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ABSTRACT 

The MOS SF-36 Health Survey: A Validation Study with a Turkish Sample 

by 

Ahmet Cengizhan Demirsoy 

The main aims of the present study were to assess the reliability and validity of 

the Turkish translation of the MOS SF-36 Health Survey (SF-36). Reliability 

assessment yielded high Cronbach alpha values for all the scales, ranging from .75 for 

the role-emotional scale (RE) to .90 for the mental health scale (MH). 

Principle components analysis, a technique of psychometric validation, carried 

out on the individual item scores identified 7 relevant factors, and, with the exception 

of physical functioning scale (PF) in which the items were spread to two factors, no 

scale was spread across more than a single factor. The same analysis conducted on the 

scale scores identified 2 factors revealing the bi-dimensionality, namely the physical 

and mental dimensions, of the SF-36 as proposed by its authors. Further, the 

associations between the scales and factors were found similar to the results obtained 

from other two studies conducted in the U. S. A and Australia. 

In order to test the clinical validity of the SF-36 it was expected that it should 

differentiate between groups of subjects with different health status (healthy, 

physically disordered, and mentally disturbed) in the hypothesized manner. It was 

found that, with two exceptions, all the results were in line with the hypotheses of the 

present study. In the light of these favorable results it is concluded that the Turkish 

version of the SF-36 may serve as a useful measure of health status. 
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QZET 

SF-36 Saghk TaramasI: Turk Omeklem Grubu ile~yaptlan bir Geyerlik Cah~masl 

Ahmet Cengizhan Demirsoy 

Bu yah~marun temel amacl, SF-36 Saghk Taramaslrun (SF-36) Turkye 

versiyonunun gUvenirlik ve geyerligini ara~tlrmaktlr. Guvenirlik olyiimii, dagtllm 

emosyonel-rol olyegi (RE) iyin .75'ten mental saghk olyegi (MH) iyin .90'a olmak 

uzere, tUm olyeklerde yiiksek Cronbach alfa degerleriyle sonuylanmt~tlf. 

Psikometrik geyerligi ara~tlrma tekniklerinden biri olan Ana Bile~enler Analizi 

(principle Components Analysis) item puanlanna uygulanmaslyla 7 faktor ortaya 

Ylkmt~tlf. itemleri 2 faktore dagtlan fiziksel fonksiyon olyegi (PF) dl~mda hiybir 

olyegin itemleri birden fazla faktore dagtlmaffil~tlr. Aym teknigin olyek puanlanna 

uygulanmasl 2 faktOriin varhgtru ortaya ylkararak yazarlanrun iddia ettigi gibi SF-

36'run iki boyutlulugunu (fiziksel ve mental) ortaya koymu~tur. Aynca, faktorler ve 

olyekler arasmdaki korelasyonlar A.B.D ve Avustralya'da yaptlan ikiyah~manm 

sonuylanyla genelde benzerlik gostermi~tir. 

SF-36'nm klinik geyerligi, olyeklerinin 3 farkh sagltk durumundaki denekleri 

(saghkll, fiziksel bozukluk, ve mental" bozukluk) hipotezlere uygun olarak ayrrt edip 

etmedigi ara~ttnlarak yaptlmu~tlr. iki istisna dl~mda tUm bulgular yah~marun 

hipotezleri dogrultusunda sonUylanmt~tlr. Bu olumlu bulgular l~lgtnda SF-36'nm 

Turkye versiyonunun saghk durumunu degerlendirmede yararh olabilecegi sonucuna 

vanlnu~tlr. 
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INTRODUCTION 

Changing constructions of health: absence of disease versus quality oflife. 

Health is our most desired and sought after state of being. Proverbs such as 

"Health is the best wealth", "Health is better than wealth", ''Her~eyin ba~l sagIlk", and 

many others, point out this fact. In a study which attempted to determine the most 

valued end states of existence it was found that subjects unanimously valued health 

more than any other state (Rokeach, 1973, cited in Kaplan, 1985). Observation of our 

daily activities also reveal the importance attributed to health. In order to achieve it 

we devote a significant proportion of our energies and resources; we diet, exercise, 

and use a wide variety of products. When it fails, we seek services from an expensive 

and complex health care system. 

Despite the centrality of health in our daily lives, the concept itself is not well 

defined (Kaplan, 1985; Sarafino, 1998; Ware, 1987). For example, McDermott (1969, 

cited in McDermott, 1981) states that ''Health, like happiness, cannot be defined in 

exact measurable terms because its presence is so largely a matter of. subjective 

judgment.". When there is a lack of established consensus on a definition, examining 

the concepts, procedures, and measures used in the related field may provide a better 

understanding on the subject matter; and it may even be possible to deduce a 

definition from this examination. 

Epidemiology· is the study of the frequency and distribution of disease in a 

population. Disease refers to a set of biochemical and morphologic changes within the 

body which mayor may not give rise to symptoms (McDermott, 1981). In 
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epidemiologic research, data are gathered about the rates of disease and possible 

correlates of disease in a large sample or population. 

Mortality (death) and morbidity (disease) are the major outcome measures in 

many studies in epidemiology (Kaplan, 1985). Mortality is expressed in the form of a 

rate which is the proportion of deaths from a particular cause occuring within some 

defined time interval (usually per year). Usually mortality rates are expressed as age 

specific mortality. This means that the number of deaths in a particular age group is 

divided by the total number of persons in that same age group. A related statistic is 

the case fatality rate that is the proportion of persons who die of a particular disease 

divided by the total number with the disease (including those who die and those who 

live). The other main health status indicator morbidity is typically expressed for a 

specific condition and reported in terms of prevalence (the proportion of a population 

that has the disease being studied at a given point or period of time) or incidence rate 

(the number of new cases of a disease that occur in some period, usually a year). 

Epidemiological research, by using these indices, contribute to the identification of 

risk factors for and causes of disease and death .. 

Traditionally, the care of symptomatic patients in the medical setting primarily 

involves the establishment of a diagnosis by taking a history, performing an 

examination, and ordering tests, as well as the alleviation of symptoms by 

recommending specific pharmacologic and nonpharmacologic therapies. Medical 

consultations (other than those with mental health and some allied health 

professionals) traditionally are dominated by the "biomedical model," the perspective 

that the important forces impinging upon the patient's health are biological (e.g., 

disease) and behavioral (e.g., diet, alcohol consumption) in nature (Waitzkin, 1991, 
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cited in Street, Gold & McDowell, 1994). This paradigm focuses heavily on 

anatomical (e.g., diameter of the tumor) and pathophysiological parameters (e.g., high 

blood pressure) (McHorney & Tarlov, 1995). These~traditional biomedical measures 

are used to capture the presence, absence, and / or severity of disease (Lerner, 

Levine, Malspeis & D'Agostino, 1994). 

In clinical trials, the above mentioned parameters of morbidity and the other 

important health statistic mortality are also the traditional indices used to monitor the 

course of diseases, and to evaluate the effects of treatment interventions. For 

example, in the case of coronary artery disease, to monitor disease progression, 

clinical trials often use estimates of coronary artery stenosis, left ventricular ejection 

fraction, mortality, or a combination of these end points (Spertus, Winder, Dewhurst, 

Deyo & Fihn, 1994). The evaluation of an intervention such as heart transplantation is 

currently based on several outcomes including survival, graft function, rejection 

episodes, and other complications (Rector, Ormaza & Kubo, 1992). 

In sum, in the main, studies in epidemiology and health care tend to focus on 

death and disease as the traditional outcomes. Biochemical and morphologic changes 

within the body are used in the diagnosis and monitoring of disease, and evaluation of 

treatment· interventions. At the individual level, the severity of these indices and 

mortality, and at the community level prevalence, incidence, and mortality rates are 

used to estimate the burden of diseases, and determine health status. In conclusion, 

this brief overview of the field demonstrates that health is used to be defined primarily 

in terms of death and the extent of morbidity (Ware, 1987), and it makes one think 

that health is merely the absence of disease (i.e., biochemical and morphologic 

changes) and death. 
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However, this traditional conceptualization of health is not without criticisms. 

A radical one claims that definitions that embrace the concept of ''the absence of 

disease" are in reality misleading, for all living things ~are to some extent diseased - our 

crops, our lawns, our houseold pets and ourselves. Even our microbes are themselves 

diseased with still smaller microbes, the bacteriophages (McDermott, 1969, cited in 

McDermott, 1981). It is also stated that people are living longer, and the aging 

population is growing, and thus, medical care is increasingly concerned with the 

management of chronic disease, for which cure is impossible but death is a distant 

eventuality (Deyo, 1991; Lacey, Meier, Krumholz & Gusberg, 1995; McHorney & 

Tarlov, 1995). In these circumstances, morbidity and mortality statistics will be of 

limited value in defining the health status of individuals and communities. 

It has also been argued that health is a multidimensional concept which 

embraces more than a physical component (Ware, 1987), the health domain ranges 

from negatively valued aspects oflife, including death, to the more positively valued 

aspects su<;h as role function or happiness (Guyatt, Feeny & Patrick, 1993), and for 

this reason, traditional clinical measures of health status concentrating solely on the 

improvement or deterioration of physiological and physical measurements describe 

only limited aspects of the patient's life and do not provide a comprehensive 

assessment of health (Jette & Downing, 1994; Ruta, Garratt, Wardlaw & RusseR 

1994). 

Those who advocate a multidimensional model for conceptualizing health, 

refer to the definitions of health provided by the World Health Organization (WHO) 

and dictionary. The WHO defined health as "a state of complete physical, mental, and 

social well-being and not merely the absence of disease or infirmity" (WHO, 1948, 
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cited in Ware, 1987). Dictionary definitions also emphasize both physical and mental 

dimensions of health. The former pertains to the body and bodily needs, the latter 

refers to emotional and intellectual status. Health also connotes completeness -

nothing is missing from the person - and proper function - all is working efficiently. 

Well-being -including soundnes and vitality - is also part of the dictionary definition 

(Ware, 1987). Thus, both the WHO and dictionary definitions emphasize two 

important features of health; namely, the dimensionality of health, particularly the 

distinction between physical and mental components, and the full spectrum of health 

states ranging from disease to well-being. These definitions indicate that health is 

more than being diseased, and even much more than its physical aspect. 

Another outstanding criticism involves the absence of the patient's point of 

vtew. It is claimed that whether it be because of the shortness of time of visits 

(Rubenstein et aI., 1989); or the implicit assumption that the traditional parameters 

will be enough to explain the current status of the other aspects of patients' lives 

(Schipper, 1983), or the common belief that information obtained from the patients 

will be "soft" and inherently inferior to "hard" (i.e., objective) data obtained from the 

laboratory or endoscopy suite (Deyo, 1991), or as a result of training that focuses on 

organic pathology (Reifler, Kessler, Bernhard, Leon & Martin, 1996), the patients' 

point of view is neglected and clinicians have been the sole authority in evaluating the 

health status of patients. WhIle individuals want their physicians to assess their 

functional performance and emotional well-being as part of medical care, by patients' 

reports this occurs infrequently (Schor, Lerner & Malspeis, 1995). It is claimed that 

traditional clinical measures of health status reflect clinicians' perception of disease 

(Ruta et aI., 1994), may be of limited interest to patients (Guyatt et al., 1993), and 
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correlate poorly with patients' perceptions of health (Jette & Downing, 1996). Hence, 

a rheumatologist has commented that physicians "may all too easily spend years 

writing 'dqing well' in the notes of a patient who ~has become progressively more 

crippled before their eyes" (Smith, 1983, cited in Deyo, 1991). 

Although these criticisms did not provide a new, agreed upon definition of 

health, they gave impetus to an emerging conceptualization of health which is far 

broader than that is indicated by the traditional morbidity and mortality statistics. It is 

now considered that life has two dimensions: quantity and quality (Ware, 1987), and 

there is an emerging consensus that the goals of health care should be twofold: to 

increase the duration of life and to improve the quality of life (Deyo, 1991; Hayes, 

Morris, Wolfe & Morgan, 1995; Kaplan, 1985; McDermott, 1981). It is claimed that, 

while morbidity and mortality may be of value in terms of the duration of life, these 

indicators have little value in understanding how well people live in developed 

countries, and thus, the measurement of the second.dimension of life requires another 

set of indicators (Ware, 1987). 

Thus, with the increasing recognition that the quantity of life mustbe defined 

in the context of its quality (Lacey et at, 1995), in recent years, quality oflife (QOL) 

has become a frequently mentioned concept in the health literature (Bergner 1989; 

Gill & Feinstein, 1994). The term is often assumed to be equivalent to and used 

interchangeably with concepts such as health-related quality of life (HRQOL), health 

status, and functiomil status (Bergner, 1989; Deyo, 1991; Gill & Feinstein, 1994; 

Guyatt et al., 1993; Kaplan 1985; Ware, Gandek, & The IQOLA Project Group 

1994), and the same methodology will be adopted in this text. While the term QOL is 

traditionally used in a much broader sense which encompasses, in addition to health, 
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standard of living, the quality of housing, the neighborhood in which one lives, job 

satisfaction, and many other factors (Campbell, Converse, & Rogers, 1976, cited in 
~ 

Bergner, 1989; Lohr, 1992; Ware, 1987), in the health literature it has been used to 

describe the nature and extent of functional and psychosocial impairment in various 

disease states, to monitor quality of care, and to compare the effects of different 

intervations (Jambon & Johnson, 1997; Kaplan 1985). 

Another important health care development that has taken place in recent 

years is an increasing consensus regarding the centrality of the patients' point of view 

(Geigle & Jones, 1990). In spite of the fact that the goal of medical care for most 

patients today is to obtain a more effective life (McDermott, 1981) and to preserve 

functioning and well-being (Ellwood, 1988; Public Policy Committee, American 

College of Physicians, 1988; Schroeder, 1987; Tarlov, 1983); and the patient's 

ultimate goal in seeking treatment and adhering to prescribed restorative, palliative, 

and preventive interventions is improvement in health status (Jette & Downing, 1994); 

and although the patient is usually the best judge of whether these goals have been 

-

achieved (Rubenstein, et al., 1989; Rothwell, McDowell, Wong & Dorman, 1997; 

Ware & Sherbourne, 1992; Ware, 1994), data concerning a patient's experiences of 

disease and treatment are not routinely collected in clinical research or medical 

practice (Lohr, 1992; Nelson & Berwick, 1989; Schor et al., 1995; Ware & 

Sherbourne 1992). 

It has been claimed that, traditionally, physicians are not trained to think in 

terms of patient function (Rubenstein et aI., 1989) and a study by Burns, Moskowitz, 

Ash, et aI., (1992, cited in Lohr, 1992) which compared hospital records and the 

Index of Activities of Daily Living (ADL; a QOL measure which includes scales that 
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describe six functions: bathing, dressing, toileting, transfer, continence and feeding 

(Kaplan 1985», have found that between 200/0 and 50% of information on specific 

-
ADLs was missing from hospital records and 10% of records had no functional status 

information at all. Likewise, another study (Schor et al., 1995) has revealed that the 

majority of physicians rarely or never ask about the extent to which patients' health 

limits their ability to perform everyday activities; neither do they inquire about 

limitations imposed by emotional problems, thus suggesting that the content of health 

care may be less comprehensive than physicians believe to be the case. Furthermore, 

when presented with the same set of QOL material, patients and clinicians have been 

found to differ in their assessments of the relative importance of different elements of 

QOL (Rothwell et aI., 1997) clinicians could not adequately measure the the patients' 

QOL (Calkins et aI., 1991; Nerenz, Repasky, Whitehouse & Kahkonen, 1992; Slevin, 

Plant, Lynch, Drinkwater & Gregory, 1988) and there was a considerable variability 

in results between different clinicians (Slevin et aI., 1988). 

It is also suggested that physicians tend to infer or extrapolate QOL 

information from traditional clinical indices (Deyo, 1991). QOL, however, may not 

always parallel these outcomes. For example, controlled blood glucose levels in 

diabetes patients, which is intended as a standard in diabetes care programs, may be 

associated with lower ratings in various QOL dimensions (Nerenz et aI., 1992) or may 

not be associated with QOL scores (Tilly, Belton & McLachlan, 1995; Weinberger et 

aI., 1994); hypertension may not be associated with negative effects on QOL 

measures (Jette & Downing, 1996; Krousel-Wood & Re, 1994; Stewart et aI., 1989), 

and antihypertensive drugs may control blood pressure but worsen sexual functioning 

(Croog et al., 1986); and in chronic lung disorders, disease-specific outcomes such as 



9 

forced expiratory volume in one second may correlate poorly with broader indicators 

of disease impact on patients' lives, i.e., namely QOL measures (Guyatt, Berman, 

Towsend et aI., 1987, cited in Viramontes & O'Brien, 1994). 

Thus, whatever the reasons are, until recently, assessment of the effects of 

disease and their treatments on patients' lives has usually been, at the best, intuitive 

(Rubenstein et aI., 1989) and informal (Wagner, Keller et aI., 1995). At the worst, the 

case is as it is confessed by a clinician "Today, I know the MRI and other test results. 

But I don't know what happened to the last 100 patients we used the treatment on." 

(Geigle & Jones, 1990). 

However, a new era is on the way in the health section for a period of time 

(Ellwood, 1988; Geigle & Jones, 1990; Tarlov, 1983). In recent years, there has been 

a shift in health care evaluation away from the purely biomedical model of ill health to 

a more holistic view of health that includes aspects of emotional and social well-being 

and functioning (Keoghane et aI., 1996; McCallum, 1995; McDermott~ 1981; 

O'Boyle, McGee, Hickey & O'Malley, 1992). It is now recognized that traditional 

morbidity and mortality data will not suffice to encapsulate these lately recognized 

aspects of health which are summated under the concept ofQOL (Street et al.~ 1994). 

The fact that the patient is usually the best source of QOL information (Calkins et al., 

1991) and recognition of the fact that medical outcomes belong first and foremost to 

patients (Paterson, 1996), re-Iocated the patient at the center of the health practices. 

As a consequence, there has been increasing interest in the measurement of health 

from the patient's perspective (Aaronson et aI., 1992; Keoghane et al, 1996). Finally, 

in this new era, traditional clinical measures and QOL pursuits are considered to be 
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complemeqtary and synergistic (Schipper, 1983), and requisite for a comprehensive 

health status assessment (Ellwood, 1988; Aaronson et al., 1992). 

Measurement of QOL 

The past decade has seen a surge in the development of the science of QOL, 

and ways of measuring it (Brazier, Jones & Kind, 1993; Gill & Feinstein, 1994; 

Jambon & Johnson, 1997; Ware, 1995). In 1989, the U.S. Congress passed the 

Patient Outcome Research Act, which called for the establishment of a broad-based, 

patient-centered outcomes research program. In addition to traditional measures of 

'., 

survival, clinical endpoints, and disease- and treatment-specific symptoms and 

problems, the law mandated measures of "functional status and well-being and patient 

satisfaction" (Ware, 1995). Measures of QOL increasingly have become the 

instruments used by policy analysts and health care providers to compare the costs 

and benefits of competing ways of organizing, delivering, and financing health care 

services (Geigle & Jones, 1990; Lansky, Butler & Waller, 1992; Ware, 1995; Ware et 

aI., 1986). Clinical investigators who are evaluating the effects of specific treatments 

--

and technologies, and practicing clinicians who are trying to achieve the best possible 

outcomes also began to utilize this infonnation (Croog et aI., 1986; Jambon & 

Johnson, 1997; Lohr, 1992; Nelson & Berwick, 1989; Solomon, Skobieranda & 

Genzen, 1995). The primary source of new information on health outcomes is rapidly 

becoming standardized patient questionnaires (Keoghane et aI., 1996; Ware & 

Sherbourne, 1992; Ware et aI., 1994). 

In general, two basic approaches to the QOL measurement are available: 

generic instruments (including single indexes, health profiles, and utility measures) and 

specific instruments (Guyatt, 1995; Jambon & Johnson, 1997). These approaches are 
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not mutually exclusive (Guyatt et al., 1993; Solomon et al., 1995). Each approach has 

its strengths and weaknesses and may be suitable for different circumstances. 

The single global question about health in the form of "How do you rate your 

health: excellent, good, fair or poor?", which has been consistently used in the 

Australian Bureau of Statistics surveys (McCallum, 1995), is an example of a single 

index. Despite the general limitations of reliability and validity for single-item 

measures (Ware & Karmos, 1976, cited in McCallum, 1995), this self-rated health 

measure has proved to be a parsimonious measure of general health and it has a direct 

and independent prediction of survival (McCallum, Shadbolt & Wang, 1994, cited in 

McCallum, 1995). However, they yield very limited information (Guyatt et al., 1993). 

More commonly, QOL instruments are questionnaires made up of a number of 

items or questions. These items are added up in a number of domains (also sometimes 

called dimensions). A domain or dimension refers to the area of behavior or 

experience that we are trying to measure. Domains might include mobility and self­

care (which could be further aggregated into physical function), or depression, 

anxiety, and well-being (which could be aggregated to form an emotional-function 

domain). 

Health profiles (also called general health surveys, health status surveys, or 

simply health surveys) are such questionnaires which attempt to encapsulate all 

important aspects ofQOL (Guyatt et aI., 1993; Jambon & Johnson, 1997). Thus, they 

contain questions on areas that it is assumed are concern to all (Keoghane et al., 

1996). The Sickness impact Profile is an example of a health profile and includes a 

physical dimension (with categories of ambulation, mobility, as well as body care and 

movement); a psychosocial dimension (with categories including social interaction, 
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alertness behavior, communication, and emotional behavior); and five independent 

categories including eating, work, home management, sleep and rest, as well as 

recreations and pastimes (Guyatt et al., 1993). Concepts adressed by the health 

profiles are not specific to any age, disease, or treatment group, thus they allow 

comparisons of the relative burden of different diseases and the relative benefits of 

different treatments (Ware & Sherbourne, 1992). However, they may not focus 

adequately on area of interest, and may not be responsive, i.e., sensitive to detect any 

differences in QOL over time or as a result of intervention (Guyatt, 1995). 

Utility measures are derived from economic and decision theory and they 

reflect patient preferences in terms of both treatment and likely outcome (Guyatt et 

aI., 1993). Utility scores reflect both health status of the patient and the value assigned 

to that status, and provide a· summary score of the QOL gains from treatment minus 

the burdens of side effects (Jamb on & Johnson, 1997). While utility measures allow 

cost-utility analysis, however, they may involve difficulty in determining utility values, 

do not allow examination of effect on different domains of QOL, and may not be 

responsive_(Guyatt, 1995). 

Specific instruments focuses on aspects of health status that are specific to the 

area of primary interest. The instrument may thus be specific to a disease (such as 

asthma), to a particular patient population (such as the frail elderly), to a certain 

function (such as sexual function), or to a problem (such as back pain) (Guyatt et aI., 

1993). An example is The Clinical Dyspepsia Questionnaire which is devised on the 

basis of questions commonly used in the clinical assessment of patients with dyspepsia 

and other symptoms suggestive of a duodenal or gastric ulcer (Garratt et aI., 1996). 

Although a generic health profile such as the SF-36 (Ware & Sherbourne, 1992) and 
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the above mentioned disease-specific instrument both contain items concerning pain, 

in the SF-36 they imply any pain whereas in the latter they imply only stomach pain. 

While specific questionnaires are clinically relevant, and they may be more responsive 

than the generic instruments, however, they have disadvantages including the inability 

to draw comparisons across conditions, and the failure to detect effects on health 

dimensions other than those that are being focused on and that impact on an 

individual's QOL (Guyatt, 1995). 

A wide variety of such measures exist, of which the most frequently used are 

health profiles (Keoghane et aI, 1996). These general health status measures have 

been used in a wide range of applications including descriptions of health profiles for 

patients differing in diagnosis, disease severity and treatment regimen; evaluations of 

the relative benefits of different treatments; comparisons of health outcomes across 

different health care delivery systems; assessments of health policy initiatives and 

measurement of general population health (McHorney & Tarlov, 1995; Ware, 1995). 

The widely used surveys cited by Ware (1995) are: Quality of Well-Being Scale 

(QWB) (patrick, Bush & Chen, 1973), the Sickness Impact Profile (SIP) (Bergner et 

aI., 1976), Health Insurance Experiment surveys (HIE) (Brook, Ware, Davies-Avery 

et aI., 1979); Nottingham Health Profile (NPH) (Hunt & McEwen, 1980), Dartmouth 

Function Charts (COOP) (Nelson et al., 1987), European Quality of Life Index 

(EUROQOL) (EuroQOL Group, 1990), the MOS Functioning an Well-Being Profile 

(MOS-FWBP) (Stewart & Ware, 1992), and the MOS 36-Item Short-Form Health 

Survey (MOS SF-36 or SF-36) (Ware & Sherbourne, 1992). 

It is claimed that standardized health surveys have the potential to become the 

new laboratory tests of medical practice (Ware, 1995). However, while routine use of 
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general health status measures in clinical settings cries out for the briefest measures 

possible, psychometric theory demands the exact opposite (McHorney, Ware, Rogers, 

Raczek & Lu, 1992). Of the above mentioned measures, MOS-FWBS, SIP, QWB, 

and HIE are lengthy instruments containing 149, 136, 107, and 86 items,respectively. 

NPH is shorter -38 items- but in contrast to the WHO definition of health, it defines 

perfect health and well-being as the absence of functional limitations and/or specific 

symptoms and problems (Ware, 1995), and thus does not satisfY the content validity 

(Ware, 1987). Moreover, it has been found to be unable to detect lesser health 

conditions, such as minor illnesses or disability (Brazier et at, 1992). 

EUROQOL and COOP are short instruments both with 9 items (Ware, 1995). 

While there are few reports on the EUROQOL (Anderson, Aaronson & Wilkin, 

1993), the results of a study (Brazier et aI., 1993) suggest that it will be of limited 

value in descriptive studies of patient groups with less than major morbidity, or in 

evaluative research where small to moderate clinically significant changes 

(deterioration or improvement) in health are expected. As for the COOP charts, the 

conclusion Js that this instrument has the ability to detect moderate effects in physical 

and emotional functioning, but how far it goes beyond this capability will rest on 

further research (Anderson et at, 1993). Thus, it seems that, of the above mentioned 

measures, only the SF-36 remains as a possible candidate which may take place in 

routine medical practice. 

The SF-36 Health Survey: A Brief Measure ofQOL 

The SF-36 (Ware & Sherbourne, 1992) is one of several health status 

questionnaires developed in the U.S. by the Medical Outcomes Study (MOS). As the 

acronym suggests, it is a 36 item short form (SF) of a longer questionnaire. 
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The MOS can usefully be regarded as a development of an earlier U.S. 

project, the Health Insurance Experiment (IllE), a comprehesive evaluation of 

alternative methods of financing health care in the U.S. (Brook, Ware, Davies-Avery 

et al. 1979, cited in Dixon, Heaton, Long & Warburton, I994). MOS was a 2-year 

observational study designed to help understand how specific components of the 

health care system affect the outcomes of care (Tarlov et al., 1989). Using as a point 

of departure the instruments which had proved useful during the HIE and other 

studies, MOS researchers selected, adapted, and developed the I49-item MOSFWBP, 

in order to measure health status. However, the other purpose of the MOS was to 

develop more practical tools for monitoring patient outcomes in routine practice 

(Tarlovet aI., I989). Imtiallyan I8-item, and then, a 20-item short form version was 

developed from the original battery (Dixon et al., 1994). 

Then, SF-36 was constructed, with the intent to broaden the health concepts 

measured and improve measurement precision over that achieved by the SF-20 (Ware 

& Sherbourne, 1 992). To achieve breadth of measurement, measures of the most 

frequently studied functional status and well-being concepts described in accepted 

definitions of health status (Ware, I987), are included. And to achieve precision in 

measuring each concept (depth), a short, multi-item scale from a subset of items 

shown to best reproduce a full-length measurement of proven validity, is constructed. 

As summarized in Table 1, SF-36 includes one multi-item scale measuring 

each of eight health concepts: I} physical functioning (PF); 2} role limitations because 

of physical health problems (RP); 3} bodily pain (BP); 4} social functioning (SF); 5} 

general mental health (psychological distress and psychological well-being) (MH); 6) 

role limitations because of emotional problems (RE); 7} vitality (energy/fatigue) (VT); 
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and 8) general health perceptions (GR). Each scale is scored from 0-100; a higher 

score represents better QOL. In addition, there is one item measuring self-reported 

health transition, although it is not used to score any of the scales. SF-36 produces a 

profile of health and/or summary measures for physical and mental health; it is not 

designed to generate a single index. 

SF is suitable for self-administration, computerized administration, or 

administration by a trained interviewer in person or by telephone, to persons age 14 

and older (Ware et al., 1994). It can be completed in 5-10 minutes by most 

"-

respondents. Disease-specific symptoms and and problems are not included in the SF-

36 because it is a generic measure; however, because of its brevity, there is room to 

add these and other specific measures in the same questionnaire without exceeding an 

acceptable length (see, for example [Kurtin, Davies, Meyer, DeGiacomo & Kantz, 

1992; Martin, Marquis & Bonfils, 1994]). 
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Table l. Infonnation About SF-36 Health Status Scales and the Interpretation of Low 

and High Scores. 

-,­
No.of i Meaning of • Scores 

Concepts Items Low High 
, 

.> _._---- - - ._------- - ~ - ----~ - - -----. -- .. ---------~---.---~--I Physical functioning (PF) 10 I Limited a lot in performing all 

I Role limitations due to! 4 

I physical problems (RP) 

i physical activities including 
, 

! bathing or dressing 

including 
; 

the most I 
~ 

vigorous without limitations due ! 

- to health 

i Problems with work or other! No problems with work or other I 
l j ; 
! 1 ~ 

I daily activities as a result of I daily activities as a result of! 

I 
i 
l-
I Social functioning (SF) 2 

I 1 I 
_-:-_:-=: __ i----__ ----+i_p_h_y_si_cal_hea_l_th ___ ----::-___ l physical health, past 4 weeks I 

i Extreme and frequent ! Performs normal social activities I 
1 

! 
I 
~ 

! Bodily pain (BP) 2 
~ 

! General mental health; 5 
~ 

I (MH) 

I 
i Role limitations due to i 3 

! emotional problems (RE) 

I 
, 

f Vitality (VT) 4 
~ 

I General health perceptions' 5 

j (GH) 
l 
j 

1 I i interference with normal social ! without interference due to I 
f I activities due to physical and i physical or emotional problems, i 

i I I emotional problems 
! 

I past 4 weeks ' 
i • ; 

i Very 
1 

severe and extremely i No pain or limitations due to pain, I 
!limiting pain i past 4 weeks I 

.. ---------.. --... --.~~-.----------.--... -.----~---~---.-~ 

I Feelings of nervousness and; Feels peaceful, happy, and calm ! 

i depression all of the time ! all of the time, past 4 weeks I 
! i 1 • r Problems with work or other i No problems with work or other I 

! daily activities 
!. . .. ! 

as a result of i daily actIVItIes as a result of! 
j I I ! emotional problems 

I Feels tired and worn out all of 
! 
i the time 

. I Believes personal health is poor 
! 
i and likely to get worse 

, emotional problems, past 4 weeks I 
i 

FelIs full of pep and energy all of ! 

the time, past 4 weeks 

Believes personal 

excellent 

health 

1 
I 
; 

j 
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Empirical studies of the SF-36 Health Survey 

One of the objectives in constructing the SF-36 was achievement of high 

psychometric standards (Ware & Sherbourne, 1992). Extensive psychometric testing 

has been conducted in the United States, United Kingdom, and many other countries 

(Ware et aI., 1994). 

Measuring instruments are usually tested on 3 major criteria: reliability, 

validity and responsiveness (Dixon et aI., 1994). Reliability refers to the stability of 

the measurements produced by an instrument, and validity refers to the extent an . 

instrument measures what it was intended to measure (Fi~ek, 1993). Responsiveness 

refers to an instrument's ability to detect change (Guyatt et al., 1993). 

In a general sample, SF-36's scales test-retest reliability coefficients, item­

scale correlations, and Cronbach's a. (Cronbach, 1951, cited in Jenkinson, Coulter & 

Wright, 1993) values ranged from .60 to .81, .74 to .93, and .73 to .96, respectively, 

with SF occupying the lowest value in all three measurements (Brazier et aI., 1992). 

In a small subsample (n=35) of cardiac rehabilitation patients, test-retest reliability 

coefficients ofthe scales ranged from .70 to .84, with the exception of 37 which was 

obtained for RE (Jette & Downing, 1994). In the same study, Cronbach's a ranged 

from .72 to .85. In a broad patient sample, Garratt, Ruta, Abdalla, Buckingham & 

Russell (1993) found that item-scale correlation coefficients ranged from .5 5 to .78, 

thus satisfying Kline's criterion of.4 (Kline, 1986, cited in Garratt et al., 1993). The 

correlation coefficients between items and the remainder of their own scale were all 

higher than those with other scales, providing further evidence of internal consistency. 

For all eight scales, Cronbach's a. exceeded .80. In a sample of elderly outpatients 

with major depression, all item-scale correlations exceeded .38, items correlated more 



19 

highly with their own scale than with competing scales, and all Cronbach' s a. statistics 

exceeded .64 (r=.64-91) (Beusterien, Steinwald & Ware, 1996; Heiligenstein et al., 

1995). 

There are other studies which provide favorable reliability statistics, but only 

in terms of Cronbach's a. coefficient. An a. of .50 or above is usually deemed 

acceptable for group comparisons (Helmstadter, 1964, cited in Jette & Downing, 

1994), although Nunnaly (1978, cited in Jenkinson et aI., 1993) recomends values of 

.70 or above. In practice, however, well used scales should ideally gain a. values in 

excess of .80 (Carmines & Zeller, 1979, cited in Jenkinson et aI., 1993). Ranges of a. 

values for the SF-36 scales obtained in these studies are listed below with information 

regarding the kind of sample, and the type of version used wherever necessary: .76-

.90 in a large community sample (Jenkinson et al., 1993), with the anglicised version; 

.77-.89 in an Australian general sample with the Australian version (McCallum, 

1995); .83-.94 in an elderly population (Lyons, Perry & Littlepage, 1994); .62-.90 in 

dialysis outpatients (Kurtin et aI., 1992); .77-.91 in diaberic patients (Anderson, 

Fitzgerald, Wisdom, Davis & Hiss, 1997; Jacobson, de Groot & Samson, 1994) and 

.63-.91 in diabetic Pima Indians (Johnson, Nowatzki & Coons, 1996); .64-.93 in black 

and .73-.93 in white patients with acute chest pain (Johnson et al., 1995); .80 or 

above except for SF (.70) and GH (.76) in hypertensives (Krousel-Wood & Re, 

1994); .64-.91 in patients with Parkinson's disease (Jenkinson, Peto, Fitzpatrick, 

Greenhall & Hyman, 1995); .42-.98 in asthmatics (Bousquet, Knani et aI., 1994) and 

.77-.91 in patients with allergic rhinitis (Bousquet, Bullinger et aI., 1994), with the 

French version; .77-.94 in manic-melancholic patients (Thunedborg, Black & Bech, 

1995), with the Danish translation; .74-.89 in patients with Hodgkin's disease (van 
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Tulder, Aaronson & Bruning, 1994), with the Dutch translation; and above .70 with 

the exception of GR, ranging from .64 to .75, in healthy and patient samples 

(Bullinger, 1995), with the German translation. 

Cronbach's a has also been measured for different modes of administration. 

For example, in a national survey, values ranged from .63 to .93 in the mail survey 

and from. 77 to .93 in the telephone survey. Reliability estimates between the mail and 

telephone surveys were statistically different for five of the eight items (McHomey, 

Kosinski & Ware, 1994). However, in a comparison of telephone, face-to-face, and 

self- administration in patients, Cronbach's alphas (with ranges .67-.92, .75-.89, and 

.77-.93, respectively) did not differ by the method of administration (Weinberger, 

Odd one, Samsa & Landsman, 1996). 

The SF-36 also has been evaluated for content validity, and scale scores have 

been tested empirically for construct and criterion validity. Content validity was 

established by comparing the content of the SF-36 with that of other widely used 

surveys (Ware, 1995) and published standards (Ware, 1987). The construct validity 

(the extent tQ which a measure correlates with variables in a manner consistent with 

theory) and criterion validity, particularly in terms of clinical criteria (the extent to 

which a measure corresponds to accepted clinical standards for determining the 

presence of a condition or its severity) of the SF-36 have been demonstrated in 

numerous studies, some of which are mentioned below. 

SF-36 has been found to discriminate a wide variety of patient populapions 

from healthy controls or general population norms, some of which are: those with 

shoulder disease (Matsen, Ziegler, DeBartolo & Seattle, 1995), trauma (McCarthy et 

aI., 1995), migraine (Osterhaus, Towsend, Gandek & Ware, 1994), Parkinson's 
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disease (Jenkinson, Peto et al., 1995), backpain (Bullinger, 1995), lower urinary tract 

symptoms (Hunter, McKee, Black & Sanderson, 1995), and depression (McCallum, 

1995). Further, SF-36 could also discriminate patients with different diseases (Garratt, 

Ruta et al., 1993; Lyons, Lo & Littlepage, 1993; McCallum, 1995; McHomey, Ware 

& Raczek 1993), and, those with and without comorbid conditions (Johnson et aI., 

1996; McCallum, 1995; McCarthy et aI., 1995; McHomey et al., 1992). As expected, 

SF-36 has demonstrated poorer QOL in the very elderly than the younger ones and 

among hospital outpatients compared with general practice patients (Hayes et al., 
-;.. 

1995); in the long-standing illness reporters compared to those who do not report 

(Jenkinson et al., 1993); in those who had consulted a physician recently compared to 

those who had not (Brazier et aI., 1992; Jenkinson et al., 1993); in lower social class 

respondents in comparison to higher social class respondents (Brazier et al., 1992; 

Jenkinson et aI., 1993); and in frequent health service users compared to infrequent 

users (Wagner, Phillips, Radford & Hornsby, 1995). 

In many disease states, SF-36 has been found to correlate well with the 

routinely used established clinical indices. For example, the frequency and severity of 

complications in diabetic patients (Anderson et al., 1997; Jacobson et al., 1994); 

Hamilton Depression Scale in depressive patients (Heiligenstein et aI., 1995; 

Thunedborg et aI., 1995); the Hoehn and Yahr Scale in patients with Parkinson's 

disease (Jenkinson, Peto et al., 1995); clinical grading and pulmonary function tests in 

asthmatics (Bousquet, Knani et aI., 1994); clinical ratings of dyspnea (Mahler & 

Mackowiak, 1995), and the Oxygen Cost Diagram and clinical severity classification 

(Viramontes & O'Brien, 1994) in patients with chronic lung disease; the Lysholm 

Knee Rating Scale (Katz, Harris et aI., 1992) and the Iowa knee scores (Marsh, Smith 



22 

& Do, 1995) in patients with knee osteoarthritis; and clinical data items in heart valve 

patients (Phillips & Lansky 1992) correlated significantly with many of the scale 

scores of the SF-36 .. 

Responsiveness of the SF-36 also has been demonstrated in a variety of 

conditions. SF-36 has been shown to be sensitive in detecting improvements due to 

drug or surgical treatments or specialized care in patients with depression (Beusterien 

et aI., 1995; Coulehan, Schulberg, Block, Madonia & Rodriguez, 1997; Heiligenstein 

et al., 1995; Walker et al., 1995); asthma (Okamoto, Noonan, DeBoisblanc & 

Kellerman, 1995; Vollmer et al., !997); renal failure (Benedetti et al.,1994); sciatica 

(patrick et aI., 1995); spinal deformity (Albert, Purtill, Mesa, McIntosh & Balderston, 

1995); total hip arthroplasty (Katz, Larson, Phillips, Fosse & Liang, 1992); 

gallbladder disease, hemorrhoids, inguinal and incisional hearnias, or severe obesity 

(Temple et aI., 1995); migraine (Jhingran et al., 1994; Solomon et al., 1995); meniscal 

tears (Katz~ Harris et al., 1992); and, heart diseases (phillips & Lansky, 1992; Rector 

et aI., 1993). 

SF-36 has been found to correlate well with other generic QOL questionnaires 

such as the SIP (Katz, Larson et al., 1992; Weinberger et al., 1991), the EUROQOL 

(Brazier et aI., 1993), and the COOP charts (Jenkinson, Lawrence, McWhinnie & 

Gordon, 1995). SF-36 also has been found to correlate well with specific QOL 

questionnaires (see, for example, [Garratt, Macdonald et aI., 1993; Marquis, Fayol, 

Joire & Leplege, 1995; Patrick et aI., 1995; Ruta et al., 1995]). Indeed, SF-36 is 

considered as "an established gold standard measure of health status" (Ruta et aI., 

1994) to validate subsequently developed QOL measures. 
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In sum, favorable outcomes regarding the reliability, validity and/or 

responsiveness of SF-36 have been documented in a wide variety of conditions. These 

results and the practicality (i.e., its applicability in different modes of administratio~ 

and its brevity) of the SF-36 have contributed to its widespread use, particularly in 

clinical settings. 

Given the widespread usefulness of the SF-36, demand for validated 

translations have increased in recent years. In response, the International Quality of 

Life Assessment (lQOLA) Project, a 4-year project to translate and adapt the SF-36 

in 15 countries, with the objectives of validating, norming, and documenting the new 

translations in as many countries as possible, was launched in 1991 (Aaronson et aI., 

1992; Ware, Gandek, Keller & IQOLA Project Group, 1995). Although there is much 

interest and demand for the SF-36 (Kaynar, 1996; Unalan, 1996; personal 

communications), Turkey was not included in the project (Ware et al., 1994). 

However, Fi~k (1996, personal communication) has translated the SF-36 into 

Turkish, tested the item scaling assumptions in a pilot study, and this translation has 

been approved by the Medical Outcomes Trust (Gandek, 1997). 
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AIMS OF THE STUDY 

The main aims of the present study were to assess the Turkish version of the 

SF-36 in terms of reliability and validity. In this study Cronbach's alphas were 

measured to assess the reliability of each SF-36 scale. Reliability is considered 

acceptable for group comparisons when alpha exceeds 0.7 (Nunnally, 1978, as cited in 

Jenkinson et aI., 1993). 

Tests of validity can be divided into tests based on psychometric criteria and 

tests based on clinical and social criteria (Garratt, Ruta et al., 1993). Principle 

components analysis, a technique of psychometric validation, assesses the agreement 

between hypothetical factors that go to make up the measure and the scales designed 

to assess those factors. Within such an assessment a factor is considered relevant only 

if its "eigenvalue" (a statistical measure of its power to explain variation between 

subjects) exceeds l.1 (Jolliffe, 1986, cited in Garratt, Ruta et al., 1993). 

In the present study principle components analysis was conducted twice; on 

the items and on the scales. In the first case, it was expected that, if the SF-36 is a 

valid measur:e for use in Turkey, the scales defined by its authors should emerge from 

the analysis of the Turkish sample data, and items relating to a particular scale should 

be grouped together within a single factor. 

In the second case, it was expected that the analysis should result in two 

factors to reveal the bi-dimensionality, namely the physical and mental dimensions, of 

the SF-36 as proposed by its authors. In addition, it was also expected that this 

analysis should replicate the results found with an U.S. sample (McHomey et al., 

1993) and an Australian sample (McCallum, 1995). In these studies, the associations 

between scales and factors were hypothesized and found as follows: for the PF, RP 
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and BP, strong correlations with the physical component but weak: correlations with 

the mental component; the reverse for the MH and RE; for the SF, a strong 

correlation with the mental component and a moderate correlation with the physical 

component; and for the VT and GH, moderate correlations with both physical and 

mental health components (See Table 5). 

In order to test the clinical validity of the SF-36, it was expected that it should 

differentiate between groups of subjects with different health status (healthy, 

physically disordered, and mentally disturbed) in the hypothesized manner. The 

hypotheses and their respective rationales are presented below: 

1. In other studies, it was found that back pain, arthritis, or sciatica patients 

scored significantly lower than the. healthy subjects on each of the 8 parameters 

measured by the SF-36 (Bullinger, 1995; Garratt, Ruta et al., 1993; Lyons, Lo et at, 

1994). Similarly, most of the studies conducted with patients who have a mental 

disturbance demonstrated that they also scored significantly lower than the healthy 

subjects on each scale of the SF-36 (Reifler et al., 1996; Lyons, Lo et al., 1994; 

Coulehan et al., 1997; Philbrick, Connelly & Wofford, 1996). Thus, it is hypothesized 

that both the physically disordered and the mentally disturbed groups will score 

significantly lower than the healthy group on each of the SF-36 scales (p<O.05). 

2. In two studies which compared back pain patients with general population 

norms or healthy subjects, the largest differences were found usually in the PF, RP 

and BP scales (Bullinger, 1995; Garratt, Ruta et al., 1993), which were proposed as 

the scales that best reflect physical health (McHomey et aI., 1993; Ware, Kosinski & 

Keller, 1996). In two studies which compared depressed elderly with national norms, 

:;' 
" it" I !~ 1\; r<:1 
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it was found that the scores of the depressed elderly were particularly low in MIl, RE, 

SF, and VT (Beusterien et al., 1996; Heiligenstein et al., 1995). 

However, in one study, it was found that RP was one of the scales in which 

depressive patients especially scored lower than population norms (Coulehan et al., 

1997), and in another study, anxiety patients scored lower than back pain patients 

(Lyons, Lo et al., 1994). While these results cause confusions in terms of hypotheses 

about the expected differences between the physically disordered and the mentally 

disturbed subjects, nevertheless, in the present study expectations were based on the 

findings and claims stated in the previous paragraph, and thus, the hypotheses were 

formulated as follows: 

a. PF, RP, and BP scale scores of the physically disordered group will be 

significantly lower than the scores of the mentally disturbed group (p < 0.05), 

b. MH, RE, SF, and VT scale scores of the mentally disturbed group will be 

significantly lower than the scores of the physically disordered group (p < 0.05). 
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METHOD 

Subiects: 

In the present study 238 students from Istanbul University served as subjects. 

Their ages ranged from 17 to 29 years with a mean of 20.9, and a standard deviation 

of2.24. These subjects fell into three exclusive groups, namely, the healthy group, the 

pysica1ly disordered group, and the mentally disturbed group. The criteria used to 

locate subjects into these groups are described below in the procedure section. 

Statistics regarding age and gender of subjects in each group are given in Table 2. 

Although information regarding occupational and marital status were also asked, 

these were not considered since almost none of the subjects reported occupational 

status, and all subjects, except 5, reported as unmarried. 



Table 2. Description of the Sample. 

Total 

Female 

Male 

No. 

% 

Age R. 

Mn. Age 

SD 
'. 

No 

% 

Age R. 

Mn. Age 

SD 

No 

% 

Age R. 

Mn. Age 

SD 

Total 

238 

17-29 

20.9 

2.24 

96 

40.3 

18-29 

20.7 

2.20 

142 

59.7 

17-28 

21 

2.27 

Healthy 

101 

42.4 

17-25 

19.9 

1.94 

41 

40.6 

18-24 

19.9 

2.03 

60 

59.4 

17-25 

19.9 

1.89 

Physical 

71 

29.8 

18-25 

21.2 

1.63 

28 

39.4 

19-25 

21.1 

1.52 

43 

60.6 

18-25 

21.3 

1.71 

28 

Mental 

66 

27.7 

18-29 

21.9 

2.64 

27 

40.9 

18-29 

21.6 

2.65 

39 

59.1 

18-28 

22.2 

2.64 

Note: The terms "healthy", "physical", and "mental" denote to the healthy, physically 

disordered, and mentally disturbed subjects, respectively. 
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Measurement Instruments: 

In this study, subjects were given two questionnaires. The first questionnaire 
~ 

was a self-reported symptom checklist which was a modified version of the one that 

was used by Osterhaus et ai., (1994). It consisted of2 parts (see Appendix C). In the 

first part, subjects were asked "Has a doctor EVER told you that you had any of the 

following conditions," followed by a list consisting hypertension, recent myocardial 

infarction, congestive heart failure, diabetes, angina, cancer (except skin cancer), 

recent psychiatric disorder (e.g., depression in the last year), and others (e.g., multiple 

sclerosis, goiter). This question was asked with the intent to evaluate whether or not 

the subjects' past health status had an influence on their present health status. 

In the second part, subjects were asked ''Do you NOW have (in the last 

month) any of the following conditions," followed by a list that included arthritis or 

rheumatism, sciatica or chronic back problems, headache, chronic lung disease, a 

gastrointestinal disorder (such as gastritis, ulcer, enteritis, or colitis), dermatitis and 

other chronic skin rash, a psychological problem (e.g., sorrow, depression, anxiety, 

stress, alcoh~l overconsumption, etc., which is severe enough to make you think of 

consulting a psychiatrist or psychologist), frequent or continuous drug use (in that 

case name of the drug), and others. In this second section, it was stated that subjects 

should mark an item, only if, in the preceding month, a given complaint has been 

severe enough to make them think of consulting a doctor. The aim was to identifY 

subjects' present health status. 

The second questionnaire used in the study was the Turkish translation of SF-

36 (see Appendix B). As summarized in Table 1, SF-36 includes one multi-item scale 

measuring each of eight health concepts: 1) physical functioning (PF); 2) role 
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limitations because of physical health problems (RP); 3) bodily pain (BP); 4) social 

functioning (SF); 5) general mental health (psychological distress and psychological 
~ 

well-being) (MH); 6) role limitations because of emotional problems (RE); 7) vitality 

(energy/fatigue) (VT); and 8) general health perceptions (GR). Each scale is scored 

from 0-100; a higher score represents better quality oflife (QOL). In addition, there is 

one item measuring self-reported health transition, although it is not used to score any 

of the scales. SF-36 produces a profile of health and/or summary measures for 

physical and mental health; it is not designed to generate a single index. 

The Turkish translation has been obtained by using a forward-backward 

method, and this translation has been approved by the Medical Outcomes Trust 

(Fi~el(, 1996). The Turkish translation has been tested in terms of its item scaling 

assumptions in a pilot study, and while it was suggested that the translation of some 

items be reexamined, it was concluded that data appeared to meet scaling assumptions 

in a satisfactory manner overall (Gandek, 1997). 

Procedure: 

In each case, researchers announced that they were collecting data on health 

status of individuals for a masters thesis, told the individuals that their names were not 

required, and asked if they would like take part in this study. Upon their verbal 

consent, investigators administered the study material. The subjects were instructed 

first to fill in the first page which consisted the demographic data (gender, age, 

educational level, occupational and marital status) and the symptom checklists, and 

then to fill in the second page which consisted of the answer sheet for the SF-36. 
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F or the selection of healthy subjects, the present researcher entered some of 

the courses of istanbul University for which he could get permission from the course 

instructor. After the standard announcement, he delivered the questionnaires for self­

completion to those individuals who agreed. Upon completion, the researcher 

collected them back. Those who did not mark any of the items in the symptom 

checklist were chosen as the subjects for the healthy group, and those who marked 

any of the items were excluded from the study. 

In order to identify subjects with only physical disorder, the present researcher 

cooperated with the physician of the Physical Medicine and Rehabilitation outpatient 

clinic of the Istanbul University Student Health Service. The physician referred to the 

researcher the students whom he diagnosed as having a musculoskeletal disorder of at 

least one month duration. After their verbal consent, the researcher wrote down the 

physician's diagnosis on the symptom checklist page and then delivered the 

questionnaires to the students for self-completion. Those who marked any of the 

items concerning a psychiatric disorder or a psychological problem from the symptom 

checklists were excluded from the study. Those who marked only physical complaints 

(whether it be the one congruent with the diagnosis and/or others) were included in 

the study as the subjects of the physical disorder only group. In this group, the most 

common diagnoses were low back pain (n=30), miyalgia (a disorder associated with 

pain and tenderness of muscle and adjacent connective tissue) (n=18), arthralgia fjoint 

pain) (n=7), and soft tissue injury (n=6). 

Psychiatrists (one female and one male) of the same health service also 

participated in this study. The psychiatrists examined the students consulting them, 

and they asked for the verbal consent of those whom they diagnosed as having a 
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psychiatric disorder. Then they wrote down the diagnosis on the symptom checklist 

page. The symptom checklists were either filled in by the patients themselves or by the 

psychiatrists. In the second case, the psychiatrist asked the questions and marked the 

appropriate items if he/she decided that the patients' answers were not related to the 

psychiatric diagnosis, and did not mark if the decision was that the answers were 

related to the psychiatric diagnosis. Then the psychiatrist asked for the self-

completion of SF-36. While those patients who had a mark on any of the physical 

complaints were excluded from the study, those who had a mark only on the 

psychiatric disorder and/or the psychological problem item were included in the study 

as the subjects of the mental disorder only group. In this group, the most common 

diagnoses were depression (n=24), obsessive compulsive disorder (n=19), social 

phobia (n=9), and generalized or panic anxiety disorders (n=8). 
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RESULTS 

The coefficient alpha values for the scales are given in Table 3. Scales had 

high internal consistency measures with Cronbach's ~lphas ranging from 0.75 for RE 

to 0.90 for MH. 

Table 3. Reliability of the SF-36 Scales as Measured by Chronbach's Alpha. 

Scale Alpha 

PF .87 

RP .82 

BP .87 

GR .82 

VT .84 

SF .79 

RE .75 

MR .90 

Principle components analysis carried out on the 35 items resulted with the 

extraction of 7 factors (See Table 4). With the exception of PF, in which the items 

were grouped under the second and the fourth factor, no scale was spread across 

more than a single factor. While items of the GR, RP, RE and BP scales grouped 

separately under the third, fifth, sixth and seventh factors, respectively, items of the 

MR, SF and VT scales grouped under the same factor, namely the first factor. 



Table 4. 

FI 

MH 

9b .57 

9c .75 

9d .82 

9f .77 

9h .86 

SF 

6 .52 

10 .60 

VT 

9a .82 

ge .73 

9g .70 

91 .52 

Factor COefficients of Individual Questions After Rotation. 

F2 F3 F4 F5 

~ GH PF RP 

3a .65 . 1 .64 3g .59 4a .71 

3b .74 lIa .69 3h .84 4b .54 

3c .77 lIb .75 31 .87 4c .77 

3d .56 Ilc.68 3j .45 4d .65 

3e .67 lId .65 

3f .63 
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F6 F7 

RE BP 

5a .67 7 .79 

5b .75 8 .78 

5c .75 

To test the hypothesized dimentionality of the SF -36 scales, principle 

components analysis was carried out on the scales. The analysis resulted with the 

extraction of two factors. The first principle component accounted for 51.5% of the 

total measured variance and correlated highly with all eight scales (range = 0.57 for 

bodily pain to 0.83 for vitality, median = 0.72). Extraction of the second component 

increased the percentage of total variance explained from 51.5% to 67.6%. 

The rotated factor matrix (see Table 5) revealed that the Physical Functioning 

(PF) and Bodily Pain (BP) scales correlated most highly with the second rotated 

component, and correlated weakly with the first component. The Role-Physical (RP) 

scale also correlated highly with the second component, but at the same time had 

moderate correlation with the first component. 
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The Mental Health (MH) and Role-Emotional (RE) scales correlated highly 

with the first rotated component and weakly with the second component. The Vitality 

(VT) and Social Functioning (SF) scales also correlated highly with the first 

component, but also had moderate correlation with the second component. Finally, 

the general health perceptions scale had moderate correlations with both components. 

Based on these patterns of correlations, the first and second components are 

interpreted as "mental" and "physical" health dimensions, respectively. 

Table 5. Hypothesized Associations Between the SF-36 Scales and the Physical and Mental 

Components, and Results From the American (McHomey et aI., 1993), Australian (McCallum, 

1995), and Turkish Samples. 

Hypothesized Association Rotated Principle Components 

Physical Mental Physical Mental 

USA Aus. Tur. USA Aus. Tur. 

PF +++ + .88 .76 .84 .04 .09 .15 

RP +++ + .78 .72 .73 .30 .21 .37 

BP +++ + .77 .76 .82 .24 .11 .08 

MH + +++ .12 .19 .14 .90 .85 .91 

RE + +++ .19 -.04 .01 .81 .81 .74 

SF ++ +++ .44 .33 .42 .71 .72 .73 

VT ++ ++ 59 .47 .31 .57 .64 .82 

GH ++ ++ .68 .64 .55 .32 .20 .42 

Note: (+) Weak association (r s .30) 

(++) Moderate to substantial association (.30 < r> .70) 

(+++) Strong association (r ~ .70) 



36 

Average scores for each of the eight scale were computed and used for further 

analyses. Means and standard deviations of eight scale scores are presented in Table 6 

for the entire sample. 

Table 6. Means and Standard Deviations ofSF-36 Scale Scores For the Entire Sample. 

Scale Condition 

Healthy Physical Mental 

Mean Sd Mean Sd Mean Sd 

RE 55.78 38.04 49.77 40.97 23.74 35.45 

VT 59.16 16.70 47.39 18.44 33.86 18.46 

MH 65.74 15.80 57.01 17.72 39.52 20.06 

GH 71.50 17.17 54.93 21.27 47.86 21.02 

BP 74.58 18.96 42.30 17.90 64.89 22.64 

SF 78.22 18.34 61.80 21.74 48.30 27.90 

RP 90.35 18.02 52.46 35.90 48.48 42.26 

PF 95.99 6.60 71.97 21.85 82.88 18.31 

To assess construct validity, a multivariate analysis of variance was·carried out 

on the eight scale scores as a function of sex and health condition. It was found that 

there was no significant interaction between sex and and health condition on their 

influence on scale scores [E(16,452)=.79, p>.05]. There was no significant 

multivariate main effect of sex [E(8,225)=.55, p>.05], but there was a significant 

effect of health condition on scale scores [E(16,452)=17.14, p<.OOI]. 
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Table 7. Summary of the Univariate F Tests of Health Condition on Scale Scores. D. F. (2,232). 

SCALE E Sig. of F 

BP 53.09 .000 

GH 28.98 .000 

MH 41.78 .000 

PF 44.18 .000 

RE 14.25 .000 

RP 42.69 .000 

SF 34.40 .000 

VT 37.22 .000 

The univariate F tests showed that there was a main effect of health condition 

on all eight scale scores (p<.OOI). See Table 7. Tukey's HSD test was carried out on 

each scale score to compare all possible pairs of means. With the exception of the RE 

scale, it was found, as hypothesized, that the scores of the healthy group were 

significantly higher than those of the physically and the mentally disordered group on 

all scales (p<.05),. For the RE scale, although the healthy g:oup scored higher than 

the physically disordered group, the difference was not significant (p>.05). 

As hypothesized, the physically disordered group scored significantly lower 

than the mentally disordered group onthe BP and PF scales (p<.05), however, for the 

RP scale score the difference was not significant (p>.05). Again as hypothesized for 

the:MH RE SF and VT scales, it was the mentally disordered group which scored " . 

significantly lower than the physically disordered group (p<.05). As for the GH scale, 

it was found that the scores of the physically disordered group and that of the 

mentally disturbed group did not differ significantly (p>.05). 
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DISCUSSION 

The main aims of the present study were to assess the reliability and validity of 

the Turkish version of the SF-36. For the reliability assessment, Cronbach's alpha 

measures were used for each SF-36 scale. Validity was assessed in terms of 

psychometric and clinical criteria. For the psychometric validation, principle 

components analysis was carried out on the individual items and on the scales. As for 

the clinical validation, hypotheses concerning the differentiation of healthy, physically 

disordered, and mentally disturbed subjects were tested by carrying out multivariate 

analysis of variance and Tukey's HSD test on scale scores. 

The reliability assessment of the SF-36 yielded highly satisfactory results. 

Although an alpha of .50 or above is usually deemed acceptable for group 

comparisons (Helmstadter, 1964, cited in Jette & Downing, 1994), in the present 

study, for all eight scales internal consistency measured by Cronbach's alpha exceeded 

.75, thus satisfying Nunnally's criterion of .70 (Nunnally, 1978, cited in Jenkinson et 

aI., 1993). In practice, however, it is expected that well used scales should ideally 

have alpha values in excess of .80 (Carmines & Zeller, 1979, cited in Jenkinson et al., 

1993). In the present study, with the exception of .75 for the RE and .79 for the SF 

scale, alpha values ranged from .82 to .90, thus satisfying this expectation. 

The results of the principle components analysis carried out on the 35 items 

were also satisfactory overall, since, with the exception of the PF scale items which 

grouped under two factors, items relating to a particular scale grouped together 

within a single factor. In a postal survey of a broad sample of patients suffering from 

four clinical conditions (Garratt, Ruta et aI., 1993), the principle components analysis 
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identified five relevant factors. In that study, it was found that no scale was spread 

across more than a single factor. However, although the PF, GH, and RE scales were 

grouped separately under the factors one, four, and five, respectively, the second 

factor represented the MH and VT scales, and the third factor represented the RP, SF 

and BP scales. The authors reported these results as a precise corresponce between 

factors and scales which is rare in factor analysis. 

However, the case of the PF scale items is problematic since it does not 

readily lend itself to a probable explanation. For example, while item 3j ("ytkanmak 

ya da giyinmek" "Bathing or dressing yourself') was related to the fourth factor, item 

3f ("Egilmek, diz 9okmek, yerden bir~ey almak" "Bending, kneeling, or stooping" ) 

was related to the second factor although these behaviors can also be seen as part of 

the content of the previous item. 

Principle components analysis carried out on the scale scores revealed the bi­

dimensionality, namely the physical and mental dimensions, of the SF-36 as proposed 

by its authors. Further, the analysis also yielded highly similar results witll the two 

studies that were carried out with a U.S. sample (McHomey et al., 1993) and an 

Australian sample (McCallum, 1995). The results of the present study differed from 

the results of these studies only in two respects: the RP scale correlated moderately 

with the mental component and the VT scale correlated highly with the mental 

component, in contrast to the other two studies in which the correlations were weak 

and moderate, respectively. 

In the case of the RP scale, the correlation with the mental component that 

was found in the U. S study was .30, which was proposed as the upper limit value for 
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the weak association. Further, this value is close to the .37 which was found in the 

present study. In the case of the VT scale, in the Australian study it was found that 

the correlation of this scale with the mental component was .64, a value which is 

much above .47, the correlation between this scale and the physical component, and 

nearer a strong correlation. Thus it can be claimed that the results regarding these two 

scales did not deviate much from those found in the above mentioned two studies. 

Furher, although minor, the differences between the results of the present 

study and those of the two studies may be attributed to the differences in the sample 

characteristics. The samples of the earlier studies were older, and had a higher female 

percentage than the sample of the present study. Whatever the reason for the 

differences, it can be concluded that the present study and the other two studies 

yielded highly similar results in general. 

The multivariate analysis of variance revealed that there was a main effect of 

health condition on all eight scale scores. Comparison of mean scale scores utilizing 

Tukey's HSD test revealed that (a) in line with hypothesis I, the mentally disturbed 

group scored significantly lower than the healthy subjects on each of the SF-36 scales; 

(b) in line with hypothesis I, the physically disordered subjects scored significantly 

lower than the healthy subjects on the PF, RP, BP, MH, SF, VT and GH scales; (c) 

but, as opposed to hypothesis I, on the RE scale, the physically disordered subjects 

did not score significantly lower than the healthy subjects; (d) in line with hypothesis 

IIa, the physically disordered subjects scored significantly lower than the mentally 

disturbed subjects on the PF and BP scales; ( e) but as opposed to hpothesis IIa, on the 

RP scale, the physically disordered subjects did not score significantly lower than the 
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mentally disturbed subjects; and, (t) in line with hpothesis lIb, the mentally disturbed 

subjects scored significantly lower than the physically disordered subjects on the MIl, 

RE, SF and VT scales. Thus, of the above findings, most were in the hypothesized 

direction and only two results deviated from the hypotheses of the present study. 

As for the first case, i.e. clause (c), while in the majority of the previous 

research the results were in the direction of the hypothesis of the present study, there 

was one study which resulted similarly with this one. In a postal survey (McCallum, 

1995) it was found'that subjects who reported minor medical conditions did not score 

lower on the RE scale than the subjects with no condition, however, in contrast to the 

present study, it was also the case with the MIl scale. 

As for the second case, i~ e. clause (e), the analysis further revealed that, 

although the difference was not significant, mean score for the mentally disturbed 

group on the RP scale (48.4) was lower than that of the physically disordered group 

(52.4). However, although this result is in contrast with the hypothesis of the present 

study, it is in line with the results of the two studies which are mentioned in the Aims 

of the Study section (Coulehan et al., 1997; Lyons, Lo et al., 1994). While statistical 

significance were not stated in these studies, in the first study (Coulehan et al., 1997) 

it was found that the RP was one of the scales in which depressive patients especially 

scored lower than the population norms, and in the second study (Lyons, Lo et al., 

1994) it was found that anxiety patients scored lower than back pain patients on this 

scale. 

Since both results involve role limitations, a probable explanation for the 

above results may lie in the difference between the physically disordered and the 
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mentally disturbed subjects in tenns of their causal attributions towards role 

limitations. It may be argued that, the physically.disordered subjects, realistically, 

attributed their role limitations to physical factors, but not to emotional factors. Thus, 

they scored significantly lower than the healthy subjects on the RP scale, but not on 

the RE scale, and they scored significantly higher than the mentally disturbed subjects 

on this scale. The mentally disturbed subjects, however, attributed their role 

limitations to emotional factors, and also to physical factors. 

The explanation proposed above may raise two questions: (1) why the 

physically disordered subjects did not respond in a manner consistent with the 

hypothesis of the present study and the results of the majority of previous research 

mentioned above; and (2) why the mentally disturbed subjects responded in a manner 

consistent with the results of the two studies mentioned above, but inconsistent with 

the hypothesis of the present study. 

As for the first question, a probable explanation for the deviation may be the 

differences between samples of the present study and those of the previous research in 

tenns of the severity and duration of the disorders. Although these characteristics 

were not assessed in the present study and were not reported in previous research, in 

the present study the subjects were young university students participating in their 

courses at the time they consulted the physician. Thus, it can be speculated that, 

bearing in mind the. common link between enduring pain and emotional disturbance 

(Eimer and Freeman, 1998), they did not suffer severely enough to live emotional 

disturbance and hence did not attribute their role limitations to emotional factors. 
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As for the second question a probable explanation may be that the expectation 

formulated in the hypothesis regarding the RP scale was not appropriate. A tentative 

explanation may be that, the mentally disturbed subjects phenomenologically 

experience their disturbance without differentiating between the emotional and 

physical aspects, and hence attribute their role limitations both to the emotional and 

physical factors. 

In conclusion, in terms of the reliability and validity of the Turkish version of 

the SF-36, the present study yielded satisfactory results overall. However, further 

study with various samples are needed in order to generalize these results to the 

Turkish population. If such studies can be realized, the Turkish version of the SF-36 

may come forward as a useful Quality of Life measure and, along with the traditional 

measures of health, it can achieve widespread use in clinical and epidemiological 

studies. 
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SF- 36 BEALm SURVEY 

INSTRUCTIONS: This survey asks for your views about your health. This information will keep 

track of how you feel and how well you are able to do your usual activities. 

Answer every question by marking the answer as indicated. If you are unsure about how to answer a 

question, please give the best answer you can. 

1. In general, would you say your health is: 

(circle one) 

Excellent .......................................................................................... 1 

Very good ........................................................................................ 2 

Good. ............................................................................................... .3 

Fair ................................................................................................. 4 

Poor ................................................................................................. 5 

2. Compared to one year ago, how would you rate your health in general now? 

(circle one) 

Much better now than one year ago .................................................... 1 -

Somewhat better now than one year ago ................................... , ......... 2 

About the same as one year ago .......................................................... 3 

Somewhat worse now than one year ago ............................................ 4 

Much worse now than one year ago ................................................. .5 

II 
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3. The following items are about activities you might do during a typical day. Does your health now 

limit you in these activities? If so, how much? 

(circle one number on each line) 

Yes, Yes, No, Not 

ACTMTIES Limited Limited Limited 

A lot A Little At All 

a. Vigorous activities, such as running, lifting I 2 3 

heavy objects, participating in strenuous sports 

b. Moderate activities, such as moving a table, 

pushing a vacuum cleaner, bowling, or playing I 2 3 
, 

golf 

c. Lifting or carrying groceries I 2 3 

d. Climbing several flights of stairs 1 2 3 

e. Climbing one flight of stairs 1 2 3 

f. Bending, kneeling, or stooping 1 2 3 

g. Walking more than a mile 1 2 3 

h. Walking several blocks 1 2 3 

i. Walking one block 1 2 3 

j. Bathing or dressing yourself 1 2 3 

4. During the past 4 weeks, have you had any of the following problems with your work or other regular daily 

activities as a result of your phYsical health? 

(circle one number on each line) 

YES NO 

a. Cut down on the amount of time you spent on work or 1 2 

other activities 

b. Accomplished less than you would like 1 2 

c. Were limited in the kind of work or other activities 1 2 

d. Had difficulty performing the work or other activities 1 2 

(for example, it took extra effort) 
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5. During the past 4 weeks, have you had any of the following problems with your work or other 

regular daily activities as a result of any emotional problems (such as feeling depressed or anxious)? 

(circle one-number on each line) 

YES NO 

a. Cut down on the amount of time you spent on work or 1 2 

other activities 

b. Accomplished less than you would like I 2 

c. Didn't do work or other activities as carefully as usual I 2 

6. During the past 4 weeks, to what extent has your physical health or emotional problems interfered 

with your normal social activities with family, friends, neighbors, or groups? 

(circle one) 

Not at all .............................................................................. 1 

Slightly ................................................................................. 2 

Moderately ................................................................... ; ...... .3 

Quite a bit ............................................................................ .4 

Extremely .................................................................... , ........ 5 , 

7. How much bodily pain have you had during the past 4 weeks? 
(circle one) 

None ...................................................................................... 1 

Very mild .............. ;.' .............................. ····· ............................ 2 

Mild ..................................................................................... .3 

Moderate ............................................................................... 4 

Severe .................................................................................. 5 

Very severe ........................................................................... 6 
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8. During the past 4 weeks, how much did Pl!!!! interfere with your normal work (including both 

work outside the home and housework)? 

(circle one) 

Not at all .............................................................................. 1 

A little bit .............................................................................. 2 

Moderately .......................................................................... .3 

Quite a bit ............................................................................ .4 

Extremely ............................................................................ .5 

9. These questions are about how you feel and how things have been with you during the past 4 

weeks. For each question, please give the one answer that comes closest to the way you have been 

feeling. How much of the time during the past 4 weeks -

(circle one number on each line) 

All of Most A Good Some A None of 

the of the Bit of of the Little the 

time time the Time ofthe Time 

Time Time 

a. Did you feel full of pep? 1 2 3 4 5 6 

b. Have you been a very nervous 1 2 3 4 5 6 

person? 
"-

c. Have you felt so down in the 

dlllllps that nothing could cheer 1 2 3 4 5 6 

you up? 

d. Have you felt calm and peaceful? 1 2 3 4 5 6 

e. Did you have a lot of energy? 1 2 3 4 5 6 

f. Have you felt downhearted and 1 2 3 4 5 6 

blue? 

g. Did you feel worn out? 1 2 3 4 5 6 

h. Have you been a happy person? I 2 3 4 5 6 

i. Did you feel tired? 1 2 3 4 5 6 
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10. During the past 4 weeks, how much of the time has your physical and emotional problems 

interfered with your social activities (like visiting with friends, relatives, etc.)? 

(circle one) 

All of the time ......................................................................... l 

Most of the time ..................................................................... 2 

Some of the time .................................................................... .3 

A little of the time ................................................................... 4 

None of the time .................................................................... .5 

11. How1RUE orFAtSE is each of the following statements for you? 

(circle one number on each line) 

Definitely Mostly Don't Mostly Def"mitely 

True True Know False False 

a. I seem to get sick a little 

easier than other people 1 2 3 4 5 

b. I am as healthy as 

anybody I know 1 2 3 4 5 

c. I expect my health to get 

worse 1 2 3 4 5 

d. My health is excellent 

1 2 3 4 5 
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II 
SF- 36 SAGLIK TARAMASI 

II 

YONERGE: Bu tarama formu size saghguuzJ.a ilgili go~erinizi sormaktadrr. Bu bilgiler sizin 

nasll hissettiginizi ve herzamanki faaliyetlerinizi ne rahatWda yapabildiginizi izlemekte yarduncI 

olacaktu. 

Btitiin sorulan belirtildigi ~kilde cevaplaym. Eger bir soruyu ne ~kilde cevaplayacag.rnzdan emin 

olamazsarnz, ltitfen en yakm cevabl i~retleyin. 

1. Genel olarak sagIlguuzl nasll degerlendirirsiniz? 

(birinin etrafina daire yizin) 

MtikemnIel ...................................................................................... 1 

<;ok iyi ............................................................................................ 2 

. 3 lyi .................................................................................................. . 

Fena degil ........... :: .......................................................................... 4 

Kotii ............................................................................................... 5 

2. Gecen seneyle karsllastmldtgtnda, simdi saghg.mzl nas1l degerlendirirsiniz? 

(birinin etraftna daire yain) 

Bir ytl onceye gore <;ok daha iyi ...................................................... 1 

Bir ytl onceye gore daha iyi ............................................................. 2 

Hemen hemen aynt ............... : ......................................................... .3 

Bir ytl onceye gore daha kofu ......................................................... .4 

Bir ytl onceye gore 90k daha kofu ................................................... 5 
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3. A~gldakiler nonnal olarak gUn ilYerisinde yaplyor olabileceginiz bazl faaliyetlerdir. Su srralarda saghihruz 

sizi bu faaliyetler bakrrnmdan klslfuyor mu? KIsltllyorsa ne kadar? 

(Her satrrda bir saYlll1ll etrafina daire ((izin) 

Eve!, Evet, biraz HaYIr, hilt 

F AAllYETLER olduklt3 kIslthyor kIsltlamlyor 

kIslthyor 

a. Kuvvet gerektiren faaliyetler, omegin agrr 1 2 3 

e~yalar kaldrnnak, futbol gibi sporlarla 

ugra~ak 

b. Orta zorlukta faaliyetler, omegin masa 

kaldrnnak, siipiinnek, yuru~ gibi hafif spor 1 2 3 

yapmak 

c. Qar~l-pazar torbalarrru ta~rrnak 1 2 3 

d. Birkalt kat merdiven ((lkmak 1 2 3 

e. Bir kat merdiven IYlkmak 1 2 3 

f Egilmek, diz lYokmek, yerden b~y almak 1 2 3 

g. Bir kilometre'den fazla yiiriimek 1 2 3 

h. Birkalt yiiz metre yfuiimek 1 2 3 

1. Yiiz metre yiiriimek 1 2 3 

j. Ylkanmak ya da giyinmek 1 2 3 

. . . . ... '- .. .. .. - -4. Gectiguruz brr ay (4 hafta) l((ensmde l~inizde veya dlger gUnliik: faahyetlerinizde bedensel saghgilllZ 

nedenivle a~gldaki sorunlarm herhangi biriyle kar~ll~ m1? 

(Her satrrda bir saYlll1ll etrafina daire ((izin) 

EVET HAym 

a. ~ ya da i~ dl~l ~larilllZa verdiginiz zamanl klsmak 1 2 

zorunda kalmak 

b. Yapmak istediginizden daha azlDl yapabilmek (bitmeyen 1 2 

projeler, ternizlenmeyen ev gibi ... ) 

c. Y apabildiginiz i~ 1ii.riinde ya da diger faaliyetlerde I 2 

klsltlanmak 

d. ~ ya da diger ~1ar1 yapmakta zorlanmak I 2 
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5. GectHtimiz bir ay (4 hafta) i~risinde i~inizde veya diger giinliik faaliyetlerinizde duygusal 

problemleriniz nedeniyle (iiziintiilii ya cia kaygili olmak gibi) a~gtdaki sorunlann herhangi biriyle 

kar~tla~tm1Z nu? 

(Her sattrcla bir saymm etrafina claire ~in) 

EVET HAYIR 

a. i~ ya cia i~ dJ.~1 ugra~lanntza verdiginiz zamaru ktsmak 1 2 

zonmcla kalmak 

b. Yapmak istediginizden daha azlm yapabilmek (bitmeyen I 2 

projeler, temizlenmeyen ev gibi ... ) 

c. i~ ya cia diger ugra~lan her zaman gibi dikkatlice 1 2 

yapamamak 

.. 
6. Son bir ay (4 hafta) i~risinde bedensel sagIlgtnIZ ya cia duygusal problentlennIZ, adentz, 

arka~lanntz, ko~anntzla ya cia diger gruplarla nonnal olarak yapttg.nu sosyal faaliyetlere ne 

ol9fide engel oldu? 

(birinin etrafina claire ~in) 

hi9 .................................................................................. , ...... 1 

biraz ...................................................................................... 2 

orta derecede ............................................................... , ....... .3 

epeyce ................................................................................... 4 

9Qkfazla ............................................................................... 5 

7. Gectigimiz bir ay (4 hafta) igerisinde ne kaclar bedensel agruanntz oldu? 

(birinin etrafina claire 9izin) 

hi9 ........................................................................................ 1 

C;.ok hafif ............................................................................... 2 

hafif ..................................................................................... .3 

orta hafiflikte ........................................................................ 4 

a~ln derecede ....................................................................... .5 

90k a~ln derecede ............................................................ , .... 6 
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8. Son bir ay (4 hafta) i~risinde,!8n normal i~inize (ev dt~mda ve ev i~i) ne kadar engel oldu? 

(birinin etrafma claire e;izin) 

hie; olmadt ........................................ , ................................... 1 

biraz .................................................................................... 2 

orta derecede ...................................................................... .3 

epey ..................................................................................... 4 

e;okfazla .............................................................................. 5 

9. ~gIdaki sorular ge9tigimiz bir ay (4 hafta) i~risinde kendinizi nastl hissettiginizle ve i~lerin 

sizin i9in nastl gittigi: ile ilgilidir. Liitfen, her soru i9in nastl hissettiginize en yaktn olan cevabl 

verin. Ge9tigimiz 4 hafta ie;indeki siirenin ne kadan : 

(Her satrrda bir saymm etrafma claire e;izin) 

Her <;ogu Epeyce Arada <;ok Hi~bir 

zaman zaman slrada ender zaman 

a. Kendinizi hayat dolu hissettiniz? 1 2 3 4 5 6 

b. Cok sinirli bir ki~i oldunuz? 1 2 3 4 5 6 

c. HiC; bir ~}in sizi 

ne~lendiremeyecegi kadar 1 2 3 4 5 6 

moraliniz bozuk ve kOtii oldu? 

d. Sakin ve huzurlu hissettiniz? 1 2 3 4 5 6 

e. Cok enerjiniz oldu? 1 2 3 4 5 6 

f. Mutsuz ve kederli oldunuz? 1 2 3 4 5 6 

g. Kendinizi bitkin hissettiniz? 1 2 3 4 5 6 

h. Mutlu ve sevinc;li oldunuz? 1 2 3 4 5 6 

i. Yorgun hissettiniz? 1 2 3 4 5 6 
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10. Gectigimiz bir ay (4 hafta) icerisinde, bu siirenin ne kadannda bedensel saghguuz va da 

duygusal problem1eriniz, sosyal faaliyetlecinize (ar~, akraba ziyareti gibi) engel oldu? 

(birinin etrafma daire 9izin) 

Herzaman ............................................................................ 1 

Cogu zaman ......................................................................... 2 

Bazen .................................................................................... 3 

Cokender ........................................................................... .4 

Hi9bir zaman ........................................................................ 5 

11. ~gtdaki herbir ifade sizin i9in ne kadar I>()(jRU ya da Y ANLI~? 

(her satrrda bir saymm etrafma daire 9izin) 

Kesinlikle ~ogunlukla Bilmiyorum ~okkere Kesinlikle 

Dogru Dogru Yanll~ Yanb~ 

a.Ba~ndan 

biraz daha kolay I 2 3 4 5 

hastalandIgttn1 

~iiyorum 

b. Ben de tarudIgtm 

herkes kadar 1 2 3 4 5 

~~ -

sagllkhynn 

c. SaglIgttmn kOtii 

gidecegini I 2 3 4 5 

saruyorum 

d. SaglIgtm 

miikemmeldir 1 2 3 4 5 
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Appendix C 

'. 

Symptom Checklist 



TE$HiS: 

Tarih: Egitim: 

Cinsiyet: Meslek: 

Ya~: Medeni durum: 

Bir doktor tarafmdan, sizde Hie su hastabklardan biri oldugu soylendi mi? 

- hipertansiyon 

- yakm ge~mi~ miyokard enfarktiisii 

- kalp yetmezligi 

- ~eker hastalIw 

- angina (koroner kalp hastahgl) 

- kanser (deri kanseri hari~) 

- yakm zamanda bir psikiyatrik hastalIk (or: son bir yd i~inde depresyon) 

- ve ba~ka (or: multipl skleroz, guatr gibi). 

SU SIRALARDA (son bir ay icinde), asamdaki sorunlardan biri sizde var ffil? 
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(Bu sorunlardan herhangi biri bu son bir ay i~inde bir doktora ba~wrmamza· yol a~~ veya 

doktora ba~vurmayt d~iindiirecek kadar yogun ~ikayet konusu ise i~aret1eyiniz) 

- artrit (eklem hastalIW) veya romatizma 

- siyatik veya Slrt veya bel agnsl gibi sorunlar 

- slk tekrarlayan ve/veya ~iddet1i ba~agnlan 

- kronik akciger hastahw 

- sindirim sistemi rahatslzhW (or: gastrit, iilser, enterit, kolit) 

- dermatit veya ba~ka kronik deri dokiintiileri 

- psikolojik SorUll (or: bir psikiyatr veya psikologa ba~vurmayt dii~iindiirecek kadar yogun 

iiziintii, ¢kiintii; yogun kaygl, endi~e, sikmtl; a~m alkol alma gibi) 

- slk veya siirekli kullandan ila~ (varsa ila~ am) 

-ve b~ka. 
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