5|6 7
2. Esimden/sevgilimden teselli ararim. 1 21 3|4 ]|5|6]| 7
3. Tek bagima vakit gegiririm. 1 2 4 |56 7
4. Ruh halimi degistirmek igin negelenmeye ¢aligirim. ol3lalslel 7
5. Isimi (veya okulumu) veya ev islerini asmaya ol 3lalslel 7
baglarim.
6. Insanlardan uzaklasirim. 1 2134 |5]6]| 7
7. Kendi bagima kalmak isterim. 1 2134 (5|6 7
8. Keyifli bir seyler yapmay: planlarim. 1 2134 |5]6]| 7
9. Esimle/sevgilimle daha fazla zaman gegiririm. 1 21 3|4 ]|5|6]| 7
10. Yataktan gkmak |_sFemem ya da evde bir sey 1 ol3lals|el 7
yapmadan vakit geciririm.
11. Esimden/sevgilimden destek isterim. 1 5 7
12.Esimin/sevgilimin bana yardim etmesini beklerim. 1
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13. Durumu atlatmak igin egime/sevgilime adeta yapigirim. (1 4 7
14. Eglenceli ya da ilgi ¢ekici bir faaliyete girisirim. 1 4 7
15. Evin iginde pek bir sey yapmadan oyalanirim. 1 4 7
16. Esimle iyi zaman gegiririm. 1 4 7
17. Sorunlarim: unutmaya calisir, mutluymus gibi 1 4 7
davranirim.
18. Sorunlarimdan uzaklagsmak i¢in bagska seyler yapmaya 1 4 7
calginm.
19. Diger insanlardan uzak dururum. 1 4 7
20. Giinliik yasamima devam etmekte zorlanirim. 1 4 7
21. Yardim i¢in egimin/sevgilimin destegini ararim. 1 4 7
22. Sikintili zamanlarimizda egimin/sevgilimin beni 1 4 7
anlayacagina giivenirim.
23. Eglenceli bir seyler yaparim. 1 4 7
24. Bana yardim etmesi igin esimin/sevgilimin dikkatini 1 4 7
cekmeye ¢aligirim.
25. Sorunlarimi esimle/sevgilimle paylasirim. 1 4 7
26. Kafami dagitmak i¢in bir seyler yaparim. 1 4 7
27. Hasta oldugumu, basimm agridigini vs. soyleyerek 1 4 7
benimle ilgilenmesini beklerim.
28. Daha ¢ok isimle ya da evimle ilgilenirim, kendimi 1 4 7
tamamen bunlara veririm.
29. Nazli olurum, naz yaparim. 1 4 7
30. Onu suglayici davranirim. 1 4 7
31. Ses tonumla belli ederim, sitemkar konusurum. 1 4 7
32. Ustiinden biraz zaman gegtikten sonra ona beni iizen 1 4 7
seyi anlatirim.
33. Ne yaparsa yapsin kabul etmem, olay: uzatirim. 1 7
34. Uyurum ya da TV izlerim. 1 7
35. Kendi kendime tamir etmek, halletmek isterim. 1 4 7
36. Kendi igime donerim/kapanirim. 1 4 7
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37. Kendimi digar1 atarim. 1 4 7
38. Onu ve/veya durumu umursamam. 1 4 7
39. Ondan uzaklagirim, olaylari zamana birakirim 1 4 7
(kaginirim).
40. Higbir ey yokmus gibi davranirim, duygularimi bastirip 1 4 7
kayitsiz davranirim.
41. Highir ey yapmak, paylagsmak istemem. 1 4 7
42. Birkag giin onu gormezden gelirim. 1 4 7
43. Zamana ihtiyacim olur, 6nce kendi igimde sindirmem 1 4 7
gerekir.
44, Hasta oluyor gibi olurum. Ornegin, basim agrir, belim 1 4 7
tutulur.
45. Kolay kolay agilamam, dogrudan soyleyemem. 1 4 7
46. Ona kasten kotii davranirim. 1 4 7
47. Bu duygumu, iiztintimi ona belli etmem. 1 4 7
48. Onun dikkatini ¢cekecek seyler yaparim, dikkatini 1 4 7
¢cekmeye ¢alisirim.
49. Ona soguk davranirim. 1 4 7
50. Herhangi bir tepki vermem, bunun bir ¢6ziimii yoktur. 1 4 7
51. Ona s6ylemem ama onun anlamasina beklerim. 1 4 7
52. Onunla iletisim kurmaya g¢aligirim. 1 4 7
53. Benimle ilgilenmesini beklerim. 1 4 7
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APPENDIX H: GUILT EXPRESSION SCALE

Evlilikte eslerin/sevgililerin birbirlerine soyledikleri so6zler veya
yaptigi, yapamadigi seyler yiiziinden suglu hissettikleri anlar vardir.
Ornegin, bir Kisi esinin/sevgilisinin 6zel bir giiniinii unuttugunda ya da kaba,
gereksiz, yersiz bir s6z soylediginde veya esinin/sevgilisinin kiskanmasina yol
acacak bir hareket yaptiginda kendini suglu hissedebilir. Liitfen son alti
ayv__icinde yukaridaki sekilde esinizle/sevgilinizle iliskinizde soylemis
bulundugunuz, yaptiginiz veya yapamadigimz herhangi bir sey igin suclu

hissettiginiz olaylar1 akliniza getiriniz. Daha sonra suglu hissettiginiz bu
durumlarda asagidaki davraniglart ne dlgiide yaptiginizi, 1=Hichir zaman ve
7=Her zaman/Siirekli olarak araligini kullanarak isaretleyiniz. Her bir
maddeyi, bagina asagida yazan “Sopn alti av icinde ne zaman kendimi
esime/sevgilime soyledigim, yaptigim veya yapamadigim (yapmadigim)
seyler i¢in suclu hissetsem;....” ciimlesini ekleyerek okuyunuz.

SON ALTIAY ICINDE, NE ZAMAN
KENDiMi ESIME/SEVGILIME

SOYLEDIGIiM, YAPTIGIM VEYA
YAPAMADIGIM (YAPMADIGIM)

X
o
(15}
S
=
. . . 2
SEYLER ICIN SUCLU HISSETSEM;...... c bt
1 2-----3 4 5 6 7 g =
< o
Hig¢bir zaman Bazen Her N %
zaman/ = S N
Siirekli ) 8 g

_ olarak
1. Oziir dilerim. 1 3|4 7
2. Yaptiklarim igin bir agiklama getiririm. 1 3|4 (5|6 7
3. Durumu diizeltmek i¢in bir seyler yapmaya 11213lals5l6] 7

galgirim,

4. Uzgiin oldugumu belirten seyler sdylerim. 1123 |4|5|6]| 7

5. Esime normalde oldugumdan daha iyi davranirim.

6. llgili konu/durum hakkinda esimle/sevgilimle
konugmaktan kaginirim.

7. Esime/s_evgilime yaptigimdan (ya dz_i yapmadigim 11213lalslel 7
seyden) pismanlik duydugumu séylerim.

8. Esime/sevgilime normalden daha fazla sevgi ve ilgi
gosteririm.

9. Esim/sevgilim i¢in fazladan bir seyler yaparim. 1 (2|3 |4|5]|6 7
10. Yaptiklarimin sorumlulugunu kabul
ederim/stlenirim.
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11. Yiiziime vurur ya da tstiime gelirse 6nemli bir sey 1 4 7

yaptigimi inkar ederim.

12. Esime/sevgilime yaptigim seyin 1 4 7

nedenlerini/gerekgelerini anlatirim.

13. lleride daha iyi bir es/sevgili olacagima dair soz 1 4 7

veririm

14. Oyle davranmami gerektiren kosullar1 anlatirim. 1 4 7

15. Yaptiklarim: telafi etmeye caligirim. 1 4 7

16. Durumun ciddiyetini azaltmaya/6nemsiz 1 4 7

gostermeye cgalisirim.

17. Esime/sevgilime olayin neden boyle oldugunu 1 4 7

aciklarim.

18. Olay hakkinda konusmaktan kaginirim. 1 4 7

19. Esimin/sevgilimin yaninda davranislarima daha 6zen

o . . 1 4 7

gosteririm, dikkat ederim.

20. Sessiz kalir ve konu hakkinda pek bir sey 1 4 7

soylemem.

21. Onun da onceden yaptigr hatalar hatirlatarak tiste 1 4 7

¢ikmaya ¢alisirim.

22. Telafi etmek i¢in onun hosuna gidecek, sevecegi bir

seyler yaparim (simartmak, jest yapmak gibi). 1 4 7

23. Haksiz oldugumu pek kabul etmem, kolay kolay 1 4 7

oziir dilemem.

24. Neyi neden yaptigimi agiklarim. 1 4 7

25. Alttan alinm/almaya ¢aligirim. 1 4 7

26. Hatami kabul etmem, sugsuzmus gibi iiste gikmaya 1 4 7

galigirim.

27. Fiziksel yakinlik kurarim, ona sokulurum. 1 4 7

28. Hatal oldugumu kabul eder, geri adim atarim. 1 4 7
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29. Higbir sey yapmam, tepki vermem, unutur giderim.
1 4 7
30. Sarilip, operim. 1 4 7
31. Konunun iistiinii 6rtmeye ¢ahigir, konuyu 1 4 7
Hatirlatacak seyler yapmamaya c¢alisirim.
32. Higbir sey olmamus gibi davranirim. 1 4 7
33. Cok o6fkeli davranir tistiime gelirse, susarim. 1 4 7
34. Gonlini alacak seyler yapmaya galigirim. 1 4 7
35. Ozelestiri yaparim ve yaptiklarimin 1 4 7

sorumlulugunu ustlenirim.
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APPENDIX I: BASIC PERSONALITY TRAITS INVENTORY (BPTI)

Asagida size uyan ya da uymayan pek ¢ok kisilik 6zelligi bulunmaktadir. Bu 6zelliklerden her
birinin sizin icin ne kadar uygun oldugunu ilgili rakami daire icine alarak belirtiniz.

Ornegin; Kendimi ........... biri olarak goriiyorum.

Hic uygun degil Uygun degil Kararsizim Uygun Cok uygun

1 2 @ 4 5

B0 )

3 = 3 =

c®E s c®E s

>° 5 @ o8 _ @

= c n c = S c n c =

5 > 5 =2 > 5 > 5 3 >

R o R 53

s NN A S s NN A N
1 Aceleci 12 3 45 24 Pasif 12 3 45
2 Yapmacik 12 3 435 25 Disiplinli 1 2 3 45
3 Duyarh 12 3 45 26 Acgozli 1 2 3 45
4 Konuskan 12 3 45 27 Sinirli 1 2 3 45
5 Kendineglvenen 1 2 3 4 5 28 Canayakin 1 2 3 45
6 Soguk 12345 29 Kizgin 12 3 45
7 Utangacg 12 3 45 30 Sabit fikirli 1 2 3 45
8 Paylasimci 12 3 45 31 Gorglsiiz 1 2 3 45
9 Genis /frahat 1 2 3 4 5 32 Durgun 12 3 45
10 Cesur 12 3 435 33 Kaygih 1 2 3 45
11 Agresif(Saldirgan) 1 2 3 4 5 34 Terbiyesiz 1 2 3 45
12 Galiskan 12 345 35 Sabirsiz 12 3 45
13 icten pazarlikh 1 2 3 4 5 36 Yaratici (Uretken) 1 2 3 4 5
14 Girisken 12 3 405 37 Kaprisli 1 2 3 45
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16
17
18
19
20
21
22

23

lyi niyetli
icten
Kendinden emin
Huysuz
Yardimsever
Kabiliyetli
Usengeg
Sorumsuz

Sevecen

w w w
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38
39
40
41
42
43
44

45
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icine kapanik
Cekingen
Alingan
Hosgorila
Duzenli
Titiz
Tedbirli
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APPENDIX J: ROMANTIC RELATIONSHIP SATISFACTION SCALE

Asagidaki ifadedeki bosluga gelecek sifati diisiincelerinize ve duygulariniza
gore derecelendirerek belirtiniz. Koyacaginiz X isareti hangi tarafa yakinsa o sifati

daha uygun gordiigiiniiz anlamina gelir.

GENEL OLARAK SEVGILIMLE BiR ILISKiMiZ VAR.
Tutkusuz h. W Ay Y . Tutkulu
Odillendirici Cezalandiric
Nefret dolu . _Jmr Ay Ay Sevgi dolu
Tatmin edici Tatmin etmeyen
Zevkli Yy ANy Ay A Sinir bozucu
Mutlu e Mutsuz

Iyi e Kotii
Heyecanh e Heyecansiz

Memnuniyetsiz Memnuniyet verici

“Kapsaml1 olarak baktigimda sevgilimle olan iliskimden memnunum.”

1 2 3 4 5 6 7

Tamamen karsiyim Tamamen katiliyorum
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APPENDIX K: TURKISH SUMMARY

GIRIS

Tiirkiye kolektif ve geleneksel bir kiiltiire sahiptir. Geleneksel kiiltiirlerde duygularin
ifadesi, Ozellikle yetiskinler icin tesvik edilmemektedir. Bu durumlarda, insanlar
duygularini ifade etmenin baska yollarin1 bulmaktadirlar. Bedensel belirti, duygulari
geleneksel kiiltiirlerde ifade etmenin yollarindan biridir. Aragtirmacilar, geleneksel
kiiltiirlerdeki bedensel belirtlerin psikolojik rahatsizliklardan ayirt edilemeyecegini
belirtmistir (Angel & Thoits, 1987). Ozellikle, Danimarka'daki gd¢men kadinlarla
yapilan bir aragtirmada, katilimcilarin yalnizca% 8'inin kendilerini saglikli olarak
gordiigii, geri kalaninin bedensel belirtileri oldugunu belirtilmistir. Bas agrisi,
bildirilen bedensel belirtilerin% 56'sin1 olusturmustur (Mirdal, 1985). Bedensel
belirtiler ya da somatizasyon, bu kiiltiirlerde iletisimin en 6nemli unsurlarindan biri
haline gelmistir (Kirmayer & Young, 1998). Somatizasyonun iletisimin ana faktorii
olmasinin nedenleri bu ¢aligmada incelenmeyecektir. Fakat, bu bilgiye dayali olarak,
Tiirk kiiltiirliniin en yaygin bedensel belirtilerinden biri olan migrene
odaklanilacaktir. Migren, duygu ifadesinin yerine ge¢mesi rolii agisindan
incelenecektir. Migrenin duygu ifadesinin yerine ge¢gmesi altindaki mekanizma
incelenecek, ek olarak psikoterapotik bir miidahale programi onerilecek ve

uygulanacaktir.

Ozetlemek gerekirse, mevcut doktora tezi, duygusal ifadenin diizenleyici roliiniin,
kisilik 6zellikleri, yasam kalitesi (QOL) ve migren hastalarinin iliski doyumu
arasindaki iligkiler tizerindeki etkileri hakkinda ayrintili bilgi saglayacaktir. Yukarida
belirtilen calismadan elde edilen bilgilere dayanarak, hastalar i¢in bir tedavi programi

tasarlanacak ve uygulanacaktir.
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Sonug olarak, mevcut tezin en dnemli amaci, Tiirkiye'deki migren literatiiriine ve
uygulamasina degerli katkilar saglamaktir. Geleneksel bir kiiltiirde yasamak,
insanlar1 duygularini bastirmak ya da dolayli olarak ifade etmeye yonlendirmis, bu
da onlarin ¢esitli bedensel belirtilerden yakinir hale getirir. Dolayisiyla, duyguyu
ifade edememe ve bedensel belirtiler olusturma insanlar1 yiiksek derecede

etkiliyorsa, bunun i¢in bir ¢oziim Onerilmesi hastalar ve aileleri i¢in yararli olacaktir.
Mevcut Doktora Tezinin Amag¢ ve Organizasyonu

Mevcut tezin genel amaci, migreni psikolojik agidan incelemekti. Bu amaca ulagsmak
icin ii¢ calisma yapilmistir. Bu ¢alismalarin spesifik amaclar1 sdyledir: (1) Calisma 1,
Calisma 2'deki degerlendirme araglarindan biri olarak kullanilabilmesi i¢in Migrene
Ozgii Yasam Kalitesi Olcegini (Siiriim 1.2) Tiirk¢e’ye uyarlamak i¢in yiiriitiilmiistiir,
(2) Calisma 2, migren hastasi olan Tiirkiye vatandasi evli veya romantik bir iligkisi
olan migren hastalarinda, kisilik 6zellikleri, duygusal ifade, yasam kalitesi ve
iligkisel doyum arasinda iligkilerin bulunmasini amaglamistir. (3) Calisma 3'iin temel
amaci, bir grup psikoterapisinin gelistirilmesi ve uygulanmasi ve migren hastalarinin

yasam kalitesi lizerindeki etkisinin incelenmesi olmustur.
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CALISMA 1

MIGRENE OZGU YASAM KALITESi OLCEGININ UYARLANMASI,
GUVENILIRLIK VE GECERLIK CALISMASI (SURUM 2.1)

Literatiir incelemesi

Bas agris1 diinyada ¢ok yaygin bir hastaliktir ve aragtirmacilarin dikkat ¢ektigi
konularin basinda gelir. Bu nedenle, kronik bas agris1 hastalarinin yasam kalitesini

Olcen anketler gelistirmek ve uygulamak 6énemlidir.

Kronik hastalarin yagam kalitesini 6l¢mek i¢in en yaygin kullanilan anket, T1bbi
Sonug Calismas1 (MOS) Kisa Form Saglik Arastirmasi, SF-36 Kisa Form’dur
(Solomon, 1997°den akt.). SF-36, Medikal Sonu¢ Calismasinin sonuglarina gore
gelistirilmistir. Oncelikle, 20 maddelik bir versiyon gelistirilmis, daha sonra 36
maddelik stirtim kullanilmaya baslanmistir. Her iki versiyon da bags agris1 da dahil
olmak iizere (Solomon, Skobieranda, & Gragg,1993) genis yelpazedeki kronik
hastaliklarda yasam kalitesini dl¢gmek icin kullanilir (Solomon, 1997). Fakat, SF-36,

migreni diger bag agrilarindan ayirt edememektedir.

Bas agris1 olanlar dahil olmak {izere kronik hastalarin yasam kalitesini 6lgmek i¢in
bir¢cok degerlendirme araci yapilmistir, fakat yakin zamana kadar, migren hastalar

icin O0zel olarak gelistirilmis bir yasam kalitesi 6l¢cegi mevcut degildi.
Migrene Ozel Yasam Kalitesi Ol¢egi (Siiriim 2.1)

Migren hastalarinin yasam kalitesini daha uzun ancak belirli bir siire, yani 4 hafta
boyunca degerlendirmek i¢in Migrene Ozgii Yasam Olgegi (MSQ) (Siiriim 1.0)
gelistirilmistir. Migrene Ozel Yasam Kalitesi Olgcegi (MOO, Siiriim 1.0), rol
kisitlayicr (RK), rol énleyici (RO) ve duygusal islevsellik (DI) olan ii¢ alana sahiptir
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(Jhingran, Davis, LaVange, Miller ve Helms, 1998; Jhingran, Osterhaus, Miller, Lee
, & Kirchdoerfer, 1998). MOO (Siiriim 1.0) 'un psikometrik dzellikleri tatminkar
olmasina ragmen, MOO (Siiriim 2.0) profesyonellerin ve hastalarmn geri bildirimleri
yardimiyla gelistirilmistir. MOO'iin ikinci siiriimiinii gelistirmenin birka¢ amaci
vardir; bunlardan birkag tanesi, maddelerin belirsizliklerinin azaltilmasi, ayirt edici
ve yakinsak gecerliligin artirilmasi ve yanit kategorilerinin 6 puanlik Likert tipi
Olcege standardize edilmesidir. Siirtim 2.0 gelistirdikten sonra, arastirmacilar
orijinal 16 maddeli MOO (Siiriim 2.0) ile karsilastirildiginda 14 maddeli MOO
gelistirilmis faktor yapisinin versiyonunu kabul etmistir. Boylelikle, 14 maddelik
stirlimil, aragtirmacilar tarafindan migren hastalarinin uzun stireli (4 hafta) yasam
kalitesini degerlendirmek amaciyla yaygin bir sekilde kullanilmaya baglanmistir

(Martin ve ark., 2000).

Calisma 1’in Amaci

Yukarida verilen bilgilere gore, MOO (Siiriim 2.1), migrene 6zgii yasam kalitesini
6lgmek icin 6nemli bir degerlendirme aracidir. Bildigim kadariyla, 6zellikle Tiirk
dilinde migren hastalarinin yasam kalitesi lizerindeki uzun donem etkilerini
degerlendiren baska bir anket bulunmamaktadir. Bu nedenle MOO (Siiriim 2.1) 'in
Tiirkge'ye uyarlanmasi hem giincel tez ¢aligmasi hem de gelecekte Tiirkiye'de
yiiriitiilecek diger migren aragtirmalari i¢in 6nemli bir role sahiptir. Calisma 1'in
amac1 MOO (Siiriim 2.1) 'i Tiirkge'ye ¢evirmek ve faktdr yapisini, giivenilirligini ve

gecerliligini Tirkiye’de migren hasta 6rneklemi kullanarak incelemektir.

Yontem
Katilimcilar

Bu ¢aligmanin katilimeilari, en az son 6 ay boyunca evli olma veya romantik iliskide
olma kriterlerini karsilayan 150 migren hastasidir. Bir katilimci, anketlerden birine
yanit vermemesi nedeniyle Calisma 1'den ¢ikartilmistir. Calisma 149 katilimci ile

devam etmistir. 149 katilimcinin 120's1 kadin (%80.5), 25's1 erkek (% 16.8) ve 4

katilimci cinsiyetlerini belirtmemistir (% 2.7).
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Sonuclar ve Tartisma

Bulgularimiza gore, Tiirkge versiyonun faktor yapisi orijinal versiyonun faktor

yapisina uygun bulunmustur (Martin ve ark., 2000) ve ii¢ faktor ortaya ¢ikmistir.

Alt 6lgekler ve toplam 6lgek igin i¢ tutarlilik giivenilirligi analizi yapilmistir. Tiirkge
versiyonunda RFR, RFP ve EF alt 6l¢ekleri ve toplam 6lgek i¢in giivenilirlik puant
kabul edilebilir yiikseklikte; ancak, orijinalden biraz daha diisiik ¢ikmistir (Martin ve
ark., 2000). Bu nedenle, toplam puan hesaplamasi yapilmaksizin Tiirk¢e versiyonun

da alt 6lgek puanlariyla kullanilmasi 6nerilmektedir.

Birlesen, ayrisan ve olgiite dayali gecgerlik olmak iizere ii¢ gegerlik testi yapilmaistir.
Birlesen gegerligi test etmek icin RFR, RFP ve EF'nin SF 36'nin fiziksel ve zihinsel
saglik alt 6l¢ekleri ile korelasyonlar1 hesaplanmistir. Elde edilen sonuglara gore,
MSQ'nun ii¢ alt 6l¢eginin tiimii fiziksel ve zihinsel saglik ile pozitif yonde iligkili
cikmistir. Zihinsel saglik ile RFR, RFP, EF'nin korelasyon katsayilari orta derecede
ve orijinal ¢alismayla uyumludur (Martin ve ark., 2000). Bununla birlikte, RFR, RFP
ve EF, fiziksel saglik ile zihinsel sagliktan daha kuvvetli bir sekilde iliskili
bulunmustur fakat bu, kismen orijinal ¢alismayla uyusmamaktadir. Orijinal
calismada, RFR ve RFP’nin, fiziksel saglik ile zihinsel sagliktan daha kuvvetli bir
korelasyona sahip oldugu belirtilmistir. Bununla birlikte, ayn1 calismada EF zihinsel
saglik ile fiziksel sagliga kiyasla daha giiclii bir korelasyona sahiptir (Martin ve ark.,
2000). EF ve zihinsel saglik arasindaki korelasyonlarin EF ve fiziksel saglik
arasindaki korelasyona oranla daha diisiik olmasinin nedeninin, hastalarin
duygularini inkar etmesi olabilecegi diistinilmiistiir. Mevcut tez ¢alismasinin 2 ve 3.
calisma bulgulariyla uyumlu olarak, migren hastalarinin duygularini aktif bir sekilde
isleyememe egilimi vardir. 2. ve 3. Calismalar migren hastalarinin duygularin
deneyimledigini, fakat aktif bir sekilde yiizlesip onlari isleyemedigini gostermistir.
Miren hastalar1 tarafindan 6fke ifadesi olarak pasif kizginligin kullanim1 bu egilime

bir 6rnektir. Bu bulgular, migren hastalarinin EF alt 6l¢eginin sorularinin,
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kendilerinin duygularyla ilgili olmadigini algilayabilecegi ¢ikarimina yardimci
olmaktadir. Ornek vermek gerekirse, asagidaki soruyu gordiiklerinde, bunu duygusal
bir soru degil, saglikla ilgili bir soru olarak algilamis olmak olasiliklar1 vardir: "Son
4 hafta i¢inde, migreniniz i¢in hangi siklikta kendiniz bikkin ve yilgin hissettiniz?"
Bu mevcut bulgu ve literatiiriin EF ve zihinsel saglik arasindaki korelasyonlar

bakimindan tutarsizliginin nedeni olabilir.

Ayrisan gegerlik agisindan, RFR, RFP, EF ve PANAS'in negatif duygu durumu (NA)
alt 6l¢egi arasindaki korelasyon katsayilart hesaplanmistir. Bulgulara gére NA, RFP
ve EF ile anlaml1 ve negatif korelasyon gostermistir. Bu bulgu literatiirdeki diger
bulgularla paralellik géstermektedir. Ornegin, bir galisma, duygusal rahatsizligin ve

migren siddetinin birbiriyle iliskili oldugunu bildirmistir (Pearce, 1977).

Olgiite dayali gegerlik ile ilgili olarak, diisiik ve yiiksek migren siddeti olan hastalar,
RFR, RFP ve EF agisindan karsilastirilmistir. Sonuglara gore, yiiksek siddetli migren
yasayan hastalarin diisiik siddetli migren yasayan hastalara oranla RFR, RFP ve EF
degerleri daha diisiik ¢ikmistir. Bu bulgular, literatiir ile de uyumluluk gostererek,
migrenin daha siddetli olmasinin yasam kalitesini olumsuz yonde etkiledigini ortaya

koymustur (Leonardi ve ark., 2010; Tkachuk ve ark. 2003).

MSQ'un Tiirk¢e versiyonunun (Siiriim 2.1) kabul edilebilir i¢ tutarlilik giivenilirligi,

birlesen ve ayrisan gecerligi ve ol¢iite dayali gegerligi oldugu kanitlanmastir.
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CALISMA 2

KIiSILIK OZELLIKLERININ MiGREN HASTALARININ YASAM
KALITESI VE ROMANTIK ILISKi DOYUMU UZERINDEKIi YORDAYICI
ETKIiSi: DUYGU iFADESININ DUZENLEYICI ROLU

Giris
Migren

Migren, "bulanti, kusma, fotofobi ve fonofobinin eslik edebildigi, 6ngoriilemeyen,
episodik, agrili, zonklama tipi bir bas agrisi olan kronik bir durum" olarak
tanimlanmistir (Martin et al., 2000, p. 204). Migren, vaskiiler bas agrilarinin en
kotiisii olarak bilinir ve migren bag agrisinin vaskiiler arter daralmasinda degisiklige
neden oldugu ve tek tarafli agr1 zonklamasina neden oldugu hipotezi bulunmaktadir

(Brannon &Feist, 2004).

Migren, Diinya Saglik Orgiitii (WHO) tarafindan vyiiriitiilen bir arastirmada, 2010
Diinya Klinik Hastalik Yiikii Anketi (GBD 2010) tarafindan hem erkek hem de
kadinlarda {iglincii yaygin hastalik olarak listelenmistir. (Steiner, Stovner, & Birbeck,
2013’ten akt. GBD, 2010; Vos ve ark., 2012°den akt. GBD, 2010). Diinya genelinde,
yetiskin niifusun %46's1 genel olarak aktif bas agrisindan; 6zellikle ise yetiskin
niifusun %11'i migren hastaligindan mustariptir. Avrupa ve Amerika'daki
arastirmalara gore, her yil erkeklerin %6-8'si ve kadinlarin %15-18'inde migren
ataklar1 goriilmektedir. Bu rakamlar Tiirkiye'de daha da artmaktadir; Tiirkiye'de
erkeklerin %8,5'1 ve kadinlarin %24,6's1 migren bas agris1 ¢gekmektedir (Ertas ve ark.,

2012). Kadinlar i¢in, migren prevalansi ergenlikten sonra yaklasik 40 yasina kadar
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yiikselir ve daha sonra azalir (Silberstein, 2004). Her iki cinsiyette de prevalans
oranlar1 30-39 yagslar1 arasinda en yliksektir ve 60 yasindan sonra en diisiik

oranlardadir (Lipton ve ark., 2007).
Yasam Kalitesi ve Migren

Migren, yasami kesintiye ugratan bir bas agris1 tiirii olmasi nedeniyle hastalarin
yasam kalitesini incelemek icin birgok ¢alisma yapilmistir. Genel olarak bu
calismalar hastalarin fiziksel, duygusal ve sosyal islevleri lizerine odaklanmis
(Schrag, 2006) ve migrenin hastalarin saglikla iligkili yasam kalitesini diistirdiigiinii
ileri siirmiistiir (Raggi ve ark., 2011). Ornegin, migren hastalarinin yasamlarindaki
zorluklart belirtmeye tesvik edildigi nitel bir calismada, sosyal yasantilarinda ii¢
Oonemli sorunlu alan bildirmislerdir; is ve ¢alisma, aile i¢cindeki ve/veya bir partnerle
birlikte olan yasam ve aile ve ¢alisma ortam1 disindaki sosyal iligkiler (Ruiz de

Velasco, Gonzalez, Etxeberria ve Garcia-Monco, 2003).
fliski Doyumu ve Migren

Migren, hastalarin yasam kalitesini olumsuz yonde etkiledigi gibi, yarattig
kisitliliklar nedeniyle da ailelerinin yasamini olduk¢a olumsuz yonde etkilemektedir.
Ornegin nitel bir calismada, bir migren hastasi1 yasamu iizerindeki kisitliligin
etkilerini sOyle ifade etmistir; "Her Pazar ac1 ¢ekiyordum ve bunun esim i¢in kabus
oldugunun farkindaydim" (896, Ruiz de Velasco, Gonzalez, Etxeberria, ve Garcia-
Monco, 2003). Ayni ¢alismada, bagka bir hasta, aile liyelerinin onlarla birlikte
disaridaki herhangi bir sosyal faaliyete katilamamasi nedeniyle kendisinden nefret

ettiklerini belirtmistir.

Kisaca, migren hastalarinin aile islevleri, ebeveyn rolleri ve partnerleriyle iliskisi
migrenden olumsuz etkilenmektedir. Birgok ¢alisma ailenin de tedaviye dahil
edilmesinin 6nemini vurgulamistir (Smith, 1998). Bu nedenle, migren hastalarinin

iliski doyumu bu ¢alismanin 6nemli bir odak noktas1 olacaktir.
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Duygu ifadesi ve Migren

Breuer ve Freud (1893) kronik bas agris1 da dahil olmak {izere baz1 psikosomatik
semptomlarda olusan duygularin 6nemine dikkat cekmistir. Caligmalarini histerik
belirtilere sahip hastalar iizerinde yogunlastirmislardir. Histerinin nedeninin, hastanin
gecmisindeki biiylik bir travma ya da ¢ok sayida kiigiik travmalar oldugunu
etmiglerdir. Gegmiste yasanan bir olayin neden kisiyi bu kadar etkiledigi sorusu,
Breuer ve Freud tarafindan cevaplanmistir. Olumsuz bir duygunun etkisini
azaltabilmek i¢in bir duygu agi8a cikaran enerjik bir reaksiyonun (gozyaslari,
intikam eylemleri vb. gibi goniillii ya da istem dis1 eylemler) gerekli oldugunu
belirtmislerdir. Burada tepki 6nemli bir unsurdur ¢iinkii bir reaksiyonun varligi
gelecekteki semptomlari belirleyebilmektedir. Baska bir deyisle, kotii bir aninin ve
tepkinin bastirilmasi migren de dahil olmak iizere gelecekte olusacak bazi histerik
belirtilere yol acabilmektedir. Bu nedenle, histerik hastalarin belirtilerini azaltmak
icin Breuer ve Freud, eylem yerine dili kullanmislardir. Bagka bir deyisle,
"konusmak" orijinal tepkinin yerini almig ve "abreaksiyon" (duygusal bosalma)

olarak adlandirilmistir.

Breuer ve Freud'un calismalari 1s181inda bastirilmis olumsuz duygularin ifadesi
psikosomatik bozukluklarin tedavisinde 6nem kazanmistir. Giiniimiizde, duygusal
ketlemenin psikosomatik hastaliklar {izerindeki etkileri arastirmacilar i¢in halen
onemlidir ve bas agris1 somatizasyonun en yaygin temsillerinden biri olarak
diisiiniiliir (Abbas, Lovas, & Purdy, 2008). Ornek verilecek olursa, Passchier,
Goudswaord, Orlebeke ve Verhage (1988) yaptiklar1 ¢alismada, duygusal
engellemenin stresli bir durumdan sonra bir migren atagina katkida bulunabilecegini
kesfetmislerdir. Ayrica, calismalar, migrenlilerin duygularini bastirma ve 6fkelerini
baskalarina degil kendilerine yonlendirme egiliminde oldugunu gdstermistir. Buna ek
olarak, baska bir ¢calismada kendine yonelen saldirganligin seviyesinin yiiksekligi,
migren hastalarinin bas agrist sikligininin ytiksekligini belirlemistir (Passchier,

Goudswaord, Orlebeke ve Verhage, 1988). Bagka bir deyisle, olumsuz duygularini
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ifade edemeyen ve kendilerine yonelten hastalarin, migren ataklarini kendilerine

yonlendirme olasiliklar1 artacaktir.

Asagidaki boliimde, ti¢ duygunun ifade tipleri daha ayrintili olarak anlatilacaktir.

Ofke Ifade Tipleri

Ofke ifadesi, yaygin kizginlik, olumlu/biitiinleyici kizginlik, pasif kizgmlik ve

kacinmaci davranig olmak tizere dort kategoriye ayrilmistir.

Yaygin kizginlik, 6tkenin en dogrudan ve tehdit edici tarzlarindan biridir. Talepkar,

tehditkar ve caydirici, nesneleri kiran tarzda davranis oriinriileriyle karakterizedir

(DeGiovanni & Epstein, 1978; Rimm ve ark., 1974).

Ofke ifadesinin diger bir tiirii Guerrero tarafindan olumlu/biitiinleyici kizginlik olarak
etiketlenmis ve entegrasyon, iddia ve empati gibi kavramlarla agiklanmistir
(Guerrero, 1994°den akt. Guerrero, 1992). Olumlu/biitiinleyici kizginlik kullanan
insanlarin partnerlerine daha fazla empati gosterdikleri , daha fazla kendilerini ifsa
ettikleri ve daha ¢ok problem odakli yaklasimi kullandiklar1 goriilmiistiir (Guerrero,

Valley, & Farinelli, 2008).

Guerrero'nun (1994) tanimladig: tigiincii 6fke ifadesi tiirii pasif agresyondur. Pasif
agresyon, yaygin kizginlik tiirii kadar tehditkar olup, diger taraftan dolaylidir. Bagka
bir deyisle, pasif agresyon kullanan insanlar genellikle partnerlerini korkutmaya

calisir, ancak bunu sessizlik i¢inde yaparlar.

Dordiincii ve son 6fke ifade tiirii kaginmaci davranigdir. Kaginma, 6fkeyi ifade
etmenin pasif yoludur. Kaginmaci davranisa sahip olan kisiler kendi duygularini

inkar ederler (Guerrero, 1994).
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Sucluluk ifade Tipleri

Anket, kisilerin su¢luluk uyandiran durumlara nasil tepki gosterdigini
degerlendirmek i¢in gelistirilmis ve Oziir dileme / affettirme, agiklama /
gerekcelendirme, mazeret, reddetme / geri cekme olmak iizere dort sucluluk bigimi
oldugu tespit edildi. Oncelikle 6ziir / affettirme, kisinin kendi davranisindan sorumlu
olmas1 ve sucluluk duydugunda &ziir dilemesi olarak tanimlanmustir. ikinci sugluluk
ifadesi, aciklama / gerekg¢elendirmedir. Bu tiir ifadeleri kullanan kisilerin,
partnerlerine davranislar1 hakkinda agiklama getirdikleri ve davranislarinin nedenini
soyledikleri belirtilmistir. Ugiincii sucluluk ifadesi, mazerettir. Mazaret, sucluluk
hissettikten sonra ese ekstra iyi davranma ve gelecekte ¢cok daha iyi bir partner
olacagina dair sozler vermek olarak tanimlanmistir. Dérdiincii ve son sugluluk ifade
bicimi reddetme / geri gekme seklindedir. Durumdan kaginan ve bu konuda
konusmayan davranis kaliplarini igerir. Her ne kadar Guerrero ve meslektaslari
(2008) dort farklr sucluluk ifadesini belirlediyse de Ozen'in ¢alismasi (2013) Tiirk
kiiltiirlerinde 6ziir dileme/ affettirme, inkar etme ve agiklama getirme olmak iizere ii¢
faktor yapisi ortaya ¢ikarmistir. Baska bir deyisle, Tiirk kiiltiiriinde 6ziir dileme ve

mazeret faktorleri birlesmistir.
Uziintii ifade Tipleri

Pozitiflik / dikkat dagiticilik tiirii tizlintii ifadesi dikkati eglenceli aktivitelerle
dagitmak ve iiziintiiye odaklanmamak olarak tanimlanmaktadir. Bu tiir bir ifade
kullanan insanlar dikkatlerini sevdikleri faaliyetlere yonlendirir. ikinci tiir tiziintii
ifadesi sosyal destek arayis1 olarak adlandirilmistir. Bu tiir liziintii ifadesini kullanan
kisiler, duygularini esleriyle paylasir ve onlarin dikkatini gekmeye ¢alisirlar. Ugiincii
tiir liziintii ifadesi immobilizasyon olarak adlandirilir. Uziintiilerini ifade ederken
hareketsiz kalan insanlar, iizlintiileri ile ilgili aktif olarak bir sey yapmamay1 tercih
ederken, giin boyu yatarak zaman gecirebilmektedirler. Dordiincii ve son tiir iizlintii

ifadesi yalmzliktir, bu iiziintiiliiyken yalniz kalma arzusu olarak tanimlanmaktadir.
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Guerrero, La Valley ve Farinelli (2008), immobilizasyon ve yalnizlik faktdrlerini,

caligmalarinda korelasyonlarinin yiiksek olmasi nedeniyle birlestirmistir.

Kisilik ve Migren

Buraya kadar duygu ifadesi eksikliginin olumsuz etkileri vurgulanmistir; simdi,
kisilik gibi migren ataklarinin diger nedenlerini de ele almak dnemlidir. Kisilik
0zelliklerinin, migren hastalarinin ataklara yanitlarin1 ve bu ataklarin hastanin yasam
kalitesi lizerindeki olumsuz etkisinin derecesini etkileyen en 6nemli psikolojik

faktorlerden biri oldugu diisiiniilmektedir.

Kisilik kavrami ortaya ¢iktiktan sonra bes faktorlii model, kisiligi kavramak ve
diizenlemek i¢in yaygin olarak kullanilan bir ¢ergeve olarak kullanilmaya
baslanmigtir (McAdams, 1992; Goldberg, 1990, 1993). Bes faktorlii model, disa
doniikliik, uyumluluk, sorumluluk (veya giivenilirlik), duygusal denge ve kiiltiir
olmak iizere bes kisilik 6zelligini 6nermektedir. Kiiltiir McCrae ve Costa (1987;

Goldberg, 1990) tarafindan daha sonra deneyime agiklik olarak adlandirilmistir.

Kisilik 6zellikleri ve hastaliklarla iligkileri ilgili aragtirmalar ¢esitli kisilik teorilerini
baz almis ve simdiye kadar pek ¢ok kisilik degerlendirme aracini kullanmistir. Bu
arastirmanin sonuclar1 "hastaliklara yatkin" kisilik 6zelliklerini bulmuslardir
(Friedman & Booth-Kewley, 1987). Duygusal denge (neuroticism), migren hastalari
icin en yaygin kisilik 6zelliklerinden biri olarak vurgulanmistir (Luconi ve ark.,
2007°de akt., Cao, Zhang, Wang, Wang & Wang, 2002; Merikangas, Stevens &
Angst, 1993). Touraine ve Draper'in (1934) arastirmalarina bakildiginda, migren
hastalar1 ile duygusal hayal kiriklig1, glivensizlik, tereddiit iliskileri bulunmustur. Bu
ozellikler duygusal denge 6zelligine sahip olmayan bireylerin 6zellikleriyle

benzestirilmistir.
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Amaclar ve Hipotezler
Calisma 2’nin Amaci

Yukarida bahsedilen literatiir 15181nda, Calisma 2'nin amac1 hastalikla iligkili
degiskenlerin (siddet, siklik, siire) ve kisilik 6zelliklerinin migren hastalarinin yasam
kalitesi ve evlilik doyumu iizerindeki prediktif roliinii ve bu iliskilerdeki duygusal

anlatimin moderator roliinii arastirmaktir.
Yontem
Katilhmcilar

Katilimcilar, en az son 6 ay boyunca evlilik veya romantik bir iliski i¢ine girme
oOl¢iitlerini karsilayan 150 migren hastasiydi. Yiiz yirmi bir katilimc1 kadin (% 80.7),
25 katilimer erkek (% 16.7) ve 4 katilimci cinsiyetini belirtmemistir (% 2.7).

Sonuglar ve Tartisma

[lk olarak, ¢alismanin temel degiskenleri acisindan (tan1 konulma siiresi, migren
siklig1, migren siddeti, migren siiresi, migren siiresi, migrenin kontrol edilebilirligi,
iligki doyumu, yasam kalitesi) demografik degiskenlerin diizeylerindeki grup
farkliliklarina (cinsiyet, iliski durumu, egitim durumu, memleket, baska bir fiziksel
hastalik 6ykiisii) bakilmis ve degiskenler arasindaki korelasyon incelenmistir. Daha
sonra, duygusal ifadenin diizenleyici roliiniin, kisilik 6zellikleri, yasam kalitesi,
romantik iliski doyumu arasindaki iliski tizerindeki etkisinin arastirilmasi i¢in

diizenleyici analiz yapilmistir
Diizenleyici Analizlerine Iliskin Bulgular

Caligmanin bu bdliimiinde, 6fke, iiziintii, ve sugluluk duygu ifadelerinin (yaygin
kizginlik, yalniz kalma/yikici davranis ve 6ziir dileme vb.) kisilik 6zellikleri (6rn.,

norotisizm, uyumluluk, disa doniikliik), yasam kalitesi (islev kisitlayici rol, islev
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onleyici rol, duygusal islev vb.) ve romantik iliski doyumu arasindaki iliskinin

diizenleyici etkisi incelenmistir. Sadece anlamli sonuglar rapor edilmistir.

Pasif Kizgmhgin, Uyumluluk ve Migrenin Islev Kisitlayici Rolii Arasindaki

Diizenleyici Etkisi

Yasam kalitesiyle ilgili olarak, pasif kizginlik, uyumlu kisilik 6zellikleri ile migrenin
islev kisitlayici rolii (RFR) arasindaki iliskiyi bu ¢alismada diizenlemistir. Elde
edilen sonuclara gore, migren hastalar1 daha diisiik pasif kizginlik diizeyine sahipken,
uyumluluk ve RFR arasinda bir iliski bulunamamaistir. Bununla birlikte, migren
hastalarinda daha yiiksek pasif kizginlik diizeyi oldugunda, uyumluluk ve RFR
iligkili bulunmustur. Daha 6nce de belirtildigi gibi, migren, hastalarin yasaminda
kisit yaratan kronik bir agridir (Tkachuk ve ark., 2003; Ruiz de Velasco ve ark.
2003). Buna ek olarak, uyumluluk kisilik 6zelligi, sosyallik ile karakterizedir.
Dolayistyla, uyumlu kisilik 6zelligine sahip olanlar, ihtiyaclari olan sosyal destegi bu
sekilde karsilarlar (Wilkowski, Robinson, & Meier, 2006). Fakat, migren hastalari
ozellikle ataklar sirasinda oldukca fazla aci1 ¢ektikleri i¢in, bir sosyal faaliyete
katilmakta giicliik ¢ekerler. Sosyallikle karakterize, uyumlu migren hastalari, olumlu
sosyal davranislar1 (Wilkowski ve ark. 2006) nedeniyle katilamadiklar1 sosyal
faaliyetlerden kaynaklanan hislerini dogrudan ifade edemeyebilirler. Bu duygularini
dogrudan ifade edememelerinin bir baska nedeni ise sosyal ¢evreleri tarafindan
nefret edilme ve diglanma korkular1 olabilir (Ruiz de Velasco ve ark. 2003). Bu
durum onlar pasif agresif olmaya itebilir. Pasif agresif olmak da, kafalarindaki
korkuyu dogrularcasina, diger 6nemli kisiler tarafindan tamamen yanlis
anlasilmalarina neden olabilir. Bu da migrenin hayatlarinda olusturdugu
kisitlamalarin tistesinden gelmek i¢in ihtiyag¢ duyduklari toplumsal destegin
kaybolmasina neden olabilir. Sonug olarak, uyumlu migren hastalari, pasif agresyonu
kullanmalar1 nedeniyle sosyal destegi kaybetme ihtimaliyle kars1 karsiya kalip,
migrenin hem sosyal hem de giinliik yasamlarin1 kisitladig1 yoniinde bir algiya

varabilirler.
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Pasif Kizginhgin, Uyumluluk ve Migrenin Duygusal Islevi Arasindaki

Diizenleyici Etkisi

Pasif kizginlik, bir 6nceki bulguyla benzer olarak, uyumlu kisilik 6zellikleri ile
migrenin duygusal islevi (EF) arasindaki iliskiyi diizenlemistir. Elde edilen sonuglara
gore, migren hastalarinda pasif kizginlik diizeyi diisiik oldugunda, uyumluluk ve EF
arasinda bir iligki bulunamamuistir. Diger yandan, migren hastalarinin pasif kizginlik
diizeyi daha yiiksek oldugunda, uyumluluk ve EF arasinda iliski bulunmustur.
Onceki bulgudan anlasilacag gibi, uyumlu migren hastalar1 pasif kizgin olarak
gercekte korktuklari sosyal iligkilerini kaybetme durumuyla kars1 karsiya kalabilirler.

Bu nedenle, pasif kizgin olmalari, kendilerini bir kisir dongii icine sokabilmektedir.

Pasif Kizginhgin, Disa Déniikliik ve Migrenin Islev Kisitlayici Rolii Arasindaki

Diizenleyici Etkisi

Onceki iki bulguya benzer olarak, pasif kizgmlik, disa doniik kisilik 6zelligi ile RFR
arasindaki iliskiyi diizenlemistir. Elde edilen sonuglara gore, migren hastalarinda
pasif kizginlik diizeyi diisiik oldugunda, disa doniikliik ile RFR arasinda bir iligki
bulunamamaistir. Bununla birlikte, migren hastalarinda daha yiiksek diizeyde pasif
kizginlik oldugu zaman, disa dontikliik ile RFR iligkili bulunmustur. Caligmanin
daha onceki boliimlerinde belirtildigi gibi, disa doniikliik, sosyallik, olumlu
duygulanim ve hareketlilik ile karakterize olan bir 6zelliktir (McCrae & Costa,
1987). Literatiirde migren, disa doniikliik 6zellikleriyle iliskili olmasa da, disa
doniikliik puanlari yiiksek olan migren hastalari, 6zellikle bu ¢aligmada pasif
kizginlik kullandiklarinda, migreni oldukga kisitlayici olarak algilamislardir. Dis
ortam aktivitelerinin kisitlanmasi, migrene uygun yiyecek ve i¢ecek secme
zorunlulugu, migrenin hastanin hayatinda yarattig1 temel fiziksel kisitlamalardir.
Dolayisiyla, sosyalligin 6nemli oldugunu diisiinen insanlarin, istedikleri yiyecekleri
tilketememeleri ve ataklar sirasinda disartya ¢ikmakta olduk¢a zorlanmalar1 migreni

kisitlayict olarak algilamalarina yol agabilir.
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Pasif Kizginhgin, Deneyime A¢iklik ve Migrenin Islev Onleyici Rolii Arasindaki

Diizenleyici Etkisi

Yasam kalitesi goz oniline alindiginda, pasif kizginlik, deneyime aciklik kisilik
Ozelligi ile migrenin islev onleyici rolii (RFP) arasindaki iliskiyi diizenlemistir.
Bulgulara gore, migren hastalar1 daha yiiksek diizeyde pasif kizginliga sahip
olduklarinda, deneyime agiklik ve RFP ile negatif iliski gostermistir. Ayrica, migren
hastalarinda daha diisiik pasif saldirganlik diizeyi oldugunda, deneyime agiklik ile
RFP arasinda pozitif bir iligki bulunmustur. Bununla birlikte, pasif saldirganlik
diizeyi yliksek ve diisiik diizeyler arasinda bulunuyorsa, deneyim agikligi ile RFP
arasinda anlamli bir iligki bulunamamistir. Bu bulgu, yukarida belirtilen ii¢ bulgu ile
tutarlt bulunmustur. Buna gore, deneyime agik insanlar duygu spektrumundaki tiim
duygular1 deneyimleseler de (Costa & Widiger, 1990), duygu ifadeleri kiiltiirel
degerler nedeniyle sinirlandirilabilir. Kagit¢ibasi’na (2007) gore, Tiirkiye halki
duygularin1 engellemek yerine aktif ya da pasif olarak ifade etmeye daha
egilimlidirler. Bu nedenle, deneyime acik migren hastalar1 duygularint mevcut

calismada aktif olarak degil pasif olarak ifade etmeyi se¢mis olabilirler.

Bu bulgular, kisilik ve yasam kalitesi arasindaki iliskide duygusal ifadenin roliiniin
genel bir resmini ¢izmistir. Bilissel degerlendirme yaklagimina (cognitive appraisal
approach) gore, 0fke engellenen bir hedefin degerlenmesine tepki olarak ortaya ¢ikan
bir duygudur. Dolayistyla, Harmon-Jones ve Harmon-Jones (2016), kisinin fiziksel
olarak rahat olma hedefini engellemesi nedeniyle agrinin 6fkeye neden olabilecegini
belirtmistir. Bu nedenle, 6tkenin dogru bir sekilde ifadesi, bu ¢caligmanin bulgular
yardimiyla migren i¢in 6nemli bulgular arasinda yerini almistir. Olumsuz duygularin
terapotik miidahale ile 6gretilmesi ve miidahalenin etkilerinin degerlendirilmesi

Calisma 3'in odak noktas1 olacaktir.
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Yaygin Kizginhgin, Duygusal Denge (Norotisizm) ve Romatik iliski Doyumu

Arasindaki Diizenleyici EtkKisi

Romantik iliski doyumunu g6z 6niine aldigimizda, yaygin kizginlik, ndrotisizm
kisilik 6zelligi ile romantik iliski doyumu (RRSS) arasindaki iliskiyi diienlemistir.
Ozellikle, katilimcilar daha yiiksek yaygin kizginlik skorlarina sahip olduklarinda,
daha yiiksek nevrotik skorlara sahip olsalar bile, RRSS puanlar1 daha yiiksek
bulunmustur. Yiiksek norotisizme sahip migren hastalari, i¢ goriileri olmayan
diirtiisellikleri fazla ve ben merkezci bireyler olabilir, bu nedenle yikici tarz bir 6fke
ifadesi kullansalar bile, romantik iliski doyumlarinin yiiksek oldugunu algilamis
olabilirler. Ciinkii ben merkezci bireyler i¢in, diger kisilerle empati kurmak olduca
zordur. Boylece iliskilerini digerinin gdziinden algilamakta gli¢liik ¢ekmis olabilirler.
Bu durum, onlarin, partnerlerinin bu konudaki hissini goz oniince bulundurmadan,
daha fazla iliski memnuniyeti bildirmelerine neden olmus olabilir. Norotisizm,
literatiirde agirlikli olarak migrenle iliskili bir kisilik 6zelligi olarak rapor edilmistir

(Cao ve ark., 2002, Luconi ve ark., 2007; Merikangas ve ark., 1993).

Yalmiz Kalma/ Yikic1 Davramisin, Uyumluluk ve Migrenin Duygusal slevi

Arasindaki Diizenleyici Etkisi

Bu bulgu, iiziintii ifade tiirlerinden birinin diizenleyici roliine sahip oldugu tek
bulgudur. Bu, iiziintii ifadesinin migren hastalari i¢in hayati bir rol
oynayamayacagini gosteriyor olabilir. Yasam kalitesi goz Oniine alindiginda, yalniz
kalma / yikict davranig, uyumlu kisilik 6zelligi ile migrenin duygusal islevi (EF)
arasmdaki iliskiyi diizenlemistir. Ozellikle, katilimeilarin yiiksek yalmiz kalma /
yikict davranis puanlart oldugunda, daha uyumlu olduklar1 zaman bile, EF puanlari
daha diisiik (diisiik yagam kalitesi) olarak bulunmustur. Uyumluluk 6zelligi,
"yumusak yiireklilik, empati, yardimseverlik ve bagislayicilik" ile karakterizedir,
yikic1 tip davranisa sahip degillerdir (Costa & McCrea, 1990, sayfa 3). Dolayisiyla
bu bulgu literatiirle tutarl1 degildi. Bu tutarsiz bulgunun altinda yatan neden migrenin

dogasi olabilir. Daha 6nce de agiklandigi gibi, migrenin yasami kisitlayici ve dnleyici
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0zelligi uyumlu migren hastalarini bagkalariyla iletisimlerinde daha yikici olmaya
itebilmektedir. Bu sekilde, daha yiiksek diizeyde yalniz kalma / yikict davranis
kullandiklarinda, daha uyumlu kisiler olsalar bile, duygusal islevleri daha diisiik
olabilmektedir.
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CALISMA 3

MIGREN HASTALARI iCIN DUYGU iFADESi MUDAHALESI: BiR GRUP
TERAPISI

Giris
Kronik Hastaliklar i¢cin Miidahaleler

Calisma 2'de daha once belirtildigi gibi migren, hastalarin yasam kalitesini diigiiren
ve bir¢ok agidan giinliik hayatlarin1 olumsuz etkileyen kronik bir durumdur.
Aragtirmacilar giinimiize kadar migren etiyolojisini bulmaya calissalar da,
gelisimine katkida bulunan faktoérleri ve kesin tedavisini agikga tespit
edememislerdir. Bu, arastirmacilari, hastalara yardim sunmanin alternatif yollarini
bulmak i¢in motive etmistir. Psikoterapi, migrenin medikal tedavisinin yani sira,
arastirmacilar ve uygulayicilar tarafindan migren ve migrenin etkileri ile ilgili bir
tedavi sunmak i¢in en ¢ok kullanilan tekniklerden biridir. Bu nedenle, bir sonraki
boliim esas olarak kronik hastaliklarin tedavisinde kullanilan miidahale tekniklerine

odaklanacaktir.

Simdiye kadar migren ve diger kronik hastaliklar icin aile terapisi, biligsel davranisct
terapi (CBT), gevseme egitimi, yazili duygu ifadesi gibi birgok psikolojik miidahale
teknigi kullanilmistir. Bu boliimde, bu ¢aligmada uygulanan miidahale tekniginin alt

yapistyla ilgili bilgiler verilecektir.
Miidahalenin Teorik Alt Yapisi

Kronik hastaliklarda duygularin agik olarak ifade edilmesinin 6nemi bugiine kadar

bircok kez belirtilmistir. Calisma 2'de belirtildigi gibi, herhangi bir duygunun
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engellenmesi hastaliklarla yakindan iliskilidir. Ornegin, duygular1 bastirma siirecinin
fiziksel hastaliklarla iligkisini arastiran ¢aligmalar, insanlarin hissettikleri duyguyu
gizlemelerinin solunumlarinda artisa neden oldugunu kanitlamistir. Dahasi, bastirma
stirecinin onlar i¢in ¢ok stresli bir durum olusturdugunu ve hastaliklara kars1 daha
savunmasiz hale getirdigi belirtilmistir (Pennebaker, 1997). Bu nedenle, Caligma
3'lin amac1, migren hastalarina uygulanacak bir duygu ifadesi miidahalesi

gelistirmek, uygulamak ve onun etkinligini test etmektir.

Bu ¢aligmanin miidahale programi Yalom'un (1995) Grup Psikoterapisi Teorisi ve
Uygulamasina dayanmaktadir. Yalom'a gore, grup olusturmak, kurallar1 belirlemek,
gruba adaptasyon ve sonlandirma asamalar1 tek tek ele alinmak alinmalidir. Bu
nedenle, bu ¢caligmada, grup miidahalesinin ¢ergevesi Yalom'un teorisine bagli olarak

gelistirilmistir.

Ote yandan, grup terapisinin icerigi, duygusal ifade literatiirii ve arastirmacinin

kisisel terapdtik deneyimleri 1s181nda olusturulmustur.

Saglikli duygusal digsavurum kavrami, her ¢alismada veya uygulamada benzer
ozelliklere sahiptir. Duygu ve duygu ifadesi ile ilgilenen arastirmacilar genelde
duygusal farkindalik, duygularin tanimlanmasi ve duygularin ifadeleri ile
ilgilenmistir. Ornegin, Paul Eckman'in (duygu alanindaki en taninmis bilim
adamlarindan) bir pargasi oldugu bir grup arastirmaci, katilimcilarin olumsuz
duygularini azaltmak i¢in bir duygusal egitim tasarlamustir. Egitim programu,
duygunun taninmasi, kisinin kendi duygusal kaliplarindan 6diin vermesi, digerlerinin
duygularinin taninmasi ve empati gibi duygusal bilesenler icermektedir (Kemeny ve
digerleri, 2012). Benzer sekilde, Illionis Universitesi Danisma Merkezi, Kemeny ve
arkadaslarinin (2012) calismasi ile benzer kavramlari igeren duygusal deneyim ve
ifade ile ilgili kendi kendine yardim brosiirii yayimlamistir. Duygusal deneyim ve
ifade i¢in kullandiklar1 kavramlar duygular1 tanimlamak, duygular1 kabul etmek ve
degerlendirebilmek, yorumlamanin rolii ve duygularini ifade etmek olmustur

(University of Illinois Urbana-Champaign Danisma Merkezi, 2017). Sonug olarak,
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duygu ifadesini inceleyen ve uygulayan arastirmacilar ve uygulayicilar az ¢ok benzer
kavramlar1 kabul etmis ve kullanmstir. Dolayisiyla, bu ¢alismanin miidahale

programini tasarlarken, ¢ogunlukla bu kavramlardan yararlanilmistir.

Literatiirdeki miidahale tekniklerine dayanarak, mevcut arastirmanin miidahale
programi duygular farkinda olmak, duyguyu tanimlamak, duygulara deger vermek,
farkli yorumlari analiz etmek ve duygular1 yapici bir sekilde ifade etmek seklinde
belirlenmistir. Diger ¢alismalarin aksine, mevcut miidahale programi ii¢ olumsuz

duygu i¢in tasarlanmustir, bunlar; 6fke, tiziintii ve sugluluk duygusudur.

Calisma 3’iin Amaci

Bu calismanin amaci, migren hastalarinin yasam kalitesini ve evlilik doyumunu,
onlara duygular1 anlama ve islemeyi ve duygularini ifade etmeyi 6gretmektir. Bu
baglamda, Caligma 3, migren hastalarina verilen duygusal ifade egitiminin yagam

kaliteleri ve evlilik doyumlar1 agisindan etkisini arastirmayi amacglamistir.

Yontem

Miidahale Program

Miidahale, kisa siireli bir grup psikoterapisi olarak planlandi. Buna gore, grup
terapisinin amaglari, migrene iliskin temel bilgiler sunmak, duygusal ifadenin
onemini belirtmek ve duygusal ifadenin temel adimlarini 6gretmek olarak belirlendi.
Ayrica, en 6nemli hedeflerden biri, yukarida belirtilen konularda katilimeilarin
diisiince ve duygularini paylasmalarini saglamakti. Grubun kurulmasi, grup kurallari,
adaptasyon ve sonlandirma asamalarinin belirlenmesi, Yalom'un (2002) Grup
Psikoterapisi Teorisi ve Uygulamasi kitabina gore yapilandirilmistir. Grup 8 haftalik
(90 dakikalik) bir kapali grup olarak planlandi. Her oturumun igerigi kisaca asagida
belirtilmistir.
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Oturum: Birinci oturumun genel amaglari, miidahalenin siireci ve igerigi

hakkinda bilgi veren miidahalenin amacin1 ortaya koymaktir.

e Toplantilarin amacini agiklama

e Migren hastalari i¢in grup miidahalesinin 6nemini belirtme

e QGrup liyelerinin tanigmast

e Grup kurallarii belirleme, grup tiyeleri ile s6zlesme yapma

e [sinma faaliyetleri

e Migren ve migrenin ortaya ¢ikardigi engellerle ilgili deneyimlerin paylagimi

Oturum: Ikinci oturumun genel amaci, grup iiyelerine duygusal ifadyi

tanitmaktir.

e Son oturumun 6zetlenmesi

e Isinmaya devam edilmesi

e Migren ve migrenin olusturdugu engellerle ilgili deneyim paylasimi

e Duygusal ifade basamaklariyla ilgili bilgi verilmesi.

Oturum: Ugiincii oturumun genel amaci, duygusal ifadenin ilk adimim ele

almaktir.

e Son oturumun 6zetlenmesi

e Duygu tanimlamayi ele almak

e Duygularin tanimlanmasiyla ilgili kisisel deneyimlerin paylagiimasini
saglamak

Oturum: Ddrdiincii oturumun genel amaci, duygusal ifadenin ikinci adimin

tartismaktir.

e Son oturumun 6zetlenmesi

e Duygu kabuliinii ele almak.

e Duygularin kabulii ile ilgili kisisel deneyimlerin paylasilmasini saglamak

Oturum: Besinci oturumun genel amaci, duygusal ifadenin tiglincii adimini

tartismaktir.

e Son oturumun 6zetlenmesi

e Duygu ifadesini ele almak

e Duygu ifadesi ile ilgili kisisel deneyimlerin paylasilmasini saglamak.
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6. Oturum: Altinct oturumun genel amaci, duygu ifadesinin her adimin kisisel
deneyimlerle birlikte paylasmaya devam etmektir.
e Son oturumun 6zetlenmesi
e Duygu ifadesini ele almak.
e Duygularin ifadesi ile ilgili kisisel deneyimleri paylasma.
7. Oturum: Yedinci oturumun genel amaci, grubu sonlandirmak i¢in hazirlamak
ve geri bildirim almaktir.
e Son oturumun 6zetlenmesi
e Miidahale hakkinda geribildirim almak
e Toplantilarin sona erdirilmesi i¢in grubun hazirlanmasi
8.  Oturum: Sekizinci oturumun genel amaci miidahaleyi sonlandirmaktir.
e Biitiin grup deneyiminin 6zetlenmesi
e Tiim grup deneyimi i¢in ve grup iiyelerine bireysel olarak geribildirim
vermek
e Gerekirse hastalar1 daha ileri tedavi i¢in yonlendirmek.

e Vedalasma
Sonug ve Tartisma
Yasam Kalitesi icin Baglantii Orneklem Wilcoxon Isaretlenmis Siralar Testi

Yasam kalitesi (yani, RFR, RFP ve EF) acisindan 6n test ve son test arasindaki
medyan farkliliklar incelemek amaciyla, Wilcoxon isaretlenmis siralama testi
uygulanmistir. Bulgulara gore, yalnizca yasam kalitesinin RFR alt dl¢egi agisindan
anlamli bir medyan farki bulunmustur. Bu sonuglar, sekiz seanslik duygu ifade grup
psikoterapisinin, yasam kalitesinin RFR boyutunu arttirmada etkili oldugunu ortaya
koymustur. Literatiirde bu bulguyu destekleyen ¢alismalar vardir. Zorlayici bas agrisi
hastalariyla caligsan bir arastirmada, biligssel-davranigsal tedaviden sonra yasam
kalitesinde belirgin bir artig oldugu raporlanmistir (Nash ve ark., 2004; Martin ve
ark., 2015). Mevcut ¢alismanin bu bulgusunun altindaki olas1 mekanizma bir sonraki

boliimde agiklanacaktir.

153



Duygu ifadesi icin Baglantih Orneklem Wilcoxon Isaretlenmis Siralar Testi

Duygusal ifade tiirlerinin (yani pasif kizginlik, yalnizlik / olumsuz davranis, 6ziir) 6n
test ve son test arasindaki medyan farkliliklarini incelemek amactyla baglantili
orneklem Wilcoxon igaretlenmis siralama testi yapilmistir. Bulgulara gore, miidahale
Oncesi ve sonrasi testler arasinda pasif kizginlik agisindan anlamli bir fark
bulunmustur. Diger bir deyisle, grup psikoterapisi, mevcut ¢caligsmaya katilan 9
kisiden 8 migren hastasinin pasif kizginlik diizeyinde bir azalma saglamistir. Simdiye
kadar duygu ifadesi miidahalesini yazili (WED) bir bigimde kullanan bir¢ok ¢aligma
vardir (CED). Genel olarak, diger miidahale tiplerinin (yani gevseme egitimi) WED
miidahalelerinden daha etkili oldugu rapor edilmistir (Slavin-Spenny ve ark., 2013).
Bu nedenle, ¢calismalar, duygu deneyimleme ve ifade etme gibi duygusal aktivasyon
konularinda daha fazla aragtirma yapilmasini 6nermistir (Slavin-Spenny ve ark.,
2013). Calisma 3, migren hastalar1 i¢in duygu ifadesi miidahalesi agisindan
literatiirdeki ihtiyaglar karsilamak i¢in degerli bulgular saglayabilecegi

distiniilmistiir.

Bu calismanin en goze ¢arpan giicliiliigii, miidahale teknigi icermesi olarak
diisiiniilebilir. ABD'de ve diger bir¢ok iilkede, sigorta sirketleri migren i¢in uygun
maliyetli tedaviler bulmaya ¢aligsmaktadir, ancak ¢alismalar bugiine kadar kalite ve
miktar agisindan tatmin edici bulunmamistir (Brown ve ark., 2008, Dahlof ve

Solomon, 1998). Bu ¢alisma, bu agidan degerli 6n bilgi saglamaktadir.

Bu ¢alismanin bir diger 6nemli katkis1 ise, duygusal ifadenin migren tedavisinin en
onemli unsurlarindan biri oldugu fikrini 6ne siirmesi ve bununla ilgili bulgular ortaya

koymasidir.
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