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ABSTRACT

The purpose of this study was to explore how psychotherapy setting is affected by the
mandatory conversion from face-to-face psychotherapy setting to online platforms due to
COVID-19 pandemic restrictions, mainly with respect to the relationship between subjective
perceptions and/or experiences regarding COVID-19 and therapeutic alliance for both
psychotherapists and patients. A sample of 94 Turkish participants which consisted of 62
psychotherapy patients and 32 mental health professionals filled out the questionnaire whilst
semi-structured interviews were done with nine psychotherapists and seven psychotherapy
patients. The data collection process lasted from February 2022 to May 2022. As survey
questions present quantitative correlations, semi-structured interviews were done to provide a
deeper understanding of the outcomes of this shift. Findings show that while COVID-19 history
of patients was not related to their alliance scores, psychotherapists who have first-degree
relatives tested for COVID-19 positive show significantly lower Working Alliance Invertory
(WAI) scores. Both patients and psychotherapists addressed the advantages and disadvantages
of OPT in accordance with their COVID-19 perceptions. While the loss of a shared room and
embodied psychotherapy setting is a main consideration of both parts, the length of the ongoing
psychotherapy process significantly correlated with WAI scores for patients. Patients who
considered there are no advantages of OPT showed significantly lower WAI-Bond scores
whereas for psychotherapists, the number of disadvantages of OPT was significantly correlated
with lower WAI-Bond scores. Limitations and implications for further research were discussed.

Keywords: COVID-19 pandemic, Online psychotherapy experiences, Perception of
COVID-19, Therapeutic alliance



OZET

Bu c¢alismanin amaci, COVID-19 pandemisi kisitlamalar1 nedeniyle yiiz yiize
psikoterapi ortamindan c¢evrimigi platformlara zorunlu gecisten psikoterapi ortaminin nasil
etkilendigini aragtirmak ve esas olarak COVID-19 pandemisine dair hem psikoterapistlerin hem
de danisanlarin 6znel algilar ve/veya deneyimlerini terapdtik iliski acisindan incelemektir. 62
psikoterapi hastasi ve 32 ruh sagligi uzmanindan olusan 94 Tiirk katilimcidan olusan bir
orneklem anket doldururken, dokuz psikoterapist ve yedi danisan ile yari yapilandirilmis
goriismeler yapilmigtir. Veri toplama stireci Subat 2022°den Mayis 2022°ye kadar stirmiistdr.
Anket sorular1 nicel korelasyonlar sundugundan, bu degisimin sonuglarinin daha iyi
anlagilmasini saglamak icin yar1 yapilandirilmis gériismeler yapilmistir. Bulgular, danisanlarin
COVID-19 oykiistiniin ittifak puanlar1 ile iligkili olmadigini gosterirken, birinci derece
akrabalarinda COVID-19 testi pozitif olan psikoterapistlerin Terapétik Ittifak Olgegi (TiO)
puanlarinin 6nemli Ol¢lide diistiigiinii gosteriyor. Hem danisanlar hem de psikoterapistler,
cevrimici psikoterapinin (CPT) avantaj ve dezavantajlarint COVID-19 algilarina gore ele
alirken, paylasilan bir odanin ve somut psikoterapi ortaminin kaybi her iki taraf i¢in de temel
bir husus olmustur. Devam eden psikoterapi siirecinin uzunlugu, danisanlar igin TIO puanlar
ile 6nemli Slgiide iliskilidir. CPT'nin higbir avantaji olmadigini diisiinen danisanlar anlamli
olarak daha diisiik TIO-Bag puanlar1 gosterirken, psikoterapistler ig¢in CPT'nin
dezavantajlarmin sayisi, daha diisiik TIO-Bag puanlari ile anlamli sekilde iliskili goriilmiistiir.
Daha fazla arastirma icin sinirlamalar ve ¢ikarimlar tartisilmistir.

Anahtar kelimeler: COVID-19 algis:, COVID-19 pandemisi, Cevrimigi psikoterapi

deneyimleri, Terapotik ittifak,
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1. INTRODUCTION
1.1. Electronically Mediated Psychotherapy

Since the beginning of the 2000s, there has been a growing research interest in the
future of psychotherapy; especially with regard to online mental health service delivery and
associated benefits, ethical considerations, regulations, and practical changes of it (Norcross et
al., 2002). Brahnam (2014) described mediated psychotherapy as referring to psychotherapy
settings in which electronic media tools (laptops, smartphones, tablets, etc.) are the mediators
that connect patients and psychotherapists. In 2004, Rochlen et al. noted that “online
psychotherapy” or “online psychotherapist” concepts are not clearly defined and are a source
of debate. Likewise, there are terms that fail to denote professionality in practice, such as e-
therapy, e-counseling, Internet therapy, cybertherapy, e-health, or telehealth (Barak et al.,
2008). In 2012, Backhaus et al. conducted research considering individuals who have mental
health problems but had to face various obstacles to access effective psychotherapy services.
The authors used the term “telehealth as an umbrella term to refer to the use of technology to
provide health care when providers and patients are geographically distant from each other.
Although the term initially underlined the technical side of the service, its definition evolved to
include professional therapeutic interaction with the use of Internet connection (Rochlen et al.,
2004). Singh and Sagar (2022) note that although tele-psychotherapy is a broader term that
refers to the use of any telecommunication or internet-based digital instrument to provide
therapy or counseling; the term “online psychotherapy” (OPT) or “e-therapy” refers to
psychotherapy services provided solely through internet-based communication tools such as
video call, voice call, messages, or e-Mails.

Considering the letters of Sigmund Freud to his friend Wilhelm Fliess as important
tools in his self-analysis process, mediated psychotherapy could be perceived as old as the
psychotherapy itself (Erikson, 1955). Besides, in the “Little Hans” case: a five-year-old boy
with a phobia of horses, Freud used advice letters to Little Hans’ father as a therapeutic
instrument (Freud, 1916). Some research indicates that by the end of the 1950s, there were
many analysts who carried out their analysis through letters (Brahnam, 2014). In 1961, the first
videoconference was trialed for group psychotherapy, and it led to growth in the use of video
for therapeutic purposes (Simpson, 2009). Starting in the early 1990s, remote psychotherapy
was being carried out via Internet connection, which was followed by online advice services
that widened into offering various psychological services via chat, e-Mail, or videoconferencing

(Brahnam, 2014). Since then, the general term tele mental health refers to providing mental



health care from a distance with the use of videoconferencing, e-Mail, smartphone applications,
and remote monitoring devices (Connolly et al., 2020).

In addition to the technological specifications and their definitions, another major
aspect of OPT is the preferred therapeutic model or theoretical orientation. In 2009, Simpson
investigated these preferences and concluded that mostly preferred and used therapeutic model
for OPT is cognitive behavioral therapy (CBT). Yet there are also other studies that investigated
OPT with regard to psychoanalysis (Kaplan, 1997), neuropsychological assessment (Schopp et
al., 2000), family therapy (Freir et al., 1999), and/or video-hypnosis (Simpson, et al., 2002).
1.2. Discussions on the Practice of Online Psychotherapy

Discussing the utility of online psychotherapy is particularly important with respect to
psychoanalytic/psychodynamic  psychotherapy; including its concepts of transference-
countertransference, therapeutic frame, or analytic field (de Bitencourt Machado et al., 2016;
Sfoggiaetal., 2014). As a result of their study that aimed to foresee the future of psychotherapy,
Norcross et al. (2002) concluded that the number of master’s level psychotherapists using
virtual therapy services will increase in the future. Likewise, in 2004, Rochlen et al. concluded
that the one exact point of agreement is that “online mental health service delivery is under way
and is likely to expand in the future” (p. 270). Although it is open to discussions and debates,
there is a common opinion on its time-saving quality in addition to making psychotherapy
accessible from distance or in cases of inconvenience.

Similar to Ogden’s (2004) term “analytic third”, Stadter (2012) came forth with the term
“e-third” to refer to electronic media tools such as smart phones, laptops, and/or tablets that are
co-present between two people’s communication and “interferes with intimacy and reflection”
(Brahnam, 2014, p. 5). On the other hand, clinical psychologist Todd Essig (2015) claimed that
computers are “Cartesian devices” which are “a less suitable conduit for transference and
countertransference” (p. 684). That considered deploring of computer-mediated online
psychotherapy by Sayers (2021), and he made an analogy of Descartes’s maxim cogito ergo
sum (I think therefore I am) with his discontent of computer-mediated psychotherapy and
persistence on “we are more than just what we think”.

1.2.1. Perceptions by Patients and Psychotherapists

Apart from the measurable effectiveness of online psychotherapy, there are studies that
focus on how psychotherapists and clients perceive face-to-face and online sessions. In a review
of three survey studies in 2015, 2016, and 2018, it was reported that approximately half of the
respondent psychotherapists had the perception that OPT is less effective than face-to-face

psychotherapy (Boldrini et al., 2020). Likewise, in a survey that took place in 2018, of the 32%



of psychotherapists who had OPT experience, 77.4% claimed that OPT should be used only in
exceptional cases, while 10.3% of the respondent psychotherapists were against OPT (Drath &
Necki, 2018). Research in 2018 that is formed by Turkish psychotherapists ended up with eight
common themes related to OPT: worrisome (1), inappropriate (2), reserve/conditional (3),
special training required (4), prone to misconduct (5), prone to problems (6), highly accessible
(7), and not different from face-to-face (8) context. The authors concluded that psychotherapists
are “aware of the appropriate and facilitating aspects of online therapies yet still refer intensely
to their negative features” (Korkmaz and Sen, 2018, p.150).

From the perspective of patients, a study conducted in 2017 revealed that patients
express low willingness to use tele psychotherapy, especially if they have already experienced
face-to-face psychotherapy (Hantsoo et al., 2017). In a comparative study, Schopp et al. (2000)
investigated both psychologists’ and neuropsychology clients’ feedback on telehealth sessions
and concluded that while telehealth clients were more willing to repeat their experiences,
psychologists reported lower satisfaction with telehealth sessions. Similarly, in a recent study
with 174 psychotherapists, satisfaction with OPT was significantly lower compared to face-to-
face psychotherapy (Beck-Hiestermann et al., 2021). Accordingly, the review concluded that
there are multiple drawbacks to the use of OPT, although the overall attitudes of providers are
positive. In another study, the most commonly mentioned advantage of OPT was the higher
accessibility along with the opinion that gaining experience in OPT would work as an antidote
to perceive drawbacks and create an improvement in delivering and developing strategies for
OPT (Connolly et al., 2020).

1.3. COVID-19 Pandemic and Mandatory Shift to OPT

In March 2020, the World Health Organization (WHQ) declared a global pandemic of
SARS-CoV-2 (COVID-19). As a starting point, China was the first location the virus spread
and caused death to thousands of people. Shortly after, the COVID-19 virus spread to European
countries, the United States, and different parts of Asia (Shatri et al., 2021). COVID-19 belongs
to the SARS-CoV-2 family, and it is an infectious disease that easily spreads and results in
clinical symptoms ranging from mild to severe in intensity. With its rapid spread and initially
high mortality rate, COVID-19 has been a source of psychological distress as well (Asmundson
& Taylor 2020, Brooks et al. 2020, Shatri et al., 2021). Followed by the global pandemic
declaration by WHO, there were isolation measures to stop or slow down the transmission of
the virus in countries such as China, Italy, Iran, and Turkey. In the psychotherapy field,
regardless of the previous preferences or experiences of psychotherapists, a vast majority of

them had to shift their face-to-face therapies into OPT via phone applications,



videoconferences, or tablets (Békés & Doorn, 2020). Since it presents a global health issue and
shifts everyone’s daily routines, it is claimed that it is something collectively experienced and
created a kind of “shared traumatic reality” between patients and psychotherapists (Ronen-
Setter & Cohen, 2020).
1.3.1. Different Approaches by Various Countries

In addition to the WHO declaration in March 2020, countries introduced additional
restrictions such as isolation measures in their own agenda, mainly in line with the number of
cases. One of the very first countries that was affected by COVID-19 and implemented isolation
was lItaly, where %42.1 of 306 participant psychotherapists in a study suggested that their
treatments had been interrupted (Boldrini et al., 2020). A study from Italy identified 3 factors
that might make OPT more open to interruptions: (1) lack of previous OPT experience by the
psychotherapist, (2) theoretical orientation (CBT-oriented psychotherapists stated more
interruptions), and (3) lack of privacy in patients’ home. In accordance with the Italian
psychotherapist sample, 1162 psychotherapists working in Austria were surveyed about their
OPT experiences at the beginning of COVID-19 (between March 2020 and April 2020).
Although they concluded that the psychotherapist sample in Austria did not perceive OPT or
psychotherapy via telephone as comparable to face-to-face psychotherapy, they reported more
positive experiences than they had previously expected, regardless of their theoretical
orientation (Humer et al., 2020). Similar to the Italian sample, behavioral psychotherapists in
Austria were found to experience OPT less favorably compared to psychotherapists from other
theoretical backgrounds. A study that investigated the attitudes of psychotherapists in North
America (the USA and Canada) and Europe surveyed 145 psychotherapists, and in accordance
with Italy and Austria, they concluded that previous experience with OPT was significantly
correlated with more positive attitudes (Békés & Doorn, 2020). However, in contrast to Italian
and Austrian samples, they indicated that cognitive behavioral therapy-oriented
psychotherapists had a more positive attitude toward OPT in comparison to
psychodynamically-oriented psychotherapists. Khatib et al. (2021) conducted a similar survey
with 192 psychotherapists in Israel and found that psychotherapists who were better prepared
and had more positive attitudes toward OPT rated the effectiveness of their therapy as higher
(Khatib et al., 2021). Another study in Poland revealed that both therapists and patients
switched to remote psychotherapy, even though the majority of them did not have such an
experience before. Between the audio-video connection and telephone options, both
psychotherapists and patients preferred audio-video method for OPT. Despite OPT was viewed

as effective, both groups preferred the traditional face-to-face psychotherapy (Kluzowicz &



Kluzowicz, 2021). In another study where data on Austrian and German psychotherapists’
attitudes were investigated, Korecka et al. (2020) found a positive correlation between the
number of OPT patients a psychotherapist has worked with and their attitudes towards remote
psychotherapy.

Despite OPT is not a recent technology for the psychotherapy field, it was not something
commonly experienced by many psychotherapists until COVID-19 isolation restrictions.
Consequently, there is research focusing on the emerging ethical issues related with OPT. Stoll
etal. (2020) indicated five main arguments in favor of OPT: (1) increased access and flexibility,
(2) enhanced communication, (3) advantages with specific clients such as those residing in rural
areas, (4) convenience and increased demand, and (5) economic advantages. Yet, there were
another five arguments against engagement in OPT: (1) privacy issues, (2) lack of special
training and psychotherapist competence, (3) technological problems that interrupt
communication, (4) research gaps, and (5) emergency issues. Regarding privacy and security,
Singh and Sagar (2022) point out that third-party applications that are used for OPT, such as
WhatsApp, Skype, Zoom, and Google Meet might collect personal information. Even if
sessions are not recorded, third parties might use and share any personal information with other
parties for advertisement purposes, obviously without explicit consent, and this situation poses
an ethical concern. In contrast to the third advantageous matter in Stoll et al.’s (2020) research
that points out the importance of accessing specific patients, Singh and Sagar (2022) claim that
OPT would not be appropriate for treating specific patients such as people with serious
psychiatric illnesses or those in acute crises who might be suicidal and require close monitoring
and face-to-face psychotherapy.

Considering the potential need for physical distancing in the future as a result of several
challenging situations including natural disasters, different crises or conflicts, there is an
argument that this mandatory shift might offer opportunities to expand psychotherapy provision
(Inchausti et al., 2020). Psychotherapists interviewed by Machado et al. (2020) stated that their
Federal Council of Psychology’s (Mexico) guide for OPT helped them in this rapid shift
process. Likewise, the Ethics Code of the Turkish Psychological Association, which was first
established in 2004 and lastly updated in 2018, mentions OPT in the “Non-Traditional
Psychotherapy Settings” section. The section includes the definition of OPT, discussions on its
use, and a requirement for psychotherapists to adhere to the ethics code in remote settings just
like they have to do so in face-to-face settings. It also asserts that OPT should be avoided if and
when ethical guidelines cannot be followed (TPD, 2004, 7.4). A different viewpoint regarding
the ethics of OPT, however, argues that if trained psychotherapists would avoid OPT and do



not participate, the so-called “charlatans” will emerge to meet the growing demand; therefore,
psychotherapists need to be informed about the risks and benefits (Stoll et al., 2020). Similarly,
Sfoggia et al. (2014) claim that specifically psychoanalytic psychotherapists should be open to
innovations and stay in line with contemporary society’s growth, which is essential for the
continuity of research and curious learning.
1.4. Psychodynamics of Online Psychotherapy
1.4.1. Therapeutic Alliance

In 1965, Greenson emphasized the importance of the therapeutic alliance in the
relationship between the psychotherapist and the patient as having the power to make the
therapeutic work possible. Similarly, Catty (2004) mentioned the alternative terms that refer to
the same concept, such as “therapeutic alliance”, “therapeutic relationship” or “working
alliance”, and claimed that it is the “vehicle of success” for psychotherapy (p. 255). It is possible
to trace the concept of “alliance” back to Sigmund Freud’s writings (Freud 1958). Freud argued
that alliance helped the patient remain in the therapy relationship despite the increased amount
of anxiety caused by the therapeutic process. (Horvath et al., 2011). Zetzel (1956)
conceptualized therapeutic alliance as a tool of definition that refers to the relationship between
a patient and a psychotherapist. It was also viewed as a measure of how the psychotherapist and
patient work well together (del Re et al., 2012). The term “alliance” was used interchangeably
with “therapeutic alliance”, “working alliance”, and “helping alliance” (Horvath & Luborsky,
1993). In advance of Bordin’s (1979) conceptualization, Rogers (1957) defined psychotherapy
as a relational form of care that depends on the relationship and worked on the concept of
alliance. One of the most significant developments in this term was done by Bordin (1979),
who reconceptualized therapeutic alliance and identified its three main components; (1)
agreement on the task (between patient and psychotherapist), (2) agreement on the goals and
expected results, (3) affective bond that includes mutual trust and acceptance (as cited in Soygut
& Isikl, 2008). Bordin (1979) claimed that rather than the particular kind of working alliance,
the strength of the alliance is the major factor to achieve any change in the process (Bordin,
1979). Because the alliance is not about any typical or particular form of intervention but
represents the mutual collaboration between the two parties, it is possible to achieve this kind
of a bond in a short or a long time with various kinds of interventions (del Re et al., 2012).
Based on Bordin’s (1979) conceptualization, Horvath & Greenberg (1989) created the Working
Alliance Inventory (WAI) to assess the therapeutic alliance between the patient and the

psychotherapist.



Prior to the mandatory shift to OPT with the beginning of COVID-19, studies were
conducted on how to build therapeutic alliance and communicate empathically via
teleconferencing considering the technical problems, Internet connection issues, and privacy
(Roesler, 2017; Titzler et al., 2018; Topooco et al., 2017). Some even claimed that OPT and
face-to-face psychotherapy have no significantly different working alliance scores (Cook &
Doyle, 2002; Roesler, 2017). Accordingly, more recent reviews prior to COVID-19 indicate a
good therapeutic alliance did develop with psychotherapists who prefer OPT with their patients
(Simpson & Reid, 2014) and, with respect to effectiveness, they claim that OPT did not differ
from face-to-face sessions (Backhaus et al., 2012; Simpson, 2009). However, Ertelt etal. (2011)
pointed out that psychotherapists generally expect greater differences between OPT and face-
to-face psychotherapy while patients are inclined to make more positive evaluations for OPT.
Regarding COVID-19 effects on the psychotherapy setting, Garcia et al. (2022) interviewed
psychotherapists, and their participants reported that therapeutic relationship did not
significantly change as a result of the rapid shift to OPT insofar as the therapeutic alliance was
already built-in face-to-face sessions (Garcia et al., 2022). A psychotherapist gave an interview
on their views and stated that they could not see much difference even though it is not
completely the same; they added: “I think that the therapeutic bond, it is a bit slower to develop,
but, furthermore, I cannot see much difference” along with a general opinion on feeling
pressured by patients to exert a more active role (Machado et al., 2020, p. 8). Supporting that,
Orbach (2020) emphasizes the “animate body” in the room and suspects that its absence could
force psychotherapists to be more animated in OPT to make up for the physical absence.

1.4.2. “Body” in Psychotherapy

Another aspect of recently growing OPT considers the absence of the “body” for both
sides. Since patient’s body is not in the same room with the psychotherapist, the loss and/or the
potential loss of non-verbal cues became one of the most discussable subjects of OPT. Some
researchers claimed that it has an inevitable implication in sessions, which could make it more
difficult to build a secure therapeutic relationship, considering that emotional security in
relationships is nourished to a greater extent by non-verbal cues (Roesler, 2017). Yet it is
important to think of not solely the body language but facial expressions, gestures, and tone of
voice. Sayers (2021) mentions the importance of perceiving the non-verbal cues system of the
brain and how OPT and video calls impair these messages while making participants need to
sustain intense attention to words instead. Especially if the video call scene is framed from the
shoulders up, the hand gestures and body language is out of sight. In the same study, a National

Health Service (NHS, in England) psychoanalytic psychotherapist depicts his point of view on



online sessions as something more attention and concentration demanding and adds that it
requires more “recovery time” between patients. Similarly, another study suggests that in OPT,
psychotherapists may require extra effort to be able to communicate with patients (Siegmund
& Lisboa, 2015), which could be related to the loss of smell and pheromones, which are
important contributors to communication (Rolnick & Ehrenreich, 2020). Another
psychotherapist interviewee underlies the rituals such as greeting patients, a way of sitting, and
having a mental representation of the physical presence of the patient, “but that does not exist
online” (Fagundes Machado et al., 2020). Rolnick and Ehrenreich (2020) propose ways to bring
the body back to the scene, such as using a unique and high-technology camera that would
allow psychotherapists to zoom in on the face of the patients and meanwhile see their full body,
as well.
1.4.3. Psychotherapy Room

Following the development of communication technologies and new potentials for
online psychotherapy practice, the physical psychotherapy room and its representations became
a subject of investigation (Auge, 1995; Frykman, 2012; Larsen, 2012; Punzi & Singer, 2018).
According to the analyses of interviews with clinical psychologists, it is noted that interviewees
accept the psychotherapy room as something that represents continuity and safety; and aims to
provide a space that is stable at a certain time and at a certain place (Punzi & Singer, 2018). As
it is considered to be a standardized, organized place appropriate for the therapeutic process, it
is not solely a place, but it also represents the specific attitudes of the psychotherapist (Baranger
etal., 2002). Garcia et al. (2022) made a depiction of the room as somewhere well-guarded that
the patient can take refuge in, and feel comfortable and open, and labeled it “a place of shelter”.
In a similar fashion, it is important to keep OPT environment (with regard to meeting times,
and the physical characteristics of the room from which both parties attend the session) as stable
as possible, in order to preserve a sense of continuity in the therapeutic relationship ( Machado
et al., 2020). Accordingly, in the same study, one of the interviewees (psychotherapist) states
that to prevent any interception of conversation, it is essential to have a strong Internet
connection; otherwise “you are lost”. In a similar way, another psychotherapist shares her
thoughts on losing connection by saying “you are prevented from being with them” (Sayers,
2021).

The symbolic meaning of the therapy room is also important from an intersubjective
perspective and is denoted as a shared relational place, to refer to the setting in which
unconscious material is communicated. Many researchers accept the leading role of embodied

aspects of intersubjectivity for therapeutic processes (Shaw, 2004; Siegel, 2019; Tschacher &



Pfammatter, 2016). There are noted psychotherapists such as Winnicott with his concepts of
“holding environment” or “potential space” (1971), Milner with the term “frame” (1950), or
Thomas Ogden (2004) with the “analytic third”. Donald Winnicott (1971) used the potential
space to depict a place where mother and child, or psychotherapist and patient both join and
separate; a space where relationships are playfully nourished, and bonding begins (Brahnam,
2014). Likewise, intersubjectivity refers to the experience of mutual presence and recognition
(Garciaetal., 2022). Marion Milner (1950) gave importance to “frame” by explaining that even
if there is chaos, it is less chaotic when you give it a name. Because the frame has its own
assuring and comforting effect of providing a setting to work in. Similarly, since good alliance
Is accepted as vital for the psychotherapy process, studies claim that this sense of alliance and
collaboration creates a “working space” in which patients are able to introduce their concerns
in a new way of addressing (Horvath & Luborsky, 1993). While Kernberg (2012) claims that a
frame and structure help a lot, specifically with patients who are struggling with a fragmented
sense of self and emotion regulation problems, Rolnick and Ehrenreich (2020) point out that
“disembodied” OPT questions the traditional assumptions of basic requirements for
psychotherapy environment. For instance, both patients’ and psychotherapists’ breathing
patterns become synchronized when their bodies are in the same room sitting near to each other;
a state which is not possible to achieve with OPT.

Bondi & Fewell (2003) emphasize the balance of boundaries in face-to-face
psychotherapy. Whilst boundaries are related with spaces, this kind of spatiality could offer
transformations by acknowledging constraints and limits to offer freedom. This spatiality is
depicted as somewhere formed by boundaries, limits, and constraints, which at the same time
contain and liberate the patient. The psychotherapy room and its space also work as a tool that
separates the internal and external spaces in a symbolic manner. Davidson (2000) states that the
whole experience is felt by patients and works as an integrator to create internal and external
experiences, such as ringing the door, waiting, or sitting in the waiting hall. Regarding this, the
face-to-face psychotherapy setting is open to an imbalance of power because the psychotherapy
takes place in the “territory” of the psychotherapist (Simpson, 2009). Supporting that, one of
the psychotherapist interviewees in Garcia et al.’s (2022) study claimed that there is a change
in the structure of psychotherapy; a more horizontal relationship is opened because of having
similar devices, similar situations, and everyone on their own place. Therefore, OPT could be
a place where separation between roles becomes less sharp and the symmetrical relationship

becomes stronger.
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1.5. Present Study

With the beginning of the SARS-CoV-2 (COVID-19) pandemic that caused a global
outbreak, Turkey was one of the countries that applied restrictions regarding the codes of social
and physical interactions. Since March 2020, many psychotherapists had to shift their face-to-
face sessions to online psychotherapy because of the pandemic restrictions. Regardless of their
theoretical orientation, years of experience, knowledge, or ability to use technological devices
and tools, this mandatory shift put both psychotherapists and clients in a process that demanded
rapid adaptation. This study aims to investigate how this mandatory shift to OPT reflects on the
psychotherapy process and how personal perceptions and experiences of COVID-19 affected
the therapeutic relationship. The main purpose of the study is to investigate the effects of this
shift by trying to examine it from both perspectives, considering the experiences of
psychotherapists as well as clients. This study therefore aims to explore the following issues:

1) How was psychotherapy process affected by the mandatory shift from face-to-
face psychotherapy to OPT?

2) Is there any relationship between personal perceptions and experiences of
COVID-19 and therapeutic alliance with regard to OPT?

3) What are the factors that are related to therapeutic alliance in OPT?

Through these questions, current study seeks to identify and understand the outcomes
of the addition of the screen as a “technological third” in psychotherapy, as well as the loss of
a shared room in the psychotherapy process. It may provide insight into the ongoing
psychotherapy processes and possible discretions for the future. While the scales and
questionnaires used in the first study were used to present quantitative dispositions, Study 2,
which included semi-structured interviews, was intended to understand and discuss the

relational challenges in depth.
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2. METHOD
2.1. Study |

2.1.1. Participants
Participants who were native Turkish speakers contributed to this study. Ninety-four
participants filled out the survey. The survey part was focused on 2 major groups: 66% of the
participants were psychotherapy patients who have received both online and face-to-face
psychotherapy since the COVID-19 pandemic started while the remaining 34% were mental
health professionals who had been actively working as a psychotherapist, including the
pandemic period. There were 76 females and 18 males within the overall sample (See Table 1
for the sample’s sociodemographic characteristics).
All participants in the mental health professionals group were psychologists. This
sample consisted of those with a B.A. degree (21.9%), and clinical psychologists who had a
M.A. or Ph.D. degree (71.9%). 28 out of 32 mental health professionals were female, and 4
were male. 56.3% of the sample were single, and 43.8% were married. Their total amount of
clinical experience ranged from 1 to 26 years, with a mean of 7.62 years (SD = 6.07), and they
had a mean age of 32.56 years (SD = 6.87). The majority stated that they are living in Istanbul;
only 5 participants were from different cities (Diyarbakir, Antalya, Ankara, Izmir, and
Sakarya).
A total number of 62 patient participants contributed to the study, whose ages ranged
from 18 to 69 years, with a mean of 35.24 (SD = 10.08). They consisted of 48 females and 14

males. 35.5% indicated their relationship status as married, 58% as single, and 6.5% as ‘other’.
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Demographic Characteristics of Survey Participants
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Patients Therapists Total
(N=62) (N=32) (N=94)
Mean Age (SD) 35.24 (10.08) 32.56 (6.87) 34.33 (9.16)
Gender (%)
Female 48 (77.4%) 28 (87.5) 76 (80.9%)
Male 14 (22.6%) 4 (12.5%) 18 (19.1%)

Marital Status (%)

Single 37 (59.7%) 18 (56.3%) 55 (58.5%)
Married 22 (35.5%) 14 (43.8%) 36 (38.3%)
Other 3 (4.8%) - 3 (3.2%)
COVID-19 History (%)
Diagnosed for COVID-
19 25 (40.3%) 10 (31.3%) 35 (37.2%)
Relative Diagnosed for

19 (30.6%) 13 (40.6%) 32 (34%)
COVID-19
Lost an acquaintance due

8 (12.9%) 2 (6.3%) 10 (10.6%)

to COVID-19

2.1.2. Materials
2.1.2.1. Working Alliance Inventory (WAI)

WAI was developed by Horvath and Greenberg in 1989 as a self-report inventory to

assess the therapeutic alliance between a psychotherapist and a patient by evaluating three

significant aspects of it. One of them is agreement on the tasks of therapy (12 items), the other

one is agreement on the goals of therapy (12 items), and the last one is the development of an

affective bond (12 items). WAI consists of 36 items, and respondents are asked about their

experiences for the present period on a 7-point Likert scale (ranging from 1=Never to

7=Always). A total score is calculated by adding up all the items, and a higher score indicates

a stronger alliance.

WAI was adapted to Turkish by Soygiit and Isikl1 (2008), and their study suggested the

Turkish version as a valid and reliable tool for clinical and research settings. The version was
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presented to judges who represented psychoanalytic, gestalt, and cognitive behavioral
approaches in order to construct consensus. The Cronbach o value was found as .96 for the
therapist form and .90 for the client form. Because of the limited number of therapists who
participated in the adaptation study (n=21), factor analysis was conducted only for the client

form and was obtained as congruent with the original WA.

2.1.2.2. The Unified Theory of Acceptance and Use of Technology Model (UTAUT-
2)

UTAUT was originally developed by Venkatesh et al. in 2003 as a self-report inventory
to assess technological adoptions and acceptance by predicting behavioral intentions for future
use. The second version of the test was formed in 2012 under the name of UTAUT-2
(Vankatesh et al., 2012). In the study, online psychotherapy intentions were compared to
traditional therapy setting rather than any specific technological progress or online
psychotherapy tools in general. As in the study by Bekes and Aafjes-van Doorn (2020), it was
possible to adapt the items from a general technological framework to a version that focuses on
online psychotherapy. The test consisted of 14 items based on four main factors to predict the
future of technology. These were social influence, performance expectancy, effort expectancy,
and facilitating conditions. Respondents are asked about their opinions on a 5-point Likert scale
(ranging from 1=strongly disagree to 5=strongly agree).

UTAUT-2 was adapted to Turkish by Yilmaz and Kavanoz in 2017. Because of the new
cultural context, the study reassessed the validity and reliability of the instrument and the
comparative fit index (CFI) of the confirmatory factor analysis was .98.

2.1.2.3. Perception of COVID-19 Scale (P-COVID-19)

This test is developed by Genis et al. in 2020 to assess the perceptions about COVID-
19. Overall, P-COVID-19 consists of 7 items on a 5-point Likert scale (ranging from
1=Strongly disagree to 5=Strongly agree). It has two subscales. The first subscale of the
inventory, named “Dangerousness”, claims to assess the perceptions and beliefs about the
dangers of COVID-19 (3 items). The second subscale, “Contagiousness” consists of items that
assess the perceptions about the contagiousness of the disease (4 items). Overall, P-COVID-19
consists of 7 items on a 5-point Likert scale (ranging from 1=Strongly disagree to 5=Strongly
agree). The Cronbach alpha values for the overall scale as well as Dangerousness and

Contagiousness subscales in the original study were reported as .74, .64, and .75, respectively.
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2.1.3. Procedure

Both groups completed their online survey on Google Forms. Data collection process
lasted from February 2022 to May 2022. Following the Informed Consent Form page,
participants in each group filled out the sociodemographic questions. Mental health
professionals filled out the questions investigating their online psychotherapy and personal
COVID-19 experiences. Following questions about their perceptions of COVID-19, the group
completed WAL, and in the last step they were asked to fill out the UTAUT-2. In pursuit of the
sociodemographic form, patients completed survey questions considering their online
psychotherapy experiences as a patient and personal COVID-19 past. Then they answered P-
COVID-19, and WAI, respectively. After the survey, each group was given debriefing with
contact information. (See Appendix A for the forms for both groups). The whole process took
approximately 15 to 20 minutes. In addition to the online survey procedure, 5 mental health
professionals working in a clinic in Istanbul filled out the printed copies of the surveys and
returned them in a closed envelope.
The study was approved by Yeditepe University Social Sciences and Humanities Ethics Board
(Appendix B).
2.2. Study 2: Semi-Structured Interviews

2.2.1. Participants

Semi-structured interviews were carried out with 9 psychotherapists (6 female and 3
male), and 7 patients (4 female and 3 male). Their ages ranged from 25 to 59 years with a mean
age of 34.3. Psychotherapists had minimum 3 and maximum 26 years of experience.
Psychotherapy patients were in their psychotherapy process for at least one and a half years.
While 2 out of 9 psychotherapists stated they exercise schematic psychotherapy orientation in
their sessions, 7 of them stated they work with psychodynamic psychotherapy apprehension

(See Table 2 for demographic characteristics of the participants).
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Table 2

Demographic Characteristics of Semi-Structure Interview Participants

Patients Therapists Total
(N=7) (N=9) (N=16)

Mean Age (SD) 36.71 (10.61) 40.77 (10.74) 34.33 (10.53)
Gender (%)
Female 4 (57.1%) 6 (66.6%) 10 (62.5%)
Male 3 (42.9%) 3 (33.3%) 6 (37.5%)
Marital Status (%)
Single 4 (57.1%) 3 (33.3%) 7 (43.7%)
Married 3 (42.9%) 6 (66.6%) 9 (56.3%)
Theoretical Orientation (N)
Psychodynamic Psychotherapy 7 (77.8%)
Schema Therapy 2 (22.2%)
Years of Experience (SD) 11.8 (8.56)

2.2.2. Materials

The surveys both mental health professionals and patients completed were formed by
the researcher. Participants were presented with open ended questions about 5 common themes
which are considered as key subjects of the study: i) mandatory shift to OPT and its effects on
the psychotherapy process/effectiveness, ii) the function of technological devices, iii)
therapeutic alliance in OPT, iv) loss of a shared therapy environment, v) technical problems
and emotional reactions accompanying them.

In addition to predetermined question sets, both groups were asked about their own
observations and comments about the mandatory transition to online psychotherapy during the
COVID-19 pandemic. The survey that was made for mental health professionals and patients
included different question sets which aim to collect information about their experiences (see
Appendix A).

2.2.3. Procedure

Interviews were conducted online, via the Zoom platform, and lasted approximately 45
minutes. As an inclusion criterion, both group of participants had to be in a face-to-face
psychotherapy context before the pandemic and made a shift to online psychotherapy practice
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during the pandemic. Participants were briefly informed about the subject of the study, and
informed consent was received from each participant to allow the researcher to anonymously
use their statements for academic purposes. Data collection process lasted from February 2022
to April 2022.
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3. RESULTS
3.1. Descriptive Characteristics of the Sample

Overall, 94 participants completed the survey and the group of patients constituted 66%
of the participants included in the analyses. The mean age of this sample was 35.24 years
(SD=10.08). Forty-eight of them (77.4%) were female whereas 14 (22.6%) of them were male.
Twenty-two participants stated that they were married, and more than half of the participants
(64.5%) were single. 40.3% of the participants indicated that they had tested positive for
COVID-19 previously. 30.6% of them had their first-degree relatives tested positive for
COVID-19 while 12.9% of them experienced loss caused by the COVID-19 virus.

In terms of mental health professionals, 32 participants completed the survey. 28
(87.5%) of them were female while 4 (12.5%) were male. They have an age range from 22 to
53, with a mean of 32.56 years (SD=6.867). The mean weekly working hours is 15.61
(SD=9.07). 56.3% of the mental health professionals were single while 43.8% of them were
married. 12.5% of them reported that they were living alone while 88.5% live with at least one
person.

Regarding COVID-19 history, 10 of them were diagnosed with COVID-19 while 13 of
them have first-degree relatives who tested positive for COVID-19. Two participants reported
they had experienced loss of a significant other caused by the COVID-19 virus. (See Table 1
for sociodemographic variables and COVID-19 history of the sample).

The majority of patients reported they live with at least one other person (72.6%)
whereas 27.4% of them stated they lived alone. In terms of their residential address, 79% stated
Istanbul, while there were 3 participants from Ankara, 2 from izmir, and one from each of the
following: Bursa, Eskisehir, Diizce, Konya, Mersin, Frankfurt (Germany), and Netherlands.
Most participants had a B.A. degree (45.1%), followed by a master’s degree (37.1%), high
school degree (9.6%), and Ph.D. degree (8.1%). In terms of level of education of mental health
professionals, 71.9% of the participants have masters or doctoral degree, while 21.9% is
university graduates. (See Table 3 for educational background of the sample)
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Educational Background of the Sample
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Patients Therapists Total
(N=62) (N=32) (N=94)
Educational
Degree (%)
High school 6 (9.7%) - 6 (6.4%)
B.A. 28 (45.2%) 7 (71.9%) 35 (37.2%)
M.A. 23 (37.1%) 23 (21.9%) 46 (48.9%)
Ph.D. 5 (8.1%) 2 (6.3%) 7 (7.4%)

3.2. Online Psychotherapy Experience

Table 4 demonstrates participants’ use of different online platforms and experiences
regarding technical part of OPT. The top 3 online platforms used by patients were Zoom
(38.7%), Skype (37.1%), and WhatsApp (25.9%). Regarding technical problems encountered
during the sessions, 59.7% of the participants in the patient group stated they experienced video
freezing in sessions mostly while 37.1% mentioned asynchronism of the audio of their
psychotherapist, in addition to momentary disconnections (45.1%), and loss of internet
connection (29%). Fifteen participants marked that they experienced none of these technical
problems.

Among online platforms used by mental health professionals, Zoom (75%) and Skype
(71.9%) are the most used ones, followed by WhatsApp (31.3%) and FaceTime (3.1%). In
terms of technical problems, freezing video is the most reported technical problem (87.5%),
followed by disconnection problems during the sessions (75%), loss of Internet connection
(59.4%), and audio or video not being in sync (59.4%). One participant stated that they
experienced none of these technical problems. (See Table 4 for the distribution of online
platforms, technical problems, and emotions they cause)

With regard to feelings experienced as a result of technical problems during OPT, most
reported feelings by patients were apathy (27.4%), anger (17.7%), and disappointment (17.7%).
When psychotherapists asked about their feelings in case of technical problems, worry (53.1%)

was the most reported feeling, followed by panic (37.5%), and anger (34.4%).
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Patients Therapists Total
(N=62) (N=32) (N=94)
Platform (%o)
Skype 24 (38.7%) 23 (71.9%) 47 (50%)
Zoom 23 (37.1%) 24 (75%) 47 (50%)
WhatsApp 16 (25.9%) 10 (31.3%) 26 (27.7%)
Facetime 6 (9.7%) 1(3.1%) 7 (7.4%)
Other 3 (4.9%) 2 (6.3%) 5 (5.3%)
Technical Problems (%0)
Video freezing 37 (59.7%) 28 (87.5%) 65 (69.1%)
Disconnection 28 (45.2%) 24 (75%) 52 (55.3%)

Loss of sync

Loss of Internet

23 (37.1%)

19 (59.4%)

42 (44.7%)

connection 18 (29%) 19 (59.4%) 37 (39.4%)
Other 3 (4.8%) - 3 (3.2%)
None 15 (24.2%) 1 (3.1%) 16 (17%)
Emotions (%)
Worry 15 (14.2%) 17 (53.1%) 32 (34%)
Apathy 17 (27.4%) 7 (21.9%) 24 (25.5%)
Panic 10 (16.1%) 12 (37.5%) 22 (23.4%)
Anger 11 (17.7%) 11 (34.4%) 22 (23.4%)
Disappointment 11 (17.7%) 5 (15.6%) 16 (17%)
Hopelessness 2 (3.2%) 2 (6.3%) 4 (4.3%)
Worthlessness 2 (3.2%) 1(3.1%) 3 (3.2%)

Both groups’ experiences regarding the advantages and disadvantages of OPT are

demonstrated in Table 5. Considering the opinions about the advantages and disadvantages of

OPT, 17 (27.4%) participants in the patient group stated that there are no disadvantages

whereas none of the psychotherapist participants claimed so. As mobility (40.6%) and

working from the comfort zone (40.6%) were the most stated advantages by psychotherapists,

43.5% of the patients referred time saving utility as the major advantage of OPT. Regarding
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disadvantages, the most mentioned disadvantage by psychotherapists was the loss of body

language (34.4%), where patients primarily noted technical problems (24.2%).

Table 5

Advantages and Disadvantages of OPT

Patients Therapists Total
(N=62) (N=32) (N=94)
Advantages of OPT (%)
Time 27 (43.5%) 12 (37.5%) 39 (41.5%)
Mobility 15 (24.2%) 13 (40.6%) 28 (29.8%)
Comfort Zone 12 (19.4%) 13 (40.6%) 25 (26.6%)
Continuity 6 (9.7%) 9 (28.1%) 15 (16%)
Focus 2 (3.2%) 2 (6.3%) 4 (4.3%)
None 12 (19.4%) 1 (3.1%) 13 (13.8%)
Disadvantages of OPT (%)
Technical problems 15 (24.2%) 8 (25%) 23 (24.5%)
Loss of body language 13 (21%) 11 (34.4%) 24 (25.5%)
Loss of shared room 8 (12.9%) 6 (18.8%) 14 (14.9%)
Violation of privacy 5 (8.1%) 9 (28.1%) 14 (14.9%)
Loss of affect 5 (8.1%) 5 (15.6%) 10 (10.6%)
Restrained
_ 8 (12.9%) - 8 (8.5%)
expressions
External factors 4 (6.5%) 8 (25%) 12 (12.8%)

None

17 (27.4%)

17 (18.1%)

3.3. Online Psychotherapy Experience & Working Alliance

Considering advantageous factors of online psychotherapy, patients who report that

there is not any advantageous factor of online therapy (Mdn=74) had significantly lower WAI-

Bond sub-scale scores than participants who reported at least one advantageous factor of online

psychotherapy (Mdn=68); U = 183, p =.037. No such difference in terms of WAI scores was

observed between those who did and did not indicate any disadvantages of OPT.

Psychotherapists who saw the ‘“sustainability of the psychotherapy process” (i.e,

continuity) as an advantageous part of online psychotherapy were significantly younger
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(Mdn=27) (U =53.5, p = .036) compared to participants who did not report sustainability as an
advantage (Mdn=33). They also had fewer months of clinical experience (Mdn=30) than others
(Mdn=10) (U =48, p = .020), fewer weekly working hours (Mdn=8) than others (Mdn=20) (U
= 36, p = .006), and higher WAI-Task scores (Mdn=75) than others who did not consider
“sustainability” as an advantageous part of OPT (Mdn=72) (U = 51, p = .028). Those who
reported being and working from their “comfort zone” as an advantage had significantly more
weekly working hours (Mdn=20); U = 60.5, p =.029, compared to those who did not mark that
option (Mdn=9).

Psychotherapists who returned to face-to-face sessions at some point during the
pandemic reported significantly higher WAI-Bond scores (Mdn=75) compared to participants
who continued their sessions without returning to face-to-face setting (Mdn=69) (U =46.50, p
= .011), likewise, higher WAI-Goal scores (Mdn=65) than others (Mdn=60.5) (U = 56, p =
.035), and higher WAI total scores (Mdn=207) than other participants who did not return to
face-to-face sessions (Mdn=193.5) (U =56.5p =.037
3.3.1. Online Psychotherapy Experience & Perception of COVID-19

Within the patient group, there was a significant difference between those who did and
did not report “saving time” as an advantage of online psychotherapy in terms of their P-COV-
19- Perceived Dangerousness sub-scale scores; U = 296.5, p = .011. Those who report “saving
time” as an advantageous factor have significantly higher perceived dangerousness scores. No
such difference was obtained for other reported advantages of OPT in any of the p-COVID-19
scores. Psychotherapists who reported “time saving” as an advantageous part of online
psychotherapy are significantly older (Mdn=37) than those who did not report in that way
(Mdn=29), (U = 60.5, p = .020), and have more clinical experience (months) (Mdn = 138)
compared to psychotherapists did not report “time saving” as an advantage (Mdn = 54), (U =
63, p = .026). Those who report “time saving” factor as an advantageous part of online
psychotherapy also had significantly higher scores on dangerousness (Mdn=13) with respect to
participants who did not report that (Mdn =11.5), (U = 65.5, p = .032), also had higher
contagiousness scores (Mdn = 16) than others (Mdn = 15) (U = 70, p = .047) and likewise,
higher P-COVID-19 total score (Mdn =29) compared to those who did not report “time saving”
as an advantageous part of OPT (Mdn = 25.5), (U =58.5, p =.016).

3.4. Correlational Findings

A series of Spearman correlations were run in order to check the relationship between

variables related to OPT experience, perceived working alliance, and perceptions towards

COVID-19 for both groups. For patients, there was a significant positive correlation between
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WA total score and the length of the psychotherapy process (in months) (rs(59) =.35, p =.006).
The length of the psychotherapy was also significantly and positively correlated with WAI
Bond scores (rs(59) =.313 p=.014), WAI Goal scores (rs (59) =.265 p=.039), and WAI Task
scores (rs (59) =.381 p=.002). WAI Bond and the length of the previous psychotherapy (in
months) were negatively correlated; rs (57) =-.265 p=.042. For patients, the reported number of
technical problems was positively correlated with the reported number of disadvantages of
OPT; rs (60) =.306 p=.015). Besides, the reported number of disadvantages of OPT was
positively correlated with WAI bond subscale (rs (60) =.267 p=.036) (See Table 6).

For mental health professionals, the reported number of advantages of OPT was found
to be negatively correlated with the reported number of technical problems (rs (30) =-.445p =
.011). The reported number of advantages of OPT was also negatively correlated with their
weekly working hours (rs (30) =-.381 p=.034). Finally, the reported number of disadvantages
of OPT was found to be negatively correlated with WAI Bond subscale score; rs (30) =-.353 p
=.048) (See Table 7).



Table 6

Spearman Correlations Between Study Variables for Patients

Variables 1 2 3 4 5 6 7 8 9
1. N of advantages of OPT -

2. N of disadvantages of OPT .332** -

3. N of technical problems -.091 .306* -

4. P-COVID-19 - Dangerousness subscale 109 102 115 -

5. P-COVID-19 - Contagiousness subscale -.095 .088 185 .464** -

6. P-COVID-19 012 124 192 .882**  .808** -

7. WAI - Bond subscale 155 .267*  -.004 180 .008 114 -

8. WAI - Goal subscale -.037 194 .031 231 -009 134 JA97** -

9. WAI - Task subscale .042 178 .038 205 034 121 J61** 843** -
10. WAI .044 231 .009 .200 -.020 .104 .902** 941**  936**

*p<.05; **p<.01
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Table 7

Spearman Correlations Between Study Variables for Mental Health Professionals
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1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
1. Clinical Experience 1.000
2. Weekly working hour 468" 1.000
3. N of advantages of OPT 064  -381"  1.000
4. N of disadvantages of OPT -.248 -.099 .058 1.000
5. N of technical problems -.143 183 -.459™ .005  1.000
6. Length of own therapy 410" 436" -.016 -005 421" 1.000
7. WAL - Bond subscale .043 -.015 .059 -353°  -.071 -439"° 1.000
8. WAI - Goal subscale -.185 -.007 A75 -.304 -.122 -.337 .785™ 1.000
9. WAL - Task subscale -.205 -.182 A17 -.258 -027  -442" 888" 747" 1.000
10. WAI -.144 -.085 107 -.322 -081  -450" .948™ 885"  .954™ 1.000
11. UTAUT - PE subscale -.161 =274 A72 .088 126 -.154 .308 .287 329 .340 1.000
12. UTAUT - EE subscale -.236 -.279 141 -.057 199 -.210 .383" 357" .505™ 4767 7197 1.000
13. UTAUT - Sl subscale -.128 -.263 179 -.013 -.012 -.238 339 400" .362" 410" 7217 .832" 1.000
14. UTAUT - FC subscale -.065 -.350 .282 -.118 .036 -.344 5317 480" 509" 544" .598"™ 769" 813" 1.000
15. UTAUT -.152 -.322 242 .027 .095 -.234 .386" 375" 434" 444" .895™ .908™ 911™ .834™ 1.000

*p<.05; **p<.01
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3.5. Semi-structured Interviews

For both practicing psychotherapists and psychotherapy patients, the psychotherapy
processes were affected by the COVID-19 pandemic, and they mandatorily shifted to OPT.
While more than half of the psychotherapists (5 out of 9 participants) had previous experiences
with OPT, only one participant in the patient group had previous OPT experience.

Psychotherapist A (Female, 50 years) notes the importance of previous experience by

emphasizing self-confidence:
“I have had patients abroad, and we carried out the psychotherapy process via online platforms.
Therefore, 1 was not distant from the idea, and, how should | say, I did not offer online
psychotherapy as something | did not have any experience with or something that | have
hesitations to practice. So, this might have enabled them to accept it as a possible option.”

However, psychotherapist B (Female, 29 years) considers the COVID-19 pandemic as

the main reason that makes it possible for patients to accept OPT and continues:
Before the COVID-19 pandemic, | had to shift to OPT because of my personal health issues.
At that time, everyone was worried because there were no common examples of OPT ... Since
everybody shifted to OPT, things got easier. People got used to communicating via online
platforms. One of my former patients made continuous comparisons of herself with her friend,
who sees her psychotherapist face-to-face. Nowadays, it is the new normal. In comparison to
my previous shift, this is much easier.

Similarly, patients discussed this shift considering their previous experiences. In
addition to previous experiences of psychotherapy via online platforms, one of the main issues
was the duration they have been in the sessions. Being new in a psychotherapy relationship in
comparison to a longer relationship seems to make a difference regarding how patients perceive
the process.

Patient D (Female, 32 years):

“I have done it before COVID-19 with my psychotherapist, and it was such a blessing for me
when | was abroad. At that time, | was scared of not seeing him (psychotherapist), and it was
great that he accepted me online. But now, it is a daily thing, just a normal way of
communication. First, | worried about privacy, but my anxiety on that matter diminished over
time. We had no choice. I was starting the sessions worried, but at the end | always found myself
expressing my deepest emotions.”

Patient A (Male, 25 years):

“I started psychotherapy at the beginning of 2020, and two months later, she told me that we
are shifting to Skype. Honestly, I did not like it. In our face-to-face sessions, | was just getting
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started to talk about some real things. And at the time we shifted to Skype, there were my
parents, my aunt, and her husband at our house. There were four other people next to my
psychotherapy room.”

Regarding privacy and security issues, common attitudes did not appear to differ

between patients and psychotherapists. While both groups mentioned the “new normal” as
including questions and hesitations about cyber security, psychotherapist C (Male, 42 years)
noted that everyone accepts the risks under these conditions:
“Ultimately, we all take risks carrying out psychotherapy via online platforms. Everyone is
talking about these privacy issues. Yes, maybe | have risked it, and | never had a problem.
Honestly, I thought, “Who would ever follow me? Who would show any effort to listen to my
sessions?”. However, I needed to back up my Internet connection with my cell phone, and that’s
why | kept my phone beside my laptop. I realized that just keeping it there caused some attention
problems for me. In my opinion, in addition to the laptop screen as a mediator, the connection
tools could also cause some problems.”

Psychotherapist D (Male, 32 years) approached the issue by considering the privacy of

the psychotherapist, as well:
“I think it is weird to have something such as a screen between me and the patient. We both
stay in a frame. In one session, there was a fly in the room, and | did this thing with my hands
to get it off of my face. My patient asked me if | had a cat or something in my house. | have a
cat, but I could not say that at that moment, and I reacted: “No!”. It seems like I was worried,;
the responsibility of the environment or psychotherapy space makes me worried. | feel like 1
should keep it stable. No flies, no cats.”

Similarly, psychotherapists discussed similar personal questions while considering
therapeutic alliance in OPT. Psychotherapist E (Female, 41 years) stated that there is not any
loss in terms of therapeutic alliance due to online psychotherapy shifts and added:

“Yet I am questioning the relationship when patients say, “Is there anybody else?” when I stare
somewhere near the screen for a moment. This is a different thing to experience compared to
face-to-face sessions. It affects the relationship.”

Patient E (Female, 39 years):

“I see him playing with the screen; what does he do? Is he changing the volume, am | too loud,
or did he hear me well? Whatever it is, I feel like he is not listening... It is extremely
uncomfortable.”

Some psychotherapists claim that OPT is a completely different experience.

Psychotherapist D:
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“It is a different process in every sense, I can say that the therapeutic alliance gets significantly
worse in OPT. When 1 think of it, | should accept that | made more ungentle confrontations
with a less emphatic approach...
Firstly, patients struggle with trust. I heard that many times: “It is hard to open up”. We did not
shake hands, or we did not meet in person, which made the trust process harder and slower. In
my opinion, they feel like they are talking to a stranger; many of my patients mentioned that.
So, maybe it is not something that would break the therapeutic alliance, yet it does damage and
impedes the process.”
Psychotherapist H (Female, 51 years):
“... Very different process, it is very hard. We were only able to see their face for a long period
of time. We did not know their real voice. However, | think there are surprising advantages to
it, as well. One of my patients started online, and after a long time, we wanted to do it in person
and decided to meet at the office. | felt like | was doing psychotherapy with a different patient.
He told me that he was able to open up easily in OPT, and was freer to have confrontations with
himself. It was a very clear feedback. | also felt like he was a stranger with his body in the
room, his stance, gestures...”.
Patient A:
“... I realized that when I got back to her office. It is much easier to work this way. OPT was
not going well for me, and | accepted it later. I was inclined to run away from the hardest things
in my life, and there was this self-censor mechanism of mine. OPT was totally negative for me;
hard to talk, hard to trust, and hard to open myself. We lost a lot of time in OPT sessions.”
Psychotherapist C claims that there is a way to hold the therapeutic alliance by making
a new and strong framework:
“I created a terms and conditions document and presented it to my patients. The sessions should
be done in an isolated room, there should be enough light, they should have water, and there
should not be cell phones. I also did not accept to do sessions anywhere else except where we
accepted previously. For example, if he was in a car, | would not accept it, and the session
would be canceled. | sent them this document beforehand, and only if they accepted these terms
and conditions, | agreed to work with them online.”
As a result of the loss of a shared room, the environment in which online sessions are
done became a crucial subject that psychotherapists discuss.
Psychotherapist E:
“I feel bad... You do not have an idea where they are. It is okay for me to do sessions in a car

or somewhere else, but the question is: Is he really here? Sometimes | feel like there are other
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people around them. One of my patients has an extremely invasive mother who was interrupting
her during the sessions, barging in the room. Or another one, the husband of my patient, did not
give her a space to attend sessions. In the end, she dropped out.”

Similar to Psychotherapist C, Psychotherapist K (Male, 34 years) claims that stability
plays the main role:
“I worried a lot when we lost the room. The physical environment is extremely important. But
I noticed that if we are able to stabilize the environment, both psychotherapist and patient, we
can feel like we are in the same room. | feel like we are there. Because of this, we do not lose
that much of the sessions.”

Regarding these discussions, psychotherapist D defends that having a comfort place is
the most important thing for a patient:
“... I think it is okay. The main issue under these conditions is the best and most comfortable
place a patient would prefer. If he is feeling more isolated and comfortable in his car rather than
his house, then | would accept it as it is. For me, privacy is more essential. Maybe his house
environment is not appropriate to talk about the things he wants to talk.”
Patient F (M, 34 years):
“... Since then, I have been living with my girlfriend. But we have a little apartment, and there
were harsh restrictions, you will remember. During one of those lockdowns, | asked my
therapist whether I can attend the session from my car. It felt good to do it that way because it
is like, we are finding a way to get better, right? It felt like solidarity in hard times.”
Patient G (Male, 39 years):
“For me, it was hard to stay in OPT. For a long period of time, my psychotherapist and 1 tried
hard to find an appropriate place for me. A place | will feel safe. | think she and her room gave
me the feeling of security.”

There are different solutions psychotherapists examined to overcome the loss of the
“body” and its messages.
Psychotherapist K (Male, 34 years):
“I reviewed the studies which focus on facial mimics instead of gestures. I tried to understand
what these mimics project about the body or about the feelings. It is important to identify the
gestures that belong to the body. We cannot give up on the messages from the body.”
Psychotherapist F (Female, 59 years):
“I have many psychotherapy groups in which I work with the messages from the body. It is
much easier to recognize any deformation or spasm when we are in the same room. OPT

diminishes the data significantly. I found myself asking before the sessions how they feel or
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where they feel any tension. We started to give points before and after sessions. | handled this
by listening a lot, asking them for more details, and motivating them to do more reflections on
their body.”

Patient C (Female, 58 years):

“At first, it all seemed very artificial, the little phone screen and all applications, platforms. But
I convinced myself by saying that it was just temporary and it would pass in a couple of weeks.
It did not... Just as my body language is a tool for my therapist, her attitudes are also a tool for
me and have their own language. In OPT, I only saw her face, but she was giving me messages

by crossing her legs. Now | cannot read her reactions. It is the major loss of this.”

Most psychotherapists stated that they struggled with managing technical problems.
There was not a single psychotherapist participant who did not experience any technical issues
such as connection loss, frozen video, or unsynchronized audio. Psychotherapist A especially
emphasizes the importance of knowledge about technological devices:
“Thank God, my son helped me through this period. I would be very happy if I knew how to
use Ethernet cable from the beginning. It saved my life. | did not have any problems since |
started to use it... Free associations were lost! Patients felt terrible to be interrupted! Well, I
feel terrible too. Whose dynamic it is, | am not sure. For instance, we lost ten minutes, who is
responsible for that? Who is going to make this up?”
Patient B (Female, 30 years):
“Connection loss is the worst! Well, it is not my fault, maybe it is not her fault either, but I pay
for 45 minutes... I remember I felt guilty at first. Then I got used to it. And | think my therapist
got used to it, as well. She changes her Wi-Fi, and we carry on. If it is my connection, we just
wait (laughs).”

Psychotherapist H (Female, 51 years) notes that technical problems might give a clue
about the patient or the relationship between the patient and the psychotherapist:
“It 1s interesting that [ am experiencing this kind of technical problems with the same patients.
I mean, a kind of coincidence. With some of my patients, | did not experience such a thing, yet
I have these technical issues with the same patients repeatedly, despite the fact that | warn them
about the connection. In each session, we have ‘What should I do, maybe I can change the
network, let me take my phone’ dialogues. However, it does not happen with other patients. |

still could not understand this.”
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Most psychotherapists noted that the worst part of the OPT is the immense effort it
demands just to follow the patient and their affect. In addition to the therapeutic alliance,
“holding” was another subject that was discussed. Psychotherapists B, G, and D defined
“establishing a holding environment in OPT” as “exhausting”; Psychotherapist A had a
different perspective, making a distinction between old and new patients:

“At first, I put so much effort. But now | feel like I can do the same with less energy. | felt
burned out when | saw three patients in a day, but that has changed. We must accept that there
is a fragile connection, but it is something both parties are aware of. | think patients are also
trying harder to stay connected. In some of my patients, | can really see that. | suppose it is
valid for new patients who have started online since the beginning. They put more effort into
it.”

Psychotherapist D:

“I have had many dropouts. I struggled to create a holding environment. | even had to try hard
to follow their affect. It is not something | experience in my office. Under these conditions, |
do not believe any therapeutic relationship could carry on without any disruptions.”

Patient A:

“For a long time, | tried to resist such technical issues. | tried to stay in the feeling, but the
feelings run fast. | remember after one disconnection that lasted approximately 5 minutes, we
connected again, and at the time we were able to hear each other, | found myself explaining the
rest like, ‘I was going to say, bla bla bla’. So, there were no emotions. It is like reading half of
the poem as you should read it and continuing the other half as if it is a plain text.”

In semi-structured interviews, both patients and psychotherapists mostly used
comparative thinking. To make assessments on the practice of OPT, they compared current
practice with different practice experiences they observed in their environment and with the
traditional psychotherapy practice, which refers to the times before the COVID-19 pandemic.
As a common concept both groups mentioned, OPT has created its own vulnerabilities, mainly
due to “not having a shared room”. From the perspective of patients, they have mostly
mentioned the importance of their psychotherapists having a stable room in online meetings
along with ongoing eye contact without having to make any arrangements on their screen in
order to feel they are being listened to. Similarly, psychotherapists have mentioned new
significant responsibilities they felt to hold their patients in sessions and make them feel
comfortable, such as maintaining a stable environment and eliminating extraneous stimuli
during the sessions. Considering the possible loss of messages from the body in the practice of

OPT, psychotherapists expressed their worries more than patients while they were trying to find
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new ways to compensate for the loss of messages. Contrary to this, patients were mostly focused
on the feeling of not being present in the same room. With respect to the messages from the
body of their psychotherapists, two patients mentioned that not being able to get the “time is

up” signal is the thing they noticed.
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4. DISCUSSION

This study aimed to address how psychotherapy context was affected by the mandatory
shift to OPT due to SARS-CoV-2 pandemic in 2020. Since it is a complex subject that could
be discussed around various aspects, the study sets out from personal COVID-19 perceptions
and experiences of both patients and psychotherapists as well as the perceived therapeutic
alliance in the psychotherapy processes. Considering the global pandemic conditions, both
psychotherapists and patients were exposed to the same external limitations at the same time,
although they engage in different roles in the therapy process. Therefore, personal experiences
and perceptions of both sides had to be taken into account in order to get a more holistic
perception of the psychotherapy context.

4.1. Findings
4.1.1. Online Psychotherapy Experiences of Patients and Psychotherapists

In accordance with the existing literature, psychotherapists have noted that earlier
experience of OPT is a significant aspect of this shift. In semi-structured interviews,
psychotherapist A (Female, 50) stated that “I did not hesitate to offer OPT to my patients”,
thinking that because she had an earlier OPT experience. Supporting that, psychotherapist E
(Female, 41) ended her sessions with the lockdown and did not start OPT for three months
stating that she thought that would end soon, and she was not prepared and had this belief that
OPT would not be useful. After waiting for three months, she started to do online sessions
and did not return to face-to-face sessions since then. As Fagundes et al. (2020) considered
this as a limitation in doing research on OPT because the lack of earlier experience plays a
significant role. Bekes et al. (2020) and Boldrini et al. (2020) concluded that past experiences
of psychotherapists significantly influence their attitude towards OPT.

As well as earlier experiences, this study noted that the COVID-19 perceptions could
be considered in accordance with the attitudes towards OPT for both groups of participants.
Regarding psychotherapists, participants who state that the disadvantage of OPT is “the loss
of a shared room” had significantly lower dangerousness, lower contagiousness, and lower P-
COV-19 total scores. Similarly, patients who think that the disadvantage is “the loss of a
shared room” have significantly lower COVID-19 contagiousness scores. Likewise,
psychotherapists who noted that there are privacy issues as the disadvantage of OPT and OPT
IS more open to interruption had significantly lower COVID-19 contagiousness scores as well
as significantly lower P-COV-19 scores. Notedly in literature, Gerhold (2020) addresses that
risk perception and conscious fear result in two possible coping mechanisms that are defined

as emotion-focused and problem-focused. Participants who are inclined more toward
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problem-focused coping mechanisms prefer to listen to the experts and follow their advice
while emotion-focused coping behaviors are linked with the will to turn back to work and
distract themselves. This could be taken into consideration for the groups of patients and
psychotherapists. Participants who perceive COVID-19 with lower contagiousness scores are
more likely to turn back to face-to-face setting and emphasize OPT’s disadvantages.
Although the loss of a shared room was a commonly reported problem with OPT
leading to disembodiment of the psychotherapy context, it appears that there are different
aspects to it. In semi-structured interviews, patient D (F, 32) pointed out that she is missing
the smell of coffee in her psychotherapist’s clinic, and emphasized the importance of being
with her in the same room in waking her different senses. While she is missing the smell of
fresh coffee, she mentioned that during the lockdown she wanted to buy the same room
fragnance as her psychotherapist’s. Recent studies included synchronized breathing patterns
into these discussions. For psychotherapists and patients, it occurs when they sit close to each
other in the same room (Rolnick & Ehrenreich, 2020). Supporting that, Porges (2011) argues
that remote psychotherapy (OPT) would not allow making mutual regulation because there is
no body in the room to regulate the other. There is also research focusing on the experiential
aspect by pointing out that rituals such as ringing the buzzer at the door or sitting in the
waiting area could have a function of splitting internal and external spaces within the
psychotherapy process (Bondi, 2003). Patient C (F, 58) addressed that she thinks OPT is
much easier in certain aspects than face-to-face psychotherapy. “I sometimes miss the rituals I
have before and after my sessions. The clinic is located in a central place, and | used to take
short walks before my sessions, and usually, I made dinner plans with a friend of mine
afterwards. Now, | feel I miss this. But | have to say that most of the time I checked my back
when | rang the buzzer. 1 kind of felt... I do not know. I did not want anybody to see me there
going to a psychotherapy session.”. In accordance with these comments, Singh and Sagar
(2022) discussed stigmatization that could block patients from seeking help or prevent them
from visiting a mental health professional. For such patients, OPT might be preferable to face-
to-face psychotherapy. However, OPT has obligatory exposure to see a physical interior as
well, such as a bedroom, kitchen, or study. Psychotherapist D (M, 32) complained about his
setting as he feels he is supposed to be more attentive to control everything such as his pet or
a fly in the room. Orbach (2020) explains this with an experience of a psychotherapist
participant who states it is possible “to be surprised by an occasional child that floats in” and
adds, “We hear the suddenly hushed voice of someone not wanting their partner to get a drift

of the conversation we are having. It illuminates aspects we didn’t see before. ... Above all,
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the animate body in the room. | suspect that I am more animated to make up for the loss of
that precious physicality” (Orbach, 2020, n.p.). In accordance with this common consideration
by psychotherapists in the semi-structured interviews, Porges (2011) claims that
psychotherapy context is based on the experience of safety that the psychotherapist provides
to their patient and the physical proximity in the face-to-face setting enhances the patient’s
perception of safety. In interviews, psychotherapist E (F, 41) stated that “At first it was much
harder, but it still goes like this. | feel much more tired after online sessions. | think | am
trying and working harder to hold them in the sessions, hold them on screen, hold them
despite any distractions. When I think of tiredness, | cannot compare face-to-face sessions
with OPT”. On contrary, psychotherapist A (F, 51) claimed that patients have this feeling as
well and because of this feeling her patients are trying to focus more compared to face-to-face
psychotherapy setting.

This study found that the stated number of disadvantages and advantages of OPT have
a correlational relationship with the experienced technical problems and working hours of
psychotherapist. For patients, as the number of technical problems they experienced
increased, the number of disadvantages they mentioned significantly increased as well. In a
similar way, the group of psychotherapists mentioned significantly fewer advantages as their
experience of technical problems increased. Sayers (2021) emphasized the importance of
technical problems and included a psychotherapist’s opinion: “For me, the most frustrating of
all [interruptions] is when you have a client who has taken a long time to open up and talk
about something very difficult...and then they freeze, or break up, or you do, and you are
prevented from ‘being with them’ through this difficult experience” (p. 226 ). Similarly, in the
current study, patient A (M, 25 years) made an analogy and stated that “It is like reading half
of the poem as you should read it and continuing the other half as if it is a plain text.”
regarding continue the session after experience a technical issue in the middle of sessions.
There is a similar analogy in the study by Bizzari (2022) which is put forward as something
like “living a scene rather than an experience” (p. 340).
4.1.2. The Relationship between Online Psychotherapy and WAI

It is seen that seven studies which include nine countries affected by the mandatory OPT
shift did not investigate COVID-19 history as a variable (Bekes and Aafjes-van Doorn, 2020;
Humer et al., 2020; Korecka et al., 2020; Boldrini et al., 2020; Khatib et al., 2021; Kluzowicz
& Kluzowicz, 202; Konieczny, 2021). Yet, psychotherapists who have first-degree relatives
that tested COVID-19 positive perceived COVID-19 pandemic significantly more contagious.
Additionally, they had significantly lower WAI-Bond, WAI-Goal, WAI-Task and WAI-Total
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scores. In accordance with these findings, a systematic review by Cipoletta et al. (2022) noted
that direct experience with COVID-19 has great effect on risk perception, and added that
indirect experiences have an effect, too. Just like professionals including nurses, healthcare
professionals, and physicians tend to perceive COVID-19 as riskier due to their vicarious
exposure, it might be assumed that psychotherapists with first-degree relatives who tested
positive might be more likely to perceive the condition as riskier.

Psychotherapists who had longer working hours noted significantly fewer advantages
of OPT. Relatedly, for the group of psychotherapists, the number of disadvantages had a
significant relationship with WAI-Bond scores. As the number of disadvantages increases,
WAI-Bond scores tended to decrease. In line with these findings, Nissen-Lie (2014) addressed
that therapists’ negative reactions and/or their in-session anxiety are related to WAI scores. A
similar tendency in the patient group was noted for the participants who stated there are no
advantages of OPT. In line with the results of psychotherapists, patients who did not state any
advantages had significantly lower WAI-Bond scores.

Notedly in semi-structured interviews, living alone or living with at least one person
appeared to have a great role considering the process of OPT during the COVID-19 pandemic.
Patient A (M, 25 years) defined his main issue with OPT as his household which consisted of
his father, mother, aunt, and her husband. He emphasized that he was not aware that he had an
auto-sensor mechanism until he returned to face-to-face sessions. He stated that it was
incredible for him to let himself free and open in his home. Supporting that, patient B (F, 30
years) who lives with her mother and grandmother has a similar worry, and she stated: “I did
my sessions knowing that they can hear me, so it was sort of boring and nonsense sessions.
After lockdown conditions got easier, I started to do the sessions in outdoor places.”.
Psychotherapist G (F, 29 years), psychotherapist C (M, 42 years) and E (F, 41 years)
emphasized that they had patients who had to end sessions due to their house environment and
lack of a comfort place to attend sessions. Yet, psychotherapists in semi-structured interviews
were glad about their household and 8 out of 9 psychotherapists were living at least with one
person. Psychotherapist A (F, 50) mentioned that her son gave her technical support while
psychotherapist K (M, 34) was glad that he is married and has his wife’s psychological support
during the pandemic.

For patients, the length of their current psychotherapy was significantly and positively
correlated with WAL scores. The longer they were in the psychotherapy process, the higher
were their WAI-Bond, WAI-Goal, WAI-Task and WAI-Total. On the other hand, patients who
previously have longer psychotherapy process with other psychotherapists than current have
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significantly lower WAI-Bond scores. As Hill et al. (2014) found there is no association
between the length of the psychotherapy process and alliance, these findings support the claims
by Herzoug (2001), Kasper et al. (2008) and Shafran (2016) that address current and past
relationships affecting early working alliance. Considering as an in-session consequence,
studies emphasize the immediacy that patients experience which provides them to score higher
in therapeutic alliance and rate higher quality for their sessions. Immediacy defined and
associated as "emotional awareness or insight, resolution of problems in the therapeutic
relationship, and a model for how clients could resolve relationship problems outside of
therapy” which is possible to develop over the course of time (Shafran, 2016, p. 9).

As the loss of a shared room is a common debatable issue for OPT, it was found that
among psychotherapists, participants who returned to face-to-face psychotherapy setting
anytime between lockdowns had significantly higher WAI-Bond, higher WAI-Goal and higher
WAI-Total scores. Findings support the studies by Rees and Stone (2005) and Rickard et al.
(2021) addressing that videoconferencing conditions lead to lower therapeutic alliance scores
compared to face-to-face setting. Rickard et al. (2021) indicated that eye contact, proximity and
sitting in the same room are highly effective on developing therapeutic alliance. Current study
also revealed that preferred online communication platforms might be related to OPT
experiences. Patients who attended their sessions via Zoom reported significantly fewer
numbers of disadvantages of OPT. Compared to other online platforms such as Skype,
WhatsApp, or FaceTime; Zoom has a setting that allows psychotherapists to use a waiting room
for their patients. Patients must wait until their psychotherapists let them in the meeting room
to start the session. By doing this, both patients and psychotherapists might be involved in a
setting that relatively demonstrates the traditional entrance that is discussed by Bondi (2003)
and Sayers (2021) considering the experience of stepping into “inside” and “outside”. Providing
this, Zoom user participants whose experience a virtual waiting room and be greeted by their
psychotherapists could perceive fewer disadvantages of OPT.

4.2. Limitations and Implications for Further Research

There are limitations in this study that should be taken into consideration while
evaluating the findings. The number of participants was relatively limited, and since the sample
consisted of volunteers, there was no way to ensure representation of the overall
psychotherapist population in Turkey. In addition, the majority of the sample consisted of
female participants.

Another possible limitation was the theoretical orientations of psychotherapists. There

is research indicating that CBT-oriented psychotherapists have more positive attitudes towards
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OPT compared to psychodynamically-oriented psychotherapists in USA and Canada (Bekes
and Aafjes-van Doorn, 2020), although it was also suggested that CBT-oriented
psychotherapists had more difficulty in shifting to OPT compared to psychodynamically-
oriented psychotherapists in Italy (Boldrini et al., 2020). The current study sample did not have
equally distributed participants from different orientations but mostly consisted of
psychodynamically-oriented psychotherapists. Therefore, it is not clear whether those working
from other theoretical orientations would indicate similar points. It should, however, be noted
that there are also similarities across orientations among psychotherapists’ perceptions of OPT
during the pandemic (Humer et al., 2021; Messina and Loffler-Stastka, 2021; Stefan et al.,
2021).

In addition to the characteristics of the sample, there are certain methodological
limitations. Since the survey was based on self-report, it was not possible to objectively verify
participants’ answers. Social desirability effect and a number of different potential motivations
might have affected participants’ reactions. For future research, it is recommended that semi-
structured or in-depth interviews would be conducted with more psychotherapists with different
theoretical backgrounds. Furthermore, there are studies suggesting that personal reactions to
such a global and social shift along with new rules and restrictions might be influenced by
different social and cultural parameters (Algahtani et al., 2021; Vaughan and Tinker, 2009;).
Therefore, such social and cultural factors should also be explored in future studies, particularly
in interviews. Another limitation is related to the use of WALI. Current study lacks WAL scores
data of participants before the COVID-19 pandemic, therefore it was not possible to detect
whether the pandemic conditions led to a change in the perceived working alliance. In addition,
while measuring the WAL scores of psychotherapists, there was not specifically paired patient
of theirs. Furthermore, cultural and social factors should also be explored in the future studies,
in addition to individually experienced difficulties, such as financial problems.

Therewithal, this study provides insight into comprehending the mandatory and rapid
shift that the psychotherapy setting got exposed to. The current study tried to address
relationships between COVID-19 experiences and OPT, by taking the experiences of both
patients and psychotherapists into consideration. The study emphasizes the concerns,
difficulties, and benefits that both sides experience whilst present a general understanding on
which factors could lead to a harder or easier OPT experience.
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APPENDIX

Appendix A

Terapist — Anket Formu

LV - | & docs.google.com W

Cevrimici Psikoterapi ve COVID-19

Bu calisma Yeditepe Universitesi Klinik Psikoloji Yilksek Lisans Programi kapsaminda Nazlican Ozkan tarafindan Dr. 6gr. Uyesi Ezgi Soncu Biyiiki itii ir. Galismada COVID-19 salgini

J ileilgi Igi edinmek Galigma sorular haricinde gevrimigi psikoterapi ve salgin siirecine dair agik uglu ve goktan segmeli bazi anket sorulan
icermektedir. Arasgtirmaya aynimasi gereken tahmini siire 15-20 dakikadir. Galismanin amacina ulagmast igin sizden beklenen, biitiin sorulan eksiksiz ve size en uygun gelen cevaplan isaretleyecek sekilde
doldurmanizdir.

Galigmaya katilmak tamamen goniillilik esasina dayanmaktadir. Bu formu okuyup onaylamaniz aragtirmaya katiimayi kabul ettiginiz anlamina gelmektedir. Ancak galigmaya katiimama veya katildiktan sonra
dilediginiz anda caligmayi birakma hakkina sahipsiniz. Calismadan edinilecek bilgiler tamamen aragtirma amaci ile ve kimlik bilgileriniz bagindan itibaren alinmayacaktir.

Eger aragtirmanin amaci ile ilgili verilen bu bilgiler haricinde daha fazla bilgi almak ya da arastirmayla ilgili sorulannizi iletmek isterseni I —— c-nosta adresine ulagabilirsiniz

3.

4.

Yukarida yer alan bilgileri okudum ve katilmam istenen caligmanin amacini ve gerekliliklerini anladim. Caligmaya gondillii olarak katilmay: kabul ediyorum. *
Yalnizca bir sikki isaretleyin.

Onayliyorum
Onaylamiyorum 8. boliime (Tegekkiir ederiz) gidin

COVID-19 pandemisi bagladigindan beridir (Ocak 2020) aktif olarak ruh saghg alaninda galigiyor ve danigan/hasta gériyor musunuz? *
Yalnizca bir sikki isaretleyin.

Evet
Hayir 9. blime (Tesekkii ederiz) gidin

Yaginiz *

Cinsiyetiniz *

Yalnizca bir sikki igaretleyin.

G
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3. Yagimz*

4. Cinsiyetiniz *
Yalnizca bir gikki isaretleyin.

Kadin
Erkek
Diger

5. Medeni durumunuz *
Yalnizca bir gikki igaretleyin.

Bekar
BV
Diger

6. Beraber yagadiginiz kisifler

7. Yasadiginiz il

8. Egitim durumunuz *
Yalnizca bir gikki isaretleyin.

Klinik psikoloji yiiksek lisans/doktora mezunu
Lisans mezunu psikolog

Psikiyatri Uzmany/asistani

Riznr

8. Egitim durumunuz *
Yalnizca bir sikk: isaretleyin.

Klinik psikoloji yiiksek lisans/doktora mezunu
Lisans mezunu psikolog

Psikiyatri Uzmany/asistani

Diger

9. Klinik deneyim sireniz *

10. Tercih ettiginiz psikoterapi oryantasyonu

n. b / nerede gori *

Yalnizca bir sikki isaretleyin.

Hastane

Ozel Danigmanlik Merkezi
Belediye / Kamu Merkezi
Diger:

12. Haftada ortalama kag saat danigan gériyorsunuz?

13.  Kendi terapinizden gegtiniz mi? *

Yalnizca bir sikki igaretleyin.

& docs.google.com

& docs.google.com
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18.

20.

21.

22,

23.

6.

7.

9.

LV~ & docs.google.com
Kendi terapinizden gegtiniz mi? *
Yalnizea bir gikki isaretleyin.

Evet
Hayir

Devam ediyor

Danigan olarak ne kadar sireyle bir terapi sireci iginde bulundunuz?

COVID-19 sarecinde (Mart 2020°'den itibaren): *

COVID-19 Pozitif oldum

COVID-19 Pozitif olmadim

Birinci derece yakinlanm pozitif oldu
Kayip yagadim

COVID-19 siirecinde hangi tarihlerde online psikoterapi yaptiniz?

Pandemi siirecinde online terapiden yiiz yiize psi i iniiz mii? Déndil iz ne kadar siire ile yiiz yiize terapi hizmeti verdiginizi belirtiniz.

Online psikoterapi igin kullandiginiz platform/ar *

Skype
Zoom
WhatsApp

Diger.

o R & docs.google.com

Online psi ipi sirasinda teknik ilerini i iniz? *

Senkron bozulmasi

Internetin kesilmesi

Baglantinin kopmasi

Gorintiinin donmasi

Hicbir teknik aksaklik yagamadim

Diger:

Kesinlikle Kesinlikle

Teknik sorunlann psikoterapi siirecinde
olumsuz etkileri oldugunu diiginiyorum.

Teknik sorunlann damsanlarda olumsuz
‘duygular uyandirdigim diigiiniiyorum.

Kaytsizik  Panik  Ofke  Hayal kinkhgi Defersizlik Omitsizlik  Kaygi

‘Yaganan teknik sorunlar sizde hangi
‘duygulan uyandinyor?

Yukandaki soruya "Diger” cevabin verdiyseniz, deneyimlediginiz duyguyu litfen belirtiniz.

Size gbre online psil ide verdiginiz hi i/psil i strecini seyler var mi? Varsa nelerdir?

Diger
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24,

25.

26.

27.

28.

29.

0B & docs.google.com G ¢
Size gére online psikoterapide verdiginiz t i siirecini geyler var mi? Varsa nelerdir?
Size gére online psikoterapide verdiginiz t i siirecini seyler var mi? Varsa nelerdir?

Size gore online psikoterapi goriismelerinde galismanin daha kolay oldugunu disandaginiz danisanianinizin ortak birtakim ozellikleri var mi?

Yalnizca bir gikk igaretleyin.

Evet
Hayir

Varsa bunlar nelerdir?

Size gbre online psikoterapi goriigmelerinde galigmanin daha zor oldugunu dagindaginiz danisanlannizin birtakim ortak ozellikleri var mi?
Yalnizea bir ik igaretleyin

Evet

Hayrr

Varsa bunlar nelerdir?

Yiiz yize gérigmeler ardindan zorunlu online psikoterapiye gegis siireciyle i

iz gozlem

0B & docs.google.com T ¢

®
G

Agagiidaki her bir ciimleyi okuduktan sonra, ifadelerle ilgil jrmenizi sagdaki beg seg birine igaret koyarak yapiniz.

30.

Kesinlikle Kesinlikle

Bu hastalik sdylendigi kadar tehlikeli degil.
Medya salgim abartryor.

'Viriis Sliimciil bir hastah§a neden
olmaktadir.

Bu hastalik herkese bulagabilir.

Kolayca bulagan bir hastaliktr.

olasiligs benzerdir.

Viris kargo veya aligveris driinlerinden
bulagabilir

Agagidaki her bir ciimleyi okuduktan sonra, ifadelerle

izi sagdaki yedi birine isaret koyarak yapiniz.

Higbirzaman  Gok seyrek Seyrek Bazen Sksik Goksik  Herzaman
Hastamia kendimi rahat hissetmiyorum.
Hastam ve ben, sorunlannin diizelmesi igin

terapide neler yapmas: gerekligi
konusunda aym gekilde dilgiinliyoruz.

G
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Danisan —

Anket Formu

L ]

Cevrimici Psikoterapi ve COVID-19

Bu galisma Yeditepe Universitesi Kiinik Psikoloji Yilksek Lisans Programi kapsaminda Nazlican Ozkan tarafindan Dr. 0gr. Uyesi Ezgi Soncu

dénemindeki psikoterapi deneyimleri le ilgii bilgi edinmek

Galigma

& docs.google.com

ir. Galismada COVID-19 salgini
sorular haricinde gevrimici psikoterapi ve salgin siirecine dair agik uglu ve goktan segmeli baz: anket sorulan

icermektedir. Aragtirmaya aynimasi gereken tahmini siire 10-15 dakikadir. Galigmanin amacina ulagmasi igin sizden beklenen, biitiin sorulan eksiksiz ve size en uygun gelen cevaplar isaretleyecek sekilde

doldurmanizdir.

Galismaya katiimak tamamen géniilliilik esasina
dilediginiz anda galigmay birakma hakkina sahipsiniz. Galigmadan edinilecek bilgiler tamamen arastirma amaci ile ve kimlik bilgil

Bu formu okuyup

bagindan itibaren alinmayacaktir.

katilmayi kabul ettiginiz anlamina gelmektedir. Ancak caligmaya katiimama veya katildiktan sonra

Eger aragtirmanin amact ile ilgili verilen bu bilgiler haricinde daha fazla bilgi almak ya da arastirmayla ilgili sorulannizi iletmek isterseniz [ ¢ ~0sta adresine ulasabilirsiniz.

* Zorunlu soruyu belirtir

1. Yukarida yer alan bilgileri okudum ve katilmam istenen g¢aligmanin amacini ve gerekliliklerini anladim. Galismaya géndilli olarak katiimay: kabul ediyorum. *

Yalnizca bir gikki isaretleyin.

Onaylyorum

Onaylamiyorum 7. bélime (Tesekkr ederiz) gidin

2. COVID-19 salgini bagladigindan beridir (Ocak 2020) yiz yize ya da gevrimigi bir psikoterapi streci iginde bulundunuz mu? *

Yalnizca bir sikki igaretleyin.

Evet
Hayir

8. béliime (Tesekkir ederiz) gidin
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3. Yasimz*

4. Cinsiyetiniz *

3. Yaginiz*

4. Cinsiyetiniz *
Yalnizca bir sikki isaretleyin.

Kadin
Erkek
Diger

5. Medeni durumunuz *
Yalnizca bir sikki isaretleyin.

Bekar
Evli
Diger

6. Beraber yagadiginiz kisi/ler

7. Yagadigimz il

8. Egitim durumunuz *
Yalnizca bir gikki isaretleyin.
Lise Mezunu
Lisans Mezunu
Yiiksek Lisans Mezunu

Doktora Mezunu

& docs.google.com

@8 N +
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10.

1.

12

6.

0B & docs.google.com

Danigan olarak devam ettiginiz terapi streciniz ne zamandir devam ediyor? *

Daha dnce bagka bir i strecinde muydunuz? ne kadar sure ile? *

Seanslarinizi COVID-19 salgini & nerede iri *

Yalnizea bir gikki igaretleyin.

Hastane

Ozel Danismanlik Merkezi
Belediye / Kamu Merkezi
Diger:

COVID-19 sdrecinde (Mart 2020'den itibaren): *

COVID-19 Poxzitif oldum

COVID-19 Pozitif olmadim

Birinci derece yakinlarim pozitif oldu
Kayip yagadim

COVID-19 sirecinde hangi tarihlerde online psikoterapi hizmeti aldimz? *

Pandemi sUrecinde online terapiden yiiz yize psi i mii? D iz ne kadar sire ile yiz ylize gériigtiginizd belirtiniz.
Online igin *
0 B & docs.google.com

Online psil i igin >

Skype

Zoom

WhatsApp

Diger:
Online psil i hizmeti alirken i teknik ini i iniz? *

Senkron bozulmasi

Internetin kesilmesi

Baglantinin kopmas!

Goriintiiniin donmas!

Higbir teknik aksaklik deneyimlemedim

Diger:

Kesinlikle Kesinlikle

Teknik sorunlann psikoterapi siirecinde
olumsuz etkileri oldugunu disgiiniiyorum.

Teknik sorunlann psikoterapistimi olumsuz
etiiledigini dsinis

Kayitsizk  Panik Ofke  Hayalkinkhigi Degersizlik Umitsizlik — Kayg Diger

Yaganan teknik sorunlar sizde hangi
duygulan uyandinyor?

o1

®© 0+ 0
@ h + 0O



sizk  Pank  Ofke  Hayal kinkhigi

Yaganan teknik sorunlar sizde hangi
duygulan uyandinyor?

Yukaridaki soruya "Diger" cevabimi verdiyseniz, deneyimlediginiz duyguyu liitten belirtiniz.
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Defersizlik Umitsizlik ~ Kaygi  Diger

Size gbre online psil ide aldiginiz hizmeti/psi i srecini geyler var mi? Varsa nelerdir?

Size gbre online psikoterapide aldiginiz hizmeti/psikoterapi slrecini zorlagtiran geyler var mi? Varsa nelerdir?

Yiiz yGze gorigmeler ardindan zorunlu online psikoterapiye gegis slreciyle ilgili sizin eklemek istediginiz gbzlemleriniz/yorumlariniz...

Asgaidaki her bir climleyi okuduktan sonra, ifadelerle il

o~

izi sagdaki beg

Kesinlikle K; Ki

birine igaret koyarak yapiniz.

Katil Kesinlikle

> L]

®© o+ 0O

& docs.google.com

Asagidaki her bir ciimleyi okuduktan sonra, ifadelerle il

23.

izi sagdaki beg

Kesinlikle

birine igaret koyarak yapiniz.

Kesinlikle

Bu hastalik sdylendigi kadar tehlikeli degil.
Medya salgini abartryor.

Virils 8liimciil bir hastahga neden
olmaktadir.

Bu hastalk herkese bulagabilir.

Kolayca bulagan bir hastaliktir

olasilig benzerdir

Virils kargo veya aligverig driinlerinden
bulagabilir.

Asafidaki her bir ciimleyi okuduktan sonra, ifadelerle il

24.

izi sagdakiyedi

Hicbir zaman Cok seyrek Seyrek  Bazen
Terapistimin yaninda kendimi rahat

hissetmiyorum.
ve ben diizelm
igin terapide neler yapmam gerektigi

konusunda aymi sekilde diigiiniiyoruz.

Bu gariigmelerin sonucunda ne olacags
konusunda endigelerim var.

birine isaret koyarak yapiniz.

Siksik Coksik Herzaman



Olgekler
1) Terapétik Ittifak Formlari (Terapist & Damisan)
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Ek 11: Terapétik ittifak Olcegi — Terapist Formu (TiO-T)
GORUSME DEGERLENDIRME OLCEGI (TERAPIST FORMU)

Asagidaki her bir cimleyi okuduktan sonra, ifadelerle ilgili degerlendirmenizi sagdaki yedi

kutucuktan birinin igine (x) isareti koyarak yapiniz.

Higbir
zaman
Cok
Seyrek
Seyrek
Bazen
Sik sik
Cok sik
Her
Zaman

1. Hastamla kendimi rahat
hissetmiyorum.

2. Hastam ve ben, sorunlarimn
diizelmesi igin terapide neler
yapmast gerektigi  konusunda

aym sekilde diigiiniiyoruz.

3. Bu goriigmelerin sonucunda
ne olacagi konusunda

endiselerim var.

4. Hastam ve ben, terapide
yaptiklarimizin ise yaradigina

inaniyoruz.

5. Hastami anladigimi

diigtiniiyorum.

6. Hastam ve ben, onun
terapiden neler bekledigi

konusunda hemfikiriz.

7. Hastam terapide
yaptiklannmizi kafa kangtirict

buluyor.
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8. Hastammn bana yakin

hissettigine inaniyorum.

diisliniiyorum.

9. Hastam igin gorigmelerimizin
amacim netlestirmeye ihtiyacim

var.

18. Goriigmelerde hastamdan ne

bekledigimi biliyorum.

10. Terapiden ne elde etmesi
gerektigi  konusunda hastamla
aym fikirde degiliz.

19. Hastam ve ben birbirimize

saygi duyuyoruz.

11. Hastamla zamam etkin

kullanmadigimiza inaniyorum.

20. Hastama gosterdigim
duygularimda tam olarak diirtist

olmadigimi hissediyorum.

12. Terapide neye ulagmak
istedigimiz konusunda

stiphelerim var.

21. Hastama yardim
edebilecegime inantyorum.

22. Hastam ve ben, ortak

hedeflerimize dogru ilerliyoruz.

13. Hastamin terapide iizerine
diisenlerin ne oldugunu bildigine

eminim.

23. Hastam takdir ediyorum.

14. Bu goriigmelerin amaglari

hastam igin dnemli.

24. Hastam igin neyin uzerinde
durmamizin daha énemli olacag

konusunda hemfikiriz.

15. Terapide yaptiklanmizin,
hastamin  sorunlanyla iligkili

olmadigini dilgiiniiyorum.

25. Hastam bu goriigmelerin
sonunda neler yaparak
degigebilecegini daha iyi anladi.

26. Hastam ve ben birbirimize
gliveniyoruz.

16. Terapide yaptiklarimizin,
hastamin istedigi degisikliklere
ulagmada ona yardimei olacagini

hissediyorum.

27. Hastam ve ben sorunlarimin
neler oldugu konusunda farkl

diisiiniiyoruz.

28. Tligkimiz hastam igin ¢ok
onemli.
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Higbir
zaman
Cok
Seyrek
Seyrek
Bazen
Sik sik
Cok sik
Her
zaman

29. Hastamin, eger yanls seyler
soyler ya da yaparsa, benim
terapiye devam etmeyecegime
dair korkular var.

30. Goriismelerin - amaglarmi
belirleme konusunda hastam ve

ben isbirligi i¢indeyiz.

31. Hastam terapide yapmasini
istedigim geylerden dolay1
yerinde saydigim hissediyor.

32. Ne tiir degisikliklerin onun
yararina olacagi konusunda
anlagmaya vardik.

33. Terapide yaptiklarimiz

hastama anlamli gelmiyor.

34. Hastam terapinin sonucunda
neye ulagacagini bilmiyor.

35. Hastam sorununu ele alma
yollanmizin  dogru olduguna

inaniyor.

36.0Onaylamadigim seyler yapsa
da hastama olan saygim devam

eder.
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Ek 7: Terapitik ittifak Ol¢egi — Hasta Formu (TiO-H)

GORUSME DEGERLENDIRME OLCEGI (HASTA FORMU)

Asagidaki her bir cumleyi okuduktan sonra, ifadelerle ilgili degerlendirmenizi sagdaki yedi

kutucuktan birinin igine (x) igareti koyarak yapiniz.

Higbir
zaman
Cok
Seyrek
Seyrek
Bazen
Sik sik
Cok sik
Her
zaman

1 Terapistimin yaninda kendimi rahat
hissetmiyorum.

2. Terapistim ve ben sorunlarimin
diizelmesi i¢in terapide neler yapmam
gerektigi  konusunda aym1  sekilde
diigliniiyoruz.

3. Bu goriismelerin sonucunda ne olacagi
konusunda endigelerim var.

4. Terapide yaptiklarim, bana sorunumla
ilgili yeni bir bakis agis1 kazandiriyor.

5. Terapistim ve ben birbirimizi anliyoruz.

6. Terapistim, terapiden neler bekledigimi
dogru anliyor.

7. Terapide yaptiklarrmi kafa karistiric
buluyorum.

8. Terapistimin bana yakin hissettiine
inaniyorum.

9. Terapistimle goriigmelerimizin
amaglarini belirleyebilmis olmayi isterdim.

10. Terapiden ne elde etmem gerektigi
konusunda terapistime katilmiyorum.

11. Terapistimle Zamani etkin
kullanmadifimiza inantyorum.

12. Terapistim terapide neye ulagmak
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istedigimi anlamiyor.

Her zaman|

13. Terapide iizerime disenlerin ne
oldugunu biliyorum.

29. Eger yanhs seyler soyler ya da
yaparsam, terapistim terapiye devam
etmeyecekmis gibi geliyor.

14. Bu goriismelerin amaglan benim igin
onemli.

30. Terapistim ve ben terapiden neler
k gerektigi ke da hemfikiriz.

31. Terapide yaptigim seyler bana yerimde
saydigimu hissettiriyor.

15. Terapide yaptiklanimizin, sorunlarimla
iligkili olmadigim diigiiniiyorum.

32. Ne tiir degisikliklerin benim yararima
olacag k da anl ya vardik.

16. Terapide yaptiklarimin, istedigim
degisikliklere ulasmamda bana yardimci
olacagin hissediyorum.

33. Terapistimin yapmamu istedigi seyler
bana anlamli gelmiyor.

17. Terapistimin iyiligimi  gergekten
diisiindiigiine inan1yorum.

18. Goriismelerde terapistimin benden ne
bekledigini biliyorum.

34. Terapimin sonucunda neye ulasacagimi
bilemiyorum.

35. Sorunumu ele alma yollarimizin dogru
olduguna inaniyorum.

19. Terapistim ve ben birbirimize saygi
duyuyoruz.

20. Terapistimin bana gosterdigi

duygularinda tam olarak diiriist olmadigim
hissediyorum.

21. Terapistimin bana yardim

Johil

gine inantyorum.

22. Terapistim ve ben, ortak hedeflerimize
dogru ilerliyoruz.

23. Terapistimin beni takdir ettigini
hissediyorum.

24. Benim igin neyin iizerinde durmamzin
daha 6nemli olacag konusunda hemfikiriz.

25. Bu goriismelerin sonunda neler
yaparak degisebilecegimi daha iyi

B3 ¢4

26. Terapistim ve ben birbirimize
giiveniyoruz.

27. Terapistim ve ben sorunlarimin neler
oldugu konusunda farkl diisiiniiyoruz.

28. Terapistimle olan iliskim benim igin
gok onemli.

36. Onun onaylamadig seyler yaptigimda
da terapistimin  beni  Gnemsedigini
hissediyorum.
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10.

11.

12.
13.

14.
15.
16.
17.
18.
19.
20.
21.

22.
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Teknoloji Kabul ve Kullanim Birlestirilmis Modeli (")lg:egi

Online terapi arag ve ortamlarinin psikoterapi mesleginde isimi kolaylastiracagini
distintiyorum.

Online terapi arag¢ ve ortamlar: programlar: benim icin 6nemli seylere ulasma sansim
arttiracaktir.

Online terapi arag¢ ve ortamlari isleri daha hizh bitirmeme yardimci olacaktir.

Online terapi arag ve ortamlar1 benim tiretkenligimi arttiracaktir.

Online terapi arag ve ortamlarin1 6grenmek benim igin kolay.

Online terapi ara¢ ve ortamlarindan psikoterapist olarak net ve anlasilabilir sonuclar
alabilecegimi diisiiniiyorum.

Online terapi arag ve ortamlarindan psikoterapist olarak yararlanmanin kolay oldugunu
disiintiyorum.

Online terapi arag¢ ve ortamlarinda basarih olmak icin gerekli becerilerimi gelistirmek
benim icin kolay.

Onem verdigim Kisiler Online terapi arag¢ ve ortamlarmin benim icin é6nemli oldugunu
soyliiyorlar.

Davraniglarimda model aldigim kisiler Online terapi arag¢ ve ortamlarinin gerekli oldugunu
soyliyorlar.

Diisiincelerine deger verdigim Kisiler Online terapi ara¢ ve ortamlarini kullanmami tercih
ediyorlar.

Online terapi arag ve ortamlari i¢in gerekli kaynaklara/olanaklara sahibim.

Online terapi arag ve ortamlarini kullanmada basarili olmak igin gerekli bilgi birikimine
sahibim.

Online terapi arag ve ortamlari bildigim diger psikoterapi ortamlar1 ile uyumlu.

Online terapi arag ve ortamlarinda zorluk yasadigimda bagkalarindan yardim alabilirim.
Online terapi arag ve ortamlarini kullanmak eglencelidir.

Online terapi arag ve ortamlarini kullanmak zevklidir.

Online terapi arag ve ortamlarini kullanmak ¢ok keyiflidir.

Online terapi arag ve ortamlarini 6grenmek igin harcadigim ¢aba makuldiir.

Online terapi arag ve ortamlarina verilen paraya deger.

Su anki iicreti ile Online terapi arag¢ ve ortamlarim 6grenmek icin diizenlenen egitimler,
verdigim cabaya degecek hizmetler/imkanlar sunuyor.

Online terapi arag ve ortamlarini kullanmak benim i¢in aligkanlik haline geldi.
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23. Bundan sonra psikoterapi seanslari igin her zaman online terapi arag ve ortamlarini tercih
ederim.
24. Online terapi arag ve ortamlarini kullanmak zorundayim.
25. Online terapi arag ve ortamlar1 benim i¢in yadirgamadigim, dogal bir psikoterapi ortami.
26. Tleride baska Online terapi arac ve ortamlarimi kullanmaya devam etmek niyetindeyim.
27. Gelecekteki online terapi gereksinimleri i¢in baska online goriisme arac
ve ortamlarimi arastiracagim.

28. Online terapi arag ve ortamlarini bol bol kullanmaya devam etmeyi planliyorum.

COVID-19 Alg: Olgegi

1 Bu hastalik sdylendigi kadar tehlikeli degil. (T)

2 Medya salgini abartiyor. (T)

3 Virtiis 6liimciil bir hastaliga neden olmaktadir.

4 Bu hastalik herkese bulasabilir.

5 Kolayca bulasan bir hastaliktir.

6 Hastaligin kadinlara ve erkeklere bulagma olasilig1 benzerdir.

7 Virlis kargo veya aligveris tiriinlerinden bulasabilir.

1 Bu hastalik gelismis tilkelerin ortaya koydugu politik bir oyundur.

2 Bu salgimin nedeni gelismis tlilkelerin ilag ve as1 satma ¢abasidir.

3 Bu viriis ekonomik sisteme katki saglamak i¢in bilingli olarak yayildi
4 Bu hastalik biyolojik bir silah olarak iiretildi.

5 Bu salgin biiyiik bir deneyin parcasidir.

6 Bu hastaligin nedeni ekonomik krizdir.

7 Cevre kirliligi hastaligin 6nemli nedenlerinden biridir

8 Salginin nedenlerinden biri su kaynaklarinin kirlenmesidir

9 Bu hastalik sagliksiz yagam tarzinin bir sonucudur.

10 Kiiresel 1sinma salginin nedenlerinden bir tanesidir.

11 Bu tiir salginlar tabiatin dengesini kurmasi ¢abasidir.

12 Bu tiir salginlar toplumun dinden uzaklagsmasina kars1 Tanriin verdigi bir cezadir.
13 Bu salgin toplumsal bozulmaya kars1 Tanrinin bir gazabidir.

14 Bu salgin kaderimizde var.



Ulkemizdeki 6nleyici calismalar yeterlidir

Hastaligin yayilmasini durdurmak icin yapilanlar yeterlidir

Hastalikla miicadele i¢in saglik kurumlarinin yaptig1 calismalar yeterlidir
Diinyadaki onleyici ¢alismalar yeterlidir

Kisisel temizligime dikkat edersem hastalik bana bulagsmaz

Beslenmeme dikkat edersem bu hastalik beni etkilemez

Hastaliktan kisisel tedbirler alarak korunmak miimkiindiir

Salgin1 durdurmak i¢in herkesin ellerini sik¢a yikamasi yeterli olur
Hastaliga yakalanmak kisinin kendi elinde degildir. (T)

Gormedigin bir viriisten kaginmak miimkiin degildir. (T)

Ne kadar 6nlem alinirsa alinsin hastaligin bulasmasini engelleyemeyebiliriz. (T)

Alacagim kisisel tedbirler hastaliktan korunmam i¢in yetersiz kalir. (T)

Hastalikla ilgili haberlere maruz kaldiginizda dikkatinizi bagka yere ¢evirmek
Hastalikla ilgili konulardan so6z edilirken baska seyler diistinmek

Salginla ilgili haberleri okumamak

TV’de hastalikla ilgili haberler ¢iktiginda kanali degistirmek

Hastalikla ilgili konusmalar1 sonlandirmak i¢in konuyu degistirmek
Davranigsal Kaginma

Hasta olmamak i¢in tanidiginiz insanlarla selamlasirken onlar1 6pmemek
Hasta olmamak i¢in sosyal etkinliklere katilmamak (sinema, tiyatro vs.)
Hasta olmamak i¢in toplu tasima araglarina binmemek

Hasta olmamak i¢in tanidiginiz insanlarla selamlasirken ellerini sikmamak

Hasta olmamak icin umumi tuvaletleri kullanmamak

Ailemdekilerin bu hastalikla ilgili gelistirilecek/gelistirilen asiy1 olmasini isterim
[k firsatta bu hastalikla ilgili gelistirilecek/gelistirilen asty1 olmak isterim
Bence herkes bu hastalikla ilgili gelistirilecek/gelistirilen asiy1 yaptirmali

Gelistirilecek/gelistirilen as1 hakkinda yapilan a¢iklamalara giiveniyorum

Gelistirilecek/gelistirilen as1 hastaligin bulasmasina neden olabilir. (T)

Gelistirilecek/gelistirilen asinin koruyucu etkisinin olmayacagini/olmadigini

diisiiniiyorum. (T)
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Gelistirilecek/gelistirilen as1 tehlikelidir. (T)
Gelistirilecek/gelistirilen asinin etkililigi yeterince test edilmeyecegini/edilmedigini
distintyorum. (T)

As1 olmadan da salgini atlatabilecegimi diistiniiyorum. (T)
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