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ABSTRACT

THE RELATIONS AMONG ATTACHMENT STYLES, EMOTION
REGULATION STRATEGIES, DEATH ATTITUDES, AND HEALTH
PROMOTING BEHAVIORS: EXTREME SPORTS PARTICIPANTS VS. NON-
PARTICIPANTS

Bekaroglu, Ece
Ph.D., Department of Psychology

Supervisor : Dog. Dr. Ozlem Bozo

September 2015, 160 pages

The purpose of the present study was to investigate the relations among attachment
styles, emotion regulation strategies, death attitudes, and their possible effects on
health promoting behaviors among those who participate versus do not participate
in extreme sports. Data of the study included 109 extreme sport participants and 202
participants who do not engage in extreme sport activities. Multiple mediation
analyses were conducted in order to examine paths among attachment styles,
emotion regulation strategies, death attitudes, and health promoting behaviors.
Different non-adaptive emotion regulation strategies mediated insecure attachment
styles—health promoting behaviors relation in two groups of the current study. In
extreme sport sample, lack of awareness about emotions and lack of goals while
dealing with negative emotions mediated anxious attachment style—health
promoting behaviors relation, and lack of goals while dealing with negative
emotions mediated avoidant attachment style—health promoting behaviors relation.

In participants who do not engage in extreme sport activities, lack of clarity about
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emotions mediated anxious attachment style—health promoting behaviors relation.
Similarly, different death attitudes mediated insecure attachment styles—health
promoting behaviors relation in two groups. In extreme sport sample, approach
acceptance of death mediated insecure attachment styles—health promoting
behaviors relation, whereas in participants who do not engage in extreme sport
activities, escape acceptance of death mediated avoidant attachment—health
promoting behaviors relation. Findings and their implications, as well as the

strengths and limitations of the study, were discussed in the light of the literature.

Keywords: Attachment, Emotion Regulation, Death Attitudes, Health Promoting

Behaviors
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BAGLANMA STILLERI, DUYGU REGULASYON STRATEJILERI, OLUM
TUTUMLARI VE SAGLIK DAVRANISLARI ARASINDAKI ILISKI:
EKSTREM SPOR YAPAN VE YAPMAYAN KATILIMCILAR

Bekaroglu, Ece
Ph.D., Psikoloji Boliimii

Tez Yoneticisi : Dog. Dr. Ozlem Bozo

Eyliil 2015, 160 sayfa

Bu calismanin amaci baglanma stillerinin, duygu regiilasyon stratejilerinin ve dliim
tutumlarinin saglik davranislart {izerindeki olas1 etkilerini ekstrem spor yapan ve
yapmayan kisilerde incelemektir. Calismanin verileri 109 ekstrem spor yapan
katillmcr ile 202 ekstrem spor yapmayan katilimciyr igermektedir. Baglanma
stillerinin, duygu regiilasyon stratejilerinin, Olim tutumlarinin  ve saghk
davraniglarinin iliskilerini belirlemek i¢in ¢oklu araci degisken analizi yapilmistir.
Glivensiz baglanma—saglik davranislar1 arasindaki iliskiye iki grupta farkli adaptif
olmayan duygu regiilasyon stratejileri aracilik etmistir. Ekstrem spor grubunda,
duygularin farkinda olmama ve olumsuz duygularla bas ederken hedeflerin
olmamas1 kaygili baglanma—saglik davranislari iligkisine aracilik etmistir; ayrica
olumsuz duygularla bas ederken hedeflerin olmamasi kagingan baglanma—saglik
davraniglart iliskisine de aracilik etmistir. Ekstrem spor yapmayan katilimcilarda,
duygularin net olmamasi kaygili baglanma—saglhk davranislar iligkisine aracilik

etmistir. Benzer sekilde, farkli 6liim tutumlar iki grupta giivensiz baglanma—saglik
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davraniglar1 iliskisine aracilik etmistir. Ekstrem spor grubunda, 6liime yaklasan
kabul giivensiz baglanma stilleri—saglik davraniglari iliskisine aracilik ederken,
ekstrem spor aktivitelerinde bulunmayan kisilerde, 6liime kagis kabulii kagingan
baglanma—saglik davraniglar iliskisine aracilik etmistir. Sonuglar ve ¢ikarimlari,

ayni zamanda ¢alismanin gii¢lii ve zayif yonleri literatiir 1s1g81nda tartisilmistir.

Anahtar Kelimeler: Baglanma, Duygu Regiilasyonu, Oliim Tutumu, Saglik
Gelistirici Davraniglar
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CHAPTER 1

INTRODUCTION

In the past, the leading cause of death was infectious diseases such as tuberculosis,
diarrhea, and pneumonia; however, since 1900, it was changed to chronic diseases
such as heart disease, cancer, and diabetes (Brannon & Feist, 2007). Nowadays, the
leading cause of mortality, 60% of the deaths, were found to be the result of the
chronic diseases such as heart disease, cancer, chronic respiratory diseases,
diabetes, and stroke all around the world (World Health Organization, 2015). Since
chronic diseases were strongly related with unhealthy lifestyles and behaviors,
people can use health promoting behaviors to be protected from chronic diseases
(Brannon & Feist, 2007).

1.1 Health Promoting Behaviors

Health promoting behaviors were defined as activities that help to reach the actual
human potential by enhancing wellness and health in order to maintain the integrity
of individual in different environmental conditions (Pender, Murdaugh, & Parsons,
2006). Health promoting behaviors have a multidimensional structure and they
include self- actualization, health responsibility, exercise, good nutrition,
interpersonal support, and stress management (Walker, 1987). Some of the health
promoting behaviors are having regular medical check-up, teeth cleaning within a
year, brushing teeth twice a day, taking vitamin or mineral supplements, eating
breakfast habitually, eating three meals a day, doing exercise, and having good
hygiene (Scharfe & Eldredge, 2001). Coronary heart disease is one of the leading
causes of death and it is strongly related with smoking, inactive lifestyle, and
unhealthy diet. In order to reduce the risk of coronary heart disease, people can stop

smoking, eat healthy and low cholesterol diet, do exercise regularly, and take
1



medical treatment. Thus, as mentioned before, by performing health promoting

behaviors we can protect ourselves from chronic conditions.

Even though there has been an increase in awareness about healthy behaviors and
lifestyles, people varied in terms of their adherence to health promoting activities
and engagement in health risk behaviors (Fardy et al., 1995). Health risk behaviors
were defined as individual actions that raise the risks of injuries and diseases
(Steptoe & Wardle, 2004). Examples of health risk behaviors include smoking,
drinking alcohol, using illegal drugs, driving without a seatbelt, consuming fast
food, and being underweight or overweight (Scharfe & Eldredge, 2001). Since the
characteristics of individuals have a central role in both health promoting behaviors
and health risk behaviors, researchers studied several psychological variables in
different groups in order to determine the variability of these behaviors in different

populations.
1.2 Attachment

One of the psychological variables that were found to be related with health
promoting behaviors was attachment styles of people. Attachment was described as
a consistent and persistent bond that developed in the relationship between the child
and the caregiver. Therefore, the child seeks the proximity of the caregiver
especially in the times of stress (Thompson, 2002). According to Bowlby, all the
infants are predisposed to develop this proximity or selective bond with their
caregiver figure (1958, 1969, 1973, 1980). Moreover, these bonds are essential for
the internal working models or mental representations related to self, world, and the
relation of self with world in order to enhance psychological and social
development in future years. For instance, if the caregiver is responsive and
supportive to the needs of the child, an internal working model of attachment
security was developed. But, if the caregiver is not responsive or available, child
may develop secondary attachment strategies which were hyperactivation (clinging
behavior, being coercive, and anxious), and deactivation (being distant to other

people, suppressing emotions, and avoidance). This critical attachment system was
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important not only to obtain proximity from attachment figure but also to explore

environment with the help of caregiver’s secure base.

Ainsworth and her colleagues developed “Strange Situation Experiment” in order to
observe these exploration behaviors of 12-18 month-old children when they were
separated from their primary attachment figure, left with the experimenter who was
a stranger, and then met their primary significant attachment figure again
(Ainsworth & Bell, 1970). After this process, they classified the children in three
categories of attachment; namely, secure, anxious/ambivalent, and avoidant. When
the attachment figure was not in the room, secure children explored the
environment, communicated with the experimenter; also whenever the figure came
to the room, they showed happiness and shared their exploration experiences with
that figure. However; anxious/ambivalent children became anxious, communicated
with the experimenter limitedly, were unwilling to explore the environment, also
not able to relax when the attachment figure came again. Moreover, avoidant
children were not affected seriously when they were separated from primary
attachment figure, did not communicate with the experimenter, and did not show

any interest for the return of their attachment figure.

The lifelong stability of these three attachment styles was studied by Hazan and
Shaver (1987) for intimate relationships and they found that experiences in
romantic relationships were steady with participants’ childhood attachment styles
by their internal working models. Researchers repeated these results by indicating
that attachment style in the early childhood years continues in adolescence and adult
years, in which the attachment figure has changed from caregiver to close
significant others such as romantic partner (Bowlby, 1979; Weiss, 1982). Similar to
the children, adults who were stressful may seek their romantic partner, the new
attachment figure, in order to regulate their emotional well-being, obtain comfort,

support, and care (Collins & Feeney, 2010).

Bartholomew and Horowitz (1991) developed an adult attachment scale by

integrating both Bowlby’s internal working model (self and others) and Ainsworth’s

3



two attachment dimensions (anxious and avoidant). They indicated that
combinations of these two dimensions resulted in four different attachment patterns.
Accordingly, secure people have positive internal working models for both others
and themselves, low on both anxiety and avoidance dimensions. Preoccupied
individuals have positive models for others but negative models for themselves, low
on avoidance but high on anxiety. Dismissing people have negative working models
for others but positive models for themselves, in other words high avoidance but
low anxiety. Lastly, fearful individuals have negative internal working models both

for themselves and others, high in avoidance and high in anxiety.

In the literature, it was revealed that secure individuals who are in a relationship
engage in health promoting behaviors and talk about their symptoms, whereas
insecure attachment style is related with more risks and fewer health promoting
behaviors (Pietromonaco, Uchino, & Schetter, 2013; Savada, Busseri, Molnar,
Perrier, & DeCourville, 2009; Scharfe & Eldredge, 2001) such as substance abuse,
risky sexual behavior non-adherence to medical treatment, poorer diet, poorer body
image, less exercise, and not talking about their symptoms in both adolescents
(Cooper, Shaver, & Collins, 1998) and young adults (Feeney, Peterson, Gallois, &
Terry, 2000). Specifically, anxious/ambivalent individuals reported their symptoms
in a ruminative way, and their health care utilization rates were higher than other
attachment styles. These individuals were also more likely to have sexually
transmitted diseases, unexpected pregnancies, substance abuse related disorders,
lack of fitness and exercise. On the other hand, avoidant individuals were reluctant
to seek medical help for their complaints, because they had trouble in trusting
professional health care providers. Therefore; they delayed or missed their
appointments and showed poor adherence to their medical regimens. Avoidant
attachment style individuals did also display some unhealthy behaviors such as
smoking, cocaine use, alcohol abuse, high calorie intake, and lack of seatbelt use
(Ahrens, Ciecharowski, & Katan, 2012; Feeney & Ryan, 1994). Similarly, in
Paredes, Ferreira, and Pereira’s study (2014), attachment styles and health care

utilization, eating habits, and exercise were indicated to be related. For instance,
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insecure attachment styles namely anxious and avoidance dimensions were linked

to risky sexual behavior and smoking.

In brief, attachment, a consistent bond that develops in the relationship between the
child and caregiver, was found to be related with health promoting behaviors of the
individuals. While secure attachment style is related with health promoting
behaviors and talking about symptoms; insecure attachment style is related with
health compromising behaviors such as substance abuse, risky sexual behaviors,
non-adherence to medical treatment, not talking about symptoms, less exercise,

poorer diet, and poorer body image.
1.3 Emotion Regulation

Emotion regulation strategies of individuals were also found to be related with the
health promoting behaviors. Emotion regulation was defined as individual
differences in terms of frequency, intensity and duration of emotions (Oatley,
Keltner, & Jenkins, 2006). According to Thompson (1994), emotion regulation
processes include extrinsic and intrinsic sources in order to monitor, evaluate and
modify emotional responses for accomplishing goals. Cassidy (1994) used emotion
regulation for the adjustment or the balance of emotions. Another emotion
regulation definition suggested that it refers to modification of emotional reactions
and coping strategies in order to regulate the frequency, intensity and duration of
the emotional experience (Gross, 2002). Healthy emotion regulation was described
as the arrangement of the affect experiences instead of suppressing or removing
distressing emotions (Ruganci, 2008). Moreover, Gratz and Roemer (2004) defined
difficulties of emotion regulation in terms of constructs such as clarity about the
emotions, lack of awareness and understanding of emotions, impulsiveness in the
control of behavior while dealing with difficult emotions, nonacceptance of
negative emotions, limited use of healthy emotion regulation strategies to regulate
emotions, and difficulties in accomplishing goals while experiencing negative
emotions. In sum, emotion regulation strategies were conceptualized by different

researchers in terms of modulation of emotional arousal, awareness,
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comprehension, and acceptance of emotions; and also as the ability to behave

appropriately regardless of the difficulties of the emotional state.

Healthy emotional regulation was indicated as activation of healthy behavioral self-
regulation; hence, better emotion regulation strategies may encourage health
promoting behaviors, which influence mortality and morbidity (Aldwin, Park,
Jeong, & Nath, 2014). Difficulties in emotion regulation strategies were indicated to
have an effect on health behaviors by impairments in symptom recognition,
difficulties in communicating about health problems, delay of health related help
seeking behavior, adherence to diet regimens, making screening, doing exercise,
using effective coping strategies, and seeking social support (DeSteno, Gross, &
Kubzansky, 2013). In terms of emotions, happiness was related with safe sex
practices; whereas, difficulties in regulating fear of one’s disease may lead an
individual to think that treatment regimens would be unsuccessful (DeSteno, Gross,
& Kubzansky, 2013).

Individuals’ emotional states may also affect their eating behaviors; people were
found to eat in order to decrease an unpleasant feeling most of the time
(Barthomeuf, Droit-Volet, & Rousset, 2009). In Isasi, Ostrovsky, and Wills’s study
(2013), there was a positive relationship between effective emotion regulation
strategies and healthy weight related behaviors such as intake of fruits or vegetables
and engagement in greater physical activity. However, difficulties in emotion
regulation were related with unhealthy lifestyle behaviors such as consuming higher
amounts of fast food and inactivity in daily life. Keenan (2013) also emphasized
that difficulty in regulating emotions are more likely to be related with eating
disorder behaviors. Moreover, it was found that smokers have significantly poorer
emotion regulation skills and rely on less effective emotion regulation strategies,

such as suppression, compared to nonsmokers.

Inefficacy to manage emotions may result in psychological and physical struggle
that can appear as a stress. Stress brings a physiological change which increases the

vulnerability for disease over time. Pennebaker (1993, 1995) found that emotion
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inhibition increases stress and ruminative thoughts; then, inhibition causes
cumulative stress in both body and mind, which resulted in vulnerability to stress
relevant diseases. It was concluded that positive emotional functioning is important
not only to relate to nonexistence of emotional distress but also physical health by
enhancing our ability to meet demands of the environment. The relevant literature
suggested that one of the effective emotion regulation strategies known as
emotional disclosure ability, such as discussing verbally or writing emotions, have
favorable effects on health outcomes (Consedine, Magai, & Bonanno, 2002;
Appleton & Kubzansky, 2014). Specifically, patients who experienced their first
myocardial infarction and wrote their emotions were found to use less medication
and had significantly lower blood pressure, fewer cardiological symptoms, and
fewer medical appointments than control group (Willmott, Harris, Gellaitry,
Cooper, & Horne, 2011). In addition to the relation of emotion regulation strategies
with cardiovascular diseases, cancer was also suggested to be related with one of
emotional regulation difficulties known as alexithymia or failure to express
emotions (Temoshok, 1987).

When the background of emotion regulation strategies was investigated in early
years of life, emotional expressions were included as crying, physical aggression,
and temper tantrums in order to regulate their emotions without the help of
language (Tremblay, 2004). The development of emotions and emotion regulation
strategies are one of the consequences of parental interventions. Parents were
indicated as the external emotion regulators of their children, they can sooth
children’s distress, support against emotional challenges, and help the evolution of
self-regulatory processes (Thompson, 1994). In other words, emotion regulation is
encouraged by the caregiver, and then the child internalizes these strategies
gradually in order to calm himself/herself or to foster different interpretations

regarding daily events (Cicchetti, Ganiban, & Barnett, 1991).

The bond between the child and the caregiver can affect not only the attachment
style but also emotion regulation strategies of the child in the upcoming years

(Fraley & Shaver, 1997; Mikulincer, Shaver, & Pereg, 2003; Shaver & Mikulincer,
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2002). Bowlby (1973) pointed out that discontinuance of the attachment security is
a risk factor for psychological and emotional problems in later years. Secondary
attachment strategies that were initially adaptive in family environment can be
dysfunctional in later relationships, since these strategies encouraged the activation

or suppression of negative emotions (Shaver & Mikulincer, 2002).

It was indicated that while people were thinking about their upsetting memories,
activation of the mental representation of their attachment figures enhanced
emotional recovery, especially in securely attached individuals (Selguk, Zayas,
Glinaydin, Hazan, & Kross, 2012). In their childhood, securely attached individuals
approach their primary attachment figure in order to reduce their distressing
emotions; thus, they learned to calm themselves with their internalized primary
attachment figures (as cited in Ruganci, 2008). Securely attached individuals do not
repress or suppress their negative emotions; rather, they actively use healthy
emotion regulation strategies such as awareness of their emotions, problem solving,
seeking social support, and access to distressing memories without devastation
(Mikulincer & Orbach, 1995).

Avoidant people try to regulate their emotional state by inhibiting their emotions
that are contradictory to their deactivated attachment style. Especially, the emotions
that are relevant with the threat or vulnerability (e.g., fear, anger, shame, guilt,
sadness, and anxiety) are affected by these inhibitory processes. Due to their
inhibition or deactivation processes, avoidant people usually suppress their emotion
related memories or thoughts (Shaver & Mikulincer, 2014). Avoidant attachment
style was found to be related with becoming distant to the sources of their stress; in
other words, avoidant individuals try to avoid distressful emotions, events and
memories rather than actively coping with them (Dozier & Kobak, 1992;
Mikulincer, Shaver, & Pereg, 2003; Shaver & Mikulincer, 2002).

Anxiously attached individuals were observed as increasing their anxiety or distress
by ruminating negative events and emotions, using emotion focused coping style,

becoming sensitive to signals of separation, and thinking that he or she cannot
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overcome problems without other people’s support (Kobak & Sceery, 1988;
Mikulincer, Shaver, & Pereg, 2003; Mallinckrodt, 2000). Contrary to secure and
avoidant people, anxious people exaggerate threats and their vulnerability in order
to take their attachment figures’ attention, support, and care. They have pessimistic
beliefs about their capability in stress management, exaggerate the seriousness of
the threats, become sensitive to internal stress indicators, ruminate actual and
potential threats, and make self-harming decisions that direct them to failure
(Shaver & Mikulincer, 2014).

In sum; healthy emotion regulation strategies can encourage health promoting
behaviors, which in turn influence mortality and morbidity. Effective emotion
regulation strategies were indicated to have an effect on healthy diet regimens and
greater engagement in physical activity. However, difficulties in emotion regulation
are related with impairments in symptom recognition, difficulties in communicating
about health problems, delay in help seeking behavior related to health concerns,
seeking social support, making screening and adherence to treatment. In terms of
attachment styles, securely attached individuals use active and healthy emotion
regulation strategies such as awareness of emotions, problem solving strategies,
seeking social support and dealing with drastic memories without devastation.
However, avoidant people regulate their emotions by inhibition and deactivation of
emotions, becoming distant to the sources of distress; also anxious people try to
deal with difficult emotions by ruminate about negative events and emotions,
becoming sensitive to the signals of separation, and not trusting oneself to

overcome problems.
1.4 Death Attitude

Kiibler-Ross’ books (1969, 1981) had a pioneering role in the popularity of death
studies. Kiibler-Ross stated five emotional stages namely denial, anger, bargaining,
depression, and acceptance in the encounter with death. In the denial phase, a
temporary shock to very disturbing event “death” results in the formation of the

false imaginations of reality. When the individual realizes that denial was not
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helpful, frustration may result in anger expression and blaming others. Then a
bargaining phase begins between the individual, who encountered with death, and
God. Next, the individual becomes depressive with the realization of the certainty of
the death. In the last stage, the individual usually gives up struggling and accepts
the inevitable feature of death. Several criticism were raised against Kiibler-Ross’
stage theory of dying. For example, no evidence has been stated the movement from
one stage through another, the importance of the differences between individuals’
lives has been neglected, and the resources and characteristics of the social
environment have not been recognized (Kastenbaum, 1998). Also, the neglect of the
individual coping strategies were emphasized (Corr, 1993). In brief, the pioneering
study of Kiibler-Ross resulted in not only several criticisms but also a vast body of

research in the study of death.

One of the most widely studied concepts in death research was fear of death or
death anxiety, a universal construct. In an existential point of view, individuals try
to pursue a personal meaning in their lives, and death was an obstacle to matter of
meaning; however, finding a personal meaning for one’s life reduces fear of death
(Frankl, 2009). In other words, individuals who perceive their lives as meaningful
and fulfilling experience have less fear of death and more acceptance of death
(Lewis & Butler, 1974). In the literature, the reasons of fear of death was stated as
anxiety about loss of self and unknown feature of death, fear about suffering and
pain, concerns for left behind family members, lost opportunities for the reparation
in relationships, and inadequacy against death (Feifel & Branscomb, 1973; Fry,
1990; Wass, Berardo, & Neimeyer, 1988). It was stated that, rigid believers in after
life and no believers in religion or after life had less fear of death than people who
were uncertain about religion or death (Wong, Reker, & Gesser, 1993). Besides, to
diminish fear of death individuals may avoid thinking or talking about death
(Wong, Reker, & Gesser, 1993). Hence, death avoidance is used as a defense

mechanism in order to remove death related thoughts from consciousness.

Fear of death, death avoidance and death acceptance are related concepts;

nonetheless, they are not opposites of the each other, they co-exist in a tough
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harmony (Feifel, 1990). Death acceptance, the last stage of the Kiibler-Ross’ theory,
was defined as psychological preparation for the unavoidable and undeniable end of
the life. According to Wong, Reker, and Gesser (1993), death acceptance is related
with successful aging. In their studies with elderly people, they found that greater
number of older adults are not afraid of dying and want to talk about death
easefully. According to their conceptual analyses regarding death attitudes, they
identified three different types of death acceptance. First, neutral acceptance was
described as simply accepting death as an unchangeable fact of the end of life,
perceiving death without fear or welcome, trying to do best in the course of life.
Second, approach acceptance was identified as an attitude of happy after life that
can be rooted in religiosity. Religious people were found to believe in after life and
show more approach acceptance than other people. Third, if death was a welcomed
alternative for painful and anguished life, that attitude is considered as escape
acceptance. If an individual is suffering from life, death can be perceived as an
escape from problems of existence.

Death attitudes of individuals were found to be important in terms of the
enhancement of physical health and promotion of health promoting behaviors. Vail
et al. (2012) indicated that mortality awareness may motivate people to enhance
their physical health. Similarly, if death concerns are obvious, people display health
related behaviors since they acknowledge the strong relationship between their own
mortality and healthcare or medical treatment (Knight & Elfenbein, 1996). In other
words, people are motivated to engage in healthy behaviors especially when they
think that the health promoting behaviors weaken the link between the health risk
and death (Cooper, Goldenberg, & Arndt, 2010). Even though there were some
individual differences among people according to terror management theory,
conscious thoughts of death increase the intentions of using sunscreen (Routledge,
Arndt, & Goldenberg, 2004), doing fitness and exercise (Arndt, Schimel, &
Goldenberg, 2003), and reduce smoking intensity among smokers (Arndt et al.,
2011). Furthermore, Martin and Salovey (1996) reported that death acceptance has
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a positive relationship with physical exercise; and accepting death without a relief

or an escape acceptance is related with lower levels of drinking while driving.

Attachment styles of people were also found to be related with the individuals'
death attitudes. For instance, Mikulincer and colleagues (1990) indicated securely
attached individuals have lower levels of fear of death than people with anxious or
avoidant attachment. This finding can be discussed with Bowlby's studies
suggesting that secure individuals have lower levels of fear of danger than anxious
and avoidant individuals, because they do not feel helpless or alone due to their
secure attachment bonds. On the other hand, anxious attachment style was found to
be positively correlated with fear of death, since these people have some difficulties
in coping with the threat of personal death. Moreover, individuals with anxious
attachment style are sensitive to fear of rejection and being forgotten in their
relationships; therefore, they may be afraid of the loss of their social identity in
death. Interestingly; in a more recent study of Mikulincer and Florian (2000),
individuals with avoidant attachment displayed lower levels of fear of death. This
tendency of individuals with avoidant attachment may be related with their higher
use of repression and denial defense mechanisms in order to reduce emotional

expressions of fear of death.

In brief, mortality awareness and death acceptance are positively correlated with
enhancement of physical health, adherence to medical treatment, doing fitness and
exercise, and non-smoking behavior. On the other hand, death anxiety and death
fear are related with inadequate health care and irresponsibility regarding health
promoting behavior. In terms of attachment styles, secure individuals display lower
levels of death fear than anxious and avoidant individuals. Avoidant individuals
also show lower levels of death anxiety than anxious individuals since avoidant

attachment style is strongly related with repression and denial defense mechanisms.
1.5 Extreme Sports

In the health psychology literature besides health promoting behaviors, health risk

behaviors, which increase the risks of mortality and morbidity were also studied
12



(Rosal et al., 2011; Yusef, Giles, Croft, Anda, & Casper, 1998). These behaviors
include alcohol and tobacco consumption, physical inactivity, unhealthy dietary
habits, risky sexual practices, unintentional and intentional injuries, and poor health
practices (Eaton et al., 2010; van der Star & van den Berg, 2011). Health
psychology literature had an assumption that these health risk behaviors or
unhealthy behaviors can reflect the hidden problems or psychopathologies, since
health promoting behaviors are the rational choice (Willig, 2008).

People doing dangerous or extreme sports, which were defined as leisure activities
where the outcome of a mismanaged mistake or accident is injury or even death,
can be regarded as performing health risk behaviors (Brymer, 2005). Bennett,
Henson and Zhang (2002) preferred to use action sports for the term of extreme
sports and indicated that “Action sport is a label that is placed on sports that are not
mainstream or traditional and often include risk, danger, or unconventional rules
and/or techniques.” These sports are considered as lifestyle sports, because they
included both leisure time, physical exercise, and a kind of spiritual journey
(Puchan, 2004). Some of the extreme sport activities are BASE jumping (buildings,
antennae, span, earth), extreme skiing, big wave surfing, waterfall kayaking, high
level mountaineering, cave diving, 40 meter deep dive, ice climbing, kite surfing,
rallying, rafting, rock climbing, skydiving, and windsurfing (Celsi, Rose, & Leigh,
1993).

Although extreme sports rise in popularity in recent years, participation in this kind
of sports includes unpredictable environmental conditions and personal
performance variables that may be associated with unintentional injuries (Caine,
2012). According to Centers for Disease Control and Prevention, unintentional
injuries are the fourth leading cause of death with 130,557 deaths in United States
in 2013 (NCHS, 2015). In adolescence and adulthood years, the most common
source of unintentional deaths was found as sport-related injuries (Brannon & Feist,
2004). For instance, the injury rate in some extreme sports was calculated as 8.4
injuries per 1000 hours of exposure in snow kiting (Moroder, Runer, Hoffelner,

Frich, Resch, & Tauber, 2011), 1.79 injuries per 1000 hours of surfing (Furness et
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al., 2015), 4.2 injuries per 1000 hours of rock climbing (Klauser, Bodner,
Frauscher, Gabl, & Nedden, 1999), and 3 injuries per 1000 hours of snowboarding
(Made & Elmqvist, 2004).

In the traditional perspective, participation in extreme sports is related with risk
taking and adrenaline seeking. Participants are perceived as psychopathological for
their risk taking behavior and death wish (Brymer & Oades, 2009). However, it was
revealed that extreme sport participants have a positive psychological relation with
their environment, and they describe their extreme sport experiences as “being ‘at
one’ with the natural world” (Brymer, Downey, & Gray, 2009). Moreover,
participants display humility and courage, since they experience fear and risks of
death, and the awareness that nature is more powerful than human beings (Brymer
& Oades, 2009).

Although there was no research linking attachment styles of individuals with
extreme sport participation, individuals performing stressful sport exercises were
indicated to deal with strangeness and unfamiliarity in those sports activities in
accordance with their own attachment systems (Forrest, 2008). In Robinson and
Trail’s study (2005), it was stated that individuals can be attached to the sport
objects such as motorcycle in motorcycling racing; however, there has not been any
study indicating the possible link between the attachment styles of extreme sport

participants and their relationship with the sport object or risky environment.

It was indicated in Willig's (2008) study that extreme sport experience had a
paradoxical nature which combines opposite feelings and sensations such as
pleasure and pain, feeling safe and feeling at risk, feeling arousal and calmness at
the same time. These contradictory feelings may reflect a difficulty in emotion
regulation in extreme sport participants. Similarly, Woodman and colleagues (2008)
proposed that individuals engage in high risk sport or extreme sport activities in
order to regulate their difficulties in emotional reactions, rather than identifying and
expressing their emotions in a healthy way. Difficulty in identifying and expressing

emotions to other people is conceptualized as "alexithymia™ and it was found that
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high risk sports may help alexithymic people to regulate their emotions, specifically
their anxiety by experiencing a significant drop in their anxiety after extreme sport
activity. Also, engaging in emotion activating extreme sport activities was found to
be attractive for alexithymic individuals most of the time (Woodman, Hardy,
Barlow, & Le Scanff, 2010). On the contrary, in Brymer and Schweitzer's (2013)
study, extreme sport participants were found to be less anxious than general
population. Although they had a sense of fear and anxiety while doing extreme
sports, they encounter with these difficult emotions effectively by not avoiding but
accepting it. Some of the extreme sport participants explained that fear is an
essential element of survival, it keeps people alive. Moreover, the management of
fear in extreme sport environment was generalized by these participants to other
aspects of life such as facing with the fear of death or fear of uncertainty in daily
life (Brymer & Schweitzer, 2013). In terms of emotional stability, being able to
control one's emotions to remain calm and balanced, high risk sport athletes were
found to have more emotional stability than non-risk sport athletes and non-athletes
(Kajtna, Tusak, Baric, & Burnik, 2004).

In extreme sports, death is a possibility; however, most of the participants of
extreme sports indicated that they focused on the present moment rather than the
worst scenario (Willig, 2008). Griffith and Hart (2005) found that skydivers have
lower levels of death fear than non-skydivers on three dimensions namely death of
self, death of others, and dying of others. In terms of death acceptance, Griffith et
al. (2013) stated that skydivers had higher death acceptance scores than nursing
home residents, volunteer firefighters, and control group members. Similarly,
Brymer and Schweitzer (2013) found that most of the extreme sport participants
accepted the inevitable nature of death, and vulnerability of being human. However,
in most of the studies, occupations with death risk and death exposure such as
nurses (Meisenhelder, 1994), police officers and firefighters (Hunt, Lester, &
Ashton, 1983), and suicide intervention workers (Neimeyer & Dingemans, 1980)
are found have higher levels of fear of death or death anxiety scores.
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In sum, mismanaged mistake or accident in extreme sports can resulted in a serious
injury or even death. Thus, engagement in extreme sport activities can be regarded
as one of the health risk behaviors. Health psychology literature has an assumption
that health risk behaviors can be the result of hidden psychological problems or
even psychopathologies. Although extreme sport participants are perceived as
psychopathological for their risk taking behaviors in the traditional perspective, in
recent studies they were reported as having positive relationships with their
environment and display humility and courage in daily life. In terms of emotion
regulation strategies, extreme sport participants were found to be more alexithymic,
having difficulty in identifying and expressing emotions, than general population.
However, they cope with difficult emotions such as fear and anxiety in an effective
way. Moreover, there are complicated results for their fear of death and death

acceptance scores in the literature.
1.6 The Present Study

The purpose of the present study was to investigate the relationship among
attachment styles, emotion regulation strategies, death attitudes, and their possible
effects on health promoting behaviors among those who participate versus do not

participate in extreme sports.

Emotion
Regulation
Strategies

Health
Promoting
Behaviors

Attachment
Styles

Attachment
Styles

Death
Attitudes

Health
Promoting
Behaviors

Figure 1. The Proposed Models of the Study

Note . These two models will be tested in individuals who do and do not
participate in extreme sport activities
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Health promoting behaviors are individual activities and behaviors in order to
enhance wellness and health (Pender, Murdaugh, & Parsons, 2006). Some of the
health promoting behaviors are discussing health concerns, doing physical exercise,
eating fruits and vegetables, eating three times per day, doing relaxation exercises,
checking cholesterol levels, discussing personal concerns with others, and
expressing feelings (Walker, 1987). Although healthy behaviors and lifestyles has
been more emphasized nowadays, engagement in health risk behaviors such as
smoking, drinking alcohol, driving with alcohol, driving without a seatbelt, using
illegal drugs, and consuming fast food, is common (Scharfe & Eldredge, 2001).
Psychological variables, such as attachment styles, emotion regulation strategies,
and death attitudes, can be regarded as important determinants of health promoting

behaviors' and health risk behaviors' variability in different populations.

Attachment, which was defined as a consistent and persistent bond between the
child and caregiver relationship, is related with health promoting behaviors of the
individuals (Thompson, 2002). Securely attached individuals engage in health
promoting behaviors, however, insecurely attached individuals (anxious and
avoidant type of attachment) perform health risk behaviors (Pietromonaco, Uchino,
& Schetter, 2013) such as substance abuse, risky sexual behavior, poorer diet, non-
adherence to medical treatment, not doing physical exercise, and not discussing
health concerns (Cooper, Shaver, & Collins, 1998). Specifically, anxious
attachment style was found to be related with sexually transmitted diseases,
substance abuse, and lack of exercise; whereas, avoidant attachment style was
associated with non-adherence to medical treatment because of not trusting health
care providers, high calorie diet, and lack of seatbelt use while driving (Ahrens,
Ciecharowski, & Katan, 2012; Feeney & Ryan, 1994).

The bond between the child and the caregiver not only have an impact on
attachment styles of the individuals but also on the emotion regulation strategies in
the upcoming years. Emotion regulation was described as the modification of
emotional reactions and coping strategies in order to regulate the frequency,

intensity, and duration of the emotional experience (Gross, 2002). It was found in
17



the literature that healthy emotion regulation strategies encourage health promoting
behaviors by adhering to diet regimens, making screening, doing physical exercise,
using effective coping strategies, and seeking social support (DeSteno, Gross, &
Kubranzky, 2013). On the other hand, difficulties in emotion regulation may result
in stress exposure, which elevates vulnerability to stress relevant diseases such as
cardiovascular diseases (Appleton & Kubzansky, 2014; Boehm & Kubransky,
2012; Suls & Bunde, 2004) and cancer (Temoshok, 1987).

Besides attachment styles and emotion regulation strategies, death attitudes of the
individuals were also found to influence the enhancement of physical health and
improvement in health promoting behaviors. Although Vail and colleagues (2012)
found that higher levels of death anxiety and fear was related with lower levels of
health care behaviors, Bozo, Tunca, and Simsek (2009) indicated that people with
higher levels of death anxiety report more health promoting behaviors than people
who were in the control condition. Accepting death as an unchangeable fact of the
end of life has a significant relationship with higher levels of physical exercise and
lower levels of substance abuse (Martin & Salovey, 1996). Moreover, if people
think that the health promoting behaviors reduces the strength of the link between
health risk and death, they are motivated to engage in health promoting behaviors
(Cooper, Goldenberg, & Arndt, 2010).

In contrast to health promoting behaviors, health risk behaviors can reflect
psychopathology or a hidden problem according to health psychology literature and
some populations seem to be more related with unhealthy and risk taking behaviors.
For instance, people who did dangerous or extreme sports, leisure activities where
the outcome of a mismanaged mistake or accident may result in injury or death, are
regarded as health risk behaviors (Brymer, 2005). These sports are considered as
lifestyle sports, since they can include leisure time, physical exercise, and a kind of
spiritual journey (Puchan, 2004).

As mentioned above, the aim of the current study is to examine the relations among

attachment styles, emotion regulation strategies, death attitudes, and their possible
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effects on health promoting behaviors among those who participate versus do not
participate in extreme sports. This study is a pioneering in trying to provide an
insight into health promoting behaviors based on attachment styles, emotion
regulation strategies, and death attitudes of individuals. Moreover, it is a new
approach to analyze these measures based on the data obtained from participants
who are doing extreme sports, which are leisure activities related with health risk
behaviors. This study can also provide an insight regarding mentioned measures in
Turkish culture. For this purpose, several statistical analyses will be run. First, the
possible differences among the levels of demographic variables (extreme sport
participation, gender, education, income level, marital status, province,
psychological health status, and physical health status) in terms of study variables
(attachment styles, emotion regulation strategies, death attitudes, and health
promoting variables) will be examined. Second, correlation coefficients among the
study variables and the internal consistency coefficients of the measures will be
calculated. Third, multiple mediation analyses will be conducted in order to
examine paths among attachment styles, emotion regulation strategies, death
attitudes, and health promoting behaviors. Therefore, in the current study, eight

multiple mediation analyses will be conducted in eight different sets of analyses.

1.7 Research Questions and Hypotheses

1. Are there any significant relations among attachment styles, emotion regulation
strategies, death attitudes, and health promoting behaviors of the participants who

do and do not engage in extreme sport activities?

2. Do emotion regulation strategies and death attitudes mediate the relations
between attachment styles and health promoting behaviors?

2.a. Dimensions of the emotion regulation strategies were hypothesized to
mediate the relations between attachment styles and health promoting behaviors in

participants who engage in extreme sport activities.
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2.b. Dimensions of the emotion regulation strategies were hypothesized to
mediate the relations between attachment styles and health promoting behaviors in

participants who do not engage in extreme sport activities.

2.c. Dimensions of the death attitudes were hypothesized to mediate the
relations between attachment styles and health promoting behaviors in participants

who engage in extreme sport activities.

2.d. Dimensions of the death attitudes were hypothesized to mediate the
relations between attachment styles and health promoting behaviors in participants

who do not engage in extreme sport activities.
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CHAPTER 2

METHOD

2.1 Participants

This study consisted of 109 participants who were engaging in extreme sport
activities and 202 participants who were not engaging in any extreme sport
activities. Participants were recruited from different cities of Turkey via online

survey system called “Qualtrics: Online Survey Software & Insight Platform”.

Participants engaging in extreme sports were interested in different kinds of sports
(see Table 1). Of the 109 participants who were engaging in extreme sport
activities, there were 41 female participants (37.6 %) and 68 (62.4 %) male
participants with ages ranging between 18 and 40 (M = 27.7, SD = 6.2). While 77 of
the participants (70.64 %) were employed, 3 of them (2.75 %) were unemployed,
and the remaining 29 (26.61 %) participants were students In terms of marital
status, 91 of the participants (83.5 %) were married and 18 (16.5 %) of them were
single. While more than half of the participants (n = 68, % 62.4) were university
graduates, 32 of them (29.4%) were graduate school graduates, and only 9 of the
participants (8.3 %) graduated from high school, Majority of the participants (n =
88, 80.7 %) reported that they are in middle income level, whereas 8 of them (7.3
%) reported their income level as low and 13 of them (11.9%) as high. In terms of
residential status of the participants, most of them (n = 80, 73.4 %) were living in
metropolitan cities (e.g., Istanbul, Ankara, Izmir etc.), 24 of them (22 %) were
living in other cities, and only 4 of them (3.7 %) were living in small towns. Twenty
of the participants (18.3 %) stated that they had experienced at least one
psychological problem in their lives, whereas 89 of them (81.7 %) have not

experienced any psychological problems. In terms of their physical health history,
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23 of them (21.1 %) reported at least one physical health problem, while the rest of
them (n =85 of them, 78 %) had not experienced any physical health problem in
their lifespan (see Table 2).

There were 202 participants who were not engaging in any extreme sport activities.
Of these participants, 162 (80.2 %) were female and 40 (19.8 %) were male, whose
ages ranged between 18 and 40 (M = 24.8, SD = 4.75). Most of the participants, (n
= 158, 78.2 %) were single, while 43 participants (21.3 %) were married. More than
half of the participants (n = 122, 60.4 %) graduated from university, while 58
participants (% 28.71) graduated from graduate school, and only 22 participants
(10.9 %) graduated from high school. In terms of their monthly income level, most
of them (n = 259, 83.3 %) belonged to middle income group, 32 (10.3%) of them
reported high income, and only 18 participants (5.8 %) reported low income. More
than half of the participants (n = 115, 56.93 %) were working in different
occupational areas (see Table 3), 85 of them (42.07 %) were students, and 1 of them
were unemployed (0.5 %). Of the participants who were not engaged in any
extreme sport activities, 151 (74.8 %) stated metropolitan cities (e.g., Istanbul,
Ankara, and Izmir), 46 (20.8 %) reported cities, and 5 (2.5 %) indicated small towns
as the place they spent most of their lives. In terms of their psychological health
history, while 48 of the participants (23.8 %) reported at least one psychological
health problem; 154 of them (76.2 %) did not report any psychological disorder
history. Forty-three of the participants (21.3 %) indicated that they had experienced
at least one physical health problem in their lives; while 155 of them (76.7 %) did

not report any physical health problem.
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Tablel

Tyvpes of Sport Activities that were Performed by Extreme Sports Group Participants (N= 109)

Type of the Extreme Sport Frequency (%)
Base jumping 9(8.26 %)
Cave diving 1(0.92%)
40 meter deep dive 13 (11.93 %)
Kite surfing 2(1.83 %)
High level mountaineering 8(7.34%)
Mountain bicycling 1(0.92 %)
Paragliding 51 (46.79 %)
Rallying 1(0.92 %)
Rafting 2(1.83 %)
Rock climbing 13 (11.93 %)
Sky diving 1(0.92 %)
Snowboard 3(2.75%)

Multiple extreme sports

4(3.67%)




Table 2

Demographic Characteristics of the Participants Doing Extreme Sport (N = 109)

Variables Frequency (%) Mean (SD)
Age 27.7 (6.20)
Gender
Female 41 (37.6 %)
Male 68 (62.4 %)
Marital Status
Single 91 (83.5%)
Married 18 (16.5 %)
Education Level
High School 9 (8.3%)
University 68 (62.4 %)
Graduate 32 (29.4 %)
Income Level
Low 8 (7.3%)
Middle 88 (80.7 %)
High 13 (11.9 %)
Employment Status
Yes 77 (70.64 %)
No 32 (29.36 %)
If No, Reason
Student 29 (26.61 %)
Unemployed 3 (275 %)
Missing 4 (3.67 %)
Type of Occupation
Academician 4 (%5.19)
Psychologist 5 (% 6.49)
Banking and Finance 4 (%5.19)
Teacher 6 (%7.79)
Architecture and Engineering 15 (% 19.48)
Public-Servant 5 (% 6.49)
Social Worker 2 (%2.6)
Biologist 2 (%2.6)
Professional in Extreme Sports 5 (% 6.49)
Tourism 2 (%2.6)
Doctor & Nurse & Dentist 3 (%39
Other 24 (% 31.17)
Province
Metropolitan 80 (73.4 %)
City 24 (22 %)
Small town 4 (3.7 %)
History of Psychological Disorder
Yes 20 (18.3 %)
No 89 (81.7 %)
History of Physical Disorder
Yes 23 (21.1 %)
No 85 (78 %)
Missing 1 (0.9 %)
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Table 3

Demographic Characteristics of the Participants who do not Engage in Extreme Sports (N =

202)
Variables Frequency (%) Mean (SD)
Age 24.80 (4.75)
Gender
Female 162 (80.2 %)
Male 40 (19.8 %)
Marital Status
Single 158 (78.2 %)
Married 43 (21.3 %)
Missing 1 (0.5%)
Education Level
High School 22 (10.9 %)
University 122 (60.4 %)
Graduate 58 (28.7 %)
Income Level
Low 18 (5.8 %)
Middle 259 (83.3 %)
High 32 (10.3 %)
Employment Status
Yes 115 (56.93 %)
No 86 (42.57 %)
If No, Reason
Student 85 (42.07 %)
Unemployed 1 (0.5%)
Missing 1 (0.5%)
Type of Occupation
Academician 29 (25.22 %)

Psychologist
Banking and Finance
Teacher
Architecture and Engineering
Public-Servant
Sociologist
Graphic Designer
Directors/Managers/Secretary
Child Development Specialist
Doctor & Nurse
Other

Province
Metropolitan
City
Small town

History of Psychological Disorder
Yes
No

History of Physical Disorder
Yes
No
Missing

10 (8.70 %)
3 (2.61%)
12 (10.43 %)
17 (14.78 %)
2 (174 %)
2 (174 %)
2 (174 %)
2 (174 %)
2 (174 %)
3 (2.61%)
31 (26.96 %)

151 (74.8 %)
46 (22.8 %)
5 (2.5%)

48 (23.8 %)
154 (76.2 %)

43 (21.3 %)
155 (76.7 %)
4 (2%)
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2.2 Instruments

2.2.1 Demographic Information Form. This form included questions about
participants' age, gender, marital status, employment status, socio-economic status,
education level, province, physical and psychological health status, and

participation in the extreme sport activities.

2.2.2 Attachment. Experiences in Close Relationships-Revised (ECR-R)
scale was developed by Fraley, Waller, and Brennan (2000) in order to measure
adult attachment dimensions. The scale consists of 36 items, in which 18 items are
used for the measurement of anxiety dimension (e.g., I am afraid that | will lose my
partner's love), whereas the other 18 items are used for the measurement of
avoidance dimension (e.g., | often worry that my partner will not want to stay with
me). This scale is a 5-point Likert type scale and response alternatives range from 1
(strongly disagree) to 5 (strongly agree). The scale was adapted into Turkish by
Selguk, Giinaydin, Stimer, and Uysal (2005), and the reliability of this version was
found to be .90 for avoidance dimension and .86 for anxiety dimension. In terms of
validity, anxiety dimension showed strong negative correlations with self esteem (r
=-.32, p <.01) and relationship satisfaction (r = -.23, p <.05); and strong positive
correlations with reassurance anxiety (r = .55, p < .01), separation anxiety (r = .34,
p <.01), and satisfying others (r = .44, p < .01). For avoidance dimension, there
were negative correlations with self esteem (r = -.19, p <.01) and relationship
satisfaction (r =-.49, p <.01); and positive correlations with reassurance anxiety (r
=.17, p <.01) and enjoyment of loneliness (r = .15, p <.05). In the current study,
ECR-R was used to assess attachment styles of the participants with a Cronbach’s
alpha internal consistency reliability of .91 for anxiety dimension and .92 for

avoidance dimension.

2.2.3 Emotion Regulation. Difficulty of Emotion Regulation Scale (DERS)
was developed by Gratz and Roemer (2004). It consists of 6 subscales, namely lack
of awareness about emotional responses (e.g., | am attentive to my feelings), lack of

clarity about emotional responses (e.g., | am confused about how I feel), non
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acceptance of emotional responses (e.g., When | am upset, | feel like | am weak),
lack of strategies while dealing with negative emotions (e.g., When | am upset, |
believe that there is nothing | can do to make myself feel better), impulse control
difficulties while dealing with negative emotions (e.g., When I am upset, | lose
control over my behaviors), and lack of goal directed behavior while dealing with
negative emotions (e.g., When | am upset, | have difficulty getting work done). It is
composed of 36 items and the items are rated on a 5-point Likert type scale ranging
between 1 (almost never) and 5 (almost always). The scale was adapted into
Turkish by Ruganci and Geng6z (2010), and the total internal consistency reliability
of this version was .93. In the Turkish adaptation of the scale, alpha coefficients
were .82 for the lack of clarity about emotions, .90 for the lack of goal directed
behavior while dealing with negative emotions, .90 for impulse control difficulties
while dealing with negative emotions, .83 for non acceptance of emotional
responses, .89 for lack of strategies while dealing with negative emotions, and .75
for lack of awareness about emotional responses. In terms of concurrent validity of
DERS, the total scores of DERS and Brief Symptom Inventory revealed strong
correlations (r = .58, p <.001). The correlations between subscales of DERS and
Brief Symptom Inventory ranged between r = .39 and r = .54 (p < .001) except for
lack of awareness about emotions, which showed a weak correlation (r = .16, p <
.01). In terms of criterion validity of DERS, participants who had higher levels of
psychological distress indicated more difficulties in emotion regulation than
participants who had lower levels of psychological distress [t(173) =-11.04, p <
.001]. In the present study, the internal consistency reliabilities of the subscales as
calculated by Cronbach’s alpha were .67 for lack of awareness of emotional
responses, .91 for lack of clarity of emotional responses, .90 for non-acceptance of
emotional responses, .90 for limited access to effective strategies, .88 for difficulties
in controlling impulses, and .90 for difficulties in engaging goal directed behavior.

2.2.4 Attitudes towards Death. Death Attitude Profile-Revised (DAP-R)
was developed by Wong, Reker, and Gesser (1994) in order to measure the attitudes

of the participants towards death. This scale is composed of 32 items measured on a
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7-point Likert-type scale ranging from 1 (strongly disagree) to 7 (strongly agree).
The scale consists of 5 subscales, namely fear of death (e.g., The fact that death will
mean the end of everything as | know it frightens me), death avoidance (e.qg.,
Whenever the thought of death enters my mind, | try to push it away), neutral
acceptance (e.g., Death is a natural aspect of life), approach acceptance (e.g., |
believe that | will be in heaven after | die), and escape acceptance (e.g., | see death
as a relief from the burden of life). Alpha coefficients of the original study ranged
between .65 (neutral acceptance) and .97 (approach acceptance). The Turkish
adaptation of the DAP-R was studied by Cevik and Kav (2013) and the reliability of
Turkish version was found to have a Cronbach's Alpha coefficient of .80. The
average content validity index was found as .99. In terms of criterion validity,
moderate and strong religious believers differed in approach acceptance of death
[t(300) = -5.47, p < .001], fear of death [t(300) = 2.63, p < .01] and death
avoidance[t(300) = 2.03, p <.05]. In the present study internal consistency
reliability of the subscales were .83 for fear of death, .74 for death avoidance, .69
for neutral acceptance of death, .94 for approach acceptance of death, and .91 for

escape acceptance of death.

2.2.5 Health Promoting Behaviors. Health Promoting Lifestyle Profile 11
(HPLP-11) developed by Walker, Sechrist, and Pender (1987) was used to assess
participants’ level of health promoting behaviors. This scale was adapted to Turkish
by Bozo, Tunca, and Simsek (2009). HPLP-11 is a 52-item scale consisting 6
subscales, namely self-actualization (e.g., Feel I am growing and changing in
positive ways), health responsibility (e.g., Report any unusual signs or symptoms to
a physician or other health professional), exercise (e.g., Follow a planned exercise
program), stress management (e.g., Take some time for relaxation every day),
interpersonal support (e.g., Discuss my problems and concerns with people close to
me), and nutrition (e.g., Eat 2-4 servings of fruit each day). The scale is a 4-point
Likert type scale and response alternatives range from 1 (never) to 4 (routinely).
The Turkish version of HPLP-II has a high internal consistency reliability of .93. In

terms of criterion validity, participants who had higher levels of death anxiety had
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higher levels of health promoting behaviors than participants who had lower levels
of death anxiety. In the present study, the internal consistency reliability of the scale

calculated by Cronbach’s alpha was .92.
2.3 Procedure

After being approved by Research Center for Applied Ethics in Middle East
Technical University, instruments of the study were transformed into an online
survey system called "Qualtrics: Online Survey Software & Insight Platform™.
Informed consent was obtained from each participant; participants were informed
about the purpose of the research and assured for their right to refuse to participate
in the study or to withdrawn from the study at any time. The data of the participants
who were not doing extreme sports were collected from Middle East Technical
University students through online survey invitations. The survey was also
announced in social network services. Participants who engaged in extreme sports
were recruited from different sport clubs in several cities of Turkey by online
survey invitations. Application of the questionnaires took approximately 25
minutes. All the participants were debriefed after the administration of the
questionnaires about details of the study and contact information of the researcher.
Data gathering process took place between October 2014 and

March 2015. After performing preliminary analyses, eight multiple mediation
analyses (Hayes, 2013) were conducted in order to test the hypotheses of the current

study.
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Table 4

Glossary of the Mediator Variables

Concept

Definition

Lack of clarity about emotions

Lack of awareness about emotions

Non acceptance of emotional responses
Impulse control difficulties while dealing with
negative emotions

Lack of goal directed behavior while dealing
with negative emotions

Lack of strategies while dealing with negative
emotions
Fear of death

Death avoidance

Neutral acceptance of death

Approach acceptance of death

Escape acceptance of death

Having difficulty making sense out of feelings,
confusion about feelings, not clear about feelings
Having difficulty in attention on feelings,
acknowledging emotions when upset, believing
that feelings are important and valid, caring
about feelings

When upset, feeling guilty, ashamed,
embarrassed, angry, irritated, and weak for
feeling that way

When upset, losing control over behaviors,
having difficulty controlling behaviors,
becoming out of control, feeling out of control
When upset, having difficulty concentrating,
focusing on other things, getting work done,
thinking about anything else

When upset, starting to feel very bad about
oneself, feeling that emotions are overwhelming,
believing that it will take a long time to feel
better, inability to find a way to feel better

Fear about loss of self and unknown feature of
death and inadequacy against death

Avoid thinking or talking about death

Simply accepting death as an unchangeable fact
of the end of life, perceiving death without fear
or welcome, trying to do best in the course of life
An attitude of happy after life that can be rooted

in religiosity

An individual is suffering from life, death can be
perceived as an escape from problems of
existence, death is a welcomed alternative for
painful and anguished life
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CHAPTER 3

RESULTS

3.1 Preliminary Analyses

This section presents descriptive statistics for the study variables, differences
among the levels of demographic variables in terms of these variables, and finally
correlational analyses among all of the variables included in the study. For the main

analyses (multiple mediation analyses), please look at page 69.
3.1.1 Descriptive Statistics for Main Variables of the Study

Descriptive statistics (i.e., number of the participants, mean, standard deviation,
minimum score, and maximum score) for all the variables used in this study are

presented in the Table 5.

3.1.2 Differences among the Levels of Demographic Variables in terms of

Study Measures

3.1.2.1 Differences among the Levels of Demographic Variables in terms of
Attachment Styles

Several one way between subjects Multivariate Analysis of Variances (MANOVA)
were conducted with 8 independent (participation in extreme sport activities,
gender, education level, socio-economic status, marital status, province,
psychological health status, physical health status) and 2 dependent variables (i.e.,
anxious attachment style and avoidant attachment style, the subscales of the
Experiences in Close Relationships-Revised) (Table 6). In case the MANOVA
results were significant, to determine the main effects of independent variables on

dependent variables univariate analyses were calculated. Bonferroni correction was
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performed to control Type I error for MANOVA; for both dependent variables, .025

significance level was used.

Table 5

Descriptive Statistics for the Study Variables

Variables N Mean SD Min-Max
Experiences in Close Relationships-R
Anxiety 311 2.53 .78 1-461
Avoidance 311 1.95 .70 1-4.56

Difficulty of Emotion Regulation Scale
Lack of awareness of

emotional responses 311 2.19 .58 1-4.67

Lack of clarity of

emotional responses 311 2.28 .87 1-5

Nonacceptance of

emotional responses 311 2.02 .92 1-5

Limited access to

effective strategies 311 2.20 87 1-4.75

Difficulties in controlling

impulses 311 2.14 86 1-5

Difficulties in goal directed

behavior 311 3.12 97 1-5
Death Attitude Profile-R

Fear of death 311 436 140 1.14-7

Death avoidance 311 4.27 139 1-7

Neutral acceptance 311 5.88 92 2-7

Approach acceptance 311 3.43 161 1-6.80

Escape acceptance 311 2.87 164 1-7

Health Promoting Lifestyle Profile-R-11 311 2.61 37 1.42-3.77

A one way between subjects MANOVA was calculated to investigate attachment
style differences between the levels of participation in extreme sport activities. The
result was significant [Multivariate F(2, 308) = 3.21, p <.05, Wilks’ 1 = .98, partial
n? = .02]. However, there was not any significant difference for neither anxious
attachment style scores [F(1, 309) = 4.06, p > .025; Wilks' 1 = .98, partial 4> = .01]
nor avoidant attachment style scores [F(1, 309) = .03, p > .025; ; Wilks' 2 = .98,

partial #2 = .00] between the levels of participation in extreme sport activities.

In order to investigate attachment style differences between genders, a one way
between subjects MANOVA was calculated and it was found to be significant
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between genders [Multivariate F(2, 308) =5.22, p <.01, Wilks’ A = .97, partial #* =
.03]. There was a significant difference for anxious attachment style scores between
genders [F(1, 309) = 7.50, p < .025; Wilks' 4 = .97, partial #* = .02]. Female
participants (m = 2.62, sd = .82) had higher anxious attachment style scores than
male participants (m = 2.37, sd = .66). However, there was not any significant
difference for avoidant attachment style scores between genders [F(1, 309) = .01, p
> .025; Wilks' A = .98, partial 2 = .00].

A one way between subjects MANOVA was calculated to investigate attachment
style differences among the education levels of the participants and it was found to
be significant [Multivariate F(4, 614) = 3.68, p < .01, Wilks’ A = .95, partial #? =
.02]. Analysis revealed significant results for anxious attachment style [F(2, 308) =
5.13, p <.025; Wilks' 1 = .95, partial #°> = .03]. Tukey post hoc comparison was
conducted and it was found that high school graduates (m = 2.89, sd = .85) had
significantly higher anxious attachment style scores than graduate school graduates
(m = 2.38, sd = .68); however, there was not any significant difference between
these participants and university graduates (m = 2.54, sd = .79). There was not any
significant difference among education levels of participants on avoidant
attachment style scores [F(2, 308) = 3.63, p > .025; Wilks' 1 = .95, partial 5> = .02].

In order to investigate attachment style differences among the levels of socio-
economic status, a one way between subjects MANOVA was calculated and it was
found to be non-significant [Multivariate F(4, 610) = .82, p > .05, Wilks’ 1 = .99,
partial 2 = .01].

Another one way between subjects MANOVA was calculated in order to examine
attachment style differences between the levels of marital status and it was found to
be significant [Multivariate F(2, 307) = 12.06, p < .001, Wilks’ A = .93, partial 72 =
.07]. There was a significant difference between single and married participants in
terms of their anxious attachment style scores [F (1, 308) = 20.60, p < .025; Wilks'
2 =.93, partial #° = .06]. Single participants (m = 2.62, sd = .78) had significantly

higher anxious attachment style scores than married participants (m = 2.13, sd =
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.63). Similarly, there was a significant difference between single and married
participants in terms of their avoidant attachment style scores [F(1, 308) = 15.87, p
<.025, Wilks' 4 = .93, partial #% = .05] and single participants (m = 2.02, sd = .68)
have significantly higher avoidant attachment scores than married participants (m =
1.64, sd = .72).

Moreover, a one way between subjects MANOVA was calculated in order to
investigate attachment style differences between province categories and found to
be non-significant, [Multivariate F(4, 612) = 1.02, p > .05, Wilks’ 1 = .99, partial #?
=.01].

Another one way between subjects MANOVA was examined in order to investigate
attachment style differences between psychological disorder history categories and
found as significant [Multivariate F(2, 308) = 7.73, p <.01, Wilks’ 4 = .95, partial
n? = .05]. The participation in different categories of psychological disorder history
differed not only in terms of anxious attachment style [F(1, 309) = 14.21, p <.025;
Wilks' 4 = .95, partial #2 = .04] but also in terms of avoidant attachment style [F(1,
309) = 8.81, p <.025; Wilks' A = .95, partial 2 = .03]. Participants who reported a
psychological disorder history (m = 2.84, sd = .84) had significantly higher anxious
attachment style scores than participants who did not report (m = 2.44, sd = .74).
Moreover, participants with a psychological disorder history (m =2.17, sd = .85)
had significantly higher avoidant attachment style scores than participants who did

not have a psychological disorder history (m = 1.89, sd = .64).

Lastly, in order to investigate attachment style differences between physical
disorder history categories, one way between subjects MANOVA was calculated
and found to be non-significant [Multivariate F(2, 303) = .04, p > .05, Wilks’ 1 =
1.00, partial 2 =.00].
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Table 6

Differences among the Levels of Demographic Variables in terms of Attachment
Styles

Variable Anxiety Avoidance
Mean SD F Mean SD F

Extreme Sport
Participation

No 259 .80 4.06 1.94 73 .03
Yes 241 .71 1.95 .66

Gender
Woman 2.62% .82 7.50* 1.95 73 .01
Man 2.37° .66 1.94 .64

Education
High school 2.89% .85 5.13* 2.05 .70 3.63
University 2.54% 79 2.01 .68
Graduate 2.38"° 68 1.78 73

SES
Low 269 .70 .61 2.20 .68 1.64
Middle 253 .76 1.95 .70
High 2.44 .95 1.83 g1

Marital Status
Single 2.62% .78 20.60*  2.022 .68 15.87*
Married 213" .63 1.64° 72

Province
Metropolis 256 .79 1.21 1.95 71 1.40
City 242 .73 1.89 .62
Small town 2.76 .88 2.31 .98

History of

Psychological

Disorder
Yes 2.84% 84 14.21* 2172 .85 8.81*
No 2.44° 74 1.89° .64

History of

Physical

Disorder
Yes 251 .76 .03 1.95 .63 .01
No 553 .78 1.94 12

Note 1. * p<.05, ** p<.01
Note 2. Means that do not share the same subscript are significantly different from
each other
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3.1.2.2 Differences among the Levels of Demographic Variables in terms of

Difficulties in Emotion Regulation Strategies

Another series of one way between subjects MANOVAs were conducted to
compare the levels of demographic variables on subscales of Difficulties in
Emotion Regulation Scale, which are lack of clarity about emotions, lack of
awareness about emotions, impulse control difficulties while dealing with negative
emotions, non-acceptance of emotional responses, lack of goal directed behaviors
while dealing with negative emotions, and lack of strategies while dealing with
negative emotions (Table 7). If one way between subjects MANOVA results were
found to be significant, for main effects on dependent variables, univariate analyses
were calculated and Bonferroni correction was done and significance level was

found as .008 for six dependent variables.

A one way between subjects MANOVA was examined in order to investigate
difficulties in emotion regulation strategies’ differences between the levels of
participation in extreme sport activities and found as non-significant [Multivariate
F(6, 304) = 1.85, p > .05, Wilks’ A = .97, partial 2 = .04].

In order to examine difficulties in emotion regulation strategies’ differences in
gender categories, a one way between subjects MANOVA was calculated and found
to be significant [Multivariate F(6, 304) = 5.49, p <.001, Wilks’ A = .90, partial #?
=.10]. There was a significant difference for lack of clarity about emotions [F(1,
309) = 12.75, p <.008; Wilks' A = .90, partial 2 = .04]. Female participants (m =
2.41, sd = .85) had higher lack of clarity about emotions than male participants (m =
2.04, sd=.85). However, there was not a significant difference for lack of awareness
about emotions [F(1, 309) = .43, p > .008; Wilks' A = .90, partial ? =.00].
MANOVA results were found to be significant for gender in terms of impulse
control difficulties while dealing with negative emotions [F(1, 309) = 19.13, p <
.008; Wilks' 4 = .90, partial #? = .06]. Women (m = 2.29, sd = .91) had higher
impulse control difficulties while dealing with negative emotions than men (m =

1.86, sd = .67). Moreover, there was a significant difference for gender in terms of

36



non-acceptance of emotional responses [F(1, 309) = 13.40, p <.008; Wilks' A =.90,
partial #2 = .04]. Female (m = 2.16, sd = .96) participants had higher levels of non-
acceptance of emotional responses scores than male participants (m = 1.76, sd =
.79). On the other hand, there was not a significant difference on lack of goals while
dealing with negative emotions [F(1, 309) = 3.37, p > .008; Wilks' A = .90, partial #°
= .01]. There was also a significant difference for lack of strategies while dealing
with negative emotions [F(1, 309) = 13.14, p <.008; Wilks' A = .90, partial 52 =
.04]. Women (m = 2.33, sd = .90) had higher lack of strategies while dealing with

negative emotions than men (m = 1.96, sd = .77).

A one way between subjects MANOVA was calculated in order to investigate
difficulties in emotion regulation strategies’ differences among the levels of
education and found as significant [Multivariate F(12, 606) = .88, p <.05, Wilks’ 4
= .93, partial > = .04]. There was not a significant difference for lack of clarity
about emotions [F(2, 308) = 4.00, p >.008; Wilks' 1 = .93, partial #? = .03], lack of
awareness about emotions [F(2, 308) = .30, p >.008; Wilks' 1 = .93, partial #? =
.00], non-acceptance of emotional responses [F(2, 308) = .82, p > .008; Wilks' 1 =
.93, partial #2 = .01], lack of goals while dealing with negative emotions [F(2, 308)
= 1.46, p > .008; Wilks' 1 = .93, partial #? = .01], and lack of strategies while
dealing with negative emotions [F(2, 308) = 3.54, p > .008; Wilks' A = .93, partial #?
=.02]. On the other hand, there was a significant difference for impulse control
difficulties while dealing with negative emotions [F(2, 308) = 6.29, p <.008; Wilks'
2 = .93, partial 42 = .04]. Tukey post hoc comparison was conducted and it was
found that high school graduates (m = 2.55, sd = .99) have significantly higher
levels of impulse control difficulties while dealing with negative emotions than
graduate school graduates (m=1.94, sd = .71). However, there was not any
significant difference between these participants and university graduates (m = 2.17,
sd = .87).

Another one way between subjects MANOVA was examined in order to investigate

difficulties in emotion regulation strategies’ differences in the levels of socio-
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economic status of the participants and found as non-significant [Multivariate F(12,
602) = 1.15, p > .05, Wilks’ A = .96, partial > = .02].

In order to investigate difficulties in emotion regulation strategies’ differences
between the levels of marital status, one way between subjects MANOVA was
calculated and found to be significant [Multivariate F(6, 303) = 2.38, p < .05,
Wilks’ 4 = .96, partial #° = .05]. However, in univariate analyses, there were not any
significant differences for lack of clarity about emotions [F(1, 308) =5.91, p >
.008; Wilks' 1 = .96, partial #2 = .02], lack of awareness about emotions [F(1, 308)
=.29, p >.008; Wilks' 1 = .96, partial 42> = .00], impulse control difficulties while
dealing with emotions [F(1, 308) = 2.57, p > .008; Wilks' 1 = .96, partial #* = .01],
non-acceptance of emotional responses [F(1, 308) = 3.74, p > .008; Wilks' 1 = .96,
partial #% = .01], lack of goals while dealing with negative emotions [F(1, 308) =
3.23, p >.008; Wilks' 1 = .96, partial #2 = .01], and lack of strategies while dealing
with negative emotions [F(1, 308) = .43, p >.008; Wilks' 1 = .96, partial > = .00].

Additionally, a one way between subjects MANOVA was calculated in order to
investigate differences among the levels of province in terms of difficulties in
emotion regulation strategies and found to be non-significant [Multivariate F(12,
604) = .63, p > .05, Wilks’ 1 = .98, partial % = .01].

In order to investigate the differences between participants with and without
psychological disorder history in terms of difficulties in emotion regulation
strategies, a one way between subjects MANOVA was calculated and found to be
significant [Multivariate F(6, 304) = 6.07, p <.001, Wilks’ 4 = .89, partial 52 = .11].
In terms of psychological disorder history, there was not a significant difference for
lack of awareness about emotions [F(1, 309) = 5.67, p > .008; Wilks' 2 = .89, partial
y? = .02] and lack of goals while dealing with negative emotions [F(1, 309) = 6.44,
p >.008; Wilks' A = .89, partial »? =.02]. On the other hand, there were significant
results for all other subscales of the Difficulties in Emotion Regulation Strategies.
First, there was a significant difference for lack of clarity about emotions [F(1, 309)

=15.27, p <.008; Wilks' 1 = .89, partial #?> = .05]; participants who reported a
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psychological disorder history (m = 2.64, sd = 1.00) were higher on lack of clarity
about emotions than participants who did not report any psychological disorder (m
= 2.16, sd = .80). Second, between the levels of psychological disorder history,
there was a significant difference for impulse control difficulties while dealing with
negative emotions [F(1, 309) = 23.29, p < .008; Wilks' 1 = .89, partial ? = .07].
That is, participants who reported a psychological disorder history (m =2.57, sd =
90) were higher on impulse control difficulties than participants who did not report
any psychological disorder (m = 2.02, sd = .81). Third, there was a significant
difference for non-acceptance of emotional responses between the levels of
psychological disorder history [F(1, 309) = 23.15, p <.008; Wilks' A = .89, partial
n? = .07]. Participants who reported a psychological disorder history (m = 2.48, sd =
1.13) had higher levels of non-acceptance of emotional responses than participants
who did not report any psychological disorder (m = 1.89, sd = .82). Fourth and last,
in terms of psychological disorder history, there was a significant difference for
lack of strategies while dealing with negative emotions [F(1, 309) = 30.62, p <
.008; Wilks' /. = .89, partial #? = .09]. Participants who reported a psychological
disorder history (m = 2.69, sd = 83) had higher levels of lack of strategies while
dealing with negative emotions than participants who did not report (m = 2.06, sd =
84).

Lastly, one way between subjects MANOVA was examined in order to investigate
difficulties in emotion regulation strategies’ differences between the participants
with and without physiological disorder history and found as non-significant
[Multivariate F(6, 299) = .64, p > .05, Wilks’ 1 = .99, partial 4> = .01].
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Table 7

Differences among the Levels af Demographic Variables in terms of Difficulties in Emotion Regulation

Variable Lack of Clarity Lack of Awareness Impulse Nonacceptance Lack of Goals Lack of Strategies
M 5D F M D F M 5D F M 5D F M 5D F M 5D F
Extreme Sport
No 2.3 84 1.89 220 ] B 224 .48 162 212 @ 632 322 83 336 2.3 36 Q.78
Tes 219 g2 2.16 36 196 79 185 91 285 1.02 1.9 36
Gender
Woman 2412 83 12,75+ 217 38 43 228 o 19.13# 2168 96 13.40% 320 83 337 2.3 90 13.14%
Nan 204® 85 222 37 1.86° 67 1760 70 2489 KU 18 .77
E ducation
High scheol 2.65 110 400 220 33 30 255 89 6.20% 222 100 82 337 435 146 2.58 100 354
University 118 83 217 34 247 47 201 84 313 o8 2.18 .87
Graduats 215 82 222 67 1.04° )| 147 47 3.03 o4 212 .80
SES
Low 2462 102 372 229 65 56 i) | 47 18 2.08 86 30 328 112 141 246 i) 83
Middle 230 i) 219 38 214 483 203 o4 314 o4 218 83
High 1.96 14 211 52 207 103 187 84 287 110 212 88
Marital Stams
Single 234 A9 561 218 8 29 218 A6 257 207 483 374 317 58 323 21 87 43
MNarried 2 74 222 36 148 84 182 A0 282 82 213 80
Province
Metropolitan 2.2 47 34 218 A9 30 214 83 33 2.00 a1 66 309 o8 23 2.2 .88 A6
City 2.36 83 221 32 212 87 207 83 323 g3 2.4 .87
Small town 2.2 114 231 82 237 101 233 126 340 63 2.4 .80
Psychological
Dizorder
History
Tes 264 100 1327 233 69 367 237 80 23.20= 248 113 2315 339 43 6.44 269 83 30.62%
No 2165 80 215 34 202 81 189° 22 305 o6 2067 84
Phyzical
Dizorder
History
Tes 214 73 185 213 49 66 a0 43 145 199 48 10 3.08 o8 10 2.17 80 07
No 2.30 E 219 38 216 43 2.03 a2 313 47 2.2 .88

Note I. ¥ p< 03, % p< 01

Note 2. Means that do not share the same subscript are significantly different from each other



3.1.2.3 Differences among the levels of Demographic Variables in terms of
Death Attitudes

A series of one way between subjects MANOVAs were conducted to compare the
levels of demographic variables on subscales of Death Attitude Profile-Revised,
which are fear of death, death avoidance, lack of neutral acceptance, lack of
approach acceptance, and lack of escape acceptance (Table 8). If one way between
subjects MANOVA results were found to be significant, for main effects on
dependent variables, univariate analyses were calculated. Bonferroni correction was
done in order to control Type | error for MANOVA and the significance level was

found as .01 for five dependent variables.

One way between subjects MANOVA was examined in order to investigate death
attitude differences between the levels of participation in extreme sport activities
and it was found significant [Multivariate F(5, 305) = 3.32, p <.01, Wilks’ 1 = .95,
partial #2 = .05]. There was not any significant difference for death avoidance [F(1,
309) = 1.80, p > .01, Wilks’ 1 = .95, partial #? = .01], lack of approach acceptance
of death [F(1, 309) = 4.03, p> .01, Wilks’ 1 = .95, partial #?> = .01], and lack of
escape acceptance of death [F(1, 309) = 3.84, p > .01, Wilks’ 1 = .95, partial #% =
.01]. On the other hand, there was a significant difference for fear of death [F(1,
309) = 7.25, p <.01, Wilks’ 1 = .95, partial #% = .02]; participants who engage in
extreme sport activities had higher levels of fear of death scores (m = 4.65, sd =
1.33) than participants who do not engage in these activities (m = 4.21, sd = 1.41).
Moreover, there was a significant difference for lack of neutral acceptance of death
[F(1,309) = 7.68, p < .01, Wilks’ A = .95, partial > = .02]; participants who engage
in extreme sport activities (m = 6.07, sd = .95) had higher levels of lack of neutral
acceptance (in other words lower levels of neutral acceptance) than participants
who do not engage in extreme sport activities (m = 5.77, sd = .89).

In order to investigate death attitude differences between gender categories, a one
way between subjects MANOVA was calculated and it was found to be significant
[Multivariate F(5, 305) = 3.84, p <.01, Wilks’ 1 = .94, partial #° = .06]. There was
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not any significant difference for death avoidance [F(1, 309) = 3.30, p > .01, Wilks’
2 = .94, partial #° = .01], lack of approach acceptance [F(1, 309) = 4.41, p > .01,
Wilks’ 4 = .94, partial #? = .01], and lack of escape acceptance [F(1, 309) = 1.86, p
> .01, Wilks’ 1 = .94, partial %> = .01]. However, there was a significant difference
for fear of death [F(1, 309) = 12.58, p < .01, Wilks’ A = .94, partial > = .04]; men
(m =4.74, sd = 1.36) had higher levels of fear of death scores than women (m =
4.16, sd = 1.36). Besides, there was a significant difference for lack of neutral
acceptance of death [F(1, 309) = 7.18, p < .01, Wilks’ 1 = .94, partial #2> = .02]; men
(m =6.04, sd = .92) had higher levels of lack of neutral acceptance scores (in other

words lower levels of neutral acceptance) than women (m = 5.78, sd = .91).

Another one way between subjects MANOVA was calculated in order to
investigate death attitude differences among the levels of education and it was
found to be significant [Multivariate F(10, 608) = 2.84, p < .01, Wilks’ 2 = .91,
partial #2 = .05]. However, in univariate analyses, there was not any significant
difference for the subscales, namely fear of death [F(2, 308) = 1.19, p > .01, Wilks’
2 = .91, partial #° = .01], death avoidance [F(2, 308) = 1.89, p > .01, Wilks’ A = .91,
partial »2 = .01], lack of neutral acceptance [F(2, 308) = 2.85, p > .01, Wilks’ A =
.91, partial 2 = .02], lack of approach acceptance [F(2, 308) = 3.31, p > .01, Wilks’
2= .91, partial #? = .02], and lack of escape acceptance [F(2, 308) = 1.04, p > .01,
Wilks’ / = .91, partial %= .01].

One way between subjects MANOVA was examined in order to investigate death
attitude differences among the levels of socio-economic status of the participants
and it was found as non-significant [Multivariate F(10, 604) = 1.14, p > .05, Wilks’
2 = .96, partial 52 = .02].

In order to investigate death attitude differences between the levels of marital status,
a one way between subjects MANOVA was calculated and it was found as
significant [Multivariate F(5, 304) = 2.33, p < .05, Wilks’ A = .96, partial 2 = .04].
Despite this significant result, there was not any significant difference for death
attitude subscales, namely, fear of death [F(1, 308) =1.72, p > .01, Wilks’ 1 = .96,
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partial #2 = .01], death avoidance [F(1, 308) = .86, p > .01, Wilks’ A = .96, partial #°
=.00], lack of neutral acceptance [F(1, 308) = .63, p > .01, Wilks’ A = .96, partial 52
=.00], lack of approach acceptance [F(1, 308) = 3.68, p > .01, Wilks’ A = .96,
partial #2 = .01], and lack of escape acceptance [F(1, 308) = 2.66, p > .01, Wilks’ 1
= .96, partial ? = .01].

One way between subjects MANOVA was calculated in order to examine
differences among the levels of province in terms of death attitudes of the
participants and it was found to be significant [Multivariate F(10, 606) = 1.97, p <
.05, Wilks’ A = .94, partial > = .03]. However, there was not any significant
difference for death attitude subscales, which are fear of death [F(2, 307) = 1.90, p
> .01, Wilks’ 1 = .94, partial #* = .01], death avoidance [F(2, 307) = 3.70, p > .01,
Wilks’ 1 = .94, partial #? = .02], lack of neutral acceptance [F(2, 307) = .09, p > .01,
Wilks’ 4 = .94, partial #% = .00], lack of approach acceptance [F(2, 307) = 4.28, p >
.01, Wilks’ A = .94, partial > = .03], and lack of escape acceptance [F(2, 307) =
1.43, p > .01, Wilks’ A = .94, partial ? = .01].

In order to investigate the differences between participants with and without
psychological disorder history in terms of death attitudes, another one way between
subjects MANOVA was calculated and it was found as significant [Multivariate
F(5, 305) = 4.87, p <.001, Wilks’ /4 = .93, partial #? = .07]. Among the levels of
psychological disorder history, there was not any significant difference for fear of
death [F(1, 309) = 1.23, p > .01, Wilks’ A = .93, partial #? = .00], death avoidance
[F(1, 309) = 1.59, p > .01, Wilks’ A = .93, partial ? = .01], lack of neutral
acceptance of death [F(1, 309) = 3.00, p > .01, Wilks’ A = .93, partial > = .01], and
lack of approach acceptance of death [F(1, 309) = 1.03, p > .01, Wilks’ 1 = .93,
partial #2 = .00]. However, there was a significant difference for lack of escape
acceptance of death [F(1, 309) = 16.07, p < .01, Wilks’ A = .93, partial 2 = .05].
Participants who reported a psychological disorder history (m = 3.56, sd = 1.70) had
higher levels of lack of escape acceptance of death than participants without
psychological disorder history (m = 2.68, sd = 1.57). In other words, participants

who reported psychological disorder history had lower levels of escape acceptance
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of death than participants who did not report (In escape acceptance of death, death

is a welcomed alternative for painful and anguished life).

A final one way between subjects MANOVA was examined in order to investigate
death attitude differences between the participants with and without physiological
disorder history and it was found to be significant [Multivariate F(5, 300) = 3.53, p
<.01, Wilks’ 1 = .94, partial #?> = .06]. In univariate analyses, there was not any
significant difference for fear of death [F(1, 304) = .71, p> .01, Wilks’ 1 = .94,
partial #2 = .00], lack of neutral acceptance [F(1, 304) = .42, p > .01, Wilks’ A = .94,
partial #2 = .00], lack of approach acceptance [F(1, 304) = 1.56, p > .01, Wilks’ 1 =
.94, partial % = .01], and lack of escape acceptance [F(1, 304) = 1.68, p > .01,
Wilks’ / = .94, partial # = .01]. On the other hand, there was a significant
difference for death avoidance [F(1, 304) = 10.94, p > .01, Wilks’ A = .94, partial 52
= .04]; participants who reported a physiological disorder history (m = 4.77, sd =
1.50) had higher levels of death avoidance than participants without a physiological
disorder history (m = 4.13, sd = 1.34).
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Table 8
Differences among the Levels of Demographic Variables in terms of Death Attitudes

514

Vanables Fear of Death Death Avoidance Lack of Neutral Lack of Approach Acceptance Lack of Escape Acceptance
Acceptance

M sDF M sD F M D F M 8D F M SO F
Extreme Sport
Participation
No 4218 141 T7.25*% 419 143 180 577+ 89 7.68% 357 154 403 300 168 3384
Yes 4.65% 1133 441 1.33 6.07% 93 318 1.71 262 153
Gender
Women 416 138 1258* 4.16 141 330 578 91 718" 357 155 441 296 163 186
Men 4.74* 136 4.46 1.34 6.04% 92 317 1.69 270 1.64
Education
High school 427 160 1.19 473 159 1.89 561 80 285 340 130 331 290 178 104
University 446 142 422 133 584 99 3.60 1.67 296 167
Graduate 419 1.25 4.21 1.44 6.04 77 3.08 153 266 151
SES
Low 4.83 1.45 1.10 4.88 1.18 154 5.77 85 14 344 184 1.78 340 18% 1.24
Middle 434 1.40 4.24 1.42 5.88 93 350 1.60 287 164
High 428 1.27 4.13 1.25 5.86 83 293 1.50 264 144
Mantal Status
Single 442 143 172 430 142 86 590 92 63 335 162 368 295 168 266
Married 415 125 412 130 580 95 3.79 155 257 143
Province
Metropolitan 434 137 190 417 139 370 588 81 .09 329 154 428 278 156 143
City 4.50 1.46 4.65 1.30 5.85 59 393 1.78 3.14 181
Small town 3.56 1.27 382 1.71 5.78 78 337 144 316 210
History of Psychological
Disorder
Yes 4.20 1.39 123 4.46 1.42 1.59 5.71 98 300 361 144 103 356" 170 16.07*
No 441 1.40 422 133 592 90 338 1.67 2.680 157
History of Physical
Disorder
Yes 451 154 1 477 150 10.94* 581 84 42 320 L71 1.56 263 164 168
No 4.34 1.36 4.13* 134 580 95 349 1.57 2.93 1.65

Note ] *p< .05, ** p<.01
Note 2. Means that do not share the same subscript are significantly different from each other



3.1.2.4 Differences among the Levels of Demographic Variables in terms of

Health Promoting Behaviors

Several independent samples t-test and one way between subjects analysis of
variance analyses were conducted to investigate differences among the levels of

demographic variables on health promoting behaviors (Table 9).

An independent samples t-test was calculated to compare the levels of participation
in extreme sport activities in terms of health promoting behaviors and a significant
result was yielded, t(309) = -2.93, p < .01. Specifically, participants who engage in
extreme sport activities (m = 2.70, sd = .40) had higher health promoting behavior
scores than participants who do not perform extreme sports (m = 2.57, sd = .35).

In order to compare health promoting behaviors differences between genders, an
independent samples t-test was calculated and it was found as non-significant,
t(309) =-.28, p > .05.

Another one way between subjects analysis of variance (ANOVA) was calculated
to investigate health promoting behavior differences among the education levels and
it was also found to be non-significant, F(2, 308) = 2.54, p > .05.

Additionally, in order to investigate health promoting behavior differences among
the levels of socio-economic status, a one way between subjects ANOVA was

calculated and it was found as non-significant, F(2, 306) = 2.03, p > .05.

In order to examine differences between the levels of marital status on health
promoting behaviors, an independent samples t-test was calculated and it was found

as non-significant, t(308) = .49, p > .05.

One way between subjects ANOVA was conducted in order to investigate health
promoting behavior differences between province categories and no statistically
significant difference was found, F(2, 307) = .20, p > .05.
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Moreover, in order to investigate differences between physical disorder history
categories in terms of health promoting behaviors, an independent samples t-test

was calculated and it was found as non-significant, t(309) = -1.34, p > .05.

Lastly, an independent samples t-test was conducted in order to examine health
promoting behavior differences between physical disorder history categories and it

was found as non-significant, t(304) = 1.20, p > .05.
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Table 9

Differences among the Levels of Demographic Variables
in terms of Health Promoting Behaviors

Variable Health Promoting Behaviors

Mean sd t F

Extreme Sport
Participation

No 2572 .35 -2.93**
Yes 2.70° 40
Gender
Women 2.61 .34 -.28
Men 2.62 42
Education
High school 2.50 45 2.54
University 2.61 37
Graduate 2.67 .33
SES
Low 2.46 .34 2.03
Middle 2.62 .38
High 2.68 .28
Marital Status
Single 2.62 .38 49
Married 2.59 .33
Province
Metropolitan 2.62 .38 .20
City 2.59 .36
Small town 2.66 .34
History of
Psychological
Disorder
Yes 2.56 .38 -1.34
No 2.63 .37
History of
Physical Disorder
Yes 2.66 .37 1.20
No 2.60 .38

Note 1. *p < .05, ** p<.01
Note 2. Means that do not share the same subscript are significantly different from each other

3.1.2.5 Group Comparisons on the Measures of the Study

As a summary table, Table 10 presents means, standard deviations, and results of
significance tests for participants who engage in extreme sport activities and the

ones who do not engage in extreme sport activities.

48



5174

Table 10.

Extreme Sport and No-Extreme Sport Group Comparisons on All of the Measures

Extreme Sport No Extreme Sport
Significance Test
Variables m sd m sd
Attachment Multivariate F(2, 308) = 3.21, p < .05,Wilks’ 4 = .98, partial 57 = .02
Anxiety 2.59 .80 241 1 F(1,311)=4.06
Avoidance 1.95 .66 1.94 73 F(1.311)=.03
Difficulties in Emotion Regulation Strategies Multivariate F(6, 304) = 1.85, p = .05, Wilks" £ = .97, partial 57 = .04
Lack of awareness 2.16 .56 2.20 .59 F(1,311)=.27
Lack of clarity 2.19 92 2.33 84 F(1,311)=1.89
Nonacceptance 1.85 91 2.12 92 F(1, 311)=6.32
Limited strategies 1.99 .86 231 .86 F(1, 311)=9.78
Difficulties in impulses 1.96 .79 224 .88 F(1,311)=7.62
Difficulties in goal behavior ~ 2.95 1.02 3.22 .93 F(1,311)=5.36
Death Attitude Multivariate F(5,305) = 3.32, p < .01, Wilks" 4 = .95, partial 5* = .05
Fear of death 4.65 1.33 4.21 1.41 F(1,311)=7.25%
Death avoidance 4.41 1.33 4.19 1.43 F(1,311)=1.80
Lack of Neutral acceptance  6.07 95 5.77 .89 F(1,311)=T7.68%
Lack of Approach acceptance 3.18 1.71 3.57 1.54 F(1,311)=4.03
Lack of Escape acceptance 2.62 1.53 3.00 1.68 F(1,311)=3.84
Health Promoting Behaviors 2.70 40 2.57 35 #(309)=-2.93%

Note. * p< .05



3.1.3 Correlational Analyses among the Measures of the Study

3.1.3.1 Correlational Analyses among the Measures of the Study for

Participants who Engage in Extreme Sport Activities

Pearson correlation coefficients among the variables of this study for participants
who engage in extreme sport activities are presented in Table 11.

Correlational analyses revealed that the dependent variable, health promoting
behaviors, is negatively correlated with avoidant attachment style (r = -.28, p < .01),
lack of clarity about emotions (r = -.25, p < .05), lack of awareness about emotions
(r =-.31, p <.01), non-acceptance of emotional responses (r = -.22, p < .05), lack of
goal directed behavior while dealing with negative emotions (r =-.31, p <.01), lack
of strategies while dealing with negative emotions (r = -.22, p < .05), and lack of

escape acceptance of death (r =-.19, p < .05).

There was a positive correlation between anxious attachment style and avoidant
attachment style of participants who engage in extreme sport activities (r = .51, p <
.01). Also anxious attachment style was positively correlated with all the subscales
of Difficulties in Emotion Regulation Scale. That is to say, anxious attachment style
was positively correlated with lack of clarity about emotions (r = .64, p <.01), lack
of awareness about emotions (r = .24, p <.05), impulse control difficulties while
dealing with negative emotions (r = .59, p < .01), non-acceptance of emotional
responses (r = .67, p <.01), lack of goal directed behavior while dealing with
negative emotions (r = .59, p <.01), and lack of strategies while dealing with
negative emotions (r = .62, p <.01). Moreover, anxious attachment style was
negatively correlated with fear of death (r = -.28, p < .01) and lack of neutral
acceptance of death (r = -.20, p <.05); however positively correlated with lack of
approach acceptance of death (r =.25, p <.05) and lack of escape acceptance of
death (r = .21, p <.05).

Avoidant attachment style was also positively correlated with all the subscales of

the Difficulties in Emotion Regulation Strategies, namely lack of clarity about
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emotions (r = .54, p <.01), lack of awareness about emotions (r = .21, p <.05),
impulse control difficulties while dealing with negative emotions (r = .36, p <.01),
non-acceptance of emotional responses (r = .50, p <.01), lack of goal directed
behavior while dealing with negative emotions (r = .21, p <.05), and lack of
strategies while dealing with negative emotions (r = .44, p <.01). Besides, avoidant
attachment style was positively correlated with lack of approach acceptance of
death (r = .28, p <.01) and lack of escape acceptance of death (r = .36, p < .01).

Lack of clarity about emotions was positively correlated with all the other subscales
of Difficulties in Emotion Regulation Strategies, which was lack of awareness about
emotions (r = .40, p <.01), impulse control difficulties while dealing with negative
emotions (r = .63, p <.01), non-acceptance of emotional responses (r = .62, p <
.01), lack of goal directed behavior while dealing with negative emotions (r = .42, p
<.01), and lack of strategies while dealing with negative emotions (r = .44, p <
.01). This subscale was negatively correlated with fear of death (r = -.22, p <.01),
lack of neutral acceptance of death (r = -.21, p <.05), and health promoting
behavior (r = -.25, p <.05), while positively correlated with lack of approach
acceptance of death (r = .28, p <.05), lack of escape acceptance of death (r = .27, p
<.01).

Lack of awareness about emotions was positively correlated with lack of clarity
about emotions (r = .40, p < .01), impulse control difficulties while dealing with
negative emotions (r = .31, p <.01), non-acceptance of emotional responses (r =
.24, p <.05), lack of goal directed behavior while dealing with negative emotions (r
=.19, p <.05), lack of strategies while dealing with negative emotions (r = .28, p <
.01); however, negatively correlated with fear of death (r =-.23, p <.05) and lack of

neutral acceptance of death (r =-.24, p <.05).

Impulse control difficulties while dealing with negative emotions was positively
correlated with lack of clarity about emotions (r = .63, p <.01), lack of awareness
about emotions (r = .31, p < .01), non-acceptance of emotional responses (r = .57, p

<.01), lack of goal directed behavior while dealing with negative emotions (r = .56,
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p <.01), lack of strategies while dealing with negative emotions (r = .77, p <.01).
This subscale was also positively correlated with lack of escape acceptance of death
(r =.22, p <.05), but negatively correlated with lack of neutral acceptance of death
(r=-.25,p<.01).

Non-acceptance of emotional responses was positively correlated with lack of
clarity about emotions (r = .62, p <.01), lack of awareness about emotions (r = .24,
p <.05), impulse control difficulties while dealing with negative emotions (r = .57,
p <.01), lack of goal directed behavior while dealing with negative emotions (r =
46, p <.01), lack of strategies while dealing with negative emotions (r = .68, p <
.01), lack of approach acceptance of death (r = .22, p <.05), and lack of escape
acceptance of death (r = 31, p <.01).

Lack of goal directed behavior while dealing with negative emotions was positively
correlated with lack of clarity about emotions (r = .42, p <.01), lack of awareness
about emotions (r =.19, p <.05), impulse control difficulties while dealing with
negative emotions (r = .56, p < .01), non-acceptance of emotional responses (r =
46, p <.01), lack of strategies while dealing with negative emotions (r = .58, p <
.01), and lack of escape acceptance (r = .23, p <.05); however negatively correlated
with fear of death (r =-.20, p <.05) and lack of neutral acceptance of death (r = -
22, p <.05).

Lack of strategies while dealing with negative emotions was positively correlated
with lack of clarity about emotions (r = .66, p <.01), lack of awareness about
emotions (r =.28, p <.01), impulse control difficulties while dealing with negative
emotions (r =.77, p <.01), non-acceptance of emotional responses (r = .68, p <
.01), lack of goal directed behavior while dealing with negative emotions (r = .58, p
<.01). This subscale was negatively correlated with fear of death (r =-.21, p <.05)
and lack of neutral acceptance of death (r = -.26, p <.01), while positively
correlated with lack of approach acceptance (r = .26, p <.01) and lack of escape

acceptance (r =.30, p <.01).
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Fear of death, a subscale of Death Attitude Profile-Revised, was negatively
correlated with lack of clarity about emotions (r = -.22, p <.05), lack of awareness
about emotions (r = -.23, p <.05), lack of goal directed behavior while dealing with
negative emotions (r = -.20, p <.05), and lack of strategies while dealing with
negative emotions (r = -.21, p <.05). However, this subscale was positively
correlated with death avoidance (r = .43, p < .01) and lack of neutral acceptance of
death (r = .50, p < .01).

Death avoidance was positively correlated with fear of death (r = .43, p <.01) and
lack of neutral acceptance of death (r = .23, p < .05). Lack of neutral acceptance of
death was negatively correlated with lack of clarity about emotions (r =-.21, p <
.05), lack of awareness about emotions (r = -.24, p < .05), impulse control
difficulties while dealing with difficult emotions (r =-.25, p <.01), lack of goal
directed behavior while dealing with difficult emotions (r = -.22, p < .01), and lack
of strategies while dealing with difficult emotions (r = -.26, p < .01); however, it
was positively correlated with fear of death (r = .50, p <.01) and death avoidance
(r=.23,p<.05).

Lack of approach acceptance of death was positively correlated with lack of clarity
about emotions (r = .24, p < .05), non-acceptance of emotional responses (r = .22, p
<.05), lack of strategies while dealing with difficult emotions (r = .26, p < .01), and
lack of escape acceptance of death (r = .25, p < .01). Lack of escape acceptance of
death was positively correlated with lack of clarity about emotions (r = .27, p <
.01), impulse control difficulties while dealing with negative emotions (r = .22, p <
.05), non-acceptance of emotional responses (r = .31, p <.01), lack of goal directed
behavior while dealing with negative emotions (r = .23, p < .05), lack of strategies
while dealing with negative emotions (r = .30, p <.01), and lack of approach
acceptance of death (r = .25, p <.01).
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Table 11

Correlations among the Study Variables for Participants who Engage in Extreme Sport Activities

1 2 3 4 5 6 7 8 9 10 11 12 13 |4
1. Anxiety (.89)
2.Avoidance S1%% (.90)
3.Lack of clarity 64 S4vr (92)
4.Lackof awareness .24**  21¥  40**  (.65)
5.Impulsiveness S9% 3p%F  43% a1 (8))
6.Nonacceptance T 500 Qv 24 ST (9))
7.Lack of goals S9%e 21ve 40w 16*  56%F  46%*  (90)
8.Lackof strategies  .62**  44%*  66** 28+ 77HF 68 58%F  (9])
9.Fear of death ~28%F .03 -22¢ .23 18 -13 20 -21F (83
10.Deathavoidance -09  -01  -00 .14 -16 -04 .08 -08  43**  (70)
11.Lackof neutral ~ -20* -03  -21* .24% .25% .05 .22%  .26% S0 23%  (.66)
acceptance
12.Lackof approach .25*  28**  24* .04 .18 207 264 .01 <02 -04 (.95)
acceptance
13.Lackof escape ~ .21*  36** 27** 0] 21 AIFE Bt I 0 10 10 25% (.89)
acceptance
14. Health
promoting -19 ~28%F L25% 31 LS S22F W31 ¢ 17 -01 18 14 -19% (.93)
behaviors

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

Note 2. Scores shown within the parentheses on the diagonal represent the Cronbach's alpha coefficients of the variables for participants who

engage in extreme sport activities



3.1.3.2 Correlational Analyses among the Measures of the Study for

Participants who do not Engage in Extreme Sport Activities

Correlational analyses among the variables of this study for participants who do not

engage in extreme sport activities are presented in Table 12.

The dependent variable health promoting behaviors, was negatively correlated with
anxious attachment style (r = -.33, p <.01), avoidant attachment style (r =-.32, p <
.01), lack of clarity about emotions (r = -.35, p <.01), lack of awareness about
emotions (r = -.30, p <.01), impulse control difficulties while dealing with negative
emotions (r = -.30, p <.01), non-acceptance of emotional responses (r = -.28, p <
.01), and lack of strategies while dealing with negative emotions (r = -.33, p < .01).
Moreover, health promoting behaviors were positively correlated with fear of death

(r =.16, p <.05) and lack of neutral acceptance of death (r = .22, p <.05).

Anxious attachment style, one of the independent variables of the study, was
positively correlated with avoidant attachment style (r = .57, p <.01) and all of the
subscales of Difficulties in Emotion Regulation Strategies; lack of clarity about
emotions (r = .42, p <.01), lack of awareness about emotions (r = .24, p <.01),
impulse control difficulties while dealing with negative emotions (r = .58, p < .01),
non-acceptance of emotional responses (r = .50, p <.01), lack of goal directed
behaviors while dealing with negative emotions (r = .24, p <.01), and lack of
strategies while dealing with negative emotions (r = .59, p <.01). Anxious
attachment style was negatively correlated with the death avoidance (r =-.15, p <
.05), lack of neutral acceptance (r =-.19, p < .01), and positively correlated with the
lack of escape acceptance of death (r = .28, p <.01) subscales of the Death Attitude

Profile-Revised.

The other independent variable, avoidant attachment style was positively correlated
with lack of clarity about emotions (r = .32, p <.01), lack of awareness about
emotions (r = .28, p <.01), impulse control difficulties while dealing with negative
emotions (r = .36, p <.01), non-acceptance of emotional responses (r = .38, p <

.01), lack of strategies while dealing with negative emotions (r = .34, p < .01), and
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lack of escape acceptance of death (r = .16, p <.01), while negatively correlated
with fear of death (r =-.17, p < .05).

Lack of clarity about emotions was positively correlated with all the other subscales
of the Difficulties in Emotion Regulation Strategies, which are lack of awareness
about emotions (r = .45, p <.01), impulse control difficulties while dealing with
negative emotions (r = .44, p < .01), non-acceptance of emotional responses (r =
.50, p <.01), lack of goal directed behaviors while dealing with negative emotions
(r =.26, p <.01), and lack of strategies while dealing with negative emotions (r =
48, p <.01). This subscale was negatively correlated with fear of death (r =-.24, p
<.01), death avoidance (r = -.15, p <.05), lack of neutral acceptance of death (r = -
.14, p < .05); and positively correlated with lack of escape acceptance of death (r =
.26, p <.01).

There was a positive correlation between lack of awareness about emotions and lack
of clarity about emotions (r = .45, p < .01), impulse control difficulties while
dealing with negative emotions (r = .27, p < .01), non-acceptance of emotional
responses (r = .26, p < .01), lack of strategies while dealing with negative emotions
(r =.26, p <.01). However, there was a negative correlation between lack of
awareness about emotions and fear of death (r = -.16, p <.05), death avoidance (r =

-.16, p < .05), and lack of neutral acceptance of death (r =-.18, p <.01).

Impulse control difficulties while dealing with negative emotions was positively
correlated with all other subscales of the Difficulties in Emotion Regulation
Strategies, namely lack of clarity about emotions (r = .44, p <.01), lack of
awareness about emotions (r = .27, p <.01), non-acceptance of emotional responses
(r = .49, p <.01), lack of goal directed behaviors while dealing with negative
emotions (r = .56, p <.01), and lack of strategies while dealing with negative
emotions (r =.73, p <.01). Impulse control difficulties while dealing with negative
emotions was also negatively correlated with fear of death (r =-.19, p <.01) and

lack of neutral acceptance of death (r = -.24, p <.01), but positively correlated with
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lack of escape acceptance of death (r = .32, p <.01) subscales of the Death Attitude

Profile-Revised.

There was a positive correlation between non-acceptance of emotional responses
and lack of clarity about emotions (r = .50, p <.01), lack of awareness about
emotions (r = .26, p <.01), impulse control difficulties while dealing with negative
emotions (r = .49, p <.01), lack of goal directed behaviors while dealing with
negative emotions (r = .41, p <.01), and lack of strategies while dealing with
negative emotions (r = .62, p <.01). This subscale of emotion regulation difficulties
was negatively correlated with fear of death (r = -.23, p <.01) and death avoidance
(r =-.16, p < .05), while positively correlated with lack of escape acceptance of
death (r = .22, p <.01) subscale of the death attitudes.

Lack of goal directed behaviors while dealing with negative emotions was
positively correlated with lack of clarity about emotions (r = .26, p < .01), impulse
control difficulties while dealing with emotions (r = .56, p <.01), non-acceptance of
emotional responses (r = .41, p <.01), lack of strategies while dealing with
emotions (r = .57, p <.01), and lack of escape acceptance of death (r = .14, p <

.01); and negatively correlated with fear of death (r = -.17, p <.05) and lack of
neutral acceptance of death (r =-.14, p < .05).

A positive correlation was found between lack of strategies while dealing with
negative emotions and lack of clarity about emotions (r = .45, p <.01), lack of
awareness about emotions (r = .26, p <.01), impulse control difficulties while
dealing with negative emotions (r = .73, p <.01), non-acceptance of emotional
responses (r = .62, p <.01), lack of goal directed behaviors while dealing with
negative emotions (r = .57, p <.01), and lack of escape acceptance of death (r = .28,
p <.01); however, a negative correlation was revealed between lack of strategies
while dealing with negative emotions and fear of death (r = -.15, p <.05), and lack

of neutral acceptance of death (r = -.17, p < .05).

Fear of death, a subscale of the death attitudes, was negatively correlated with all of

the subscales of emotion regulation difficulties, namely lack of clarity about
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emotions (r = -.24, p <.01), lack of awareness about emotions (r = -.16, p <.05),
impulse control difficulties while dealing with negative emotions (r = -.19, p <.01),
non-acceptance of emotional responses (r = -.23, p <.01), lack of goal directed
behaviors while dealing with negative emotions (r = -.17, p < .05), and lack of
strategies while dealing with negative emotions (r = -.15, p < .05). This subscale
was also positively correlated with some of the subscales of death attitudes, i.e.,
death avoidance (r = .60, p < .01), lack of neutral acceptance of death (r = .52, p <

.01), and lack of escape acceptance of death (r = .15, p <.05).

Death avoidance was negatively correlated with lack of clarity about emotions (r = -
.15, p <.05), lack of awareness about emotions (r = -.16, p < .05), non-acceptance
of emotional responses (r = -.16, p < .05), while positively correlated with fear of
death (r = .60, p <.01), lack of neutral acceptance of death (r = .28, p <.01), and

lack of escape acceptance of death (r = .19, p <.01).

A negative correlation was found between lack of neutral acceptance of death and
most of the subscales of emotion regulation difficulties, which were lack of clarity
about emotions (r = -.14, p < .05), lack of awareness about emotions (r =-.18, p <
.01), impulse control difficulties while dealing with negative emotions (r = -.24, p <
.01), lack of goal directed behaviors while dealing with negative emotions (r = -.14,
p < .05), and lack of strategies while dealing with negative emotions (r = -.17, p <
.05). However, positive correlations were found between lack of neutral acceptance
of death and fear of death (r = .52, p <.01), death avoidance (r = .28, p <.01). Lack
of approach acceptance of death was only positively correlated with lack of escape

acceptance of death (r = .45, p <.01).

Lack of escape acceptance of death was positively correlated with lack of clarity
about emotions (r = .26, p < .01), impulse control difficulties while dealing with
negative emotions (r = .32, p < .01), non-acceptance of emotional responses (r =
.22, p <.01), lack of goal directed behaviors while dealing with negative emotions

(r=.14, p <.05), lack of strategies while dealing with negative emotions (r = .28, p
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<.01), fear of death (r = .15, p <.05), death avoidance (r = .19, p <.01), and lack of
approach acceptance of death (r = .45, p <.01).
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Table 12

Correlations among the Study Variables for Participants who do not Engage in Extreme Sport Activities

1 2 3 4 5 6 7 8 9 10 11 12 13 14
1.Anxiety (.91)
2.Avoidance S570 (L92)
3.Lack of clarity 42%+ 3% (0])
4. Lack of awareness .24*%*  28%%  45%%  (65)
5.Impulsiveness S8%F 36%F 44 27%  (.89)
6.Nonacceptance S0%¢  38%x  50%*  26%F - 49% (.39
7.Lack of goals 24% N 26** .05 56%% 41 (.89)
8.Lack of strategies ~ .59%*  .34%*%  45%* 6%k 3% G2 S57%%  (.88)
9.Fear of death - 24%% L 17F .24%F L 16%* - 19%F .23 -17*  -15% (.83)
10.Death avoidance  -.15%*  -.09 = 15%F L 16%F -1 - 16%* -.04 -.03 .60%* (77)
11.Lack of neutral -19%* .10 S Q4% 18%F 244 L 09 -14% - 17* S52%% 28%  (.59)
acceptance
12.Lack of approach .12 .05 .05 .09 .09 .13 .06 .06 .04 .06 .01 (.93)
acceptance
13.Lack of escape 28%%  16* 26%*% .04 328 2244 14% 28%* 15% 19%*% 08 45%%  (92)
acceptance
14. Health
promoting behaviors =.33%¥ -32%% . 35%F  _30%¢ . 30%*% .28%* =11 -.33*% .16* .02 224+ .08 =12 (.90)

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

Note 2. Scores shown within the parentheses on the diagonal represent the Cronbach's alpha coefficients of the variables for participants who do not

engage in extreme sport activities



3.1.4 Hiearchical Regression Analysis

A hierarchical regression analysis was conducted with health promoting behaviors
as the dependent variable. Gender and extreme sport participation variables were
entered in the first step to control for their effects. Attachment variables (anxiety
and avoidance) were entered in the second step, and all the hypothesized mediators
(i.e., 6 subscales of the difficulties in emotion regulation strategies and five
subscales of the death attitudes) were entered in the third step. The results of the

hierarchical regression analysis are presented in Table 13.

This hierarchical regression analysis revealed that in the first step, gender and
extreme sport participation contributed the model significantly, F(2, 308) = 4.83, p
<.01, and these variables accounted for 3 % of the variance in health promoting
behaviors. Extreme sport participation was significantly associated with health
promoting behaviors (5 = .19, t(308) = 3.09, p < .01). Participants who perform
extreme sport activities engaged in more health promoting behaviors than
participants who do not engage in extreme sport activities. In the second step, after
controlling for gender and extreme sport participation, attachment variables had
significant associations with health promoting behaviors, 4F(2, 306) = 19.25, p <
.001, and attachment variables accounted for 11 % of the variance in health
promoting behaviors. Specifically, anxious (5 = -.16, t(306) = -2.53, p < .05) and
avoidant (5 = -.21, t(306) = -3.31, p < .01) attachment styles were significantly
related with health promoting behaviors. Participants who had higher levels of
anxious and avoidant attachment styles were less likely to engage in health
promoting behaviors. In the last step, after controlling for gender, participation in
extreme sport activities, and attachment styles; subscales of the difficulties in
emotion regulation and death attitudes were added and this model was also found
significant, 4F(11, 295) = 4.69, p < .001. Subscales of the difficulties in emotion
regulation and death attitudes accounted for 13 % of the variance in health
promoting behaviors. In the last step, when all the variables were entered in the
model, the significant variables were lack of awareness about emotions (5 = -.17,

t(295) = -2.90, p < .01), lack of neutral acceptance of death (# = .14, t(295) = 2.23,
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p < .05), lack of approach acceptance of death (5 = .21, t(295) = 3.76, p < .001), and
lack of escape acceptance of death (5 = -.14, t(295) = -2.32, p < .05). In other
words, the participants having difficulties in being aware of their emotions, reported
less health promoting behaviors. Higher levels of neutral acceptance of death or
acceptance of death as a natural part of life was related with lower levels of health
promoting behaviors. The participants with higher approach acceptance of death
attitudes, in other words the ones who think that there will be a happy after life
reported less health promoting behaviors. The participants with higher escape
acceptance of death attitudes, i.e. the ones who perceive death as the end of
existential sufferings and pain engaged in less health promoting behaviors. All of
the variables in the model accounted for 27 % of the variance in the health

promoting behaviors.
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Table 13

Summary of the Hierarchical Regression Analysis for the Variables Predicting
Health Promoting Behaviors

Variables AF df B t R?  AR?
Step 1 483 2,308 .03 .03
Gender 308 -.07 -1.05
Extreme sport 308 19 3.09**
participation
Step 2 19.25 2,306 14 11
Gender 306 -.09 -1.49
Extreme sport 306 19 3.15%*
participation
Anxiety 306 -.16 -2.53*
Avoidance 306 -21  -3.31**
Step 3 469 11,295 27 13
Gender 295 -.09 -1.58
Extreme sport 295 16 2.80**
participation
Anxiety 295 -.02 -.30
Avoidance 295 -17 2.64**
Lack of clarity 295 -.08 -1.11
Lack of awareness 295 -17  -2.90**
Impulsiveness 295 .04 51
Non acceptance 295 -.05 - 75
Lack of goals 295 -.05 -.73
Lack of strategies 295 -.06 -.63
Fear of death 295 .08 1.08
Death avoidance 295 -.10 -1.65
Lack of neutral 295 14 2.23*
acceptance
Lack of approach 295 21 3.76%**
acceptance
Lack of escape 295 -.14 -2.32*
acceptance

Note. * p < .05, ** p < .01, *** p < .001
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3.2 Multiple Mediation Analyses

In this study, mediation hypotheses were tested according to bootstrapping indirect
paths method (Hayes, 2013; Preacher & Hayes, 2008). Bootstrapping strategy,
which is used in order to estimate and test hypotheses, develops a thousand of
random samples from the sample data and generates a range of confidence intervals.
In multiple mediator models, bootstrapping method has several advantages. First, it
does not require large sample size which is needed in structural equation modeling.
Second, normality of sampling distribution is not assumed as in Sobel test. Third,
bootstrapping method does not require significant “a” (effect of independent
variable on the mediator) and “b” (effect of mediator on the dependent variable)
paths which are required criteria for Baron and Kenny's mediation method (1986).
Fourth and last, this method can support several mediators; therefore, it has control
over Type 1 and Type 2 errors. An indirect effect is acknowledged as significant if
that variable's 95 % bootstrapping confidence intervals from 1000 bootstrap
samples do not include zero. In the present study, multiple mediation hypotheses
were tested using SPSS Macros provided by Preacher and Hayes (2008).

3.2.1 Multiple Mediation Analyses for Participants who Engage in Extreme
Sport Activities

3.2.1.1 Multiple Mediation Roles of Difficulties in Emotion Regulation Scale
Subscales in the Anxious Attachment Style-Health Promoting Behaviors

Relation

In order to examine the hypothesized anxious attachment style—health promoting
behaviors relation with the mediation of emotion regulation strategies in extreme
sport group (hypothesized relations are presented as Model 1), a multiple mediation
model including 6 mediators, the subscales of the Difficulties in Emotion
Regulation Scale, was tested. Table 14 shows the summary of the results. As can be
seen in Figure 2, lack of goal directed behavior while dealing with negative
emotions and lack of awareness of emotions mediated the anxious attachment

style—health promoting behaviors relation. First, the more the individuals had
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anxious attachment style, the more they had lack of goal directed behavior while
dealing with their negative emotions (a1 = .84, p <.001), which in turn decreased
their health promoting behaviors (b1 =-.12, p <.05) in extreme sport group.
Second, increases in anxious attachment style led to decreases in health promoting
behaviors (b2 = -.18, p <.05) through higher levels of lack of awareness of
emotions (a2 = .19, p <.05). Neither the direct effect of anxious attachment style on
health promoting behaviors (c = -.11, p > .05), nor the total effect of anxious
attachment style on health promoting behaviors through all the mediator variables
(c' = .06, p > .05) were significant in participants who engage in extreme sport
activities. As can be seen in Table 13, the total indirect effect of anxious attachment
style on health promoting behaviors through all mediators (B = -.17, SE = .07) was
significant since the bias corrected confidence intervals ranged between -.31 and -
.03. In general, the model was significant [F(7, 101) = 3.26, p <.01] and this model
predicted 18 % of the variance in health promoting behaviors from anxious
attachment style through 6 different types of difficulties in emotion regulation. For
anxious attachment style, bias corrected confidence intervals for the indirect effects
(B =-.10, SE = .05 for lack of goals while dealing with negative emotions, B = -.03,
SE = .02 for lack of awareness of emotions) based on the 1000 bootstrap samples

were above zero.
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Table 14

Bootstrap Results for Indirect Effects in Multiple Mediation Model 1

Unstandardized 9592 Bias Corrected  Standardized
Coefficients Confidence Intervals Coefficients
Indirect B Standard Lower Upper 5 Standard
Effect Error Error
Total -.17=* .07 -.31 -.03 -.17 .08
Lack of -.03% .02 -.09 -.00 -.03 .02
Awareness
About
Emotions
Lack of -.11%* .05 -.23 -.02 -.10 .05
Goal
Directed
Behavior
While
Dealing
Difficult
Emotions
Note. * p < .05
Table 15
The Summary of the Findings for Model 1
Independent Mediator Dependent Mediation Confidence
Variable Variable Interval
Anxious Lack of Clarity  Health No Not Significant
Attachment Promoting
Behaviors
Anxious Lack of Health Yes Significant
Attachment Awareness Promoting
Behaviors
Anxious Impulsiveness Health No Not Significant
Attachment Promoting
Behaviors
Anxious Nonacceptance  Health No Not Significant
Attachment of Emotions Promoting
Behaviors
Anxious Lack of Goals Health Yes Significant
Attachment Promoting
Behaviors
Anxious Lack of Health No Not Significant
Attachment Strategies Promoting
Behaviors
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Figure 2. The path model (Model 1) and unstandardized regression coefficients indicating lack of
awareness and lack of goals as the mediators of the relation between anxious attachment style and

health promoting behaviors in participants who are participating in extreme sport activities

Note 1. * p < .05, ** p <.001
Note 2. Dashed lines show non-significant paths
Note 3. Double lines show mediation
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3.2.1.2 Multiple Mediation Roles of Death Attitude Profile-Revised Subscales

in the Anxious Attachment Style—Health Promoting Behaviors Relation

Another multiple mediation model including 5 subscales of Death Attitude Profile-
Revised as mediators were tested in order to examine the hypothesized anxious
attachment style—health promoting behaviors relation in extreme sport group
(hypothesized relations are presented as Model 2). Table 15 shows the summary of
the results. Lack of approach acceptance of death mediated the anxious attachment
style—health promoting behaviors relation as can be seen in Figure 3. Increases in
anxious attachment style resulted in increases in lack of approach acceptance of
death (a = .59, p <.05), which in turn increased their health promoting behaviors (b
= .06, p <.05). In other words, as anxious attachment style increased, approach
acceptance of death decreased, which in turn increased their health promoting
behaviors. The direct effect of anxious attachment style on health promoting
behaviors was not significant (c =-.11, p > .05), similarly the total effect of anxious
attachment style on health promoting behaviors through 5 mediators (c' = -.08, p >
.05) was not significant, either. The total indirect effect of anxious attachment style
on health promoting behaviors through all mediators (B = -.02, SE = .03) was not
significant since bias corrected confidence intervals ranged between -.09 and .04.
Overall, the model was significant [F(6, 102) = 2.94, p < .05] and this model
predicted 15 % of the variance in health promoting behaviors from anxious
attachment style through 5 subscales of death attitudes. Also, for anxious
attachment style, a bias corrected confidence interval for the indirect effect of lack
of approach acceptance of death (B = .03, SE = .02) based on the 1000 bootstrap
samples was above zero (Table 16).
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Table 16

The Summary of the Findings for Model 2

Independent Mediator Dependent Mediation Confidence
Variable Variable Interval
Anxious Fear of Death  Health No Not Significant
Attachment Promoting

Behaviors
Anxious Death Health No Not Significant
Attachment Avoidance Promoting

Behaviors
Anxious Lack of Neutral ~Health No Not Significant
Attachment Acceptance Promoting

Behaviors
Anxious Lack of Health Yes Significant
Attachment Approach Promoting

Acceptance Behaviors

Anxious Lack of Escape  Health No Not Significant
Attachment Acceptance Promoting

Behaviors
Table 17

Bootstrap Results for Indirect Effects in Multiple Mediation Model 2

Unstandardized 05% Bias Corrected Standardized
Coefficients Confidence Intervals Coefficients
Indirect B Standard Lower Upper I Standard
Effect Error Error
Total -.02% 03 -.09 .04 -.02 .03
Lack of -.03%* .02 .00 .08 .03 .02
Approach
Acceptance
of Death

Note. * p = .05
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Figure 3. The path model (Model 2) and unstandardized regression coefficients indicating lack of
approach acceptance of death as the mediator of the relation between anxious attachment style and

health promoting behaviors in participants who are participating in extreme sport activities

Note 1. * p <.05, ** p <.001
Note 2. Dashed lines show non-significant paths
Note 3. Double lines show mediation
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3.2.1.3 Multiple Mediation Roles of Difficulties in Emotion Regulation Scale
Subscales in the Avoidant Attachment Style—Health Promoting Behaviors

Relation

To examine the possible avoidant attachment style—health promoting behaviors
relation with the mediation of emotion regulation strategies in extreme sport group
(hypothesized relations are presented as Model 3), a multiple mediation model
including 6 mediators were tested. Table 17 shows the summary of the results. Lack
of goal directed behavior while experiencing negative emotions mediated the
avoidant attachment style—health promoting behaviors relation as can be seen in
Figure 4. The more the individuals had avoidant attachment style, the more they had
lack of goal directed behavior while dealing with negative emotions (a = .32, p <
.05), which in turn decreased their health promoting behaviors in extreme sport
group (b =-.12, p <.01). The direct effect of avoidant attachment style on health
promoting behaviors was significant (c =-.17, p < .01), similarly the total effect of
avoidant attachment style on health promoting behaviors through all mediators (¢' =
-.14, p <.05) was significant, too. The total indirect effect of avoidant attachment
style on health promoting behaviors through all mediators (B = -.03, SE = .05) was
significant since the bias corrected confidence intervals ranged between -.13 and
.06. In general, the model was significant [F(7, 101) = 3.85, p <.001] and this
multiple mediation model predicted 16 % of the variance in health promoting
behaviors from avoidant attachment style through 6 subscales of difficulties in
emotion regulation scale. Furthermore, for avoidant attachment style, a bias
corrected confidence interval for the indirect effect (B = -.04, SE = .03 for lack of
goals while experiencing negative emotions) based on the 1000 bootstrap samples

was above zero (Table 18).
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Table 18

The Summary of the Findings for Model 3

Independent Mediator Dependent Mediation Confidence

Variable Variable Interval

Avoidant Lack of Clarity Health No Not

Attachment Promoting Significant
Behaviors

Avoidant Lack of Health No Not

Attachment Awareness Promoting Significant
Behaviors

Avoidant Impulsiveness  Health No Not

Attachment Promoting Significant
Behaviors

Avoidant Nonacceptance  Health No Not

Attachment of Emotions Promoting Significant
Behaviors

Avoidant Lack of Goals Health Yes Significant

Attachment Promoting
Behaviors

Avoidant Lack of Health No Not

Attachment Strategies Promoting Significant
Behaviors

Table 19

Bootstrap Results for Indirect Effects in Multiple Mediation Model 3

Unstandardized 95% Bias Corrected  Standardized
Coefficients Confidence Intervals Coefficients

Indirect B Standard Lower Upper Jis Standard

Effect Error Error

Total -.03* 05 -.13 .06 -.04 .05

Lack of -.04% .03 -.11 -.00 -.04 .02

Goals

While

Dealing

with

Difficult

Emotions

Note. * p < .05
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Figure 4. The path model (Model 3) and unstandardized regression coefficients indicating lack of
goals as the mediator of the relation between avoidant attachment style and health promoting

behaviors in participants who are participating in extreme sport activities

Note 1. * p <.05, ** p <.01
Note 2. Dashed lines show non-significant paths
Note 3. Double lines show mediation
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3.2.1.4 Multiple Mediation Roles of Death Attitude Profile-Revised Subscales
in the Avoidant Attachment Style—Health Promoting Behaviors Relation

Another multiple mediation model including 5 subscales of Death Attitude Profile-
Revised as mediators were tested in order to examine the possible avoidant
attachment style—health promoting behaviors relation in extreme sport group
(hypothesized relations are presented as Model 4). Table 19 shows the summary of
the results. Lack of approach acceptance of death mediate the avoidant attachment
style—health promoting behaviors relation as can be seen in Figure 5. Increases in
the avoidant attachment style led to increases in the lack of approach acceptance of
death (a =.72, p <.01), which in turn increased health promoting behaviors (b =
.06, p <.05). In other words, when avoidant attachment style increased, approach
acceptance of death decreased, which resulted in higher levels of health promoting
behaviors. Both the direct effect of avoidant attachment style on health promoting
behaviors (c =-.17, p <.01), and the total effect of avoidant attachment style on
health promoting behaviors through all mediators (c =-.17, p <.01) were
significant. As can be seen in Table 20, the total indirect of avoidant attachment
style on health promoting behaviors through 5 mediators (B = .00, SE = .03) was
not significant, because the bias corrected confidence intervals ranged between -.06
and .07. Overall, the model was significant [F(6, 102) = 4.16, p < .01] and this
model predicted 15 % of the variance in health promoting behaviors from avoidant
attachment style through 5 subscales of death attitudes. Also, for avoidant
attachment style, a bias corrected confidence interval for the indirect effect (B = .04,
SE = .02 for lack of approach acceptance) based on the 1000 bootstrap samples was

above zero.
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Table 20

The Summary of the Findings for Model 4

Independent Mediator Dependent Mediation Confidence
Variable Variable Interval
Avoidant Fearof Death  Health No Not
Attachment Promoting Significant
Behaviors
Avoidant Death Health No Not
Attachment Avoidance Promoting Significant
Behaviors
Avoidant Lack of Health No Not
Attachment Neutral Promoting Significant
Acceptance Behaviors
Avoidant Lack of Health Yes Significant
Attachment Approach Promoting
Acceptance Behaviors
Avoidant Lack of Health No Not
Attachment Escape Promoting Significant
Acceptance Behaviors
Table 21

Bootstrap Results for Indirect Effects in Multiple Mediation Model 4

Unstandardized 05% Bias Corrected Standardized
Coefficients Confidence Intervals Coefficients
Indirect B Standard Lower Upper )i Standard
Effect Error Error
Total 00% .03 -.06 07 .00 .03
Lack of 04% .02 01 10 04 .03
Approach
Acceptance
of Death

Note. * p< .05
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Figure 5. The path model (Model 4) and unstandardized regression coefficients indicating lack of
approach acceptance of death as the mediator of the relation between avoidant attachment style and

health promoting behaviors in participants who are participating in extreme sport activities

Note 1. * p <.05, ** p<.01
Note 2. Dashed lines show non-significant paths
Note 3. Double lines show mediation
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3.2.2 Multiple Mediation Analyses for Participants who do not Engage in
Extreme Sport Activities

3.2.2.1 Multiple Mediation Roles of Difficulties in Emotion Regulation Scale
Subscales in the Anxious Attachment Style—Health Promoting Behaviors

Relation

In order to examine the mediator role of emotion regulation strategies in anxious
attachment style—health promoting behaviors relation with participants who do not
engage in extreme sport activities, a multiple mediation model with 6 subscales of
Difficulties in Emotion Regulation Scale were tested (hypothesized relations are
presented as Model 5). Table 21 shows the summary of the results. As can be seen
in Figure 6, lack of clarity about emotions mediated the anxious attachment
style—health promoting behaviors relation. Increases in anxious attachment style led
to increases in lack of clarity about emotions (a = .44, p <.001), which in turn
resulted in decreases in health promoting behaviors (b = -.06, p > .05). The direct
effect of anxious attachment style on health promoting behaviors was significant (c
=-.14, p <.001); however, the total effect of anxious attachment style on health
promoting behaviors through all of the mediator variables in participants who do
not engage in extreme sport activities was not significant (c' = -.05). The total
indirect effect of anxious attachment style on health promoting behaviors through 6
mediators (B = -.09, SE = 03) was significant (bias corrected confidence intervals
ranged between -.15 and -.05). Overall, the model was significant [F(7, 194) = 6.79,
p <.001] and this multiple mediation model predicted 18 % of the variance in
health promoting behaviors from anxious attachment style through 6 different types
of difficulties in emotion regulation. Moreover, a bias corrected confidence interval
for the indirect effect of lack of clarity about emotions (B = -.03, SE = .02) based on
the 1000 bootstrap samples was above zero and significant for anxious attachment

style-health promoting behaviors relation (Table 22).
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Table 22

The Summary of the Findings for Model 5

Independent Mediator Dependent Mediation Confidence

Variable Variable Interval

Anxious Lack of Clarity  Health Yes Significant

Attachment Promoting
Behaviors

Anxious Lack of Health No Not

Attachment Awareness Promoting Significant
Behaviors

Anxious Impulsiveness  Health No Not

Attachment Promoting Significant
Behaviors

Anxious Nonacceptance  Health No Not

Attachment of Emotions Promoting Significant
Behaviors

Anxious Lack of Goals  Health No Not

Attachment Promoting Significant
Behaviors

Anxious Lack of Health No Not

Attachment Strategies Promoting Significant
Behaviors

Table 23

Bootstrap Results for Indirect Effects in Multiple Mediation Model 5

Unstandardized 95% Bias Corrected  Standardized
Coefficients Confidence Intervals Coefficients

Indirect B Standard Lower Upper S Standard

Effect Error Error

Total -.09% .03 -.15 -.05 -.09 .03

Lack of -.03% -.03 -.07 -.00 -.03 .02

Clarity

About

Emotions

Note. * p < .05
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Figure 6. The path model (Model 5) and unstandardized regression coefficients indicating lack of

clarity about emotions as the mediator of the relation between anxious attachment style and health

promoting behaviors in participants who are not participating in extreme sport activities

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

Note 2. Dashed lines show non-significant paths
Note 3. Double lines show mediation
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3.2.2.2 Multiple Mediation Roles of Death Attitude Profile-Revised Subscales
in the Avoidant Attachment Style—Health Promoting Behaviors Relation

A multiple mediation model with the mediator roles of the 5 subscales of the death
attitudes in avoidant attachment style—health promoting behaviors relation was
examined (hypothesized relations are presented as Model 6). Table 23 shows the
summary of the results. As can be seen in Figure 7, increases in avoidant attachment
style led to increases in the lack of escape acceptance of death (a = .36, p <.05),
which resulted in decreases in health promoting behaviors (b = -.03, p <.05).
Specifically, when avoidant attachment decreased, escape acceptance increased,
which in turn increased health promoting behaviors. Both the direct effect of
avoidant attachment style on health promoting behaviors (c = -.15, p < 001), and the
total effect of avoidant attachment style on health promoting behaviors through all
of the mediator variables (c' = -.13, p <.001) were significant. As can be seen in
Table 24, the total indirect effect of avoidant attachment style on health promoting
behaviors through 5 mediators (B = -.02, SE = .02) was not significant since the
bias corrected confidence intervals ranged between -.06 and .01. In general, the
model was significant [F(6, 195) = 7.06, p <.001] and this model predicted 19 % of
the variance in health promoting behaviors from avoidant attachment style through
5 different types of death attitudes. Furthermore, a bias corrected confidence
interval for the indirect effect of lack of escape acceptance of death (B =-.01, SE =
.01) based on the 1000 bootstrap samples was above zero for the avoidant

attachment style.
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Table 24

The Summary of the Findings for Model 6

Independent Mediator Dependent Mediation Confidence
Variable Variable Interval
Avoidant Fearof Death  Health No Not
Attachment Promoting Significant
Behaviors
Avoidant Death Health No Not
Attachment Avoidance Promoting Significant
Behaviors
Avoidant Lack of Health No Not
Attachment Neutral Promoting Significant
Acceptance Behaviors
Avoidant Lack of Health No Not
Attachment Approach Promoting Significant
Acceptance Behaviors
Avoidant Lack of Health Yes Significant
Attachment Escape Promoting
Acceptance Behaviors
Table 25
Bootstrap Results for Indirect Effects in Multiple Mediation Model 6
Unstandardized 95% Bias Corrected  Standardized
Coefficients Confidence Intervals Coefficients
Indirect Standard Lower Upper Jii Standard
Effect Error Error
Total -.02% 02 -.06 -.01 -.02 02
Lack of -.01% 01 -.04 -.00 -.01 01
Escape
Acceptance
of Death

Note. *p < .05
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Figure 7. The path model (Model 6) and unstandardized regression coefficients indicating lack of
escape acceptance of death as the mediator of the relation between avoidant attachment style and

health promoting behaviors in participants who are not participating in extreme sport activities

Note 1. * p <.05, ** p <.01
Note 2. Dashed lines show non-significant paths
Note 3. Double lines show mediation
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3.2.2.3 Multiple Mediation Roles of Difficulties in Emotion Regulation Scale

Subscales in the Avoidant Attachment Style-Health Promoting Behaviors

Relation

A multiple mediation model with the mediator roles of the 6 subscales of the

Difficulties in Emotion Regulation Strategies in avoidant attachment style—health

promoting behaviors relation was examined (hypothesized relations are presented as

Model 7). Table 25 shows the summary of the results and there were not any

significant mediators in avoidant attachment style—health promoting behaviors

relation.

Table 26

The Summary of the Findings for Model 7

Independent Mediator Dependent Mediation Confidence

Variable Variable Interval

Avoidant Lack of Clarity Health No Not

Attachment Promoting Significant
Behaviors

Avoidant Lack of Health No Not

Attachment Awareness Promoting Significant
Behaviors

Avoidant Impulsiveness  Health No Not

Attachment Promoting Significant
Behaviors

Avoidant Nonacceptance Health No Not

Attachment of Emotions Promoting Significant
Behaviors

Avoidant Lack of Goals  Health No Not

Attachment Promoting Significant
Behaviors

Avoidant Lack of Health No Not

Attachment Strategies Promoting Significant
Behaviors
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3.2.2.4 Multiple Mediation Roles of Death Attitude Profile-Revised Subscales

in the Anxious Attachment Style—Health Promoting Behaviors Relation

A multiple mediation model with the mediator roles of the 5 subscales of the Death
Attitude Profile-Revised in anxious attachment style—health promoting behaviors
relation was examined (hypothesized relations are presented as Model 8). Table 26

shows the summary of the results and there were not any significant mediators in

anxious attachment style—health promoting behaviors relation Table 26.

Table 27

The Summary of the Findings for Model 8

Independent =~ Mediator Dependent Mediation Confidence
Variable Variable Interval
Anxious Fear of Death  Health No Not
Attachment Promoting Significant
Behaviors
Anxious Death Health No Not
Attachment Avoidance Promoting Significant
Behaviors
Anxious Lack of Health No Not
Attachment Neutral Promoting Significant
Acceptance Behaviors
Anxious Lack of Health No Not
Attachment Approach Promoting Significant
Acceptance Behaviors
Anxious Lack of Health No Not
Attachment Escape Promoting Significant
Acceptance Behaviors
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CHAPTER 4

DISCUSSION

The aim of the current study was to examine the relations among attachment styles,
emotion regulation strategies, death attitudes, and their possible effects on health
promoting behaviors among those who participate versus do not participate in
extreme sport activities. For this purpose, the possible differences among the levels
of demographic variables (extreme sport participation, gender, education, income
level, marital status, province, psychological health status, and physical health
status) in terms of study variables (attachment styles, emotion regulation strategies,
death attitudes, and health promoting variables), and correlation coefficients among
the study variables were examined. Then, multiple mediation analyses were
conducted in order to examine paths among attachment styles, emotion regulation
strategies, death attitudes, and health promoting behaviors.

4.1 Differences among the Levels of Demographic Variables in terms of Study

Measures

4.1.1 Differences between the Levels of Participation in Extreme Sport
Activities in terms of Study Measures. Participants who engage in extreme sport
activities had higher levels of fear of death scores than participants who do not
engage in extreme sport activities. In this study, the participants of extreme sport
group were the ones, who were performing paragliding, rock climbing, deep diving,
base jumping, high level mountaineering and/or other extreme activities and
purposefully confronting with death, what they may actually afraid of. Therefore,
their fear of death or death anxiety scores might be higher than the participants who
do not want to engage in extreme sport activities and face the death risk. Some of

the extreme sport participants indicated that fear is an essential element for their
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survival; in fact they indicated that fear keeps them alive (Brymer & Schweitzer,
2013). Similarly in the literature, some professionals who are frequently exposed to
death, such as nurses (Meisenhelder, 1994), firefighters and police officers (Hunt,
Letser, & Ashton, 1983), and crisis intervention workers (Neimeyer & Dingemans,

1980), were found to have higher fear of death scores.

Extreme sport participants had lower levels of neutral acceptance of death scores
than participants who do not perform extreme sport activities. Neutral acceptance of
death is simply accepting death as an unchangeable fact of the end of life,
perceiving death without fear or welcome, and trying to do best in the course of life.
Hence, death can be a complicated challenge for participants engaging in extreme
sport activities. If they had accepted death as an unchangeable fact of life and
perceived it with welcome, then they would not want to challenge it by participating

in these risky extreme sport activities that may result in death.

Participants who engage in extreme sport activities had higher health promoting
behaviors scores than other participants. In the literature, it was reported that
mortality salience is associated with higher levels of health promoting behaviors
(Taubman-Ben-Ari & Findler, 2005; Bozo, Tunca, & Simsek, 2009). In a congruent
manner, participation in extreme sport activities made mortality perception more
salient, which in turn, might resulted in higher levels of health promoting behaviors.
Their higher fear of death scores, in addition to lower neutral acceptance of death
scores, might be an indication of their investment on this world, rather than after
life. This investment necessitates engagement in health promoting behaviors, such
as eating responsibly and exercising to live healthier and longer. Although,
participation in extreme sports activities is seemingly very risky, to perform them
one should be fit and healthy. Thus, they should take extra care of their health. In
sum, considering extreme sport activities as health compromising behaviors might

be shallow.

86



4.1.2 Differences between the Levels of Gender in terms of Study Measures.
Females had higher levels of anxious attachment scores than males in the current
study. This finding is congruent with the literature suggesting that females are prone
to have more anxious attachment style scores than males. Anxious attachment is
characterized by worry about partner's reluctance to get close to, worry about
partner's affection, experiencing strong urge to get very close to partner, and being
anxious while experiencing separations and losses (Fraley & Shaver, 2000). In an
evolutionary perspective, females' anxious attachment style serves as a strategy to
maximize closeness with their kin and partners (Kirkpatrick, 1998), and also it may

be a counter strategy to diminish partner's avoidance (Del Giudice, 2011).

Females had also higher levels of lack of clarity about their emotions, impulse
control difficulties while dealing with negative emotions, non-acceptance of
emotional responses, and lack of strategies while dealing with negative emotions,
all of which are difficulties in regulating emotions. According to Stevens (2014),
individuals with higher anxious attachment are aware of their overwhelming
emotions, but they have some deficits in emotional clarity and experience difficulty
in making sense of their feelings and accepting them. Moreover, anxiously attached
individuals, similar to our female participants, have problems in controlling their
impulsive emotional reactions (Kobak & Sceery, 1988). Furthermore, without social
support anxiously attached individuals cannot set any strategies to overcome their
problems (Mikulincer, Shaver, & Pereg, 2003; Mallinckrodt, 2000); and as
mentioned above females were consistently found more anxiously attached than
males. Thus, the current finding suggesting higher lack of strategies while dealing

with negative emotions for females might be explained by their attachment style.

In the current study, males had higher levels of fear of death scores than females. In
the literature, there are contradictory results for fear of death scores for gender.
While some studies reported higher fear of death for men (Cole, 1978; Depaola,
Griffin, Young, & Neimeyer, 2003; Robinson & Wood, 1984), others indicated that
women have higher levels of fear of death (Dattel & Neimeyer, 1990; Wong, Reker,

& Gesser, 1994). What is more, some studies could not find any gender differences
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in terms of fear of death (Thiemann, Quince, Besson, Wood, & Berclay, in press;
Mullins & Lopez, 1982). In spite of these contradictory findings in the literature,
similar to our findings, a study conducted with a Turkish sample did also find males
as having higher death anxiety/fear of death than females (Tasdemir & Gok, 2012).
Therefore, it can be suggested that in Turkish culture, males have higher fear of
death scores than females. This finding might be explained by the way the women
are treated in Turkey. Many Turkish women experience domestic violence and
sexual traumas (Bespinar & Canel Cinarbas, in press). The lifetime prevalence of
physical abuse by spouse was reported as 62 % (Vahip & Doganavsargil, 2006).
What is more, 71.4 % of the Turkish women encounter with psychological, physical
or sexual abuse even during their pregnancy (Basbakanlik Aile Arastirma Kurumu,
1995). Being exposed to violence with such a high frequency and/or intensity,
women in Turkey may perceive death as a very highly possible event, which may
also be an alternative for persistent violence. Thus, Turkish women’s fear of death

scores appeared to be lower than men’s scores.

Parallel to the finding mentioned above, females had higher neutral acceptance of
death scores than males in the current study. In Wong, Reker, and Gesser's (1994)
study, females were more likely to accept death. This result can be explained by
men's avoidance of death thoughts rather than accepting them (Del Giudice, 2011).
Moreover, it was reported that individuals who have lower levels of fear of death
might accept death as a natural part of life (Wong, Reker, & Gesser, 1994).
Similarly, it was reported that people who have lower levels of fear of death have
higher levels of death acceptance (Neimeyer, Wittkowski, & Moser, 2004). Thus,
females' lower fear of death and higher neutral acceptance of death were parallel to

each other and the literature.

4.1.3 Differences among the Levels of Education in terms of Study Measures.
In the current study, it was found that high school graduates have significantly
higher anxious attachment style scores than graduate school graduates; however,
both high school and graduate school graduates did not differ from university

graduates. In Cooper, Shaver, and Collins's (1998) study, anxious adolescents
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reported significantly lower grades and educational aspirations, and higher
delinquent behaviors and substance use. Hence, anxiously attached individuals are
more likely to perform poorly in academic life. In another study conducted in
Turkey, elementary and high school graduates reported higher anxious attachment
scores than university graduates (Durak-Batigiin, & Biiyiiksahin, 2008). Although
this study did not include graduate level participants, in general, it may be
suggested that anxious attachment might be related with lower academic

competence.

The current findings suggested that high school graduates had significantly higher
levels of impulse control difficulties while dealing with negative emotions (e.g.,
losing control over behaviors, having difficulty controlling behaviors, becoming out
of control, feeling out of control) than graduate school graduates; however, both
high school and graduate school graduates did not differ from university graduates.
According to the literature, impulsiveness is related with absenteeism in school and
academic failure (Oner et al., 2012; Shiner, 2000; Shiner, Masten, & Roberts,
2003). Thus, the participants with elevated levels of impulsiveness might not be

able to enter graduate school.

4.1.4 Differences between the Levels of Marital Status in terms of Study
Measures. In terms of their attachment styles, single participants were more
anxious and avoidant than married participants, in the present study. This finding
might be explained by the study of Latty-Mann and Davis (1996). Accordingly,
individuals prefer securely attached individuals as their partners rather than anxious
or avoidant ones. Thus, it is not surprising that single individuals tend to have
insecure attachment styles. Moreover, couples who have insecure attachment styles,
i.e., anxious and avoidant attachment styles, tend to have higher numbers of conflict
(Cohn, Silver, Cowan, Cowan, & Pearson, 1992), lower levels of trust,
commitment, and interdependence (Simpson, 1990), which in turn may result in
break up, divorce, or multiple marriages (Ceglian & Gardner, 1999). So, even if

they get married, insecurely attached individuals' relationships might last shorter.
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4.1.5 Differences between the Levels of Psychological Disorder History in terms
of Study Measures. Participants who reported a psychological disorder history had
significantly higher anxious and avoidant attachment style scores than participants
without psychological disorder history. This finding was in line with the literature.
While anxious and avoidant attachment styles were related with several
psychological disorders, such as eating disorders (Fonagy et al., 1996), personality
disorders (Fonagy et al., 1996), depressive symptoms (Bifulco, Moran, Ball, &
Bernazzoni, 2002), anxiety symptoms (Muller, Lemieux, & Sicoli, 2001), secure
attachment style was related with psychological well-being (Dieperink, Leskela,
Thuras, & Engdahl, 2001).

Between the levels of psychological disorder history, there was a significant
difference in terms of lack of clarity about emotions, impulse control difficulties
while dealing with negative emotions, non-acceptance of emotional responses, and
lack of strategies while dealing with negative emotions. The participants with a
history of psychological disorder had more difficulties in regulating their emotions.
Similarly, the literature showed that difficulties in emotion regulation strategies are
positively associated with several psychological symptoms (American
Psychological Association, 1994; Gratz & Roemer, 2004; John & Gross, 2004). In
another study conducted in Turkey, similar findings were revealed. Ruganci and
Gengoz (2010) found that difficulties in emotion regulation strategies might be
signs of several psychological disorders. These consistent findings are only
correlational in nature. That is to say, it is not clear whether they suffer from
psychological symptoms due to their difficulties in regulating their emotions or vice

Versa.

Although escape acceptance of death (i.e., death can be perceived as an escape from
problems of existence, death is a welcomed alternative for painful and anguished
life) was not correlated with psychological well being in the original study of death
attitudes (Wong, Reker, & Gesser, 1994), in the current study participants who
reported psychological disorder history had lower levels of escape acceptance than

the ones without psychological disorder history. This finding is inconsistent with
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the literature suggesting that individuals with psychological problems are more

likely to commit suicide (Harris & Barraclough, 1997).

4.1.6 Discussion of the Hierarchical Regression Analysis. In the hierarchical
regression analysis, first, participants who perform extreme sport activities were
found to be engaged in more health promoting behaviors than participants who do
not engage in extreme sport activities. As mentioned before, participation in
extreme sport activities may make mortality awareness more salient, which in turn,
might lead to higher health promoting behaviors (Taubman-Ben-Ari & Findler,
2005; Bozo, Tunca, & Simsek, 2009). Moreover, the individuals who perform risky
activities like extreme sports should take care of their health to enable themselves to
perform these activities. Second, after controlling the effects of gender and extreme
sport participation, participants with higher levels of anxious and avoidant
attachment styles reported lower levels of health promoting behaviors. Individuals
with higher leves of anxious attachment style were found to have risks of sexually
transmitted diseases, unexpected pregnancies, substance abuse related disorders,
and lack of exercise. Avoidantly attached individuals were reported as reluctant to
seek medical help for their complaints, since they had difficulties in trusting health
care professionals. This insecure attachment style was also found to be related with
health comprimising behaviors such as smoking, cocaine use, alcohol use, high
calorie intake, and lack of seatbelt use (Ahrens, Ciecharowski, & Katan, 2012;
Feeney & Ryan, 1994). Third, after controlling for gender, extreme sport
participation and attachment styles, difficulties in awareness about emotions was
related with lower levels of health promoting behaviors. If participants were
unaware of their actual emotions and needs, they may have difficulties in
monitoring their health status, which in turn might affect their health promoting
behaviors, too. Fourth, participants with higher levels of neutral acceptance of
death, in other words, participants who believe that death is a natural part of life,
reported less health promoting behaviors. In the original study of death attitudes,
neutral acceptance was positively related with physical well-being (Wong, Reker, &

Gesser, 1994). In Turkish culture, individuals were found to have higher levels of
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fatalistic attitudes (Kasapoglu & Ecevit, 2003), which might be related with lower
levels of health promoting behaviors, too. Fatalistic individuals do not worry about
the things that they perceive being out of their control, which may result in lower
levels of risk perception (Simsekoglu, Nordfjern, Zavareh, Hezaveh, Mamdoohi, &
Rundmo, 2013). Since neutral acceptance might be interpreted as an attitude of not
worrying about the inevitable end of life, it can also be related with fatalism and not
taking the responsibility of own health. Fifth, the participants with higher approach
acceptance of death attitudes reported less health promoting behaviors. Approach
acceptance of death is related with the idea that there will be a happy after life, and
this acceptance of death attitude is rooted in religiosity (Wong, Reker, & Gesser,
1994). Fear of death and religious beliefs are contradictory to each other in such a
way that, believers tend to cope with their fear of death with the belief of symbolic
immortality. If participants believe in symbolic immortality, they may not attend
health promoting behaviors to deal with their mortality. Last, the participants with
higher escape acceptance of death attitudes engaged in more health promoting
behaviors. Individuals with higher levels of escape acceptance perceive the death as
the end of existential sufferings and pain (Wong, Reker, & Gesser, 1994). Escape
acceptance of death might also be perceived as an escape from physical and
psychological sufferings in daily life. Thus, health promoting behaviors can be a

good coping mechanism to overcome suffering and pain.

Up to now, we tried to discuss the findings of the preliminary analyses. In the

following section, the findings of the main analyses will be discussed.
4.2 The Mediator Role of Difficulties in Emotion Regulation Strategies

4.2.1 The Mediator Role of Difficulties in Emotion Regulation Strategies in
Participants who Engage in Extreme Sport Activities. Lack of awareness about
emotions and lack of goals while dealing with negative emotions, as two of the non-
adaptive emotion regulation strategies, mediated anxious attachment style—health

promoting behaviors relation in extreme sport sample.
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First, the individuals with higher anxious attachment characteristics were less likely
to be aware of their emotions, which in turn, decreased their health promoting
behaviors in extreme sport group. Contradictory to this finding, Stevens (2014)
indicated that participants with high anxious attachment style characteristics were
more aware of their emotions; however, they also had difficulties in clarifying their
emotions. In other words, anxiously attached individuals were aware of their
emotions, but they struggled in identifying, controlling, and regulating them. Our
finding may also be explained by the nature of the sample. Risky behaviors and
adrenaline seeking are inseparable parts of extreme sports; and they could be used
by extreme sport participants to compensate for their lack of awareness of their
emotions. Moreover, these participants may be in such a confused state that (in
addition to being unaware of their emotions), they may not being able to monitor
their psychological and physical health. Therefore, anxiously attached extreme sport
participants' likelihood to perform health promoting behaviors decreases with the

mediator role of lack of awareness about their intense emotions.

Second, the individuals with higher anxious attachment style were more likely to
lack goals while dealing with negative emotions, which in turn, decreased their
health promoting behaviors in extreme sport group. Anxiously attached individuals
may stuck into their compelling emotions and preoccupy with them most of the
time, they may have difficulties in concentrating, focusing on other things, getting
work done, thinking about anything else (all of which are resembling lacking goals
while dealing with negative emotions). Similarly, Stevens (2014) indicated that
people with higher levels of anxious attachment style are more likely to let their
difficult emotions disrupt their goals in daily life; including their health related
goals, such as performing health behaviors.

In extreme sport group, only lack of goals while dealing with negative emotions
mediated the avoidant attachment style-health promoting behaviors relation. The
higher their avoidant attachment characteristics, the more they lacked goals while
dealing with negative emotions, which in turn, decreased their health promoting

behaviors. In extreme sport group, participants with higher levels of avoidant
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attachment might have engaged in these risky activities to regulate their emotions
with suppressing their emotions and becoming distant to them. In other words, since
they did not face their negative emotions, they experienced difficulties in
concentrating or getting work done. With the participation in extreme sports, these
individuals might have defined another manageable goal and source of satisfaction
in their life. Additionally, parallel with their non-adaptive strategies to cope with
their negative emotions and other problems, they might have preferred to use

unhealthy behaviors, rather than health promoting behaviors.

4.2.2. The Mediator Role of Difficulties in Emotion Regulation Strategies in
Participants who do not Engage in Extreme Sport Activities. Lack of clarity
about emotions mediated anxious attachment style-health promoting behaviors
relation in participants who do not engage in extreme sport activities. An increase in
anxious attachment style was associated with an increase in lack of clarity about
emotions, which in turn, decreased their health promoting behaviors. It was
indicated that although individuals with anxious attachment style are more aware of
their emotions than individuals with avoidant attachment style, they have still
problems in clarifying their emotions, an emotion regulation strategy. In other
words, anxiously attached individuals are usually aware of their emotions; however,
they have problems in clarifying them (Stevens, 2014). Similarly, in the current
study, participants with higher levels of anxious attachment had difficulty in
identifying their negative emotions. As one of their general characteristics,
anxiously attached individuals experience anxiety and rumination in their
relationships so extremely that they could not observe, identify or clarify their
actual emotions and needs, which in turn, may interfere with their attentiveness to

their health condition or health promoting behaviors.
4.3 The Mediator Role of Death Attitudes

4.3.1 The Mediator Role of Death Attitudes in Participants who Engage in
Extreme Sport Activities. In extreme sport sample, approach acceptance of death

mediated the anxious attachment style—health promoting behaviors relation. An
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increase in anxious attachment style led to a decrease in approach acceptance of
death, which in turn, increased health promoting behaviors. Approach acceptance of
death is related with an attitude of happy after life that can be rooted in religiosity.
Since anxiously attached individuals are characterized by feelings of anxiety, worry,
and fear in their relationships and problems in regulating these feelings, they may
have the same feelings towards their relation with death. It was indicated that fear
of death and religious beliefs are negatively associated with each other, because
believers may have a symbolic immortality, which helps them to cope with their
fear of death (Wong, Reker, & Gesser, 1993). Therefore, it can be suggested that
participants with higher levels of anxious attachment might have lower levels of
religious beliefs, which in turn is related with lower levels of approach acceptance
of death. In other words, since anxiously attached individuals do not believe in
symbolic immortality, they experience fear and anxiety in relation to death, which
might have directed them to increase their health promoting behaviors to live
healthier and longer.

In the same sample, approach acceptance of death did also mediate the avoidant
attachment style—health promoting behaviors relation. An increase in avoidant
attachment style decreased approach acceptance of death, which in turn, increased
health promoting behaviors. Avoidant attachment style is related with lack of
feelings of security, proximity, self reliance; and emotional distance and avoidance
in their relationships. Hence, these individuals may also avoid thinking about death
and afterlife, which are characteristics of individuals with lower approach
acceptance of death. To conclude, if an individual avoids the idea of death and
afterlife, then s/he needs to make investment into this life through increasing their
health promoting behaviors.

4.3.2 The Mediator Role of Death Attitudes in Participants who do not Engage
in Extreme Sport Activities. Escape acceptance of death mediated avoidant
attachment style—health promoting behaviors relation in participants who do not
engage in extreme sport activities. A decrease in avoidant attachment style was

associated with an increase in escape acceptance of death, which in turn, increased
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health promoting behaviors. In higher levels of escape acceptance of death,
individuals suffer from life, and death can be an alternative for them to escape from
the problems of existence.

The findings mentioned in the previous paragraph were interesting. The individuals
with decreased avoidant attachment style had higher escape acceptance of death;
although they were not avoiding death. In fact, since they suffer in life, they see
death as an escape from this suffering and pain. Still, these people prefer to confront
with their suffering and pain. Since escape acceptance is viewed as an attempt to
escape from this physical and psychological pain, health promoting behaviors may
constitute a good solution for getting rid of sufferings of daily life for these
participants. As Buddha stated "Without health life is not life; it is only a state of
languor and suffering—an image of death™.

4.4 Strengths and Implications

This study aimed to find the effects of attachment styles on health promoting
behaviors with the mediating roles of emotion regulation strategies and death
attitudes. This study was a pioneer in providing an insight into health promoting
behaviors by testing mediation models including attachment styles, emotion
regulation strategies, and death attitudes of individuals as predictor variables.
Another novelty of the present study was testing these models in two different
samples: individuals do and do not participate in extreme sport activities. The
participants who engage in extreme sport activities were selected purposefully,
since in health psychology literature they were considered to have high levels of
health risk behaviors. However, as mentioned before, this group’s health promoting
behaviors were found to be higher than the ones' who do not engage in extreme
sport activities.

This study included fear of death, death avoidance, and three different death
acceptance types in order to enlighten the mediating role of death attitudes in
attachment-health promoting behaviors relation in two different participant groups,

which is again a novel contribution to Turkish psychology literature. As expected,
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these death attitudes had different mediator roles for two different participant
groups. While in extreme sport group approach acceptance of death mediated
insecure attachment styles-health promoting behaviors relation, in the other group
only escape acceptance of death mediated avoidant attachment style-health
promoting behaviors relation. In other words, different death attitudes had different
roles in shaping extreme vs. non-extreme group individuals' health promoting
behaviors.

As another contribution to Turkish psychology literature, we found that insecure
attachment styles can be regarded as risk factors for performing health behaviors.
Since attachment styles are relatively permanent bonds between the children and
their parents/significant others, as a prevention and intervention strategy, the
information of insecure attachment styles-health promoting behavior relation can be
included in the education programs aimed for especially parents of chronically ill
children. Also, certain education programs or campaigns by Ministry of Health to
promote positive parenting practices can be developed.

Difficulties in emotion regulation strategies were related with a decrement in health
promoting behaviors. Thus, in psychotherapy practices, improvement of effective
emotion regulation strategies has a vital role for not only psychological health but
also for physical health through facilitating health promoting behaviors. Thus,
health psychologists should not ignore working on emotions and their regulation
while working with individuals who attend primary, secondary, and tertiary

prevention programs.

In the group of participants who do not engage in extreme sport activities, fear of
death and neutral acceptance of death were positively related with health promoting
behaviors. Thus, as Bozo, Tunca, and Simsek (2009) suggested, to promote
individuals' willingness and motivation to engage in health-promoting behaviors,
reminders of death can be used, especially by the campaigns organized by the
Ministry of Health. Similarly, in psychotherapy practices, patients' fear of death
attitudes and death acceptance styles can be discussed for the development of health
promoting behaviors.
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As mentioned above, health psychology literature regards extreme sport activities as
one of the health risk behaviors. However in this study, participants who engage in
extreme sport activities stated more health promoting behaviors than participants
who do not engage in these activities. When we consider extreme group participants
as athletes, it is actually not surprising that they performed higher levels of health
promoting behaviors. Also, these individuals might use these activities as a way of
approach strategy to cope with fear of death.

4.5 Limitations and Suggestions for Future Studies

Although further studies are needed, this study provided preliminary findings on the
attachment style-health promoting relation with the mediator roles of emotion
regulation strategies and death attitudes in participants who do and do not engage in
extreme sport activities. Even though individuals with anxious attachment style and
avoidant attachment style were examined in this study, individuals with higher
levels of both anxious and avoidant attachment, i.e., fearful attachment style, were
not examined. Thus, future studies should concentrate on all attachment styles,
which are secure, preoccupied, dismissing, and fearful, as proposed by

Bartholomew and Horowitz (1991).

In the measurement of the attitudes towards death, participants' anxiety, avoidance
or acceptance towards death were measured with self report measures in an explicit
way. Some perspectives in psychology literature indicated that conscious reports of
death may not be reliable. For instance, terror management theory argued that
people adopt different defense mechanisms when they experience death anxiety at
different levels of consciousness (Arndt, Greenberg, & Cook, 2002). Therefore, in
typical terror management theory experiments, participants briefly write what they
think about their own mortality, and then experimenters suppress these mortality
thoughts with different study designs in order to reduce conscious thoughts of death
and then they collect data via death measures (Arndt, Greenberg, Solomon,

Pyszczynski, & Solomon, 1998). Thus, in future studies researchers should also

98



include unconscious death attitudes using experimental designs, rather than solely

collecting data on conscious death attitudes through self report measures.

In this study, the age range of the participants (18-40) corresponded to adulthood
period of life; the data were cross-sectional in nature. To observe developmental
changes in participants, and to be able to talk about cause and effect relations, future

studies are suggested to use longitudinal designs rather than cross-sectional ones.

The present sample included participants engaging in different types of extreme
sport activities such as base jumping, cave diving, 40 meter deep dive, Kite surfing,
high level mountaineering, mountain bicycling, paragliding, rallying, rafting, rock
climbing, sky diving, snowboard, and multiple extreme sport activities. However,
extreme sport participation may not be a single phenomenon referring to the same
characteristics of active participants of extreme sport activities. Therefore, future
studies may focus on different types of extreme sport activities to examine the

relations investigated in the current study.
4.6 Conclusion

Different non-adaptive emotion regulation strategies mediated insecure attachment
styles—health promoting behaviors relations in two groups of the current study.
While lack of awareness about emotions and lack of goals while dealing with
negative emotions were mediators in extreme sport sample, only lack of clarity
about emotions was a mediator in anxious attachment style—health promoting
behaviors relation in participants who do not engage in extreme sport activities. For
extreme sport sample suffering from lack of emotional awareness, to promote their
health promoting behaviors, clinical and health psychologists may attend on and
care about their patients' feelings and acknowledge their emotions. For their lack of
goal directed behavior while dealing with negative emotions, problem focused
coping strategies can be fostered since these individuals have problems in
concentration due to their compelling emotions. For participants who do not engage
in extreme sport activities, clinical and health psychologists might work on making

sense out of patients' feelings.
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Similarly, different death attitudes mediated insecure attachment styles—health
promoting behaviors relations in two groups. In extreme sport sample, approach
acceptance of death mediated insecure attachment styles—health promoting
behaviors relation, whereas, in participants who do not engage in extreme sport
activities, escape acceptance of death mediated avoidant attachment—health
promoting behaviors relation. For extreme sport participants, an attitude of happy
after life might have resulted in health compromising behaviors; therefore, the
importance of living healthy and longer may be stressed. In participants who do not
engage in extreme sport activities, the perception that death is a welcomed
alternative for painful life was found to be related with higher health promoting
behaviors. Thus, health promoting behaviors can be regarded as a good solution for
getting rid of sufferings of this life.

In sum, as Buddha stated 'Health is the greatest gift'. Different groups of individuals
may have different paths for health compromising and promoting behaviors.
Therefore, it is important to figure out these differences to promote living healthier
and longer.
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APPENDICES

APPENDIX A: DEMOGRAPHIC FORM

1. Yasmiz ...........
2. Cinsiyetiniz (1)Kadin (2)Erkek

3. Egitim Durumunuz

(1) Tlkokul  (2) Ortaokul (3) Lise (4) Universite  (5) Lisansiistii

4. Gelir Durumunuz/Ailenizin Gelir Durumu
(1) Diistik (2) Orta (3) Yiiksek

5. Medeni Durumunuz
(1) Bekar (2) Evli (3) Bosanmis (4) Dul

6. Yasaminizin cogunu gecirdiginiz yer

(1) Biiyiik sehir (Istanbul, Ankara, Izmir gibi) (2) Sehir (3) Kasaba (4) Koy
7. Mesleginiz ........ccccveevevennnne.

8. Universite dgrencisi iseniz; bSHMUNGHZ ............cocovevnne.n. SINIINIZ...eeeveieeeeeieeeeeenn,

9. Herhangi bir extrem (u¢) spor yaptyor musunuz? (1) Evet (2) Hayir

10. Cevabimiz EVET ise asagidakilerden hangisidir?
(1) Paragsiitle yiiksekten atlama (2) Magara daliciligi(3) 40 m sualt1 dalist
(4) Buz tirmanis1(5) Ugurtma sorfii (6) Dag tirmanisi(7) Yamag parasiitii

(8) Ralli (9) Rafting (10) Kaya tirmanisi (11) Motokros
(12) Hava dalist (13) Ugurum atlayisi (14) Diger ..................
11. Herhangi bir psikolojik rahatsizlik gegirdiniz mi? (1) Evet (2) Hayir

Cevabimiz EVET ise ne tiir bir rahatsizlik yasadiginizi belirtiniz...........ccccceeevvuennene

12. Herhangi bir fiziksel rahatsizlik gegirdiniz mi? (1) Evet (2) Hayir

Cevabiniz EVET ise ne tiir bir rahatsizlik yasadiginizi belirtiniz ..........................
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APPENDIX B: EXPERIENCES IN CLOSE RELATIONSHIPS-REVISED

Asagida verilen cimlelere ne dlglide katildiginizi esinizle
olan_iligkinizi g6z o6niinde bulundurarak cevaplayiniz. Her
maddenin evliliginizdeki duygu ve dislincelerinizi ne oranda
yansittigini karsilarindaki 5 aralikli cetvel Uzerinde ilgili rakami
yuvarlak igine alarak belirtiniz. Eger esinizi kaybettiyseniz veya
esinizden ayri yasiyorsaniz, asagidaki maddeleri bir iligki icinde
bulundugunuzu varsayarak cevaplayiniz.

1 2 3 4 5

Hic Biraz Kararsizim/ Biraz Tamamen

katilmiyorumkatiimiyorum fikrim yok  katiliyorum katiliyorum

£
) . £ o
ONEMLI_NOT: Asagidaki ciimlelerin bazilarinda “yakin | & |2 E |>
» p o . . . S |o 5 |=
olmak” veya “yakinlasmak” ifadeleri gegmektedir. Bu ifadelerle 5 |> 3 .g
kastedilen esinizle duygusal yakinhk kurmak, dislncelerinizi veya > E R4
basinizdan gecenleri esinize agmak, esinize sariimak ve benzeri g % § % q‘:’
davraniglardir. Litfen ilgili sorulari bu tanima goére cevaplayiniz. ﬁ ¥ 5 ¥ |E
¥ IN|g [N [®
o 815 |8 |E
I 0 |X M |-
. Esimin sevgisini kaybetmekten korkarim. 12 45
. Gergekte ne hissettigimi esime géstermemeyi tercih 1] 2 4 5
ederim.
. Siklkla, esimin artik benimle olmak istemedigi 1| 2 4 5
korkusuna kapilirim.
. Ozel duygu ve disiincelerimi esimle paylagsmak 1| 2 4 5
konusunda kendimi rahat hissederim.
. Siklikla, esimin beni gercekten sevmedigi kaygisina 1] 2 4 5
kapilirim.
. Esime guvenip dayanmak konusunda kendimi rahat 1] 2 4 5
birakmakta zorlanirim.
. Esimin beni, benim onu 6nemsedigim kadar 1] 2 4 5
onemsemediginden endise duyarim.
1] 2 4 5

. Esime yakin olma konusunda ¢ok rahatimdir.
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9. Siklikla, esimin bana duydugu hislerin benim ona
duydugum hisler kadar gu¢lid olmasini isterim.

10.Esime acgiima konusunda kendimi rahat hissetmem.

11.1liskilerimi kafama ok takarim.

12.Esime fazla yakin olmamayi tercih ederim.

13.Benden uzakta oldugunda, esimin bagka birine ilgi
duyabilecegi korkusuna kapilirim.

14.Esim benimle ¢ok yakin olmak istediginde rahatsizlik
duyarim.

15.Esime duygularimi gosterdigimde, onun benim igin
ayni seyleri hissetmeyeceginden korkarim.

16.Esimle kolayca yakinlasabilirim.

17.Esimin beni terkedeceginden pek endise duymam.

18.Esimle yakinlasmak bana zor gelmez.

19.Esim kendimden siphe etmeme neden olur.

20.Genellikle, esimle sorunlarimi ve kaygilarimi
tartisirnm.

21.Terk edilmekten pek korkmam.

22.Zor zamanlarimda, esimden yardim istemek bana iyi
gelir.

23.Esimin, bana benim istedigim kadar yakinlasmak
istemedigini digtntram.

24 Esime hemen hemen her seyi anlatirim.

25.Esimin bazen bana olan duygularini sebepsiz yere
degistirdigini hissederim.

26.Basimdan gegenleri esimle konusurum.

27.Cok yakin olma arzum bazen insanlari korkutup
uzaklastirir.

28.Esim benimle ¢ok yakinlastiginda gergin hissederim.

29.Esim beni yakindan tanirsa, “gercek ben’i
sevmeyeceginden korkarim.

30.Esime glvenip dayanmak konusunda rahatimdir.
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31.Esimden ihtiya¢ duydugum sefkat ve destegi
gbérememek beni 6fkelendirir.

32.Esime glvenip dayanmak benim igin kolaydir.

33.Bagka insanlara denk olamamaktan endise duyarim

34.Esime sefkat gostermek benim igin kolaydir.

35.Esim beni sadece kizgin oldugumda 6énemser.

36.Esim beni ve ihtiyaclarimi gercekten anlar.
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APPENDIX C: DIFFICULTIES IN EMOTION REGULATION
STRATEGIES

Asafida insanlann duvgulanmi kontrol stmekts kullandiklan baz véntemler verilmigtic. Listfen her
durumu dikkatlice okuyunuz ve har birinin sizin igin ne kadar dogr oldugunu igtanlikls degarlendiriniz.
Diegerlendirmenizi uvgun cevap dniindski vuvarlak izerine garp1 (X) kovarak isarstlaviniz.

1. Nz hissattifim konusunda netimdir.
O Naradawse " Bazan  Vaklagilke C CloEn zaman  Meradevse
Hichir zaman Yar vanva Har zaman

2. MNehissattifimi dikkate alinim.
O Maradaysa OBazan O Yaklagik O Cofu zaman O Maradaysa
Hichir zaman Yar vanva Har zaman

3. Duveulanm bana davamilmaz ve kontrolsiiz galir.
S Meradevse ZBazen = Yaklazik 2 Cofu zaman Z Meradewse
Hichir zaman Yar vanva Har zaman

4. Nz hissattifim konusunda neat bir filorim vardr.
S Maradavse CBazen = Yaklagik 2 CoEu zaman  Maradavse
Hichir zaman Yar vanva Har zaman

5. Duwgulanma bir anlam vermekts zorlanmm.
O Naradawse " Bazan  Vaklagilke C CloEn zaman  Meradevse
Hichir zaman Yar vanva Har zaman

6. Mehissettitime dikkat edarim.
O Naradawse " Bazan  Vaklagilke C CloEn zaman  Meradevse

Higbir zaman Yan vanva Har zaman

7. Me hissettitimi tam olarak bilirim.
O Naradawse " Bazan  Vaklagilke C CloEn zaman  Meradevse

Higbir zaman Yan varva Har zaman

E. Mehissettigimi dnsmserim.
O Naradawse " Bazan  Vaklagilke C CloEn zaman  Meradevse
Higbir zaman Yar varva Har zaman

9. MNehissattifim konusunda karmasa vasanm.
O Naradawse " Bazan  Vaklagilke C CloEn zaman  Meradevse
Hichir zaman Yar vanva Har zaman

10. Eandimi kéti hissettifimda, bu duvenlanmi kabul ederim.
O Maradaysa OBazan O Yaklagik O Cofu zaman O Maradaysa
Hichir zaman Yar vanva Har zaman

11. KEandimi kot hissettifimdea, biovla hissettifim igin kendime bizarm.
O MNaradawsa COBazean O Yaklagik 2 Cofu zaman O MNaradawsa
Hichir zaman Yar vanva Har zaman

12. Kandimi kéti hissettifimda, bovla hissettifim igin utaninm.
S Maradavse ZBazen = Yaklagik 2 Cofu zaman Z Maradavse
Hichir zaman Yar vanva Har zaman

13, Eandimi koti hissettifimda, iglerimi vapmalkta zorlanm.
O Meradavsae CBazen O Yaklagik 2 CoEu zaman  Maradawse
Hichir zaman Yar vanva Har zaman
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14. Kandimi Lotii hissettifimda, kontrolimii kavbedarim.
O Naradaysa CBazan 2 Yaklasik O Cofn zaman 2 Neradavsa
Hichir zaman Yari vanva Her zaman

15. Kendimi kotii hissettifimda, uzun siira bévle kalacafima inanrim.
O Maradaysa iZBazen i Vaklasile C Cofn zaman 2 Maradavse
Hichir zaman Yari vanva Her zaman

16. Kendimi kétii hissettifimda, sonug olarak vofun daprasif duygular iginds olacafima inanirnm.

2 Haradavsa CBazen 2 Yaklasik 2 Cogu zaman 2 Maradavse

Higbir zaman Yar varva Har zaman

17. Kendimi kotii hissettifimde, duvgulanmm verinds ve énamli oldufuna inamom.
Z Maradawsa ZBazen 2 Yaklasik Z Cofu zaman 0 Meradevse

Hichir zaman Yari vanya Her zaman

18, Kendimi kotii hissettisimds, bagka sevlars odaklanmalts zorlamrm.
O Maradaysa iZBazen i Vaklasile C Cofn zaman 2 Maradavse
Hichir zaman Yari vanva Herzaman

19, Kendimi kotii hissettisimds, kendimi kontrolden gikrms hissederim.
O Maradaysa iZBazen i Vaklasile C Cofn zaman 2 Maradavse
Hichir zaman Yari vanva Herzaman

20. Kendimi kit hissetticimde, halen islerimi siirdiirabilirim.
2 Heradaysa i>Bazen i Yaklasik 2 Cofu zaman i Maradavse

Hichir zaman Yari vanva Her zaman

21. Kendimi kdti hissettisimde, bu duvsumdan dolavi kendimdan utamrm.
O Heradavsa ZBazen 2 YVaklasik 2 Cofu zaman 2 Maradavse

Higbir zaman Yari variva Har zaman

22. Kendimi koti hissettifimds, sninds sonunda kendimi daha ivi his setmenin bir volunu bulaca g

bilirim.

O Maradaysa iZBazen i Vaklasile C Cofn zaman 2 Maradavse
Hichir zaman Yari vanva Her zaman

23, Kendimi koth hissettifimda, zavif biri oldugum duygnsuna kapilirim.
2 Meradaysa iZBazen i Yaklagil 2 Cofn zaman 2 Maradavse
Hichir zaman Yari vanva Her zaman

24, Eendimikéth hissettifimds, davranislanrm kontrol altinda tutabilecegimi hissedarim.
O Heradavsa ZBazen 2 YVaklasik 2 Cofu zaman 2 Maradavse

Higbir zaman Yari variva Har zaman

25, Eendimi koth hissettifimda bévle hissettifim igin sugluluk duvarm.
C Maradavse Bazen 2 Vaklasil C Qofu zaman 0 Meradevse

Higbir zaman Yar varva Har zaman

26. Kendimi kitii hissettisimde, konsantrs olmakta zorlamnm.
O Naradaysa CBazan 2 Yaklasik O Cofn zaman 2 Neradavsa

Hichir zaman Yari vanya Her zaman
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27. Kandimi koti hissettifimda,
 Maradavse “Bazen
Higbir zaman

, davramslanmi kontrol etmekts zorlanm.
O Vaklasik  CoEn zaman  Maradawse
Yan varva Her zaman

28. Kendimi kotil hissettifimda,
O MNeredavse CBazan

Higbir zaman

. daha ivi hissetmem igin vapacagm hig bir sev olmadifina inanmnm.
O Yaklagik O Cofu zaman O Meradavse

Yan vanva Har zaman

29 Kendimi koti hissettigimda,
 Maradavse “Bazen
Higbir zaman

. bowvle hissettieim igin kendimden rahatsiz olurum.
O Vaklasik  CoEn zaman  Maradawse
Yan vanva Har zaman

30. Kendimi koti hissettifimda,
 Maradavse “Bazen
Highir zaman

. kendim igin ¢ok fazla andijelenmews baslanm.
O Vaklasik  CoEn zaman  Maradawse
Yan varva Her zaman

11. KEendimi koti hissettifimda,

inanirim.

 Maradavse “Bazen
Higbir zaman

. kendimi bu duvguva birakmalktan baska vapabilacagim birseyr olmadifina

O Vaklasik  CoEn zaman  Maradawse
Yan vanva Har zaman

12 Kendimi koti hissettifimda,
 Maradavse “Bazen
Higbir zaman

. davramislanm fizerindaki kontroliimii kavbedarim.
O Vaklasik  CoEn zaman  Maradawse
Yan vanva Har zaman

13, Kendimi koti hissettifimda,
 Maradavse “Bazen
Higbir zaman

, baska bir sev diljiinmakts zorlanwm.
O Vaklasik  CoEn zaman  Maradawse
Yan vanva Har zaman

34 Eendimi kot hissettifimde,
 Maradavse “Bazen
Higbir zaman

., duvgumun gargekts ne oldufunu anlamak igin zaman avinnm.
O Vaklasik  CoEn zaman  Maradawse
Yan vanva Her zaman

15, Kendimi koti hissettifimda,

, kendimi daha ivi hissetmem urun zaman alr.

CrMersdavse CBazan CF Yaklagilk  (CoEu zaman Cr Meradavse
Higbir zaman Yan vanva Har zaman

36. Kendimi kot hissettifimde, duvegnlanm davamlmaz olur.

 Maradavse “Bazen O Vaklasik  CoEn zaman  Maradawse
Higbir zaman Yan vanva Har zaman
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APPENDIX D: DEATH ATTITUDE PROFILE-REVISED

Bu soru formu oOliim hakkinda farkli tutumlara iliskin c¢esitli ifadeler
icermektedir. Her bir ifadeyi dikkatle okuyarak katilma ya da katilmama
yoniindeki kararinizi yandaki 7 dereceli dlgek iizerinde belirtiniz. Ornegin bir
madde yer alan “Oliim bir arkadastir” ifadesine ne kadar katilip ya da
katilmadiginiz1 siralanan segenekler icerisinden size uygun olant (X)
isaretleyiniz. Olgegin “tamamen katiliyorum” yani 7’den dan “kesinlikle
katilmiyorum™a yani 1’e dogru ilerledigine dikkat ediniz. Ancak kararsizlik
kategorisini miimkiin oldugunca az isaretlemeye caliginiz. Liitfen higbir
climleyi atlamamaya ve tek bir segenegi isaretleyerek degerlendirmeye 6zen
gosteriniz. Ifadeler birbiri ile ayn1 goriilebilir fakat her biri kiigiik de olsa bazi
farkliliklar icermektedir.

716 |54 (3|21

1.0liim siiphesiz ac1 bir
deneyimdir.

2.Kendi 6lme ihtimalim
bende kayg yaratir.

3.Ne olursa olsun 6limi
diisiinmekten kag¢inirim.

4.0ldiikten sonra cennete
gidecegime inantyorum.

5.0liim tiim sikintilarima son
verecektir.

6. Oliim dogal, inkar
edilemez ve kaginilmaz bir
olay olarak goriilmelidir.

7. Oliimle yok olus beni
huzursuz ediyor.

8. Oliim, sonsuz memnuniyet
verici bir yere giristir.

9. Oliim, bu berbat diinyadan
kacis1 saglar.

10. Oliim diisiincesi her
aklima geldiginde kafamdan
uzaklastirmaya caligirim.

11. Oliim, ac1 ve 1zdiraptan
kurtulustur.

12.Siirekli Oltimi
diisiinmemeye ¢alisirim.
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13. Cennetin bu diinyadan
daha iyi bir yer olduguna
inaniyorum.

14. Olim hayatin dogal bir
parcasidir.

15. Oliim tanrrya kavusma ve
ebedi bir huzurdur.

16. Oliim yeni ve harika bir
hayat1 vaad eder.

17. Oliimden ne korkarim ne de
onu beklerim.

18. Yogun bir 6liim korkum var.

19. Oliim hakkinda diisiinmekten
tamamen kag¢iirim.

20. Oliimden sonra hayat konusu
beni fazlasiyla rahatsiz eder.

21. Oliimiin herseyin sonu
olacagi anlamina gelmesi
gercegini bilmek beni korkutur.

22. Oldiikten sonra sevdiklerimle
bir araya gelmeyi bekliyorum.

23. Oliimii diinyevi 1zdiraptan
kurtulus olarak goriiriim.

24. Oliim, basit bir anlatimla
yasam siirecinin bir pargasidir.

25. Oliimii sonsuz ve kutsal bir
yere gegis olarak goriiriim.

26. Oliim konusuna y&nelik bir
sey yapmamaya caligirim.

27. Oliim ruha harika bir
Ozgiirliik saglar.

28. Oliim ile yiizlesmemde bana
rahatlik veren tek sey 6liimden
sonraki hayata olan inancimdir.

29. Oliimii bu diinyanin
yiikiinden kurtulus olarak
gorlurum.

30. Oliim, ne iyi ne de kotiidiir.

31. Oliimden sonraki hayat:
0zlemle bekliyorum.

32. Oliimden sonra ne olacagini
bilmemenin yarattig1 belirsizlik
beni kaygilandiriyor.
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APPENDIX E: HEALTH PROMOTING LIFESTYLE PROFILE-REVISED
1

SACLIKLII YASAN DAVEANISLARI OLCEGE

Bu anket su andaki vasam seklinizve kisisel ahskanhklarmizls ilgili ciimlslarden
olugmaktadir. Listfan her bir soruyu dogru bir sekilde cavaplandinmiz ve tim maddalari
cevaplandumaya dzen gosteriniz. Gergeklastirdifiniz davrami;lanm hangi vo funluktas oldugunn

balirtmslk igin 1 ile 4 arasmmdali dlgakten size uvenn olam isaratlayiniz.

1=Higbir zaman, 21=Bazsn, J=Cofuzaman,  4=Her zamsan
c c
= o = r
R
Forunlanmm ve endiselerimi bana valin insanlarla pavlaginm K cl 4
7 Azyagh, doymug yag oram ve kolastrol oram digik besinler 7 3 4
tercih adarim.
3 Kendimdes olagandigi bir belirti va da sempton gérdigimds q 7 3 4
doktora vada saghk nwzmamima bagvururmm.
4 IWizenliolarak spor vaparim. 2z 3 4
5 1 eteri kadar uvurum 2 3 4
& DOlumlu vénde degistigimi ve galisticimi hissedivorum. K cl 4
7 DMger insanlar basanlarmdan dolay rahathllas 6verim. 2 3 4
£ gebkerve sekerli vivecaklarin tiketimini kisanm. 5 ] 4
5 saghkl wvasam hablmds okurva daty programlan izlarim. Z ] 4

Haftads en az 3 kera I0 va da daha fazls dakiks gilce daval

spzarsiz vaparm (tempolu wilriiviig, bisiklst, asrobik gibi...)

Harsiin rehatlama ve gzvieme sgzersizlerine vakit avinnm. z ) 4
12 Hayatimin bir amaci olduguna inanyomm. Zz 3 4
13 Insanlarla anlaml ve tatmin adici iliskilerim vardar. 2 3 4
14 ergin toplamda6-11 persiyon (300-1000 gram) elimek tabil, F 5 5 4
piring va da makama tiketirim.
15 Sovlediklerini anlamadifimda doktoruma somlar soranm. 2 3 4
16 Hafifile orta zorlukta fiziksel aktivite vaparm (Omegin haftada 2 3 4
3 glinvevs dsha fazla 30-40 dakikahl viriviislar).
17 Havatimda degistiramevacsgim sevleri kabullenirim. 2 ] 4
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= c
: s b L
5] ﬂ E m
= m 3 T
5 @ | =
g 8 2
18 (relacege umutla balcanm. R
153 Yakm arkadaslarmla vakit gagiricim. z 3 4
20 Hergin 2-4 adst mevve verim. 2 3 4
7¢ LDoktorumun tavsivesi hakkmda jiiphem varsa ikinei bir uzman 7 3 4
gbrisii alim,
7 DBoj zamanlanmda eflenceli (yiizme, dans, bisiklet gibi) fiziksel 7 3 4
aktivitslerdas bulunurum.
23 Uvku zamam giizal diisiinealers konsantrs olumm. > 3 4
24 Kendimden hosnutve huzurluyum. 2 3 4
25 Ileimi seveimive vakmhgm bagkalarma kolaylikla gésterir 203 4
26 Hergiin -3 tabak sebze verim. 2 31 4
27 BaghEmla ilgili merak atticlerimi doktorlarls konugurum. 203 4
2% Haftadasnaz ? kezesnems sgzersizleri vapanm. R
79 Strasimikontrol stmek igin ozal vontemler kullaninm. 203 4
30 Havatmdaki uzun vadeli planlan gargaklastirmak igin calisir R
31 Onemseditim insanlara valonlik g6 sterir ve onlardands valmlk Y
EDfilrim.
1 Hergiin toplamda vanm ile bir kilo arasinda siit, vogurt veva s 1 g
pevnir tikatirim.
13 Vucudumda tehlike gistergasi olabilacal: fiziksel dagisiklikls I '
farkedebilmalk igin avda en az 1 kars vucudumu incelerim.
Criinlik aktivitelirim sirasmda egzersiz vapanm (asansore
M binmsk varine merdiven gikmak #Ele tatilinds viirimek, 2 3 4
arabam gidaceEim verden uzags park edip viirimek gibi...).
35 15 vaeglenceye dengeli vakit aviriom. R
3% Hargiinii ileing ve ilgi gakici bulumm. 22 4
37 Duveusal yabmhk ihtivaglarm Earsilamanm vollanm buTumm. R
g5 Hergin sadecs 1-3 tabak (150-213 gram) et, tavuk, balik, kuru 7 3 4
fasulve, vumurta ve fimdik fistik verim.
75 Kendime dahanasil iyi bakabilecagim konusunda doktorumdan 7 3 4

bilgi istarim.
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& E ¢
m
= EE 3 E
R
40 Spor vaparken nabzimy dlgerim. Z 3 4
Hergin [3- I dakiks gevseme sezersizleri va da meditasvon
41 2 3 4
VEparIm.
47 Havatirnds benim igin nelerin namli oldugunun tarkmdavim z 3 4
43 Denidnemseven insanlardan dastak alinim. z 3 4
44 Paketli viyeceklerin fizerindzki besin, vag ve sodyum oranlanm 3 3 4
o Erenmelk igin atiketlarini olurim.
45 [Kigizel sagll bakimi ile ilE eEitici programlars Eatilrm, z 3 4
45 Epzarsizvaparkan hadafladifim nabza ulasinm. 2 3 4
47 Yorulmamak igin gin igindaki hizrn avarlanm. z 3 4
45 Bendan daha viiee bir varhiga bagh oldugumu hissedivorum. 2 3 4
Baskalarivla olan anlasmazhklarm tarhsarak veva nzlasaralk
45 2 3 4
ghzarim.
50 Kahvalt ederim. 23 4
51 (rerskli oldugunda dEit vave damsmanik almava galisirm. 2 3 4
£ Yenidenesvimlersve beni gslistiracek sevlers apimmdir, z 3 4
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APPENDIX G: TURKISH SUMMARY

BOLUM 1

GIRIiS

Gegmiste, 6liimiin temel sebebi tiiberkiiloz, ishal ve verem gibi enfeksiyon
rahatsizliklar1 olmasina ragmen, 1900°lerin baslarindan itibaren, sebep kalp
rahatsizliklari, kanser ve diyabet gibi kronik rahatsizliklar olmaya bagladi (Brannon
ve Feist, 2007). Gliniimiizde, tiim diinyada 6liim oranlarinin %60’1nin sebebi kalp
rahatsizliklari, kanser, kronik solunum rahatsizliklari, diyabet ve felg gibi kronik
rahatsizliklardir (World Health Organization, 2015). Kronik rahatsizliklar sagliksiz
yasam bicimleri ve davranislar ile giiclii bir sekilde iliskili oldugu i¢in, kisiler

kronik rahatsizliklardan korunmak i¢in saglik davraniglarini artirabilirler.
1.1 Saghk Davranislari

Saglik davraniglari, kisinin farkli gevresel kosullara entegre olabilmesi igin iyilik ve
saglikli olma halini devam ettirerek, gergek insan potansiyeline ulasabilme amaciyla
yaptig1 aktivitelerdir (Pender, Murdaugh, ve Parsons, 2006). Saglik davranislari
kendini gergeklestirme, saglik sorumlulugu, egzersiz, iyi beslenme, kisiler arasi
destek ve stres yonetimi gibi ¢ok boyutlu bir yapiya sahiptir (Walker, 1987). Bazi
saglik davraniglar1 diizenli saglik kontrolii, yilda bir dis temizligi yaptirma, disleri
giinde iki kez fircalama, vitamin ve mineral destekleri alma, diizenli olarak kahvalti
yapma, giinde {i¢ 6glin yemek yeme, egzersiz yapma ve iyi 6z bakima sahip olmay1
igerir (Scharfe ve Eldredge, 2001). Koroner kalp hastalig1 6liimiin baglica

sebeplerinden biridir ve sigara i¢gme, aktif olmayan yasam bi¢imi ve sagliksiz
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beslenme ile iliskilidir. Koroner kalp hastaliginin risklerini azaltabilmek i¢in, kisiler
sigara igmeyi birakabilir, saglikli ve diisiik kolestrollii gidalarla beslenebilir, diizenli
olarak egzersiz yapabilir ve gerektiginde medikal tedavi alabilirler. Bu ylizden daha
once de bahsedildigi gibi, saglik davraniglarinda bulunarak kendimizi kronik

rahatsizliklardan koruyabiliriz.

Her ne kadar saglik davraniglarinda bulunma konusunda bir artis olsa da, kisilerin
saglik davraniglarinda ve sagliga riskli davraniglarda bulunma durumlarinda
degisiklikler vardir (Fardy ve ark., 1995). Sagliga riskli olan davranislar, yara ve
hastalik riskini artiran kisisel davranislar olarak tanimlanir (Steptoe ve Wardle,
2004). Sagliga riskli davranislar sigara igme, alkol tiiketme, yasal olmayan ilaglar
ve uyusturucular kullanma, emniyet kemeri takmadan ara¢ kullanma, fast food
tiiketme, asir1 kilolu veya asir1 zayif olmayi igerir (Scharfe ve Eldredge, 2001).
Kisilik ozellikleri saglik davranislarinda ve sagliga riskli davraniglarda merkezi bir
role sahip oldugu i¢in, arastirmacilar farkli gruplarda cesitli psikolojik degiskenleri

caligsarak bu davranislarin gesitliligini belirlemeye ¢alismiglardir.
1.2 Baglanma Stilleri

Saglik davranislart ile iligkili bulunan bir psikolojik degisken kisilerin baglanma
stilleridir. Baglanma, ¢ocuk ile bakim veren kisi arasindaki siirekli ve kalic1 bir bag
olarak tanimlanmistir. Bu yiizden, cocuk 6zellikle de stresli zamanlarda bakim
veren kisinin yakiligini arar (Thompson, 2002). Bowlby’e gore, biitiin bebekler
kendilerine bakim veren figiir ile yakinlik ve secici bir bag kurmaya yatkindir
(1958, 1969, 1973, 1980). Ainsworth ve calisma arkadaslari, 12-18 aylik ¢ocuklarin
birincil baglanma figiirlerinden ayrildiginda yaptiklarin1 gézlemleyebilmek i¢in
“Yabanct Durum Deneyi’ni gelistirmislerdir. Bu deneyde ¢ocuk kendisine yabanci
olan aragtirmaci ile ayni1 odada kalir ve bir siire sonra birincil baglanma figiirii
bulunduklar1 odaya gelir (Ainsworth & Bell, 1970). Bu siirecten sonra,
arastirmacilar cocuklar giivenli, kaygili ve kagingan olarak {i¢ kategoriye ayirdilar.
Baglanma figiirii odada olmadiginda giivenli ¢cocuk etrafi kesfetmeye ¢alismig ve
arastirmact ile iletisim kurmustur ayrica baglanma figiirii igeri girdiginde ona
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mutlulugunu gdstermis ve yasadiklarini paylagsmaya calismistir. Ancak, kaygih
baglanan ¢ocuklar kaygilanmis, aragtirmaci ile kisitli bir iletisim kurmus, ¢evreyi
kesfetmek istememis ayrica baglanma figiirii yanina geldiginde rahatlayamamastir.
Bunun yani sira kagingan baglanan ¢ocuklar, birincil baglanma figiirtinden
ayrildiklarinda etkilenmemisler, arastirmaci ile iletisim kurmamaislar ve baglanma

figliri geri dondiiglinde ilgi gdstermemislerdir.

Baglanma stillerinin yasam boyu sabit olmasit Hazan ve Shaver (1987) tarafindan
calisilmigtir. Kisilerin romantik iliskilerdeki baglanma stillerinin ¢ocukluktaki
baglanma stilleri ile sabit oldugunu belirtmislerdir. Cocuklara benzer olarak,
yetiskinler stresli zamanlarinda duygularini regiile edebilmek, destek ve ilgi

alabilmek i¢in yeni baglanma figiirii olan partnerlerini aramaktadirlar.

Literatiirde, romantik iligkisi olan giivenli baglanan kisilerin saglik davranislarinda
bulundugu ve semptomlarini hakkinda konustugu, ancak giivensiz baglanan
kisilerin daha fazla sagliga riskli davraniglarda bulundugu gozlemlenmistir
(Pietromonaco, Uchino, ve Schetter, 2013; Savada, Busseri, Molnar, Perrier, ve
DeCourville, 2009; Scharfe ve Eldredge, 2001). Ornegin kaygili baglanan kisilerin
semptomlarini oldukga sik belirttikleri ve saglik hizmetlerini kullanma oranlarinin
diger baglanmalara gore daha fazla oldugu rapor edilmistir. Bu kisilerin cinsel iliski
ile bulasan hastaliklara, beklenmeyen gebeliklere, madde kullanimu ile iligkili
rahatsizliklara yatkin olduklar1 ve daha az spor yaptiklari belirtilmistir. Ote yandan,
kacingan baglanan kisilerin profesyonel saglik hizmeti saglayanlara giivenmedikleri
icin, sikayetleri olsa da saglik yardimi almaktan uzak durduklari; bu yiizden de
hastane randevularini kagirdiklari ve belirtilen tedavilere uymadiklar1 sdylenmistir.
Kacingan baglanan kisiler, ayrica sigara kullanma, kokain kullanma, asir1 alkol
kullanim, yiiksek kalorili beslenme ve emniyet kemeri kullanmama gibi sagliga
riskli davranislar sergilemektedirler (Ahrens, Ciecharowski, Katan, 2012; Feeney ve
Ryan, 1994). Kisaca, ¢ocuk ile bakim veren kisi arasinda gelisen baglanma,

kisilerin saglik davraniglar ile iligkili bulunmustur.
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1.3 Duygu Regiilasyonu

Kisilerin duygu regiilasyon stratejilerinin de saglik davranislar ile iliskili oldugu
bulunmustur. Duygu regiilasyonu, duygularin sikligi, yogunlugu ve siiresi ile ilgili
olarak kisisel farkliliklar olarak tanimlanir (Oatley, Keltner, ve Jenkins, 2006).
Gross’a gore (2002), duygu regiilasyonu, duygusal deneyimlerin sikligini,
yogunlugunu ve siiresini regiile edebilmek i¢in duygusal reaksiyonlari
degistirebilme ve bunlarla bas etme stratejileri anlamina gelir. Gratz ve Roemer
(2004) duygu regiilasyonu zorluklarini bazi yapilar ile belirtmiglerdir: duygularin
net olmamasi, duygular1 anlamama ve farkinda olmama, zorlu duygularla
karsilasinca davranisi kontrol etmede diirtiisel olma, olumsuz duygular1 kabul
etmeme, duygulari regiile edebilme i¢in saglikli stratejileri az kullanma ve olumsuz

duygular1 yasarken amaglara ulasmada giigliik yasama.

Pennebaker (1993, 1995) duygularin bastirilmasinin, stresi ve ruminatif diisiinceleri
artirdigini ve kiimiilatif stres ve ruminatif diislincenin, stresle iliskili rahatsizliklara
yatkinliga sebep oldugunu bulmustur. Bu durumda olumlu duygusal islevsellik
sadece duygusal sikintilarin yok olmasini saglamaz ayn1 zamanda ¢evrenin
taleplerini karsilamamizi saglayarak fiziksel sagligimizi olumlu yonde etkiler.
Literatiirde, duygularini sézel olarak ya da yaziyla ifade etmek gibi duygusal olarak
kendini ag1ga vurmanin saglik iizerinde olumlu etkileri oldugu bulunmustur
(Consedine, Magai, & Bonanno, 2002; Appleton & Kubzansky, 2014). Ozellikle,
ilk defa kalp krizi ge¢irmis hastalarin, duygularini yaziya doktiiklerinde ilaca daha
az ihtiya¢ duyduklari, diisiik tansiyon, daha az kardiyolojik semptom
deneyimledikleri ve daha az doktor randevusu aldiklar1 gézlemlenmistir (Willmott,
Harris, Gellaitry, Cooper, & Horne, 2011). Duygu regiilasyonu stratejileri ve
kardiyolojik rahatsizliklar gibi, kanserin de aleksitimi olarak bilinen bir duygu

regiilasyonu zorlugu ile iliskili oldugu bilinmektedir (Temoshok, 1987).

Duygu regiilasyonu stratejileri ve baglanma arasindaki iliski incelendiginde, giivenli
baglanan kisilerin olumsuz duygularini bastirmadiklari, bunun yerine duygularinin

farkina varma, problem ¢6zme, sosyal destek arama ve ¢okkiinliik gdstermeden
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zorlayan anilar1 hatirlayabilme gibi aktif duygu regiilasyon stratejileri kullandiklari
belirtilmistir (Mikulincer & Orbach, 1995). Kagingan baglanan kisilerde duygular
bastirildigi i¢in (6zellikle korku, kizginlik, utang, sugluluk, iiziintii gibi tehdit ve
kirillganlik ile iliskili duygular), onlarla bas etmek yerine, zorlayan duygular, olaylar
ve hatiralardan kagindiklar1 dile getirilmistir (Mikulincer, Shaver, & Pereg, 2003;
Shaver & Mikulincer, 2002). Kaygili baglanan kisilerin ise yasadiklar1 kaygi ve
stresi, yasadiklari olaylar hakkinda ruminasyon yaparak, duygu odakli bas etme
stratejileri kullanarak, ayrilma sinyallerine kars1 asir1 hassas olarak ve baskalarinin
destegi olmadan problemlerinin {istesinden gelemeyeceklerini diisiinerek,
duygularini regiile etmeye calistiklart sdylenmistir (Mikulincer, Shaver, & Pereg,
2003; Shaver & Mikulincer, 2002).

Ozetle, etkili duygu regiilasyon stratejilerinin saglikli beslenme ve fiziksel
aktiviteye olumlu etkileri oldugu ancak duygu regiilasyonundaki zorluklarin
yasanan semptomu tantyamama, saglik problemleri hakkinda konusurken sorun
yasama, sosyal destek almama, saglik taramalar1 yaptirmama ve tedaviye uymama
konusunda olumsuz etkileri oldugu belirtilmistir. Baglanma stillerine gore ise,
giivenli baglanan kisilerin saglikli duygu regiilasyon stratejileri kullandiklart ancak
giivensiz baglanan kisilerin adaptif olmayan duygu regiilasyonu stratejileri

kullandiklar1 agiklanmustir.
1.4 Oliim Tutumu

Oliim arastirmalar1 alaninda en ¢ok calisilan konulardan biri evrensel bir kavram
olan 6liim korkusu ya da 6liim kaygisidir. Varoluscu bakis acisina gore, kisiler
hayatlarinda bir anlam bulmaya ¢alisirlar ve 6liim bu anlam bulma ¢abasina bir
engeldir; ancak kisinin hayatina bir anlam bulmasi1 6liim korkusunu azaltir (Frankl,
2009). Literatiirde, 6liim korkusunun sebepleri kendiligi kaybetme, 6liimiin
bilinmez yapisi, ac1 gekmeden korkma, geride kalan aile liyelerine iligskin kaygilar,
iliskileri diizeltmek icin olanaklar1 kaybetme ve 6liime kars1 hissedilen yetersizliktir
(Feifel & Branscomb, 1973; Fry, 1990; Wass, Berardo, & Neimeyer, 1988).

Oliimden sonra yasama inananlarin ve inangsiz olanlarin, din konusunda net
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olmayanlara gore daha az 6liim korkusu yasadiklar1 belirtilmistir (Wong, Reker, &
Gesser, 1993). Bunun yani sira, kisiler 6liim korkusunu azaltabilmek i¢in, 6liim
hakkinda diistinmek ve konusmaktan vazgecebilirler (Wong, Reker, & Gesser,
1993). Bu sebeple, 6liimden kaginma, 6liimle ilgili diisiinceleri biling diizeyinden

uzaklastirmak i¢in kullanilan bir savunma mekanizmasidir.

Oliim korkusu, 8liimden kaginma ve &liimii kabul birbirleriyle iliskili kavramlardir,
birbirlerinin zitt1 degildir, bir harmoni i¢inde birlikte var olurlar (Feifel, 1990).
Oliimii kabul, kaginilmaz ve reddedilmez olan yasamin sonuna psikolojik bir
hazirliktir (Kiibler-Ross, 1969, 1981). Wong, Reker ve Gesser'in (1993) ¢alismasina
gore ti¢ farkli 6liimii kabul tarzi vardir. Notr kabul, 6liimii yasamin sonundaki
degistirilemez bir gerceklik olarak gorme, 6liimii ne korku ne de bir memnuniyetle
kargilama ve yasam siiresince elinden gelenin en iyisini yapabilmektir. Yaklasan
kabul, kdkeni dinde olan, 6liimden sonra mutlu bir hayatin olacagina inanmaktir.
Dindar kisilerin 6liimden sonraki hayata inandiklar1 ve diger kisilere gore daha fazla
yaklagan kabul sergiledikleri bulunmustur. Kagis kabulii ise 6liimii ac1 ¢ekilen bir
hayattan kagis ve bir segenek olarak gormektir. Eger bir kisi hayatinda aci

cekiyorsa, 6liim varolusun problemlerinden kagisa yardimer olabilir.

Kisilerin 6liim tutumlariin fiziksel saglhigin iyilestirilmesi ve saglik gelistirici
davranislarin gerceklestirilmesi ile ilgili oldugu belirtilmistir. Oliimlii olmanin
farkindalig1 kisinin fiziksel sagligini iyilestirmeye motive edebilir (Vail ve ark,
2012). Benzer sekilde kisiler saglik gelistirme davranislarinin 6liim riskini
azalttigini fark ederlerse, bu davraniglar1 gergeklestirme ihtimalleri artar (Knight &

Elfenbein, 1996).

Baglanma stillerinin kisilerin 6liim tutumlart ile iligkili oldugu dile getirilmistir.
Ornegin, giivenli baglanan kisilerin, kaygili ve kagingan baglanan kisilere gore daha
az 6liim korkusu deneyimledikleri gézlemlenmistir (Mikulincer ve ark., 1990).
Mikulincer ve Florian'in (2000) baska bir ¢alismasinda ise, kagingan baglanmis
kigilerin diger baglanma stillerine sahip kisilere gore daha az 6liim korkusu

deneyimledikleri belirtilmistir. Bu kisiler bastirma ve inkar gibi savunma
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mekanizmalarini daha sik kullandiklar1 i¢in 6liim korkusunun ifadesi azaliyor

olabilir.

Ozetle, dliimii kabul fiziksel sagligin iyilestirilmesi, tibbi tedavilere uyulmast,
egzersiz ve sigara igmeme ile iligkili bulunmustur (Arndt, Schimel, & Goldenberg,
2003; Arndt ve ark., 2011; Martin & Salovey, 1996). Fakat 6liim korkusu ya da
Oliim kaygisinin saglik davraniglarini olumsuz olarak etkiledigi belirtilmistir
(Knight & Elfenbeim, 1996). Baglanma stillerine gore, giivenli baglanan kisiler
daha az 6liim korkusu deneyimlemektedirler. Kaygili kisiler ise bastirma ve inkar
gibi savunma mekanizmalarini kullandiklarinda daha az seviyede 6liim korkusu

rapor edebilirler.
1.5 Ekstrem Sporlar

Tehlikeli ya da ekstrem sporlar yapan kisiler saglik psikolojisi literatiiriine gore
sagliga riskli davraniglarda bulunmaktadirlar (Willig, 2008). Ekstrem sporlar, bir
hatanin ya da yanlis bir davranigin 6liim ya da sakatlik ile sonuglandigi
aktivitelerdir (Brymer, 2005). Baz1 ekstrem spor aktiviteleri yamag parasiitii,
ucaktan atlama, yiiksek seviye dag tirmanisi, 40 metre su alt1 dalisi, magara dalisi,
buz tirmanisi, ugurtma sorfi, ralli, rafting, kaya tirmanisi, hava dalisi ve riizgar

sorfiidiir (Celsi, Rose, & Leigh, 1993).

Geleneksel bakis acisina gore, ekstrem sporlara katilim risk alma ve adrenalin
arayist ile iliskilidir. Katilimeilar risk almalari ve 6liim arzulart sebebiyle psikolojik
bir patoloji sergiliyor olarak belirtilmistir (Brymer & Oades, 2009). Ancak, diger
caligmalarda ekstrem spor yapanlarin doga ile olumlu iliskileri oldugu ve bu
aktiviteler sayesinde dogayla bir hissettikleri (Brymer, Downey, & Gray, 2009),
cesaretli olduklar1 ve 6liim korkulart ile yiizlestikleri (Brymer & Oades, 2009)

sOylenmistir.

Ekstrem spor yapanlar ve baglanma stilleri ile ilgili bir literatiir bulunmamasina

ragmen, stresli spor aktivitelerine katilanlarin bu aktivitelerdeki zorluk ve
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belirsizliklerle kendi baglanma sistemleri ile bas ettikleri gozlemlenmistir (Forrest,

2008).

Duygu regiilasyonu stratejileri agisindan ise, duygularini tanimlama ve saglikli bir
sekilde ifade etme yerine zorluklar yasadiklar1 ifade edilmistir (Woodman ve ark.,
2008). Brymer ve Schweitzer ise (2013), ekstrem spor katilimcilarinin genel
popiilasyona gore daha az kaygili olduklarini, yasadiklar1 zorlu duygularla
kaginarak degil yiizleserek bas ettiklerini sOylemistir. Duygusal istikrar agisindan
riskli spor yapan kisilerin yapmayanlara gore daha istikrarli olduklari, sakin ve

dengede kalabildikleri bulunmustur (Kajtna, Tusak, Baric, & Burnic, 2004).

Ekstrem sporlarda 6liim bir ihtimaldir ancak ¢ogu katilimei en kétii senaryo yerine
an'a odaklandiklarini belirtmislerdir (Willig, 2008). Brymer ve Schweitzer (2013)
ekstrem spor katilimcilarinin, 6liimiin dogasini ve kaginilmaz olusunu kabul
ettiklerini ifade etmislerdir. Ancak ¢ogu c¢alismada 6liime maruz kalinan
mesleklerde diger mesleklere gore daha yiiksek seviyede 6liim korkusu ya da 6liim
kaygis1 oldugu belirtilmistir, 6rnegin hemsireler (Meisenhelder, 1994), polis ve
itfaiyeciler (Hunt, Lester, & Ashton, 1983), intihar hatti ¢alisanlar1 (Neimeyer &
Dingemans, 1980).

Kisacasi, saglik psikolojisi literatiiriinde ekstrem sporla ugrasmak sagliga iliskin
risk igerdigi i¢in saglikli bir davranis olarak degil psikolojik bir patoloji olarak
goriilebilir. Ancak yakin zamanlardaki ¢aligmalarda bu spor katilimcilarin
dogayla daha barigik olduklari, cesur ve duygulartyla yiizlesen kisiler olduklar
belirtilmistir. Duygu regiilasyonu agisindan duygularini tanimlama ve ifade etme
konusunda zorluklar yasadiklari, korku ve kaygi gibi duygularla bas ederken etkili
yollar kullanamadiklar1 sdylenmistir. Bu grubun 6liim tutumlari, 6liim korkusu ve

oliim kabulii agisindan literatiirde birbiriyle ¢elisen sonuglar bulunmustur.
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1.6 Calisma

Bu ¢aligmanin amaci baglanma stilleri, duygu regiilasyon stratejileri, liim tutumlar1
ve bunlarin olasi etkilerinin saglik davraniglari ile iligkilerini, ekstrem spor yapan ve

yapmayan katilimcilarda aragtirmaktir.

Duygu
Regiilasyon
Strateiileri

Saglik
|:> I:> Davranislari

Figiir 1. Calismanin Onerilen Modeli

Saglik

Baglanma
Davranislari

Stilleri

Baglanma
Stilleri

Not. Her iki model de ekstrem spor yapan ve yapmayan katilimcilarda test

edilmistir
1.7 Arastirma Sorular: ve Hipotezler

1. Ekstrem spor yapan ve yapmayan katilimcilarda baglanma stilleri, duygu
regiilasyon stratejileri, 61iim tutumlari ve saglik davraniglar1 arasinda anlamli

iliskiler var midir?

2. Duygu regiilasyon stratejileri ve 6liim tutumlari, baglanma stilleri ve saglik

davraniglar1 arasindaki iliskiye aracilik ediyor mudur?

2.a. Ekstrem spor yapan katilimcilarda, duygu regiilasyon stratejilerinin alt
6l¢eklerinin baglanma stilleri ve saglik davranislar1 arasindaki iliskiye aracilik

etmesi hipotez edilmistir.
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2.b. Ekstrem spor yapmayan katilimcilarda, duygu regiilasyon stratejilerinin
alt 6lgeklerinin baglanma stilleri ve saglik davraniglari arasindaki iliskiye aracilik

etmesi hipotez edilmistir.

2.c. Ekstrem spor yapan katilimecilarda, 6lim tutumlari alt 6l¢eklerinin
baglanma stilleri ve saglik davraniglari arasindaki iliskiye aracilik etmesi hipotez

edilmistir.

2.d. Ekstrem spor yapmayan katilimcilarda, 6liim tutumlari alt 6lgeklerinin
baglanma stilleri ve saglik davraniglar1 arasindaki iligskiye aracilik etmesi hipotez

edilmisgtir.
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BOLUM 2

YONTEM

2.1 Katilimcilar

Bu calisma ekstrem spor yapan 109 katilimet ile ekstrem spor yapmayan 202
katilimcidan olugmaktadir. Tiirkiye'nin farkli sehirlerinde yasamakta olan
katilimcilara "Qualtrics: Online Survey Software & Insight Platform" adi verilen

online veri toplama sistemi ile ulasilmstir.

Ekstrem spor yapan katilimcilar farkl: tiirde sporlarla ilgilenmektedir (parasiitle
yiiksekten atlama, magara dalisi, 40 metre derin dalis, ugurtma sorfii, yiiksek
seviyede dagcilik, dag bisitleti, yamag parasiitii, ralli, rafting, kaya tirmanisi, hava

dalis1, snowboard gibi).
2.2 Ol¢iim Araclar

2.2.1 Demografik Bilgi Formu. Bu form katilimcinin yasi, cinsiyeti,
medeni durumu, ¢alisma durumu, sosyo-ekonomik seviyesi, egitim seviyesi,
yasadig1 yer, fiziksel saglik ge¢misi, psikolojik saglik gecmisi ve ekstrem sporlara

katilimu ile ilgili sorular igerir.

2.2.2 Baglanma. “Yakin Iliskilerde Yasantilar Envanteri-1I”’ baglanma
boyutlarini 6lgmek amaciyla kullanilmistir. Fraley, Waller ve Brennan (2000)
tarafindan gelistirilen olgek 18 kaygi alt boyutu, 18 kacinma alt boyutu olmak iizere
toplamda 36 maddeden olugmaktadir. 5'li Likert 6l¢egi kullanilmaktadir ve 1 (hig
katilmiyorum) ile 5 (tamamen katiliyorum) arasinda degismektedir. Tiirkce'ye

Selcuk, Giinaydin, Stimer ve Uysal (2005) tarafindan adapte edilmistir. Bu
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caligmada giivenirlik katsayisi kaygi alt boyutu i¢in .91, kaginma alt boyutu i¢in .92

olarak belirlenmistir.

2.2.3 Duygu Regiilasyonu. Gratz ve Roemer (2004) tarafindan gelistirilen
“Duygu Regiilasyon Zorlugu Olgegi” kullanilmistir. Duygularin net olmamasi,
duygular1 anlamama ve farkinda olmama, zorlu duygularla karsilasinca davranisi
kontrol etmede diirtiisel olma, olumsuz duygular1 kabul etmeme, duygular regiile
edebilmek icin saglikl stratejileri az kullanma ve olumsuz duygular1 yasarken
amaglara ulagmada gii¢liik yasama olmak {izere 6 alt boyuttan olusmaktadir. 36
maddeden olusan 6lcek, 5'li Likert tipidir ve yanitlar 1 (Neredeyse hi¢bir zaman) ile
5 (Neredeyse her zaman) arasinda degismektedir. Olgek Tiirkge'ye Ruganci ve
Gengoz (2010) tarafindan adapte edilmistir, bu ¢alismada giivenirlik katsayisi
Olcegin alt boyutlarinda .67 ile .93 arasinda degigsmektedir.

2.2.4 Oliime Kars1 Tutumlar. Wong, Reker ve Gesser (1994) tarafindan
gelistirilen “Oliime liskin Tutumlar Envanteri-Yeniden Diizenlenmis”
katilimeilarm 8liim tutumlarimi 8lgmek amaciyla kullanilmistir. Olgek 32 maddeden
ve 7'li Likert tipinden olugmaktadir, yanitlar 1 (Kesinlikle katilmiyorum) ile 7
(Tamamen katiliyorum) arasinda degismektedir. Oliim korkusu, 6liimden kaginma,
Oliimii n6tr kabul, 6liime yaklasan kabul ve 6liime kagis kabulii olmak iizere 5 alt
boyuttan olusmaktadir. Olgegin Tiirkce adaptasyonu Cevik ve Kav (2013)
tarafindan yapilmistir. Bu ¢alismada dlgegin alt boyutlarin giivenirlik katsayis1 .69

ile .94 arasinda degismektedir.

2.2.5 Saghk Davramslari. Walker, Sechrist ve Pender (1987) tarafindan
gelistirilen Saglikli Yasam Davranislar1 Olgegi katilimeilarin saglik davranisi
seviyelerini 6lgmek amaciyla kullanilmistir. Tiirk¢e'ye Bozo, Tunca ve Simsek
(2009) tarafindan adapte edilen 6lg¢ek 6 alt boyuttan ve 52 maddeden olugsmaktadir.
4'u Likert tipi olan lgegin yanitlar1 1 (Hicbir zaman) ile 4 (Her zaman) arasinda
degismektedir. Calismada toplam deger dikkate alinmis ve giivenirlik katsayisi .92

olarak bulunmustur.
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2.3 Prosediir

Orta Dogu Teknik Universitesi'nin Etik Kurulu'ndan onay alindiktan sonra,
calismanin 6lgekleri "Qualtrics" ad1 verilen online veri toplama Sistemine
aktarilmistir. Her katilimcidan bilgilendirilmis onam alinmistir, katilimcilar
caligmanin amaci hakkinda bilgilendirilmislerdir. Calismadan istedikleri zaman
ayrilabilecekleri konusunda garanti verilmistir. Ekstrem spor yapmayan
katilimcilarin verileri Orta Dogu Teknik Universitesi'nden, online veri davetiyesi
yollanarak toplanmustir. Olgek sosyal aglarda da duyurulmustur. Tiirkiye'nin farkli
sehirlerindeki ¢esitli spor kliiplerinde olan ekstrem spor yapan katilimcilarina online
veri sistemi duyurusu ile ulagilmistir. Olgeklerin doldurulmasi yaklasik olarak 25
dakika siirmiistiir. Olgeklerin doldurulmasinin ardindan katilimcilar galismanin
amaci ile ilgili daha detayli olarak bilgilendirilmis ve olas1 sorular1 igin
arastirmacinin iletisim bilgileri verilmistir. Veri toplama siireci Ekim 2014'den Mart
2015'e kadar siirmiistiir. On analizlerin ardindan, Hayes'in (2013) ¢oklu aract

degisken analizi calismanin hipotezlerini test etmek i¢in kullanilmistir.
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BOLUM 3

SONUC VE TARTISMA

3.1 Calisma Degiskenlerine Gore Demografik Degiskenlerin Seviyeleri

Arasindaki Farkhiliklar

3.1.1 Calisma Degiskenlerine Gore Ekstrem Spor Katilima Seviyeleri
Arasindaki Farkhiliklar. Ekstrem spor yapan katilimcilar yapmayanlara gére daha
yiiksek seviyede 6liim korkusu yasadiklarini belirtmislerdir. Bu ¢alismada, ekstrem
spor katilimcilari, aslinda korkma ihtimali yasadiklar1 6liime bilingli olarak meydan
okumaktadirlar. Bu sebeple, onlarin 6liim korkusu ya da 6liim kaygisi
degerlendirmelerinin bu gibi aktivitelere katilmayan ve 6liim riskiyle yiizlesmeyen
kigilere gore yiiksek olmas1 muhtemeldir. Baz1 ekstrem spor katilimcilari, korkunun
yagsamlarinda dnemli bir yere sahip oldugunu hatta bu duygunun onlar1 canli
tuttugunu belirtmislerdir (Brymer & Schweitzer, 2013). Benzer sekilde, literatiirde
oliimle siirekli yiizlesen bazi meslek calisanlarinin 6rnegin hemsirelerin
(Meisenhelder, 1994), itfaiyecilerin ve polislerin (Hunt, Lester, & Ashton, 1983) ve
kriz miidahale ¢alisanlarinin (Neimeyer & Dingemans, 1980) daha yiiksek 6lim
korkusu yasadiklar1 belirtilmistir.

Ekstrem spor katilimcilarinin bu sporlar1 yapmayan katilimcilara gore daha az
seviyede 8liimii notr kabul sergiledikleri bulunmustur. Oliimii n6tr kabul, 6liimii
yasamin sonunun degismeyen bir gercegi olarak kabul etmek, 6liimii ne korkuyla ne
de coskuyla beklemek ve yasarken en iyisini yapabilmek olarak tanimlanmistir. Bu
yiizden, 6liim ekstrem spor yapan katilimcilar i¢in karmagsik bir meydan okuma
olabilir. Bu kisiler eger 6limii degismeyen bir gergek olarak kabul etselerdi, belki

de sonucu 6liim olabilecek riskli ekstrem sporlarda bulunmazlardi.
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Ekstrem sporlar yapan katilimcilar, yapmayan katilimcilara gére daha fazla
seviyede saglik davranisi rapor etmislerdir. Literatiirde, yiiksek seviyede oliimliiliik
algisinin daha fazla saglik davranisinda bulunma ile iliskili bulundugu belirtilmistir
(Taubman-Ben-Ari & Findler, 2005; Bozo, Tunca, & Simsek, 2009). Paralel bir
sekilde, ekstrem sporlara katilim Sliimliiliik algisini artirir bu da daha fazla saglik
davraniginda bulunma ile iligkili olabilir. Hem yiiksek seviyede 6liim korkulart hem
de diisiik seviyede oliimii notr kabulii oluglari onlarin 6liimden sonraki yasam
yerine simdiki hayatlarina daha ¢ok yatirim yaptiklari anlamina gelebilir. Ekstrem
sporlara katilim oldukga riskli olsa da, bu sporlar1 yapabilmek i¢in kisinin saglikli
ve fit olmasi gerekir. Bu sebeple de saglik davraniglarina fazlaca nem veriyor
olabilirler. Ozetle, ekstrem sporlarda bulunmanin sagliga zararl oldugunu algisi s13

bir yaklagim olabilir.

3.1.2 Cahsma Degiskenlerine Gore Cinsiyetin Seviyeleri Arasindaki
Farkhliklar. Bu calismada kadinlarin erkeklere gére daha fazla kaygili baglanma
sergiledikleri bulunmustur. Bu ¢alisma literatiirdeki, kadinlarin erkeklere gore daha
fazla kaygili baglanma stiline sahip olduklar1 bilgisi ile tutarhidir. Kaygili baglanma
partnerinin kisiye yakinlasmak istememe korkusu, partnerin duygularina dair
endise, partnerine yakin olmaya iliskin giiclii bir arzu ve ayrilikla kayiplarda kaygi
deneyimleme ile karakterizedir (Fraley & Shaver, 2000). Evrimsel bir perspektife
gore, kadinlarin kaygili baglanma stili akrabalar1 ve partnerleri ile olan yakinligini
maksimum seviyeye ¢ikarmak amacina hizmet eder (Kirkpatrick, 1998) ve bu stil

partnerin kagingan durumuna kars1 bir karsi strateji olabilir (Del Giudice, 2011).

Kadinlar duygular regiile etmede; duygularin net olmamasi, zorlu duygularla
karsilaginca davranisi kontrol etmede diirtiisel olma, olumsuz duygular1 kabul
etmeme ve duygulari regiile edebilmek i¢in saglikli stratejileri az kullanma alt
boyutlarinda erkeklerden daha fazla zorluk yasadiklarini belirtmislerdir. Stevens'a
gore (2014), yliksek seviyede kaygili baglanma sergileyen kisiler onlar1 zorlayan
duygularin farkindadirlar ancak bu duygulara netlik kazandirmada ve bu duygular
anlamlandirip kabul etmede zorluk yasarlar. Ayrica, kaygili baglanan kisiler, bu

calismadaki kadin katilimcilar gibi, diirtiisel olan duygusal reaksiyonlarini kontrol
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etmede problem yasarlar (Kobak & Sceery, 1988). Bunun yani sira, kaygili
baglanan kisiler sosyal destek olmadan problemlerini asabilmek i¢in stratejiler
belirleyemezler (Mikulincer, Shaver, & Pereg, 2003; Mallinckrodt, 2000). Bu
sebeple, kadinlarin duygularini regiile edebilmek i¢in saglikli stratejileri daha az

kullanmalar1, kaygili baglanma stilleri ile agiklanabilir.

Bu calismada, erkekler kadinlara gére daha fazla 6liim korkusu rapor etmislerdir.
Literatiirde, cinsiyete gore 6liim korkusu hakkinda birbiriyle ¢elisen sonuglar vardir.
Bazi ¢aligmalar erkeklerin daha fazla 6liim korkusu yasadiklarini belirtirken (Cole,
1978; Depaola, Griffin, Young, & Neimeyer, 2003; Robinson & Wood, 1984),
diger ¢alismalar kadinlarin daha fazla 6liim korkusu yasadiklarini ifade etmistir
(Dattel & Neimeyer, 1990; Wong, Reker, & Gesser, 1994). Ayrica, bazi ¢caligsmalar
oliim korkusu agisindan cinsiyetler arasi fark bulamamistir (Thiemann, Quince,
Besson, Wood, & Berclay, basimda; Mullins & Lopez, 1982). Literatiirdeki bu
celigkili sonucglara ragmen, bu calismanin sonugclari ile tutarli olarak Tiirkiye
ornekleminde yapilan bir ¢alismada daha erkekler kadinlara gore daha fazla 6lim
korkusu belirtmislerdir (Tasdemir & Gok, 2012). Bu sebeple, Tiirk kiiltiiriinde
erkeklerin kadinlara gére daha fazla 6liim korkusu yasadiklar dile getirilebilir. Bu
sonug, Tirkiye'de kadinlarin maruz kaldiklar1 davranislar ile agiklanabilir.
Tiirkiye'de bir¢ok kadin aile ici siddet ve cinsel travmalar deneyimlemektedir
(Bespinar ve Canel-Cinarbag, basimda). Kadinlarin %62's1 hayatlarinin bir
doneminde eslerinden fiziksel siddet gordiiklerini belirtmislerdir (Vahip ve
Doganavsargil, 2006). Dahasi, Tiirk kadinlarinin % 71.4'i hamilelik donemlerinde
psikolojik, fiziksel ya da cinsel tacize maruz kaldiklarini sdylemislerdir
(Bagbakanlik Aile Arastirma Kurumu, 1995). Bu gibi siddet ¢esitlerine uzun siire ve
siklikla maruz kalan kadin, Tiirkiye'de 6liimiin oldukca olas1 oldugunu diisiiniiyor
ve O0liimii siliregelen bir siddete alternatif olarak diisiiniiyor olabilir. Bu sebeple,
Tiirkiye'deki kadinlarin 6liim korkusu degerleri erkeklere gore daha az gibi

goriinmektedir.

Bahsedilen sonuglarla paralel olarak, bu ¢alismada kadinlarin 6liimiin nétr kabulii

degerleri erkeklere gore daha yiiksektir. Wong, Reker ve Gesser'in (1994)
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caligmasinda, kadinlarin erkeklere gore 6liimii daha fazla kabul ettikleri
bulunmustur. Bu sonug, erkeklerin 6liim fikirlerini kabul etmek yerine kaginmalari
ile agiklanabilir (Del Giudice, 2011). Ayrica, 6liim korkusunu daha az yasayanlarin
Oliimii hayatin dogal bir parcasi olarak kabul ettikleri belirtilmistir (Wong, Gesser,
& Reker, 1994). Benzer sekilde, 6liim korkusunu daha az yasayan kisiler daha fazla
Olumii notr olarak kabul etmektedirler (Neimeyer, Wittkowski, & Moser, 2004). Bu
durumda, bu ¢alismadaki kadinlarin yiiksek 6liimii n6tr kabulleri ile 6liim

korkusunu daha az yasamalar1 birbirleriyle ve literatiirle paraleldir.

3.1.3 Calisma Degiskenlerine Gore Egitimin Seviyeleri Arasindaki Farkhhiklar.
Bu calismada, lise mezunlarinin lisans sonrasi egitim mezunlarina gore daha fazla
kaygili baglanma sergiledikleri ancak iiniversite mezunlarinin her iki mezun
grubundan farklilasmadig1 goriilmiistiir. Cooper, Shaver ve Collins'in (1998)
calismasinda, kaygili ergenlerin daha diisiik notlar aldiklar1, egitime iliskin
arzularinin daha az oldugu, daha fazla kriminal davranislarda bulunduklar1 ve
madde kullandiklar1 belirlenmistir. Bu sebeple, kaygili baglanan kisilerin akademik
yasamlarinda daha koti bir tablo ¢izmeleri muhtemeldir. Tiirkiye'de yapilmis bir
baska ¢aligmada, ortaokul ve lise mezunlarinin, tiniversite mezunlarina gére daha
fazla kaygili baglanma gdsterdikleri bulunmustur (Durak-Batigiin & Biiyiiksahin,
2008). Bu caligma lisans sonrasi katilimcilar igermemis olsa da, kaygili

baglanmanin diisiik seviyedeki akademik basari ile iliskili oldugu belirtilebilir.

Lise mezunlarinin lisans sonrasi egitim mezunlarina gore zorlu duygularla
karsilasinca davranisi kontrol etmede daha fazla diirtiisel olduklar1 (6rnegin
davranisglari izerindeki kontrolii kaybetme, davraniglarini kontrol ederken zorluk
yasama, kontrolden ¢ikma, kontrolden ¢ikmis hissetme) ancak {iniversite
mezunlarinin bu iki mezun grubundan farklilasmadig1 gozlemlenmistir. Literatiire
gore, diirtiisellik okula devam etmeme ile giiclii bir sekilde iliskilidir (Oner ve ark.,
2012; Shiner, 2000; Shiner, Masten, & Roberts, 2003). Bu sebeple, yiiksek seviyede
diirtiisellik sergileyen katilimcilar belki de lisans ve sonrasi egitim kurumlarina

girememektedirler.
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3.1.4 Caliysma Degiskenlerine Gore Medeni Durum Seviyeleri Arasindaki
Farkhliklar. Baglanma stillerine gore, bekar katilimeilar evli katilimcilara gore
daha fazla kaygili ve kagingan baglanma stiline sahiptir. Bu sonug¢ Latty-Mann ve
Davis'in (1996) ¢alismasi ile agiklanabilir. Buna gore, kisiler giivenli baglanma
stiline sahip olan kisileri, kaygili veya kagingan baglananlara gore tercih
etmektedirler. Bu yiizden, bekar kisilerin daha fazla glivensiz baglanma stiline sahip
olmalart sasirtict degildir. Bunun yani sira, giivensiz baglanan kisilerin (kaygili ya
da ka¢ingan gibi) daha fazla kavga ettikleri (Cohn, Silver, Cowan, Cowan, &
Pearson, 1992), daha az giiven ve baglilik duyduklari (Simpson, 1990) ve
sonucunda da ayrildiklari, bosandiklar1 ya da birden fazla evlilik yaptiklari (Ceglian
& Gardner, 1999) belirtilmistir. Yani, evlenseler de giivensiz baglanan kisilerin

iliskileri daha kisa siirebilir.

3.1.5 Calisma Degiskenlerine Gore Psikolojik Rahatsizlik Tarihc¢esinin
Seviyeleri Arasindaki Farkhliklar. Psikolojik rahatsizlik tarihcesi olan
katilimcilarin, bu tarihgesi olmayanlara gére daha fazla kaygili ve kagingan
baglanma sergiledikleri bulunmustur. Bu sonug literatiirle uyumludur. Kaygili ve
kagingan baglanma yeme bozukluklar1 (Fonagy ve ark., 1996), kisilik bozukluklar1
(Fonagy ve ark., 1996), depresif semptomlar (Bifulco, Moran, Ball, ve Bernazzoni,
2002), kaygt bozukluklar1 (Muller, Lemieux, & Sicoli, 2001) ile iligkiliyken,
giivenli baglanma psikolojik iyilik hali ile (Dieperink, Lesleka, Thuras, & Engdahl,
2001) ile iliskili bulunmustur.

Psikolojik rahatsizlik tarih¢esinin seviyeleri arasinda, duygularin net olmamasi,
zorlu duygularla karsilasinca davranisi kontrol etmede diirtiisel olma, olumsuz
duygular1 kabul etmeme ve duygular regiile edebilmek i¢in saglikli stratejileri daha
az kullanma alt boyutlar1 arasinda anlamli fark bulunmustur. Psikolojik rahatsizlik
tarithgesi olan kisilerin duygularini regiile etmede daha ¢ok zorlandiklari
gozlemlenmistir. Benzer sekilde, literatiirde duygular regiile etmede zorluk
yagsamanin ¢esitli psikolojik semptomlarla olumlu olarak iligkili oldugu belirtilmistir
(American Psychological Association, 1994; Gratz & Roemer, 2004; John & Gross,

2004). Tirkiye'de yapilmis bir baska ¢alismada da benzer sonuglar elde edilmistir.
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Ruganci ve Gengoz (2010) duygu regiilasyon zorluklarinin gesitli psikoljik
rahatsizliklarin isaretleri olabilecegini belirtmislerdir. Bu tutarli sonuglar dogasi
geregi korelasyoneldir. Yani, psikolojik rahatsizliklarin duygu regiilasyon
zorluklarindan m1 kaynaklandigi ya da duygu regiilasyon zorluklarmin psikolojik

rahatsizliklardan mi1 kaynaklandig1 belirtilemez.

Oliime kac1s kabulii (6liimiin varolus problemlerinden bir kagis olarak algilanmasi,
6limiin ac1 dolu hayat yerine hos karsilanan bir alternatif olmasi) orijinal 6lim
tutumu ¢alismasinda psikolojik iyilik hali ile iliskili bulunmamistir (Wong, Reker,
& Gesser, 1994) ancak bu ¢alismada psikolojik rahatsizlik tarihgesi olan kisiler
olmayanlara gore daha az 6liime kacis kabulii belirtmislerdir. Bu sonug psikolojik
rahatsizlik yasayan kisilerin intihar etmeye egilimleri oldugu sonucu ile tutarli

degildir (Harris & Barraclough, 1997).

Bu noktaya kadar 6n analiz sonuglar1 verilmis ve tartigilmistir. Bu noktadan sonra,

ana analiz sonuglar1 verilip tartisilacaktir.
3.2 Duygu Regiilasyonu Zorluklarinin Araci Degisken Rolii

3.2.1 Duygu Regiilasyonu Zorluklarinin Ekstrem Spor Yapan Katilimcilarda
Araci Degisken Rolii. Duygular1 anlamama/farkinda olmama ve olumsuz duygulari
yasarken amagclara ulagsmada gii¢liik yasama degiskenleri, kaygili baglanma—saglik
davraniglari iligkisinde ekstrem spor yapan katilimcilarda araci degiskenler

olmustur.

[k olarak, yiiksek seviyede kaygili baglananlar duygularini anlama ve farkinda
olma konusunda daha ¢ok zorluk yasamaktadirlar, bu da ekstrem spor yapan grupta
saglik davraniglarinin azalmasina sebep olmaktadir. Bu sonuglar 6rneklemin
dogasindan kaynaklaniyor olabilir. Riskli davranislar ve adrenalin arayisi ekstrem
sporlarin ayrilmaz parcalaridir ve bunlar katilimeilarin duygularini
anlamama/farkinda olmama zorluklari ile bas edebilmek i¢in kullandiklar
yontemler olabilir. Ayrica, ekstrem spor katilimcilar: kaygili baglanmalari sebebiyle

Oyle karmagik bir durumda olabilirler ki (duygularin farkinda olmamaya ek olarak)
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fiziksel ve psikolojik sagliklarini kontrol edemiyor olabilirler. Sonug olarak, kaygili
baglanmis ekstrem spor katilimcilarinin saglik davraniglarinin diisiik olmasi,

duygular1 anlamama/farkinda olmama alt 6l¢eginin araci roliiyle agiklanabilir.

Ikinci olarak, kaygili baglanmus kisiler olumsuz duygular1 yasarken amaglarina
ulagmada giicliik yasamaktadirlar, bu da saglik davranislarinda diisiise sebep
olmaktadir. Kaygili baglanmis kisiler kendilerini zorlayan duygulara
saplanabildikleri ve yogun bir ugras verdikleri i¢in, konsantre olma, baska seylere
odaklanma, iglerini bitirme ve bagka seyler diisiinme konularinda (hepsi olumsuz
duygular1 yasarken amaclarina ulasmada giicliik ¢cekenlerin 6zellikleri)
zorlanmaktadirlar. Benzer sekilde, Stevens (2014) kaygili baglanan kisilerin zorlu
duygularinin hayatlarindaki amaglarini mahvetmesine daha ¢ok izin verdiklerini
belirtmistir, bu amaclar saglikla ilgili olabilir 6rnegin saglik gelistirici davraniglarla

ilgili hedeflere de zarar verebilir.

Ekstrem spor grubunda, olumsuz duygulari1 yasarken amaclara ulasmada gii¢liik
yasama, kagingan baglanma—saglik davranislar iligkisine aracilik etmistir. Kaygili
baglanma ozellikleri arttik¢a, daha fazla olumsuz duygular1 yasarken amaca
ulagmada giicliik yasamaktadirlar, bu da saglik davranislarini azaltmaktadir.
Ekstrem spor grubunda, kacingan baglanan kisiler riskli spor aktivitelerine
duygularini regiile etme amaciyla (6rnegin duygularini bastirma ve zorlu
duygulardan uzaklagma gibi) katiliyor olabilirler. Bir bagka deyisle, olumsuz
duygulariyla yiizlesmedikleri, aksine kagindiklari i¢in, konsantre olmakta ve islerini
tamamlamada zorluk yasiyor olabilirler. Ekstrem sporlara katilarak, hayatlarinda
bagarabilecekleri bir hedef belirliyor ve bundan keyif aliyor olabilirler. Ayrica,
olumsuz duygularla ve problemlerle bas etmedeki adaptif olmayan stratejilerine

paralel olarak, sagliksiz davranislari saglik davraniglarini tercih ediyor olabilirler.

3.2.1 Duygu Regiilasyonu Zorluklarinin Ekstrem Spor Yapmayan
Katihmcilarda Araci Degisken Rolii. Duygularin net olmamasi, kaygili
baglanma—saglik davraniglari iliskisinin ekstrem spor yapmayan katilimcilarda aract

degiskeni olarak bulunmustur. Kaygili baglanma arttik¢a, duygularin net olmamasi
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artmaktadir bu durum da saglik davranislarini azaltmaktadir. Kaygili baglanan
kisilerin kagingan baglanan kisilere gore daha fazla duygularinin farkinda oldugu
ancak hala duygular1 konusunda net olamadiklar1 dile getirilmistir (Stevens, 2014).
Benzer sekilde, bu ¢calismada da kaygili baglanan kisilerin iligkilerinde yogun kayg1
ve ruminasyon yasadiklar i¢in, ger¢ek duygularini ve ihtiyaglarini
gozlemleyemedikleri, tanimlayamadiklar1 ve netlik saglayamadiklari, bu durumun

da saglik davraniglarina olan 6zenlerini etkiledigi sdylenebilir.
3.3 Oliim Tutumlarinin Arac1 Degisken Rolii

3.3.1 Oliim Tutumlarinin Ekstrem Spor Yapan Katiimcilarda Araci Degisken
Rolii. Ekstrem spor grubunda, 6liime yaklasan kabul, kaygili baglanma — saglik
davranislar iligkisinde aract degisken olarak belirlenmistir. Kaygili baglanma
arttik¢a, oliime yaklasan kabul azalmakta bu durum da saglik davraniglarinda artisa
sebep olmaktadir. Oliime yaklasan kabul, temeli dini inangta yer alan, 6liimden
sonraki mutlu bir hayata inanmaya isaret eder. Kaygili baglanan kisiler, kaygi,
endise ve korku duygularini yogun olarak deneyimledikleri ve regiile etmekte
zorlandiklari igin, benzer duygular 6liime kars1 da hissediyor olabilirler. Oliim
korkusu ve dini inanglarin birbirleriyle olumsuz iliskili olduklari, ¢linkii inangl
kisilerin sembolik bir 6liimsiizliige inandiklar1 i¢in 6liim korkusuyla bas
edebildikleri dile getirilmistir (Wong, Reker, & Gesser, 1994). Bu sebeple, kaygili
kisiler daha az inangli olabilir bu da daha az seviyede 6liime yaklasan kabul
sergilemelerine sebep olabilir. Bir bagka deyisle, kaygili kisiler sembolik bir
Oliimsiizliige inanmadiklari i¢in, 6liimle iligkili olarak korku ve kaygi yasiyor, bu
durum da onlar1 daha uzun ve saglikli yasamak i¢in daha fazla saglik davranislarina

yonlendiriyor olabilir.

Ayni1 6rneklemde, 6liime yaklagan kabul, kagingan baglanma—saglik davraniglar
iliskisine de aracilik etmistir. Kagingan baglanma arttikca, 6liime yaklasan kabul
azalmakta bu durum da saglik davraniglarinin artmasina sebep olmaktadir.
Kacingan baglanma stili giiven duyma ve yakinlik gibi durumlarin olmayisi,

iligkilerde duygusal uzaklik ve kaginma ile tanimlanmaktadir. Bu sebeple, bu kisiler
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0liim ve sonras1 konusunda da diisiinmekten kaciniyor olabilirler, bu durum da
oliime yaklasan kabuliin azalmas: ile iliskilidir. Ozetlemek gerekirse, eger kisi 6liim
ve sonrasi hakkinda diisiinmekten kaginiyorsa, o kisi saglik davraniglarini artirarak

bu diinyaya yatirim yapmaya ¢alisiyor olabilir.

3.3.2 Oliim Tutumlarimin Ekstrem Spor Yapmayan Katihmcilarda Arac
Degisken Rolii. Oliime kacis kabulii, kagingan baglanma—saglik gelistirici
davraniglar arasindaki iliskiye, ekstrem spor yapmayan katilimecilarda aracilik
etmistir. Kaygili baglanma azaldikga, 6liime kagis kabulii artmakta bu da saglik
gelistirici davramslar1 artirmaktadir. Oliime kacis kabuliinde kisi yasantisinda
zorluklar yagsamakta ve ac1 cekmektedir, bu sebeple 6liim varolus problemlerinden
kacinmak i¢in bir alternatif haline gelmektedir. Bu araci degiskenin rolii oldukga
ilgi ¢ekicidir. Daha az kagingan baglanma sergileyen kisiler daha fazla 6liime kacis
kabulii sergilemektedirler ancak aslinda 6liimden kacinmamaktadirlar. Aslinda, bu
diinyada zorluklar yasadiklari i¢in, 6liimii bir kagis olarak gérmektedirler. Yine de,
bu kisiler kendi yasadiklar1 zorluklar ve deneyimledikleri acilar ile
yiizlesmektedirler. Oliime kag1s kabulii, fiziksel ve psikolojik acidan kaginma
oldugu icin, saglik davraniglar1 giinliik yasamin acilarindan kaginmak i¢in iyi bir

¢Ozlim olabilir.
3.4 Calismanin Giiglii Yonleri ve Cikarimlan

Bu ¢aligmanin amaci baglanma stillerinin saglik davraniglari tizerindeki etkisini,
duygu regiilasyon stratejileri ve 6liim tutumlarinin araci roliiyle belirlemekti. Bu
caligma belirtilen degiskenlerin iligkilerinin ¢oklu araci degisken analizi kullanarak
belirlenmesi acisindan ilk olma 6zelligini tasir. Bir diger yenilik ise bu iliskilerin iki
farkli 6rneklem grubunda, ekstrem spor yapan ve ekstrem spor yapmayan kisilerde
test edilmesidir. Ekstrem spor yapan katilimcilar bu ¢aligma i¢in 6zellikle
secilmistir, ¢iinkii saglik psikolojisi literatiirii bu spor tiirlerini yiliksek seviyede
sagliga riskli davranis olarak ele almistir. Ancak daha 6nce de bahsedildigi gibi,
ekstrem spor katilimeilarinin bu sporlar1 yapmayanlara gére daha fazla saglik

davranisinda bulunduklar1 belirlenmistir.
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Bu caligma 6liim korkusu, 6liim kaygisi ve ti¢ farkli 6liim kabulii tutumlarinin,
baglanma stilleri — saglik davranislar1 arasindaki iliskideki aract rollerini iki farkl
orneklemde test etmesi agisindan da Tiirkiye psikoloji literatiirtinde bir ilktir.
Beklendigi gibi, farkli 61iim tutumlari iki grupta araci degisken olmustur. Ekstrem
spor yapan katilimcilarda, 6liime yaklasan kabul glivensiz baglanma stilleri — saglik
davraniglari iligkisine aracilik ederken, ekstrem spor yapmayan katilimcilarda
olume kagis kabulii glivensiz baglanma stilleri — saglik davranislar iligkisine
aracilik etmistir. Bir baska deyisle, farkli 6liim tutumlari ekstrem spor yapan

katilimcilar ve yapmayan katilimeilarin saglik davranislarini sekillendirmistir.

Bu calismanin bir diger katkisi da, giivensiz baglanma stillerinin saglik
davraniglarini uygulamada bir risk faktorii olarak bulunmasidir. Baglanma stilleri,
cocuk ve ebeveyn/bakim veren kisi arasindaki kalic1 bir bagdir, bu sebeple bir
onlem ve miidahale stratejisi olarak, giivensiz baglanma stillerinin saglik
davraniglarina olan olumsuz etkisi, 6zellikle cocuklari kronik hastaliklar yasayan
ebeveynlere bir egitim programinda agiklanabilir. Ayrica, Saglik Bakanligi
tarafindan olumlu ebeveynlik uygulamalari, egitim programlar1 ve kampanyalar

desteklenebilir.

Duygu regiilasyonunda yasanan zorluklar, saglik davraniglarinda azalma ile iliskili
cikmistir. Bu sebeple, psikoterapi uygulamalarinda, etkin duygu regiilasyon
stratejilerinin sadece psikolojik saglik i¢in degil ayn1 zamanda saglik gelistirici
davraniglar araciligiyla fiziksel saglik i¢in de hayati bir 6neme sahip oldugu bilgisi
kullanilmalidir. Bu sebeple, saglik psikologlari da birincil, ikincil ve {igiinciil dnlem
programlarinda, duygularla ve duygu regiilasyonlariyla ilgili ¢calismay1 goz ardi

etmemelidirler.

Ekstrem spor yapan katilimecilarda, 6liim korkusu ve 6liimii notr kabul, saglik
davraniglari ile olumlu olarak iligkili bulunmustur. Bozo, Tunca ve Simsek'in
(2009) calismasinda, 6liim korkusunun saglik davranislari ile olumlu bir iligkide
oldugu belirlenmistir. Bu sebeple kisilerin saglik davraniglarini artirmada, 61im

hatirlaticilar kullanilabilir. Bu bilgi Saglik Bakanlig: tarafindan organize edilen
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kampanyalarda da yer alabilir. Benzer sekilde, psikoterapi uygulamalarinda,
danisanlarin 6liim korkulart ve 6liimii kabul tutumlari saglik davraniglar1 agisindan

ele almabilir.
3.5 Smirhhklar ve Gelecek Calismalar Icin Oneriler

Bu calismada giivensiz baglanma stillerinden kaygili ve kagingan baglanma
calisilmistir ancak gelecek calismalarda Bartholomew ve Horowitz (1991)
tarafindan onerilen giivenli, saplantili, kayitsiz ve korkulu baglanma stilleri

calisilabilir.

Kisilerin 6liim tutumlarini belirlemek amaciyla, onlarin 6zbildirimleri
kullanilmistir. Ancak psikoloji literatiiriinde 6liime iliskin bilingli
degerlendirmelerin giivenilir olamayabilecegi sdylenmistir. Ornegin, Terdr
Yonetme Teorisi'ne gore kisiler bilincin farkli boyutlarinda 6liim ve 6liim
korkusuyla bas etmek icin farkli savunma mekanizmalar1 kullanirlar (Arndt,
Greenberg, & Cook, 2002). Bu sebeple, tipik bir Terdr Yonetme Teorisi deneyinde,
katilimcilara oncelikle kendi 6liimleri ile ilgili neler diisiindiikleri yazmalari istenir,
ardindan arastirmaci bilingli 6liim diislincelerini bastiracak farkli bir deney diizeni
kurgulayarak oliimle ilgili tutumlara iligkin bilingdis1 veriyi toplarlar (Arndt,
Greenberg, Solomon, Pyszczynski, & Solomon, 1998). Bu sebeple, gelecek
caligmalarda arastirmacilar bilingdis1 6liim tutumlarina iliskin bilgi

toplayabilecekleri deney yontemleri kullanabilirler.

Bu calismada, katilimcilarin yaslar yetiskinlik donemini kapsamaktadir ve veriler
tek bir zamanda kesitsel olarak toplanmistir. Gelisimsel degisimleri gorebilmek ve
sebep—sonug iliskisinden bahsedebilmek i¢in, gelecek caligmalar boylamsal

calismalar1 kullanabilir.

Bu calisma tiim ekstrem sporlar1 kapsamistir ancak gelecek ¢aligsmalar belirli

ekstrem spor katilimcilarini kapsayarak degiskenlerin iligkilerini ele alabilir.
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3.6 Sonuc

Budha'nin belirttigi gibi 'Saglik en biiyiik hediyedir'. Farkli katilimc1 gruplarinin
saglik davraniglarina ve sagliga riskli davranislara giden farkli yollar1 olabilir. Bu
yiizden, daha saglikli ve uzun bir siire yasayabilmek i¢in bu farkliliklari belirlemek

olduk¢a 6nemlidir.
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APPENDIX H: TEZ FOTOKOPISI iZiN FORMU

ENSTITU

Fen Bilimleri Enstitusu

Sosyal Bilimler Enstitiisii X

Uygulamali Matematik Enstitiisii

Enformatik Enstittisi I:I

Deniz Bilimleri Enstittsi

YAZARIN

Soyadi : Bekaroglu
Ad1 : Ece
Boliimii : Psikoloji

TEZIN ADI (ingilizce) : The Relations among Attachment Styles, Emotion

Regulation Strategies, Death Attitudes, and Health Promoting Behaviors: Extreme
Sports Participants vs. Non-Participants

TEZIN TURU : Yiiksek Lisans |:| Doktora

1. Tezimin tamamindan kaynak gosterilmek sartiyla fotokopi alinabilir.

2. Tezimin i¢indekiler sayfasi, 6zet, indeks sayfalarindan ve/veya bir X
boliimiinden kaynak gosterilmek sartiyla fotokopi alinabilir.

3. Tezimden bir (1) yil siireyle fotokopi alinamaz.

TEZIN KUTUPHANEYE TESLIiM TARIiHI:
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