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ABSTRACT

The Effectiveness of Culturally Adapted Cognitive Behavioral Intervention in
Reducing Psychological Distress of COVID-19 Survivors
Talya Oztiirk
Master of Arts in Clinical Psychology

December 28, 2022

Survivors of the infectious diseases are at an increased risk of mental problems both
in the short- and long-term, as observed in the epidemics of the severe acute respiratory
syndrome (SARS), the Middle East respiratory syndrome (MERS) as well as the novel
coronavirus disease (COVID-19). However, to our knowledge, there is a dearth of high-
quality research investigating the effectiveness of mental health interventions targeting
psychological problems of COVID-19 survivors. We, therefore, conducted a randomized
controlled trial (RCT) to investigate whether the online-delivered, group-based culturally
adapted cognitive behavioral intervention (CA-CBI) would be effective in improving the
levels of psychological distress in addition to a range of secondary outcomes in COVID-19
survivors at a one-month follow-up assessment. 34 participants with elevated levels of
psychological distress were randomly assigned to CA-CBI or enhanced treatment as usual
(ETAU). In the intention-to-treat analysis, we found that the CA-CBI significantly
improved depressive symptoms (d = 0.8) and environmental quality of life (d = 0.8) over
ETAU at the one-month follow-up. While within-group differences were observed in
psychological distress, anxiety, post-traumatic stress symptoms, and psychological quality
of life in favor of the intervention group, no differences were detected for somatic
symptoms, and quality of life related to physical health and social relationships.
Considering that the study was not powered to detect significant effects on each outcome
measure, these results suggest that CA-CBI seems to be promising in improving the mental
health problems of survivors of infectious diseases. In the future, the findings should be
tested with fully powered RCTs.

Key Words: COVID-19 survivors, psychological distress, culturally adapted cognitive
behavioral intervention, mental health intervention
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OZETCE

COVID-19 Gecirmis ve Iyilesmis Bireylerde Psikolojik Stresi Azaltmaya Yonelik
Kiiltiire Uyarlanmis Bilissel Davramis¢1 Miidahale’nin Etkililigi
Talya Oztiirk
Klinik Psikoloji, Yiiksek Lisans
28 Arahk 2022

Siddetli akut solunum yolu sendromu (SARS), Orta Dogu solunum sendromu
(MERS) ve yeni Koronaviriis hastaligi (COVID-19) salginlarinda da gozlemlendigi gibi,
bulasici hastaliklardan kurtulanlarin hem kisa hem de uzun vadede ruhsal saglik sorunlari
gelistirme riski 6nemli dl¢lide artmistir. Bununla birlikte, bildigimiz kadaryla, literatiirde
COVID-19 enfeksiyonu gegirenleri hedef alan ruh sagligi miidahalelerinin etkililigini
arastiran kaliteli aragtirmalar yetersiz diizeydedir. Bu nedenle, ¢evrimigi ve grup tabanli,
kiiltiire uyarlanmis biligsel davranig¢r miidahalenin (KU-BDM) COVID-19
enfeksiyonundan kurtulanlarin psikolojik stres seviyelerini ve bir dizi ikincil sonucu bir
aylik bir takip siirecinde iyilestirmede etkililigini aragtirmak amaciyla randomize kontrollii
bir caligma yiiriittiik. Yiikselmis diizeyde psikolojik stres seviyesine sahip 34 katilime1
rastgele olarak KU-BDM’ye veya gelistirilmis her zamanki tedaviye atandi. Tedavi
amacina yonelik analizde, KU-BDM'nin gelistirilmis her zamanki tedaviye gére depresif
semptomlar1 (d = 0.8) ve cevresel yasam kalitesini (d = 0.8) bir aylik takip siirecinde
onemli dl¢ilide iyilestirdigini bulduk. Sadece miidahale grubunda psikolojik stres, kaygi,
travma sonrast stres belirtileri ve psikolojik yasam kalitesinde grup ici farkliliklar
gozlenirken, somatik belirtilerde ve fiziksel saglik ve sosyal iligkilere iligkin yasam
kalitesinde fark saptanmadi. Bu ¢alismanin her bir sonug tizerinde 6nemli bir etki
saptayabilmek i¢in yeterli istatistiksel giice sahip olmadig1 goz 6niine alindiginda, sonuglar
KU-BDM ’nin bulasic1 hastaliklardan kurtulanlarin ruh sagligi sorunlarini iyilestirme
konusunda umut verici goriindiiglinii géstermektedir. Gelecekte, bu bulgular tamamen
giiclii randomize kontrollii calismalarla test edilmelidir.

Anahtar Kelimeler: COVID-19 enfeksiyonundan kurtulanlar, psikolojik stres, kiiltiire
uyarlanmis biligsel davranis¢1 miidahale, ruh saglig1 miidahaleleri
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Introduction 1

Chapter 1:
INTRODUCTION

1.1. The Coronavirus Infection

A novel coronavirus disease (COVID-19) was identified by the World Health
Organization (WHO) in January 2020. After the assessment of WHO, COVID-19 started to
be portrayed as a pandemic in March 2020 (WHO, 2020). The new coronavirus has rapidly
spread worldwide and led to a considerable rise in hospitalizations due to pneumonia
accompanied by multiorgan failure (Wiersinga et al., 2020). The common symptoms of
COVID-19 were reported as fever, cough, difficulty in breathing, fatigue, aches, loss of
taste or smell, congestion, nausea or vomiting, and diarrhea, all of which can vary between
mild to severe in different cases (Centers for Disease Control and Prevention [CDC], 2021).
As of November 11, 2022, there have been over 630 million confirmed cases of COVID-19

and over 6 million deaths due to the disease worldwide (WHO, 2022).

1.1.1. COVID-19 and Mental Health

The COVID-19 pandemic has resulted in a vast amount of psychological impact
worldwide (Luo et al., 2020). While the risk factors associated with mental health problems
(i.e., financial insecurity, unemployment, fear) have risen during the COVID-19 pandemic;
the protective factors (i.e., social connectedness, engagement to work and education,
physical exercise, daily routine, access to health services) were significantly decreased (The
Organization for Economic Co-operation and Development [OECD], 2021). Gruber et al.
(2020) discussed three unique ways that the COVID-19 pandemic can harm mental health.
First, the long and uncertain pandemic process, the interruptions of daily routines, and

having struggles with meeting short- and long-term demands due to lack of resources might
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have an unfavorable impact on mental health. Second, the COVID-19 pandemic has a
multi-faceted characteristic in which it simultaneously influences several layers including
individual, family, educational or job-related areas, as well as the healthcare system. On the
more wide-ranging side, these effects accompany the changes in the macrosystem such as
the aggravation of political problems, socioeconomic inequalities, and belief systems that
cultivate discrimination and preconceptions. Third, the fact that the protective factors
against stress such as pleasurable activities, social connections, or behavioral activation are
restricted due to physical distancing measures plays an essential role in psychological
health.

Compared to the times before the COVID-19 pandemic, global incidences of mental
health problems have increased during the pandemic (Nochaiwong et al., 2021). The
reports included psychological problems such as depression, anxiety, post-traumatic stress,
psychological distress, and sleep problems. With the rise of mental health problems, the
COVID-19 epidemic has generated a “parallel” epidemic (Yao et al., 2020), which
underlines an urgent priority to investigate the mental health outcomes of the COVID-19
pandemic and the possible ways to alleviate these mental health problems under the
pandemic conditions (Holmes et al., 2020). Wang et al. (2020) identified several risk
factors that are associated with psychological distress within the scope of the pandemic.
These factors are sorted as follows: being women, being younger, having lower levels of
socioeconomic status, living in rural regions, and being at a high risk of COVID-19
infection (inc. suspected or confirmed infection, history of medical or psychiatric disorders,
living in areas with high incidences).

1.1.2. Survivors of the COVID-19 Infection
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Individuals who have suspected or confirmed COVID-19 infection tended to be
more vulnerable to developing psychological distress (Wang et al., 2020). Liu et al. (2021)
revealed that individuals who are infected with COVID-19 had the highest prevalence of
mental health problems as compared to the general population and healthcare workers. Not
only during the infection but also after recovery, the survivors had a significantly increased
risk of developing psychiatric conditions, including mood and anxiety disorders, substance-
use disorders, and insomnia during the 6-month period, even when compared with those
who had other respiratory tract infections (Taquet et al., 2021). Both in the acute and long-
term phases, Amdal et al. (2021) argued that the COVID-19 infection can have major
implications for patients and their families as a result of the complexity of symptoms and
functional impairments associated with the disease.

According to the CDC, some patients who have recovered from COVID-19
experience post-COVID conditions in which they suffer from new, recurring, or enduring
health issues after one month of the first infection (CDC, 2021). Although this situation,
named post-COVID syndrome (PCS), still requires further investigation, it is known that
there is heterogeneity in terms of symptoms and durations of health problems. These
conditions are observed as different combinations of new or ongoing symptoms, multiorgan
effects or autoimmune conditions, and the effects of hospitalization and intensive care unit
(ICU) such as exhaustion, cognitive problems, and post-traumatic stress disorder (PTSD),
(CDC, 2021). Malik et al. (2022) revealed that more than half of the post-COVID-19
patients had poor quality of life in which they experienced health problems such as pain,
discomfort, anxiety, depression, problems with mobility and daily activities, and self-care

issues. In PCS, the most widespread lasting symptoms were fatigue, dyspnea, anosmia,
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cough, sleep problems, arthralgia, headache, and problems with mental health such as
PTSD (Malik et al., 2022).
1.2. Previous Epidemics and Mental Health Problems

Mental health outcomes of survivors of infectious diseases have been largely
studied in the scope of different outbreaks, including the severe acute respiratory syndrome
(SARS) and the Middle East respiratory syndrome (MERS). The prevalence of mental
health problems including psychological distress, depression, anxiety, PTSD, and fatigue
was high among the survivors of SARS and MERS, in addition to their reports of sleep
problems, dramatic mood swings, recalling traumatic memories, fatigue, impaired
concentration and memory at a follow-up stage up to 39 months after recovery (Lee et al.,
2007; Rogers et al., 2020). In a study conducted with MERS survivors, it has been revealed
that PTSD was reported even after 12 months of recovery from the infection (Park et al.,
2020). Similarly, somatization and anxiety observed in SARS survivors remained elevated
at mild levels after 12 months of discharge (Xie et al., 2021). In line with this burden, a
long-term study examining the clinical outcomes in SARS and MERS survivors revealed
that health-related quality of life was in significant decline at 6-months after the infection,
and improved only slightly after this period, putting the survivors below the average of the
normal population and individuals with chronic conditions (Ahmed et al., 2020).

The implications of previous and current epidemics imply that individuals who were
infected with COVID-19 should be considered to be in need of urgent intervention (Wang

et al., 2020).

1.3. Mental Health Treatment
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Mental health interventions have been effectively applied to different groups such
as healthcare workers and people with chronic diseases in earlier epidemics (Cole et al.,
2020; Ng et al., 2006; Waterman et al., 2018). For the COVID-19 pandemic, even though
hospitalized COVID-19 patients were targeted with mental health interventions in hospital
settings, a systematic review concluded that due to the high risk of bias and poor reporting,
it was difficult to draw reliable conclusions based on the included trials (Tasleem et al.,
2022). Thus, researchers highlighted the need to conduct well-designed studies to provide
mental health care within the scope of the COVID-19 pandemic. Likewise, another meta-
analysis underlined the paucity of high-quality randomized controlled trials (RCTs) aiming
to explore psychological interventions during the COVID-19 pandemic (Damiano et al.,
2021). Therefore, to the best of our knowledge, there is a need to develop mental health
interventions tailored to the psychological problems of COVID-19 survivors.

Nevertheless, Jaywant et al. (2022) proposed that cognitive-behavioral interventions
can be implemented for COVID-19 survivors or survivors of other infectious diseases with
the purpose of improving their mental health problems.

1.3.1. Telemental Health Interventions

To decrease the prevalence of mental health problems and support well-being, it is
important to develop interventions that are appropriate to pandemic conditions (Holmes et
al., 2020). Corresponding to this, Yue et al. (2020) suggested that more evidence-based
psychosocial interventions should be implemented via online services considering the
COVID-19 pandemic and future epidemics of other infectious diseases since digital health

interventions can support and broaden the already existing traditional interventions in
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consideration of the public health measures such as physical distancing and isolation
(Soklaridis et al., 2020).

One of the digital tools is telemental health services, which can be described as
delivering mental health services through the utilization of phone calls, texting, or
videoconferences (National Institute of Mental Health [NIMH], 2021). One meta-analysis
revealed that mental health outcomes were not significantly changed between
videoconferencing and in-person mental health services (Batastini et al., 2021). Yet,
adopting telemental health services implies some benefits and limitations for the service
users (Madigan et al., 2021). In general, providing mental health services through online
channels is expected to lower potential inequalities and help reach more individuals in
need. This is because telemental health services can outreach the challenges of physical
distancing measures while guaranteeing the medical welfare of each party. Additionally,
despite the temporary interruption of some mental health services during the pandemic such
as university clinics or centers, individuals are ensured that access to help is still possible
via different modes of delivery. Moreover, it can reduce the amount of time that has to be
waited due to long waitlists in mental health clinics. Further, individuals residing in rural
areas also have an opportunity to apply psychological services through telemental health.
Lastly, telemental health can shorten the financial cost of mental health services, which is
already a heated issue, especially during the pandemic. On the other hand, Madigan et al.
(2021) also defined some limitations, such as lack of access or affordability to the Internet
or technological devices due to limited economic resources or capacity, confidentiality
issues because of not having private spaces in houses, and having difficulty in observing
clients’ facial or behavioral expressions, particularly if the mode of delivery is lacking a

video call.
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Nevertheless, the implementation of telemental health services is highly crucial in
the scope of disasters and nationwide and worldwide crises (Whaibeh et al., 2020). In fact,
reports pointed out a rising trend in the use of telemental health services during the
COVID-19 pandemic (Abraham et al., 2021; Zhu et al., 2021). Within the scope of the
COVID-19 pandemic, telemental health services have been used with different aims via
different formats such as videoconferencing group interventions to decrease the levels of
psychological distress through Problem Management Plus (PM+) program (Bryant et al.,
2022), to lower psychological distress in older adults by teaching cognitive behavioral
techniques and mindfulness skills (Shapira et al., 2021), to reduce depression and anxiety
symptoms of university students through a mindfulness program (Simonsson et al., 2021);
to improve psychological outcomes in patients with type 2 diabetes via telephone calls
(Alessi et al., 2021) and to reduce loneliness, depression, and anxiety in adults via

empathy-focused telephone calls (Kahlon et al., 2021).

1.3.2. Group Interventions

In group psychotherapy, therapeutic interventions are implemented in a group of
patients (Vinogradov & Yalom, 1989). There are different types of interactions observed in
group therapy among the group members including the interaction between members,
between members and the group, and between members and the leader (Norcross &
Lambert, 2019). Given the multiple relationships and their interactions within the therapy,
it has been suggested that the most unique aspect that distinguishes group therapy from
individual therapy is the relationship between the group since it can be considered as a
mechanism of change by itself (Vinogradov & Yalom, 1989). Group psychotherapy can be

practiced differently based on the clinical setting, the goals of the group, and the allocated
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time frame. Although the clinical setting in group therapy is mostly separated as inpatient
or outpatient groups, the spectrum can actually be more diverse, for example, trauma
groups held in trauma care centers or veterans outreach centers, as well as medical support
groups carried out in hospitals can be considered as other examples of group settings.

Given that there is ample empirical evidence showing group psychotherapy as an
evidence-based treatment form, the American Psychological Association (APA)
acknowledged group psychotherapy as a specialty in 2018 (Janis et al., 2021). In a meta-
analysis that compares individual and group psychotherapy across several disorders, no
differences were observed between the two formats in terms of the level of treatment
acceptance, remission, dropout, and improvement in outcomes (Burlingame et al., 2016). In
times when adequate psychological care cannot be provided, group therapy is a cost-
effective option since therapists’ time allocated to each patient significantly reduces in
these treatment modalities (Barkowski et al., 2020).

Meta-analytic findings support the use of group treatment in clinical practice by
indicating that group treatment is not only cost-effective but also, an effective treatment
modality for several clinical conditions, including mood disorders (Janis et al., 2021),
anxiety disorders (Barkowski et al., 2020), PTSD (Schwartze et al., 2017), obsessive-
compulsive disorder (Schwartze et al., 2016), substance use disorders (Lo Coco et al.,
2019), eating disorders (Grenon et al., 2017), borderline personality disorder (McLaughlin
et al., 2019), and schizophrenia (Burlingame et al., 2020). Specifically, group treatment for
depression yielded significantly better results compared to waitlist control and treatment as
usual (TAU) conditions and reached negligible differences with the medication conditions
(Janis et al., 2021). For anxiety disorders, Barkowski et al. (2020) revealed large effect

sizes in favor of group treatment compared to no-treatment control conditions both for the
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primary and secondary outcomes, and equivalent outcomes in comparison to active control
groups and other treatment modalities, including individual psychotherapy and medication.
Similarly, group treatment for PTSD produced medium to large effect sizes compared to
passive control groups and no differences compared to active control groups (Schwartze et
al., 2017). Given that group therapy is at least as equivalent as other treatment forms and
active control conditions across several disorders, Rosendahl et al. (2021) recommended
that its clinical use should be encouraged in mental health settings.
1.3.3. Transdiagnostic Interventions

In line with the notion of the Research Domain Criteria (RDoC) published by the
NIMH, the mechanisms that could contribute to the development or maintenance of
psychiatric disorders should start to be further emphasized instead of symptom-based
classifications (Cuthbert & Insel, 2013). Even though the taxonomic approach depicted in
the current diagnostic systems allows us to communicate from a common language, there is
a consensus that this approach exceeds the current evidence on the structure of
psychopathology (Insel, 2014; Kotov et al., 2017). Since the taxonomies do not clearly
depend on structural research or a clear grasp of the etiology of mental disorders, these
approaches can sometimes fail to represent psychopathology in an accurate way (Kotov et
al., 2017). Therefore, there is a gathering notion that the taxonomy approach continues to
be used in the exchange for diagnostic validity, and that there may be inaccurately
established boundaries between minor variations of broader underlying syndromes (Barlow
et al., 2016). Instead of the diagnostic approach, there is, now, an emerging collaboration

for a “‘transdiagnostic’’ approach that goes beyond the already existing traditional
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diagnostic categories and sheds light on new perspectives for understanding mental health
problems (Dalgleish et al., 2020).

Transdiagnostic interventions refer to the unified treatment modalities that utilize
the same treatment protocols across different mental health disorders without applying any
tailor-made protocol based on a particular diagnosis (McEvoy et al., 2009). A unified
approach, in that sense, seems more flexible for individuals to define and dispute their
different problematic thoughts and behaviors that may result in the same emotional
consequence depending on different signals from the environment, and that cause different
emotional consequences. Taking the high rates of comorbidity into account, this approach
postulates that emotional disorders have major commonalities in etiology and latent
structures, and instead of the differences, the significant overlap among these disorders
should be emphasized (Barlow et al., 2016; Wilamowska et al., 2010). As an etiological
mechanism, Barlow et al. (2000) proposed the “triple vulnerability theory” for emotional
disorders. This model is comprised of three layers: a generalized biological vulnerability
regarding the heritable contributions such as temperament, a generalized psychological
vulnerability learned through early life experiences associated with the development of a
sense of control over the environment, and lastly, a specific psychological vulnerability that
can be derived from learning anxiety over specific objects or situations (Barlow, 2000).

Barlow et al. (2013) proposed that there are underlying core processes across mental
health problems, and it is possible that treatments utilizing these core processes as
mechanisms of change can yield clinically significant improvements. Some mechanisms of
change across transdiagnostic treatments have been suggested as emotion regulation (Sloan

et al., 2017), psychological flexibility (Levin et al., 2014), perfectionism (Egan et al.,
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2011), anxiety sensitivity (Naragon-Gainey, 2010), and attentional bias (Mathews &
Macleod, 2005).

Meta-analyses revealed the effectiveness of transdiagnostic cognitive behavioral
therapies (CBT) with large effect sizes in decreasing primary or comorbid depressive and
anxiety disorders, or subclinical conditions of depression and/or anxiety, as well as with
moderate effect sizes in improving quality of life (Garcia-Escalera et al., 2016; Newby et
al., 2015). Furthermore, previous research found that transdiagnostic treatments were as
effective as disorder-specific treatments for anxiety disorders (Newby et al., 2015; Pearl &
Norton, 2017), and outperform disorder-specific treatments on depression with small
effects (Newby et al., 2015). Garcia-Escalera et al. (2016), on the other hand, found that
transdiagnostic CBT was superior to disorder-specific CBT for depression and anxiety in
their meta-analysis. Despite some heterogeneity in results, there is evidence that
transdiagnostic treatments are at least as efficacious as disorder-specific treatments in
reducing anxiety and depression and improving quality of life.

1.3.4. Culturally Adapted Interventions

Diagnostic and intervention procedures are affected by cultural and contextual
factors (Alegria & McGuire, 2003; Canino & Alegria, 2008) since evidence suggests that
mental health problems are generally formulated in different ways in non-Western cultures
than the biopsychosocial approach depicted in Western cultures (Soklaridis et al., 2020).
Consistently, the APA also acknowledged the importance of cultural considerations within
the context of evidence-based practice in psychology (Whaley & Davis, 2007). Even
though a systematic approach to treating mental health problems is beneficial for providing

clinicians and researchers a structured base, as well as for promoting treatment
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accountability, such a standardized approach is conflicting with delivering a competent
practice and therefore, can escalate the risk of underestimating diverse backgrounds (Bernal
et al., 2009). To overcome this imbalance and make effective treatment available for all
individuals, the use of cultural adaptation procedures is highly recommended. Cultural
adaptation was defined as the modification of an evidence-based treatment to adjust the
provided mental health service to the cultural values of the target group (Whaley & Davis,
2007). These modifications can be made in any part of the treatment such as the service
delivery format, the nature of the therapeutic alliance, or treatment components.

Sue et al. (2009) classified cultural adaptation into three categories: the qualities of
therapists, the content of the intervention, and the intervention process. The former requires
therapists to display cultural awareness, knowledge, and necessary skills to provide a
culturally competent mental health service. Adaptations to the content include addressing
the cultural issues and culture-specific experiences of the target group during the
intervention. Lastly, the process mostly emphasizes the interactions among the client,
therapist, and intervention during the treatment.

Hinton and Patel (2017) suggested several methods to culturally adapt cognitive
behavioral therapies to different cultural groups. These methods rely on explanatory model
bridging, which refers to prioritizing patients’ understanding of the disorder and modifying
the treatment considering their explanatory model. Based on the work done, it is
recommended that clinicians should first create positive expectancy by presenting the
treatment as it effectively deals with patients’ certain concerns such as culture-specific
symptoms and syndromes. Also, culturally salient catastrophic cognitions that patients
attribute to these symptoms and syndromes should be addressed during the treatment. For

example, Hinton and Patel (2017) highlighted that certain features of psychopathology may
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be of great importance for different cultural groups and should be addressed in culturally
adapted treatments. In fact, Ma-Kellams (2014) reported that individuals from non-Western
cultures are more prone to display increased levels of somatic awareness and are less likely
to accurately identify interoceptive cues in their inner body. Second, to implement the
treatment in a culturally sensitive manner, culturally congruent metaphors, proverbs,
stories, and analogies should be used while delivering the CBT interventions (Hinton &
Patel, 2017). Third, since cultures have particular explanations for the development of
psychopathological symptoms that can be ranged from local psychological customs to
religious practices, CBT techniques should be reframed according to these local
explanations. Similarly, cultures also have certain ways to alleviate the distress that could
have a therapeutic value within the treatment; therefore, these self-help methods and
resources should be supported and integrated into the treatment when possible. Fourth, a
positive sense of self-esteem and self-efficacy in patients should be promoted by using
culturally accepted positive self-images during the treatment. Fifth, it is essential to be
aware and knowledgeable of certain stress factors for each culture and to teach specific
coping methods for those stressors. Sixth, while adapting treatment to different cultures,
tolerability and cultural appropriateness of certain CBT techniques should also be taken
into account. For example, Hinton and Patel (2017) proposed to use interoceptive exposure
technique with reassociation in which the targeted somatic sensation is tried to be
reassociated with a positive culturally appropriate image; and to teach emotion regulation
techniques before exposing the patients to the traumatic memory with the aim of enhancing
tolerability and acceptability of the intervention. Seventh, self-stigmatization should be
addressed and reduced by providing psychoeducation and normalization about

psychological disorders. Lastly, the authors suggested terminating the treatment by asking
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patients to perform a cultural transitional ritual in order to promote the expectancy of
recovery and create a positive self-image.

It has been claimed that psychological interventions developed mostly in Western
cultures can restrict the applicability of the interventions in minority groups and other non-
Western cultures (Chowdhary et al., 2014; Naeem et al., 2019). Indeed, meta-analytic
studies revealed that culturally adapted psychotherapy yields significantly greater results
compared to non-adaptive psychotherapy among ethnic and racial minority groups
(Arundell et al., 2021; Benish et al., 2011). Not only for ethnic and racial minority groups
but also for the Turkish population, some studies pointed out a lack of effectiveness of

regular CBT (Renner & Berry, 2011; Sleptsova et al., 2013).

1.3.5. Culturally Adapted CBT

Culturally adapted CBT (CA-CBT) was developed to overcome the difficulties
behind administering standard CBT treatments to non-Western cultural groups (Hinton et
al., 2004). These difficulties include common somatic symptoms, cultural traditions about
conceptualizations of mental health and culture-specific meanings of symptoms, and stigma
about mental health problems among non-Western populations (Acarturk et al., 2019). In
addition to managing these difficulties, adapting CBT to a specific culture has been known
to promote treatment adherence and acceptability among the cultural group (Hinton &
Patel, 2017). During the treatment, culturally appropriate metaphors and analogies are
frequently used to enhance acceptance and positive expectancy among the target population
(Jalal et al., 2018). Also, CA-CBT enables less educated individuals to access mental health

services and less specialized psychologists to provide the treatment.
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CA-CBT is a transdiagnostic method emphasizing shared psychological factors that
influence the maintenance of mental health problems (Kananian et al., 2020). As
mechanisms of change, CA-CBT stresses the significance of emotion regulation and
psychological flexibility (Hinton et al., 2012) which have been elucidated with the help of
the multiplex model of anxious-depressive distress (Acarturk et al., 2019). According to
this model, certain triggers of distress produce a range of distress symptoms such as anger,
dizziness, and reduced concentration. Experiencing these symptoms facilitates recalling
adverse memories and producing catastrophic cognitions about the arousal symptoms,
which in turn, leads to more distress symptoms. Within this model, emotion regulation and
psychological flexibility affect each process in a way that increased levels of emotion
regulation ability and psychological flexibility indicate an improved self-soothing capacity
and reduced arousal (Acarturk et al., 2019; Hinton et al., 2012). Throughout the treatment,
emotion regulation is promoted by acceptance and mindfulness techniques that are
embedded in anxiety, trauma, and anger protocols with the purpose of enhancing the
tolerability of negative affect (Hinton et al., 2011). Psychological flexibility is aimed to
increase through teaching individuals distancing from emotions, switching between
emotions, applied stretching along with self-statements of flexibility, and ways to decrease
anxious state which is known to be associated with rigid reactions and restricted attention
(Hinton et al., 2012). The manual also addresses comorbid psychological problems
including somatic complaints, anger, anxiety-related issues such as worry and panic
attacks, as well as sleep problems (Jalal et al., 2018). To address marked somatic
sensations, CA-CBT utilizes interoceptive exposure techniques in which somatic sensations

are targeted and reassociated with positive imageries or memories.
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CA-CBT has been demonstrated to be effective across diverse cultural groups
including Vietnamese and Cambodian refugees, Latino women, Turkish adolescents, South
African indigenous groups, and Syrian refugee women (Hinton et al., 2004, 2005; Hinton et

al., 2011; Acarturk et al., 2019; Jalal et al., 2020; Eskici et al., 2021).

Turkish Adaptation of CA-CBT

Acarturk at al. (2019) have adapted the CA-CBT into a Turkish adolescent
population with mood and anxiety disorders displaying resistance to selective serotonin
reuptake inhibitor (SSRI). As explained in the section 1.3.4., the Turkish adaptation was
conducted considering the following steps: Determining culture-specific symptoms and
syndromes (e.g., bodily symptoms, ruminative thinking, sleep paralysis, being afraid of jinn
attacks or evil eye, etc.) to create positive expectancy, normalizing the disorder to enhance
treatment acceptance and decrease stigma (e.g., naming “soul illness” instead of “brain
illness” to mental health problems), teaching distancing from emotions through the
metaphor of “inner child”, promoting positive self-imagery, emotion regulation, and
psychological flexibility through using loving-kindness meditation and culturally
appropriate metaphors (e.g., “flexible tree” as a self image, imaging the inner child as a
positive character from popular culture), teaching attentional focus and mindfulness
exercises (e.g., the use of “channel surfing” metaphor, mindful tea or Turkish coffee
drinking, and facial-expression mindfulness practices), applying interoceptive exposure
techniques and reassociation of the somatic symptom with positive images, providing
psychoeducation about disorders and promoting the use of self-help strategies and
resources, and lastly suggesting a cultural transitional ritual (e.g., taking a traditional long

bath) at the end of treatment.
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1.3.6. Culturally Adapted Cognitive Behavioral Intervention for the Present Study

Sessions

Originally, the CA-CBT manual involves 14 sessions with each session continuing
for almost an hour (Hinton et al., 2013). Considering the feasibility and risk of drop-out, the
number of sessions was reduced to eight while the duration of each session increased to
approximately two hours. Also, instead of providing weekly sessions, sessions are planned
twice a week to be conducted on the Zoom platform. An introductory session named
“Session 0” was added with the purpose of meeting with participants, presenting the
intervention process, discussing the group rules, and addressing participants’ questions and
concerns before starting the intervention. Given that CA-CBT is a manualized treatment,
the sessions are structured in a particular way (Hinton et al., 2013). The session structure is
as follows: Homework review, elicitation of specific mood states, practicing the related
protocol, core lessons, applied stretching, and homework assignment which mostly
involves practicing mindfulness and stretching (Acarturk et al., 2019). Each session starts
with a homework review in which participants are asked to share their experiences about
the homework given in the previous session. Next, participants are asked questions about
whether they have felt certain mood states discussed in the previous session during the
week, and if they were, how they experienced and coped with those mood states.
Depending on the experiences of participants, they practice the related protocol which is
discussed in the next section in more detail. Following the practice of the protocols, the
core lessons that target the main subjects of each session start. After the core lessons,
participants are trained in applied stretching which involves learning how to apply muscle

relaxation and stretching to each body part from head to feet. Participants are recommended

17



Introduction 18

to apply the exercises at the end of each session as well as at times before sleeping and
when feeling anxious. At the end of each session, participants are assigned homework in
which they are instructed to practice the techniques they learned in that session until the
next meeting. In addition to the techniques in the original manual, certain components (i.e.,
“wise mind” ability and “teflon-coated pan” metaphor) were added from an unpublished
CA-CBT study conducted with Turkish women suffering from PTSD (Orhan, 2017). Table
1.1 shows the session content of the culturally adapted cognitive behavioral intervention
(CA-CBI) for the present study.

To modify the manual according to COVID-19 survivors, certain issues about
COVID-19 have been included. For example, participants were educated about the
psychological impacts of the COVID-19 infection as well as acute stress reactions after the
infection by conveying a sense of normalization (Isikli, 2020). Catastrophic cognitions
about various psychological or somatic symptoms associated with the infection were
examined and aimed to be changed. Participants’ experiences with COVID-19-related
stigma were explored and they were provided with psychoeducation about the
psychological impact of stigma (Singh et al., 2020). COVID-19-related worry, uncertainty,
and lack of control were also addressed by normalizing the experiences of participants
(Isikli et al., 2020). Participants were taught how to evaluate the rationality of perceived
threats when they feel worried and how to focus on what they can control instead of what
they cannot. Further, they were assisted to cope with the COVID-19-related worry in
multiple ways such as being aware of unreliable information flow; setting the boundaries
between thoughts and facts; distinguishing between the necessary precautions and those
that are excessive; maintaining social relationships and practicing mindfulness exercises.

Participants were also informed about the tendency to think about pandemic-related
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catastrophic scenarios instead of the more possible ones and assisted through thinking
about more realistic evaluations of different scenarios. Lastly, the original manual included
an interoceptive exposure technique named “hyperventilation” in which participants are
asked to breathe rapidly for a period of time until they feel somatic sensations (Hinton &
Patel, 2017). However, this exercise was not recommended to COVID-19 survivors
elsewhere, due to the risk of aggravation of the already existing symptoms such as
shortness of breath or increased pulse (Cassiello-Robbins et al., 2021). Indeed, Jaywant and
colleagues (2022) underlined the importance of flexibility while adjusting certain
techniques for COVID-19 survivors. Therefore, instead of the hyperventilation exercise, the

head rotation exercise was decided to be used with this particular group.

Protocols

As mentioned in the previous section, the beginning of almost every session
consists of elicitation of certain mood states including anxiety, traumatic memories, and
anger. Based on the elicited dysphoric affect, the anxiety protocol, flashback protocol, or
anger protocol is practiced within the session. The anxiety protocol includes applied muscle
stretching followed by positive, flexible imagery. The imagery used at the end of the
protocol depends on the cultural group (Hinton et al., 2012). For the Turkish culture, we
used the imagery of a beach scene where patients are under a beautiful plane tree (Acarturk
et al., 2019). Then, participants are asked to imagine their bodies as the body of a tree and
their heads as the branches dancing in the breeze while rotating their heads. This imagery is
associated with a self-statement of flexibility, “May I flexibly adjust to each situation just

as the body and leaves of the dancing tree are able to adjust to each new breeze”.
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The flashback protocol involves multisensorial mindfulness practices, acceptance
techniques, and loving-kindness meditation (Hinton et al., 2013). Multisensorial
mindfulness enables participants to shift their attention from threats and avoidance to more
pleasant mindsets, which in turn, helps them learn that the attentional object influences
their mood. This also contributes to psychological flexibility. Acceptance techniques start
with allowing participants to feel the pain because of what happened and accept that it was
difficult. Then, they are asked to switch to a compassionate state where they are asked to
feel compassion towards themselves and others, followed by a loving-kindness attitude.
Similar to compassion meditation, through loving-kindness meditation, a certain emotion is
aimed to be produced and directed towards oneself and others in comparison to other
mindfulness meditations.

Lastly, the anger protocol includes multisensorial mindfulness practices, emotion
distancing, and applied stretching associated with self-statements of flexibility (Hinton et
al., 2013). Here, participants are taught how to label the emotion and observe the effects
without attempting to change it. Also, the cloud metaphor is used where the emotions are
compared to clouds in order to convey the message that the anger will pass just as clouds
pass through the sky. To teach participants anger management, culturally appropriate
proverbs are used in the protocol including “Who gets up in anger, sits down with a loss,”

and “Sharp vinegar only damages its container.”
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Table 1.1: Session Content of the CA-CBI

Name of the
session

Introduction to session

Core lessons

Homework assignment

Session 1:
Education about
COVID-19
Related
Symptoms,
Education about
Anxiety-
Depression and
Trauma-Related
Disorders and
The Treatment
and an
Introduction to
Emotion
Regulation
Techniques

Discussing the
treatment
objectives and
creating
positive
expectancy
about the
treatment

Education about the
psychological
component of COVID-
19 and changing the
catastrophic cognitions
about COVID-19-
related psychological
and somatic symptoms
Education about
anxiety-depressive
disorders and trauma-
related disorders and
changing the
catastrophic cognitions
Introducing the “inner
child” metaphor to
explain the limbic
system

Teaching the emotion
regulation techniques
Providing the rationale
of applied stretching,
and teaching applied
stretching exercises

Being aware of
muscle stretching and
practice of applied
stretching exercises.
Practice of emotion
regulation techniques
Practice of
mindfulness with
using the five senses
Attentional object:
leaf movements
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Practice of muscle
e Teaching the “wise relaxation and
mind” ability stretching exercises
e Teaching the analogy of Introduction to
“teflon-coated pan” positive attentional
e Teaching the impacts of objects and
. muscle tension, mindfulness
Session 2: . : .
Muscle changing the Practice of focusing
i e Homework catastrophic cognitions attention on branches
Relaxation and . .
review about somatic symptoms and leaves of trees

Stretching with

associated with muscle

with a self-statement

T " tension, explaining the of flexibility: “May I
benefits of muscle flexibly adjust to
relaxation and stretching each situation just as

e Applying muscle the body and leaves
relaxation and stretching of the dancing tree
with visualization are able to adjust to

each new breeze”.

e Education about
disturbing memories,

Session 3: zg‘?al;%rlgg}filzzeco nitions
Reviewing the p £ Practice of applied
about symptoms . .
Muscle . . stretching exercises
. associated with . .
Relaxation and e Homework Dealing with

Stretching with
Visualisation, the .
Introduction of
the Dysphoria
Protocol,
Education About .
Anxiety-
Depression
Related
Disorders and the
Flashback
Protocol

review
Elicitation of
anxious or
depressive
mood states
Introduction of
the Dysphoria
Protocol

disturbing memories
Elicitation of disturbing
memories

Introduction to the
Flashback Protocol
Using the “inner child”
metaphor to deal with
disturbing memories
Education about
COVID-19 related
stigma

Muscle relaxation and
stretching with
visualization

disturbing memories
with the practice of
emotions of
compassion and
peace, practice of
being in the present
moment with using
five senses or
practice of behavioral
activation.
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e Changing the
catastrophic cognitions
Homework about dizziness .
. Q. _ Being aware of
review e Positively reassociating .
. muscle tension and
Elicitation of symptoms related to e .
. . L practicing applied
Session 4: anxious and dizziness .
. . . stretching
Interoceptive depressive o Interoceptive exposure: .
. Behavioral
Exposure: Head mood states Head rotation o .
: . . . activation: Doing
Rotation Practicing the e Practice of feeling
: . . sports
Dysphoria different emotions and Practice of smilin
Protocol if switching between . g
. exercise
needed emotions
e Education about chest
and abdominal breath
o Education about the
worry cycle
hanging th . .
* Changing - Practice of applied
catastrophic cognitions . .
Homework stretching exercises
X about symptoms related . .
review Practice of behavioral

Session 5: Worry

and Distress

Elicitation of
mood states
Practicing the
Dysphoria
Protocol and
Flashback
Protocol if
needed

to worry

Changing the attentional
focus (Pen example,
“TV channel” metaphor,
and factory example)
Prevention and
treatment of worry
episodes

Behavioral activation
through exercise (wall
push-ups) and
pleasurable activities

activation through
wall push-ups and
pleasurable activities
Practice of smiling
exercises

Practice of walking
meditation to explore
kinesthetic awareness
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Session 6:
Uncertainty and
Control, and The

Treatment of

COVID-19

Related Worry

Homework
review
Elicitation of
mood states
Practicing the
Dysphoria
Protocol and
the Flashback
Protocol if
needed

Teaching positive
attentional objects
(mindful tea or coffee
drinking)

Behavioral activation
through pleasurable
activities

Mindfulness practices:
Living in the moment
(using five senses,
walking meditation,
pleasurable activities,
naming emotions)
Teaching positive and
negative attentional
objects

Tolerance to
uncertainty; acceptance
and adaptation; and
increasing control
Reducing the COVID-
19 related worry

Practice of applied
stretching exercises
Practice of behavioral
activation through
pleasurable activities
Practice of smiling
exercises

Practice of
mindfulness exercises

Session 7: Anger
and Anger
Protocol and
Education about
Breathing
Exercise and Its
Use for
Relaxation

Homework
review
Elicitation of
mood states
Practicing the
Dysphoria
Protocol and
Flashback
Protocol if
needed

Exploring anger-related
processes and education
about anger

Changing the
catastrophic cognitions
about destructive
thoughts related to anger
The relationship
between anger and
traumatic memories
(“two fires” metaphor)
Teaching the Anger
Protocol

Teaching relaxation
through breathing
Reviewing emotion
regulation techniques
Practicing compassion
and joy

Behavioral activation
through exercise and
pleasurable activities

Being aware of
muscle tension and
practicing applied
stretching

Practice of abdominal
breath

Practice of smiling
exercises
Mindfulness
meditation through
using five senses
Walking meditation
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o Exploring somatic

e Homework symptoms
review e Changing catastrophic
o Elicitation of cognitions about L .
Session 8: mood states somatic symptoms * Re(xiflewmg thel Skﬂlts
Somatic e Practicing the e Prevention and ?ﬁlr ijﬁgifiieeam
Complaints and Dysphoria treatment of somatic n tervgé ntion
Sleep Disorders Protocol, symptoms «  Endine the treatment:
and Closure Flashback e Education about and Cul gl ual ’
Protocol, or treatment of nightmares, ultural rituals
Anger Protocol sleep paralysis and night
if needed terror

o Increasing sleep quality

1.4. COVID-19 Pandemic in Turkey

As of November 11, 2022, there have been over 16 million coronavirus cases and
over 100 thousand deaths due to COVID-19 in Turkey (Republic of Turkey Ministry of
Health, 2022). Although the current situation is promising nowadays, in times where this
study first began, there were still more than 170 thousand individuals detected as new
coronavirus cases per day. The literature emphasized the adverse mental health outcomes in
different groups such as healthcare workers (Sahin et al., 2020), university students (Cam et
al., 2021), and children and adolescents (Ma et al., 2021) during the pandemic in Turkey.
Also, the need for psychosocial interventions for high-risk groups was highlighted
(Hacimusalar et al., 2020). However, to the best of our knowledge, RCTs were only
conducted with COVID-19 patients receiving treatment in the hospital to test the
effectiveness of progressive muscle relaxation exercises (Ozlu et al., 2021); nurses working
with COVID-19 patients to investigate the efficacy of one-session, online group Emotional
Freedom Techniques (Dincer & Inangil, 2021); and general population with increased
levels of psychological distress to test the effects of a mobile health application (Akin-Sari

et al., 2022) in Turkey. Therefore, there is also a gap in the literature pointing out mental
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health interventions targeting COVID-19 survivors during the pandemic in Turkey.
Nevertheless, there is evidence that CA-CBT was tested within the Turkish population and
was found to be effective in decreasing adolescents’ anxiety and depression symptoms

(Acarturk et al., 2019).
1.5. Present Study

1.5.1. Goal and Importance

In line with the information provided, it can be concluded that psychological
problems experienced by COVID-19 survivors have to be targeted with mental health
interventions within the COVID-19 pandemic. Therefore, we propose to conduct an RCT to
investigate whether the online-delivered, group-based CA-CBI is effective in decreasing
the levels of psychological distress of COVID-19 survivors at a one-month follow-up
assessment, as compared with ETAU. We primarily aim to reduce the psychological
distress of COVID-19 survivors. Additionally, we aim to decrease a range of secondary
outcomes, including depression, anxiety, post-traumatic stress, and somatization, and to
increase the levels of quality of life.
1.5.2. Hypotheses

We primarily hypothesize that the participants who receive the CA-CBI will have a
significantly higher decrease in psychological distress relative to the participants who
receive ETAU at a one-month follow-up assessment. We also hypothesize that the former
group will have greater symptom reductions across depressive, anxiety, post-traumatic
stress, and somatic symptoms, and a greater improvement in quality of life compared to the

latter group at a one-month follow-up assessment.
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Chapter 2:

METHODS
2.1. Study Design

A parallel-group RCT was conducted between November 2021 and February 2022,
comparing the CA-CBI with the ETAU with measures at pre-test (one week before the
intervention), post-test (one week after the intervention), and follow-up test (one month
after the post-test). Figure 2.1 shows the flowchart of the study design.

Figure 2.1: Flowchart

Recruitment from Uskiidar County Health Department & social media and
online communication channels

Informed consent (IC)

!

Screening assessment
Step 1: Online survey
Step 2: Zoom meeting

Pre-test assessment
(1 week before the intervention)

Intervention group (n = 17) Randomization (N = 34) Control group (n =17)
CA-CBI ETAU

A

Post-test assessment
(1 week after the intervention)

Follow-up assessment
(1 month after the post-test assessment)

Note. CA-CBI — Culturally Adapted Cognitive Behavioral Intervention, ETAU — Enhanced
Treatment as Usual
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2.2. Participants

The inclusion criteria were as follows: (1) Individuals who are 18 years old or
above, (2) Individuals residing in Turkey, (3) Individuals who were infected with COVID-
19 and currently recovered from the disease, (4) Individuals who have elevated levels of
psychological distress (scores > 15 on the Kessler-10 Psychological Distress Scale [K-10]).
Information about the cut-off score is provided under the screening measures.

Individuals who have a severe psychiatric disorder (i.e., psychotic disorders, acute
mania, substance/alcohol addiction), who have cluster B personality disorders (i.e.,
antisocial personality disorder, borderline personality disorder, histrionic personality
disorder, and narcissistic personality disorder), (according to the Structured Clinical
Interview for DSM-5 Disorders [SCID-5-CV] and Structured Clinical Interview for DSM-5
Personality Disorders [SCID-5-PD]) and who have imminent suicidal risk (according to the
Group Problem Management Plus [PM+] Suicide Interview) were excluded.
2.3. Procedure

The study was approved by the Ethics Committee on Human Research of Kog
University (2021.265.IRB1.091) and registered to clinicaltrials.gov (NCT04949061) before
the start of the recruitment process. The recruitment process was conducted in collaboration
with the Uskiidar County Health Department, which is a governmental organization
providing health-related services in Turkey. The participants were recruited from Uskiidar
County Health Department as well as from social media and online communication
channels.

Before the screening procedure, written informed consent (IC) was obtained from

all participants. The screening procedure consisted of two phases. In the first phase, an
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online survey was distributed to potential participants via a Qualtrics link. Participants
agreeing on the IC were able to fill out the survey where they answered questions about
demographics, COVID-19-related data (i.e., infection, recovery, symptoms, etc.),
psychological distress, and possible suicidal ideation. Participants who did not meet the
inclusion criteria were automatically directed to the end of the survey. For those with
suicidal risk, a referral list was generated within the survey containing organizations which
can provide free psychological help for imminent suicide risk. In the second phase, eligible
participants were invited to a structured clinical interview (SCID-5-CV and SCID-5-PD)
conducted through the Zoom platform in order to be assessed for the presence of any severe
psychiatric disorders or Cluster B personality disorders. At the end of the screening
procedure, participants meeting all the inclusion criteria were invited to the intervention
phase. Those who have consent on participating to this phase completed the pre-test
assessment one week before the intervention.

Following the pre-test assessment, participants were randomly assigned into two
groups: (1) intervention group (CA-CBI) or (2) control group (ETAU), with an allocation

ratio of 1:1 via a computer-generated random number list (https://www.randomizer.org/).

Participants in the intervention group received group-based, online-delivered CA-CBI for
eight sessions carried out by two facilitators. Participants in the control group received
ETAU in which they were provided online psychoeducation leaflets about commonly
experienced mental health problems during the COVID-19 pandemic and informed about
centers where they can receive free psychosocial support. Both groups were asked to fill
out the post-test assessment one week after the end of the intervention. One month after the

post-test assessment, they were asked to complete the follow-up assessment. After all
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measures had been completed, participants in the control group willing to take the CA-CBI

received the intervention.
2.4. Measures

2.4.1. Screening Measures
Demographics

The demographic form was developed by the research investigator with the purpose
of collecting information about age, gender, socio-economic status, education levels,
occupations, and medical and psychiatric history. This form consists of 22 questions.
COVID-19 Related Questions

The form was developed by the research investigator with the purpose of collecting
information about the severity of the exposure to COVID-19, the psychosocial impacts of
the exposure to COVID-19, the attitudes towards COVID-19, as well as the precautions
taken against COVID-19. This form consists of 20 questions.
Group Problem Management Plus (PM+) Suicide Interview

The potential suicidal risk was screened out with the PM+ Suicide Interview
developed by WHO (2016) within the context of the PM+ Project. This interview consists
of 3 questions: “In the past month, have you had serious thoughts or a plan to end your
life?”, “Have you taken any actions to end your life?”” and “Do you plan to end your life in
the next two weeks?”. Participants who answered “Yes” to any of these questions were

considered to be at risk of suicide and were excluded from the study.
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Structured Clinical Interview for DSM-5 Disorders (SCID-5-CV) and Structured Clinical
Interview for DSM-5 Personality Disorders (SCID-5-PD)

The SCID-5-CV was used to screen out the severe psychiatric disorders (i.e.,
psychotic disorders, acute mania, substance/alcohol addiction) while the SCID-5-PD was
used to screen out the Cluster B personality disorders (i.e., antisocial personality disorder,
borderline personality disorder, histrionic personality disorder, and narcissistic personality
disorder) among participants. For convenience, we provided the self-reported questionnaire
of the Cluster B personality disorders within the online survey in which participants could
answer if they either have that criteria or not. During the interwiew, we assessed only the
criteria that the participants answered “Yes” in the survey. Both SCID-5-CV and SCID-5-
PD are semi-structured clinical interviews to assess major DSM-5 diagnoses. Elbir et al.
(2018) adapted the SCID-5-CV and Bayad et al. (2021) adapted the SCID-5-PD to Turkish.
They reported that these tools are reliable and valid to use with the Turkish population.
Kessler Psychological Distress Scale (K-10)

K-10 was developed to assess psychological distress (Kessler et al., 2002). Itis a
10-item scale in which the items are rated from 1 ‘‘none of the time’’ to 5 *“all of the time”’
on a 5-point Likert-type scale. Higher scores indicate more severe psychological distress.
Turkish adaptation was conducted by Altun et al. (2019) and they reported the Cronbach’s
alpha as .95.

Sulaiman-Hill and Thompson (2010) proposed that scores between 10 and 15.9
indicate low levels of psychological distress, those between 16 and 21.9 indicate moderate
levels of distress, those between 22 and 29.9 indicate high levels of distress, and scores
above 30 indicate very high levels of distress. In line with the previous research (Acarturk

et al., 2022; de Graaff et al., 2020; Sulaiman-Hill & Thompson, 2010), the cut-off score
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was determined as above 15 in the current study in order to include participants who have a
moderate to high degree of psychological distress.
2.4.2. Primary QOutcome

The primary outcome is the level of psychological distress at a one-month follow-
up assessment, as measured by the K-10. In the present study, the Cronbach’s alpha was

1.

2.4.3. Secondary Outcomes
Patient Health Questionnaire (PHQ-9)

Symptoms of depression were assessed with the PHQ-9 (Kroenke et al., 2001). The
questionnaire is a 9-item scale in which the scores ranged between 0 “‘not at all’” and 3
“‘nearly every day’’ for each item. Higher scores indicate more severe depressive
symptoms. Sari et al. (2016) adapted the scale to Turkish. The Cronbach’s alpha was
reported as .84, indicating good reliability for the Turkish version of PHQ-9. In the present
study, the Cronbach’s alpha was .67.

Generalized Anxiety Questionnaire (GAD-7)

GAD-7 was developed to measure the symptoms of generalized anxiety disorder
(Spitzer et al., 2006). It has 7 items in which each item is scored from 0 ‘‘not at all’’ to 3
“‘nearly every day’’, with higher scores indicating higher levels of anxiety symptoms. The
Turkish adaptation was conducted by Konkan et al. (2013), and the Cronbach’s alpha was
found as .85. The questionnaire has good construct validity, and confirmatory factor
analysis confirmed its one-dimension structure. In the present study, the Cronbach’s alpha
was .85.

PTSD Checklist for DSM-5 (PCL-5)
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PCL-5 was developed to assess the symptoms of post-traumatic stress disorder
(Blevins et al., 2013). It is a 20-item questionnaire in which the items are scored from 0
(not at all) to 4 (extremely) on a 5-point Likert-type scale. Higher scores indicate higher
levels of PTSD symptoms. Boysan et al. (2017) adapted the scale to Turkish. The internal
reliability for total and subscales were found to be good with the Turkish population.
Factorial analysis has confirmed the four-factor structure of the PCL-5: “re-experiencing”
(Composite reliability coefficients ranging from .79 - .92), “avoidance” (Composite
reliability coefficients ranging from .73 - .91), “negative alterations” (Composite reliability
coefficients ranging from .85 - .90), and “hyperarousal” (Composite reliability coefficients
ranging from .81 - .88). In the present study, the Cronbach’s alpha was .90.

Symptom Checklist 90-R (SCL-90-R) Somatization Subscale

SCL-90-R was developed as a multidimensional self-report symptom inventory to
assess the severity of psychological symptoms and distress (Derogatis et al., 1977). The
scale consists of nine symptom domains: somatization, obsessive—compulsive,
interpersonal sensitivity, depression, anxiety, hostility, phobic anxiety, paranoid ideation,
and psychoticism. Kilic (1991) adapted the scale to Turkish and revealed that the scale has
adequate reliability and validity. The results demonstrated that the correlation coefficients
were between the range of .63 and .84 for the subscales of the SCL-90-R. In the current
study, only the somatization subscale was used. The 12-item somatization subscale
measures somatic complaints based on self-report. Each item is scored from O (not at all) to
4 (extremely), providing a range between 0 and 48. Higher scores indicate higher levels of

somatic complaints. In the present study, the Cronbach’s alpha was .90.
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WHO Quality of Life Scale - Brief Version (WHOQOL - Bref)

WHOQOL Bref was developed to assess the quality of general health and life
(WHO, 1993). The 27-item questionnaire consists of four domains: “physical health” (e.g.,
“To what extent do you feel that physical pain prevents you from doing what you need to
do?”, “psychological health” (e.g., “How often do you have negative feelings such as blue
mood, despair, anxiety, depression?”), “social relationships” (e.g., “How satisfied are you
with the support you get from your friends?”), and “environment (e.g., “To what extent do
you have the opportunity for leisure activities?”). It also has questions about overall
perceptions of life quality and general health. Each item is scored from 1 to 5 on a 5-point
Likert scale. For each domain, the mean score is calculated, providing a range between 4
and 20. Each mean domain score is multiplied by 4 to transform the domain score into a
scaled score. In each domain, higher scores indicate higher levels of quality of life. Eser et
al. (1999) adapted the scale to Turkish and revealed that the questionnaire has adequate
psychometric qualities. The reliability coefficient was estimated between the range of .53
and .83. In the present study, the Cronbach’s alpha was .85 for physical health, .79 for
psychological health, .73 for social relationships, and .90 for environmental health.

2.5. Statistical Analysis

To ensure sufficient statistical power, G*Power 3.1 software was used to determine
the sample size (Erdfelder et al., 1996). Under the F-test family, mixed-design ANOVA
was chosen. Although CA-CBT has not been conducted with the specified group before,
the efficacy of CBT has been examined in different groups. Meta-analyses demonstrated
that CBT has moderate treatment effect size for depression and anxiety (Cuijpers et al.,

2013; Zhang et al., 2019). Therefore, the calculation was made based on a moderate effect
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size (f=.20). The outcome yielded a sample size of at least 66 participants with 95% power
at the significance level of .05. An average drop-out rate of 30% was added, and thus,
reached a required sample size of 86 participants.

The data was analyzed by using a statistical package called IBM SPSS 26.0. To
determine the demographic characteristics of subjects, descriptive analyses were used. An
independent sample t-test for continuous variables and a chi-square significance test for
categorical variables were conducted for comparing the baseline characteristics of the
groups. The distribution of lost-to-follow-up between the two groups was calculated with
an independent sample t-test. The effectiveness of the intervention was primarily tested
based on the intention-to-treat principle. To confirm the results, the analysis was also
conducted according to the per-protocol analysis. Linear-mixed effects model was
conducted with the fixed effects of the group (CA-CBI vs. ETAU), time (post-test vs.
follow-up assessment) and time by group and random effect of the subject. Baseline values
were included as covariates. The mean difference between the intervention and control
group at follow-up assessment will be analyzed with a 95% confidence interval. Cohen’s d
with the pooled standard deviation was calculated in order to estimate the effect sizes for

the between-group differences (Cohen, 1988).
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Chapter 3:
RESULTS

3.1. Participants

275 participants were assessed for eligibility criteria. A total of 241 participants
were excluded: 58 were excluded due to not meeting the inclusion criteria, 9 were excluded
due to not accepting to participate in the study, and 174 were excluded due to other reasons
(e.g., they were not available to receive the intervention, or they did not participate in the
interview phase), (See Figure 3.1). 34 participants met the inclusion criteria, gave consent
to participate to the study, and were randomly assigned to either CA-CBI (n = 17) or ETAU
(n=17). While 2 participants did not receive the allocated intervention due to
unavailability (n = 1) and changing decision (n = 1), 4 participants withdrew from the
intervention because of unavailability (n = 3), and not being reachable (n = 1). The drop-out
rate was 35%. No adverse events related to the participation were reported.

12 participants (35.3%) were lost to follow-up because they were not reachable (n =
4), they were unmotivated to participate (n = 6), or they were sick at that time (n = 2). The
distribution of participants lost to follow-up did not reveal any significant differences on K-
10, #(10) = .36, p = .362; PHQ-9, #(10) = -.42, p = .344; GAD-7, #(10) = .51, p = .312; PCL-
5, 1(10) = .83, p = .213; SCL-90-R somatization subscale, #(10) = .87, p = .202; and on any
domains of WHOQOL — Bref including the physical health, #(10) = -.10, p = .461;
psychological health, #(10) = -1.47, p = .086; social relationships, #10) =-1.36, p = .102;

and environmental health, #(10) = -.11, p = .457, between the two groups.

36



Results 37

Figure 3.1: CONSORT Flow Diagram

Assessed for eligibility (N = 275)

Excluded (n = 241)
0 Not meeting inclusion criteria (rn = 58)
Age<18(n=2)
Not being infected and recovered from
COVID-19 (n = 15)
Suicidal risk (n = 27)
K-10< 15 (n=10)
Positive SCID-5-CV/SCID-5-PD (n = 4)
O Declined to participate (n = 9)
O Other reasons (e.g., being unavailable to
receive the intervention, not participating to
the interview) (n = 174)

A 4

Randomized (N = 34)

A 4

Allocated to intervention (n = 17) Allocated to ETAU (n=17)
0 Received allocated intervention (n = 15) 0 Received allocated ETAU (n = 17)
0 Did not receive allocated intervention

(n=2)

Not being available (n = 1)

Changing decision (n = 1)

¢ Lost to post-test (Private problems)
Lost to post-test (Not reachable) (n = 4) (n=1)

Discontinued intervention (n = 4)
Not being available (rn = 3)
Not being reachable (n = 1) A

Lost to follow-up (n = 4)
Not being reachable (n = 2)
Problems with motivation (n = 2)

Lost to follow-up (n = 8)

Sickness (n = 2)
Not being reachable (n = 2)
Problems with motivation (n = 4)

Note. ETAU — Enhanced Treatment as Usual, K-10 — Kessler Psychological Distress Scale,
SCID-5-CV - Structured Clinical Interview for DSM-5 Disorders

Table 3.1 demonstrates the demographic characteristics of the participants. The

mean age of the participants was 35.5; 85.3% of them were women. While 52.9% were
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never married, 35.3% of the participants were married. Most of the participants had an
undergraduate degree (61.8%). The distribution of participants working at the office were
44.1% while 23.5% of them were unemployed. 76.5% of the participants isolated
themselves at home during the COVID-19 infection, however, 17.6% of them were
hospitalized and 5.9% required ICU. During the infection, 52.9% of participants reported
moderate symptoms and 29.4% reported severe symptoms. Most of the participants did not
have a chronic disease (82.4%) and previous psychiatric diagnosis (73.5%). 88.2% of them
were not under any medication treatment. Majority of the participants experienced loss due

to COVID-19 (70.6%). Overall, no significant differences were detected between the

intervention and the control group on any baseline characteristics.

Table 3.1: Sociodemographic Characteristics of Participants

Group
CA-CBI ETAU
Count Count
Mean (N=17) Mean (N=17)
Age 35 36
Gender male 2 (11.8%) 3 (17.6%)
female 15 (88.2%) 14 (82.4%)
Marital Status single, never married 8 (47.1%) 10 (58.8%)
divorced 2 (11.8%) 0 (0.0%)
widow 1 (5.9%) 0 (0.0%)
married 5(29.4%) 7 (41.2%)
living with partner 1 (5.9%) 0 (0.0%)
Education primary school 1 (5.9%) 0 (0.0%)
secondary school 0 (0.0%) 0 (0.0%)
high school 4 (23.5%) 5(29.4%)
university 9 (52.9%) 12 (70.6%)
graduate degree 3 (17.6%) 0 (0.0%)
Work status unemployed 5 (29.4%) 3 (17.6%)
working at the office 8 (47.1%) 7 (41.2%)
home-office 2 (11.8%) 0 (0.0%)
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other 2 (11.8%) 7 (41.2%)
Hospitalization isolation at home 14 (82.4%) 12 (70.6%)
hospitalized 2 (11.8%) 4 (23.5%)
ICU 1 (5.9%) 1 (5.9%)
Symptom Severity mild 3 (17.6%) 3 (17.6%)
moderate 10 (58.8%) 8 (47.1%)
severe 4 (23.5%) 6 (35.3%)
Chronic disease No 16 (94.1%) 12 (70.6%)
Yes 1 (5.9%) 5(29.4%)
Psychiatric No 13 (76.5%) 12 (70.6%)
Diagnosis Yes, I did but then, I 0 0
totally recovered 3 (17.6%) 2 (11.8%)
Yes, I did, and I am o o
still under treatment 1(3.9%) 3 (17.6%)
Medication Use No 16 (94.1%) 14 (82.4%)
Yes 1 (5.9%) 3 (17.6%)
Loss Due to No 3 (17.6%) 7 (41.2%)
COVID-19 Yes 14 (82.4%) 10 (58.8%)

Note. CA-CBI: Culturally Adapted Cognitive Behavioral Intervention, ETAU: Enhanced
Treatment as Usual

Table 3.2 provides the information related to the group differences based on the

results of the linear-mixed model analysis of primary and secondary outcome measures.

3.2. Primary Outcome

To test whether the intervention group would have significantly lower levels of
psychological distress compared to the control group at the one-month follow-up, linear-
mixed model analysis was conducted. When controlling the baseline scores, the analysis
revealed no significant differences between the intervention and the control group on K-10
at the one-month follow-up, F(1, 26.24) =3.69, p = .066. However, there was a significant
within group difference, indicating an improvement in psychological distress symptoms

between the post-test assessment (M = 24.32, SE = 2.64) and follow-up assessment (M =
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19.08, SE = 1.85) for the intervention group, but not for the control group, F(1, 26.41) =
7.41,p=.011.
3.3. Secondary Outcomes

Secondary hypotheses stated that the intervention group would have greater
improvements on depression, anxiety, post-traumatic stress, somatization, and the levels of
quality of life compared to the control group at the one-month follow-up. Consistent with
our hypotheses, there was a significant difference between the intervention and the control
group on depressive symptoms (PHQ-9), F(1, 23.6) =4.32, p = .049, with a large effect
size (d = 0.8). Only for the intervention group, the depressive symptoms decreased at one-
month (M = 5.93, SE = 1.02) as compared to the post-test (M =9.03, SE=1.51). In
addition, the between group comparison was significant for the WHOQOL-Bref in specific
to the environmental health domain, F(1, 24.01) = 4.34, p = .048, in which a large effect
size was found (d = 0.8). For those in the intervention group, the levels of quality of life
related to environmental health improved at one-month (M = 15.26, SE = .56) compared to
the post-test (M = 14.77, SE = .49).

Although the results of the other secondary outcome measures did not support the
hypotheses, there were significant within group differences for anxiety and post-traumatic
stress symptoms, as well as for the levels of quality of life specifically for the psychological
domain. For anxiety symptoms (GAD-7), there was a significant improvement from the
post-test (M = 6.10, SE = 1.23) to follow-up (M = 2.93, SE = .82) in the intervention group,
F(1,27.8)=11.0, p = .003. Similarly, the post-traumatic stress symptoms (PCL-5)
improved from the post-test (M = 25.56, SE = 3.74) to follow-up (M =17.72, SE = 3.15)

only within the intervention group, F(1, 24.05) = 7.79, p = .01. Lastly, for the psychological
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domain of WHOQOL-Bref, there was a significant within group difference in favor of the
intervention group, F(1, 25.45) =7.32, p =.012. For the intervention group, the levels of
quality of life related to psychological health improved at one-month (M = 13.09, SE = .44)
in comparison to the post-test (M = 11.89, SE = .61).

No significant within or between group differences were detected on SCL-90-R
somatization subscale, and the physical health and social relationships domain of
WHOQOL Bref at one-month, F(1, 25.92) =.56, p = .460; F(1,21.18) =.52, p = .481; F(1,
25.21)= .14, p =715, respectively.

Table 3.2: Results from Mixed-Model Analysis of Primary and Secondary Outcomes

Descriptive statistics, Mixed-
M (SD) model
Outcomes Time point analysis p-value
CA-CBI (n= ETAU (n= Mean
17) 17) differences
K-10 Post-test 24.32 (10.90) 23.31 (10.04) 1.01 782
Follow-up 19.08 (7.61) 23.81 (6.72) -4.73 .066
PHQ-9 Post-test 9.03 (6.24) 8.19 (5.72) .846 .684
Follow-up 5.93 (4.21) 8.74 (3.65) -2.81 .049%*
GAD-7 Post-test 6.10 (5.06) 4.63 (4.65) 1.48 .384
Follow-up 2.93 (3.39) 4.62 (2.97) -1.69 133
PCL.5 Post-test 25.56 (15.42) 21.19 (14.20) 4.37 .398
Follow-up 17.72 (13.00) 22.16 (11.48) -4.43 302
SCL90R Post-test 18.22 (10.82) 13.06 (9.99) 5.16 .160
Somatization
subscale Follow-up 16.11 (9.54) 13.78 (8.49) 2.33 460
WHOQOL- Post-test 13.60 (3.14) 13.86 (2.87) -.26 .806
Bref

Physical health Follow-up 14.40 (3.24) 13.66 (2.79) 74 481
WHOQOL- Post-test 11.29 (3.68) 12.50 (3.38) -1.21 326
Bref Follow-up 13.26 (2.72) 12.92 (2.37) .34 .703
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Psychological
health

WHOQOL- Post-test 13.18 (3.83) 13.67 (3.51) -.49 .699
Bref
Social Follow-up 13.94 (3.89) 13.48 (3.88) 46 715
relationships

WHOQOL- Post-test 14.77 (2.00) 13.91 (1.83) .868 199
Bref
Environmental  Follow-up 15.26 (2.30) 13.72 (2.01) 1.54 .048%*
health
Note. CA-CBI: Culturally Adapted Cognitive Behavioral Intervention, ETAU: Enhanced
Treatment as Usual, K-10: Kessler Psychological Distress Scale, PHQ-9: Patient Health
Questionnaire-9, GAD-7: Generalized Anxiety Questionnaire-7, PCL-5, PTSD Checklist
for DSM-5, SCL-90-R Somatization Subscale: Symptom Checklist 90-R, Somatization
Subscale, WHOQOL-Bref: WHO Quality of Life Scale — Brief Version. * p <.05

3.4. Exploratory Analyses

To confirm the intention-to-treat analysis, the analysis was conducted based on the
per-protocol analysis. The result was compatible with our main analysis for the primary
outcome measure, indicating significant reductions on the levels of K-10 over time for the
intervention group F(1, 19.14) = 5.54, p =.029. However, the per-protocol analysis did not
yield significant between group differences on PHQ-9 and the environmental health domain
of WHOQOL-Bref at the one-month follow-up, F(1, 20.00) = 3.81, p = .065; F(1, 20.00) =
3.53, p = .075, respectively. Among the secondary outcome measures, the per-protocol
analysis produced significant within group differences for PHQ-9, F(1, 19.00) =4.42, p =
.049 and WHOQOL-Bref related to psychological health, F(1, 19.01) = 6.96, p = .016, for
the intervention group only. On GAD-7, the effect of time was significant, (1, 19.23) =

5.03, p =.037.
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The results of covariate adjusted analysis were consistent with those in the primary
linear mixed model analysis. The results did not change when age, gender, symptom

severity, and hospitalization status were taken as covariates.
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Chapter 4:
DISCUSSION

4.1. Major Findings

The aim of the present study was to investigate the effectiveness of the CA-CBI on
psychological distress of COVID-19 survivors. To the best of our knowledge, this is the
first study to demonstrate the effectiveness of CA-CBT in improving the mental health
problems of survivors of infectious diseases. In addition to our primary outcome,
psychological distress, we also hypothesized that participants in the intervention group
would have a significantly higher improvement in several outcomes including depression,
anxiety, post-traumatic stress, and somatic symptoms and the levels of quality of life
compared to the participants in the ETAU group at the one-month follow-up assessment.

Despite various efforts such as extending the recruitment process to a second wave
and collaborating with a public health organization in Turkey to reach the required sample
size, the study was underpowered to test the specific hypotheses on each outcome measure.
According to the results, the primary outcome measure (i.e., psychological distress) did not
yield a significant difference between the two groups. However, there were significant
between-group differences among the secondary outcome measures. Depression and
environmental quality of life were significantly improved among the intervention group
compared to the control group at one-month follow-up assessment. Further, there were
significant within-group differences on psychological distress, anxiety, post-traumatic
stress, and quality of life related to psychological health from post-test to follow-up

assessment, only for the participants in the intervention group. However, no significant
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within- or between-group differences were detected on somatization, and quality of life
related to physical health and social relationships.

The results that are in line with our hypotheses pointed out that the CA-CBI was
effective in reducing depressive symptoms and improving the environmental quality of life
compared to the ETAU at a one-month follow-up. For both outcomes, the study yielded
large effect sizes (d = 0.8) according to the Cohen’s guideline (Cohen, 1988). These results
are consistent with the previous literature given that large effect sizes for depressive
symptoms and environmental quality of life were reached in other studies of CA-CBT
conducted with different cultural groups including Turkish adolescents, indigenous South
Africans, and Farsi-speaking refugees (Acarturk et al., 2019; Jalal et al., 2020; Kananian et
al., 2017).

As mentioned, the present results also indicated significant within-group differences
in the intervention group. While the scores of psychological distress, anxiety, post-
traumatic stress, and quality of life related to psychological health significantly improved
among the intervention group, the control group did not exhibit such a pattern. These
results suggested a trend for a significant improvement on these outcome measures only for
the intervention group. In a larger sample size, this trend might become significant between
the two groups. Indeed, as stated before, the effectiveness of the CA-CBT was proven with
different cultural groups on anxiety symptoms (Acarturk et al., 2019; Jalal et al., 2020;
Hinton et al., 2011), anxious-depressive distress symptoms (Eskici et al., 2021), PTSD
symptoms (Eskici et al., 2021; Hinton et al., 2004, 2005, 2011), and somatic symptoms
(Jalal et al., 2020). Most of these studies offered large effect sizes in favor of the CA-CBT.
Moreover, a pilot study conducted with Farsi-speaking refugees also reached remarkable

improvements on general psychopathological distress symptoms with large effect sizes,
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indicating the promise of CA-CBT on non-specific psychological distress (Kananian et al.,
2017). Taking the literature into account, the reason why similar significant differences
were not observed in each outcome measure might be the insufficient sample size and
therefore, the lack of power, which is not uncommon in psychological intervention studies
(de Vries et al., 2022). The recent meta-regression analysis found that statistical power was
generally below the accepted levels (< 80%) regardless of different interventions and
disorders, suggesting the need to increase sample size and avoid reporting bias. Certainly, it
is well-known that there is a positive correlation between sample size and statistical power,
implying that it is difficult to detect significant group differences with inadequate sample
sizes (Cohen, 1988). In light of these, it is possible to claim that these results are promising
for the use of the CA-CBI and that they could be further tested with fully-powered RCT
studies.

Within the intervention, there might be certain components that might potentially be
beneficial for alleviating depressive symptoms among participants. First, the ABC model of
CBT (Ellis, 1991) was introduced to participants during the first session for them to realize
how irrational beliefs yield unwanted emotional, physical, and behavioral consequences.
According to the model, emotional disorders are the result of the way the person
cognitively processes the activating event rather than the event itself (Prochaska &
Norcross, 2013). It has been proposed that, in depression, there is a tendency to
misinterpret the meaning of events in a negative and self-destructing manner through
cognitive distortions (Lefebvre, 1981). Therefore, awareness and modification of these
dysfunctional beliefs throughout the sessions might significantly improve depressive

symptoms among participants.
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Second, the manual included behavioral activation, which is known as an effective
adjunctive method for depression (Mazzucchelli et al., 2009). Participants were introduced
to behavioral activation through encouraging them to engage in pleasurable activities
throughout the intervention. Such a similar technique was also used by Jaywant and
colleagues (2022) to increase the sense of reward among hospitalized COVID-19 survivors.
It is assumed that lower levels of positive reinforcement precipitate depressive symptoms
(Lewinsohn, 1974), and individuals with depressive symptoms are generally inclined to
perform low levels of pleasurable activities and thus, perceive a lack of reinforcement
(MacPhillamy & Lewinsohn, 1974). During the intervention, participants might, in fact,
feel rewarded as they engaged in positively reinforced activities, which could potentially
improve their depressive symptoms. Furthermore, from the beginning of the intervention,
participants were provided with the rationalization of muscle stretching, followed by the
practice of stretching exercises during the sessions and homework assignments focusing on
those exercises. Research shows that physical activity can also improve depressive
symptoms as an adjunctive method through certain mechanisms such as physiological
changes in the brain (Duclos, 2003; Mead et al., 2008). In light of this evidence,
participants who could adapt muscle stretching exercises to daily life might experience a
significant decrease in their depressive symptoms as well.

Third, as discussed earlier, CA-CBT targets to promote emotion regulation abilities
and psychological flexibility across the intervention in order to reduce psychopathological
symptoms and promote well-being (Hinton et al., 2012). The multiplex model of the
generation of anxious-depressive distress suggested that individuals encountering triggers
of distress start to experience negative emotions such as depression (Acarturk et al., 2019).

After the emerged distress symptoms stimulate negative memory and catastrophic
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cognitions related to arousal symptoms, individuals experience more distress. According to
the model, a lack of emotion regulation abilities and psychological inflexibility are
responsible for this cycle to be continued. In consideration of the literature, the relationship
between depression and each of these constructs was studied elsewhere (See Fonseca et al.,
2020; Joormann & Stanton, 2016). For the current study, an increase in the levels of
emotion regulation and psychological flexibility as potential mediators might be associated
with a decrease in depressive symptoms.

Last emphasis should be given to group therapy processes. As mentioned earlier,
Yalom proposed that being a part of the group can be the actual mechanism of change in
group psychotherapies (Vinogradov & Yalom, 1989). Even though group and individual
psychotherapies are equally effective (Burlingame et al., 2016), group psychotherapy
includes more relational components and therefore, there is more room for creating
interaction and building relationships (Holmes & Kivlighan, 2000). This means that each
group member becomes familiar with the progression of other members and learns from
each other in a group setting. Since interpersonal support can significantly predict the
course of depression in a positive direction (Nasser & Overholser, 2005), in the current
study, the group intervention itself might have a positive impact on depressive symptoms.

In addition to depression, the environmental quality of life also improved in the
intervention group. It should first be underlined that the answers given to the WHOQOL-
Bref scale reflect the perceived quality of life rooted in physical, psychological, social, and
environmental context rather than an objective representation of those elements (WHO,
1998). The environmental domain is composed of facets including “physical safety and
security, home environment, financial resources, availability and quality of health and

social care, opportunities for acquiring new information and skills, participation in and
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opportunities for recreation and leisure, physical environment (i.e., pollution, noise, traffic,
or climate), and transport.” The facet of physical safety and security is particularly
important for survivors of disasters since it reflects one’s sense of being safe and secure
with the already existing resources (WHO, 1998). In the first place, having access to a
psychological intervention tailored to their timely problems during the COVID-19
pandemic might increase the feelings of safety and security among participants. Having
access to mental health care and referrals to the right sources in case of need after the
intervention might also influence their perception of the availability and quality of health
and social care, at least for mental health services. Moreover, participants in the CA-CBI
group had more opportunities for obtaining new information and skills because they were
provided with psychoeducation about mental health problems and reliable COVID-19-
related information during the intervention. They were also informed about where and how
they should follow the information flow related to the pandemic in order to reduce COVID-
19-related anxiety. Likewise, Jaywant et al. (2022) stressed the significance of providing
psychoeducation to COVID-19 survivors in the face of a novel disease that brought great
ambiguity and unpredictability about the future. Lastly, as mentioned for depression,
participants in the intervention group were often recommended to perform pleasurable
activities in order to promote behavioral activation and acquire healthy coping mechanisms,
which might improve their ability and desire to participate in recreational and leisure
activities.

The provided intervention also aimed to alleviate somatic symptoms through certain
methods such as interoceptive exposure techniques. Cassiello-Robbins et al. (2021)
proposed that interoceptive exposure techniques can especially have positive outcomes in

improving awareness and tolerance of somatic sensations during the COVID-19 pandemic,
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where individuals might develop an increased focus and fear against those physical
sensations. However, there were no reductions in the somatization scale and the physical
domain of quality of life at the one-month follow-up assessment. The SCL-90-R
somatization subscale asks about bodily dysfunctions such as headaches, pain, and
cardiovascular difficulties (Derogatis, 1977) whilst the physical domain of WHOQOL-Bref
is comprised of facets including “pain and discomfort, energy and fatigue, as well as sleep
and rest” (WHO, 1998). The reason there was no significant decrease in such bodily
symptoms might be explained by residual physical symptoms of COVID-19 survivors that
could be observed up to six months after the beginning of the infection (Malik et al., 2022;
Pinzon et al., 2022). For instance, the common residual symptoms that the participants in
the intervention group reported were shortness of breath, high blood pressure, tachycardia,
headache, difficulty concentrating, and fatigue. The situation that the persisting physical
complaints aggravate the improvement of somatic symptoms was also observed in another
CA-CBT study conducted with Farsi-speaking refugees where some of the participants
were in fact individuals who had a torture history (Kananian et al., 2017). Since they used
scales that measure general physical health, Kananian and colleagues (2017) similarly
explained the nonsignificant results on somatic symptoms with the enduring physical
complaints of torture survivors.

Likewise, the intervention did not produce significant improvement on levels of
quality of life related to social relationships. The social relationships domain on
WHOQOL-Bref is comprised of facets including “personal relationships, social support,
and sexual activity.” (WHO, 1998). In fact, previous studies of CA-CBT yielded significant
improvement on the social relationships domain of WHOQOL-Bref with large effect sizes

(Kananian et al., 2017; 2020). Kananian and colleagues explained these improvements as a
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result of the social support received from the group as well as fostering participants to share
their emotional problems with others both from the group and the outside. In our study,
these processes might be adversely affected by the pandemic conditions. With the purpose
of minimizing the risk of infection during the pandemic, we conducted our sessions in an
online setting where participants did not have the opportunity to interact with other group
members outside the sessions. Besides, it has already been mentioned that the public health
and social measures enforced by governments restrain social interactions during the
COVID-19 pandemic (Gruber et al., 2020). Even though the time we conducted the groups
was relatively more secure thanks to the existing administration of vaccines in Turkey
(Karaaslan, 2021), most of the participants in the intervention group reported that they were
still following the physical measures entirely at that time including avoiding going out from
home or inviting guests and protecting physical distance. These might have an impact on

the aforementioned nonsignificant result on quality of life related to social relationships.

4.2. Clinical Implications

The findings of this study are encouraging for the implementation of the CA-CBI to
survivors of infectious diseases. The intervention appears to be effective for depression and
environmental quality of life and holds promises for several mental health outcomes
including psychological distress, anxiety, post-traumatic stress, and psychological quality
of life. Although there are other treatment alternatives effectively used during the outbreaks
of infectious diseases (Cole et al., 2020; Ng et al., 2006; Waterman et al., 2018; Wei et al.,
2020), there are possible advantages of using the CA-CBI in alleviating mental health
problems commonly experienced by COVID-19 survivors or survivors of other infectious

diseases along with the alternative methods.
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First, it is well known that access to efficient and equally distributed mental health
services is highly restricted, particularly in low-and middle-income countries (Saxena et al.,
2007). This treatment gap in mental health services might potentially broaden during
difficult times such as the pandemic (The Lancet Regional Health-Western Pacific, 2021).
CA-CBI, in this regard, emerges as an economic treatment option because it can be
conducted within a group setting with less specialized therapists (Jalal et al., 2018). Also,
since more individuals started to prefer online mental health services from the beginning of
the pandemic (Abraham et al., 2021; Zhu et al., 2021), it is promising that the CA-CBI can
easily be applied to remote platforms as in the current study. These qualities suggest that
the intervention might be disseminated based on the need and might have a positive
contribution to the existing mental health treatment gap in low- and middle-income
countries.

Second, as explained clearly in section 1.1.2. and 1.2., survivors of infectious
diseases suffer from a variety of psychological problems that could be better handled from
a holistic perspective to foster recovery instead of symptomatic relief (Jaywant et al., 2022).
CA-CBI, in this regard, offers a transdiagnostic approach in which the primary focus is the
shared mechanisms that could potentially be responsible for the onset and/or maintenance
of various psychological problems (Kananian et al., 2020). Also, thanks to the manual
embracing diverse mental health problems that could be experienced in different cases, this
intervention could be expanded to other groups in need with the help of a modification
process. One last advantage of using transdiagnostic manuals might be the substantial
reduction in the load of therapist training for each newly developed mental health

intervention targeting differential constructs (Sauer-Zavala et al., 2017).
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Thirdly, it has already been demonstrated that culturally adapted interventions offer
greater benefits compared to non-adaptive interventions (Arundell et al., 2021; Benish et
al., 2011). As Arundell and colleagues (2021) discussed about culturally adapted
treatments, the CA-CBI is likely to contribute to the accessibility and acceptance of
evidence-based treatment for different cultural groups including non-Western populations.
Besides, cultural adaptation can potentially improve the outcomes and adherence to
treatment since it can consolidate therapeutic alliance during the intervention (Jaywant et
al., 2022). Lastly, pandemic-wise, Victor and Ahmed (2019) claimed that understanding
and complying public health measures that are conflicting with the conceptualizations of
epidemics and certain traditions could be very challenging across cultures. Therefore,
cultural and contextual influences should be well understood in managing epidemic
circumstances. For instance, they argued that traditional and religious methods should be
recognized and if necessary, implemented into treatment strategies, at least to a certain
degree. As the CA-CBI provides such methods including the recommendation of
transitional cultural rituals, using proverbs and analogies from the Turkish culture, and
containing spiritual and cultural practices for behavioral activation (Acarturk et al., 2019),
other interventions targeting mental health problems during health disasters should
acknowledge and embrace the diversity across cultures.

Recent research investigating 11 longitudinal population studies across the UK
revealed that mental health outcomes associated with the COVID-19 infection persisted
across time regardless of whether the illness was self-reported, or it was suspected and
confirmed COVID-19 (Thompson et al., 2022). In fact, it has been found that individuals
who self-reported the illness were inclined to suffer from more adverse psychological

outcomes compared to those who did not have self-reported complaints, indicating that
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psychological features of the COVID-19 infection predict mental health problems more
than the neurological impacts of the infection (Thompson et al., 2022). These findings did
not change when the timing effects across the first year of the COVID-19 pandemic were
controlled. This evidence emphasized the importance of psychological support to COVID-
19 survivors following the infection. Taking into consideration, the results of the current
study might pave the way for the adaptation and implementation of the CA-CBI to
survivors of other infectious diseases in future epidemics.

4.3. Limitations and Future Recommendations

This study has some limitations that should be mentioned. First, the aimed sample
size could not be reached and the study was underpowered to test the specific hypotheses.
Therefore, the results of this study should be interpreted cautiously. In future research, the
effectiveness of the CA-CBI on survivors of infectious diseases should be investigated in
larger samples.

Second, the treatment fidelity and the feasibility of implementation of the CA-CBI
could not be assessed. Although there were no adverse events reported related to the
intervention, conducting a process evaluation could provide plentiful information about the
possible facilitators and barriers to attending/delivering the online CA-CBI sessions in a
group format. Future research could use process evaluation to understand how and why this
intervention is effective or not (Ellard & Parsons, 2010).

Third, even though we preferred to use an active control group, we did not use a
specific treatment control that could be controlled against the group effect of the CA-CBI.
According to the model that Norcross and Lambert (2019) proposed, one of the therapeutic

factors that affect psychotherapy outcome is therapeutic alliance which is responsible for
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15% of the total variance whilst the specific treatment method used accounts for 10%. This
indicates that the therapeutic relationship is most probably at least as crucial as the
intervention. Hence, as discussed earlier, whether participants in the intervention group
showed improvement because of the intervention techniques or relationships built within
the group cannot be exactly known. Therefore, future studies that compare two
interventions where participants belong to different groups could be highly insightful.

Lastly, further studies could shed light on potential mechanisms of change in CA-
CBI. Previously, in a study with Cambodian refugees with PTSD, Hinton et al. (2009)
revealed that emotion regulation abilities change throughout the treatment and therefore,
are considered as a fundamental mediator of improvement. Similarly, psychological
flexibility is promoted as a default mode of processing emotions instead of the threat mode
in CA-CBT (Hinton et al., 2012). The multiplex model already underlines the significance
of emotion regulation abilities and psychological flexibility within the scope of
psychological well-being. Therefore, both constructs can be investigated as mediators in the
future.
4.4. Conclusion

The current study investigated the effectiveness of the CA-CBI in alleviating the
mental health problems of COVID-19 survivors. The results suggested that the CA-CBI can
be effective in reducing depressive symptoms and improving the environmental quality of
life among the survivors. Although we did not find similar significant differences between
the intervention and the control group on other outcome measures, we did reach significant
improvements on psychological distress, anxiety, post-traumatic stress, and psychological

quality of life over time among the participants who received the intervention. In light of
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these evidence, the CA-CBI seems to be promising on mental health problems of survivors
of infectious diseases although further research taking the current limitations into

consideration is highly recommended. Considering the encouraging results, we also expect
that this study contributes to reducing the existing mental health treatment gap, specifically

in low-and middle-income countries.

56



References 57

References
Abraham, A., Jithesh, A., Doraiswamy, S., Al-Khawaga, N., Mamtani, R., & Cheema, S.
(2021). Telemental health use in the COVID-19 pandemic: A scoping review and
evidence gap mapping. Frontiers in Psychiatry, 12, 748069.

https://doi.org/10.3389/fpsyt.2021.748069

Acarturk, Z. C., Abuhamdeh, S., Jalal, B., Unaldi, N., Alyanak, B., Cetinkaya, M., Gulen,
B., & Hinton, D. (2019). Culturally adapted transdiagnostic CBT for SSRI resistant
Turkish adolescents: A pilot study. American Journal of Orthopsychiatry, 89(2),

222-227. https://doi.org/10.1037/0rt0000310

Acarturk, Z. C., Alyanak, B., Cetinkaya, M., Gulen, B., Jalal, B., & Hinton, D. E. (2019).
Adaptation of transdiagnostic CBT for Turkish adolescents: examples from
culturally adapted multiplex CBT. Cognitive and Behavioral Practice, 26(4), 688-

700. https://doi.org/10.1016/j.cbpra.2019.02.007

Acarturk, C., Uygun, E., Illkkursun, Z., Yurtbakan, T., Kurt, G., Adam-Troian, J., Senay, 1.,
Bryant, R., Cuijpers, P., Kiselev, N., McDaid, D., Morina, N., Nisanci, Z., Park, A.
L., Sijbrandij, M., Ventevogel, P., & Fuhr, D. C. (2022). Group problem
management plus (PM+) to decrease psychological distress among Syrian refugees
in Turkey: a pilot randomised controlled trial. BMC psychiatry, 22(1), 8.

https://doi.org/10.1186/s12888-021-03645-

Ahmed, H., Patel, K., Greenwood, D. C., Halpin, S., Lewthwaite, P., Salawu, A., Eyre, L.,
Breen, A., O'Connor, R., Jones, A., & Sivan, M. (2020). Long-term clinical
outcomes in survivors of severe acute respiratory syndrome and Middle East

respiratory syndrome coronavirus outbreaks after hospitalisation or ICU admission:

57


https://doi.org/10.3389/fpsyt.2021.748069
https://doi.org/10.1037/ort0000310
https://doi.org/10.1016/j.cbpra.2019.02.007
https://doi.org/10.1186/s12888-021-03645-

References 58

A systematic review and meta-analysis. Journal of Rehabilitation Medicine, 52(5),

Jjrm00063. https://doi.org/10.2340/16501977-2694

Akin-Sari, B., Inozu, M., Haciomeroglu, A. B., Trak, E., Tufan, D., & Doron, G. (2022).
The daily use of a training using a mobile app as a coping tool against COVID-19
distress: A crossover randomized controlled trial. Journal of Affective Disorders.

https://doi.org/10.1016/j.jad.2022.05.118

Alegria, M., & McGuire, T. (2003). Rethinking a universal framework in the psychiatric
symptom-disorder relationship. Journal of Health and Social Behavior, 44(3), 257—

274. https://doi.org/10.2307/1519778

Alessi, J., de Oliveira, G. B., Franco, D. W., Becker, A. S., Knijnik, C. P., Kobe, G. L.,
Amaral, B. B., de Brito, A., Schaan, B. D., & Telo, G. H. (2021). Telehealth
strategy to mitigate the negative psychological impact of the COVID-19 pandemic
on type 2 diabetes: A randomized controlled trial. Acta Diabetologica, 58(7), 899—

909. https://doi.org/10.1007/s00592-021-01690-1

Altun, Y., Ozen, M., & Kuloglu, M. M. (2019). Turkish adaptation of Kessler
Psychological Distress Scale: Validity and reliability study/Psikolojik sikinti
olceginin turkce uyarlamasi: Gecerlilik ve guvenilirlik calismasi. Anadolu Psikiyatri
Dergisi, 20(SI 1), 23-32.

Amdal, C. D., Pe, M., Falk, R. S., Piccinin, C., Bottomley, A., Arraras, J. 1., Darlington, A.
S., Hofse, K., Holzner, B., Jorgensen, N., Kulis, D., Rimehaug, S. A., Singer, S.,
Taylor, K., Wheelwright, S., & Bjordal, K. (2021). Health-related quality of life
issues, including symptoms, in patients with active COVID-19 or post COVID-19; a

systematic literature review. Quality of Life Research: An International Journal of

58


https://doi.org/10.2340/16501977-2694
https://doi.org/10.1016/j.jad.2022.05.118
https://doi.org/10.2307/1519778
https://doi.org/10.1007/s00592-021-01690-1

References 59

Quality of Life Aspects of Treatment, Care and Rehabilitation, 1-15. Advance

online publication. https://doi.org/10.1007/s11136-021-02908-z

Arundell, L. L., Barnett, P., Buckman, J. E. J., Saunders, R., & Pilling, S. (2021). The
effectiveness of adapted psychological interventions for people from ethnic
minority groups: A systematic review and conceptual typology. Clinical Psychology

Review, 88, 102063. https://doi.org/10.1016/j.cpr.2021.102063

Barkowski, S., Schwartze, D., Strauss, B., Burlingame, G. M., & Rosendahl, J. (2020).
Efficacy of group psychotherapy for anxiety disorders: A systematic review and

meta-analysis. Psychotherapy Research: Journal of the Society for Psychotherapy

Research, 30(8), 965-982. https://doi.org/10.1080/10503307.2020.1729440

Barlow, D. H. (2000). Unraveling the mysteries of anxiety and its disorders from the
perspective of emotion theory. American Psychologist, 55(11), 1247—

1263. https://doi.org/10.1037/0003-066X.55.11.1247

Barlow, D. H., Allen, L. B., & Choate, M. L. (2016). Toward a unified treatment for
emotional disorders - republished article. Behavior Therapy, 47(6), 838—853.

https://doi.org/10.1016/j.beth.2016.11.005

Barlow, D. H., Bullis, J. R., Comer, J. S., & Ametaj, A. A. (2013). Evidence-based
psychological treatments: An update and a way forward. Annual Review of Clinical

Psychology, 9, 1-27. https://doi.org/10.1146/annurev-clinpsy-050212-185629

Basol, G. (2008). Validity and reliability of the Multidimensional Scale of Perceived Social
Support-Revised, with a Turkish sample. Social Behavior and Personality: An
International Journal, 36(10), 1303-1313.

https://doi.org/10.2224/sbp.2008.36.10.1303

59


https://doi.org/10.1007/s11136-021-02908-z
https://doi.org/10.1016/j.cpr.2021.102063
https://doi.org/10.1080/10503307.2020.1729440
https://psycnet.apa.org/doi/10.1037/0003-066X.55.11.1247
https://doi.org/10.1016/j.beth.2016.11.005
https://doi.org/10.1146/annurev-clinpsy-050212-185629
https://doi.org/10.2224/sbp.2008.36.10.1303

References 60

Batastini, A. B., Paprzycki, P., Jones, A., & MacLean, N. (2021). Are videoconferenced
mental and behavioral health services just as good as in-person? A meta-analysis of
a fast-growing practice. Clinical Psychology Review, 83, 101944.

https://doi.org/10.1016/i.cpr.2020.101944

Bayad, S., Alp-Topbas, O., Kocabas, T., Elbir, M., Gokten-Ulusoy, D., Korkmaz, U, ... &
Aydemir, O. (2021). Adaptation and the psychometric properties of Turkish version
of the Structured Clinical Interview for the DSM-5-Personality Disorders-Clinician
Version (SCID-5-PD/CV). Turk Psikiyatri Dergisi, 32(4), 267-274.

https://doi.org/10.5080/u25484

Benish, S. G., Quintana, S., & Wampold, B. E. (2011). Culturally adapted psychotherapy
and the legitimacy of myth: a direct-comparison meta-analysis. Journal of

Counseling Psychology, 58(3), 279-289. https://doi.org/10.1037/a0023626

Bernal, G., Jiménez-Chafey, M. 1., & Domenech Rodriguez, M. M. (2009). Cultural
adaptation of treatments: A resource for considering culture in evidence-based
practice. Professional Psychology: Research and Practice, 40(4), 361-368.

https://doi.org/10.1037/a0016401

Blevins, C. A., Weathers, F. W., Davis, M. T., Witte, T. K., & Domino, J. L. (2015). The
posttraumatic stress disorder checklist for DSM-5 (PCL-5): Development and initial

psychometric evaluation. Journal of Traumatic Stress, 28(6), 489-498.

https://doi.org/10.1002/jts.22059

Boysan, M., Giizel Ozdemir, P., Ozdemir, O., Selvi, Y., Yilmaz, E., & Kaya, N., (2017).
Psychometric properties of the Turkish version of the PTSD checklist for
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (PCL-5).

Psychiatry and Clinical Psychopharmacology, 3(27), 306-316.

60


https://doi.org/10.1016/j.cpr.2020.101944
https://doi.org/10.5080/u25484
https://doi.org/10.1037/a0023626
https://doi.org/10.1037/a0016401
https://doi.org/10.1002/jts.22059

References 61

Bryant, R. A., Dawson, K. S., Keyan, D., Azevedo, S., Yadav, S., Tran, J., Rawson, N., &
Harvey, S. (2022). Effectiveness of a videoconferencing-delivered psychological
intervention for mental health problems during COVID-19: A proof-of-concept
randomized clinical trial. Psychotherapy and Psychosomatics, 91(1), 63—72.

https://doi.org/10.1159/000520283

Burlingame, G. M., Seebeck, J. D., Janis, R. A., Whitcomb, K. E., Barkowski, S.,
Rosendahl, J., & Strauss, B. (2016). Outcome differences between individual and
group formats when identical and nonidentical treatments, patients, and doses are
compared: A 25-year meta-analytic perspective. Psychotherapy (Chicago,

1), 53(4), 446—461. https://doi.org/10.1037/pst0000090

Burlingame, G. M., Svien, H., Hoppe, L., Hunt, 1., & Rosendahl, J. (2020). Group therapy
for schizophrenia: A meta-analysis. Psychotherapy, 57(2), 219-236.

https://doi.org/10.1037/pst0000293

Cam, H. H., Ustuner Top, F., & Kuzlu Ayyildiz, T. (2022). Impact of the COVID-19
pandemic on mental health and health-related quality of life among university
students in Turkey. Current Psychology (New Brunswick, N.J.), 41(2), 1033—1042.

https://doi.org/10.1007/s12144-021-01674-y

Canino, G., & Alegria, M. (2008). Psychiatric diagnosis—is it universal or relative to
culture? Journal of Child Psychology and Psychiatry, 49(3), 237-250.

https://doi.org/10.1111/.1469-7610.2007.01854.x

Cassiello-Robbins, C., Rosenthal, M. Z., & Ammirati, R. J. (2021). Delivering
transdiagnostic treatment over telehealth during the covid-19 pandemic: Application
of the unified protocol. Cognitive and Behavioral Practice, 28(4), 555-572.

https://doi.org/10.1016/j.cbpra.2021.04.007

61


https://doi.org/10.1159/000520283
https://doi.org/10.1037/pst0000090
https://doi.org/10.1037/pst0000293
https://doi.org/10.1007/s12144-021-01674-y
https://doi.org/10.1111/j.1469-7610.2007.01854.x
https://doi.org/10.1016/j.cbpra.2021.04.007

References 62

Centers for Disease Control and Prevention (2021). Long COVID or Post-COVID

Conditions. CDC. https://www.cdc.gov/coronavirus/2019-ncov/long-term-

effects/index.html

Centers for Disease Control and Prevention (2021). Symptoms of COVID-19. CDC.

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html

Chowdhary, N., Jotheeswaran, A. T., Nadkarni, A., Hollon, S. D., King, M., Jordans, M. J.,
Rahman, A., Verdeli, H., Araya, R., & Patel, V. (2014). The methods and outcomes
of cultural adaptations of psychological treatments for depressive disorders: a
systematic review. Psychological Medicine, 44(6), 1131-1146.

https://doi.org/10.1017/S0033291713001785

Cohen, J. (1988). Statistical power analysis for the behavioral sciences. Routledge

Academic.

https://www.utstat.toronto.edu/~brunner/oldclass/378f16/readings/CohenPower.pdf

Cole, C. L., Waterman, S., Hunter, E. C. M., Bell, V., Greenberg, N., Rubin, G. J.,
... Beck, A. (2020). Effectiveness of small group cognitive behavioural therapy for
anxiety and depression in Ebola treatment centre staff in Sierra Leone. International
Review of Psychiatry (Abingdon, England), Apr 17, 1-9.

https://doi.org/10.1080/09540261.2020.1750800

Cuijpers, P., Berking, M., Andersson, G., Quigley, L., Kleiboer, A., & Dobson, K. S.
(2013). A meta-analysis of cognitive-behavioural therapy for adult depression,
alone and in comparison with other treatments. Canadian Journal of Psychiatry.
Revue Canadienne de Psychiatrie, 58(7), 376-385.

https://doi.org/10.1177/070674371305800702

62


https://www.cdc.gov/coronavirus/2019-ncov/long-term-effects/index.html
https://www.cdc.gov/coronavirus/2019-ncov/long-term-effects/index.html
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://doi.org/10.1017/S0033291713001785
https://www.utstat.toronto.edu/~brunner/oldclass/378f16/readings/CohenPower.pdf
https://doi.org/10.1080/09540261.2020.1750800
https://doi.org/10.1177/070674371305800702

References 63

Cuthbert, B. N., & Insel, T. R. (2013). Toward the future of psychiatric diagnosis: the seven

pillars of RDoC. BMC Medicine, 11, 126. https://doi.org/10.1186/1741-7015-11-

126
Dalgleish, T., Black, M., Johnston, D., & Bevan, A. (2020). Transdiagnostic approaches to

mental health problems: Current status and future directions. Journal of Consulting

and Clinical Psychology, 88(3), 179—195. https://doi.org/10.1037/ccp0000482

Damiano, R. F., Di Santi, T., Beach, S., Pan, P. M., Lucchetti, A. L., Smith, F. A.,
Forlenza, O. V., Fricchione, G. L., Miguel, E. C., & Lucchetti, G. (2021). Mental
health interventions following COVID-19 and other coronavirus infections: a
systematic review of current recommendations and meta-analysis of randomized
controlled trials. Revista Brasileira dePpsiquiatria (Sao Paulo, Brazil : 1999),

43(6), 665-678. https://doi.org/10.1590/1516-4446-2020-1582

Derogatis, L. R. (1977). SCL-90-R: Administration, scoring and procedures manual-I for
the r(evised) version. Clinical Psychometric Research Medicine.

de Graaff, A. M., Cuijpers, P., Acarturk, C., Akhtar, A., Alkneme, M. S., Aoun, M., ... &
Sijbrandij, M. (2022). Scalable psychological interventions for Syrian refugees in
Europe and the Middle East: STRENGTHS study protocol for a prospective
individual participant data meta-analysis. BMJ Open, 12(4), e058101.

https://doi.org/10.1136/bmjopen-2021-058101

de Vries, Y. A., Schoevers, R. A., Higgins, J., Munafo, M. R., & Bastiaansen, J. A. (2022).
Statistical power in clinical trials of interventions for mood, anxiety, and psychotic
disorders. Psychological Medicine, 1-8. Advance online publication.

https://doi.org/10.1017/S0033291722001362

63


https://doi.org/10.1186/1741-7015-11-126
https://doi.org/10.1186/1741-7015-11-126
https://doi.org/10.1037/ccp0000482
https://doi.org/10.1590/1516-4446-2020-1582
https://doi.org/10.1136/bmjopen-2021-058101
https://doi.org/10.1017/S0033291722001362

References 64

Dincer, B., & Inangil, D. (2021). The effect of emotional freedom techniques on nurses'
stress, anxiety, and burnout levels during the COVID-19 pandemic: A randomized
controlled trial. Explore, 17(2), 109-114.

https://doi.org/10.1016/j.explore.2020.11.012

Duclos, M., Gouarne, C., & Bonnemaison, D. (2003). Acute and chronic effects of exercise
on tissue sensitivity to glucocorticoids. Journal of Applied Physiology (Bethesda,

Md. : 1985), 94(3), 869—-875. https://doi.org/10.1152/japplphysiol.00108.2002

Egan, S. J., Wade, T. D., & Shafran, R. (2011). Perfectionism as a transdiagnostic process:
a clinical review. Clinical Psychology Review, 31(2), 203-212.

https://doi.org/10.1016/j.cpr.2010.04.009

Elbir, M., Alp Topbas, O., Bayad, S., Kocabas, T., Topak, O. Z., Cetin, S., Ozdel, O.,
Atesci, F., & Aydemir, O. (2019). DSM-5 bozukluklar1 i¢in yapilandirilmis klinik
goriismenin klinisyen versiyonunun Tiirk¢e’ye uyarlanmasi ve giivenilirlik
caligmasi [Adaptation and reliability of the Structured Clinical Interview for DSM-
5-Disorders - Clinician Version (SCID-5/CV) to the Turkish language]. Turk
Psikiyatri Dergisi = Turkish Journal of Psychiatry, 30(1), 51-56.

https://doi.org/10.5080/u23431

Ellard, D., & Parsons, S. (2010). Process evaluation: understanding how and why
interventions work. In: Thorogood, Margaret, and Coombes, Yolande, Eds.,
Evaluating Health Promotion: Practice and Methods, 87-104. Oxford University

Press. https://doi.ore/10.1093/acprof:0s0/9780199569298.003.0007

Ellis, A. (1991). The revised ABC's of rational-emotive therapy (RET). Journal of

Rational-Emotive and Cognitive-Behavior Therapy, 9(3), 139-172.

64


https://doi.org/10.1016/j.explore.2020.11.012
https://doi.org/10.1152/japplphysiol.00108.2002
https://doi.org/10.1016/j.cpr.2010.04.009
https://doi.org/10.5080/u23431
https://doi.org/10.1093/acprof:oso/9780199569298.003.0007

References 65

Erdfelder, E., Faul, F. & Buchner, A. (1996). GPOWER: A general power analysis
program. Behavior Research Methods, Instruments & Computers, 28, 1-11.

https://doi.org/10.3758/BF03203630

Eser, E., Fidaner, H., Fidaner, C., Eser, S. Y., Elbi, H., & Goker, E. (1999). WHOQOL-100
ve WHOQOL-BREF'in psikometrik 6zellikleri. Psikiyatri Psikoloji
Psikofarmakoloji (3P) Dergisi, 7(2), 23-40.

Eskici, H. S., Hinton, D. E., Jalal, B., Yurtbakan, T., & Acarturk, C. (2021). Culturally
adapted cognitive behavioral therapy for Syrian refugee women in Turkey: A
randomized controlled trial. Psychological Trauma: Theory, Research, Practice and

Policy. Advance online publication. https://doi.org/10.1037/tra0001138

Fonseca, S., Trindade, I. A., Mendes, A. L. & Ferreira, C. (2020). The buffer role of
psychological flexibility against the impact of major life events on depression

symptoms, Clinical Psychologist, 24(1), 82-90, https://doi.org/10.1111/cp.12194

Garcia-Escalera, J., Chorot, P., Valiente, R. M., Reales, J. M. & Sandin, B. (2016). Efficacy
of transdiagnostic cognitive-behavioral therapy for anxiety and depression in adults,
children and adolescents: A meta-analysis. Revista de Psicopatologia y Psicologia

Clinica, 21, 147-175. https://doi.org/10.5944/rppc.vol.21.num.3.2016.17811

Grenon, R., Schwartze, D., Hammond, N., Ivanova, 1., Mcquaid, N., Proulx, G., & Tasca,
G. A. (2017). Group psychotherapy for eating disorders: A meta-
analysis. International Journal of Eating Disorders, 50(9), 997-1013.

https://doi.org/10.1002/eat.22744

Gruber, J., Prinstein, M. J., Clark, L. A., Rottenberg, J., Abramowitz, J. S., Albano, A. M.,
Aldao, A., Borelli, J. L., Chung, T., Davila, J., Forbes, E. E., Gee, D. G., Hall, G.,

Hallion, L. S., Hinshaw, S. P., Hofmann, S. G., Hollon, S. D., Joormann, J., Kazdin,

65


https://doi.org/10.3758/BF03203630
https://doi.org/10.1037/tra0001138
https://doi.org/10.1111/cp.12194
https://doi.org/10.5944/rppc.vol.21.num.3.2016.17811
https://doi.org/10.1002/eat.22744

References 66

A. E., Klein, D. N., ... Weinstock, L. M. (2021). Mental health and clinical
psychological science in the time of COVID-19: Challenges, opportunities, and a
call to action. The American Psychologist, 76(3), 409—426.

https://doi.org/10.1037/amp0000707

Hacimusalar, Y., Kahve, A. C., Yasar, A. B., & Aydin, M. S. (2020). Anxiety and
hopelessness levels in COVID-19 pandemic: A comparative study of healthcare

professionals and other community sample in Turkey. Journal of Psychiatric

Research, 129, 181-188. https://doi.org/10.1016/j.jpsychires.2020.07.024

Hinton, D. E., Chhean, D., Pich, V., Safren, S. A., Hofmann, S. G., & Pollack, M. H.
(2005). A randomized controlled trial of cognitive-behavior therapy for Cambodian
refugees with treatment-resistant PTSD and panic attacks: a cross-over design.

Journal of Traumatic Stress, 18(6), 617—-629. https://doi.org/10.1002/jts.20070

Hinton, D. E., Hofmann, S. G., Rivera, E., Otto, M. W., & Pollack, M. H. (2011).
Culturally adapted CBT (CA-CBT) for Latino women with treatment-resistant

PTSD: a pilot study comparing CA-CBT to applied muscle relaxation. Behaviour

Research and Therapy, 49(4), 275-280. https://doi.org/10.1016/j.brat.2011.01.005

Hinton, D. E., & Patel, A. (2017). Cultural adaptations of cognitive behavioral therapy.

Psychiatric Clinics, 40(4), 701-714. https://doi.org/10.1016/].psc.2017.08.006

Hinton, D. E., Pham, T., Tran, M., Safren, S. A., Otto, M. W., & Pollack, M. H. (2004).
CBT for Vietnamese refugees with treatment-resistant PTSD and panic attacks: A
pilot study. Journal of Traumatic Stress, 17(5), 429—433.

https://doi.org/10.1023/B:JOTS.0000048956.03529.fa

Hinton, D. E., Pich, V., Hofmann, S. G., & Otto, M. W. (2013). Acceptance and

mindfulness techniques as applied to refugee and ethnic minority populations with

66


https://doi.org/10.1037/amp0000707
https://doi.org/10.1016/j.jpsychires.2020.07.024
https://doi.org/10.1002/jts.20070
https://doi.org/10.1016/j.brat.2011.01.005
https://doi.org/10.1016/j.psc.2017.08.006
https://doi.org/10.1023/B:JOTS.0000048956.03529.fa

References 67

PTSD: examples from" Culturally Adapted CBT". Cognitive and Behavioral

Practice, 20(1), 33-46. https://doi.org/10.1016/j.cbpra.2011.09.001

Hinton, D. E., Rivera, E. 1., Hofmann, S. G., Barlow, D. H., & Otto, M. W. (2012).
Adapting CBT for traumatized refugees and ethnic minority patients: Examples
from culturally adapted CBT (CA-CBT). Transcultural Psychiatry, 49(2), 340-365.

https://doi.org/10.1177/1363461512441595

Holmes, E. A., O'Connor, R. C., Perry, V. H., Tracey, 1., Wessely, S., Arsenecault, L.,
Ballard, C., Christensen, H., Cohen Silver, R., Everall, 1., Ford, T., John, A., Kabir,
T., King, K., Madan, 1., Michie, S., Przybylski, A. K., Shafran, R., Sweeney, A.,
Worthman, C. M., ... Bullmore, E. (2020). Multidisciplinary research priorities for
the COVID-19 pandemic: A call for action for mental health science. The Lancet.

Psychiatry, 7(6), 547-560. https://doi.org/10.1016/S2215-0366(20)30168-1

Holmes, S. E., & Kivlighan, D. M., Jr. (2000). Comparison of therapeutic factors in group
and individual treatment processes. Journal of Counseling Psychology, 47(4), 478—

484. https://doi.org/10.1037/0022-0167.47.4.478

Insel, T. R. (2014). The NIMH research domain criteria (RDoC) project: precision
medicine for psychiatry. American Journal of Psychiatry, 171(4), 395-397.

https://doi.org/10.1176/appi.ajp.2014.14020138

Isikli, S. (2020), Covid-19 salgini’nin psikolojik sonuglart ve etkili basa ¢ikma yontemleri.
Hacettepe Universitesi Psikoloji Boliimii, Retrieved from

https://corona.hacettepe.edu.tr/wpcontent/uploads/2020/06/Covid-

19 psikolojik sonuclari basa cikma yontemleri.pdf

Jalal, B., Kruger, Q., & Hinton, D. E. (2018). Adaptation of CBT for traumatized South

African indigenous groups: Examples from multiplex CBT for PTSD. Cognitive

67


https://doi.org/10.1016/j.cbpra.2011.09.001
https://doi.org/10.1177/1363461512441595
https://doi.org/10.1016/S2215-0366(20)30168-1
https://doi.org/10.1037/0022-0167.47.4.478
https://doi.org/10.1176/appi.ajp.2014.14020138
https://corona.hacettepe.edu.tr/wpcontent/uploads/2020/06/Covid-19_psikolojik_sonuclari_basa_cikma_yontemleri.pdf
https://corona.hacettepe.edu.tr/wpcontent/uploads/2020/06/Covid-19_psikolojik_sonuclari_basa_cikma_yontemleri.pdf

References 68

and Behavioral Practice, 25(2), 335-349.

https://doi.org/10.1016/1.cbpra.2017.07.003

Jalal, B., Kruger, Q., & Hinton, D. E. (2020). Culturally adapted CBT (CA-CBT) for
traumatised indigenous South Africans (Sepedi): a randomised pilot trial comparing
CA-CBT to applied muscle relaxation. Intervention, 18(1), 61.

https://doi1.org/10.4103/INTV.INTV_68 18

Janis, R. A., Burlingame, G. M., Svien, H., Jensen, J., & Lundgreen, R. (2021). Group
therapy for mood disorders: A meta-analysis. Psychotherapy Research: Journal of
the Society for Psychotherapy Research, 31(3), 369-385.

https://doi.org/10.1080/10503307.2020.1817603

Jaywant, A., Bueno-Castellano, C., Oberlin, L. E., Vanderlind, W. M., Wilkins, V. M.,
Cherestal, S., ... & Kanellopoulos, D. (2022). Psychological interventions on the
front lines: A roadmap for the development of a behavioral treatment program to
mitigate the mental health burden faced by COVID-19 survivors. Professional

Psychology: Research and Practice. https://doi.org/10.1037/pro0000417

Joormann, J., & Stanton, C. H. (2016). Examining emotion regulation in depression: A
review and future directions. Behaviour Research and Therapy, 86, 35-49.

https://doi.org/10.1016/j.brat.2016.07.007

Kahlon, M. K., Aksan, N., Aubrey, R., Clark, N., Cowley-Morillo, M., Jacobs, E. A.,
Mundhenk, R., Sebastian, K. R., & Tomlinson, S. (2021). Effect of layperson-
delivered, empathy-focused program of telephone calls on loneliness, depression,
and anxiety among adults during the COVID-19 pandemic: A randomized clinical
trial. JAMA psychiatry, 78(6), 616—622.

https://doi.org/10.1001/jamapsychiatry.2021.0113

68


https://doi.org/10.1016/j.cbpra.2017.07.003
https://doi.org/10.4103/INTV.INTV_68_18
https://doi.org/10.1080/10503307.2020.1817603
https://doi.org/10.1037/pro0000417
https://doi.org/10.1016/j.brat.2016.07.007
https://doi.org/10.1001/jamapsychiatry.2021.0113

References 69

Kananian, S., Ayoughi, S., Farugie, A., Hinton, D. & Stangier, U. (2017). Transdiagnostic
culturally adapted CBT with Farsi-speaking refugees: a pilot study, European
Journal of Psychotraumatology, 8(2), 1390362,

https:///doi.org/10.1080/20008198.2017.1390362

Kananian, S., Soltani, Y., Hinton, D., & Stangier, U. (2020). Culturally adapted cognitive
behavioral therapy plus problem management (CA-CBT+) with Afghan refugees: A
randomized controlled pilot study. Journal of Traumatic Stress, 33(6), 928-938.

https://doi.org/10.1002/ts.22615

Karaaslan, Y. S. (2021, February). Turkey completes 1*' stage of COVID-19 vaccination.

AA. https://www.aa.com.tr/en/latest-on-coronavirus-outbreak/turkey-completes-1st-

stage-of-covid-19-vaccination/2155537

Kessler, R. C., Andrews, G., Colpe, L. J., Hiripi, E., Mroczek, D. K., Normand, S. L.,
Walters, E. E., & Zaslavsky, A. M. (2002). Short screening scales to monitor
population prevalences and trends in non-specific psychological distress.
Psychological Medicine, 32(6), 959-976.

https://doi.org/10.1017/s0033291702006074

Kilic, M. (1991). Belirti Tarama Listesi (SCL-90-R)'nin gecerlilik ve giivenirligi. Tiirk
Psikolojik Danisma ve Rehberlik Dergisi, 1(2), 45-52.

https://dergipark.org.tr/tr/pub/tpdrd/issue/21422/229664

Konkan, R., Senormanci, O., Guclu, O., Aydin, E., & Sungur, M. Z. (2013). Yaygin
anksiyete bozuklugu-7 (YAB-7) testi Tiirk¢e uyarlamasi, gecerlik ve giivenirligi.

Archives of Neuropsychiatry/Noropsikiatri Arsivi, 50(1).

https://doi.org/10.4274/npa.y6308

69


https://doi.org/10.1080/20008198.2017.1390362
https://doi.org/10.1002/jts.22615
https://www.aa.com.tr/en/latest-on-coronavirus-outbreak/turkey-completes-1st-stage-of-covid-19-vaccination/2155537
https://www.aa.com.tr/en/latest-on-coronavirus-outbreak/turkey-completes-1st-stage-of-covid-19-vaccination/2155537
https://doi.org/10.1017/s0033291702006074
https://dergipark.org.tr/tr/pub/tpdrd/issue/21422/229664
https://doi.org/10.4274/npa.y6308

References 70

Kotov, R., Krueger, R. F., Watson, D., Achenbach, T. M., Althoff, R. R., Bagby, R. M.,
Brown, T. A., Carpenter, W. T., Caspi, A., Clark, L. A., Eaton, N. R., Forbes, M.
K., Forbush, K. T., Goldberg, D., Hasin, D., Hyman, S. E., Ivanova, M. Y., Lynam,
D. R., Markon, K., Miller, J. D., ... Zimmerman, M. (2017). The Hierarchical
Taxonomy of Psychopathology (HiTOP): A dimensional alternative to traditional
nosologies. Journal of Abnormal Psychology, 126(4), 454—477.

https://doi.org/10.1037/abn0000258

Kroenke, K., & Spitzer, R. L. (2002). The PHQ-9: A new depression diagnostic and

severity measure. Psychiatric Annals, 32(9), 509-515. https://doi.org/10.3928/0048-

5713-20020901-06

Lee, A. M., Wong, J. G., McAlonan, G. M., Cheung, V., Cheung, C., Sham, P.C,, ... &
Chua, S. E. (2007). Stress and psychological distress among SARS survivors 1 year
after the outbreak. The Canadian Journal of Psychiatry, 52(4), 233-240.

https://doi.org/10.1177/070674370705200405

Lefebvre, M. F. (1981). Cognitive distortion and cognitive errors in depressed psychiatric
and low back pain patients. Journal of Consulting and Clinical Psychology, 49(4),

517-525. https://doi.org/10.1037/0022-006x.49.4.517

Lewinsohn, P. M., & Libet, J. (1972). Pleasant events, activity schedules, and depressions.
Journal of Abnormal Psychology, 79(3), 291-295.

https://doi.org/10.1037/h0033207

Levin, M. E., Luoma, J. B., Vilardaga, R., Lillis, J., Nobles, R., & Hayes, S. C. (2014).
Examining the role of psychological inflexibility, perspective taking, and empathic
concern in generalized prejudice. Journal of Applied Social Psychology, 46(3), 180—

191. https://doi.org/10.1111/jasp.12355

70


https://doi.org/10.1037/abn0000258
https://doi.org/10.3928/0048-5713-20020901-06
https://doi.org/10.3928/0048-5713-20020901-06
https://doi.org/10.1177/070674370705200405
https://doi.org/10.1037/0022-006x.49.4.517
https://doi.org/10.1037/h0033207
https://doi.org/10.1111/jasp.12355

References 71

Liu, X., Zhu, M., Zhang, R., Zhang, J., Zhang, C., Liu, P., Feng, Z., & Chen, Z. (2021).
Public mental health problems during COVID-19 pandemic: A large-scale meta-
analysis of the evidence. Translational Psychiatry, 11(1), 384.

https://doi.org/10.1038/s41398-021-01501-9

Lo Coco, G., Melchiori, F., Oieni, V., Infurna, M. R., Strauss, B., Schwartze, D.,
Rosendahl, J., & Gullo, S. (2019). Group treatment for substance use disorder in
adults: A systematic review and meta-analysis of randomized-controlled
trials. Journal of Substance Abuse Treatment, 99, 104—116.

https://doi.ore/10.1016/1.jsat.2019.01.016

Luo, M., Guo, L., Yu, M., Jiang, W., & Wang, H. (2020). The psychological and mental
impact of coronavirus disease 2019 (COVID-19) on medical staff and general
public - A systematic review and meta-analysis. Psychiatry Research, 291, 113190.

https://doi.org/10.1016/1.psychres.2020.113190

Ma-Kellams, C. (2014). Cross-cultural differences in somatic awareness and interoceptive
accuracy: A review of the literature and directions for future research. Frontiers in

Psychology, 5, 1379. https://doi.org/10.3389/fpsyg.2014.01379

MacPhillamy, D. J., & Lewinsohn, P. M. (1974). Depression as a function of levels of
desired and obtained pleasure. Journal of Abnormal Psychology, 83(6), 651-657.

https://doi.org/10.1037/h0037467

Madigan, S., Racine, N., Cooke, J. E., & Korczak, D. J. (2021). COVID-19 and telemental
health: Benefits, challenges, and future directions. Canadian Psychology /

Psychologie Canadienne, 62(1), 5—11. https://doi.org/10.1037/cap0000259

Malik, P., Patel, K., Pinto, C., Jaiswal, R., Tirupathi, R., Pillai, S., & Patel, U. (2022). Post-

acute COVID-19 syndrome (PCS) and health-related quality of life (HRQoL)-A

71


https://doi.org/10.1038/s41398-021-01501-9
https://doi.org/10.1016/j.jsat.2019.01.016
https://doi.org/10.1016/j.psychres.2020.113190
https://doi.org/
http://dx.doi.org/10.3389/fpsyg.2014.01379
https://doi.org/10.1037/h0037467
https://doi.org/10.1037/cap0000259

References 72

systematic review and meta-analysis. Journal of Medical Virology, 94(1), 253-262.

https://doi.org/10.1002/jmv.27309

Mathews, A., & MacLeod, C. (2005). Cognitive vulnerability to emotional disorders.
Annual Review of Clinical Psychology, 1, 167-195.

https://doi.org/10.1146/annurev.clinpsy.1.102803.143916

Mazzucchelli, T., Kane, R., & Rees, C. (2009). Behavioral activation treatments for
depression in adults: a meta-analysis and review. Clinical Psychology: Science and

Practice, 16(4), 383-411. https://doi.org/10.1111/5.1468-2850.2009.01178.x

McEvoy, P. M., Nathan, P., & Norton, P.J. (2009). Efficacy of transdiagnostic treatments:
A review of published outcome studies and future research directions. Journal of

Cognitive Psychotherapy: An International Quarterly, 23(1).

https://doi.org/10.1891/0889-8391.23.1.20

McLaughlin, S. P. B., Barkowski, S., Burlingame, G. M., Strauss, B., & Rosendahl, J.
(2019). Group psychotherapy for borderline personality disorder: A meta-analysis

of randomized-controlled trials. Psychotherapy, 56(2), 260—

273. https://doi.org/10.1037/pst0000211

Mead, G. E., Morley, W., Campbell, P., Greig, C. A., McMurdo, M., & Lawlor, D. A.
(2008). Exercise for depression. The Cochrane Database of Systematic Reviews,

(4), CD004366. https://doi.org/10.1002/14651858.CD004366.pub3

Naeem, F., Phiri, P., Rathod, S., & Ayub, M. (2019). Cultural adaptation of cognitive—
behavioural therapy. BJPsych Advances, 25(6), 387-395.

https://doi.org/10.1192/bja.2019.15

72


https://doi.org/10.1002/jmv.27309
https://doi.org/10.1146/annurev.clinpsy.1.102803.143916
https://doi.org/10.1111/j.1468-2850.2009.01178.x
https://doi.org/10.1891/0889-8391.23.1.20
https://psycnet.apa.org/doi/10.1037/pst0000211
https://doi.org/10.1002/14651858.CD004366.pub3
https://doi.org/10.1192/bja.2019.15

References 73

Naragon-Gainey K. (2010). Meta-analysis of the relations of anxiety sensitivity to the
depressive and anxiety disorders. Psychological Bulletin, 136(1), 128—150.

https://doi.org/10.1037/a0018055

Nasser, E. H., & Overholser, J. C. (2005). Recovery from major depression: the role of
support from family, friends, and spiritual beliefs. Acta Psychiatrica Scandinavica,

111(2), 125-132. https://doi.org/10.1111/j.1600-0447.2004.00423.x

National Institute of Mental Health (2021). What is Telemental Health. NIMH.

https://www.nimh.nih.gov/health/publications/what-is-telemental-health/

Newby, J. M., McKinnon, A., Kuyken, W., Gilbody, S. & Dalgleish, T. (2015). Systematic
review and meta-analysis of transdiagnostic psychological treatments for anxiety
and depressive disorders in adulthood. Clinical Psychology Review, 40, 91-110.

http://dx.doi.org/10.1016/j.cpr.2015.06.002

Ng, S. M., Chan, T. H., Chan, C. L., Lee, A. M., Yau, J. K., Chan, C. H.,
& Lau, J. (2006). Group debriefing for people with chronic diseases during the
SARS pandemic: Strength-Focused and Meaning-Oriented Approach for Resilience
and Transformation (SMART). Community Mental Health Journal, 42(1), 53—63.

https://doi.org/10.1007/s10597-005-9002-y

Nochaiwong, S., Ruengorn, C., Thavorn, K., Hutton, B., Awiphan, R., Phosuya, C., Ruanta,
Y., Wongpakaran, N., & Wongpakaran, T. (2021). Global prevalence of mental
health issues among the general population during the coronavirus disease-2019
pandemic: A systematic review and meta-analysis. Scientific Reports, 11(1), 10173.

https://doi.org/10.1038/s41598-021-89700-8

Norcross, J. C., & Lambert, M. J. (2019). Alliance in adult psychotherapy. In C. Fliickiger,

A. C. Del Re, B. E. Wampold, & A. O. Horvath (Eds.), Psychotherapy

73


https://doi.org/10.1037/a0018055
https://doi.org/10.1111/j.1600-0447.2004.00423.x
https://www.nimh.nih.gov/health/publications/what-is-telemental-health/
http://dx.doi.org/10.1016/j.cpr.2015.06.002
https://doi.org/10.1007/s10597-005-9002-y
https://doi.org/10.1038/s41598-021-89700-8

References 74

Relationships That Work, Volume 1: Evidence-Based Therapist Contribution (3rd
ed., pp. 24-78). New York, NY: Oxford University Press.

Norcross, J. C., & Lambert, M. J. (2019). Cohesion in group therapy. In G. M. Burlingame,
D. T. McClendon, & C. Yang (Eds.), Psychotherapy Relationships That Work,
Volume 1: Evidence-Based Therapist Contribution (3rd ed., pp. 205-244). New
York, NY: Oxford University Press.

The Organization for Economic Co-operation and Development (2021, May) Tackling the
mental health impact of the COVID-19 crisis: An integrated, whole- of-society

response. OECD. https://read.oecd-ilibrary.org/view/?ref=1094 1094455-

bukuflfOcmé&title=Tackling-the-mental-health-impact-of-the-COVID-19-crisis-An-

integrated-whole-of-society-response

Orhan, S. N. (2020). The application of culturally adapted cognitive behavioral therapy
and investigation of its impact in women with traumatic experiences (Publication
No. 651429) [Master’s thesis, Marmara University]. Yiiksekogretim Kurulu
Bagkanlig1 Tez Merkezi.

Ozlu, L., Ozturk, Z., Karaman Ozlu, Z., Tekin, E., & Gur, A. (2021). The effects of
progressive muscle relaxation exercises on the anxiety and sleep quality of patients
with COVID-19: A randomized controlled study. Perspectives in Psychiatric Care,

57(4), 1791-1797. https://doi.org/10.1111/ppc.12750

Park, H. Y., Park, W. B, Lee, S. H., Kim, J. L., Lee, J. J., Lee, H., & Shin, H. (2020).
Posttraumatic stress disorder and depression of survivors 12 months after the
outbreak of Middle East respiratory syndrome in South Korea. BMC Public

Health,20, 605. https://doi.org/10.1186/s12889-020-08726-1

74


https://read.oecd-ilibrary.org/view/?ref=1094_1094455-bukuf1f0cm&title=Tackling-the-mental-health-impact-of-the-COVID-19-crisis-An-integrated-whole-of-society-response
https://read.oecd-ilibrary.org/view/?ref=1094_1094455-bukuf1f0cm&title=Tackling-the-mental-health-impact-of-the-COVID-19-crisis-An-integrated-whole-of-society-response
https://read.oecd-ilibrary.org/view/?ref=1094_1094455-bukuf1f0cm&title=Tackling-the-mental-health-impact-of-the-COVID-19-crisis-An-integrated-whole-of-society-response
https://doi.org/10.1111/ppc.12750
https://doi.org/10.1186/s12889-020-08726-1

References 75

Pearl, S. B. & Norton, P. J. (2017). Transdiagnostic versus diagnosis specific cognitive
behavioural therapies for anxiety: A meta-analysis. Journal of Anxiety Disorders,

46, 11-24. http://dx.doi.org/10.1016/j.janxdis.2016.07.004

Pinzon, R. T., Wijaya, V. O., Al Jody, A., Nunsio, P. N., & Buana, R. B. (2022). Persistent
neurological manifestations in long COVID-19 syndrome: a systematic review and

meta-analysis. Journal of Infection and Public Health.

https://doi.org/10.1016/j.jiph.2022.06.013

Prochaska, J. O. & Norcross, J. C. (2013). Systems of Psychotherapy (8" ed.). Cengage
Learning.

Renner, W., & Berry, J. W. (2011). Group interventions were not effective for female
Turkish migrants with recurrent depression - recommendations from a randomized
controlled study. Social Behavior and Personality, 39(9), 1217-1234.

https://doi.org/10.2224/sbp.2011.39.9.1217

Republic of Turkey Ministry of Health (2022, November). COVID-19 Information Page.

Republic of Turkey Ministry of Health. https://covid19.saglik.gov.tr/? Dil=2

Rogers, J. P., Chesney, E., Oliver, D., Pollak, T. A., McGuire, P., Fusar-Poli, P., Zandi, M.
S., Lewis, G., & David, A. S. (2020). Psychiatric and neuropsychiatric presentations
associated with severe coronavirus infections: A systematic review and meta-
analysis with comparison to the COVID-19 pandemic. The Lancet. Psychiatry, 7(7),

611-627. https://doi.org/10.1016/S2215-0366(20)30203-0

Rosendahl, J., Alldredge, C. T., Burlingame, G. M., & Strauss, B. (2021). Recent

developments in group psychotherapy research. American Journal of

Psychotherapy, 74(2), 52-59. https://doi.org/10.1176/appi.psychotherapy.2020003 1

75


http://dx.doi.org/10.1016/j.janxdis.2016.07.004
https://doi.org/10.1016/j.jiph.2022.06.013
https://doi.org/10.2224/sbp.2011.39.9.1217
https://covid19.saglik.gov.tr/?_Dil=2
https://doi.org/10.1016/S2215-0366(20)30203-0
https://doi.org/10.1176/appi.psychotherapy.20200031

References 76

Sahin, M. K., Aker, S., Sahin, G., & Karabekiroglu, A. (2020). Prevalence of depression,
anxiety, distress and insomnia and related factors in healthcare workers during
COVID-19 pandemic in Turkey. Journal of Community Health, 45(6), 1168—1177.

https://doi.org/10.1007/s10900-020-00921-w

Sari, Y. E., Kokoglu, B., Balcioglu, H. & Bilge, U. (2016). Turkish reliability of the Patient
Health Questionnaire-9. Biomedical Research, Special Issue: S460-S462.

Sauer-Zavala, S., Gutner, C. A., Farchione, T. J., Boettcher, H. T., Bullis, J. R., & Barlow,
D. H. (2017). Current Definitions of "Transdiagnostic" in Treatment Development:
A Search for Consensus. Behavior Therapy, 48(1), 128—138.

https://doi.org/10.1016/j.beth.2016.09.004

Saxena, S., Thornicroft, G., Knapp, M., & Whiteford, H. (2007). Resources for mental
health: scarcity, inequity, and inefficiency. Lancet (London, England), 370(9590),

878-889. https://doi.org/10.1016/S0140-6736(07)61239-2

Schwartze, D., Barkowski, S., Burlingame, G. M., Strauss, B., & Rosendahl, J. (2016).
Efficacy of group psychotherapy for obsessive-compulsive disorder: A meta-
analysis of randomized controlled trials. Journal of Obsessive-Compulsive and

Related Disorders, 10, 49-61. http://dx.doi.org/10.1016/1.jocrd.2016.05.001

Schwartze, D., Barkowski, S., Strauss, B., Knaevelsrud, C., & Rosendahl, J. (2017).
Efficacy of group psychotherapy for posttraumatic stress disorder: Systematic
review and meta-analysis of randomized controlled trials. Psychotherapy Research:
Journal of the Society for Psychotherapy Research, 29(4), 415-431.

https://doi.org/10.1080/10503307.2017.1405168

Shapira, S., Cohn-Schwartz, E., Yeshua-Katz, D., Aharonson-Daniel, L., Clarfield, A. M.,

& Sarid, O. (2021). Teaching and practicing cognitive-behavioral and mindfulness

76


https://doi.org/10.1007/s10900-020-00921-w
https://doi.org/10.1016/j.beth.2016.09.004
https://doi.org/10.1016/S0140-6736(07)61239-2
http://dx.doi.org/10.1016/j.jocrd.2016.05.001
https://doi.org/10.1080/10503307.2017.1405168

References 71

skills in a web-based platform among older adults through the COVID-19
pandemic: A pilot randomized controlled trial. International Journal of
Environmental Research and Public Health, 18(20), 10563.

https://doi.org/10.3390/ijerph182010563

Simonsson, O., Bazin, O., Fisher, S. D., & Goldberg, S. B. (2021). Effects of an eight-
week, online mindfulness program on anxiety and depression in university students
during COVID-19: A randomized controlled trial. Psychiatry Research, 305,

114222. https://doi.org/10.1016/j.psychres.2021.114222

Singh, S., Bhutani, S., & Fatima, H. (2020). Surviving the stigma: lessons learnt for the
prevention of COVID-19 stigma and its mental health impact. Mental Health and

Social Inclusion. https://doi.org/10.1108/MHSI-05-2020-0030

Sleptsova, M., Wossmer, B., Grossman, P., & Langewitz, W. A. (2013). Culturally
sensitive group therapy for Turkish patients suffering from chronic pain: a

randomised controlled intervention trial. Swiss Medical Weekly, (45).

https://doi.org/10.4414/smw.2013.13875

Sloan, E., Hall, K., Moulding, R., Bryce, S., Mildred, H., & Staiger, P. K. (2017). Emotion
regulation as a transdiagnostic treatment construct across anxiety, depression,
substance, eating and borderline personality disorders: A systematic review.

Clinical Psychology Review, 57, 141-163. https://doi.org/10.1016/j.cpr.2017.09.002

Soklaridis, S., Lin, E., Lalani, Y., Rodak, T., & Sockalingam, S. (2020). Mental health
interventions and supports during COVID- 19 and other medical pandemics: A

rapid systematic review of the evidence. General Hospital Psychiatry, 66, 133—146.

https://doi.org/10.1016/j.genhosppsych.2020.08.007

77


https://doi.org/10.3390/ijerph182010563
https://doi.org/10.1016/j.psychres.2021.114222
https://doi.org/10.1108/MHSI-05-2020-0030
https://doi.org/10.4414/smw.2013.13875
https://doi.org/10.1016/j.cpr.2017.09.002
https://doi.org/10.1016/j.genhosppsych.2020.08.007

References 78

Spitzer, R. L., Kroenke, K., Williams, J. B., & Lowe, B. (2006). A brief measure for
assessing generalized anxiety disorder: the GAD-7. Archives of Internal Medicine,

166(10), 1092-1097. https://doi.org/10.1001/archinte.166.10.1092

Sue, S., Zane, N., Nagayama Hall, G. C., & Berger, L. K. (2009). The case for cultural
competency in psychotherapeutic interventions. Annual Review of Psychology, 60,

525-548. https://doi.org/10.1146/annurev.psych.60.110707.163651

Sulaiman-Hill, C. M., & Thompson, S. C. (2010). Selecting instruments for assessing
psychological wellbeing in Afghan and Kurdish refugee groups. BMC Research

Notes, 3(1), 1-9. https://doi.org/10.1186/1756-0500-3-237

Taquet, M., Geddes, J. R., Husain, M., Luciano, S., & Harrison, P. J. (2021). 6-month
neurological and psychiatric outcomes in 236 379 survivors of COVID-19: a

retrospective cohort study using electronic health records. The Lancet Psychiatry,

8(5), 416-427. https://doi.org/10.1016/S2215-0366(21)00084-5

Tasleem, A., Wang, Y., Li, K., Jiang, X., Krishnan, A., He, C., Sun, Y., Wu, Y., Fan, S.,
Boruff, J. T., Markham, S., Rice, D. B., Bonardi, O., Santo, T. D., Li, L., Thombs-
Vite, 1., Agic, B., Fahim, C., Martin, M. S., Sockalingam, S., ... Thombs, B. D.
(2022). Effects of mental health interventions among people hospitalized with
COVID-19 infection: A systematic review of randomized controlled trials. General
Hospital Psychiatry, 77, 40—-68. Advance online publication.

https://doi.org/10.1016/j.genhosppsych.2022.04.002

The Lancet Regional Health-Western Pacific (2021). The widened gap in mental health
services during the pandemic. The Lancet regional health. Western Pacific, 15,

100320. https://doi.org/10.1016/j.lanwpc.2021.100320

78


https://doi.org/10.1001/archinte.166.10.1092
https://doi.org/10.1146/annurev.psych.60.110707.163651
https://doi.org/10.1186/1756-0500-3-237
https://doi.org/10.1016/S2215-0366(21)00084-5
https://doi.org/10.1016/j.genhosppsych.2022.04.002
https://doi.org/10.1016/j.lanwpc.2021.100320

References 79

Thompson, E. J., Stafford, J., Moltrecht, B., Huggins, C. F., Kwong, A. S., Shaw, R. J., ...
& Patalay, P. (2022). Psychological distress, depression, anxiety, and life
satisfaction following COVID-19 infection: Evidence from 11 UK longitudinal
population studies. The Lancet Psychiatry, 9(11), 894-906.

https://doi.org/10.1016/S2215-0366(22)00307-8

Wang, Y., Kala, M. P., & Jafar, T. H. (2020). Factors associated with psychological distress
during the coronavirus disease 2019 (COVID-19) pandemic on the predominantly
general population: A systematic review and meta-analysis. PloS One, 15(12),

€0244630. https://doi.org/10.1371/journal.pone.0244630

Waterman, S., Hunter, E. C. M., Cole, C. L., Evans, L. J., Greenberg, N., Rubin, G. J., &
Beck, A. (2018). Training peers to treat Ebola centre workers with anxiety and
depression in Sierra Leone. International Journal of Social Psychiatry, 64(2), 156-

165. https://doi.org/10.1177/0020764017752021

Wei, N., Huang, B. C., Lu, S. J., Hu, J. B., Zhou, X. Y., Hu, C. C., Chen, J. K., Huang, J.
W., Li, S. G., Wang, Z., Wang, D. D., Xu, Y., & Hu, S. H. (2020). Efficacy of
internet-based integrated intervention on depression and anxiety symptoms in
patients with COVID-19. Journal of Zhejiang University. Science. B, 21(5), 400—

404. https://doi.org/10.1631/jzus.B2010013

Whaibeh, E., Mahmoud, H. & Naal, H. (2020). Telemental health in the context of a
pandemic: the COVID-19 experience. Curr Treat Options Psych, 7, 198-202.

https://doi.org/10.1007/s40501-020-00210-2

Whaley, A. L., & Davis, K. E. (2007). Cultural competence and evidence-based practice in
mental health services: a complementary perspective. The American Psychologist,

62(6), 563-574. https://doi.org/10.1037/0003-066X.62.6.563

79


https://doi.org/10.1016/S2215-0366(22)00307-8
https://doi.org/10.1371/journal.pone.0244630
https://doi.org/10.1177/0020764017752021
https://doi.org/10.1631/jzus.B2010013
https://doi.org/10.1007/s40501-020-00210-2
https://doi.org/10.1037/0003-066X.62.6.563

References 80

Wiersinga, W. J., Rhodes, A., Cheng, A. C., Peacock, S. J. & Prescott, H. C. (2020).
Pathophysiology, transmission, diagnosis, and treatment of coronavirus disease
2019 (COVID-19): A review. JAMA, 324(8), 782—793.

https://doi.org/10.1001/jama.2020.12839

Wilamowska, Z. A., Thompson-Hollands, J., Fairholme, C. P., Ellard, K. K., Farchione, T.
J., & Barlow, D. H. (2010). Conceptual background, development, and preliminary
data from the unified protocol for transdiagnostic treatment of emotional
disorders. Depression and Anxiety, 27(10), 882—890.

https://doi.org/10.1002/da.20735

World Health Organization. (2020, March). Mental health and psychosocial considerations
during the COVID-19 outbreak. World Health Organization.

https://apps.who.int/iris/handle/10665/331490

World Health Organization (2016). Problem management plus (PM+): Individual
psychological help for adults impaired by distress in communities exposed to
adversity, WHO generic field-trial version 1.0. World Health Organization.

https://apps.who.int/iris/handle/10665/206417

World Health Organization (1998). Programme on mental health : WHOQOL user manual,
2012 revision. World Health Organization.

https://apps.who.int/iris/handle/10665/77932

World Health Organization (2022). WHO Coronavirus (COVID-19) Dashboard. World

Health Organization. https://covid19.who.int/

Victor, G. S., & Ahmed, S. (2019). The importance of culture in managing mental health
response to pandemics. In Psychiatry of Pandemics (pp. 55-64). Springer, Cham.

(eBook). https://doi.org/10.1007/978-3-030-15346-5

80


https://doi.org/10.1001/jama.2020.12839
https://doi.org/10.1002/da.20735
https://apps.who.int/iris/handle/10665/331490
https://apps.who.int/iris/handle/10665/206417
https://apps.who.int/iris/handle/10665/77932
https://covid19.who.int/
https://doi.org/10.1007/978-3-030-15346-5

References 81

Vinogradov, S., & Yalom, 1. D. (1989). Concise guide to group psychotherapy. American
Psychiatric Pub. Retrieved from

https://books.google.com.tr/books?hl=en&lr=&i1d=PxwDgN2RaxMC&oi=fthd&pg=

PP11&dg=group+psychotherapy+yalomé&ots=SFM3X1Qlex&sig=AG_gYrSvyje3D

IDMCvJ91Ve-

ofl&redir_esc=y#v=onepage&qg=group%?20psychotherapy%20yalom&f=false

Xie, Q., Liu, X. B., Xu, Y. M., & Zhong, B. L. (2021). Understanding the psychiatric
symptoms of COVID-19: A meta-analysis of studies assessing psychiatric
symptoms in Chinese patients with and survivors of COVID-19 and SARS by using
the Symptom Checklist-90-Revised. Translational Psychiatry, 11(1), 1-10.

https://doi.org/10.1038/s41398-021-01416-5

Yao, H., Chen, J. & Xu, Y. (2020). Patients with mental health disorders in the COVID-19

epidemic. Correspondence, 7(4), E21. https://doi.org/10.1016/S2215-

0366(20)30090-0

Yue, J., Yan, W., Sun, Y., Yuan, K., Su, S., Han, Y., . . . Lu, L. (2020). Mental health
services for infectious disease outbreaks including COVID-19: A rapid systematic
review. Psychological Medicine, 50(15), 2498-2513.

https://doi.org/10.1017/S0033291720003888

Zhang, A., Borhneimer, L. A., Weaver, A., Franklin, C., Hai, A. H., Guz, S., & Shen, L.
(2019). Cognitive behavioral therapy for primary care depression and anxiety: A
secondary meta-analytic review using robust variance estimation in meta-
regression. Journal of Behavioral Medicine, 42(6), 1117-1141.

https://doi.org/10.1007/s10865-019-00046-z

81


https://books.google.com.tr/books?hl=en&lr=&id=PxwDqN2RaxMC&oi=fnd&pg=PP11&dq=group+psychotherapy+yalom&ots=SFM3XlQlex&sig=AG_gYr5vyje3D1DMCvJ91Vc-6fI&redir_esc=y#v=onepage&q=group%20psychotherapy%20yalom&f=false
https://books.google.com.tr/books?hl=en&lr=&id=PxwDqN2RaxMC&oi=fnd&pg=PP11&dq=group+psychotherapy+yalom&ots=SFM3XlQlex&sig=AG_gYr5vyje3D1DMCvJ91Vc-6fI&redir_esc=y#v=onepage&q=group%20psychotherapy%20yalom&f=false
https://books.google.com.tr/books?hl=en&lr=&id=PxwDqN2RaxMC&oi=fnd&pg=PP11&dq=group+psychotherapy+yalom&ots=SFM3XlQlex&sig=AG_gYr5vyje3D1DMCvJ91Vc-6fI&redir_esc=y#v=onepage&q=group%20psychotherapy%20yalom&f=false
https://books.google.com.tr/books?hl=en&lr=&id=PxwDqN2RaxMC&oi=fnd&pg=PP11&dq=group+psychotherapy+yalom&ots=SFM3XlQlex&sig=AG_gYr5vyje3D1DMCvJ91Vc-6fI&redir_esc=y#v=onepage&q=group%20psychotherapy%20yalom&f=false
https://doi.org/10.1038/s41398-021-01416-5
https://doi.org/10.1016/S2215-0366(20)30090-0
https://doi.org/10.1016/S2215-0366(20)30090-0
https://doi.org/10.1017/S0033291720003888
https://doi.org/10.1007/s10865-019-00046-z

References 82

Zhu, D., Paige, S. R., Slone, H., Gutierrez, A., Lutzky, C., Hedriana, H., Barrera, J. F.,
Ong, T., & Bunnell, B. E. (2021). Exploring telemental health practice before,
during, and after the COVID-19 pandemic. Journal of Telemedicine and Telecare,
1357633X211025943. Advance online publication.

https://doi.org/10.1177/1357633X211025943

82


https://doi.org/10.1177/1357633X211025943

Appendices 83

Appendices
Appendix A: Informed Consent — Screening
Proje Hakkinda Bilgi:

Kog Universitesi Sosyal Bilimler Fakiiltesi, Psikoloji Boliimii 6gretim iiyesi Dog.
Dr. Ceren Acartiirk tarafindan yiiriitiilen, Kog Universitesi Etik Kurullari’nin
[2021.265.IRB1.091] say1l1 onay1 ile izin verilen, “COVID-19 Gegirmis ve Iyilesmis
Bireylerde Psikolojik Stresi Azaltmaya Y 6nelik Kiiltiire Uyarlanmis Bilissel Davranisgt
Miidahalenin (KU-BDM) Etkililigi” baglikli arastirmaya katiliminiz rica olunmaktadir. Bu
calisma ile birlikte COVID-19 gecirmis ve yogun stres yasayan bireylere online grup
formatinda kiiltiire uyarlanmis biligsel davranis¢r miidahale sunarak stres seviyelerini
azaltmak ve yasam kalitelerini arttirmak amaglanmistir. Bu arastirmaya tamamen kendi
iradenizle, herhangi bir zorlama veya mecburiyet olmadan goniillii olarak katiliminiz
esastir. Liitfen asagidaki bilgileri okuyunuz ve katilmaya karar vermeden 6nce
anlamadiginiz herhangi bir husus varsa ¢ekinmeden sorunuz.

Anket Hakkinda Bilgi:

Bilgilendirilmis onam formunu kabul ettiginiz takdirde ¢evrimigi bir ankete
yonlendirileceksiniz ve birtakim sorulara yanit vermeniz istenecektir. Bu ¢evrimigi anket,
COVID-19 gecirmis bireylere sunacagimiz miidahaleye davet edilmek i¢in uygunlugunuzu
anlamak amaciyla yapilmaktadir. Katilmaya onay vermeniz durumunda, sizden yaklasik 15
dakika stiren ¢evrimigi anketi doldurmaniz istenecektir. Bu miidahale i¢in uygun
bulunmaniz durumunda, arastirmada gorevli psikologlar sizinle iletisime gegeceklerdir. Bu
calismayla baglantil1 olarak verdiginiz bilgiler kisisel bilgilerinizle eslestirilmeyecektir. Bu

durumun nadir istisnalar1 olabilir. Bu istisnalar1 6grenmek i¢in arastirma ekibine
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danigabilirsiniz. Verdiginiz bilgiler, sadece arastirma ekibinin erigiminin oldugu sifreli bir
veri tabaninda saklanacaktir ve {igiincii kisilerle paylasilmayacaktir. Caligma
tamamlandiktan sonra bilgileriniz takip edilemeyecek bir sekilde geri doniistiiriilecektir. Bu
calismanin i¢inde olmak isteyip istemediginize tamamen kendi iradenizle ve etki altinda
kalmadan karar vermeniz 6nemlidir. Katilmaya karar verdikten sonra, herhangi bir anda
sahip oldugunuz herhangi bir hakki kaybetmeden veya herhangi bir yaptirima maruz
kalmadan istediginiz zaman ayrilabilirsiniz.

Bu aragtirma ile ilgili herhangi bir sorunuz veya endiseniz varsa, liitfen iletisime ge¢iniz:
Dog. Dr. Ceren Acartiirk: cacarturk@ku.edu.tr

Talya Oztiirk: tozturk20@ku.edu.tr
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Appendix B: Informed Consent — Intervention
Proje Hakkinda Bilgi:

Kog Universitesi Sosyal Bilimler Fakiiltesi, Psikoloji Boliimii 6gretim iiyesi Dog.
Dr. Ceren Acartiirk tarafindan yiiriitiilen, Kog Universitesi Etik Kurullari’nin
[2021.265.IRB1.091] say1l1 onay1 ile izin verilen, “COVID-19 Gegirmis ve Iyilesmis
Bireylerde Psikolojik Stresi Azaltmaya Y 6nelik Kiiltiire Uyarlanmis Bilissel Davranisgt
Miidahalenin (KU-BDM) Etkililigi” baslikli arastirmaya katiliminiz rica olunmaktadir. Bu
calisma ile birlikte COVID-19 gec¢irmis ve yogun stres yasayan bireylere online grup
formatinda kiiltiire uyarlanmis biligsel davranis¢1 miidahale sunarak stres seviyelerini
azaltmak amac¢lanmistir. Bu arastirmaya tamamen kendi iradenizle, herhangi bir zorlama
veya mecburiyet olmadan goniillii olarak katiliminiz esastir. Liitfen asagidaki bilgileri
okuyunuz ve katilmaya karar vermeden 6nce anlamadiginiz herhangi bir husus varsa
cekinmeden sorunuz.

Miidahale Hakkinda Bilgi:

Bu miidahale, COVID-19 gecirmis ve iyilesmis olan bireylerin yasadig1 psikolojik
problemleri azaltmak ve yasam kalitelerini yiikseltmek amaciyla yapilmaktadir. Asagida bu
miidahale calismasiyla ilgili ¢esitli bilgiler yer almaktadir.

Bu calismaya katilmaya onay vermeniz ve miidahale grubuna atanmaniz
durumunda, sizden toplamda 8 seans olan ve haftada iki seans seklinde yiiriitiilecek olan bu
programa katilmaniz beklenmektedir. Bu miidahale herhangi olumsuz bir risk
tasimamaktadir. Miidahale boyunca ¢esitli duygular1 konusmak sizi zaman zaman gegici bir
stireligine de olsa rahatsiz hissettirebilir. Ancak, miidahale esnasinda size rahatsizlik veren
duygular iizerinde ¢aligarak bu duygularla bas etmenize yardime1 olacagiz. Bu ¢alismanin

icinde olmak isteyip istemediginize tamamen kendi iradenizle ve etki altinda kalmadan
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karar vermeniz dnemlidir. Katilmaya karar verdikten sonra, herhangi bir anda sahip
oldugunuz herhangi bir hakki kaybetmeden veya herhangi bir yaptirima maruz kalmadan
istediginiz zaman ayrilabilirsiniz.

Bu calismaya katilmaya onay vermeniz ve kontrol grubuna atanmaniz durumunda,
COVID-19 pandemisinde sik yasanan psikolojik rahatsizliklar ile ilgili egitim
materyallerine ulasabilecek ve iicretsiz olarak psikolojik destek alabileceginiz kurumlar
hakkinda bilgilendirileceksiniz. Tiim 6l¢iimlerimiz tamamlandiginda siz de 8 seanslik grup
miidahalesinden yararlanma hakkina sahip olacaksimiz.

Gizlilik ile Tlgili Bilgiler ve Gizlilik Sézlesmesi:

6698 Sayili Kisisel Verilerin Korunmasi Kanunu (KVKK) kisilerin verilerinin
islenmesi ve toplanmasinda anayasal temel hak ve 6zgiirliiklerini korur.

Kisisel verilerin resmi istatistik ile anonim hale getirilmek suretiyle arastirma,
planlama ve istatistik gibi amaglarla islenmesi KVKK kapsami disinda tutulan hallerdendir.
Bu baglamda yapilmasi gerekenler KVKK Kisisel Verilerin Silinmesi, Yok Edilmesi veya
Anonim Hale Getirilmesi Rehberi’nce aciklanmistir. Miidahale programi kapsaminda 1/4
goriintii ya da ses iceren herhangi bir kayit alinmayacaktir. Ayrica caligmadan elde edilen
diger tiim verilerin (anket formlarindaki yanitlariniz gibi), bahsi gegen rehbere uygun bir
sekilde anonim hale getirilecegini, kimlik tanimlayicilardan arindirilmis bir sekilde sizinle
iliskilendirilemeyecek halde saklanacagini taahhiit ederiz.

Bununla birlikte kullandigimiz ¢evrimigi goriisme platformu olan Zoom, HIPAA
(Health Insurance Portability and Accountability Act) standartlarinda giivenlik ve gizlilik
saglamaktadir. Bu yasa, servis saglayicilarin kullanicilarinin gizlilik ve giivenliklerini

saglama zorunluluklarini tanimlamaktadir. Ozetlemek gerekirse, toplanan tiim verileri
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kimliksizlestirecegiz ve yasalar ¢ercevesinde gilivenliginizi-gizliliginizi saglamak icin var
olan en iyi yontemleri kullanacagiz.

Alman tiim 6nlemlere ragmen, grup iiyeleri tarafindan alinacak herhangi bir kaydin
sizin i¢in dngdremedigimiz olumsuz sonuglar olusturma ihtimalinin oldugunun farkindayiz
ve bu risk konusunda sizi bilgilendirmek istiyoruz. Goriismeler ve haftalik seanslar
sirasinda herhangi bir sekilde kayit alinmasi, 5237 sayili Tiirk Ceza Kanunu’nun “Kisiler
arasindaki konusmanin dinlenmesi ve kayda alinmas1” (Madde 133) kapsaminda sug teskil
edecektir.

Bu gibi durumlarda kaydi alan ve/veya yayan kisiler hakkinda su¢ duyurusunda
bulunabilirsiniz. Grup {iyelerinin giivenligi ve grup uyumunun stirdiiriilebilirligi i¢in,
seanslar sirasinda konusulanlarin seans disinda paylasilmasi (sozlii olarak dahi olsa)
miidahale programinin kurallarina aykiridir. Bu durumun tespiti halinde arastirma ekibi
yasal haklarin1 sakl tutar.

Hem sizin hem de grubun diger iiyelerinin uyum i¢inde ve gizliligi ihlal edilmeden
bir siire¢ yliriitebilmek i¢in, arastirma ekibinin aldig1 iist diizey giivenlik dnlemlerine ek
olarak sizin de is birliginizi bekliyoruz.

Bu arastirma ile ilgili herhangi bir sorunuz veya endiseniz varsa, liitfen iletisime
geciniz:

Dog¢. Dr. Ceren Acartiirk: cacarturk @ku.edu.tr
Talya Oztiirk: tozturk20 @ku.edu.tr

Yukarida yapilan agiklamalari anladim. Sorularim tatmin olacagim sekilde

yanitlandi. Seanslarda herhangi bir sekilde kayit almayacagimi, tiim katilimcilarin gizlilik

ve giivenligini saglamak i¢in yukarida bahsi gegen uyarilarin geregini yerine getirecegimi
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taahhiit ediyorum. Diledigim zaman ayrilma hakkim sakli kalmak kosulu ile bu ¢calismaya

katilmay1 onayliyorum.
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Appendix C: Informed Consent — Pre-, Post-, and Follow-up Tests
Proje Hakkinda Bilgi:

Kog Universitesi Sosyal Bilimler Fakiiltesi, Psikoloji Boliimii 6gretim iiyesi Doc.
Dr. Ceren Acartiirk tarafindan yiiriitiilen, Kog Universitesi Etik Kurullari’nmn
[2021.265.IRB1.091] say1l1 onay1 ile izin verilen, “COVID-19 Gegirmis ve lyilesmis
Bireylerde Psikolojik Stresi Azaltmaya Y 6nelik Kiiltiire Uyarlanmis Bilissel Davranisgt
Miidahalenin (KU-BDM) Etkililigi” baslikli arastirmaya katiliminiz rica olunmaktadir.
Bu aragtirmaya tamamen kendi iradenizle, herhangi bir zorlama veya mecburiyet olmadan
goniillii olarak katiliminiz esastir. Liitfen asagidaki bilgileri okuyunuz ve katilmaya karar
vermeden 6nce anlamadiginiz herhangi bir husus varsa ¢ekinmeden sorunuz.

Anket Hakkinda Bilgi:

Bu cevrimig¢i anket, calisma dahilinde COVID-19 ge¢irmis bireylere sunacagimiz
miidahalenin etkililigini 6lgmek amaciyla yapilmaktadir. Bu asamada sizden birtakim
sorular1 cevaplandirmanizi isteyecegiz. Katilmaya onay vermeniz durumunda, sizden
yaklasik 20 dakika siiren ¢evrimici anketi doldurmaniz istenecektir.

Calisma sirasinda verdiginiz bilgiler, kisisel bilgilerinizle hi¢bir kosulda
eslestirilmeyecektir. Sadece arastirma ekibi tarafindan akademik amagla kullanilacaktir.
Verdiginiz bilgiler, sadece arastirma ekibinin erisiminin oldugu sifreli bir veri tabaninda
saklanacaktir. Caligma tamamlandiktan sonra bilgileriniz takip edilemeyecek bir sekilde
geri doniistiiriilecektir.

Bu calismanin iginde olmak isteyip istemediginize tamamen kendi iradenizle ve etki

altinda kalmadan karar vermeniz dnemlidir.
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Katilmaya karar verdikten sonra, herhangi bir anda sahip oldugunuz herhangi bir
hakki kaybetmeden veya herhangi bir yaptirima maruz kalmadan istediginiz zaman
ayrilabilirsiniz.

Bu arastirma ile ilgili herhangi bir sorunuz veya endiseniz varsa, liitfen iletisime geciniz:
Doc. Dr. Ceren Acartiirk: cacarturk @ku.edu.tr
Talya Oztiirk: tozturk20 @ku.edu.tr

Yukarida yapilan agiklamalar1 anladim. Sorularim tatmin olacagim sekilde

yanitlandi. Diledigim zaman ayrilma hakkim sakli kalmak kosulu ile bu ¢alismaya

katilmay1 onayliyorum.
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Appendix D: Screening Questions
1. Yasmiz
a. 18 yasindan kii¢iigiim.
b. 18 yasindan biiytiglim.
2. COVID-19 enfeksiyonu gecirdiniz mi? (Testiniz pozitif ¢ikti m1?)
a. Evet
b. Hayir

3. COVID-19 enfeksiyonu gecirdikten sonra tedaviniz tamamlandi mi1? (Testiniz

negatif ¢ikti m1?)
a. Evet
b. Hayir

Kessler Psikolojik Sikint1 Olgegi
Yonerge: Asagidaki sorular son 30 giin i¢inde kendinizi nasil hissettiginiz hakkindadir.

Liitfen her soruda s6z konusu duyguyu hangi siklikta hissettiginizi en iyi a¢iklayan say1y1

isaretleyiniz.
. Seyrek Arada o Siirekli
Hi¢ olmad olarak sirada Cogu zaman olarak
1 2 3 4 5

Bu ay icinde kendinizle ilgili olarak asagidakileri ne sikhikla hissettiniz?

1. ... herhangi bir sebep olmadan asir1 yorgunluk

2. ... sinirli
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3. ... higbir sekilde sakinlesemeyecek kadar sinirli

4. ... umutsuz

5. ... huzursuz veya tedirgin

6. ... yerinde duramayacak kadar huzursuz

7. ... ¢okkiin

8. ... higbir sekilde neselenemeyecek kadar ¢okkiin

9. ... her seyin ¢ok zor gelmesi

10. ... degersiz

Intihar Diisiincelerinin Taranmasi
Bazen insanlar iizgilin ve hayatlar1 hakkinda umutsuz hissettiklerinde, kendi 6liimleri
hakkinda veya hayatlarii sonlandirmak hakkinda diistinceler gelistirebilirler. Bu
diistinceler olagandis1 degildir. Bu nedenle boyle diislinceleriniz olmasindan utanmamaniz
gerekir. Takip eden sorular bu tiir diisiincelerle ilgilidir. Bu sizin i¢in uygunsa ¢evrimici
ankete devam edebilir misiniz?

a. Evet

b. Hayir

1. Gegtigimiz ay hayatinizi sonlandirmak i¢in ciddi diigiinceleriniz, planiniz ya da
girisiminiz oldu mu?

a. Evet
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b. Hayir
2. Hayatmiza son vermek icin herhangi bir aksiyon aldiniz m1?
a. Evet
b. Hayir
3. Oniimiizdeki iki hafta icinde hayatiniza son verme planiniz var mi1?
a. Evet
b. Hayir
SCID-5-PD B Kiimesi Kisilik Bozukluklar: Sorulari
Bu sorular, genelde nasil bir insan oldugunuzla ilgilidir; diger bir deyisle, son birkag¢ yilda
genellikle kendinizi nasil hissettiginiz ya da nasil davrandiginizla iliskilidir. Soru tam
olarak ya da biiyiik dl¢lide size uygun diisliyorsa "EVET"1, size uygun diismiiyorsa

"HAYIR"1 secin. Soruyu anlamazsaniz bos birakin.

1. Cok insanla ugrasmanizi gerektirecek islerden ya da gorevlerden kaginiyor
musunuz?

2. Sizi seveceklerinden emin olmadikga insanlarla arkadaglik kurmaktan kaginir
misiniz?

3. Yakm oldugunuz insanlara bile "a¢ik" olmakta giicliik ¢ceker misiniz?

4.  Toplumsal durumlarda elestirileceginizden ya da dislanacagimizdan sik sik
kaygilandiginiz olur mu?

5. Yeni insanlarla karsilastiginizda genellikle sessiz mi kalirsiniz?

6.  Cogu baska insan denli 1yi, akilli ya da ¢ekici olmadiginizi mi diisliniiyorsunuz?

7. Giigliikle yapilabilecek ya da yeni bir seyin denenmesini gerektirebilecek isleri

yapmaktan korkar misiniz?
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10.

1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Bagkalarindan 6giit ya da glivence almadik¢a ne giyeceginiz ya da restoranda ne
1smarlayacaginiz gibi konularda, giindelik kararlarinizi vermekte giicliik ceker
misiniz?

Parasal durum, ¢ocuk bakimi ya da yasam diizenlemeleri gibi, yasaminizin 6nemli
alanlarin1 yonetirken bagkalarina bagimli misiniz?

Diisiincelerinin yanlis oldugunu bilmenize karsin insanlara katilmamakta giigliikk
¢eker misiniz?

Bir tasar1y1 baslatmakta ya da kendi basiniza bir is yapmakta giicliik ¢ceker misiniz?
Bagkalarinin sizinle ilgilenmesinin, sizin i¢in dnemli olmasindan 6tiirii, onlar igin,
hosa gitmeyecek ya da mantiksiz isler yapmaya istekli olur musunuz?

Kendi baginiza kaldiginizda genellikle rahatsizlik duyar misiniz?

Yakin bir iliskiniz sonlandiginda, sizinle ilgilensin diye, hemen bir bagkasini bulma
arayisina girme geregi duyar misiniz?

Kendinize bakmak i¢in yalniz birakilmaktan 6tiirii ¢ok kaygi duyar misiniz?
Ayrintilara, diizene ya da diizenlemeye ya da siraya koymaya ve tasarlamaya
odaklanmakla ¢ok zaman harcayan biri misiniz?

Tam dogru olmasindan ¢abalamanizdan 6tiirli ¢ok zaman harcadiginiz i¢in isleri
bitirmekte glicliik ¢ceker misiniz?

Isinize ya da iiretken olmaya ¢ok diiskiin biri misiniz?

Neyin dogru, neyin yanlis olduguna iliskin ¢ok yiiksek degerleriniz var m1?

Bir giin ige yarayacagini diisiindiigiiniizden 6tiirii elinizdekileri elden ¢ikarmakta

giicliik ceker misiniz?
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21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Bagka insanlarla birlikte ¢aligmakta ya da tam sizin istediginiz gibi yapmalar1
konusunda aranizda bir uzlagsma olmadik¢a, baskalarindan bir is istemekte giicliik
¢eker misiniz?

Kendiniz ya da bagkalar1 i¢in para harcamakta giicliik ¢eker misiniz?

Bir kez tasarlamigsaniz, yaptiginiz tasarida degisiklik yapmakta giicliik ¢ceker
misiniz?

Insanlar, sizin direngen (inatc1) oldugunuzu soylediler mi?

Insanlarm, sizi kullandig1, sizi kirdig1 ya da size yalan sdyledigi izlenimine sik sik
kapildiginiz olur mu?

Baskalarina ¢ok az giivenen, ¢ok kendine doniik bir insan misiniz?

Size kars1 kullanabilecekleri i¢in, insanlarin sizinle ilgili olarak ¢ok bilgi sahibi
olmamalarinin en iyisi oldugunu mu diigiiniiyorsunuz?

Insanlarin sdyledikleriyle ya da yaptiklariyla sizin gdziiniizii korkuttuklar ya da sizi
asagiladiklar1 izlenimine sik sik kapildiginiz olur mu?

Asagilayan ya da kii¢iimseyen insanlar1 bagislamasi cok zaman alan ya da 6¢ alma
duygusunu siirdiiren biri misiniz?

(Cok zaman Once, size yaptiklart ya da soyledikleri bir sey i¢in bagislayamadiginiz
cok sayida insan var mi?

Biri sizi elestirdiginde ya da asagiladiginda, sik sik, 6fkelendiginiz ya da kars1
saldirida bulundugunuz olur mu?

Zaman zaman, esinizin ya da sevgilinizin sizi aldattigindan kuskulandigmiz oldu
mu?

Toplum i¢inde insanlar1 konusurken gordiigiiniizde, sanki sizi konusuyorlarmis gibi

bir izlenime sik sik kapildiginiz olur mu?
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34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

Cevrenizde insan varken, size bakildig1 ya da gdzlerin sizin {izerinizde oldugu
izlenimine sik sik kapildiginiz olur mu?

Sarki sdzlerinin, bir filmde ya da televizyonda gegen bir olayin size 6zel bir
anlaminin oldugu izlenimine sik sik kapildiginiz olur mu?

Batil (ger¢cege uymayan) inanglart olan biri misiniz?

Yalnizca dileyerek ya da {lizerinde diisiinerek birtakim olaylarin olmasini
saglayabildiginizi diisiindiigliniiz hi¢ oldu mu?

Dogaiistii kisisel yasantilariniz oldu mu?

Olaylar1 bilebilmenizi ya da dngorebilmenizi saglayan bir "altinct his"siniz
(6nsezileriniz) olduguna inantyor musunuz?

Cevrenizdeki her seyin gercekdisi oldugu, viicudunuzdan ya da zihninizden
koptugunuz ya da kendi diisiincelerinize ya da davranislariniza disaridan bir
gbzlemci gibi baktiginiz izlenimine sik sik kapildiginiz olur mu?

Bagka insanlarin goremedigi seyleri sik sik gordiigiiniiz olur mu?

Yumusakea adinizi sdyleyen bir sesi sik stk duydugunuz olur mu?

Hig¢ kimseyi gérmemenize karsin, ¢evrenizde bir kisi ya da bir glic oldugu hissine
kapildiginiz oldu mu?

Yakin aile bireyleri disinda, ger¢ekten yakin oldugunuz insan sayisi ¢ok az mi1?
Cok iyi tanimadiginiz insanlarin yanindayken genellikle kendinizi gergin mi
hissedersiniz?

Arkadaslariniz, sevgiliniz ya da ailenizle bir arada olmak sizin i¢in 6nemli DEGIL
mi?

Isleri, baska insanlarla birlikte yapmaktansa tek basiniza yapmay1, neredeyse her

zaman yegler misiniz?
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48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

38.

59.

60.

61.

62.

63.

64.

65.

66.

Bir baskasiyla cinsel yasantiniz olmasiyla ilgilenmiyor ya da ¢ok az ilgileniyor
musunuz?

Size zevk veren gercekten ¢ok az sey mi var?

Insanlarin sizinle ilgili olarak ne diisiindiiklerinin bir énemi var m?

Cok kizgin ya da sevingli olmak gibi gii¢lii duygular1 ¢ok seyrek mi yasarsiniz?
Ilgi odag1 olmay1 sever misiniz?

Flort etmeye ¢ok egilimli misiniz?

Sik sik bagkalarma asildiginiz olur mu?

Giyiminizle ya da goriintiiniizle ilgiyi lizerinize ¢ekmeyi sever misiniz?
Davraniglariniz ve konusmalariniz ¢ok carpici (duygular1 kamgilayict) midir?
Cogu bagka insanlardan daha duygusal misiniz, sézgelimi iiziicii bir 6ykii
duydugunuzda hickirarak aglar misiniz?

Birlikte oldugunuz insanlara, televizyonda gordiiklerinize ya da yeni okuduklariniza
gore, olaylara kars1 goriisliniizii sik sik degistirir misiniz?

Evin su donanimini onaran, arabanizin bakimini yapan ya da doktorunuz gibi size
hizmet veren kisileri bile iyi birer arkadasiniz olarak goriir miisiiniiz?

Cogu baska insandan daha dnemli, daha yetenekli ya da daha bagarili misiniz?
Insanlar, size, kendinizi begenmis biri oldugunuzu sdylediler mi?

Bir giin ¢ok giiclii, basarili ya da taninmis biri olacaginizi ¢ok diisiiniiyor musunuz?
Bir giin ¢ok biiyiik bir agk yasayacaginizi ¢ok diisliniiyor musunuz?

Bir sorununuz oldugu her zaman, en tepedeki kisiyi gérmek i¢in diretir misiniz?
Onemli ya da etkili insanlarla zaman gecirmeye ¢alisir misiniz?

Insanlarin size ilgi gdstermesi ya da sizi gok begenmesi, sizin i¢in dnemli midir?
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67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

Ozel davranilmay: gerektiren ya da her ne istiyorsaniz, bagkalarinin onu hig
diistinmeden yapmasi gerektigini diisiinen biri misiniz?

Sik sik, kendi gereksinmelerinizi bagkalarmin gereksinmelerinin 6niine ¢eker
misiniz?

Insanlar1 kullandiginizdan yakmanlar oldu mu?

Genelde, baska insanlarin gereksinmelerinin ya da duygularinin gercekten sizin bir
sorununuz olmadigini mi diisiiniirsiiniiz?

Baskalarinin sorunlarini sikict mi1 bulursunuz?

Insanlarin, sizin kendilerini dinlemediginizden ya da onlarm duygularina
aldirmadiginizdan yakindiklar1 oldu mu

Basarili birilerini gordiigiiniizde, bunu o kisilerden ¢ok sizin hak ettiginizi
diisiindiigiiniiz olur mu?

Sik sik, baskalarinin sizi kiskandigini diisiintir miistiniiz?

Sizin zaman harcamaniza ya da ilgi gostermenize deger ¢ok az sayida insan oldugu
diisiincesinde misiniz?

Insanlarm, ¢ok biiyiiklendiginizden ve kasildigmizdan ya da bilgiclik
tasladigimizdan yakindiklar1 oldu mu?

Deger verdiginiz birinin sizden uzaklasacak gibi oldugunu diisiindiigiiniizde ¢ilgina
dondiigiiniiz oldu mu?

Onemsediginiz insanlarla olan iliskilerinizde ¢ok inis ¢ikislar yasar mismiz?

Nasil biri oldugunuzla ilgili diisiinceleriniz, sik sik, ¢cok degisir mi?

Degisik insanlarla ya da degisik durumlarda degisik biri olup, kimi zaman gercekten

kim oldugunuzu bilemediginiz zamanlar olur mu?
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81.

82.

83.

&4.

85.

86.

87.

88.

&9.

90.

91.

Amaclarinizda, isle ilgili tasarilarinizida, dinsel goriislerinizde ve diger alanlarda,
birden, keskin birtakim degisiklikler yaptiginiz ¢ok oldu mu?

Arkadaglarinizin tiiriinde ya da cinsel kimliginizde, birden, keskin birtakim
degisiklikler yaptiginiz oldu mu?

Sik sik diirtiisel (sonuglarmi diisiinmeden) davrandiginiz olur mu?

Kendinizi yaralamaya veya 6ldiirmeye kalkistiginiz ya da kalkigsmakla baskalarinin
g0ziini korkuttuguz oldu mu?

Tasarlayarak kendinizi kestiginiz, yaktiginiz ya da tirmaladigimiz hi¢ oldu mu?
Duygusal durumunuz, sik sik, yasamimizda ne olup bittigine bagl olarak, bir giin
icinde ¢ok degisir mi?

Siklikla i¢inizde bir bosluk hisseder misiniz?

Sik sik 6fke patlamalarmiz ya da 6zdenetiminizi yitirecek denli 6fkelendiginiz olur
mu?

Kizdigimizda insanlara vurur musunuz ya da tlizerlerine bir sey atar misiniz?

Ufak seyler sizi ¢cok kizdirir mi1?

Altiist oldugunuzda insanlardan kuskulanir misiniz ya da kendinizi bedeninizden

kopmus olarak ya da ¢evrenizdeki nesneleri gercek disi olarak hisseder misiniz?

Asagidaki sorular 15 yasinizdan 6nce yaptiklarmizla ilgilidir.

92.

93.

94.

15 yasmizdan once, diger cocuklara kabadayilik taslar miydiniz, onlara gozdagi
verir miydiniz ya da onlar1 korkutur muydunuz?

15 yasmizdan 6nce, kavga doviis baslatir miydiniz?

15 yasinizdan once, birini, sopa, tas, kirik sise, bigak ya da tabanca gibi bir nesneyle

yaraladiniz m1 ya da yaralamakla goziinii korkuttugunuz oldu mu?
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95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

15 yasinizdan 6nce, birine ac1 ¢ektirecek acimasiz birtakim davraniglariniz oldu
mu?

15 yasinizdan once, tasarlayarak hayvanlara aci ¢ektirdiginiz oldu mu?

15 yasinizdan dnce, birinin goziinii korkutarak elinden zorla bir sey aldiniz ma,
birine saldirip soydunuz mu ya da hirsizlik yaptiniz mi1?

15 yasmizdan 6nce, birini, cinsel bir eylemde bulunmak i¢in zorladiginiz oldu mu?
15 yasmizdan 6nce, yangin ¢ikardiniz mi?

15 yasinizdan once, sizin olmayan nesnelere bilerek zarar verdiginiz oldu mu?

15 yasmizdan once, evlere, diger yapilara ya da arabalara zorla girdiginiz oldu mu?
15 yasmizdan 6nce, istediginiz bir seyi elde etmek ya da bir seyi yapmaktan
kurtulmak i¢in bagkalarma ¢ok yalan sdylediginiz mi ya da onlar1 kandirdiniz m1?
15 yasmizdan 6nce, zaman zaman magazalardan hirsizlik yaptiniz mu, bir sey
caldiniz m1 ya da para i¢in baskasinin imzasini attiniz mi?

15 yasinizdan 6nce, evden kagtiniz m1 ve geceyi disarida gegirdiniz mi?

Asagidaki sorular 13 yasmizdan 6nce yaptiklarmizla ilgilidir

105.

106.

13 yasmizdan 6nce, siklikla, evde olmanizin beklendigi saatlerden ¢ok sonrasina,
cok gec saatlere dek disarida kaldiginiz oldu mu?

13 yasmizdan 6nce, sik sik okuldan kagar miydiniz?

Appendix E: Demographic and COVID-19 Related Questions

1. Litfen yasiniz1 yaziniz.

2. Cinsiyet:
a. Kadm
b. Erkek
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C.

Diger:

3. Tiirkiye’de hangi sehirde yasiyorsunuz?

4. Medeni durumunuz nedir?

a.

b.

c.

f.

Bekar, hi¢ evlenmemis
Evli

Bosanmis

Dul

Partneri ile yasiyor

Diger

5. Konaklama bi¢iminiz nedir?

a.

b.

Kira

Bagka aile tiyeleri veya bagkalari ile paylasilan ev
Kendi evi

Yurt

Otel

Diger

6. Siz dahil olmak tizere evde kag kisi yastyor?

6’dan fazla
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7. 65 yasindan biiyiik kisi/kisiler ile yastyor musunuz?
a. Evetise, kag kisi?
b. Hayir

8. Yasly, hasta, engelli veya hastalig1 olan birinin bakima ile ilgileniyor musunuz?
a. Evet
b. Hayir

9. Eviniz ka¢ metrekare?

10. Evinizde acik alanlar (balkon gibi) mevcut mu?
a. Evet
b. Hayir

11. Egitim seviyeniz nedir?

a. Resmi bir egitim almadim.

b. Ilkokul
c. Ortaokul
d. Lise

e. Universite
f. Yiiksek lisans ve iizeri
12. Mevcut ¢alisma durumunuz nedir?
a. lIssiz
b. Is yerinden calistyor
c. Evden calisiyor
d. Ucretsiz tatilde
e. Ucretli tatilde

f. Diger
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13. Mesleginiz/isiniz nedir?

14. Son ii¢ ay1 dikkate aldiginizda, hangi secenegin hane halkinizin aylik gelirine uydugunu
(tiim hane halki tiyelerinin maaglar1 ve diger gelirleri dahil) - (Hane halki, bir evi ve
gelirleri paylastiginiz ve ayn1 zamanda dogum, evlilik veya evlat edinme ile bagh
oldugunuz kisileri kapsar)?

a. 500 TL ve alt1
b. 501 TL ve 1.000 TL arasinda
c. 1.001 TL ve 1.500 TL arasinda
d. 1.501 TL ve 2.000 TL arasinda
e. 2.001 TL ve 3.000 TL arasinda
f. 3.001 TL ve 5.000 TL arasinda
g. 5.001 TL ve 7.000 TL arasinda
h. 7.001 TL ve 9.000 TL arasinda
i. 9.001 TL ve 11.000 TL arasinda
j. 11.001 TL ve 15.000 TL arasinda
k. 15.001 TL iistii

15. COVID-19 sebebiyle maddi, mal ya da hizmet destegi aldiniz mi1?
a. Evet
b. Hayir

16. Eger 16. sorunun cevabi evet ise, asagidaki kurum veya kuruluslardan hangilerinden
maddi, mal ya da hizmet destegi aldiniz?

a. Aile, Caligma ve Sosyal Politika Bakanligi
b. Kizilay (Kizilay Kart dahil)

c. Belediye
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d. Sivil toplum orgiitleri
e. Vakif
f. Destek almadim
g. Diger:

17. COVID-109 testinizin pozitif ¢iktig: tarih nedir?

18. COVID-109 testinizin negatif ¢iktig1 tarih nedir?

19. COVID-19 enfeksiyonunu nerde gecirdiniz?
a. COVID-19 enfeksiyonunu evde izole bir sekilde gegirdim.
b. COVID-19 enfeksiyonu sirasinda hastaneye kaldirildim.
c. COVID-19 enfeksiyonu sirasinda yogun bakima kaldirildim.
d. COVID-19 enfeksiyonu sirasinda entiibe edildim.

20. COVID-19 enfeksiyonu sirasindaki belirtilerinizi nasil tarif edersiniz?

a. Hafif
b. Orta
c. Siddetli

21. COVID-19 enfeksiyonu sonrasi asagidaki semptomlardan herhangi birini/birilerini
deneyimlediniz mi?
a. Nefes almada zorluk veya nefes darligi
b. Yorgunluk veya halsizlik
c. Fiziksel veya zihinsel aktivitelerden sonra kétiilesen semptomlar (Egzersiz
sonrasi halsizlik olarak da bilinir.)
d. Diistinme veya konsantre olmada zorluk
e. Oksiiriik

f. Gogiis ya da karin agrisi
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g. Bas agrisi
h. Kalbin hizli atmasi1 (Kalp ¢arpintis1 olarak da bilinir.)

S.

Eklem veya kas agrisi

Igne batma hissi

Ishal

Uyku problemleri

Ates

Ayakta dururken bag donmesi (Sersemlemek)
Dokdintii

Ruh hali degisimleri

Koku veya tat duyularinda degisim

Adet donemi dongiisiinde degisim

Diger

22. Kronik bir rahatsizliginiz var mi1?

a.

b.

Evet

Hayir

23. Eger 18. sorunun cevabi evet ise, hangi kronik rahatsizliga sahipsiniz?

a.

b.

Yiiksek tansiyon

Kardiyovaskiiler (Kalp-Damar) hastaliklar
Solunum sistemi hastaliklar1

Diyabet

Bagisiklik sistemi zayiflatan hastaliklar
Kanser

Diger
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24. Asagida belirtilen olaylardan herhangi birini COVID-19 pandemisinden 6nce tecriibe

ettiniz mi veya sahit oldunuz mu?

a.

b.

g.

Dogal afetler

Siddetli kaza, yangin, patlama
Siddet (fiziksel, duygusal, cinsel)
Ihmal (¢ocukluk déneminde)
Siddetli hastalik

Diger:

Higbirini deneyimlemedim

25. Asagida belirtilen olaylardan herhangi birini COVID-19 pandemisinin baglangicindan

sonra tecriibe ettiniz mi veya sahit oldunuz mu?

a.

b.

c.

f.

Dogal afetler

Siddetli kaza, yangin, patlama
Siddet (fiziksel, duygusal, cinsel)
Siddetli hastalik

Diger:

Higbirini deneyimlemedim

26. Daha once hig psikiyatrik hastalik geg¢irdiniz mi?

a.

b.

C.

Evet, ge¢irdim ve hala tedavi goriiyorum.

Evet, daha 6nce gegirdim ama sonra tamamen iyilestim.

Hayir

27. Eger 25. sorunun cevabi evet ise, teshisiniz neydi?

28. Psikolojik/psikiyatrik tedavi gordiiniiz mii?

a.

Evet, hala tedavi goriiyorum.
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b. Evet, daha dnce tedavi gérdiim ama simdi gérmiiyorum.
c. Hayir.
29. Su anda psikolojik rahatsizliklar i¢in herhangi bir ilag kullaniyor musunuz?
a. Evet
b. Hayir
30. Eger 28. sorunun cevabi evet ise ne zamandir kullaniyorsunuz?
31. Liitfen kullandiginiz ilacin adini ve dozunu belirtiniz.
32. Hiikiimet tarafindan uygulanan prosediirleri (alisveris yaparken maske kullanma,
fiziksel mesafe birakma vb.) takip ediyor musunuz?
a. Her zaman
b. Cogu zaman
c. Arasira
d. Higbir zaman
33. Liitfen aldiginiz COVID-19 6nlemlerini isaretleyin.
a. Miimkiin oldugu kadar evden ¢ikmay1 siirlandiririm.

b. Disaridayken maske kullanirim.

c. Aldigim seyleri kullanmadan 6nce bir siire disarida (balkon, araba, evin 6niinde
vb.) birakirim.

d. Eve geldigimde disaridan aldigim seyleri durularim.

e. Fiziksel mesafeyi korurum

f. Disaridayken gozlerime, agzima ve burnuma dokunmaktan kagmirim.

g. Ellerimi sik sik yikarim.

h. Misafir davet etmem ve baskalarini ziyaret etmem.
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34. COVID-19 ile ilgili haberleri takip ediyor musunuz (sosyal medya, televizyon, gazete
vb.)?
a. Evet, haberleri giinde en az iki kez takip ediyorum.
b. Evet, haberleri giinde bir kez takip ediyorum.
c. Evet, haberleri haftada birkag kez takip ediyorum.
d. Hayir, haberleri hig¢ takip etmiyorum.
35. COVID-19'un baslangicindan bu yana psikolojik destege ihtiya¢ duydunuz mu?
a. Evet
b. Hayir
36. COVID-19'un baglangicindan bu yana psikolojik destek aldiniz mi1?
a. Evet
b. Hayir
37. Tanidigimiz biri COVID-19 nedeniyle hayatini kaybetti mi?
a. Evet
b. Hayir
38. Eger 35. sorunun cevabi evet ise, soruya evet ise vefat eden kisiyi tanimlamak i¢in
hangi secenek uygundur?
a. Birinci derece akraba (anne, baba, erkek kardes, kiz kardes vb.)

b. Ikinci derece akraba (kuzen vb.)

c. Arkadas

d. Komsu

e. Hastam

f. Diger:

39. COVID-19 nedeniyle finansal zorluklarla karsilastiniz mi1?
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a. Hig
b. Biraz
c. Orta seviyede
d. Oldukga
e. Cok fazla
40. Finansal zorluklar konusunda ne kadar endiselisiniz?
a. Hig
b. Biraz
c. Orta seviyede
d. Oldukga
¢. Cok fazla
41. Sizce COVID-19 sebebiyle evdeki sorumluluklariniz arttt mi?
a. Evet
b. Hayir

42. Eger 35. sorunun cevabi evet ise, artan sorumluluklarmiz konusunda ne kadar

endiseleniyorsunuz?
a. Hic
b. Biraz

c. Orta seviyede
d. Oldukga

e. Cok fazla
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Appendix F: Kessler Psychological Distress Scale (K-10)
Yonerge: Asagidaki sorular son 30 giin i¢inde kendinizi nasil hissettiginiz hakkindadir.

Liitfen her soruda s6z konusu duyguyu hangi siklikta hissettiginizi en iy1 agiklayan say1y1

isaretleyiniz.
. Seyrek Arada - Siirekli
Hi¢ olmad: olarak sirada Cogu zaman olarak
1 2 3 4 5

Bu ay icinde kendinizle ilgili olarak asagidakileri ne sikhikla hissettiniz?

1. ... herhangi bir sebep olmadan asir1 yorgunluk

2. ... sinirli
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3. ... higbir sekilde sakinlesemeyecek kadar sinirli

4. ... umutsuz

5. ... huzursuz veya tedirgin

6. ... yerinde duramayacak kadar huzursuz

7. ... ¢okkiin

8. ... higbir sekilde neselenemeyecek kadar ¢okkiin

9. ... her seyin ¢ok zor gelmesi

10. ... degersiz

Appendix G: Patient Health Questionnaire-9 (PHQ-9)
Yonerge: Son 2 hafta igerisinde, asagidaki sorunlardan herhangi biri sizi ne siklikla

rahatsiz etti?

Hicbir zaman Baz giinler Giinlerin Hemen hemen her
yarisindan fazla giin
0 1 2 3

1. Bir seyleri yapmaya az ilgi veya zevk duymak

2. Uzgiin, depresif veya umutsuz hissetmek

3. Uykuya dalmada veya uyumaya devam etmekte zorluk veya ¢ok fazla uyumak

4. Yorgun hissetmek veya enerjinizin az olmast

5. Istahsizlik veya cok fazla yemek

6. Kendinizi kot hissetmeniz- veya kendinizi basarisiz ya da kendinizi veya ailenizi
hayal kirikligina ugrattiginizi diisiinmeniz
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7. Gazete okumak veya televizyon seyretmek gibi faaliyetlerde dikkatinizi toplamakta
giicliik cekmeniz

8. Bagkalarinin fark edebilecegi kadar yavas hareket etmeniz veya konugsmaniz? Veya
tam aksine-normalden ¢ok daha fazla hareket edecek kadar kipir kipir veya huzursuz
olmaniz

9. Olmiis olsamz daha iyi olacagimiz veya bir sekilde kendinize zarar verme
diistinceleri

Appendix H: Generalized Anxiety Disorder-7 (GAD-7)
Yonerge: Liitfen ge¢irmis oldugunuz son 15 giiniiniizii dikkatlice diisiiniiniiz. Asagidaki
testte siralanan sorunlar bu 15 giin i¢erisinde ne kadar rahatsiz etti, belirlemeye ¢alisiniz.

Seceneklerden hangisi size daha uygun geliyorsa isaretleyiniz.

Hi¢ Sadece birkag giin Giinlerin Hemen hemen her
yarisindan fazla giin
0 1 2 3

1. Sinirli, kaygili, ugurumun kenarindaymis gibi hissetme

2. Endiselenmeyi kontrol edememe ya da durduramama

3. Farkl farkli konularda ¢ok fazla endiselenme

4. Gevseyip rahatlayamama
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5. Yerinizde duramayacak kadar kipir kipir ve huzursuz olma

6. Kolayca kizma ya da rahatsiz olma

7. Her an ¢ok kotii bir sey olabilecegi korkusu yasama

Appendix [: PTSD Checklist for DSM-5 (PCL-5)

Yonerge: Asagida cok stresli bir olay karsisinda insanlarin yasayabildikleri problemlerin bir

listesi yer almaktadir. Zihninizi mesgul etmeye DEVAM EDEN yasadiginiz en kétii olayi

diisiinerek asagida listelenen her bir problemi dikkatlice okuyun. SON BIR AY ICINDE bu
olayin size ne kadar sikint1 verdigini, sagdaki kutularin i¢indeki size en uygun rakami

yuvarlak i¢ine alarak gosteriniz.

Hig Cok az Orta derecede Oldukca fazla Asiri
derecede
0 1 2 3 4

1. Stresli olayin tekrarlayan, rahatsiz eden ve istenmeyen anilar1 sizi ne
kadar bunaltt1?

2. Stresli olaya iliskin tekrarlayan, rahatsiz eden riiyalar sizi ne kadar bunaltt1?
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3. Aniden stresli olay1 sanki gercekten bir daha yagiyormus gibi hissetmek veya
davranmak (sanki gercekten olayin yasandigi ana geri donmiis yeniden
yastyormus gibi) sizi ne kadar bunaltt1?

4. Bir seyler size stresli olay1 animsattig1 zaman yasadiginiz liziintii hissi sizi
ne kadar bunaltt1?

5. Bir seyler size stresli olay1 animsattig1 zaman giiclii fiziksel tepkiler vermek
(6rnegin, kalp carpintisi, nefes almada gii¢liik, terleme gibi) sizi ne kadar
bunaltt1?

6. Stresli olayla iligkili anilardan, diisiincelerden ve duygulardan kaginmaya
calismak sizi ne kadar bunaltt1?

7. Stresli olay1 animsatan etraftaki hatirlatic1 seylerden (6rnegin, insanlardan,
yerlerden, konusmalardan, etkinliklerden, nesnelerden veya durumlardan)
kacinmaya calismak sizi ne kadar bunaltt1?

8. Stresli olaya iliskin 6nemli kisimlar1 hatirlamada yasanan giicliikler sizi
ne kadar bunaltt1?

9. Kendiniz, diger insanlar veya diinya hakkinda giiclii olumsuz diisiincelere
sahip olmak (6rnegin, kotii biriyim, bende ciddi sekilde yanlis olan bir seyler
var, kimseye giivenilmez, diinya tiimiiyle tehlikeli bir yerdir gibi diisiinceler)
sizi ne kadar bunaltt1?

10. Stresli olay veya bu olayin sonrasinda ortaya ¢ikan durumlar igin
kendinizi veya bir bagkasini su¢lamak sizi ne kadar bunaltt1?

11. Korku, dehsete kapilma, 6tke, sugluluk veya utang gibi giiclii olumsuz
duygular sizi ne kadar bunaltt1?

12. Daha 6nce yapmaktan keyif aldigiiz etkinliklere olan ilginizi kaybetmek sizi ne
kadar bunaltt1?

13. Baska insanlardan uzak veya kopmus hissetmek sizi ne kadar bunaltt1?

14. Olumlu duygular1 yasayamamak (6rnegin, mutlulugu hissedememek veya size
yakin insanlara sevgi dolu hisler duyamamak) sizi ne kadar bunaltt1?

15. Asabi davraniglar, 6fke patlamalari veya 6fkeli hareketler sizi ne kadar bunaltt1?

16. Cok fazla risk almak veya size zarar verebilecek seyler yapmak sizi ne kadar
bunaltt1?

17. Asin tetikte olmak veya temkinli davranmak veya hazirda beklemek sizi ne
kadar bunaltt1?

18. Yerinden sigramak veya kolayca irkilmek sizi ne kadar bunaltt1?

19. Dikkati toplamada gii¢liikler sizi ne kadar bunaltt1?

20. Uykuya dalma veya uykuyu devam ettirme gii¢liikleri sizi ne kadar bunaltti?
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Appendix J: Symptom Checklist 90-R (SCL-90-R) Somatization Subscale

Yonerge: Asagida zaman zaman herkeste olabilecek yakinmalarin ve sorunlarin bir listesi

vardir. Liitfen her birini dikkatle okuyunuz. Sonra bu durumun bugiin de dahil olmak iizere

son Ui¢ ay igerisinde sizi ne 6l¢iide huzursuz ve tedirgin ettigini gosterilen sekilde

numaralandirarak isaretleyiniz.

Hic

Cok az Orta derecede  Oldukca fazla  1leri derecede

0

1 2 3 4

1. Basagrisi

2. Baygmlik ya da bag donmesi

3. Gogiis ya da kalp bolgesinde agrilar
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4. Belin alt kisminda agrilar

5. Bulant1 ve midede rahatsizlik hissi

6. Adale (kas) agrilar

7. Nefes almada giigliik

8. Soguk veya sicak basmasi

9. Bedeninizin bazi kisimlarinda uyusma, karincalanma olmasi

10. Bogaziniza bir yumru takinmis hissi

11. Bedeninizin gesitli kisimlarinda zayiflik hissi

12. Kol ve bacaklarda agirlik hissi

Appendix K: WHO Quality of Life Scale — Brief Form (WHOQOL-Bref)
Yonerge: Bu anket sizin yagaminizin kalitesi, sagliginiz ve yasaminizin 6teki yonleri
hakkinda neler diisiindiigiiniizii sorgulamaktadir. Liitfen biitiin sorular1 son 2 haftay1 goz

oniinde bulundurarak ve size en uygun olan1 secerek cevaplayiniz.

Cok kotii Biraz kotii Ne iyi, ne kotii Oldukca iyi Cok iyi

1 2 3 4 5

1. Yasam kalitenizi nasil buluyorsunuz?

Hig¢ hosnut
degil

Ne hosnutne  Epeyce hosnut

Cok az hosnut de degil

Cok hosnut
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2. Saglhigmizdan ne kadar hosnutsunuz?

Hic¢ Cok az Orta derecede Cokea Asiri derecede
5 4 3 2 1

3. Agnlarinizin yapmaniz gerekenleri ne kadar engelledigini diistiniiyorsunuz?

4. Giinliik ugraglarinizi yiiriitebilmek i¢in herhangi bir tibbi tedaviye ne kadar
ihtiya¢ duyuyorsunuz?

5. Yasamaktan ne kadar keyif alirsiniz?

6. Yasaminizi ne dl¢iide anlamli buluyorsunuz?

Hic¢ Cok az Orta derecede Cokea Son derecede
1 2 3 4 5

7. Dikkatinizi toplamada ne kadar basarilisiniz?

8. Giinliikk yasamimizda kendinizi ne kadar giivende hissediyorsunuz?

9. Fiziksel ¢evreniz ne 6lciide sagliklidir?

Hig Cok az Orta derecede Cokca Tamamen
1 2 3 4 5

10. Giinliik yagami stirdiirmek i¢in yeterli giiciinliz kuvvetiniz var mi1?

11. Bedensel goriiniisiiniizii kabullenir misiniz?
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12. Ihtiyaglarmizi karsilamaya yeterli paraniz var mi?

13. Giinliik yasantinizda size gerekli bilgi ve haberlere ne olglide
ulagabiliyorsunuz?

14. Bos zamanlar1 degerlendirme ugraslari i¢in ne 6l¢iide firsatiniz olur?

Cok kotii Biraz kotii Ne iyi ne kotii Oldukga iyi Cok iyi
1 2 3 4 5
15. Bedensel hareketlilik (etrafta dolasabilme, bir yerlere gidebilme) beceriniz
nasildir?
Hic hosnut Ne hosnut ne
degil Cok az hosnut de degil Epeyce hosnut Cok hosnut
1 2 3 4 5

16. Uykunuzdan ne kadar hosnutsunuz?

17. Glinliik ugraslarmizi yiirtitebilme becerinizden ne kadar hosnutsunuz?

18. Is gdérme kapasitenizden ne kadar hosnutsunuz?

19. Kendinizden ne kadar hosnutsunuz?

20. Aile dis1 kisilerle iliskilerinizden ne kadar hosnutsunuz?

21. Cinsel yagaminizdan ne kadar hognutsunuz?

22. Arkadaslarmizin desteginden ne kadar hognutsunuz?

23. Yasadigmiz evin kosullarindan ne kadar hognutsunuz?
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24. Saglik hizmetlerine ulasma kosullarinizdan ne kadar hosnutsunuz
25. Ulasim olanaklarinizdan ne kadar hosnutsunuz?
Hic¢bir zaman Nadiren Ara sira Cogunlukla Her zaman
5 4 3 2 1
26. Ne siklikta hiiziin, iimitsizlik, bunalti, ¢okkiinliik gibi duygulara
kapilirsiniz?
Hig¢ Cok az Orta derecede Cokca Asir1 derecede
1 2 3 4 5

27. Yasaminizda size yakin kisilerle (es, is arkadasi, akraba) iligkilerinizde baski
ve kontrolle ilgili zorluklariniz ne 6l¢tidedir?
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