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Short Health Anxiety Inventory (SHAI)-Polish version:
evaluation of psychometric properties and factor
structure

Janusz Kocjan

Summary

Objectives: The aim of the study was to adapt the English language version of the Short Health Anxiety In-
ventory (SHAI) developed by Salkovskis et al. to the Polish language and to investigate its psychometric prop-
erties and factor structure in clinical and non-clinical samples.

Method: A total of 296 individuals participated in the study: 172 in the clinical sample (46% females and 54%
males; mean age: 57.29 + 13.01 years) and 124 in the non-clinical sample (51% females and 49% males;
mean age: 54.45 + 13.63). They completed the Polish language version of an 18-item SHAI and the Hamilton
Anxiety Rating Scale (HAM-A). To assess psychometric properties, internal consistency, test-retest reliability,
item-total statistics, construct and convergent validity, an analysis of ROC curves was performed.

Results: Both samples had excellent internal consistency (Cronbach’s a 0.91 and 0.92) and test-retest reli-
ability (r=0.91 and r=0.94). Correlational analysis revealed a significant relationship of anxiety to SHAI total
score and to each of the two SHAI subscales. Factor analysis revealed a two-factors solution, which account-
ed for 48% and 49% of the variance. A cut-off score of 20 was optimal for detecting a severe form of health
anxiety in the clinical and non-clinical sample, providing the best balance between specificity and sensitivity.

Discussion: Despite the widespread application of SHAI, a Polish language version has not yet been created.
The psychometric properties of the scale confirmed a high reliability and accuracy of the proposed solutions.

Conclusions: Our findings confirm that the SHAI-Polish version is a reliable and valid instrument for detect-
ing health anxiety.

hypochondriasis, health anxiety, Short Health Anxiety Inventory

The classification and diagnosis of hypochon-
dria has always been a serious problem and
raised many doubts [1]. In literature, it was re-
cently described as one of the most difficult and
challenging areas of modern psychiatry [2].
In light of previous taxonometric studies, hypo-
chondria had for a long time been classified as
a somatoform disorder. However, conceptual-
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ly it is best understood as an anxiety disorder
(health anxiety), as had been suggested earlier.
The mechanism described is a result of observa-
tion, supported by empirical findings, that the
symptoms of hypochondriasis overlap remark-
ably with some anxiety disorders (particularly
panic disorder, obsessive—-compulsive disorder
and some types of phobia) [3]. This is also re-
flected in the new DSM-5 classification, where
the diagnosis of hypochondriasis was replaced
by two new diagnostic entities: somatic symp-
tom disorder (SSD) and illness anxiety disorder
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(IAD). Both diagnoses share high health anxie-
ty as a common criterion, but additional somatic
symptoms are required only for SSD [4].

The cognitive-behavioral model proposed by
Salkovskis & Warwick explains the development
and maintenance of severe health anxiety (a clin-
ical form of hypochondriasis) [5,6]. This ap-
proach builds on Beck’s cognitive theory of psy-
chopathology, which proposes that emotional
disorders are caused by negative cognitive sche-
mas and dysfunctional beliefs [7]. For example,
negative beliefs about the self, the world and
the future underlie depression, whereas beliefs
about social incompetence and negative eval-
uation underlie social phobia. In case of hypo-
chondriasis, the habitual tendency to misinter-
pret health-related information as highly threat-
ening is the result of situational, but erroneous
assumptions about health and illness.

Currently, several questionnaires can be used
to assess health anxiety: Health Anxiety Ques-
tionnaire (HAQ) [8], the Illness Attitude Scales
(IAS) [9], the Whiteley Index of hypochondri-
asis (WI) [10], Short Health Anxiety Inventory
(SHALI) [11], Multidimensional Inventory of Hy-
pochondriacal Traits (MIHT) [12], Somatosen-
sory Amplification Scale (SSAS) [13], Illness Be-
havioral Questionnaire (IBQ) [14] and Minneso-
ta Multiphasic Personality Inventory (MMPI-2)
[15]. Only the SHAI was constructed accord-
ing to the cognitive-behavioral model, whereas
MIHT’s usefulness seems to be limited. This is
due to the structure of the questionnaire, where
31 questions are divided into 4 subscales to as-
sess the major recognised dimensions of hypo-
chondriasis: cognitive, behavioral, affective and
perception dimensions. Although the first two
subscales assess specific facets of the cognitive
and behavioral dimensions, they focus on the
very aspects of hypochondriasis — namely, be-
liefs about others being unsupportive (aliena-
tion) and reassurance-seeking behaviors. These
subscales fail to cover other important features
of hypochondriasis emphasized in cognitive-
behavioral models of health anxiety, includ-
ing catastrophic misinterpretation of somatic
cues, bodily checking and avoidance of health
threat information [16]. Furthermore, most of
the previously developed scales contain state-
ments concerning the belief that one is seriously
ill (e.g. “I have a serious illness”, “I'm seriously
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ill”), which leads to overestimation of results in
patients suffering from somatic diseases or diag-
nosed based on their suspicions. SHAI was de-
signed to limit this problem, so that it is applica-
ble both in a person suffering from health anxie-
ty and in patients with other anxiety disorders,
co-existing physical illness, poor general health,
those undergoing medical consultation, and in
healthy subjects [11].

To my knowledge, of the questionnaires men-
tioned above, only the MMPI-2 was validated in
Poland. Its major scales are 3 control scales and
10 clinical scales, including a 32-item HD scale
used to assess hypochondriacal disorders [17].
However, the scale contains items related to so-
matic complaints and does not mention hypo-
chondriacal fears or beliefs. Therefore, it seems
reasonable to use this scale in the assessment of
somatization rather than health anxiety. The lack
of adequate tool to identify and assess health
anxiety poses a problem for clinicians as well
as therapists working with such patients. It also
causes difficulties in estimating the prevalence
of health anxiety in the general population as
well as identifying its determinants and subse-
quent consequences in various areas. A Polish
language version of a health anxiety question-
naire is necessary. Given the current conceptu-
alization of hypochondriasis as an anxiety dis-
order, as well as the advantages and disadvan-
tages (that do not negate the clinical utility of
these measures) of available research tools, the
present study focused on the Short Health Anx-
iety Inventory.

The aim of the study was to adapt the English
language version of the SHAI to the Polish con-
text and to investigate its psychometric proper-
ties and factor structure in clinical and non-clin-
ical samples.

METHOD
Participants

Overall, 296 participants were examined (age
range 23-80 years), divided into two groups.
Group 1 (clinical) consisted of 172 patients (46%
females and 54% males) with cardiovascular dis-
eases undergoing cardiac treatment in Professor
Leszek Giec Upper Silesia Medical Centre in Ka-
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towice. The mean age of the subjects was 57.29
+13.01 years. There was an equal distribution in
the group based on education level: vocational
(n=62, 36%), secondary (n=56, 33%) and higher
(n=54, 31%) education. The patients” areas of res-
idence were town (n=93, 54%), city (n=61, 36%)
and village (n=18, 10%). The majority of respond-
ents were occupationally inactive (n=93, 54% vs.
n=79, 46% of occupationally active subjects).
Group 2 (non-clinical) comprised 124 persons
(51% females and 49% males, mean age 53.89
+ 13.78) who do not have any chronic diseas-
es. Education level was mostly higher education
(n=38, 41%), followed by vocational (n=32, 35%)
and secondary (n=22, 24%) education. As before,
the main area of residence was town (n=49, 53%),
followed by city (n=33, 36%) and village (n=10,
11%). The majority of respondents in group 2
were occupationally inactive (n=48, 52% vs. n=44,
48% occupationally active).

There were no differences between the groups
with regard to gender (p=0.482), age (p=0.132),
education level (p=0.261), occupational status
(p=0.753) and area of residence (p=0.969).

PSYCHOMETRIC INSTRUMENTS

¢ Short Health Anxiety Inventory (SHAI)

SHAI is an 18-item self-report measure of
health anxiety developed by Salkovskis et al.
[11]. It enables estimating the magnitude of health
anxiety in two components: illness likelihood (IL)
and negative consequences of an illness (NC), as
well as in the general index, which constitutes the
sum of point values of both components. Each of
the 18 items consists of four statements, in which
individuals select the one that best reflects their
feelings over the past 6 months. In monitoring
the treatment process, questions should be
related to a shorter period of time, e.g. past week.
If more than one statement reflects the patient’s
feelings, they select all that apply in their case.
The responses are scored on a 4-point Likert scale,
where: 0 — no symptoms, 1 — mild symptoms, 2 —
severe symptoms and 3 — very severe symptoms,
clinical form of hypochondriasis. If more than one
statement is selected, the higher scoring statement
is used for analysis [11].

The translation process proceeded in sever-
al stages. After obtaining the agreement from

the first author, the original scale was translat-
ed from the English to the Polish language by
two independent translators — English philol-
ogy graduates who work as English language
lecturers in Poland. Both drafts were compared
and the most accurate versions of the controver-
sial points were determined. In the next stage,
the text was back-translated and compared with
the original English language version. The final
form of the Polish language version of SHAI was
exactly the same as the original.

¢  Hamilton Anxiety Rating Scale (HAM-A)

This scale is widely used to to detect anxiety
states. It consists of 14 items which were divided
into two subscales evaluating psychic anxiety
(mental agitation and psychological distress)
and somatic anxiety (physical complaints related
to anxiety). Each item is scored on a 5-point
Likert scale, where 0 represents lack of anxiety
symptoms and 4 represents a severe form of
anxiety. The result is interpreted as follows: <17
points no anxiety, 18-24 points mild severity,
25-30 moderate severity and >30 points severe
anxiety disorders [18,19].

STATISTICAL METHODS

All statistical analyses were conducted using
the STATISTICA (StatSoft) software, version
10.0. Descriptive statistics were performed for
quantitative (continuous) variables by calculat-
ing means and standard deviations. The Cron-
bach’s alpha coefficient was used to measure the
internal consistency and homogeneity of items.
The test-retest method was used to assess scale
stability. Convergent validity was assessed by
calculating Pearson’s correlation coefficient be-
tween SHAI and other measures used to assess
health anxiety. A cut-off score for identification
of the clinical form of hypochondriasis was de-
rived using ROC (receiver operating character-
istic) curves. The significance level was set at
p<0.05.

RESULTS

Means, standard deviations and Cronbach’s al-
pha coefficients for SHAI and its subscales are
shown in Table 1.
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Table 1. Descriptive statistics (SHAI and subscales)

Variables (points range) Clinical group Non-clinical group

M SD a M SD a
IL (0-42) 15.16 7.32 0.91 10.25 727 0.92
NC (0-12) 253 2.08 0.74 2.86 2.15 0.75
SHAI (0-54) 17.69 8.62 0.91 13.22 8.82 0.92

Notes: IL, illness likelihood; NC, negative consequences of illness.

Test-retest reliability was used to determine
scale stability. Repeat measurements were per-
formed 1 week (cardiac patients) and 3 weeks
(healthy subjects) after initial testing. The cor-
relation coefficient between the two sets of re-
sponses was as follows: clinical samples (n=72)
r=0.91, p<0.001; non-clinical samples (n=64)
r=0.94, p<0.001.

Next, scale homogeneity was evaluated.
The mean item-total correlations were r=0.35
in the clinical sample and r=0.44 in the con-

trol group. In both groups, the lowest item-to-
tal correlation coefficient was found in item 16
(r=0.42 in the clinical sample and r=0.47 in the
non-clinical sample), but exceeded the min-
imal accepted value (r=0.30), indicating that
each item was related to the overall scale [19].
Cronbach’s alpha decreased if individual items
were excluded.

Correlations between SHAI and its subscales
with the Hamilton Anxiety Rating Scale are pre-
sented in Table 2.

Table 2.SHAI and Hamilton Anxiety Scale correlations

Variable Clinical group Non-clinical group
SHAI SHAI-IL SHAI-NC SHAI SHAI-IL SHAI-NC

SHAI - 0.98* 0.71% - 0.97* 0.79*
SHAI-IL 0.98* - 0.58* 0.97* 0.64*
SHAI-NC 0.71* 0.58* - 0.79* 0.64*

HAM-A 0.67* 0.54* 0.41* 0.63* 0.57* 0.39*
HAM-A PS 0.60* 0.58* 0.44* 0.55* 0.51* 0.42*
HAM-A SS 0.52* 0.43* 0.35* 0.47* 0.38* 0.36*

Notes: HAM-A PS: Hamilton Anxiety Scales: physic component; HAM-A SS: Hamilton Anxiety Scales: somatic
component; SHAI-IL, Short Health Anxiety Inventory — iliness likelihood subscale; SHAI-NC, Short Health Anxiety

Inventory — negative consequences of illness; *p<0.001.

Factor loadings, eigenvalues and proportions
of total variance are presented in Table 3.

Table 3. SHAI: confirmatory factor analysis — factor loading for the two-factor solution

Factors of health anxiety Clinical group Non-clinical group

IL NC IL NC
1. Worry about health 0.76 0.19 0.78 0.28
2. Noticing aches and pains 0.61 0.07 0.56 0.31
3. Awareness of bodily sensations 0.54 0.04 047 0.33
4. Ability to resist thoughts of illness 0.73 0.08 0.62 0.32
5. Fear of having serious illness 0.87 0.29 0.64 0.22
6. Picturing self being ill 0.60 0.01 0.67 0.08
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7. Ability to take mind off health thought 0.67 0.09 0.80 0.28
8. Relieved if doctor says nothing’s wrong 0.46 0.38 0.71 0.20
9. Hear about illness 0.61 0.23 0.55 0.20
10. Wonder what body sensations mean 0.42 0.28 0.55 0.26
11. Risk for developing illness 0.58 0.27 0.56 0.35
12. Belief of having a serious illness 0.80 0.29 0.67 0.27
13. Think of something else when | feel bodily sensations 0.50 0.08 0.50 0.34
14. Perception of familiars/friends on your health concerns 0.55 0.32 0.49 0.31
15. Ability to enjoy life if have an illness 0.38 0.49 0.12 0.95
16. Chance of medical cure if have an illness 0.38 0.41 0.30 0.64
17. lllness would ruin aspects of life 0.39 0.50 0.30 0.82
18. Loss of dignity if had an illness 0.34 0.52 0.20 0.81
Eigenvalues 6.80 1.53 571 2.65
Total variance 0.39 0.09 0.32 0.17

Notes: IL, illness likelihood; NC, negative consequences of illness.

To verify the parameters of the two-factor
model, confirmatory factor analysis (CFA) was
conducted. The model was tested using the
following goodness-of-fit indices: x2/d.f. (chi-
square relative to its degrees of freedom), CFI

(comparative fit index), IFI (incremental fit in-
dex), TLI (Tucker-Lewis index), NFI (normed
tit index) and RMSEA (root mean square error
of approximation). The results are presented in
Table 4.

Table 4. Goodness-of-fit indices of the two-factor solution to empirical data from the samples

Goodness-of-fit indices

Groups X2 df X2/df P CFI IFI TLI NFI | RMSEA RMSEA

90%ClI
Entire group 331.21 118 2.81 <0.001 | 0.95 0.95 0.94 0.90 0.07 0.07-0.08
(n=296)
Clinical sample 276.13 96 2.87 | <0.001 | 0.96 0.96 0.96 0.91 0.06 0.06-0.07
(n=172)
Non-clinical 261.73 96 2.73 | <0.001 | 0.95 0.95 0.94 0.89 0.06 0.06-0.07
sample (n=124)

Notes: CFl, comparative fit index; IFI, incremental fit index; NFI, normed fit index; RMSEA, root mean square error

of approximation; TLI, Tucker-Lewis index.

Based on the HARS results, anxiety disorders
were found in 79 (26.68%) subjects, from a total
sample of 296 respondents. In this group, the
mean SHAI score was 25.66 points (5D=9.27;
range: 7-42) and was statistically significant
higher (p<0,001) than in group with no anxiety
disorders (n=217; M=10.29; SD=6.12; range:
0-28). Anxiety disorders were more prevalent
in the clinical group (n=62; 36.04%) than in the
non-clinical group (n=17; 13.7%). However,
in both groups the mean SHAI point score

obtained among subjects with anxiety disorders
(clinical group: M=23.14, SD=11.29, range: 12—
42; non-clinical group: M=16.04, SD=7.85, range:
11-37) was significantly higher (p<0,001) than
in individuals with no symptoms of anxiety
disorders (clinical group: M=13.39, SD=5.78,
range: 3-28; non-clinical group: M=8.14, SD=5.11,
range: 0-18).

As a next step, ROC analysis was performed
to determine the threshold value of SHAI pro-
viding the highest sensitivity and specificity for
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the diagnosis of health anxiety. Taking into ac-
count the current conceptualization of hypo-
chondriasis as an anxiety disorder (health anxi-
ety), the reference point used was a HAM-A di-
agnosis of anxiety disorders. The results were as

73

follows: AUC=0.866, SE=0.024, 95% CI 0.81-0.91
(p<0.001). In the last stage of analysis, the sen-
sitivity, specificity, and positive (PPP) and neg-
ative (NPP) predictive power were determined
for each cut-off score of SHAI (Table 5).

Table 5. Sensitivity, specificity, positive (PPP) and negative (NPP) predictive power for selected SHAI cut-off scores:
differentiating hypochondriasis from anxiety disorders

Cut-off score Sensitivity (%) | Specificity (%) PPP (%) NPP (%)
1 24 100.0 69.5 0.00
15 61.0 94.0 82.4 82.0
18 72.0 84.1 86.0 67.0
20 79.3 78.0 89.3 61.9
21 82.9 72.5 90.4 57.6
22 85.4 69.8 91.4 56.0
23 86.6 62.1 91.1 50.7
24 90.2 58.2 93.0 49.3
25 90.2 52.7 92.3 46.3
26 92.7 47.8 93.5 44.4
27 95.1 44.5 95.3 43.6

DISCUSSION

SHAI has been adapted and validated among
British [11], Canadian [21], American [22,23],
Spanish [24], Iranian [25] and Hungarian [26]
samples, and has become a popular measure
among both clinicians and researchers. The orig-
inal version of SHAI showed good reliability at
Cronbach’s a=0,92 [11]. Internal consistency was
calculated in 15 clinical and non-clinical stud-
ies. The alpha coefficients for the 18-item SHAI
ranged from 0.74 to 0.96 [27]. The Polish lan-
guage version also demonstrated excellent reli-
ability at Cronbach’s a=0.91 in clinical samples
and a=0.92 in healthy subjects (Table 1). Test-re-
test reliability of the SHAI was reported only
in one study and its stability was r=0.87 (dur-
ing a 3-week period), lower than in the present
study.

A moderate relationship between anxiety (us-
ing HARS) and health anxiety was found. At this
point it is important to again rely on the def-
inition in the newly published DSM-5 that re-
moved the term hypochondriasis from the no-
menclature and replaced it with the diagnoses
of illness anxiety disorder (hypochondriacal dis-
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order in ICD-10) and somatic symptom disorder
(somatization disorder in ICD-10). Hypochon-
driasis is relatively well defined and may corre-
spond to the concept of health anxiety. Howev-
er, this is not the anxiety disorder as defined in
DSM-5 or ICD-10 as hypochondriasis involves
assigning an affect meaning of somatic origin.
For this reason, a correlation with HAM-A may
be divergent rather than convergent measure of
validity. To measure convergent validity, one
of the scales of somatization referred to earlier
might additionally be used.

Statistically significant positive correlations
between the SHAI subscales were also observed.
This suggests that the global health anxiety con-
struct receives a relatively large contribution
from the illness likelihood (IL) factor and a rel-
atively smaller but nonetheless significant con-
tribution from the negative consequences (NC)
factor (Table 2).

The original two-factor SHAI structure was
proposed by Salkovskis et al., with one factor
assessing fear of illness and the other assessing
the negative consequences of an illness [10].

The model was confirmed by Wheaton et al.
[22]. Two remaining factor structure studies hint
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at a possibility of other solutions. Abramowitz et
al. identified a third factor, body vigilance (BV),
that contains items related to monitoring the
body [23]. A completely different factor struc-
ture was proposed by Alberts et al., who divided
the illness likelihood subscale into two distinct
subscales: fear of illness and thought intrusion.
The authors suggested that the NC subscale
should be removed, because it was not directly
designed to measure health anxiety [21]. Howev-
er, according to the cognitive-behavioral model,
awareness of the negative consequences of an ill-
ness is an important element in the assessment
of health anxiety. Perceiving a health threat is
associated not only with an estimation of illness
likelihood but also with an assessment of the se-
verity of the disease, difficulty in coping with
illness and inadequacy of medical services [28].
Factor analysis conducted in this study (Table
3) validated the original two-factor model and
explained 48% and 49% of variation in clinical
and non-clinical samples respectively. All fac-
tor loadings in the two-factor model were sig-
nificant and ranged from 0.41 to 0.95. Further-
more, based on criteria recommended by Kline
[29], results of confirmatory factor analysis pro-
vide an acceptable fit of the two-factor solution
to empirical data (Table 4).

Salkovskis et al. suggested that in interpreting
the results of testing with SHAT higher scores re-
flect higher health anxiety [11]. This approach
does not allow to assess which results indicate
a normal health anxiety level and which sug-
gest a severe form of hypochondriasis. Sever-
al studies attempted to determine cut-off scores
for the identification of a clinical form of hypo-
chondriasis, but only Abramowitz et al. present-
ed a clear and rigorous research on the appropri-
ate use of cut-off scores to interpret the SHAIL A
score over 27 points was reported as being most
reliable for the identification of health anxiety,
allowing to accurately distinguish hypochondri-
asis from other anxiety disorders [30]. Other re-
searchers have proposed less stringent cut-off
scores at 15 [31], 18 [32] and 20 points [33]. They
did not provide sufficient information on how
these scores were identified, however. The spec-
ificity and sensitivity values presented in Table
5 show that a cut-off score of 20 is optimal for
the Polish language version of SHAI. This allows
to correctly classify 79% of patients with hypo-

chondriasis and 78% of those with other anxiety
disorders. A cut-off score of 27 points provides
a correct diagnosis of hypochondriasis in 95%
of patients, but is associated with a significant
decrease in tool specificity. In addition, the ob-
tained value of AUC=0.866 indicates an almost
87% probability that a randomly selected person
with symptoms of an anxiety disorder has high-
er scores on SHAI than a person without symp-
toms of anxiety.

Given the sample contained a group of pa-
tients with cardiovascular diseases (worried
about a real rather than an imaginary disease) it
may seem that the scale measures somatic pre-
occupation, not theoretical hypochondriasis.
According to Salkovskis et al. [11], the prima-
ry reason for developing the SHAI was to cre-
ate a questionnaire of health anxiety that could
be used in medical contexts, because most pre-
vious measures of health anxiety included items
concerning the belief that one is physically ill,
and the endorsement of such items resulted in
elevated scores in individuals who were tempo-
rarily sick or diagnosed with a serious illness.
The SHAI was designed to reduce this problem.
Modifications, such as adding the statement
“other than your existing disease”, are made to
items 5,9, 11 and 12, and are useful in clinical
samples diagnosed with one or more diseases,
so that participant responses are not limited by
an existing serious health condition (e.g. in the
current study the modification was “As a rule,

I am not afraid that I have a serious illness
[other than heart disease]”).

Despite widespread application of SHAI,
a Polish language version had not been created
before. The results of the study on the psycho-
metric properties of the scale confirmed a high
reliability and accuracy of proposed solutions.
However, the present study has some limita-
tions. The first limitation is a short time peri-
od between the first and second measurement
in the clinical group. This is the result of short-
time hospitalizations. However, it was decided
not to perform a repeat measurement by means
of a telephone survey. This method reduces the
anonymity of study participants and leads to the
loss of original self-report properties of the tool,
which could lead to false results (overestima-
tion or underestimation). The choice of clinical
group is justified by empirical researches on the
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prevalence of health anxiety in various medical
conditions. Elevated health anxiety was found
in patients with multiple sclerosis [34], diabetes
type I and II [35] and in women with early stage
breast cancer [36]. Given the prevalence of anxi-
ety among cardiac patients, selecting this group
of patients seems to be well founded. Further re-
search on the psychometric properties of SHAI
among patients with hypochondria diagnosed
according to the DSM-5 criteria, and a compari-
son of the results in this group with patients suf-
fering from other anxiety disorders (e.g. obses-
sive-compulsive disorders and panic disorder)
is required. In future research, the relationship
of SHAI to other measures designed to assess
health anxiety (e.g.HAQ and MIHT) should be
carried out. For this purpose, Polish language
versions of these tools are needed.

CONCLUSIONS

The Short Health Anxiety Inventory is a first Pol-
ish language tool to identify and assess the sever-
ity of hypochondriasis from the cognitive-behav-
ioral perspective. Results presented in this study
indicate excellent psychometric properties of the
scale. Despite some limitations, it may be con-
cluded that SHAI is a useful measure of identifi-
cation and assessment of health anxiety in clin-
ical and non-clinical samples, which can be ap-
plied both in clinical practice and in research.
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ANEKS

INWENTARZ LEKU O ZDROWIE (SHAI)

Kazda z ponizszych pozycji sktada sie z czterech

stwierdzen. Prosze przeczyta¢ doktadnie kazde z nich
a nastepnie wybrac to, ktore najlepiej opisuje Pana/Pani

uczucia w ciggu ostatnich 6 miesiecy. Wyboru prosze
dokona¢ poprzez zakre$lenie odpowiedniej litery (a/b/c/d).
Jezeli wigcej niz jedno stwierdzenie odnosi sig do Panal
Pani osoby, prosze rowniez je zakreslic.

1.

a)
b)

<)
d)

nie martwie si¢ 0 moje zdrowie.

od czasu do czasu martwie si¢ o moje
zdrowie.

poswiecam duzo mojego czasu
martwiac si¢ o moje zdrowie
poswiecam wiekszos¢ mojego czasu
martwiac si¢ 0 moje zdrowie.
odczuwam dolegliwosci bolowe rzadziej
niz inne osoby w moim wieku.
odczuwam dolegliwosci bolowe tak
samo czesto jak inne osoby w moim
wieku.

odczuwam dolegliwosci bolowe czgsciej
niz inne osoby w moim wieku.
odczuwam dolegliwosci bolowe przez
caly czas.

zwykle nie mam $wiadomosci doznan
i zmian zachodzacych w moim ciele
czasami mam swiadomo$¢ doznan
i zmian zachodzacych w moim ciele
czesto mam swiadomos¢ doznan i zmi-
an zachodzacych w moim ciele

stale mam $wiadomos¢ doznan i zmian
zachodzacych w moim ciele

oparcie si¢ myslom o chorobie nigdy nie
stanowi dla mnie problemu.

przez wigkszo$¢ czasu potrafie oprzec
sie¢ myslom o chorobie.

staram sie oprze¢ myslom o choro-
bie, ale czesto nie jestem w stanie tego
zrobid.

mysli o chorobie sa tak silne, ze juz
dluzej nawet nie staram si¢ im oprzec.
zwykle nie obawiam si¢, Ze mam
powazna chorobe.

czasami obawiam sig, Ze mam powazna
chorobe.

czesto obawiam si¢ ze mam powazna
chorobe.

zawsze obawiam si¢ Ze mam powazna
chorobe.

nie wyobrazam sobie siebie bedacego
chorym (nie mam takich mysli)

od czasu do czasu wyobrazam sobie sie-
bie bedacego chorym

czesto wyobrazam sobie siebie bedacego
chorym
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ciagle wyobrazam sobie siebie bedacego
chorym

nie mam zadnych trudnosci, aby
odciagnac¢ moje mysli od mysli na te-
mat mojego zdrowia.

czasami mam trudnos¢, aby odciagnac
moje mysli od mysli na temat mojego
zdrowia.

czesto mam trudnos¢, aby odciagnac
moje mys$li od mysli na temat mojego
zdrowia.

nic nie potrafi odciagna¢ moich mysli od
mysli na temat mojego zdrowia.
odczuwam dtugotrwata ulge, jezeli moj
lekarz powie mi, ze nic mi nie dolega
poczatkowo odczuwam ulge, ale obawy
czasami pozniej wracajq

poczatkowo odczuwam ulgg, ale obawy
zawsze potem wracajg

nie odczuwam ulgi, jezeli mdj lekarz
powie mi, ze nic mi nie dolega

jezeli stysze o jakiej$ chorobie, nigdy nie
mysle, ze ja mam.

jezeli stysze o jakiejs chorobie, czasem
mysle, Ze ja mam.

jezeli stysze o jakiej$ chorobie, czesto
mysle, ze ja mam.

jezeli stysze o jakiejs chorobie, zawsze
mysle, ze ja mam.

jesli doswiadczam doznan lub zmian
zachodzacych w moim ciele, rzadko
zastanawiam sie co to oznacza

jesli doswiadczam doznan lub zmi-
an zachodzacych w moim ciele, czesto
zastanawiam sie co to oznacza

jesli doswiadczam doznan lub zmian
zachodzacych w moim ciele, zawsze
zastanawiam sie co to oznacza

jesli doswiadczam doznan lub zmi-
an zachodzacych w moim ciele, musze
wiedziec co to oznacza

czuje, ze ryzyko rozwinigcia sie¢ u mnie
powaznej choroby jest bardzo niskie.
czuje, ze ryzyko rozwinigcia si¢ u mnie
powaznej choroby jest dos¢ niskie.
czujg, ze ryzyko rozwinigcia si¢ u mnie
powaznej choroby jest umiarkowane.
czuje, ze ryzyko rozwinigcia sie¢ u mnie
powaznej choroby jest wysokie

Nigdy nie mysle, Ze mam powazna
chorobe.

13. a)

14. a)

d)

Czasami mys$le, ze mam powazng
chorobe.

Czesto mysle, ze mam powazna
chorobe.

Zawsze mysle, ze mam powazna
chorobe.

jesli zauwazam niewyjasnione doznania
cielesne, nigdy nie mam trudnosci, aby
mysle¢ wtedy o innych rzeczach.

jesli zauwazam niewyjasnione doznania
cielesne, czasami trudno jest mi mysle¢
o innych rzeczach

jesli zauwazam niewyjasnione dozna-
nia cielesne czesto trudno jest mi mysle¢
o innych rzeczach

jesli zauwazam niewyjasnione doznania
cielesne, zawsze trudno jest mi mysle¢
o innych rzeczach

moja rodzina/przyjaciele powiedziel-
iby, Ze nie martwie si¢ wystarczajaco
o moje zdrowie.

moja rodzina/przyjaciele powiedzieliby,
ze mam normalne nastawienie do moje-
go zdrowia.

moja rodzina/przyjaciele powiedziel-
iby, ze za bardzo martwie si¢ o swoje
zdrowie.

moja rodzina/przyjaciele powiedzieliby,
ze jestem hipochondrykiem.

Odpowiadajac na ponizsze pytania prosze pomysle¢, co
mogtoby sie sta¢, gdyby Pan/Pani miat powazng chorobe
(np. choroba serca, nowotwdr, stwardnienie rozsiane).
Oczywiscie nie wiemy na pewno co sie wtedy wydarzy,
dlatego prosze okresli¢ najprawdopodobniejszy rozwdj
zdarzen opierajac sie na tym, co dotychczas Pan/Pani
wie 0 swojej osobie oraz na wiedzy ogélnej dotyczacej
powaznych chorob.

15. a)

b)

16. a)

jesli miatbym powazna chorobe, nad-
al bylbym w stanie w duzym stopniu
cieszy¢ si¢ rzeczami w moim zyciu

jesli miatbym powazna chorobe, bytbym
w stanie tylko troche cieszy¢ sig rzecza-
mi w moim zyciu.

jesli miatbym powazna chorobe, bytbym
prawie zupelnie niezdolny cieszy¢ sie
rzeczami w moim zyciu

jesli mialbym powazna chorobe, bylbym
catkiem niezdolny cieszy¢ si¢ rzeczami
W moim zyciu

jesli rozwinetaby sie u mnie
powazna choroba, to jest duze
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d)

17. a)
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prawdopodobienstwo, ze wspotczesna
medycyna bedzie mnie w stanie
wyleczy¢.

jesli rozwinegtaby sie u mnie powazna
choroba, to istnieje umiarkowane
prawdopodobienstwo, ze wspdtczesna
medycyna bedzie mnie w stanie
wyleczy¢

jesli rozwingtaby sie u mnie powazna
choroba, to jest bardzo mate
prawdopodobienistwo, ze wspodtczesna
medycyna bedzie mnie w stanie
wyleczy¢

jesli rozwinetaby sie u mnie powazna
choroba, to wykluczone, ze wspdlczesna
medycyna bedzie mnie w stanie
wyleczyc.

powazna choroba zrujnowataby niek-
tore aspekty mojego zycia.

18.

b)

<)
d)

d)

powazna choroba zrujnowataby wiele
aspektow mojego zycia.

powazna choroba zrujnowataby niemal
kazdy aspekt mojego zycia.

powazna choroba zrujnowataby kazdy
aspekt mojego zycia.

jesli miatbym powazna chorobe, nie
czulbym, Ze stracitem moja godnos¢.
jesli miatbym powazna chorobe,
czulbym, ze stracitem troche mojej
godnosci.

jesli miatbym powazna chorobe,
czulbym, Ze stracilem sporo mojej
godnosci

jesli miatbym powazna chorobe,
czulbym, ze catkowicie stracitem moja
godnosc.



