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ABSTRACT

Introduction: This study aimed to investigate the relationship between
levels of depression and anxiety symptoms and quality of life, self-esteem
in obesity.

Methods: Fifty-two subjects whose Body Mass Index (BMI) is 30 kg/m?
and over and 43 control whose BMI is normal were recruited for this

group than control group. CSES scores wasn't difference between obese
and control group. In obese group, there was HAM-D 17 and HAM-A
scores a negative correlation between quality of life physical field score,
negative correlation between CSES score, positive correlation between
EAT scale score. There is no correlation between scores of HAM-D17
and HAM-A and BMI.

study. The socio demographic data form, Hamilton Depression Rating ) ) )
Scale (HAM-D17), Hamitton Anxiety Rating Scale (HAM-A), Quality of Con;lu§|on: Qur re§ults suggest that depressive andvan><|e‘ty \evgls are
Life Scale Short Form (WHOQOL-Brief-TR), Coopersmith Self Esteem high in induvidual with obesity. They have problems in eating attitudes

Scale (CSES), The Eating Attitudes (EAT), were applied to the participants. and their quality of life especially physical field is poor. The psychological
symptoms have negative effects on the quality of life, self-esteem, and

eating attitudes. Our results suggest that psychiatric support to improving

Results: In this study most of the patients are women, married, i . . T ! )
4 P positive effects quality of life and self-esteem in individual with obesity.

postgraduated and live in urban areas. It was determined to scores of

HAM-D17, HAM-A and EAT are higher in obese group than control Keywords: Obesity, depression, anxiety, quality of life, self-esteem, eating
group; WHOQOL-Brief-TR physical field scores was lower in obese  attitude

INTRODUCTION

Throughout history, obesity received both praise, as a symbol of health and fertility, and ridicule as being associated with clumsiness,
senility, unattractiveness, gluttony and gracelessness. Obesity is assessed by means of the body mass index (BMI) that is defined as the
division of weight in kilograms to the square meter of height in meters (kg/m?). The indicator of obesity is accepted as BMI of and over
30 kg/m? (2).

The bidirectional relationship between obesity and psychopathology has always attracted the interest of researchers. Crisp and Guiness
(3) reported and that anxiety in middle aged obese women and both anxiety and depression in middle aged obese men are found less
with the “Jolly fat" hypothesis. However; in later studies findings indicating that depression and anxiety are generally observed more
commonly in individuals with obesity in comparison to normal-weight persons (4,5,6,7,8). Both the answers yes and no are given to
the question of whether obesity increases the risk of depression or not. In cross sectional analyses conducted with the inclusion of the
supplementary variables such as age, gender, education, marital status, social support, chronic medical conditions and functionality, it
was determined that the major depression rates are high in obese individuals. However, no significant findings could be obtained in the
forward-looking multi-variable analyses (9).

It is emphasized that the quality of life in obese individuals is deteriorated and that this deterioration increases in line with the level of
obesity (10,11). Both the high frequency of metabolic diseases and the more commonly experienced physical ilinesses such as low back,
hip and knee aches and osteoarthritis cause obese individuals’ quality of life to be lower than the normal-weight individuals (12,13). 1t is
reported that life quality is deteriorates if presences of psychiatric symptoms and, psychopathology (14).

Another area that is considered to be connected with the psychiatric symptoms in individuals with obesity is self-esteem. Self-esteem is
closely linked to accepted as realistic awareness of the emotionally, mentally,social and physical properties. An individual can use existing
features and capabilities appropriately develop a positive attitude about their values (15). Some studies have reported that obesity neg-
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atively affects self-esteem (15,16), while others have suggested that there
is no relationship between obesity and self-esteem (17).

Eating attitudes are formed by both psychomotor development and in-
teraction of environmental factors. While conceding that individuals with
obesity is solely responsible for the obesity problem excesses in eating
behavior and attitudes, behaviors changes in eating attitudes in which they
live, are known to be effective, weight loss (18,19). Psychological symp-
toms can affect eating attitudes and behaviors (20,21). In this study it was
aimed to determine the symptoms of depression and anxiety in individuals
seeking treatment for obesity and to examine the relationship between
these symptoms and quality of life, self esteem and eating attitudes.

METHODS

Fifty-two individuals who consecutively applied to the Endocrinology
Polyclinic of the Department of Internal Medicine Pamukkale University
Medical Faculty for obesity treatment from February to April 2004 par-
ticipated to the study. The patients that applied to the polyclinic within
the mentioned dates were informed regarding the study. The patients
that accepted to participate to the study were subjected to psychiatric
examination, and those who were diagnosed to have chronic psychiatric
disorder such as schizophrenia and bipolar mood disorder were excluded
from the scope of the study. The criteria for inclusion in the study were
determined as 1) having a 30 kg/m? or higher BMI, 2) being at least 18
years old, 3) having a normal level of intelligence, and 4) being voluntary
to participate. None of the 52 individuals that met these criteria used any
medication and the average of their ages was 47.25£7.88 years. Also the
hospital employees and their relatives that volunteered for being included
in the control group were informed. A total of 43 healthy individuals who
gave their consent and had lower than 25 BMI constituted the control
group that had similar age and gender distribution with the study group.
Age average of the control group was 47.16£9.40 years.

In addition to the sociodemographic form intended to collect data con-
cerning the participants’ sociodemographic information, psychiatric dis-
ease / treatment history and physical illnesses, participating individuals
were subjected to the Hamilton Depression Rating Scale, Hamilton Anxi-
ety Scale, Quality of life Scale - brief form, Coopersmith Self Esteem Scale
and Eating Attitude Test.

Implemented Scales

Hamilton depression rating scale (HAM-D.): Thisis a |7 item
scale used to measure the severity of depression (22). The highest at-
tainable score is 53. While points from O to 7 indicate that depression
is not in question, points from 8 to |5 indicate mild depression, from 16
to 28 indicate moderate depression, and from 29 to 53 indicate severe
depression. The Turkish validity and reliability studies of the scale were
performed (23).

Hamilton anxiety scale (HAM-A): This scale was developed in or-
der to determine anxiety level and symptom distribution and to measure
the changes in severity (24). Validity and reliability studies of the Turkish
form of the scale were performed (25). In the |4-item scale, a scoring
from 0O to 4 is made for each symptom. The total score range is between
0 and 56. While the I*, 2" 3¢ 5% and 6" items are calculated as psychic
sub-scores, the remaining items are calculated as somatic sub-scores.

Quality of life scale - brief form (WHOQOL-Brief-TR): The
reliability and validity studies of the Quality of Life Scale - brief form
(WHOQOL-Brief-TR) was carried out (26). WHOQOL-Brief covers
physical, psychological, social relations and environment domains. The
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physical section includes questions concerning the activities of daily living,
mobility, pain, sleep and rest, and working capacity. The psychological do-
main consists of the questions concerning positive and negative feelings,
self esteem, bodily image and appearance, personal beliefs and attention,
social relations with others, social support and sexual life. In the environ-
ment domain of the scale, the questions concerning home environment,
physical safety, financial resources, accessibility of health services, utilization
of recreational time, physical environment and transportation.

Coopersmith self esteem scale (CSES): The scale consists of 25
items covering self-esteem related factors such as self-undervaluing, pop-
ularity, family, venturesomeness and anxiety (27). Validity and reliability
studies of the Turkish form of the scale were performed (28). While the
highest score that can be attained from the scale is 100, the lowest is
0. Higher scores attained from the scale indicate higher self-esteem in
individuals (29).

Eating attitude test (EAT): Eating Attitude Test is a six-point Likert
type scale of 40 items (30). It is used in identifying disorders in eating
behavior. Its validity and reliability studies of the Turkish form were per-
formed (31). The cutoff score of the scale is 30; however it was not calcu-
lated for the Turkish form. Higher scores attained from the test indicate
deterioration in eating attitude and behaviors.

Statistical Analysis

Statistical analyses were conducted on Statistical Package for the Social
Sciences (SPSS Inc., Chicago, IL, USA) for Windows 10.0 database. In ad-
dition to the descriptive statistical methods, Independent t test was used
in the comparison of the scales applied to the patient and control groups,
while Mann-Whitney U tests were used for comparing quality of life. Cor-
relation between the depression and anxiety levels and the other scales
was examined through Pearson correlation analysis.

RESULTS

The study was participated by 52 obese individuals (46 female, 5 male) and
43 normal-weight individuals (37 female, 6 male). The majority of the indi-
viduals with obesity were women (s:46), married (s:47), university graduate
(s:26) and urban residents (s:48). Also the majority of the control group
were women (s:37), married (s:38), university graduate (s:17) and urban
residents (s:35). The obese group and the control group were similar in
terms of sociodemographic attributes (chi square test, p>0.05). 90.4% of
the obese individuals had a physical illness (such as hypertension, hypothy-
roidis, diabetes mellitus, migraine) and the number of the physical illnesses
was higher than the number of those found in the control group (respec-
tively, 1.90£1.15, 0.44£1.00, t=6.489 p<0.001, Independent t test). Aver-
age of the number of the medicines the group with obesity used constantly
was found out to be higher than that of the control group (respectively,
2.2342.00, 0.30£0.70, t=5.998 p<0.001, Independent t test). Psychiatric
disease histories of the group with obesity (s:17, %32.7) was also found out
to be higher than that of the control group (si4, %9.3) (x*7.47, p=0.006).

The BMI, HAM-D|7, HAM-A and EAT scale scores of the group with
obesity were significantly higher than those of the control group. No sig-
nificant difference was found between the two groups in terms of the
average scores they attained from the CSES (Table ). On the other hand,
a statistically significant difference between the groups in terms of the
physical domain sub-scores attained from the WHOQOL-Brief-TR was
determined (Table 2).

In patients with obesity, scores of HAM-DI|7 and HAM-A between
WHOQOL-Brief-TR, CSEl, EAT has investigated the correlation. Scores
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Table |I. Comparison of the scale scores of the study group and the
control group

Study group Control group
(n:52) (n:43)
Variables meanSD meanSD t* p*
Age 47254788 47.16+940 0049 | 096l
BMI 34.57+4.06 22.66x1.60 18098 | 000l
HAM-D | 9.44+4.76 246+334 8087 | 0.000
HAM-A 15054827 4.13+4.64 7703 | 0000
EAT 27324994 2248+1038 | 2313 | 0023
CSES 7061+1267 7409+11.43 1391 | 0.l67

BMI: body mass index; HAM-D, ,: Hamilton depression rating scale; HAM-A: Hamilton anxiety
scale; EAT: eating attitude test; CSES: Coopersmith self-esteem scale; *Independent t test,
##p<0.05 significant

Table 2. Comparison of the quality of life scale of the study group and
the control group

WHOQOL- Study group | Control group

Brief-TR* meanzSD meanzSD ¥ | p*F
Physical domain 15.15£2.06 l6.11+244 | 2350 | 0018
Psychological domain [4.70£1.99 15174203 1450 | 0.147
Social relations domain | 14.69+2.82 14754196 | 0526 | 0599
Environment domain [4.63+1.81 1398+2.10 1.500 | 0.132

WHOQOL-Brief-TR: Quality of Life Scale - brief form *Mann-Whitney U test, *p<0.05 significant

of HAM-D17 between quality of life physical health subscale score a
negative correlation (r=0.371, p=0.007), CSEl score negative correla-
tion (r=0.629, p<0.001), EAT score in the positive correlation (r=0.334
p=0.015) was determined. HAM-D |7 score, there was no correlation be-
tween BMI (r=0.096, p=0.499). HAM-A scores between scores of quality
of life physical domain were a negative correlation (r=0.428 p=0.002), be-
tween scores of CSEl negative correlation (r=0.357, p=0.009), between
score of EAT positive correlation (r=0.304 p=0.029) were determined.
There was no correlation scores of HAM-Abetween BMI (r=0.226
p=0.107). There was negative correlation BMI between scores of CSEl
(r=0307, p=0.027).

DISCUSSION

Our study group was formed of middle age individuals, the majority of
which were women that applied to the endocrinology polyclinic for obe-
sity treatment. It was determined that the mild depression and moderate
anxiety symptoms detected in the study group were higher than those
found in the control group. Previous studies were support our results, the
studies reporting that psychopathology and particularly the symptoms of
depression and anxiety are higher in obese individuals (32,33,34,35,36). In
the study where Greenberg et al. (37) examined the patients subjected
to surgical methods for obesity treatment, it was determined that the
psychological results of obesity vary in a wide range from low self-es-
teem to clinical depression. It was also determined in the same study that
increasing severity levels of obesity also cause deteriorations in negative
body perception, eating disorders and quality of life.

It is reported that in individuals with obesity, tendency to depression may
be related with the severity of obesity, race, marital status, chronic phys-
ical illnesses and the presence of depression history in the family (38).
According to this study, European Americans, single, with higher levels
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of education and those with chronic physical illness is postulated to be at
risk for depression. It is stated that the depression and obesity couple has
a familial transmission characteristic, that this can be affected by ambient
factors such as stress and physical illness as well as genetic tendency, and
that the occurred serotoninergic imbalance can result in depression and/
or obesity (39). Due to the decrease of physical activity and increase of
physical illnesses as a consequence of obesity, noninvolvement in pleasant
and satisfactory physical activities can make development of depression
easier (5). Decreased physical activity affects endorphin levels and causes
changes in the norepinephrine metabolism, which in turn can contrib-
ute to the increase of depression and anxiety symptoms (9). Because the
response of obesity stigma in society and anxiety in these individuals, de-
pression, guilt, and somatic symptoms can develop. In addition, employ-
ment difficulties, social problems can arise such as schools and business
circles rejection, psychological symptoms can be experienced in connec-
tion therewith (40,41,42). On the other hand, have increased appetite,
depression and weight gain accordingly, physical activity decreased, being
in appetite enhancer of the medicines used, particularly with women in
the attack eating during the depression (binge eating) there to facilitate
the formation of obesity (39). Our study has not been studied in detail the
possible causes of the high depression and anxiety symptoms. Elaboration
of psychiatric illness and treatment history, examination of psychosocial
stressors and depression may prove a person’s coping skills and knowledge
on the relationship between the transmitter and the treatment of obesity.

Examined the relationship between obesity and psychological symptoms in
some studies focus on the gender differences. While no difference could
be found between men with and without obesity in terms of psychological
symptoms, it is reported that depression and anxiety symptoms are higher
in women that have obesity when compared to the normal-weight wom-
en (43,44,45). Middle age and in a follow-up study in elderly women were
found to be two-way relationship between depression and obesity. In this
study, women with depression at follow-up after a period of four years
of increased risk of obesity in women with obesity have been identified
as similar to that of moderately increased risk of depression compared
to normal weight (46). In another study, depression and anxiety symp-
toms, was higher in women with obesity, and moderate/severe depressive
symptoms were identified as being positive association between BMI (47).
In our sample study is more than the number of women than men may
have contributed to a level of depression and anxiety.

In our study, the frequency of physical illness and drug use rates in patients
with obesity was higher than the control group. With a physical illness, is
that individuals with chronic use of continuous drug treatment and must
cope with obesity, as well as serious physical illness. Comorbid psychiatric
disorders, physical disorders may predispose to development with the in-
creasing BMI (48,49). However, some studies in extreme obesity has been
found to increase the risk of chronic comorbid psychiatric illness regard-
less of physical illness (38). In our study, physical illness and drug use com-
pared to the control group in patients with obesity may have influenced
our results is high. Due to the small number of our patients with physical
illness and the majority have not been evaluated by the exclusion of the
physical illness. Our results should be considered in assessing the situation.

Similar to the previously conducted studies, in our study it was deter-
mined that the individuals that have obesity experience problems in terms
of the physical sub-domain of quality of life, when compared to healthy
control group (50,51,52,53). In addition, it was determined that depres-
sion and anxiety symptoms can cause deterioration in the quality of life. In
a study which is a large sample, quality of life was observed a positive cor-
relation between anxiety symptoms in individuals with the deterioration
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of the physical domain scores (54). In recent years, the different treatment
of obesity has been increasing, studies investigating the effects on quality
of life. Obesity is observed that the increase of the quality of life of people
who benefit from treatment (55,56). It can say that treatment of psycho-
logical symptoms to increase the quality of life and may have contributed
to the maintenance easier everyday life in individuals with obesity.

Although no difference between the obese group and the control group in
terms of self-esteem was found in our study. But, it was determined that in
obese individuals self-esteem affects depression and anxiety symptoms neg-
atively and that self-esteem decreases with the increasing BMI. In addition,
it was found that increasing BMI decreased self-esteem. Low self-esteem
are not only uncomfortable feeling as may play a role in the emergence
of various psychopathological conditions. Especially seen in adolescents
with behavior problems, eating disorders, depression and psychosomatic
complaints are reported to be associated with low self-esteem (57). It was
suggest that social rejection can not psychopatology but it was cause prob-
lems in the sense of self-esteem. (58). Low self-worth individuals with more
observed that the frequency of psychopathology, it is reported that the of-
ten accompanied by low self-esteem, depression and personality disorders
(59,60,61). Individuals with obesity in our culture are “fat” can be teased
saying and be excluded. Antiobesity social aspects of the investigation, there
is a need to do informative studies on stigma and effect.

Deteriorations in the eating attitude of the participating obese individuals
were determined in our study. As reported in previous studies, as the
symptoms of depression and anxiety increased, the deterioration in eating
attitude became clearer (62,63). It is known that the energy gained from
eating has to be higher than the energy consumed by physical activities for
the development of obesity. Eating only need to remain in the fulfillment
of biological development and physiological functions, from infancy from
the mother-infant relationship in the context of the model is the formation
of all social relation (63,64). In our study was observed to be problematic
eating attitudes of individuals with obesity. Understanding the psychologi-
cal needs underlying the eating habits can contribute to changing attitudes
and unsuitable to provide longer-lasting good for the treatment of obesity.

Our study was admitted to a university clinic is a cross-sectional study
to evaluate individuals in seeking treatment. The patients applying to the
hospital for treatment constitute a distinct subgroup among the individuals
with obesity, that the psychopathology frequency and binge eating atti-
tude are higher than those of those that do not apply for treatment, and
that the group applying for treatment needs more psychosocial support
(65,66). Our study should be considered in this context. The small num-
ber of our sample is another limitation. Our results should be supported
by studies with larger sample of non-treatment seeking.

[t was determined that the symptoms of depression and anxiety are high-
er in the individuals who applied to the hospital for obesity treatment, that
their quality of life in the physical sub-domain is low, that the life quality of
these individuals in the physical sub-domain is lower; that their self-esteem
does not differ from that of the control group although their self-esteem
decreases when the symptom of depression and anxiety increase, and
that they experience problems in terms of their eating attitudes. These
results suggest that the psychiatric evaluation is necessary for individuals
seeking obesity treatment, and that providing support in this term can
positively affect the treatment process.

Acknowledgement: The authors would like to thank Prof. Dr. Yurdaer Sermez
for their supports.

Degirmenci et al. Psychological Symptoms and Effects of Obesity

Conflict of Interest: The authors declared no conflict of interest.

Financial Disclosure: The authors declared that this study has received no fi-
nancial support.

REFERENCES

I. Yimaz C. Obeziyete giris, Ed: Yilmaz C, Obezite ve Tedavisi, Istanbul, Mart Mat-
baacilik; 1999.

2. Caterson ID, Gill TP Obesity: epidemiology and possible prevention. Best Pract
Res Clin Endocrinol Metab 2002; 16:595-610. [CrossRef]

3. Crisp AH, Mc Guiness B. Jolly fat: relation berween obesity and psychoneurosis
in general population. Br Med ] 1976; 1:7-9. [CrossRef]

4. Onyike CU, Crum RM, Lee HB, Lyketsos CG, Eaton WWV. Is obesity associated
with major depression? Results from the Third National Health and Nutrition
Examination Survey. Am | Epidemiol 2003; 158:1 139-1147. [CrossRef]

5. Simon GE, Von Korff M, Saunders K, Miglioretti DL, Crane PK, van Belle G, Kes-
sler RC. Association between obesity and psychiatric disorders in US adutt pop-
ulation. Arch Gen Psychiatry 2006; 63:824-830. [CrossRef]

6. Werrij MQ, Mulkens S, Hospers HJ, Jansen A. Overweight and obesity: the signifi-
cance of a depressed mood. Patient Educ Couns 2006; 62:126-13 1. [CrossRef]

7. Simon GE, Ludman EJ, Linde JA, Operskalski BH, Ichikawa L, Rohde P, Finch EA,
Jeffery RW. Association between obesity and depression in middle-aged women.
Gen Hosp Psychiatry 2008; 30:32-39. [CrossRef]

8. Zhong W, Cruickshanks KJ, Schubert CR, Nieto FJ, Huang GH, Klein BE, Klein R.
Obesity and depression symptoms in the Beaver Dam Offspring Study popula-
tion. Depress Anxiety 2010; 27:846-851. [CrossRef]

9. Roberts ER Kaplan GA, Shema S}, Strawbridge W/. Are the obese at greater risk
for depression? Am | Epidemiol 2000; 152:163-170. [CrossRef]

10.  Sullivan PW, Ghushchyan VH, Ben Joseph R. The impact of obesity on diabe-
tes, hyperlipidemia and hypertension in the United States. Qual Life Res 2008;
17:1063-1071. [CrossRef]

I'l. Sach TH, Barton GR, Doherty M, Muir KR, Jenkinson C, Avery AJ. The relationship
between body mass index and health-related quality of life: comparing the EQ-5D,
EuroQol VAS and SF-6D. Int ] Obes (Lond) 2007; 31:189-196. [CrossRef]

12, JiaH, Lubetkin El. The impact of obesity on health-related quality-of-life in the gen-
eral adult US population. ] Public Health (Oxf) 2005; 27:156-164. [CrossRef]

I3. Fontaine KR, Barofsky I. Obesity and health-related quality of life. Obes Rev
2001;2:173-182. [CrossRef]

[4.  Carpiniello B, Pinna F, Pillai G, Nonnoi V, Pisano E, Corrias S, Orrtt MG, Orru W,
Velluzzi F, Loviselli A. Psychiatric comorbidity and quality of life in obese patients. Re-
sults from a case-control study. Int ] Psychiatry Med 2009; 39:63-78. [CrossRef]

I5. Tezcan B. Obez bireylerde benlik saygisi, beden algisi ve travmatik ge¢mis
yasantilar, Uzmanlik Tezi, istanbul 2009.

16.  Fisher M, Pastore D, Schneider M, Pegler C, Napolitano B. Eating attitudes in
urban and suburban adolescents. Int | Eat Disord 1994; 16:67-74.

I7. Gortmaker SL, Must A, Perrin JM, Sobol AM, Dietz WH. Social and economic
consequences of overweight in adolescence and young adulthood. N Engl | Med
1993;329:1008-1012. [CrossRef]

18. Teixeira PJ, Houtkooper LB, Metcalfe LL, Cussler EC, Metcalfe LL; Blew RM, Sar-
dinha LB, Lehman TG. Exercise motivation, eating, and body image variables as pre-
dictors of weight control. Med Sci Sports Exerc 2006; 38:179-188. [CrossRef]

19.  Dalle Grave R, Corica F Di Domizio S, Marchesini G, QUOVADIS study group.
Psychological variables associated with weight loss in obese patients seeking treat-
ment at medical centers. ] Am Diet Assoc 2009; 109:2010-2016. [CrossRef]

20.  Colles SL, Dixon JB, O'Brien PE. Loss of control is central to psychological disturbance
associated with binge eating disorder: Obesity 2008; 16:608-6 14. [CrossRef]

21, Calugi S, Dalle Grave R, Marchesini G. Night eating syndrome in class II-lll obesity:
metabolic and psychopathological features. Int ] Obes (Lond) 2009; 33:899-904.
[CrossRef]

22.  Hamilton MA. Rating scale for depression. | Neurol Neurosurg Psychiatry 1960;
23:56-62. [CrossRef]

23.  Akdemir A, Tirkgapar MH, Orsel SD, Demirergi N, Dag |, Ozbay MH. Reliabil-
ity and validity of the Turkish version of the Hamilton Depression Rating Scale.
Compr Psychiatry 2001; 42:161-165. [CrossRef]

24.  Hamilton M. The assessment of anxiety states by rating. Br | Med Psychol 1959;
32:50-55. [CrossRef]

25, Yazia MK, Demir B, Tanriverdi N, Karaagaoglu E, Yolag P Hamilton anksiyete
degerlendirme 6lgegi, degerlendiriciler arasi glivenirlik ve gegerlik calismasi. Ttrk
Psikiyatri Dergisi 1998; 9:114-117.

45


http://dx.doi.org/10.1053/beem.2002.0228
http://dx.doi.org/10.1136/bmj.1.6000.7
http://dx.doi.org/10.1093/aje/kwg275
http://dx.doi.org/10.1001/archpsyc.63.7.824
http://dx.doi.org/10.1016/j.pec.2005.06.016
http://dx.doi.org/10.1016/j.genhosppsych.2007.09.001
http://dx.doi.org/10.1002/da.20666
http://dx.doi.org/10.1093/aje/152.2.163
http://dx.doi.org/10.1007/s11136-008-9385-7
http://dx.doi.org/10.1038/sj.ijo.0803365
http://dx.doi.org/10.1093/pubmed/fdi025
http://dx.doi.org/10.1046/j.1467-789x.2001.00032.x
http://dx.doi.org/10.2190/PM.39.1.e
http://dx.doi.org/10.1002/1098-108X(199407)16:1<67::AID-EAT2260160107>3.0.CO;2-I
http://dx.doi.org/10.1056/NEJM199309303291406
http://dx.doi.org/10.1249/01.mss.0000180906.10445.8d
http://dx.doi.org/10.1016/j.jada.2009.09.011
http://dx.doi.org/10.1038/oby.2007.99
http://dx.doi.org/10.1038/ijo.2009.105
http://dx.doi.org/10.1136/jnnp.23.1.56
http://dx.doi.org/10.1053/comp.2001.19756
http://dx.doi.org/10.1111/j.2044-8341.1959.tb00467.x

46

Degirmenci et al. Psychological Symptoms and Effects of Obesity

26.

27.

28.

29.

30.

31

32

33

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

Eser E, Fidaner H, Fidaner C, Eser SY, Elbi H, Gker E. Yasam kalitesinin Slgtlmesi,
WHOQOL-100 ve WHOQOL-Brief. 3P Dergisi 1999; 7:5-13.

Coopersmith S. A method for determining types of self-esteem. ] Abnorm Psy-
chol 1959; 59:87-94. [CrossRef]

Piskin M. Tiirk ve Ingiliz lise 6grencilerinin benlik saygisi yéniinden karsilastirimasi
ulusal psikolojik danisma ve rehberlik kongresi kitabl. Adana: Cukurova Universi-
tesi Yayini 1997; 3:21-35.

lkizoglu M. Demokeratik ve otariter ana-baba tutumlarinin lise son sinif érgencile-
rinin benlik saygisi (izerine etkisi. Hacettepe Universitesi Sosyal Bilimler Enstitiisii
Yiksek Lisans Tezi. Ankara, 1993.

Garner DM, Garfinkel PE. The Eating Attitudes Test: an index of the symptoms
of anorexia nervosa. Psychol Med 1979; 9:273-279. [CrossRef]

Savasir |, Erol N. Yeme tutum testi: Anoreksia nervoza belirtileri indeksi. Psikoloji
Dergisi 1989; 7:19-25.

Black DWV, Goldstein RB, Mason EE. Prevalence of mental disorder in 88 morbidly
obese bariatric clinic patients. Am ] Psychiatry 1992; 149:227-234. [CrossRef]
Britz B, Siegfried W, Ziegler A, Lamertz C, Herpertz-Dahlmann BM, Rem-
schmidt H, Wittchen HU, Hebebrand J. Rates of psychiatric disorders in a clin-
ical study group of adolescents with extreme obesity and in obese adolescents
ascertained via a population based study. Int ] Obes Relat Metab Disord 2000;
24:1707-1714. [CrossRef]

Carpiniello B, Pinna F, Pillai G, Nonnoi V, Pisano E, Corrias S, Orrt MG, Orru W,
Velluzzi F, Loviselli A. Obesity and psychopathology. A study of psychiatric comor-
bidity among patients attending a specialist obesity unit. Epidemiol Psichiatr Soc
2009; 18:119-27.

Baumeister H, Harter M. Mental disorders in patients with obesity in comparison
with healthy probands. Int ] Obes (Lond) 2007; 31:1 155-1164. [CrossRef]
Scott KM, McGee MA, Wells JE, Oakley Browne MA. Obesity and mental disorders
in the adutt general population. ] Psychosom Res 2008; 64:97-105. [CrossRef]
Greenberg |, Perna F Kaplan M, Sullivan MA. Behavioral and psychological factors
in the assessment and treatment of obesity surgery patients. Obesity Res 2005;
13:244-249. [CrossRef]

Dong C, Sanhez LE, Price RA. Relationship of obesity to depression: a fami-
ly-based study. Int | Obes Relat Metab Disord 2004; 28:790-795. [CrossRef]
Rosmond R. Obesity and depression:same disease, different names? Med Hy-
potheses 2004; 62:976-979. [CrossRef]

Ashmore JA, Friedman KE, Reichmann SK; Musante GJ. Weight-based stigma-
tization, psychological distress, & binge eating behavior among obese treat-
ment-seeking adults. Eat Behav 2008; 9:203-209. [CrossRef]

Hubbert H, Feinleb M, Mc Namara P, Castelli WP Obesity as an independent
risk factor for cardiovascular disease: a 26 year follow-up of participants in the
Framingham study. Circulation 1983; 67:968. [CrossRef]

Myres A, Rozen JC. Obesity stigmatization and coping: relation to mental
heafthsymptoms, bodyimage, and self-esteem. Int | Obes Relat Metab Disord
1999;23:221-230. [CrossRef]

Jorm AF, Korten AE, Christensen H, Jacomb PA, Rodgers B, Parlslow RA. Associ-
ation of obesity with anxiety, depression and emotional well-being: a community
survey. Aust N Z | Public Health 2003; 27:434-440. [CrossRef]

Chen Y, Jiang Y, Mao Y. Association between obesity and depression in Canadi-
ans. ] Womens Health (Larchmt) 2009; 18:1687-1692. [CrossRef]

Keddie AM. Associations between severe obesity and depression: results from
the National Health and Nutrition Examination Survey, 2005-2006. Prev Chron-
ic Dis 201 I; 8:A57.

46.

47.

48.

49.

50.

52.

53.

54.

55.

56.

57.

58.

59.

60.

6l.

62.

63.

64.

65.
66.

Arch Neuropsychiatr 2015; 52: 42-6

Pan A, Sun Q, Czernichow S, Kivimaki M, Okereke OL, Lucas M, manson JE,
Ascherio A, Hu FB. Bidirectional association between depression and obesity in
middle-aged and older women. Int ] Obes 2012; 36:595-602. [CrossRef]
Ma J, Xiao L. Obesity and depression in US women: results from the 2005-2006
National Healfth and Nutritional Examination Survey. Obesity (Silver Spring)
2010; 18:347-353. [CrossRef]

Carpenter KM, Hasin DS, Allison DB, Faith MS. Relationships between obesity and
DSM-IV major depressive disorder; suicide ideation, and suicide attempts: results
from a general population study. Am J Public Heatth 2000; 90:251-257. [CrossRef]
Davis EM, Rovi S, Johnson MS. Mental health, family function and obesity in Afri-
can-American women. | Natl Med Assoc 2005; 97:478-482.

Lean MEJ, Han TS, Seidell JC. Impairment of health and quality of life using
new US fedaral guidelines for the identification of obesity. Arch Int Med 1999;
159:837-843. [CrossRef]

Fontaine KR, Barofsky |, Cheskin L. Predictors of quality of life for obeze persons.
Nerv Men Dis 1997; 185:120-122. [CrossRef]

Dixon JB, Dixon ME, O'Brien PE. Depression in association with severe obesity:
changes with weight loss. Arch Intern Med 2003; 163:2058-2065. [CrossRef]
De Zwaan M, Mitchell JE, Howell LM, Monson N, Swan-Kremeier L, Roerig JL,
Kolotkin RL, Crosby RD. Two measures of health-related quality of life in morbid
obesity. Obes Res 2002; 10:1 143-1151. [CrossRef]

Wang R, Wu M), Ma XQ, Zhao YF, Yan YF, Gao QB, He J. Body mass index and
health-related quality of life in adults: a population based study in five cities of
China. Eur ] Public Health 2012; 22:497-502. [CrossRef]

Kaukua JK, Pekkarinen TA, Sane T, Mustajoki P Health-related quality of life in obese
outpatients losing weight with very-low-energy diet and behaviour modification--a 2-y
follow-up study. Int ] Obes Relat Metab Disord 2003; 27:1233-1241. [CrossRef]
Kaukua JK, Pekkarinen TA, Rissanen AM, Mustajoki P Health-related quality of life
in a randomised placebo-controlled trial of sibutramine in obese patients with
type Il diabetes. Int ] Obes relat Metab Disord 2004; 28:600-605. [CrossRef]
Offer D, Ostrov E, Howard Ki. Patterns of Adolescent selfimage. Jossey- Bass Inc.,
San Francisco 1984.

Stunkard AJ, Wadden TA. Psychological aspects of severe obesity. Am | Clin Nutr
1992; 5:524-532.

Yanovski SZ, Nelson JE, Dubbert BK, Spitzer RL. Association of binge eating
disorder and psychiatric comorbidity in obese subjects. Am | Psychiatry 1993;
150:1472-1479.

Brownell KD, Wadden TA. Obesity. Psychological factors affecting medical con-
ditions. Comprehensive Textbook of Psychiatry, Seventh Edition. BJ Sadock, VA
Sadock (Eds). Lippincott Williams and Wilkins, Baftimore, 2000:1787-1797.
Kensinger GJ, Murtaugh MA, Reichmann SK, Tangney CC. Psychological symp-
toms are greater among weight cycling women with severe binge eating behavior.
J Am Diet Assoc 1998; 98:863-868. [CrossRef]

Erol A, Toprak G, Yazici F: Universite &grencisi kadinlarda yeme bozuklugu ve genel
psikolojik belirtileri yordayan etkenler. Turk Psikiyatri Dergisi 2002; 13:48-57.
Wilson CP. Personality Structure and psychoanalitic treatment of obesity, Ed:Wil-
son CRHogan CC, Mintz I, Psychodynamic technique in the treatment of the
eatig disorders, Northvale, New Jersey, London, 1992:81-95.

Saygl F. Obezite Komplikasyonlari, Ed: Yilmaz C, Obezite ve Tedavisi. Istanbul,
Mart Matbaacilik; 1999.

Aslan SH, Unal M. Tikinircasina yeme bozuklugu. Psycho Med 1995; 4:145-149.
Deveci A, Demet MM, Ozmen B, Ozmen E, Hekimsoy Z. Obez hastalarda psiko-
patoloji, aleksitimi ve benlik saygisi. Anadolu Psikiyatri Dergisi 2005; 6:84-91.


http://dx.doi.org/10.1037/h0048001
http://dx.doi.org/10.1017/S0033291700030762
http://dx.doi.org/10.1176/ajp.149.2.227
http://dx.doi.org/10.1038/sj.ijo.0801449
http://dx.doi.org/10.1038/sj.ijo.0803556
http://dx.doi.org/10.1016/j.jpsychores.2007.09.006
http://dx.doi.org/10.1038/oby.2005.33
http://dx.doi.org/10.1038/sj.ijo.0802626
http://dx.doi.org/10.1016/j.mehy.2003.12.030
http://dx.doi.org/10.1016/j.eatbeh.2007.09.006
http://dx.doi.org/10.1161/01.CIR.67.5.968
http://dx.doi.org/10.1038/sj.ijo.0800765
http://dx.doi.org/10.1111/j.1467-842X.2003.tb00423.x
http://dx.doi.org/10.1089/jwh.2008.1175
http://dx.doi.org/10.1038/ijo.2011.111
http://dx.doi.org/10.1038/oby.2009.213
http://dx.doi.org/10.2105/AJPH.90.2.251
http://dx.doi.org/10.1001/archinte.159.8.837
http://dx.doi.org/10.1097/00005053-199702000-0001
http://dx.doi.org/10.1001/archinte.163.17.2058
http://dx.doi.org/10.1038/oby.2002.155
http://dx.doi.org/10.1093/eurpub/ckr080
http://dx.doi.org/10.1038/sj.ijo.0802366
http://dx.doi.org/10.1038/sj.ijo.0802591
http://dx.doi.org/10.1016/S0002-8223(98)00199-0



