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ABSTRACT

lliness behavior is influenced by subjective, social, and cultural factors and can vary from one person to another and even in-
ternally within the same individual, depending on the situation and the type of iliness he or she needs to deal with. The Iliness

Attitude Scales (IAS) were designed by Robert Kellner to assess fears, negative beliefs, and attitudes related to hypochondriasis

and abnormal behavior about illness, and it is a reliable tool for detecting them as it does not contain items related to symptoms

that are characteristic of other psychiatric symptoms. Although the IAS is commonly used, only a few studies have investigated

its factor structure, but no common factor solution has been found. The results of these studies differ, ranging from 2 to 5 factor
solutions, as well as which items are assigned to the factors. Since factor analysis for the Greek translation has not been previous-
ly researched, we analyzed the factor structure in a Greek sample using exploratory factor analysis to reflect cultural nuances in

health perceptions and illness behaviors and to enable meaningful comparisons with other populations. A mixed sample of se-
nior medical students of the Athens Medical School (N = 163) completed the psychometric tool before attending the educational

clinics. A percentage of 60.98% were women and 39.02% were men, and the average age of the sample was 23.84 years (SD =

1.67). Data were subjected to Maximum Likelihood Estimation and oblique rotation, which revealed a solution of seven factors: i)

Worry about Iliness after Pain Sensation, ii) Health Habits, iii) Effects of Symptom:s, iv) Hypochondriac Beliefs, v) Thanatophobia,
vi) Treatment Experiences, vii) Disease Phobia. The internal consistency of the factors, measured by Cronbach’s alpha coefficient,
achieved good to acceptable reliability: 0.86, 0.88, 0.68, 0.76, 0.73, 0.65, and 0.81, respectively. The results of the current study,
although they cannot be generalized to the general population, provide information on medical students’ attitudes towards

illness and may pave the way for educational strategies and programs in medical school to improve the detection of negative

beliefs and attitudes towards illness in medical students during clinical practice.

KEYWORDS: Fear of illness, hypochondriasis, illness behavior, health anxiety, thanatophobia, pain.

Introduction tion, our behavior towards illness is also influenced by
stigma, and more specifically by stigma about mental

Issy Pilowsky introduced the term abnormal illness illness.23

behavior,' arguing that our behavior towards illness

is influenced by subjective, social, and cultural factors
and can vary from one person to another and also inter-
nally, within the same person, depending on the situa-
tion and kind of illness they need to deal with. In addi-

The misinterpretation of physical symptoms based on
preoccupation with a serious illness is called hypochon-
driasis. Hypochondriasis can be expressed via 4 symp-
tomes: (i) worry or fear of a serious illness, (ii) worry or fear
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that persists after medical confirmation, (iii) worry or fear
that significantly affects functionality, and (iv) symptoms
persisting for more than 6 months.* Hypochondriasis
has been replaced by lliness Anxiety Disorder and Body
Dysmorphic Disorder in DSM-5, which describes hypo-
chondriac symptoms more comprehensively and is clini-
cally useful for the diagnosis of hypochondriasis.®

A measure that is proposed to tap hypochondriacal
tendencies is the Iliness Attitude Scales (IAS), a psycho-
metric tool created by Robert Kellner® for the general
assessment of fears, beliefs, and attitudes related to hy-
pochondriasis and abnormal iliness behavior, and it pro-
vides a validated, comprehensive measure of health anx-
iety, hypochondriacal concerns, and maladaptive illness
behaviors, enabling targeted interventions and research
into health-related psychological conditions. The lliness
IAS consists of nine scales with three entries each,
met on a five-point scale, as follows: (i) “Worry about
IlIness”, (ii) “Concerns about pain’, (iii) “Health Habits",
(iv) “Hypochondriacal beliefs”, (v) “Thanatophobia”,
(vi) “Nosophobia”, (vii) “Bodily Preoccupations’, (viii)
“Treatment Experiences’, (ix) “Effects of Symptoms”. Two
more questions on the IAS provide additional informa-
tion (e.g., respondents identify illness and treatment, if
available) but are not used for scoring.

Although the IAS is commonly used, only a few stud-
ies have investigated its factor structure; however, no
common factor solution has been found. The results of
these studies differ with regard to the number of fac-
tors, ranging from a 2-factor solution and ending up
with a 5-factor solution, as well as the items assigned
to the factors. In addition, in these studies, there were
differences in the sample, clinically and culturally.*®
Almost all studies used Exploratory Factor Analysis,
while only one submitted its structure to Confirmatory
Factor Analysis.>'* Finally, their findings indicate that
the structure of the IAS is less complex than that sug-
gested by the initial author.®

As the literature review does not demonstrate a con-
sensus on the results, it is established that the diversity
of the factor structure is based on cultural differenc-
es and the sample. To date, the factor analysis has not
been investigated in a sample of the Greek population.
The research aim is to examine the factor structure of
the questionnaire in a different population and investi-
gate possible diverse findings in the literature.

To investigate our research goal, we used a sample
of senior medical students from the Athens School of
Medicine. It was considered useful to measure a tool
that detects hypochondriasis in medical students who
come into contact with the disease during their clinical
practice and to assess their attitudes towards illness.
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During clinical practice, medical students are exposed
systematically to diseases, symptom recognition, and
correct diagnosis. When students learn about physical
illnesses, they can interpret physical disorders as signs
of serious illness.”™ The results may be used to generate
educational strategies and interventions to detect hy-
pochondriasis in medical students.

Material and Method
Participants

The data of a sample of 6th-year students of the
Medical School of Athens (N=163) were used for explor-
atory factor analysis, of which 60.98% were women and
39.02% were men. The average age of the sample was
23.84 years (SD=1.67).

Procedure

The IAS was administered to students as a group in
the lecture hall before attending each educational clin-
ic. All participants were informed about the adminis-
tration of the psychometric tool and signed a consent
form to participate.

Measures

The IAS psychometric tool was translated into Greek
and back-translated (reverse translation) (in a mod-
ified yes or no form), using the method developed by
Brislin.'® The translation was realized by the first author,
the back-translation by the second author, and proof-
reading by an independent reviewer. The translated
items were checked to ensure that semantic and syn-
tactic aspects were not lost. The two authors and the
independent reviewer were fully bilingual in English
and Greek and adhered to Greek standards as much as
possible.

Statistical analysis

In order to investigate the structure of the IAS, as
formed by a Greek sample of medical students, the
Maximum Likelihood Estimation (MLE) with lateral
rotation factor was used. The Maximum Likelihood
Estimation is a statistical method used to estimate the
parameters of a probability distribution by maximiz-
ing a likelihood function and helps the determination
of the parameter values that make the observed data
more likely under a given statistical model."” Oblique
rotation (SPSS Oblimin, &6 = 0) was used because the
original scales of the IAS were designed as dependent
scales, and a previous study® found a better fit to the
data in dependent factor solutions. Tabachnick and
Fidell' strongly recommend the use of lateral rotation
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when factors are expected to be related to each oth-
er. This approach was chosen since several previous
research findings’-'%'* have shown that this approach
achieves substantial solutions. Factors will be created
from factor loadings (>.40), and their reliability and sta-
bility will be analyzed. The analysis was conducted with
the SPSS program v.23.

Results
Factor Structure

Application of Maximum Likelihood Estimation (MLE)
as well as the scree test and Kaiser’s criterion (eigenval-
ue >1) indicated a seven-factor solution (figure 1).

The seven factors with the Kaiser criterion (eigenval-
ue >1) presented the following results: 8.02, 2.53, 1.96,
1.67, 1.52, 1.22, 1.12, with the total variance explained
by the model at 66.81%, a particularly significant per-
centage, especially concerning that found in similar
studies (table 1)1

The loadings revealed a 7-factor structure (table 2),
which included factor 1 with 5 items and the remaining
6 with 3 items.

The seven factors can be named as follows: (1) Worry
about lliness after Pain Sensation, and includes 5 items
with three of the original lliness Anxiety scale and two
items (4,6) of the Concerns about pain scale, (2) Effects
of Symptoms, (3) Health Habits, (4) Hypochondriacal
Beliefs, (5) Thanatophobia, (6) Treatment Experiences,
(7) Nosophobia. The last 6 factors were equivalent to the
original scales of Kellner,f a finding that is considered
particularly important, especially because the present
research is the only one that approaches through factor
analysis the original structure proposed by Kellner.

Plot of Eigenvalues

Eigenvalue

Factor number

Figure 1. Screen plot from the exploratory factor analysis.

Table 1. Total Variance of the factors.

Initial Eigenvalues

Factor Total % of Variance Cumulative %
1 8.02 29.72 29.72
2 2.53 9.37 39.09
3 1.96 7.27 46.36
4 1.67 6.18 52.53
5 1.52 5.63 58.16
6 1.22 4.5 62.67
7 1.12 4.15 66.811
8 0.9 30.35 70.16
9 0.77 20.83 72.99

10 0.75 20.77 75.76
11 0.69 20.55 78.31
12 0.64 20.37 80.68
13 0.59 20.17 82.85
14 0.52 10.93 84.78
15 0.5 10.85 86.62
16 0.45 10.65 88.27
17 0.44 10.63 89.9

18 0.39 10.43 91.33
19 0.36 10.32 92.65
20 0.34 10.25 93.9

21 0.3 10.12 95.02
22 0.28 10.05 96.07
23 0.26 0.98 97.05
24 0.23 0.85 97.9

Note: Total variance explained by the seven factors

The items of the Bodily Preoccupations scale do not
represent an integral factor, nor do they belong to an-
other factor, as they present low loadings (0.30-0.33)
on factors 1, 4, 5, and 7. Item 19 had loadings on two
factors, on 5 (0.33) and 7 (0.32). Also, item 5 from the
Concerns about Pain scale showed low loadings on fac-
tor 6 (0.35) and factor 7 (0.36).

The maximum absolute correlation was 0.37 between
factors 2 and 6, and the minimum was 0.07 between
factors 3 and 7. The overall factor correlations were low,
supporting this way, the seven-factor solution.

Reliability

To assess the internal consistency of the IAS question-
naire as formulated by factor analysis, the Cronbach’s
alpha coefficient was used, with the following measure-
ments for the seven-factor solution: (1) 0.86, (2) 0.88, (3)
0.68, (4) 0.76, (5) 0.73, (6) 0.65, (7) 0.81. The average corre-
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Table 2. Maximum Likelihood Estimation of the Iliness Attitudes Scale: oblique-rotated factor loadings for the seven—factor solution

Items F1 F2 F3 F4 F5 F6 F7
1. Do you worry about your health? 0.61* -0.11 0.09 -0.13 -0.1 0.23 0.24
2. Are you worried that you may get a serious illness in the 0.74* -0.07 -0.04 0.04 -0.06 -0.01 0.25
future?
3. Does the thought of a serious illness scare you? 0.65* -0.08 -0.06 0.04 0.07 0.07 0.1
4. If you have a pain, do you worry that it may be caused 0.69* -0,08 0.02 0.03 0.07 0.02 -0.09
by a serious illness?
5. If a pain lasts for a week or more, do you see a physician? 0.22 -0.1 0.19 -0.07 0.19 0.35 -0.36
6. If a pain lasts a week or more, do you believe that you 0.66* 0.02 0.09 0.14 0,17 0.01 -0.24
have a serious illness?
7. Do you avoid habits that may be harmful to you, such -0.02 -0.07 0.72*  -0.17 0.1 0.03 0.08
as smoking?
8. Do you avoid foods that may not be healthy? -0.07 0,05 0.80* 0.11 -0.09 0.06 0.01
9. Do you examine your body to find whether there is some- 0.29 0.04 0.39* 0.19 0.05 -0.04 -0.12
thing wrong?
10. Do you believe that you have a physical disease but the 0.03 -0.09 0.09 0.49*  -0.05 0.07 0.2
doctors have not diagnosed it correctly?
11. When your doctor tells you that you have no physical -0.02 -0.1 -0.02 0.78*  -0.06 0 -0.07
disease to account for your symptoms, do you refuse
to believe him?
12. When you have been told by a doctor what he found, do 0.1 0 -0.01 0.64* 0.07 0.07 0.15
you soon begin to believe that you may have developed
a new illness?
13. Are you afraid of news that reminds you of death (such -0.08 -0.04 0.19 0.02 0.71*  -0.04 -0.02
as funerals, obituary notices)?
14. Does the thought of death scare you? 0.17 -0.06 -0.06 -0.17 0.74* 0.03 0.01
15. Are you afraid that you may die soon? 0.1 -0.05 -0.17 0.15 0.49* 0.04 0.2
16. Are you afraid that you may have cancer? 0.32 0.06 0.04 0.08 0.09 -0.06 0.54*
17. Are you afraid that you may have heart disease? -0.04 -0.09 0.02 0.18 0.14 0.03 0.54*
18. Are you afraid that you may have another serious illness? 0.29 -0.07 0.05 0.13 0.11 -0.03 0.57*
19. When you read or hear about an illness, do you get -0.05 0 -0.01 0.17 0.33 0.09 0.32
symptoms similar to those of the illness?
20. When you notice a sensation in your body, do you find 0.07 -0.14 0.07 03 0.25 0.15 0.11
it difficult to think of something else?
21. When you feel a sensation in your body do you worry 0.31 -0.07 0.1 0.05 0.24 0.22 0.13
about it?
22. How often do you see a doctor? 0.08 0.09 0.02 0.17 -0.04 0,67*  -0.09
23. How many different doctors, chiropractors or other heal- -0.08 0.01 0 -0.01 0.09 0.76*  -0.01
ers have you seen in the past year?
24. How often have you been treated during the past year? 0.04 -0.2 0.06 -0.09 -0.13 0.43* 0.1
(For example, drugs, change of drugs, surgery, etc.)
25. Do your bodily symptoms stop you from working? -0.06 -0.84*  -0.06 0.05 0.06 0.02 -0.08
26. Do your bodily symptoms stop you from concentrating 0 -0.93* 0.04 0.04 0.07 -0.08 -0.06
on what you are doing?
27.Do your bodily symptoms stop you from enjoying yourself? ~ 0.12 -0.78* 0.01 0.02 -0.12 0.02 0.08

*Eigenvalues higher than .4 are marked with an asterisk
F1:Worry about lliness after Pain Sensation, F2: Effects of Symptoms, F3: Health Habits, F4: Hypochondriacal Beliefs, F5: Thanatophobia,
F6: Treatment Experiences, F7: Nosophobia
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lations between items for the factors (including only items
with loadings r=0.40 on a single factor) were 0.56, 0.72,
0.43,0.52,0.48,0.40, and 0.58, respectively (see table 3).

The reliability control (alpha coefficients and mean in-
ter-item correlations) of the seven-factor model of the
present research is presented below.

The factors of the seven-factor model show very good
internal reliability, as shown in table 4, with the max val-
ue of factor 2, “Effects of Symptoms”, with three items
(0=0.88), with the minor exception of the factor “Health
Habits” (a=0.68) and of the “Treatment Experiences”
factor (a=0.65), which is lower than the recommended
0.7." However, this three-item factor presents a positive
correlation coefficient r=0.4 and is above the recom-
mended minimum level for group comparisons.?

Discussion

The results of the present study reveal a seven-factor
solution, which, like previous factor analysis,’'* is small-
er than Kellner’s original structure6 but closer to the
original factor structure. The seven-factor structure is
different and larger than other sample studies’?®'° that
reported a four-factor structure and one study® that
reported a five-factor structure. Moreover, the factor
structures of these studies differ partially in terms of the
number and items included in the factors. Interpreting
these differences is not easy because the studies dif-
fer in planning, sample, and methodology. One crucial
difference is in the statistical method, as the afore-
mentioned studies used Principal Component Analysis
while the present study used Maximum Likelihood
Estimation.

In all studies”'® with a similar sample, factor 1 emerg-
es, and although each study includes a different num-
ber of items, it maintains a relatively similar composi-
tion of items. In one research’ we find 12 items; in an-
other,®'" in another,® and in the last one, 8 items.8 In
the current study, there are the fewest items, 5, which
come from the Worry about lliness and Concerns about

Table 3. Factor correlation table.

Pain scales. As in this study, all studies’'® present in
factor 1 items from the original Worry about lliness
and Concerns about Pain scales, showing that among
the respective samples, there is an increased general
worry about illness enhanced by the presence of pain.
However, the Thanatophobia scale appears integral
on factor 1 in three studies,®'° connecting, along with
other items, the fear of illness to death, in contrast to
the current study. The difference in sample composi-
tion probably explains this variation, as in the present
study, the sample consists of medical school senior stu-
dents who are sufficiently knowledgeable about dis-
ease and illness from their training and probably do not
associate it with risk of death, compared to the other
studies that had undergraduate students’ and psy-
chology and theology students.’® Additionally, two of
the surveys®® have been conducted in the late 1990s in
Canada and share common items on factor 1, and ex-
cept for Thanatophobia, the same items are observed
for Worry about lliness?® and almost the same from the
Nosophobia scale, three of them in one survey® and
two'%'8 in the other? It is possible that the findings for
Factor 1 with fear of death were related to Canadians’
general dissatisfaction with their country’s health care
system at the time.?! Corresponding correlations with
factor 1 can be made in another research study’ con-
ducted in England. It presents 12 items, most on factor
1 from various scales dominated by Concerns about
pain and Hypochondriacal Beliefs, and can be related to
English people’s perceptions of the radical NHS reforms
of the 1990s, when new private health providers were
created, leading to the closure of public hospitals and
causing unrest.?? The authors of the same research,” in-
terpret through the lens of the general population their
factor 4, coronary heart disease and health habits, as a
separate factor that is not related to the Worry about
[lIness, but more to the increased knowledge of the
general (ordinary people) population on the connec-
tion of lifestyle and serious diseases.” All three items of
the original Worry about Iliness scale are found on fac-

Factor 1 2 3 4 5 6 7
1 1.00 -0.34 0.27 0.29 0.35 0.34 0.23
2 -0.34 1.00 -0.12 -0.21 -0.22 -0.37 -0.20
3 0.27 -0.12 1.00 0.13 0.19 0.35 -0.07
4 0.29 -0.21 0.13 1.00 0.24 0.17 0.31
5 0.35 -0.22 0.19 0.24 1.00 0.17 0.21
6 0.34 -0.37 0.35 0.17 0.17 1.00 0.08
7 0.23 -0.20 -0.07 0.31 0.21 0.08 1.00




Psychiatriki 215

Table 4. Internal reliability estimation of the seven factors (Cronbach’s a).

Factor Mean Difference Std. Error Cronbach’s a Average inter-item
correlation
Worry about illness after the pain sensation 8.21 3.96 0.86 0.56
Effects of Symptoms 6.74 2.76 0.88 0.72
Health Habits 2.67 2.54 0.68 0.43
Hypochondriacal Beliefs 1.53 1.93 0.76 0.52
Thanatophobia 3.34 2.51 0.73 0.48
Treatment Experiences 347 2.03 0.65 0.4
Nosophobia 3.08 2.8 0.81 0.58

tor 1 in one more study,'® while items 2 and 3 from the
same scale are in two studies,®® and 1 and 2 in one.”

Items 4 and 6 from the Concerns about Pain scale are
found on factor 1 in the current study and in two other
studies,®'® while in another study® we see only 4, and in
another’ all 3 items of the same scale. The two items (4,
6) are semantically very close as they relate to the direct
association of pain with serious illness, and this is prob-
ably why they are presented in three surveys along with
the items of the Worry about lliness scale.

Differences were observed in the evaluation of load-
ings, with one study? calculating significant loadings
>0.30 and not excluding any item from Kellner’s origi-
nal scale. No items were excluded in Stewart and Watt's
study,® where the loadings were >0.35. The remaining
two studies,”' like the current one, assessed loadings
>0.40, and while in the first” no item was excluded, in
the second10 5 items were excluded, while in the cur-
rent study 4 items did not pass the loading limit, with
the latter two studies sharing excluded items 19 and 21
from the original Bodily Preoccupations scale.

The items of the present study that were not included
in a factor or did not form a separate factor come from
the original Bodily Preoccupations scale. Item 19 from
this scale had a defective presence in factors 5 and 7.
Item 20 had a presence in factor 4, which is probably
related to the wording of the question and is closer to
hypochondriasis, as people with hypochondriasis expe-
rience difficulty in remaining functional when dealing
with a body sensation.* Finally, item 21 was present in
factor 1, probably because it mentions the word “wor-
ry”and was correlated with the items that had the same
word. The same items are also excluded in another
study'® and are not included in any factor.

The original Bodily Preoccupations scale does not ap-
pear as an independent factor in any other research, re-
gardless of sample, and its items appear on several fac-
tors in these studies.”'° Similar results to the present
study for the items of the Bodily Preoccupations scale

are observed in a study® where item 19 presents a load-
ing on factor 4, Disease Conviction. In another study,®
it is found that loading of all the items of the Bodily
Preoccupations scale on their own 4th factor, Beliefs,
which includes the items of the Hypochondriacal
Beliefs scale. Both studies were conducted in the same
country, Canada, which indicates the strong participa-
tion of cultural factors in the formation of attitudes to-
wards the disease. The results show that the items of
the original Bodily Preoccupations scale can be better
understood through other factors related to hypo-
chondriasis, as the questions are not understood as a
separate concept.

Item 5 of the original Concerns about pain scale was
not included in any of the seven factors of the present
study, as it did not show a high loading on any of them.
The item appears with low loading on two factors, fac-
tor 6 (0.35) and factor 7 (0.36). However, we see the
same item loading on the Treatment Experiences factor
in other studies®'® and factor 2, Behavior, in a study8
that includes all the items from the original Treatment
Experiences scale, which shows that perhaps it can be
understood better with the Treatment Experiences fac-
tor in a relevant sample. This item mentions the visit to
a doctor and is more about a behavior associated with
visiting a doctor rather than subjectively interpreting a
certain pain.

The lower internal reliability of factor 3, Health Habits,
is a finding also observed in previous studies, as none
of them has found a satisfactory internal reliability re-
gardless of sample, with a range of values ranging from
0=0.49 to 0.64.8'0121415 Especially in Kellner’s original
scale, this factor has a=0.44.” A possible reason for the
low internal reliability of the Health Habits factor in the
current study, also found in another study,” is that the
items in this factor are more related to avoiding illness
and recording health-promoting behaviors and less
with the fear or worry of being ill. A reformulation of
the questions to link negative health behaviors with the
belief or worry about the disease would probably give
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higher reliability to the specific factor and would be
better related to the other factors of the psychometric
tool.

The same scale also shows defective depiction in
Kellner’s original study® as it fails in clinical samples to
distinguish patients diagnosed with hypochondriasis
from family practice patients, non-patient employees,
and non-hypochondriasis psychiatric patients.” Also,
the same Health Habits scale does not relate to the cri-
teria defined in the DSM-IV for the diagnosis of patients
with hypochondriasis.*

The Treatment Experiences factor related to receiving
treatment presents in the present study the lowest in-
ternal reliability index, however, just below the limit of
0.7.19 Relevant results with low internal reliability in the
same factor are also reflected in other studies (a=0.649,
0=0.527), while in another," it is slightly above the limit
(0=0.75). The low reliability may be related to the partic-
ipants’ perception of their national health care system,
as mentioned above, while another reason may be the
young age of the sample of students with average of
23.84 years, as they might not have particular experi-
ences of treatments, which could have a different result
in a wider age or clinical sample.

However, it is interesting that Ferguson and Daniel”
examining the internal reliability indices for the origi-
nal nine scales of the IAS, found that all, except for the
scales Thanatophobia (0=0.72), Treatment Experiences
(0=0.75), and Effects of Symptoms (a=0.84), were below
the recommended 0.7.%°

The seven-factor solution of the current study ex-
plains 66.81% of the variance of the sample, and it is the
largest in relation to other studies.®'"'* In particular, we
observe that the three-factor solution of Dammen et
al,” in patients with heart disease problems explained
47% of variance, while four- and five-factor solutions,
including studies in student samples?®'" explained a
range of variance from 47.1% to 56.4%.
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Mapayovtikin avaluvon kai adlomotia tn¢ KAipakag Xtaong
via tTnv AcBévela o€ TEAEIGPOITOUC (POITNTEC LATPIKNAG

Xapdhaumog MNioxog," Avtwviog MoAitng,' Métpog Zenkdakng? Xapdhaumog MNamayswpyiou’

'A” Wuxiatpikny KAvikr, Atyiviiteio Noookopeio, EOviké kat KammoSiotpiakd lNavemotriuio ABnvwy,

2lMponraidevtikn MabBoloyikn Khvikr, Aaiké Noookoueio, EQviké kat Kamobiotpiaké lMavemotriuio ABnvwy, Abriva

IXTOPIKO APOPOY: MapaAripOnke 5 louhiou 2024/AvaBewpriBnke 13 NoguPpiov 2024/AnpootelBnke Aladiktuakd 24 Maptiou 2025

MEPIAHWH

H cuumnepipopd amévavti otnv acbévela Slapop@wveTal UTTO TNV EMIOPACN UTTOKEIPEVIKWY, KOIVWVIKWY KAl TTOMTIOUIKWY TTa-
payovtwy, mapoucidlovtag S1apopomolnoEl; TO0O HETAEY SIAPOPETIKWY ATOUWY 000 Kal EVTOC Tou idlou atopovu. O1 dia-
(POPOTIOINCEIC AUTEC EEAPTWVTAL ATTO TIC CUYKEKPIPEVEC TIEPIOTACELG KAl TN @UON TNG 00BEVEIOC TTOU KAAEITAL TO ATOMO va
Siayelptotei. H KAipaka Ztdong yia tnv AcBévela, oxedidotnke amod tov Robert Kellner yia va a&lohoyroet Toug @oépoug, Tig
APVNTIKEG TIETOLONOELG KAl TIG OTACELG TTOU OXeTICovTal PE TNV uTToXovOPIiaon Kal T KN QUCLOAOYIKH CUUTIEPIPOPA OE OXEON
pe Tnv acBévela kat gival éva aglomoTto epyaleio yla TNy avixveuon toug kaBwg Sev mepléxel oTolxEia Mou oxeTi(ovTal YE
CUUTTTWUATA TTOU EiVAL XOPAKTNPIOTIKA AAAWY YUXIATPIKWY CUUTITWHATWV. MapoAo mou n KAipaka Xtdong yia tnv AcBévela
XPNOLUOTIOLEITAL EVPEWG, MOVO AiyeG LEAETEG EXOUV SLEPEVVIOEL TNV TTAPAYOVTIKN SO TNG XWPIG va €xel Bpebei kolv mapayo-
VTIKN AUon. Ta anmoTEAECUATA AUTWY TWV PEAETWY Sla@EPouV Kal KupaivovTal amd 2 w5 mapayovTIKEG AVOEIG, KABWE Kal W¢
TIPOG TO Tola oTolxEia amodidovTal 0Toug MapdyovteG. AeSOUEVOU OTL N TTAPAYOVTIKH avAAUON Yla TNV EAANVIKH METAPPACN
Sev éxel epeuvnBei oTo MaPeNOSY, avalvoape TNV TAPAYOVTIKA Sopr o€ eEAANVIKO Seiypa xpnotpomolwvTag SlEpEVVNTIKA TTa-
PAYOVTIKA avaAuon yla VA aVTIKATOTITPICOUE TIG TTOMTIOUIKEG ATIOXPWOELG OTIC AVTIANPELS YIA TNV LVYEIQ KAl TIC CUUTIEPIPOPEC
amévavTl 0TV aoHEVELQ KAl VA EiVaL EQIKTEG Ol OUCLAOTIKEG GUYKPIOELG e AANOLC TTANBUGOUOUC. Eva HIKTS Seiypa TEAEIOPOITWV
@OITNTWV LATPIKAG TNG latpikng ZxoAng ABnvwv (N=163) CUUTIAPWOE TO PUXOUETPIKO EPYAAEIO TIPIV ATTO TNV TTAPAKOAOU-
Onon Twv eKMAISEVTIKWY KAIVIKWV PE To Selypa va amoTeAEiTal amod yuvaikeg o€ TooooTo 60,98% Kal amd AvOpPEC GE TOGO-
0710 39,02%, pe TN péon nAikia Tou Seiypatog va eival 23,84 £tn (SD=1.67). Ta 6edopéva umofAnOnkav o€ Ektipnon Méylotng
MBavopdvelag kat mAdyta mePIOTPOWN, N omoia avéSel&e pia AVon emtd mapayoviwv: (i) Avnouyia yia Tnv acBévela PeTd TV
aioBnon tou moévov, (i) ZuvnBeleg vyeiag, (iii) Emmtwoelg Twv cupntwpdtwy, (iv) Yroxovdplakég memolBnoelg, (v) Oavatopofia,
(vi) Eumelpieg Bepameiag, (vii) ®ofia yia tnv acBévela. H eowTePIKR CUVETEIA TWV TTAPAYOVTWY, TTOU PETPRHONKE pe Tov SeikTn
alga tou Cronbach, métuxe kaAn éwg amodektr alomoTia 0,86, 0,88, 0,68, 0,76, 0,73, 0,65, 0,81, avtioTolxa. Ta amoTeAéouaTa
NG Mapovoag PEAETNG, AV KAl SEV UTOPOUV VA YEVIKEUTOUV OTOV YEVIKO TTANBUGHO, TTAPEXOUV TTANPOMOPIEG OXETIKA PE TN
OTACN TWV QOITNTWV LOTPIKAG AEVAVTL 0TNV AcBEVELD Kal UTTOPOUV va avoifouv Tov §pOHo yia EKTTAIOEUTIKEG OTPATNYIKEG KAl
TIPOYPAMMATA GTNV LOTPIKK OXOAN yla TN BEATIWON TNG AViXVELONE TWV APVNTIKWY TTEMOIBACEWY KAl TWV OTACEWVY ATTEVAVTL
0TNV a0BEVEIQ GTOUC QOITNTEC LOTPIKAG KATA TNV KAWVIKN TIPAEN.

NAEZEIX EYPETHPIOY: ®6f0¢ tn¢ acbévelag, ummoxovdpiaon, cupmeplpopd acbévelag, dyxog yla tnv vyeia, Bavatopofia,
movoc.
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