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ABSTRACT

COUNTERTRANSFERENCE MANIFESTATIONS TO CHRONICALLY VS.
ACUTELY ILL PATIENTS: THE EFFECTS OF THERAPISTS’ DEATH
ANXIETY AND HEALTH BEHAVIORS

Siisen, Yanki
Ph.D., Department of Psychology

Supervisor: Prof. Dr. Ozlem Bozo

September 2017, 145 pages

The aim of the present dissertation is to determine the effects of both patients’
medical conditions and therapists’ death anxiety and health behaviors on affective,
cognitive, and behavioral countertransference manifestations. A total of 100 par-
ticipants having previously offered psychotherapy service and having conducted at
least 10 therapy sessions up till the present study were included. After death anxiety
and health behaviors levels of the participants were assessed via an online
guestionnaire set, participants watched and responded to three types of miniature
videos displaying a warm-up patient, a patient with an acute illness, and a patient
with a chronic illness. In this way, the affective arousal, cognitive distortion, and
behavioral avoidance of the therapists as countertransference reactions to the pa-
tients in miniature videos were assessed. A 2(death anxiety) x 2(health behaviors) x
2(medical condition of the videotaped patients) mixed factorial analysis of variance

(ANOVA) was used to examine the effects of death anxiety (high vs. low), health



behaviors (high vs. low), and the medical conditions of the videotaped patients
(chronic vs. acute illness conditions) on each dependent variable (i.e., affective
arousal, cognitive distortion, and behavioral avoidance dimensions of counter-

transference).

Findings suggested that the main effects of both patients’ medical conditions and
therapists’ death anxiety and health behaviors on countertransference manifestations
were not significant. As expected, the interaction effect of therapists’ death anxiety
and patients’ medical condition on affective arousal was significant. More
specifically, therapists with high death anxiety reported greater affective arousal at
chronic illness video condition as compared to therapists with low death anxiety.
Except this finding, other interaction terms (i.e., patients’ medical condition and
therapists’ death anxiety; patients’ medical condition and therapists’ health behav-
iors; patients’ medical conditions, therapists’ death anxiety and health behaviors)
were not significant in predicting the dependent variables. The importance, contri-
butions, and limitations of the present study, as well as recommendations for future

research were discussed.

Keywords: Countertransference, medical conditions, death anxiety, health behav-

iors
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KRONIK VE AKUT HASTALARA YONELIK KARSI AKTARIM TEPKILERI:
TERAPISTLERIN OLUM KAYGISI VE SAGLIK DAVRANISLARININ
ETKILERI

Siisen, Yanki
Doktora, Psikoloji Boliimii

Tez Yoneticisi: Prof. Dr. Ozlem Bozo

Eyliil 2017, 145 sayfa

Mevcut tezin amaci, danisanlarin saglik durumlarinin ve terapistlerin 6liim kaygisi
ve saglik davraniglarinin, terapistlerin duygusal, biligsel ve davranigsal kars1 aktarim
tepkilerine etkilerini belirlemektir. Daha dnce psikoterapi hizmeti vermis ve mevcut
calismaya kadar en az 10 terapi seansi gerceklestirmis toplam 100 katilimci
calismaya dahil edilmistir. Katilimcilarin 6lim kaygilar ve saglik davraniglan
cevrimi¢i anket yoluyla belirlendikten sonra, katilimcilara biri onlar1 ¢alismaya
1sindirmak i¢in hazirlanmis, digerleri ise; akut ve kronik hastaliga sahip iki farkl
danisani sergileyen {i¢ tip minyatiir videolar izletilmis ve kendilerinden bu video-
lardaki damisanlara tepki vermeleri beklenmistir. Boylece, terapistlerin minyatiir
videolardaki danisanlara kars1 duygusal, bilissel ve davranigsal kars1 aktarim tepki-
leri dl¢tilmiistiir. Terapistlerin 6lim kaygis1 (yiiksek/disiik) ve saglik davranislari-
nin (yiiksek/diisiik) ve videoya ¢ekilen danisanlarin saglik durumunun (kronik/akut

hastalik durumu), her bir bagimli degisken (duygusal uyarilma, biligsel carpitma ve

Vi



davranigsal kagimma) iizerindeki etkilerini belirleyebilmek amaciyla 2(6lim
kaygis1) x 2(saglikli davranis) x 2(videoya c¢ekilen danisanlarin saglik durumu)

karisik desenli varyans analizi kullanilmistir.

Calisma bulgular1 danisanlarin saglik durumlarinin ve terapistlerin 6liim kaygilar
ve saglik davranislarinin, farkli karsi aktarim tepkileri iizerindeki ana etkilerinin
anlamli olmadigimi gostermistir. Beklenildigi gibi, terapistlerin 6lim kaygisi ve
danisanin saglik durumunun duygusal kars1 aktarim tepkileri tizerindeki ortak etkisi
anlamli olmustur. Bir baska deyisle, 6liim kaygis1 yiiksek terapistler, 6liim kaygisi
diisiik terapistlerle karsilagtirildiginda, kronik hastalik video durumunda daha fazla
duygusal karsi aktarim tepkisi bildirmislerdir. Bu bulgu disinda ¢aligmada
beklenilen diger ortak etkilerin (danisanlarin saglik durumu ve terapistlerin 6lim
kaygist; danisanlarin saglik durumu ve terapistlerin saglik davranislari; danisanlarin
saglik durumu, terapistlerin 6lim kaygisi ve saglik davranislar) bagimli degis-
kenleri anlamli bir sekilde yordamadigi goriilmiistiir. Mevcut ¢alismanin 6nemi,

alana katkisi, sinirliliklar ile gelecek arastirmalar i¢in Oneriler tartisilmistir.

Anahtar kelimeler: Kars1 aktarim, saglik durumu, 6liim kaygisi, saglik davraniglari
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To the memory of my beloved grandma who inspired it...
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CHAPTER 1

GENERAL INTRODUCTION

“Death continues to be a rather difficult issue for me, since it reviews this painful ex-
perience, (death of two older teenaged brothers) which no doubt included some cas-
tration anxiety since my brothers' deaths occurred at an age when | was dealing with
such conflicts. It is probably that when Bob (patient) died, | aligned myself with the
members of the group; they had lost a sibling just as | had, and I reinforced their denial
mechanism by my own unconscious wish to escape the pain associated with the death
(Cohen, 1976, p.211).”

In his above-mentioned statements, quoted from the article titled as “The impact of
the death of a group member on a therapy group”, Cohen (1976) revealed personal
information presenting a psychotherapist’s disclosure about his own countertrans-
ference (CT) reaction as denial of death within a group therapy process. It is surely
beyond doubt that the loss of a group member, as Cohen (1976) and others (Ferlic,
Goldman, & Kennedy, 1979; Fugeri, 1978, 1981; Gabriel, 1991; Spiegel, Bloom, &
Yalom, 1981) remarked, arouses common reactions that might include the curiosity,
detailed inquiries about the death of the member or the lack of interest, detachment
and avoidance, refusal of a new member, acting out as physically becoming distant
from members and preoccupations. Taken specifically, individual therapy with a
patient facing death and death related issues has many of the similar
countertransference considerations including denial of death, merged identifica-
tions, misidentifications, devastating feelings of helplessness that lead therapists to
behaviors such as forgetting appointments, tardiness, being isolated, and anger
displacement (Gabriel, 1991; Schaverien, 1999).
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Psychotherapy is formed from the interpretations of both the therapist and the client.
Not surprisingly, those interpretations of therapy experience in both individuals
depend on the activation of personal constructs in the therapy process. For instance,
apart from the reflection of his countertransference reaction, Cohen drew attention
to the underlying causes of his countertransference reaction as reflecting an
interaction of two constructs, his experiences surrounding the death of his brothers
(origin of his countertransference) and the death of the patient (trigger of his
countertransference). It is obvious that if not understood, controlled, and managed
by the therapist, countertransference harms the treatment (Gelso & Hayes, 2007).
Thus, having comprehensive knowledge of where countertransference comes from,
what causes it, and how it manifests itself seems to be important. In this dissertation,

the focus was to address these issues in depth.

Although death and health issues have been attracting a great deal of attention from
social sciences, the empirical research literature of psychotherapy studies in general,
individual therapy in specific, have paid limited interest to the subject. Surprisingly,
no known research has determined the role of death and health related issues in
therapists on their responses toward chronically ill patients who bring similar
concerns to the therapy. People with chronic illness may seek psychotherapy as a
result of illness related challenges. Therapists may also suffer from health and death
related concerns as human beings. Therefore, it is reason-able to expect that
therapists’ death anxiety and their attitude toward health related issues may interact
with client issues and this interaction may have an influence on the therapists’
behavioral responses to the clients, their affective arousal, and their cognitive

processes in the therapy.

Accordingly, the present doctoral dissertation aimed to study therapists’ cognitive,
affective, and behavioral responses with regards to patients’ presenting health issues
as a function of therapists’ own death anxiety and health behaviors. The particular
interest of this dissertation was to examine the effects of both patients’ medical

conditions and therapists’ death anxiety and health behaviors, and also the effect of



these wvariables’ interactions on cognitive, affective, and behavioral coun-
tertransferential responses that therapists manifest. Depending on this particular
interest, the current doctoral dissertation consists of five chapters. The first chapter
provides an overview of significance and essence of the intended doctoral thesis.
The second chapter presents the literature review on the main variables of the study.
The third chapter explains the method of study which can provide other researchers
opportunity to repeat the study with other considerations. The fourth chapter
presents the findings of the current doctoral dissertation. The final chapter is devoted

to the discussion of the findings.



CHAPTER 2

REVIEW OF THE LITERATURE

“Until you have felt your own pain, you cannot feel the pain of others”
(Zukav & Francis, 2002)

The aim of the present dissertation is to determine the effects of therapists’ death
anxiety and health behaviors on their countertransference manifestations to mainly
chronically/terminally ill patients. Specifically, countertransference reactions to-
ward patients whose medical conditions are both chronic/terminal and acute will be
determined. Theory and empirical studies have suggested that individuals with
chronic/terminal illness face with existential concerns, which is a demanding and
challenging emotional and cognitive task (Henoch & Danielson, 2009; Lehto &
Therrien, 2010; LeMay & Wilson, 2008). What is more, therapists may also suffer
from these concerns. In his book “The denial of death”, anthropologist Ernest
Becker (1973) argued that “the idea of death, the fear of it, haunts the human animal
like nothing else; it is the mainspring of human activity—activity designed largely
to avoid the fatality of death, to overcome it by denying in some way that it is the
final destiny for man.” (p. iX, as cited in Moore & Williamson, 2003, p.3). His
statements lay stress on the universality of the fear of death. Thus, it seems probable
that many therapists as human beings do also suffer from death and health issues in
their lives. Therapists with these concerns may experience countertransference
while doing psychotherapy with patients suffering from medical conditions.
Specifically, this countertransference experience may increase when treating a

patient, whose illness is chronic/terminal. Although the literature was separately



plentiful with the research on countertransference, death anxiety, health behaviors,
and chronic/terminal illnesses, to the best of my knowledge, there is no conducted
research examining the effects of therapists’ death anxiety and health behaviors and
patients’ medical conditions on countertransference manifestations. In accordance
with the purpose of exploring the effects of the stated constructs on
countertransference, | will review the literature in the following sections of this
chapter, in which I will focus on countertransference including historical devel-
opment of the concept, different conceptions of countertransference, structural
theory of countertransference and five-components of this theory, psychotherapy
and therapist issues with chronically ill patients, and the role of therapists’ death

anxiety and health behaviors on their practices, respectively.

2.1. Countertransference: A Complex History and Different Conceptions

Countertransference is a concept that has had a longstanding, complicated, and
unstable history in the psychotherapy field. As being one of the keystone compo-
nents in the field of psychotherapy, the term emerged from psychoanalytic theory
(Stefana, 2017). During those early days, both clinically and empirically, little at-
tention was given to the construct; even Sigmund Freud (1910/1959), who was the
first to introduce the concept, did not pen comprehensively about it (as cited in Gelso
& Hayes, 2007). In his statements, he stressed its detrimental effect on treatment
and patient and conceptualized the countertransference for analysts/therapists as a
construct to be avoided in their practices. For many theorists, this negative
commenced conceptualization of countertransference brought with the field’s
negligence of the topic; and so, the concept remained as a taboo both in the literature

and psychotherapy room.

With the passing years, the countertransference concept has caught the interest of
not only psychoanalytic therapists but also others’ (Gelso & Hayes, 2007). Apart
from the change in the meaning of the term, over the years, there has been and still
is a controversy on how to define the term and its actual role in perspectives of both

psychodynamic and nondynamic therapies.
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2.1.1. Conceptions of Countertransference. Realizing the bidirectional
nature of therapy reactions among its interactants, many theorists have discussed the
countertransference concept for a long time (Gabbard, 2004). This is because the
countertransference concept determines the characteristics of human relationships,
and its awareness might be useful for differential diagnoses and management of

ethical dilemmas regardless of one’s theoretical orientation (Gordon et al., 2015).

Gelso and Hayes (2007) described four different conceptualizations of counter-
transference, namely classical, totalistic, complementary, and relational. The clas-
sical conceptualization of countertransference was seen first in Freud’s writings in
1910 (as cited in Gabbard, 2001). In the classical view, countertransference was
conceptualized as unconscious, neurotic, and conflict-based reaction of the therapist
to patient’s transference (Kernberg, 1965). Unresolved issues originated in
childhood experiences of the therapist are stimulated by patient’s transference and
are expressed through the therapist’s reactions. According to this classical defini-
tion, countertransference was originally believed as a detrimental construct, in
which it was not possible for the therapist to use it in a beneficial way and so, it must
be eliminated if possible, because the ideal attitude of the therapist was neutrality.
This view dominated the field for many decades but as the scope of psychoanalysis
expanded, and as forms of pathologies being treated by therapists varied, another

view, totalistic, emanated.

The totalistic conceptualization of countertransference emanated in 1950’s and
continued to be developed in the following years (Hayes, Gelso, & Hummel, 2011).
Advocates of this view (e.g., Heimann, 1950; Kernberg, 1965; Little, 1951; Racker,
1968; Thompson, 1952; Winnicott, 1949) considered that countertransference
comprises the therapist’s all emotional reactions to the patient that may be placed
under the very broad heading of countertransference. Totalists indicated all of the
therapist’s attitudes and feelings toward the patient as important reactions that
should be analyzed, understood and used in therapy for further understanding of the

patient’s needs and dynamics (Gelso & Hayes, 2007). With this conceptualization,



countertransference became a legitimate lens through which therapists analyze their

own reactions and explore their patients’ dynamics.

The third conceptualization of countertransference, complementary, views coun-
tertransference as a complement to the patient’s way of relating or transference
(Racker, 1957). The belief that the therapists’ responses —especially the internal
ones— given to the patient’s style of relating or transference are generally unavoid-
able; and this is the shared understanding of the totalistic and complementary views
(Gelso & Hayes, 2011). The complementary conception’s distinctiveness pertains
to its articulation of psychological dance that is frequently performed between the
patient and the therapist. On an ongoing circle during the treatment process, the
therapist and the patient continuously affect and influence each other’s internal and
external reactions. That is to say, consciously or unconsciously, patient “pulls”
obvious responses from the therapist that is the ordinary and probable responses,
evoked in others by the patient (Norcross, 2011). The well-functioning therapist tries
to find and perceive the meaning of what the patient is doing to agitate instead of
acting out lex talionis (“eye for an eye, a tooth for a tooth”). In this manner, the
therapist understands the patient’s interpersonal style of relating and opens the

window for the effective therapeutic interventions.

Finally, in relational conceptualization, countertransference is viewed as a mutual
construction of the therapist and the patient (Mitchell, 1993). Relational perspective,
known as two-person psychology, was originated from the object relations theory
(Gelso & Hayes, 2007). In contrast, classical theories were generally seen as
standing for one-person psychology and representing much of the therapy process
as rooted in the patient’s conflicts, defenses, and so on. Moreover, the effectiveness
of the therapy depends on the therapist’s empathy and neutrality. Therapist stays
above the patient’s conflicts and offers appropriately timed and accurate
interpretations to the patient. On the other hand, as believed by the relational theo-

rists, whatever occurs in the therapy session is built conjointly by the patient and the



therapist, and so, they give shape to both the nature of transference and coun-
tertransference together.

Apart from these four conceptions, Gelso and Hayes (2007) have also introduced
and favored a fifth conception originated from their clinical practice and long-term
research, namely the integrative conception of countertransference. With their les-
sons taken from each of the four viewpoints, Gelso and Hayes (2002) limited the
conceptualization of countertransference, which will be used in the present study, to
“Internal and external reactions in which unresolved conflicts of the therapist,
usually but not always unconscious, are implicated” and these manifestations can
have beneficial use “if the therapist successfully understands his or her reactions and
uses them to help understand the patient” (p. 269). There have been both shared and
differentiating elements of this conception with each of the four viewpoints,
classical, totalistic, complementary, and relational (Hayes, Gelso, & Hummel,
2011). In analogy to totalistic view, they believed the inevitability of
countertransference since personal vulnerabilities, unresolved conflicts, and un-
conscious “soft spots” exist within the structure of all therapists as human beings.
Another shared point was that each view trusted the clinical and empirical im-
portance and worthiness of all therapist reactions. However, to make it scientifically
useful and clinically meaningful, advocates of integrative conception decided that
the definition of countertransference must be clearer and narrower as compared to
totalistic conception. Also, integrative view bears resemblance to the classical view
in their focal points on therapist’s unresolved conflicts as the origin of
countertransference. Differently from the classical view, supporters of the inte-
grative conception of countertransference viewed the countertransference —when
managed effectively— as a potentially beneficial tool. Lastly, Gelso and Hayes’s
integrative conception of countertransference (2007) did not absolutely concentrate
on the therapist’s reaction to patient’s transference, as it is in complementary and
relational views. Contrarily, the integrative definition attaches countertransference
to all clinically suitable material that involves the personality style of the patient,

the real content presented by the patient, and the patient’s appearance.



2.2. Theoretical Framework: Structural Theory of Countertransference

Being one of the proponents of the integrative conception mentioned in the previous
section, Hayes (1995) realized the absence of a theoretical framework according to
which countertransference studies are designed to support or refute. He stated that
there had been a number of conducted researches on CT up to that time, however,
the difficulty was to make a tie with the findings of them in a clinically or
theoretically meaningful way. Thus, he cultivated a theoretical model of coun-
tertransference —structural theory— based on his own and others’ (e.g., Gelso,
Fassinger, Gomez, & Latts, 1995; Latts & Gelso, 1995; Lecours, Bouchard, &
Normandin, 1995; McClure & Hodge, 1987; Robbins & Jolkovski, 1987) research
findings on countertransference. The structural theory of countertransference sepa-
rated the construct into its five main structures, which are (1) the origins, (2) trig-
gers, (3) manifestations, (4) effects, and (5) management factors of countertrans-
ference (Hayes, 2004; Rosenberg & Hayes, 2002). The current study will take into
account the first three structures, namely, origins (i.e., death anxiety and health
behaviors of therapists), triggers (i.e., client having chronic/terminal illness), and
manifestations (i.e., affective, cognitive, and behavioral reactions of the therapist).
In other words, effects and management factors of CT are not within the scope of
the current study. Yet, a brief information about all of the five structures of CT will

be presented below.

2.2.1. Origins of Countertransference. Origins refer to the therapists’ un-
resolved conflicts and vulnerabilities from which countertransference emerges
(Gelso & Hayes, 2007; Hayes et al., 1998; Maunders, 2010; Rosenberg & Hayes,
2002). Origins have also been the answer to the question “Where does counter-
transference come from?” (Gelso & Hayes, 2007, p. 42). As human beings, all
therapists have problems in their lives that are dissolved to some degree. According
to Gelso and Hayes (2007), the sources of countertransference are commonly rooted
in the issues from the therapist’s early life, from the therapist’s childhood, but this
is not always the case. The therapist may have many emotional conflicts that exist

in the present, such as experiencing a traumatic loss in the recent past.
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Countertransference origins can arise from various issues. In a study using consen-
sual qualitative research strategy, Hayes et al. (1998) suggested four categories of
countertransference origins, (1) family issues, (2) needs and values, (3) therapy
specific issues, and (4) cultural issues. The first category, family issues, acted as
stimuli for countertransference reactions in eight out of the eight participant thera-
pists. Therapists classified their specific unresolved issues relevant to countertrans-
ference into three sub-categories of family issues that were the family of origin,
parenting, and partnering. The second category of CT origins, therapists’ needs and
values, involved their grandiose and narcissistic needs to be substantial, strong,
right, and gratified. As the third category, the researchers determined the origins in
relation to the role of the therapist itself. As an example of this category, a number
of therapists had issues associated with the termination of therapy or their therapy
performance. Finally, cultural issues category of countertransference origins
involved two sub-categories; gender and race. They found that gender and race
issues were stimulated by cross-gender or cross-race dyads. For example, one of the
three therapists who saw a client of another race specified racialized coun-
tertransference reactions at the time of detecting that the client was Asian. Another
example was that one of the male therapists, who was in need of being a “strong
male” with his female clients, felt like being under threat when he had a perception

of the powerful female client.

Unconsciously or consciously, therapists use these unresolved conflicts rooted in
either their past or present, to facilitate or hinder the therapy process. For instance,
several researchers (Bandura, 1956; Hayes & Gelso, 1991; Yulis & Kiesler, 1968)
reported that the greater the trait anxiety of the therapists, the more likely they avoid
the client, the less likely they personally involve with their clients, and the less likely
they feel competent overall. Trait anxiety seems to be an indicator of the existence
of some underlying issues. Therefore, it may be thought as an origin of

countertransference.
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Death anxiety and health behaviors may also be viewed as particular examples of
existential issues that may be constituents of the countertransference origins. As
discussed in the first chapter, therapist constructs that show the existence of unre-
solved issues in relation to death and/or health issues, such as death anxiety and
health promoting behaviors of the therapists, need to be explored to be able to un-
derstand how countertransference origins may affect the therapy process. Beyond
that origins, it is relevant to take into account the effects of working with chronically
ill clients, who bring death and health issues to the therapy room, on therapists’
reactions, since both the client and his/her problems seem to be as potential triggers

of therapists’ vulnerabilities.

2.2.2. Triggers of Countertransference. Therapeutic events or client
characteristics that touch on or reveal the therapist’s unresolved conflicts or vul-
nerabilities are called the triggers of countertransference (Gelso & Hayes, 2007;
Hayes, Gelso, & Hummel, 2011; Rosenberg & Hayes, 2002). To explain the causes
of countertransference, Gelso and Hayes (2007) suggested countertransference
interaction hypothesis, according to which countertransference occurs due to the
interaction between therapists’ unresolved conflicts and vulnerabilities (origins) and
therapy events or client characteristics (triggers). Thus, it is critical to study client-
related factors, as well as the therapist-related ones, as the triggers of coun-

tertransference reactions.

In their previously discussed study conducted with eight therapists as the study
participants, in addition to the findings of countertransference origins (i.e., family
issues, needs and values, therapy specific issues, and cultural issues as origins of CT
in relation to the therapists), Hayes et al. (1998) reported some categories of triggers.
The content of the client’s material containing family of origin, parenting, and
romantic partner issues did also evoke therapists’ countertransference reactions.
Moreover, the clients’ emotional expressions like anger towards the therapist
elicited therapists’ countertransference reactions. Factors, such as the therapists’

perceptions of therapy progress, change in the therapy structure (e.g., reorganizing
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appointments), were also among other categories of triggers for therapists. All in all,
this qualitative research brings to mind that various elements of therapy content and

client-related issues may also evoke countertransference reactions in therapists.

Specifically, using the theoretical model of Hayes (1995), several researchers have
written about the triggers of countertransference phenomenon (e.g., Doschek, 2006;
Harbin, 2004; Hayes & Gelso, 1993). Clients’ presenting problems and the way they
present them were the two main categories of CT triggers that have been most
frequently studied (Hayes & Gelso, 2007). Studies that focused on clients’
presenting problems consisted of sexual assault (Latts & Gelso, 1995), HIV infec-
tion (Hayes & Gelso, 1993), same-sex relationship problems (Gelso et al., 1995),
body image concerns (Doscheck, 2006), and race-related concerns (Harbin, 2004).
Hostility, dependency, and seductiveness were some examples for studies examin-

ing clients’ presenting style as the trigger of CT (Brown & Lent, 2008).

The conclusion drawn from these studies was that the strongest trigger of the
countertransference is the interaction between the unresolved issues of the therapists
and client-related factors such as the way they present their issues or their problems
(Doscheck, 2006). For instance, Mohr, Gelso, and Hill (2005) reported the
predictive role of the interaction of therapist and client attachment styles on hostile
and distancing countertransference reactions. In fact, fearfully attached therapists
displayed more distancing countertransference behaviors with the client who had
preoccupied attachment style in comparison with the client who had a dismissing
attachment style.

Similarly, the countertransference interaction hypothesis, which basically empha-
sized the impact of the interaction between the client-related and therapist-related
factors on CT, constituted the basis of the present dissertation. In respect to client
factors, having a chronic/terminal versus an acute illness was presented as the trig-

ger of countertransference reactions. According to Rosenberger and Hayes, “One of
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the ways in which client and therapist factors plausibly interact to evoke coun-
tertransference reactions is when the client discusses material related to the thera-
pist’s unresolved issues” (2002, p. 221). Thus, therapists with high death anxiety
and low health promoting behaviors as the potentially and existentially unresolved
therapist factors might be more likely to experience countertransference with a
chronically/terminally ill client who presents health- and death-related issues. How
countertransference of these therapists manifests itself is the topic of the following

section.

2.2.3. Countertransference Manifestations. Manifestations of the coun-
tertransference may be in any or all of the following three ways: cognitive, affective,
and behavioral (Gelso & Hayes, 2007). Although affective (e.g., therapist anxiety;
Bandura, 1956; Cohen, 1952; Hayes & Gelso, 1991, 1993; Yulis & Keisler, 1968)
and cognitive manifestations (e.g., inaccurate recall of the client material; Cutler,
1958; Doscheck, 2006; Gelso et al., 1995; Hayes & Gelso, 1993) are considered as
internal reactions, verbal and nonverbal behaviors (e.g., avoidance; Bandura,
Lipsher, & Miller, 1960; Doscheck, 2006; Harbin, 2004; Hayes & Gelso, 1991,
1993; Latts & Gelso, 1995) are thought to be external ones. The present dissertation
will be investigating therapists’ cognitive, affective, and behavioral
countertransference reactions as countertransference manifestations. Therefore,
studies particularly focusing on these manifestations as dependent variables were

overviewed in this section.

2.2.3.1. Cognitive Manifestations of Countertransference. The operational
definition of the cognitive countertransference manifestations was “cognitive
distortion” for many authors (Hayes & Gelso, 2001). For example, in one of the
earliest research on countertransference manifestation, Cutler (1958) identified that
when clients stated material relevant to therapists’ conflicts, therapists tended to
distort clients’ actually occurred behaviors in the therapy session by over or under
reporting them. Another study, which supports the idea that the client material is

inaccurately recalled as a consequence of client’s material overlapping with the
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therapists’ unresolved issues, investigated countertransference reactions toward
lesbian and heterosexual clients (Gelso et al., 1995). The researchers found that
although female and male therapists were similarly and accurately recalled the
sexual words that heterosexual clients used in the videotape, female therapists were
more likely to inaccurately recall the sexual words that lesbian clients used in the
videotape as compared to male therapists. It seems that there was an interaction of
the client’s (i.e., lesbian clients talking about sexual difficulties) and the therapist’s
characteristics (e.g., therapist homophobia) that predicted countertransferential

recall problems, an example for cognitive CT.

2.2.3.2. Affective Manifestations of Countertransference. In case of the
affective component of countertransference manifestations, the most crucial emo-
tion for countertransference was accepted as the therapist anxiety (Gelso & Hayes,
2007). Therapist anxiety has long seen as a good indicator and encourager of the
need for looking at the relationship and toward the inside for something that may
not be going well. Research has also supported that anxiety is one of the most
common affective countertransference reaction (Fauth & Hayes, 2006; Gelso et al.,
1995; Hayes & Gelso, 1991, 1993; Hayes et al., 1998; Latts & Gelso, 1995; Yulis
& Kiesler, 1968). Specifically, affectively manifested countertransference has been
studied in the form of state anxiety (Doscheck, 2006; Gelso & Hayes, 1993; Harbin,
2004; Sharkin & Gelso, 1993). For example, as an expected result, Sharkin and
Gelso (1993) reported that the therapists, who are more anger prone and feeling not
comfortable with their anger issue, experienced increased anxiety with the clients
who were angry with them. In addition, Hayes and Gelso (1993) tried to assess male
counselors’ affective reactions toward the videotapes of gay and HIV-infected
clients via their self-reported state anxiety. They found that counselors were more
likely to experience state anxiety with the HIV-positive clients as compared to HIV-
negative clients. These studies supported countertransference theory, which
considers anxiety, either in a state or trait form, as a natural consequence of
therapists’ perception of being personally threatened in the context of the clinical

practice.
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2.2.3.3. Behavioral Manifestations of Countertransference. Behavioral
countertransference manifestations have typically been operationalized as the ther-
apists’ avoidance or withdrawal from the client material (Bandura, Lipsher, &
Miller, 1960; Hayes & Gelso, 1993) or their over-involvement with clients (Hayes
& Gelso, 2001). As a measurement of behavioral countertransference, researchers
have recently used the coding system developed by Bandura et al. (1960), by which
therapist responses are categorized as approach or avoidance. While approval,
exploration, instigation, reflection, and labeling are the categories of the approach
reactions; disapproval, topical transition, silence, ignoring, and mislabeling are
classified as the avoidance reactions.

Hayes and Gelso (1993) examined 34 male therapists’ approach and avoidance
reactions toward gay and HIV-infected clients as a function of therapists’ homo-
phobia and death anxiety levels. Therapists saw and responded to one of the
videotaped male clients among the four experimental conditions: (1) gay and HIV
positive, (2) gay and HIV negative, (3) heterosexual and HIV positive, or (4) het-
erosexual and HIV negative. Then, three doctoral students rated therapists’ re-
sponses and calculated a ratio of avoidance responses to approach and avoidance
responses. They found that therapists’ avoidance behaviors did not differ across the
sexual orientation conditions. On the other hand, male therapists’ homophobia
predicted therapists’ avoidance responses with gay clients. In other words, “coun-
selors' stereotypes about, fears of, and negative attitudes toward gay men seemingly
contribute to counselors' circumventing gay clients' clinical content and affect” (p.
91). Thus, therapists’ awareness of the homophobic feelings toward gay and/or HIV
positive clients, and their self-consciousness about how such countertransferential
feelings and behaviors may have an influence on the course of therapy seem to be

important.

Similarly, in a previously mentioned study conducted by Gelso et al. (1995), the

authors examined therapists’ approach and avoidance reactions to lesbian or
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heterosexual female clients due to therapists’ homophobia and their countertrans-
ference management ability. As hypothesized, the findings showed that the level of
therapists’ homophobia and avoidance responses yielded a strong and positive
association in the lesbian client condition. On the other hand, there was no signifi-
cant association between therapists’ homophobia and avoidance responses in the

heterosexual client condition.

When the overall results of therapists’ reactions towards clients presented in dif-
ferent conditions are evaluated (Gelso et al., 1995; Hayes & Gelso, 1993), the im-
portance of therapists' awareness of their feelings and attitudes as the predictors of
behavioral countertransference responses can be seen. Although cognitive and af-
fective countertransference reactions are inevitable internal reactions toward clients
that may be clinically beneficial if realized, behavioral countertransference reactions
are manifested externally, and they are considered as detrimental to the clients and
may have a negative influence on the therapeutic relationship (Gelso & Hayes, 2001,
Gelso & Hayes, 2007).

2.2.4. Effects of Countertransference. Effects have been defined as the
action of the countertransference on therapy process and outcome to which it may
have promoting or hindering effects (Hayes et al., 1998). Theoretical and empirical
literature have proposed that unrecognized and/or unmanaged countertransference
is detrimental to the therapy, such as the therapist acting out to the client (Burwell-
Pender & Halinski, 2008; Casement, 1985; Coren, 2015; Gabbard, 2001; Gelso &
Hayes, 2001, 2007; Harris, 1999; Hayes & Gelso, 1993; Hayes et al., 1998; Lambert
et al., 1977; Ligiero & Gelso, 2002; Maroda, 2004; Pope, Sonne, & Greene, 2006;
Rosenberger & Hayes, 2002; Rowan & Jacobs 2002; Stark 2000; VVan Wagoner et
al., 1991; Zachrisson, 2009). As previously stated, if therapists have no awareness,
no management ability, and no control on these reactions, countertransference
seems to be the way of the therapists’ avoidance of clients’ feelings, their inaccurate
recall of therapy content, and their over involvement with clients’ problems (Gelso

& Hayes, 2007). The common threat of all these unmanaged countertransference
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reactions may be their interference with therapists’ effectiveness in the session and

their probable negative effects on therapy outcomes.

Hayes and Gelso (2007) stated that there is only one study investigating the direct
relationship between countertransference behaviors and therapy outcome. Accord-
ing to a study including 20 cases of brief therapy (Hayes et al., 1997), counter-
transference behaviors were unrelated to therapy outcome depending on the reports
of clients, their therapists, and therapists’ supervisors. On the other hand, for the
cases with moderate to poor outcome, countertransference behaviors were strongly
and negatively associated with therapy outcome. The authors of the study suggested
that the strength of the therapeutic alliance between the patient and the therapist may
prevent the negative influence of the displays of countertransference behavior on
therapy outcome. Conversely, in weak therapeutic alliance conditions,
countertransference behavior may have a direct negative influence on the outcome.
In their notes, Hayes and Gelso (2007) pointed out that as opposed to hindering
effects of countertransference, it is a potentially beneficial tool for therapy if it is
reflected on and managed. Recently, the notion that countertransferential material is
a crucial component of the therapy with the requirements of therapists’ awareness
and motivation to explore and work on these feelings as they emerge has been
supported by many clinicians and theoreticians (e.g., BurwellPender & Halinski,
2008; Hayes & Gelso, 2007). Thus, the effect of countertransference depends on the
management factors of the therapists, which will be reviewed in the next section.

2.2.5. Management Factors. Management factors refer to the therapists’
qualities that guide and help them in their exploration to handle countertransference
in a reasonable way (Gelso & Hayes, 2007). Taking supervision, listening to the
session tapes, getting one’s need met are among the examples of behavioral
management factors presented by Hayes (1995). Van Wagoner, Gelso, Hayes, and
Diemer (1991) did also suggest empirically supported five therapist factors that aid
countertransference management, namely self-insight, self-integration, empathy,

anxiety management, and conceptualizing skills. Self-insight refers to the level of
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awareness and acceptance of therapists’ own feelings, behaviors, characteristics,
motives, and their individual past (Hayes et al., 2011). Self-integration, on the other
hand, is an indicator of therapist's intact and fundamentally healthy characteristic
features. The therapist's insight of and capacity to manage anxiety in order not to
have any negative effects on his/her responses to patients points out anxiety
management ability of the therapist. Empathy, being the skill of understanding other
people's feelings and problems (Hayes et al., 2011), lets the therapist be concerned
with the needs of the patient notwithstanding the adversities that one may be going
through at that specific moment. Lastly, the performance in using theoretical
information and the awareness of the patient's role in the process of therapeutic

communication shows the therapist's conceptualizing skills.

Van Wagoner, Gelso, Hayes, and Diemer (1991) did also develop a measurement
tool, the Countertransference Factors Inventory (CFl), to assess countertransference
management by using these five components. Using this assessment tool, research
on these five therapist factors pointed out their regulatory role on counter-
transference reactions (Friedman & Gelso, 2000; Hayes, Gelso, VanWagoner, &
Diemer, 1991; VanWagoner et al., 1991) and their positive association with working
alliance and therapy outcome (Rosenberger & Hayes, 2002; Gelso, Latts, Gomez,
& Fassinger, 2002).

In sum, the present dissertation will test the structural theory of countertransference
through the components of origins (i.e., death anxiety and health behaviors of
therapists), triggers (i.e., responding to a client with chronic/terminal illness), and
manifestations (i.e., affective, cognitive, and behavioral reactions of the therapist).
Chronic illnesses have long been considered as a trigger of countertransference for
the therapists (Goodheart & Lansing, 1997). On the other hand, what was new in
the present study is that it examined how countertransference towards chronically
ill patients arises from specific therapist-related factors such as their death anxiety

and health behaviors. Accordingly, following sections will focus on psychotherapy
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and therapist issues with chronically ill patients, and the role of therapists’ death
anxiety and health behaviors on their practices, respectively.

2.3. Psychotherapy with Chronically Il Clients

Chronic illnesses, which are medical conditions encompassing many symptoms on
a stable basis or becoming more intense suddenly in an episodic manner, are the
leading causes of death in the world, and estimated to increase to such a critical level
that they become the primary cause of disability by 2020 (Campbell & McGauley,
2005). Thereby, psychotherapy practitioners frequently meet patients suffering from
permanent physical illnesses, such as cancer, cardiovascular disease, AIDS,
diabetes, and kidney disease (Goodheart & Lansing, 1997).

2% ¢

Medically, chronic illnesses are classified as “life threatening”, “understood, but
progressively disabling”, “poorly understood and unpredictable”, and lastly, “un-
derstood and manageable” (Goodheart & Lansing, 1997). Regardless of their clas-
sification, a common psychological threat posed by all of the chronic illnesses is
that the ill person will never turn back to the prior sense of self, option, the state of
invulnerability, and finally obliviousness to the body’s functioning (Goodhearth &
Lansing, 1997). There have been numerous studies examining illness related factors
that make a profound effect on chronically ill people’s lives (e.g., Birmele, Gall,
Sautenet, Aguerre, & Camus, 2012; Karner-Hutuleac, 2012; McKercher, Sanderson,
& Jose, 2013). Intensity of physiological limitations (Vogiatzis, Zakynthinos, &
Andrianopoulos, 2012), interference with the competence to engage in daily
activities and life roles (Breivik, Collett, Ventafridda, Cohen, & Gallacher, 2006),
indefinite prognosis, long duration of medical treatment and rehabilitation
interventions (Chang & Johnson, 2013), psychosocial stress in relation with the
incurred trauma or disease process itself (Turner & Kelly, 2000), effect on family
and friends, and maintained financial losses (Houtum, Rijken, & Groenewegen,

2015) are among the most frequently known factors.

19



Psychotherapy is an important source of support for chronically ill individuals when
they are tackling with these challenges. Although strategies designed to facilitate
the management of chronic illnesses have laid emphasis on psychological
interventions (Roditi & Robinson, 2011; White, 2011; Williams, Eccleston, &
Morley, 2012), little attention in the empirical literature has been paid to the effect
of treating chronically ill individuals on the psychotherapist and how this effect
shows itself in the therapeutic contact. Yet, there are some case studies, books, and

reviews about the issue.

According to Goodheart and Lansing, chronically ill patients attending psycho-
therapy are hesitant and afraid of not being understood, and they make an effort to
get the control over their bodies, lives, and their reality perception back (1997).
These efforts are combined with the premorbid characteristics structure of the pa-

tients and the extent of the defensive and adaptive resources they have.

The most powerful desire of the individual is to go back to “normal” (Goodheart &
Lansing, 1997). And usually, the most powerful desire of the psychotherapist is to
cure. However, the scope of the possibilities on the psychobiological spectrum is
extremely confusing. Ongoing physical disability puts the pressure on the patient to
change his/her basic life functions and routines. The symptoms may adversely affect
the patient’s ability to work, to fulfill the responsibilities relevant to family roles,
and so on. Continuing disability and uncertainty lead to a critical internal
psychological disorganization, which is a threat to the organized sense of self. The
ambiguity, progression, and instability of illness cause anxiety in both the therapist
and the patient (Goodheart & Lansing, 1997).

Fundamentally, to establish and permit an open communication with patients con-
cerned of their health, to encourage and/or facilitate their emotional expression, to
help them in regulating and managing these emotions, and to offer a relationship in
which patients can feel supported when confronted with death issues are among the

major goals of psychotherapy with chronically/terminally ill clients (Culkin, 2002).
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Although psychotherapy with chronically ill patients has many features shared with
all other psychotherapies, the unique position of the patient with life threatening
iliness offers special concerns for the psychotherapy practitioners. One of these
concerns is countertransferential reactions of the therapist while working these

patients.

Culkin (2002) addressed three possible negative effects of countertransference
while working with patients facing death as following: (1) the therapist can be an
unconscious supporter of the patient’s denial of the death anxiety by avoiding the
issue, (2) the therapist remains in a helpless state in the session, and (3) the therapist
anxiously avoids the patient and his/her material. Accordingly, an understanding,
control, and management of countertransference are needed for therapists to
minimize its adverse effects on psychotherapy while working with chronically ill

clients.

2.4. Therapist Issues while Working with Chronically 11l Patients

There have been identified two categories of stimulated therapist responses relevant
to chronically ill patients: (1) “responses to the disease impact and its usual course”
and (2) “responses to the individual patient’s characterological reactions to the
disease” (Goodheart & Lansing, 1997, p. 91). As regard to the first category,
individuals with non-life threatening, poorly understood, and unpredictable illnesses
are likely to stimulate a sense of doubt about the nature of the illness. It is a natural
response for both the therapist and the patient to question uncertain set of
psychophysiological circumstances parallelly such as questioning whether the ill-
ness, the symptoms, and the source of the dysfunction is real or not. On the other
hand, patients who have progressive terminal illnesses are highly probable to stim-
ulate reactions to the extent of the losses and fears. The capacity to work with a
dying patient varies from one therapist to another, just as the ability to confront
death varies from patient to patient. In this parallel process, the therapist and the
patient encounter the feelings of hope and despair, helplessness and control, anxiety

and comfort, depression and transcendence (Goodheart & Lansing, 1997).
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Depending on the patients’ characterological reactions to their illnesses, it is some-
times possible for therapists to “like” the "good" patients, and try to ignore the "bad"
patients on the other side (Goodheart & Lansing, 1997). There is no doubt that it is
much more easier for a therapist to “like” the patients who are brave, attempt to
make use of the help they get, do not get angry at the times of being sick but are
properly insistent and angry with "other" caregivers. Contrarily, the therapist can be
reluctant to work with the patients who cannot accommodate their own affective
responses and who give out all their anger, sadism, hatred and manipulation to the
therapists. Although therapists’ responses vary depending on illness type and
process, patients’ characterological reactions to illness, and therapists’ own issues
relevant to illness and health, there are some common responses reported frequently
by the therapists of chronically ill individuals. Specifically, Goodheart and Lansing
(1997) have stated that anxiety is the most common therapist reaction while treating
patients with chronic illness. Treatment process may arouse anxieties revolving
around death, failure, vulnerability, and loss in the therapist. Moreover, positive
affect of the therapist such as hope and even euphoria that comes from the therapist’s
wish for a cure may be considered as the clues of countertransference issues. If the
hope of the therapist about the recovery of the patient infuses the therapy, it may
prevent the therapist to share the hopelessness of the patient. Helplessness, which is
felt in matters of health when the feeling of hope is diminished, is an emotion which
may affect the patient and the therapist similarly. Both the therapist and the patient
may struggle to hold on a sense of control in an effort to avoid helplessness but this
effort makes the resolution of this emotion more difficult (Goodheart & Lansing,
1997).

2.4.1. The Role of Therapists’ Death Anxiety and Health Behaviors on
Their Practices. Providing psychotherapy to a patient with chronic illness does also
evoke body awareness and health-related issues into interaction (Wood, 2011).
Throughout their life history and experience, therapists develop an attitude toward
their own health and others’ health (Goodheart & Lansing, 1997). They develop an

attitude toward sickness, body functions, and disfigurement; toward sexual function
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and physical intimacy; toward taking care of others and being taken care of; and
toward suffering. Therapists’ fear about debilitation and decline is similar to other
people’s fears and most of them have had at least a temporary terror about dying
(Goodhearth & Lansing, 1997). How the therapists manage their terror and which
attitudes and behaviors they develop toward their health seem to be important
indicators of the countertransference while working with people presenting health

concerns.

Even though there is no conducted research exploring the effect of therapists’ death
anxiety on their reactions toward chronically ill patients, the literature provided
information about the impact of therapists’ death anxiety on their clinical practices.
For example, in a study, Brown and Walden (2006) looked at the association
between psychotherapists” own death anxiety and their attitudes toward older adults.
They found that there is a significant relation between psychotherapist’s death
anxiety and their negative attitudes toward older adults. This research may provide
practitioners with valuable information about their own death anxiety and their
attitude formation toward specific groups. Another study (Belviso, 2011) reported
that there is a significant association between beginner therapists’ high death anxiety
and their preference towards a more objective theoretical orientation rather than a
subjective one. This study also informs us about the effect of therapists’ death
anxiety on their practice. Thus, it is also probable that therapists’ death anxiety may

have an influence on their CT reactions while working with chronically ill patients.

Another therapist factor used in the present study was therapists’ health behaviors.
While working with chronically ill patients, it is highly probable that these patients
bring their health-related issues to the psyhotherapy room. Patients’ both past and
present health behaviors may be the subject of the therapy. Bergner (2011) stated
that patients’ beliefs about the etiology of their illness are a central facet of their
illness experience. A study conducted with lung cancer patients found that 29.5 %
of patients felt that their past behaviors (e.g., smoking) contributed to their cancer

and this identification correlated with higher levels of guilt and shame (LoConte,
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Else-Quest, Eickhoff, Hyde, &Schiller, 2008). Like patients, therapists might ex-
hibit risky health behaviors while they are trying to manage their terror about death
and dying. A considerable risk of becoming isolated from or over identifying with
the patient emerges if the therapist cannot bring these universal, primitive, affective
main elements to consciousness and integrate them (Goodheart & Lansing, 1997).
It is therefore important to investigate the effects of therapists’ death anxiety and

health behaviors on their reactions while working clients with chronic illness.

2.5. The Present Study

As Gelso and Hayes (2007) stated, countertransference research is still in its early
stages. There is the need for research that aids the therapists to better comprehend
their responses and the origins and triggers of these responses to manage them.
Specifically, psychotherapy with chronically ill patients seeds a fertile field of
countertransference “growth” in therapists (Goodheart & Lansing, 1997). Despite
the theoretical and clinical interest in the effect of the medical condition of the client
on countertransference, little empirical research has been published on this topic.
Hence, further investigation of countertransference reactions to clients with medical

conditions seems especially important.

Another significant concern is that the degree of reactions may vary from therapist
to therapist in doing therapy with chronically ill patients; and so, where does coun-
tertransference derive from? To date, there is no research in Turkey and other cul-
tures focusing particularly on the role of the medical conditions of the patients and
the role of the therapists’ death anxiety and health behaviors on countertransference
manifestations. Thus, studying this subject is important to realize, control, and
manage these countertransference reactions and to prevent their detrimental effects

on psychotherapy.

Accordingly, the present study was conducted to examine the effects of the medical
condition of the patients (patient factor), death anxiety and health behaviors of the
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therapists (therapist factors) on different elements of countertransference mani-
festations (i.e., cognitive, affective, and behavioral countertransference manifesta-

tions).

Specifically, the present study had 4 sets of hypotheses.

(1) The first set of hypotheses expected the main effect of therapists’ death anxiety
(high vs. low) on countertransference elements to be significant. The sub-hypotheses

indicating three elements of countertransference were as follows:

(1a) The therapists with higher levels of death anxiety would make signifi-
cantly more cognitive distortions shortly after analogue sessions of both pa-
tients with chronic and acute illnesses than the therapists with lower levels

of death anxiety.

(1b) The therapists with higher levels of death anxiety would experience
significantly higher levels of state anxiety shortly after analogue sessions of
both patients with chronic and acute illnesses than the therapists with lower

levels of death anxiety.

(1c) The therapists with higher levels death anxiety would experience sig-
nificantly more behavioral avoidance during analogue sessions of both pa-
tients with chronic and acute illnesses than the therapists with lower levels

of death anxiety.

(2) The second set of hypotheses expected the main effect of therapists’ health be-
haviors (high vs. low) on countertransference elements to be significant. The sub-

hypotheses indicating three elements of countertransference were as follows:

(2a) The therapists with lower levels of health behaviors would make sig-

nificantly more cognitive distortions shortly after analogue sessions of both
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patients with chronic and acute illnesses than the therapists with higher levels
of health behaviors.

(2b) The therapists with lower levels of health behaviors would experience
significantly higher levels of state anxiety shortly after analogue sessions of
both patients with chronic and acute illnesses than the therapists with higher
levels of health behaviors.

(2c) The therapists with lower levels of health behaviors would experience
significantly more behavioral avoidance during analogue sessions of both
patients with chronic and acute illnesses than the therapists with higher levels
of health behaviors.

(3) The third set of hypotheses expected the main effect of the medical condition of
clients (acute vs. chronic illness) on countertransference elements to be significant.
The sub-hypotheses indicating three elements of countertransference were as

follows:

(3a) The therapists would make significantly more cognitive distortions
shortly after the analogue session of the chronically ill patient than they

would make shortly after the analogue session of the acutely ill patient.

(3b) The therapists would experience significantly higher state anxiety
shortly after the analogue session of the chronically ill patient than they

would experience shortly after the analogue session of the acutely ill patient.

(3c) The therapists would experience significantly more behavioral avoid-
ance during the analogue session of the chronically ill patient than they

would experience during the analogue session of the acutely ill patient.

26



(4) The fourth set of hypotheses expected significant interaction effects of the death
anxiety level, health behaviors level, and the medical condition of clients on coun-

tertransference elements. The sub-hypotheses are as follows:

(4a) Therapists with both high and low death anxiety levels would have
significantly increased countertransference reactions in response to chroni-
cally ill patient condition. However, this increase would be expected to be
significantly higher for therapists with high death anxiety levels. Thus, we
predicted a significant Group X Condition interaction. There were also three

sub-hypotheses relevant to this interaction effect as follows:

(4al) Therapists with both high and low death anxiety levels would make
significantly more cognitive distortion in response to chronically ill patient
condition. However, this increase would be significantly higher for thera-

pists with high death anxiety levels.

(4a2) Therapists with both high and low death anxiety levels would experi-
ence significantly more state anxiety in response to chronically ill patient
condition. However, this increase would be significantly higher for thera-

pists with high death anxiety levels.

(4a3) Therapists with both high and low death anxiety levels would exhibit
significantly more behavioral avoidance in response to chronically ill patient
condition. However, this increase would be significantly higher for

therapists with high death anxiety levels.

(4b) Therapists with both high and low health behaviors levels would have
significantly increased countertransference reactions in response to chroni-
cally ill patient condition. However, this increase would be significantly
higher for therapists with low health behaviors levels. Thus, we predicted a
significant Group X Condition interaction. There were also three sub-
hypotheses relevant to this interaction effect:
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(4b1) Therapists with both high and low health behaviors levels would make
significantly more cognitive distortions in response to chronically ill patient
condition. However, this increase would be significantly higher for

therapists with low health behaviors levels.

(4b2) Therapists with both high and low health behaviors levels would ex-
perience significantly more state anxiety in response to chronically ill patient
condition. However, this increase would be significantly higher for

therapists with low health behaviors levels.

(4b3) Therapists with both high and low health behaviors levels would ex-
hibit significantly more behavioral avoidance in response to chronically ill
patient condition. However, this increase would be significantly higher for

therapists with low health behaviors levels.

(4c) Therapists with both different levels of death anxiety and different levels
of health behaviors would have significantly increased countertransference
reactions in response to chronically ill patient condition. However, this
increase would be significantly higher for therapists with both high death
anxiety and low health behaviors levels. Thus, we predicted a significant
Group: X Group2 X Condition interaction. There were also three sub-

hypotheses relevant to this interaction effect:

(4cl) Therapists with both different levels of death anxiety and different
levels of health behaviors would make significantly more cognitive distor-
tions in response to chronically ill patient condition. However, this increase
would be significantly higher for therapists with both high death anxiety and

low health behaviors levels.

(4c2) Therapists with both different levels of death anxiety and different
levels of health behaviors would experience significantly more state anxiety

in response to chronically ill patient condition. However, this increase would
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be significantly higher for therapists with both high death anxiety and low

health behaviors levels.

(4c3) Therapists with both different levels of death anxiety and different
levels of health behaviors would exhibit significantly more behavioral
avoidance in response to chronically ill patient condition. However, this in-
crease would be significantly higher for therapists with high death anxiety

and low health behaviors levels.
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CHAPTER 3

METHOD OF THE STUDY

3.1. Research Design

The present study utilized an audio-visual analogue methodology. Fundamentally,
the analogue methodology in psychotherapy research comprises of experimental
simulation of some elements of the psychotherapy process including manipulation
of certain characteristics of the therapist, the client, and/or the psychotherapy pro-
cess (Heppner, Kivlighan, & Wampold, 2008). In the past, such analogue studies
have been called as miniature therapy (Goldstein, Heller, & Sechrest, 1966) or

simplification strategy (Bordin, 1965).

In this study, there were two parts of data collection for each participant. First, the
data measuring health behaviors and death anxiety of therapists as participants were
collected through online questionnaire shortly before the second part started. Next,
the participants were subjected to three types of miniature videos displaying a warm-
up client, a client with acute illness, and a client with chronic illness. In this way,
the affective, cognitive, and behavioral countertransference reactions to the clients

in miniature videos were measured.

A mixed-factorial design was used with two between-groups factors (health behav-
iors and death anxiety), and one within-groups factor (the medical condition of the

videotaped clients). Considering the theoretical framework, how these factors as
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independent variables have an impact on affective, cognitive, and behavioral coun-
tertransference reactions as dependent variables was the main question of the study.

Accordingly, the affective and cognitive countertransference assessments were
undertaken shortly after the each analogue session. For the behavioral counter-

transference, it was assessed during the stopping points in each analogue session.

3.2. Participants

One hundred and four participants volunteered for the present study between 10" of
April and 28" of July, 2016. Having previously offered psychotherapy service
and/or currently offering psychotherapy service and having conducted at least 10
therapy sessions up till the present study have been determined as the inclusion
criteria of this study. Participants who did not comply with the instructions of the
study such as rewinding the record during analogue session were excluded from the
study. Checking the inclusion and exclusion criteria, a total of 100 participants (89%
females and 11% males) were included in the analyses. Depending on the similar
studies conducted before (e.g., Doschek, 2006; Harbin, 2004) and a power
calculation taking into account the estimation of large effect size (1-# = .95), the
sample size of 100 participants was decided to be adequate for the research pre-

sented.

The mean age of the participants was 28.06 (SD = 3.17) and their ages ranged be-
tween 23 and 41. A great majority of the participants were from Ankara, except for
five who were included to the study when they came to Ankara. The sample was
consisted of 93 (93%) employed and 7 (7%) unemployed participants. They were
the graduates of psychology department (85%), guidance and psychological coun-
seling department (14%), and psychiatry department (1%). In terms of last com-
pleted degree, 29% of them had bachelor’s degree, 62% of them had master’s de-
gree, and 9% of them had doctoral degree. Table 1 presents the detailed information

on study sample.
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Table 1
Descriptive Characteristics of the Study Sample

Variables n % Mean SD Range
Age 100 28.06 3.17 23-41
Gender
Female 89 89
Male 11 11
Last Completed Degree
Bachelor 29 29
M.S. 62 62
Ph.D. 9 9
Working Status
Employed 93 93
Unemployed 7 7
The organization where s/he works
Governmental institution 64 69
Private sector 22 24
Both of them 7 7
Type of current graduate program
Clinical Psychology M.S. Program 19 235
Clinical Psychology Ph.D. Program 49 605
Guidance & Psychological Counseling
2 25
M.S.
Guidance & Psychological Counseling
8 10
Ph.D.
Forensic Psychology M.S. 1 1.2
Social Psychology M.S. 1 1.2
Specialty in Medicine 1 1.2
Total number of sessions having conducted 100 527 1061.83 10-6000
Total number of clients having seen 100 66 190.98  1-1500
Total number of sessions having been supervised 99 123.39 14195  4-1000
Total number of clients having been supervised 99 7.35 6.85 1-60
Theoretical orientation
Psychoanalytic/Psychodynamic Therapy 7 7
Experiential/Humanistic/Existential
4 4
Therapy
Cognitive Behavioral Therapy 23 23
Schema Therapy 6 6
Eclectic/Integrative Therapy 60 60
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3.3. Video Recordings

After the study was approved by the Applied Ethics Research Center in METU, the
video recordings were started to be prepared. Firstly, the scripts for each condition
was written. For the editing part of the scripts, it was collaborated with a professor
of psychology. Next, three volunteer actresses from Theatre Department at the
Ankara State Conservatory of Hacettepe University worked on these scripts about
two weeks. Since the majority of the participants was expected to consist of women,
and the countertransference was expected to be stronger when the patient and
therapist would share many factors in common (Goodheart & Lansing, 1997), the

actresses for the miniature videos of the study were chosen as women.

Specifically, the first client's video recording (warm-up client) was prepared to
familiarize the participants with the analogue format, to obtain the baseline state
anxiety level data, and to camouflage the real purpose of the research from the par-
ticipants. The role of the warm-up client was performed by only one of the actresses
who did not play the role of any other client. The first client was a 27-year-old,
financial specialist, who had applied to the therapy to solve the problems she
experienced in time management. Appendix C allows accessing a copy of the first
client’s script. Ultimately, video recording time of the first client was about three
minutes and there were four stopping points in this record that participants were

expected to respond to the client.

The stimulus clients (client with chronic illness and client with acute illness) were
played by the remaining two actresses. To control potential, undesirable actress
effects, both of the actresses played the role of client with chronic illness condition
and also the client with acute illness condition. Also, while preparing the stimulus
clients’ scripts, the scenarios were equalized in terms of characteristics such as
theme on each stopping point and number of words in an attempt to control possible
effects related to these factors. In order to reveal the strongest countertransference
manifestations from the participants, the chronic illness of the client was determined

as cancer. Moreover, its association with mortality was expected to be relatively
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stronger. While its script was being created, some items of Health-Promoting
Lifestyle Profile Il measure (Walker, Sechrist, & Pender, 1987) were used. On the
other hand, acute illness was specified as tissue damage because its association with
mortality expected to be relatively weaker. The client in chronic illness condition
was a 28-year-old woman who had applied to the therapy with the feelings of
anxiety and fear caused by being a cancer patient taking chemotherapy. Appendix
G provides access to a copy of the script of this client. The video recording time of
this client was about five minutes and there were six stopping points in the record
that participants were expected to respond to the client. For the other condition, the
client with acute illness was a 27-year-old woman who had applied to the therapy
because of the increasing anxiety after she sprained her ankle. The script of this
client can be seen in Appendix E. Congruently with chronic illness condition, the
video recording time of this client lasted approximately five minutes. Also, there
were six stopping points in this record that participants were expected to respond to

the client.

Before starting the study, a pilot study was conducted with four graduate students
in psychology to organize study format, and also, to determine whether or not these
actresses were credible or likeable by the ratings of these participants. In this pilot
study, participants rated the credibility and likeability of actresses on a 5-point
Likert type scales ranging from not at all (1) to extremely (5). Video recordings were
going to be usable if the average of the ratings was 3.0 or above. Also, it was looked
that the difference between the ratings of stimulus actresses should not be more than
2.0. The ratings indicated that each actress met these requirements. Table 2 presents

the statistics for credibility and likeability dimensions of each actress.

In order to make the analogue situation as close to reality as possible, the videos
were filmed by holding the camera on the shoulder of someone sitting in front of
the player. Moreover, for the actresses who played the cancer client, a pale makeup
was applied and the hair was covered with a scarf to give it a spilled image. At the

beginning of each analogue session, participants read the summary of the client’s
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background information before they saw the clients (see Appendix B, D, and F).
The aim of this procedure was to make participants familiar with the clients.

Table 2

Descriptive Statistics of the Actress Ratings

Mean Median SD Range
Credibility
Warm-up 3.50 3.75 .58 3-4
Acute Illness 1 4.50 4.50 71 4-5
Acute IlIness 2 3.75 3.75 .35 3.5-4
Chronic IlIness 1 4.50 4.50 71 4-5
Chronic IlIness 2 4.50 4.50 71 4-5
Likeability
Warm-up 3.75 4.00 .50 3-4
Acute IlIness 1 4.00 4.00 .00 4-4
Acute IlIness 2 3.75 3.75 .35 3-5
Chronic IlIness 1 4.00 4.00 .00 4-4
Chronic IlIness 2 4.00 4.00 .00 4

Note. 1 and 2 refers to Actress 1 and Actress 2, respectively.

3.4. Instruments

The questionnaire set administered before the analogue sessions consisted of the
demographic information form, Health-Promoting Lifestyle Profile 11 (HPLP-II;
Walker, Sechrist, & Pender, 1987), Thorson-Powell’s Death Anxiety Scale (Thorson
& Powell, 1994), and Two-Dimensional Social Desirability Scale (Akin, 2010).
During and shortly after the analogue sessions, countertransference assessments

detailed in 3.4.5. were obtained.
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3.4.1. Demographic Information Form. This form composed of the ques-
tions regarding to the participants’ demographic characteristics (i.e., age, gender,
education level, and graduation program type, working status, type of current
graduate program, and year in current graduate program). The demographic infor-
mation form also included questions about psychotherapy experience (i.e., approx-
imate total number of therapy sessions having conducted and approximate total
number of clients having seen) and supervision experience (i.e., approximate total
number of sessions having been supervised and approximate total number of clients
having been supervised) of the participants. As a last question, participants were
asked about their theoretical orientation. A copy of the demographic information

form is demonstrated in Appendix O.

3.4.2. Health Behaviors. The level of participants’ health behaviors was
assessed via Health-Promoting Lifestyle Profile 1l (HPLP-II). HPLP-1I was a self-
report scale developed by Walker, Sechrist, and Pender (1987) to examine health-
promoting lifestyle habits. The scale involves 52 items with 6 dimensions, namely,
health responsibility (e.g., Report any unusual signs or symptoms to a physician or
other health professional), physical activity (e.g., Follow a planned exercise pro-
gram), nutrition (e.g., Choose a diet low in fat, saturate fat, and cholesterol), mental
development (e.g., Feel I am growing and changing in positive ways), interpersonal
relationships (e.g., Discuss my problems and concerns with people close to me), and
stress management (e.g., Take some time for relaxation each day). Each item is rated
on a 4-point Likert-type scale ranging from never (1) to routinely (4). Total score of
HPLP-11 serves as a score of healthy lifestyle behaviors. Turkish translation and
adaptation study of HPLP-II was conducted by Bahar, Beser, Gordes, Ersin, and
Kissal (2008). In Turkish form of HPLP-11, Cronbach alpha coefficient values were
as follows: .94 for total scale, .77 for health responsibility, .79 for physical activity,
.68 for nutrition, .79 for mental development, .80 for interpersonal relationships, and
.64 for stress management. In consequence of Kendal W Analyses used to determine
content validity, Turkish form of HPLP-11 was reported as a valid instrument. For

the current study, a total score of HPLP-1I was calculated and used in the analyses;
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and the Cronbach’s alpha coefficient value of the total scale was .92 for the present
sample. Appendix R presents a copy of the HPLP-II.

3.4.4. Social Desirability. Two-Dimensional Social Desirability Scale de-
veloped by Akin (2010) was used to assess social desirability levels of participants.
It consists of 29 items with two subscales, namely, self-deception (e.g., Verdigim
kararlardan dolay1 asla pismanlik duymam) and impression management (e.g.,
Yakalanma veya su¢lu duruma diisme ihtimalim olmasa bile her zaman yasalara
uyarim) rated on 5-point Likert-type scale ranging from not true to me (1) to very
true to me (5). Higher scores denote higher levels of social desirability. The
Cronbach’s alpha coefficients of subscales were.96 for impression management and
.95 for self-deception. Test-retest reliability coefficients were found to be .79 for
self-deception and .83 for impression management. As a result of exploratory and
confirmatory factor analyses performed to test construct validity of scale, Two-
Dimensional Social Desirability Scale was reported as a valid measurement tool.
This scale was used in the present study to control socially desirable responses of
participants. For the present sample, internal consistency coefficients of subscales
were.87 for impression management and .77 for self-deception. Appendix S
provides access to a copy of Two-Dimensional Social Desirability Scale.

3.4.5. Countertransference Assessment. Countertransference reactions of
therapists were determined with respect to cognitive, affective, and behavioral el-
ements during and shortly after analogue sessions. Firstly, the cognitive element of
countertransference was determined by looking at how therapists distorted the client
material such as incorrect recall of the words that clients used in the sessions.
Secondly, the affective element of countertransference was measured by de-
termining the therapists’ state-anxiety after each analogue sessions. Lastly, the be-
havioral element of countertransference was evaluated by specifying “avoidance or
withdrawal responses” of the therapists from client material at stopping points of

videotapes.
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3.4.5.1. Cognitive Assessment. The cognitive assessment was taken from
participants shortly after they have finished each analogue sessions, including
chronic disease condition and acute disease condition. After they saw warm-up
client, no cognitive measurement was taken, since it would not be used in any of the
analyses. Specifically, for chronic illness condition, therapists were asked to
remember the number of words “death” and “illness” that clients used in videotape.
For acute illness condition, they were asked to remember the number of words “fall”
and “get injured” that clients used in videotape. After extracting the actual total
number of words from over and under-recalls, the absolute value was used as a base
for analyses. Furthermore, since the actual number of words in chronic illness
condition and acute illness condition was not equal, standard scores (z score) for
each condition were calculated for analyses. The more the participants experienced
countertransference manifestations, the more they were expected to deviate from the

actual number in recall.

To measure how therapists distorted the client material, previously conducted ana-
logue studies have also inquired participants to recall the number of words relating
to a specific topic the client used (Doschek, 2006; Gelso et al., 1995; Harbin, 2004;
Hayes & Gelso, 1993). The assumption of these studies was that participants who
were more likely to distort the client material would have experienced more
cognitive countertransference in the session. This assumption came from Cutler’s
(1958) work revealing that when client material touched on therapists’ unresolved
issues, they over-recalled or under-recalled it (as cited in Doschek, 2006). For in-
stance, Gelso et al. (1995) asked their participants to recall the number of sexual
words that either lesbian or heterosexual client actresses used in videotapes to de-
termine the role of homophobia on male and female counselors’ countertransference
reactions. They reported a significant gender-sexual orientation interaction effect.
More specifically, they found that while women therapists accurately recalled the
number of words that a heterosexual female client used, they falsely recalled the
number of sexual words that a lesbian client used. On the other hand, men therapists

did not falsely report the material of both clients. These findings pointed out that
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when lesbian clients bring their sexual difficulties to women therapists; this topic
touches on unresolved issues related to sexuality of those therapists. Moreover,
reporting the hypothesized gender-sexual orientation interaction effect for cognitive
element of countertransference, this study supported the construct validity of the
cognitive measure of countertransference. Appendix K provides access to the copies
of these measurement tools, respectively, for acute illness and chronic illness

conditions.

3.4.5.2. Affective Assessment. Affective element of countertransference
manifestations was assessed by measuring participants’ state anxiety level shortly
after they have finished each analogue sessions, including analogue sessions of
warm-up client, client with chronic illness, and client with acute illness. Participants
were asked to fill out the measurement tool as if they were still in therapy session
with that client. Moreover, anxiety of the therapists experiencing counter-
transference manifestations was expected to be greater shortly after the analogue
session in comparison with others experiencing no countertransference manifesta-

tions.

State Anxiety Scale (S-Anxiety), a subscale of State-Trait Anxiety Inventory
(STAI), was used to determine affective countertransference manifestations of par-
ticipants. S-Anxiety was developed by Spielberger, Gorsuch, and Lushene (1970)
to assess anxiety level about an event. This inventory consists of 20 items, including
10 direct-worded (i.e., 3,4, 6, 7,9, 12, 13, 14, 17, 18) and 10 reverse-worded (i.e.,
1,2,5,8,10, 11, 15, 16, 19, 20) items. Each item is rated on a 4-point Likert-type
scale and responses for State Anxiety Scale range from not at all (1) to very much
so (4). The total score is calculated by reversing the scores of the negative items and
total score obtained from the scale ranges from 20 to 80. Higher scores reflect higher
levels of anxiety, while lower scores indicate lower levels of anxiety. Turkish
version of the scale was translated and adapted by Le Compte and Oner (1985). The
internal consistency coefficient of the State Anxiety Subscale ranged between .83

and .87. For the present study, the internal consistency coefficient of the State
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Anxiety Scale was .89 for measurements taken shortly after warm-up and acute
illness conditions and .93 for measurement taken shortly after chronic illness
condition. Appendix H, I, and J provide access to the copies of State Anxiety Scale
of STAI for different clients.

For analyses, state anxiety level of participants with warm-up client was taken as
baseline measurement. The differences between participant’s state anxiety level
with warm-up client and client with acute and chronic illnesses were taken into

consideration for analyses.

3.4.5.3. Behavioral Assessment. Participants interacted with the videotaped
clients during stopping points of each analogue session, including analogue sessions
of warm-up client (four stopping points), client with chronic illness (six stopping
points), and client with acute illness (six stopping points). They were expected to
respond the videotaped clients at stopping points to help them as if they were in real
therapy session with that client. These responses were evaluated as the behavioral
element of countertransference manifestations. Since the aim of the warm-up client
analogue session was only to get ready participants to the study process, reactions

to warm-up client were not included into the analyses.

During each analogue session, participants were videotaped and then, the transcripts
of their verbal responses were created. Before coding the speeches, researcher
divided transcribed speech into units by using the adapted form of the Hill Counselor
Verbal Response Category System (Hill, 1986; Hill, 1992; Hill et al., 1981). Once
participants’ speeches were unitized, approach-avoidance method developed by
Bandura, Lispher, and Miller (1960) and utilized in countertransference studies by
many researchers (e.g., Doschek, 2006; Harbin, 2004; Hayes & Gelso, 1993) was
used to assess the behavioral element of countertransference. Depending on this
method, all unitized responses were coded as either approach or avoidance.
Approach responses include approval, exploration, reflection, and labeling

categories that are helpful for further client exploration. On the other hand,
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avoidance responses comprise of disapproval, silence, ignoring, mislabeling, and
topic transition categories that suppress, deter, or deviate further client exploration.
There was also an additional category named as “other” and it was not included in
analyses, since they were evaluated as neutral responses and did not fit to any of the
other categories. Based on this measure, participants experiencing
countertransference manifestations were expected to display more avoidance re-
sponses in comparison with participants experiencing no countertransference man-

ifestations. Appendix L provides access to a copy of all response mode categories.

In coding process, a team of trained coders, the researcher and the assisting coder
who was a Ph.D. candidate in clinical psychology program, took an active role and
their coding were examined if there is an acceptable degree of agreement between
the coders. Before the coding process began, the researcher gave an approximately
four-hour training session to make the other coder familiar and competent with
approach-avoidance measure’s response mode categories. Appendix M provides
access to a copy of the script that the researcher used in training session. Initially,
team members practiced on the transcripts of the pilot group and this coding practice
was maintained till a satisfactory degree of agreement (.80) was achieved between
coders. Next, the assisting coder coded 20 % of the transcripts since that number
was decided to be adequate based on previous studies that employed a second coder
(e.g., Sahin & Mebert, 2013; Sahin-Acar & Leichtman, 2015), and the researcher
coded all of the remaining transcripts. Coders evaluated participants’ responses at
each stopping points both at the unit level and the total speech turn level. For
instance, if a participant’s speech turn included four units, the coder was expected
to code these four units one by one, as well as to code the total speech turn as one

of the approach versus avoidance categories.

On the basis of coders’ categorizations, the researcher computed intraclass correla-
tion coefficient (ICC) estimates and their 95% intervals depending on a mean rating
(k = 2), absolute-agreement, two-way random-effects model. For unit level, ICC

estimate was .90 with 95% confident interval, suggesting that 90% of the variance
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in the mean of these coders was real. For total speech turn level, ICC estimate was
.88 with 95% confident interval, indicating that 88% of the variance in the mean of

these coders was real.

To analyze behavioral countertransference manifestations, a ratio of the avoidant
responses to total responses including both avoidant and approach responses was
calculated to specify the frequency of participants’ avoidant responses. This calcu-
lation was made both for unit level categorizations and total speech turn level cat-
egorizations. The reason behind the calculation of these two scores was that
although a therapist’s speech turn may include several units evaluated as approach,
the total speech turn may sound as if it is avoidant. Asking explorative questions at
each units but neglecting the affect of the client can be an example for this condition.
Differently from this, while responses are evaluated as avoidant at unit levels, the
total speech turn may be approach. Therefore, avoidance score of the total speech
turn level may be more proper marker of the behavioral countertransference
manifestations than avoidance scores of unit level. Thus, preliminary and main
analyses conducted with total speech turn level avoidance scores were evaluated and

reported, although both of the scores were taken into account.

Previous analogue studies have put to use this methodology to determine therapist
countertransference manifestations (Gelso et al., 1995; Harbin, 2004; Hayes &
Gelso, 1993; Latts & Gelso, 1995). These studies revealed significant findings that
support the construct validity of this measurement tool. To illustrate, utilizing this
methodology, Gelso et al. (1995) and Hayes and Gelso (1993) reported expected
findings that behavioral avoidance with a gay client was more likely to be displayed
by homophobic therapists. Furthermore, to examine therapists’ behavioral
countertransference manifestations toward sexual assault survivors with the effect
of awareness of countertransference feelings (ACF) and commitment to a theoretical
framework, Latts and Gelso (1995) used this methodology. Their findings indicated

an expected interaction effect that participants with high ACF and stronger
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commitment to a theoretical framework were less likely to exhibit avoidance be-

havior.

3.5. Procedure

After the video recording process was completed, the study was announced via
social media, direct recalling or face-to face contact. Participants were told that they
would be attending in an analogue study on therapy process and they were not
informed about the study’s real hypotheses. Appointments for each participant were
set according to the availability of the participant and the researcher. Data were
collected in the laboratories of psychology departments at Middle East Technical
University and Hacettepe University. When the participants came to the laboratory,
the researcher welcomed them and asked them to sit in front of the computer in the
room. Before the administration of instruments and analogue sessions, an informed
consent form (Appendix A), explaining the aim of the study and ensuring the
confidentiality of information, was presented to the participants. Next, participants
completed an online battery of the questionnaires that had been constituted on the
Qualtrics survey tool. The questionnaires were presented to the participants in a

counterbalanced order.

After the participants finished filling the questionnaire set, the researcher began to
give the instruction about analogue sessions’ part of the study. Appendix N includes
the total instruction of the researcher that she gave to the participants at the
laboratory. Participants were instructed to envision that they were seeing a real client
who they had seen four times before and had a good relationship with. Also, the
researcher instructed the participants to watch the video in one shot, without rewind.
After the researcher gave them the instruction about the stopping points of each
video record that they were expected to respond during the analogue session, she
opened the video screen and leaved the room. Moreover, the participants were
informed that they would be video recorded during the analogue session and these
records would be kept confidential. Participants, firstly, faced with the background

information of the first, warm-up client who was the same person for all participants.

43



Then, they saw the video of the warm-up client and responded her at four stopping
points during the analogue session. Once the first session finished, they were asked
to call out to the researcher. The researcher came to the room with the S-Anxiety
measure to get the baseline state anxiety reactions. In the first video, the researcher

also asked to the participants if there was a part that was not understood in the study.

Next, they watched the videotapes of stimulus clients one by one within the same
procedure. Differently from the first video, after the participants finished to respond
the stimulus clients, they were asked to fill both S-Anxiety measure and cognitive
recall measures. Moreover, participants saw the stimulus clients in a
counterbalanced order. For example, while the first participant started to analogue
session with the acute illness condition, followed by the chronic illness condition,
the second one saw these conditions in an opposite order. For the third and fourth
participants, the order of the conditions was the same as in the first and second
conditions, respectively, but the actresses changed the roles at these conditions. That
is to say, there were four possible, ensuing conditions that participants participated

in.

After the participants completed the study, the researcher thanked them for partici-
pating in the study. Before giving debriefing, the researcher asked them the fol-
lowing questions: “Have you had any relatives dying from cancer?”, “Does your
family have a history of cancer?”, “Have you ever had an experience of tissue
damage and anxiety related to this?”, “Have you ever had an experience of time
management problem?” that were asked to see and control any possible effect of
previous experience with these problems. These interviews lasted approximately 20
minutes and also, the total timing for participation lasted about one hour. Finally, to
disclose the participants to the purpose of the study, the debriefing was given and
all participants were requested not to talk about the research with other possible
participants.
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3.6. Data Analysis

Preparatory to main analyses, data screening process was completed. Participants
who have not previously offered psychotherapy service and/or who are not currently
offering psychotherapy service, who have not conducted at least 10 therapy sessions,
who did not comply with the instructions of the study, such as rewinding the record
during analogue session, excluded from the data set. After the result of several data
screening criteria, further analyses were performed with 100 participants. Before the
analyses were conducted, the researcher and assisting coder were coded the
behavioral approach and avoidance responses of the participants and intraclass
correlation coefficient (ICC) estimates were computed with two raters to assess the
reliability of ratings.

All analyses (i.e., preliminary and main analyses) were run using the Statistical
Package for Social Sciences (SPSS), version 22.0 (2013). Running descriptive sta-
tistics constituted the first step of data analysis. As a second step, several one-way
Analysis of Variances (ANOVASs) were performed to determine differences be-
tween actress—order conditions in terms of dependent variables. Next, correlation
analyses were performed to observe the associations among the study variables.
Finally, three mixed-design ANOVAs were performed to test three sets of hypoth-
eses for each of the dependent variables. Continuous variables (i.e., death anxiety
and health behaviors) as between-groups factors were divided into high and low

conditions by using median split technique before running the main analyses.
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CHAPTER 4

RESULTS OF THE STUDY

4.1. Preliminary Data Analyses

The aim of the initial process at the start of the data analyses was to observe the
descriptive statistics (i.e., central tendency and variability) of study main variables
(i.e., death anxiety, health behaviors, cognitive recall, state anxiety, and behavioral
avoidance), to see the differences among the actress—order conditions in terms of
dependent variables (i.e., cognitive recall, state anxiety, and behavioral avoidance),
and to determine associations among the study variables. Thus, this part includes
the findings of descriptive analyses, a number of one-way Analysis of Variances
(ANOVAS), and bivariate correlation analyses.

4.1.1. Descriptive Statistics for Study Variables. Table 3 presents detailed
information about the statistics of central tendency (e.g., mean) and variability (e.g.,
standard deviation and range) for both independent variables (i.e., death anxiety and
health behaviors) and dependent variables (i.e., cognitive recall, state anxiety, and
behavioral avoidance). The statistics for dependent variables were presented

separately for chronic and acute illness conditions.
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Table 3

Descriptive Statistics for Study Main Variables

Central Tendency Variability

Variables Mean  Median SD Min. Max.
Death Anxiety 47.28 46 17.38 12 92
Health Behaviors 128.03 126.50 17.88 87 171
Cognitive Recall

Chronic llIness Condition 6.35 4 6.43 0 35

Acute Iliness Condition 4.52 3 4.33 0 23
State Anxiety

Chronic llIness Condition 6.25 6 9.63 -18 30

Acute Iliness Condition -2.84 -2 7.34 -24 16
Behavioral Avoidance (%)

Chronic IlIness Condition 41.32 33 2789 0 100

Acute Iliness Condition 20.28 17 2018 O 83

4.1.2. Actress—Order Effects. In this part, a series of one-way Analysis of
Variances (ANOVAs) were performed to test potential differences among actress—
order levels based on each dependent variable (i.e., cognitive recall, state anxiety,
and behavioral avoidance). Univariate analyses instead of t test analyses were con-
ducted, because there were four possible conditions that had been counterbalanced
in terms of actress and order issue. A total of six one-way ANOVAs was run, since
there were two different scores for each of the three dependent variables obtained

from acute and chronic illness conditions.

As shown in Table 4, no significant differences were found between four possible
conditions in terms of the dimensions of the dependent variables. Table 4 provides
access to the means and standard deviations of each dependent variable, and one-

way ANOVA results for each dependent variable.
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Table 4

Descriptive Statistics (Means and Standard Deviations in Parentheses) and One-Way ANOVA
Results for Each Dependent Variable

1 2 3 4 F(3,96) p
(A1>C2) (C2>Al) (A2>Cl) (C1>A2)

Cognitive Recall

Chronic Illness 6.12 6.08 6.84 6.38 .07 .97
Condition (6.48) (4.96) (6.34) (8.07)
Acute IlIness Condition  3.56 4.19 5.00 5.38 .87 .46

(3.40) (5.00) (4.63) (4.12)
State Anxiety

Chronic IlIness 5.32 4.46 6.48 8.92 .99 40
Condition (9.61) (11.71) (9.03) (7.55)
Acute Illness Condition  -.44 -5.58 -3.00 -2.21 2.24 .09

(8.01) (8.35) (6.18) (5.85)
Behavioral Avoidance (%)

Chronic IlIness 34.88 38.77 49.96 41.79 1.33 27
Condition (25.18) (29.59) (26.78) (29.21)
Acute Illness Condition  17.00 22.69 18.40 23.04 .56 .64

(1851)  (21.90)  (19.93)  (20.74)

Note. Al refers to the acute illness condition acted by first actress, while A2 refers to the acute illness
condition acted by second actress. C1 refers to the chronic illness condition acted by first actress,
while C2 refers to the chronic illness condition acted by second actress. “—=>” symbolizes the direction
of order for acute and chronic illness conditions.

4.1.3. Correlational Analyses. To examine the strengths of associations
among the study variables, correlational analyses were performed (see Table 6). The
findings demonstrated that cognitive recall score on chronic illness condition was
positively associated with cognitive recall score on acute illness condition (r = .49,
p < .01). In consideration of state anxiety variable, again, there was a positive
association between both measurement scores on chronic and acute illness condi-

tions (r = .33, p < .01). Moreover, when the association between behavioral avoid-
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ance measurements was taken into consideration, the score on chronic illness con-
dition was found to be positively correlated with the score on acute illness condition
(r=.35,p<.01).

Table 5

Bivariate Correlation Coefficients of Study Variables

@@ @@ & @6 6 6 O 0

Death Anxiety (1) (.93)
Health Behaviors (2) 07 (.92)

Cognitive Recall

Chronic Illness Condition .05 -.02 -

@)

Acute Illness Condition (4) .06 06  .49** -
State Anxiety

Chronic Illness Condition .09 .05 -08 -11  (.93)
()

Acute IlIness Condition (6) A3 .07 .03 -02 .33** (.89)

Behavioral Avoidance

Chronic Illness Condition .13 .18 .02 .05 .09 .01 -
)

Acute Iliness Condition (8) 10 .06 -.04 .06 .08 -01 .35**

Note 1. * Correlation is significant at the .05 level (2-tailed), ** Correlation is significant at the .01
level (2-tailed)

Note 2. Values presented in the parentheses on the diagonal show the Cronbach’s alpha coefficients
of the study variables

4.2. Main Analyses

A 2(death anxiety) x 2(health behaviors) x 2(medical condition of the videotaped
clients) mixed factorial analysis of variance (ANOVA) was used to examine the

effects of death anxiety (high vs. low), health behaviors (high vs. low), and medical
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condition of the videotaped clients (chronic illness vs. acute illness condition) on
each dependent variable. According to Biskin’s classification for analysis of
multivariate model (1980), the present study may be a Class Il study, in which a
number of dependent measures (cognitive recall, state anxiety, and behavioral
avoidance in the present study) conceptually makes the operationalization of one
dependent variable (countertransference in the current study). In a Class Il study,
the associations among all dependent measures are expected to be existent and so, a
multivariate analysis (MANOVA) is considered to be appropriate. As previously
presented in Table 5, the dependent measures of the present study were not signifi-
cantly correlated with each other. Non-existence of the relationships among de-
pendent measures has a theoretical meaning that behavioral countertransference
reactions (i.e., behavioral avoidance) have been seen as exterior reactions, while
cognitive and affective countertransference reactions (i.e., cognitive recall and state
anxiety) have been thought as interior reactions (Doschek, 2006). That is to say, a
therapist might show no behavioral countertransference in spite of cognitive and
affective countertransference experience in the session. Further to that, although a
therapist might feel anxious in the session, concentrating more on that times to
client’s speech might lead to an accurate recall of the material. Eventually, despite
the fact that cognitive, affective, and behavioral countertransference reactions are
considered as different elements of a single variable (i.e., countertransference
manifestations), they are theoretically separate  manifestations of
countertransference. Therefore, univariate analyses were chosen as the statistical

method of the study instead of multivariate analyses.

The present study tested 4 sets of hypotheses, including three sets of main effect
hypotheses and one set of interaction effect hypotheses (see Table 6). According to
first set of hypotheses, main effect of death anxiety on different elements of coun-
tertransference (i.e., cognitive, affective, and behavioral countertransference) was
not significant, F(1, 94) = .97, p > .05; F(1, 94) = 2.59, p > .05; F(1,94) =.72,p >
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.05, respectively, suggesting that (when the medical condition of the clients is ig-
nored) therapists with different levels of death anxiety did not differ on cognitive

distortion, state anxiety, and behavioral avoidance scores.

The second set of main effect hypotheses, proposing the main effect of health be-
haviors (high vs. low) on countertransference measures (i.e., cognitive, affective,
and behavioral countertransference) was also not significant, F(1, 94) = .91, p > .05;
F(1,94) = .06, p > .05; F(1, 94) = 2.42, p > .05, respectively, suggesting that (when
the medical condition of the clients is ignored) cognitive distortion, state anxiety,
and behavioral avoidance scores were not significantly different between the
therapists with high levels of health behaviors and the therapists with low levels of

health behaviors.

For the third set of main effect hypotheses, the findings of mixed factorial ANOVA
revealed that there was no significant main effect of medical condition of clients
(acute vs. chronic) on countertransference measures (i.e., cognitive, affective, and
behavioral countertransference), F(1, 94) = .05, p > .05; F(1, 94) = .69, p > .05; F(1,
94) = .51, p > .05, respectively, indicating that cognitive distortion, state anxiety,
and behavioral avoidance scores of therapists were not significantly different

between acute and chronic illness conditions.

The fourth set of hypotheses proposed interaction effects of death anxiety level,
health behaviors level, and medical condition of clients on countertransference el-
ements (i.e., cognitive, affective, and behavioral countertransference). The first
interaction effect sub-hypothesis, proposing the interaction effect of death anxiety
and medical condition of clients on countertransference elements was not significant
for cognitive and behavioral countertransference measures, F(1, 94) = .68, p > .05;
F(1, 94) = .78, p > .05, respectively. On the other hand, the interaction effect of
death anxiety and medical condition of clients on affective countertransference was
significant, F(1, 94) = 6.44, p < .05, suggesting that the effect of death anxiety on

therapists’ state anxiety levels depended on the medical condition of clients (see
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Figure 1). More specifically, at acute illness condition, state anxiety levels were very
similar between the therapists in high (m =-2.82, sd = 1.05) and low death anxiety
levels (m = -2.63, sd = 1.12). At chronic illness condition, however, therapists with
high death anxiety levels (m = 8.50, sd = 1.34) reported significantly greater state
anxiety than the therapists with low death anxiety levels (m = 3.53, sd = 1.43).

The second interaction effect sub-hypothesis proposing the interaction effect of
health behaviors and medical condition of clients on countertransference elements
was not significant for cognitive, affective, and behavioral countertransference
measures, F(1, 94) = .51, p >.05; F(1, 94) = 1.12, p > .05; F(1, 94) = 1.42, p > .05,

respectively.

As a last interaction effect hypothesis, the interaction effect of death anxiety, health
behaviors, and medical condition of clients on countertransference elements was
examined and no significant interaction effect was found for cognitive, affective,
and behavioral countertransference measures, F(1, 94) = 1.45, p > .05; F(1, 94) =
1.97, p >.05; F(1, 94) = .01, p > .05, respectively.
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Table 6

Analysis of Variance Results for Main Effects and Interaction Effects of Death Anxiety, Health
Behaviors, and Medical Condition of the Clients on Cognitive, Affective, and Behavioral

Countertransference Reactions

Variable df MS F n?

Cognitive Recall

Main Effect of Death Anxiety (DA) 1 1.42 .98 .01
Main Effect of Health Behaviors (HB) 1 1.33 91 .01
Main Effect of Medical Condition of Clients (MC) 1 .03 .05 .00
DA X MC 1 .36 .68 .01
HB X MC 1 27 .51 .01
DA X HB X MC 1 .76 1.45 .02
Within-cells Error 94 .52

State Anxiety
Main Effect of Death Anxiety (DA) 1 254.79 2.59 .03
Main Effect of Health Behaviors (HB) 1 5.93 .06 .00
Main Effect of Medical Condition of Clients (MC) 1 31.80 .69 .01
DA X MC 1 297.08 6.44* .06
HB X MC 1 51.44 1.12 .01
DA X HB X MC 1 90.75 1.97 .02
Within-cells Error 94 46.11

Behavioral Avoidance
Main Effect of Death Anxiety (DA) 1 568.43 12 .01
Main Effect of Health Behaviors (HB) 1 191286 2.42 .03
Main Effect of Medical Condition of Clients (MC) 1 207.78 51 .01
DA X MC 1 314.13 .78 .01
HB X MC 1 57451 1.42 .02
DA X HB X MC 1 3.69 .01 .00
Within-cells Error 94 404.36

Note. *p < .05.
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Figure 1. State anxiety level as a function of medical condition of clients and death anxiety level in a

sample of 100 therapists
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CHAPTER 5

DISCUSSION

Clinical reports offer that therapists have powerful and sometimes hard-to-manage
reactions to patients with chronic/terminal illnesses (Goodheart & Lansing, 1997),
however, empirical research on these reactions of therapists is considerably lacking.
The purpose of the present study was to explore cognitive, emotional, and be-
havioral responses, in other words, countertransference (CT) reactions of the ther-
apists while working with chronically/terminally ill patients, and to determine the
effects of both therapist- and patient-related variables on these reactions. Particu-
larly, the present study proposed to find out the influence of both patients’ medical
conditions and therapists’ death anxiety and health behaviors on therapists’ coun-

tertransference manifestations.

5.1. Findings of the Present Study

In this section, the findings of the present study will be discussed in the light of the
literature. Specifically, the review of the hypotheses, the findings for the main ef-
fects of the both patients’ medical conditions and therapists’ death anxiety and
health behaviors, the findings for the interaction effect of the patients’ medical
conditions and therapists’ death anxiety and health behaviors, and discussions on
these findings are the subjects of this section. Next, the importance, strengths, and
limitations of the present study, and the possible implications of the findings, as well

as recommendations for future research will be discussed.
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5.1.1. The Main Effect of Patient Factor. Patients’ medical conditions,
operationalized as having chronic/terminal vs. acute illnesses, did not have a sig-
nificant effect on therapists’ countertransference manifestations. It was hypothe-
sized that therapists would experience significantly more countertransference with
chronically/terminally ill patient than with acutely ill patient. In the present study,
despite the fact that therapists exhibited more cognitive distortions, affective
arousal, and behavioral avoidance with the chronically ill patient than acutely ill
patient, the differences between therapists’ incorrect recall, state anxiety, and
avoidance scores toward chronically vs. acutely ill patients were not significant.
There are many possible explanations for the rejection of this hypothesis.

A possible reason for the rejection of this hypothesis might be that the hypothesized
effect does not actually exist. Medical conditions of the clients (i.e., chronic/terminal
vs. acute illness) might not have any influence on therapists’ cognitive, affective,
and behavioral countertransference experience and manifestations. The
correlational analyses in the present study showed that there were significant and
positive associations between the therapists’ cognitive recall, state anxiety, and
behavioral avoidance scores in chronic illness and acute illness conditions (r = .49,
p<.01;r=.33 p<.01; r=.35 p<.01), respectively. Even though the strength of
the agreement between the scores of the same measures at different conditions was
relatively weak or moderate, these coefficients suggested a consistency between the
therapists’ cognitive, affective, and behavioral responses given in different
settings/conditions. Thus, independently from patients’ medical conditions, there
could be some potential therapist factors (e.g., empathy, conceptualizing skills)

explaining their consistent CT responses.

Another possible explanation for the similarity of therapists’ CT reactions given to
chronic and acute illness conditions might be another therapist factor. All of the
participant therapists reported that it was their first experience with an audio-visual
analogue study. This novel experience might have given rise to performance anxiety

in the therapists. For example, one of the therapists in the present study stated, “/
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thought that the aim of the study was to evaluate therapist performance. At times |
was so busy with trying to be a good therapist that I hardly focused on the client’s
concern”. In parallel with the statement of our participant therapist, Skovholt and
Ronnestad (2003) argued that the therapists’ self-conscious anxieties lead them to
focus on themselves rather than the client, which adversely influences their work
quality. With pervasive performance anxiety, therapists direct their attention toward
decreasing the externally visible effects (e.g., shaking and wet hands, unsteady voice
pitch) of their anxiety and reducing the internal form of it. At times like this, their
anxiety prevents the therapists from directing their attention to optimally relating to
the clients. Accordingly, this unexpected finding might be the result of therapists’
performance anxiety. The difficulty they had in focusing on the clients’ concerns or
on the study task as a result of performance anxiety might have led them to give
similar cognitive, affective, and behavioral responses to both chronically and

acutely ill patients.

5.1.2. The Main Effects of Therapist Factors. In the present study, thera-
pists factors were specified as their death anxiety and health behaviors. Specifically,
therapists’ death anxiety as measured by the Thorson-Powell’s Death Anxiety Scale
(DAS) did not have a significant effect on therapists’ countertransference
manifestations. It was hypothesized that therapists’ death anxiety would be posi-
tively and significantly associated with their affective arousal, cognitive distortions,
and behavioral avoidance. Additionally, therapists’ health behaviors as measured by
Health-Promoting Lifestyle Profile Il (HPLP-II) did not have a significant impact
on therapists’ countertransference manifestations. The expected result was that
therapists’ health behaviors would be negatively and significantly associated with
their affective arousal, cognitive distortion, and behavioral avoidance. The theory
behind these expectations was that countertransference arises when the client
material (i.e., health related concerns) touches on the unresolved therapist issues
(i.e., death anxiety and health behaviors). Therefore, it was expected that therapists
with higher death anxiety would give more countertransference reactions during the

analogue sessions. Moreover, it was expected that therapists with lower levels of
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health behaviors would experience more countertransference in the analogue

sessions. There are some possible explanations in regard to these null findings.

When the start and the completion dates of the present study were taken into con-
sideration (10" of April and 28" of July, 2016), it was a period during which many
losses and numerous security threats were experienced in Turkey. According to an
independent internet news report published on 29" of June, 2016 by Cetin, within
the last one year, suicide bomb and car bomb attacks were organized for 17 times in
Turkey, in which a total of 298 people, including policemen, soldiers, and civilians,
were killed and nearly 1000 injured. Among these attacks, three of them, the closest
one in March 2016, were carried out in Ankara, the capital city of Turkey where
most of the participants of the study were living. Apart from these major attacks,
while the data collection process was in progress, on 15" of July, Turkey witnessed
a coup attempt in Ankara, in which the human cost was immense. Oberg (2013)
argued that events beyond our control, causing many people to die at the same time
and being committed by other human beings, cause psychological devastation.
Moreover, the negative impact of the traumatic events on physical health has been
the subject of many studies (e.g., Flett, Kazantzis, Long, MacDonald, & Millar,
2002; Ullman & Siegel, 1996). These life threatening events in the country might
have led to an increase in all therapists’ awareness about the psychological and

physical problems relevant to death and health concerns.

Due to their sensitivity to mental health concerns, the therapists in the current study
might have been particularly affected by these life threatening events. Working with
individuals who were exposed to these traumatic events -incidents that cause
physical, emotional, or psychological harm- might have kept the therapists of the
present study in countenance to think and work through their own death and health
related concerns. Even if they did not offer psychotherapy service to these
individuals, the need to talk about and discuss how they felt through these traumatic

events was the agenda of many therapists as human beings.
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Moreover, many graduate programs encourage their trainees to undertake their own
personal therapy. With or without the clinical practice and/or the impacts of life
threating events, the therapists of the present study might have already chewed over
their own issues relevant to death and/or health in their own personal therapy, or
they might be partly and sufficiently aware of these issues so that they could
successfully control their CT manifestations.

5.1.3. The Interaction of Patients’ Medical Condition with Therapists’
Death Anxiety and Health Behaviors. Firstly, the interaction effect of patients’
medical condition and therapists’ death anxiety on countertransference manifesta-
tions was not significant for cognitive and behavioral countertransference reactions.
These findings were inconsistent with the study’s hypotheses. It was expected that
therapists with both high and low death anxiety levels would have more cognitive
distortions and behavioral avoidance in response to the chronically ill patient
condition. However, this increase would be expected to be higher for therapists with
high death anxiety levels. On the other hand, the interaction effect of therapists’
death anxiety and medical condition of clients on affective countertransference
manifestation (i.e., state anxiety) was significant, indicating that the effect of
therapists’ death anxiety on their state anxiety levels depended on the medical
condition of clients. More specifically, therapists with high death anxiety had
significantly higher state anxiety with chronically ill patient (m = 8.50, sd = 1.34)
than with acutely ill patient (m = -2.82, sd = 1.05), while therapists with low death
anxiety levels had slightly less state anxiety with acutely ill patient (m =-2.63, sd =
1.12) than chronically ill patient (m = 3.53, sd = 1.43). Thus, this finding confirmed
one of the present study’s hypotheses. It is also in line with the literature (e.g., Mohr,
Gelso, & Hill, 2005) and supports the Gelso and Hayes’s countertransference
interaction hypothesis (2007). As previously mentioned, according to Gelso and
Hayes (2007), the interaction between therapists’ factor (origin; death anxiety in the
present study) and therapy or client factor (trigger; medical condition of the clients

in the present study) is likely to cause countertransference.
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Secondly, the interaction effect of patients’ medical conditions and therapists’
health behaviors on countertransference manifestations were not significant. These
findings were also contradicting with the study’s hypotheses. It was expected that
therapists with both high and low health behaviors levels would have higher cogni-
tive distortions, state anxiety and behavioral avoidance scores in response to the
chronically ill patient condition. However, this increase would be higher for thera-

pists with low health behaviors levels.

Lastly, contrary to our expectations, the interaction effect of patients’ medical
conditions and therapists’ both death anxiety and health behaviors on their coun-
tertransference manifestations were not significant. It was expected that therapists
with both different levels of death anxiety and different levels of health behaviors
would have higher cognitive distortions, state anxiety and behavioral avoidance
scores in response to chronically ill patient condition. However, this increase would

be higher for therapists with high death anxiety and low health behaviors levels.

When these unexpected results were taken into consideration together, they can be
interpreted as follows. First, Thorson-Powell’s (DAS) and HPLP-11 scores of the
therapists as their death anxiety and health behaviors scores were entered into
analyses by arbitrarily dividing the sample into high and low groups. This procedure
might have caused information loss and may not represent the underlying nature of
the variables. Statistically, it was reported that dividing a continuous variable into
groups causes power loss (Newton & Rudestam, 2013). Although we looked for a
“natural” dividing point (i.e., median split), high and low groups on these continuous

variables may not have represented those distinctions in the real world.

Another explanation for these unexpected findings can be as follows: Some of the
therapists in the present study reported after the chronic illness condition that they
reconsidered on their risky health behaviors and thought about their own and rela-

tives” death. However, their existing health compromising behaviors and death
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anxiety may not be strong enough to prevent their management of countertransfer-
ence when they saw and interacted with a client presenting emotions about her risky
health behaviors and death anxiety. When the nature of this particular sample was
taken into consideration, all therapists in the present study have taken supervision
relevant to their clinical practices up till the present study that might have enabled
them to manage their countertransference in a reasonable way. In addition to their
supervision experience, some management factors as discussed in Chapter 2 might

have had a protective role in this particular sample of the subjects.

5.1.4. The Importance and Contributions of the Current Study. This
dissertation aimed to explore the effects of both patients’ medical conditions and
therapists’ death anxiety and health behaviors on affective, cognitive, and behav-
ioral countertransference reactions of therapists. To the best of our knowledge, there
has been no study that proposed a countertransference interaction hypothesis
including patients’ medical conditions and therapists’ death anxiety and health be-
haviors together to determine their effects on countertransference reactions. There-
fore, this study was a pioneer with its focus on countertransference reactions to
mainly chronically/terminally ill patients as a function of therapists’ death anxiety
and health behaviors. Even though countertransference reactions of the therapists
toward different groups have been studied before, how countertransference mani-
fests itself while working with chronically/terminally ill patients as a specific group
was one of the main concerns of the present study. Regarding the effects of
therapists’ death anxiety and health behaviors on countertransference reactions

toward this specific group was one of the novelties of this dissertation.

As the research on countertransference has accelerated and evolved to the position
of having an identity in psychotherapy research for the past two decades, Gelso and
Hayes (2007) used the term “adolescence” to describe the stage of research progress
on countertransference. However, they thought that this identity is frequently not
clear enough and sometimes disoriented. Therefore, there is still need for more

research to clarify and mature the concept of countertransference. When we looked

61



at the Turkish literature, no empirical research on countertransference reactions of
Turkish therapists could be found. Thus, it can be suggested that this field of
research in our country is still in its infancy. Undoubtedly, there is an interaction of
culture and countertransference to the point that it permits or restricts us to express
our emotions accurately to the client. Therefore, examination of countertransference
in different cultural context seems to be critical. Being a first study examining
countertransference reactions of Turkish therapists, this dissertation contributed to
the Turkish psychology literature. Also, conducting a clinical psychology research
with such a specific and hard-to-reach sample, rather than with undergraduate
students was among the strengths of the present study.

Without having learned all the complexities of countertransference, it is not possible
for therapists to achieve both an enhanced experience of the self to nurture and to
use it in the therapeutic relationship (Goodheart & Lansing, 1997). Becoming aware
of countertransference and its components helps practitioners to gather information
about the texts and subtexts of the psychotherapy that is not possible in any other
context. Therefore, regardless of the theoretical orientation of the therapist, it is a
plentiful way of considering for all therapists to contemplate on countertransference.
Once it is understood, it is possible to plan a treatment in which an efficient, on

target course of action is possible.

Demonstrating countertransference reactions may lead to many negative outcomes
(Harbin, 2004). For example, therapists exhibiting countertransference behaviors
are more likely to have poorer therapy outcomes and weaker working alliances with
their clients (Hayes, Riker, & Ingram, 1997; Ligiero & Gelso, 2002). Even small
units of countertransference behavior may lead to poorer outcomes (Friedman &
Gelso, 2000). Thus, the present study seems to be especially important in its focus
on potential problems that might arise while treating chronically ill patients and
prevent the effectiveness of the treatment.
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5.1.5. Limitations and Directions for Future Research. The current study
Is not without its limitations. One of these limitations is that the present research
was a laboratory analogue study. Therefore, the question of generalizability of the
findings to actual therapy dyads arises. On the other hand, there were some steps
taken to increase study’s external validity. As an example, differently from previous
analogue studies examining countertransference with a similar methodology (e.g.,
Gelso et al., 1995; Hayes & Gelso, 1993; Latts & Gelso, 1995), the participant
therapists in the present study watched and interacted with videotaped patients when
there was no other person (including the researcher) in the laboratory room. Thus,
they might have felt more comfortable in the laboratory setting; they might have
even felt as if they were in an actual therapy session. They also read case summaries
of the clients before they watched the videotapes and they were instructed to suppose
as if they had previously conducted four psychotherapy sessions with those clients.
Additionally, to make the analogues as realistic as possible, a video analogue was

preferred instead of an audio one.

Another possible limitation of the current research is the reliability of the cognitive
recall measure. Being free from the socially desirable responses (that therapists
might have displayed on affective [i.e., self-reported anxiety] and behavioral
measures [ i.e., verbal responses]) renders the way we measured cognitive CT re-
actions appealing. As mentioned before, Gelso, Fassinger, Gomez, and Latts (1995)
used the same methodology in their studies to assess cognitive component of CT
and confirmed their hypotheses. They found that as compared to men therapists
women therapists were more likely to inaccurately recall the number of sexual
words that a lesbian client used in the videotape, whereas errors in recalling were
not different for women and men therapists who saw a heterosexual women client.
Nevertheless, to the best of our knowledge, there has been no other study confirming
their hypotheses by using cognitive recall measure (e.g., Doschek, 2006; Gelso &
Latts, 1995; Harbin, 2004; Hayes & Gelso, 1993). Accordingly, apart from cognitive
countertransference experience, participant therapists might have under or over

recalled the number of words that clients used in videotapes for several other
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reasons. For example, tiredness might have caused them to hardly recall the number
of words used in the videotapes. Due to their tiredness, they might not be able to
pay attention to the material presented in the videos; so they might have experienced
some difficulty in encoding the client material. However, finding all of the
underlying causes of under- or over-recall seems to be almost impossible. Moreover,
to prevent individual differences between therapists like their tardiness, the present
study utilized a within subject design in which every single therapist is subjected to
every single condition. In order to overcome the potential limitation of carry over
effect due to the nature of the experimental design, both the questionnaires and the
conditions were presented to the participants in a counterbalanced order; which was

one of the strengths of the present study.

Other limitations of the present study are insufficient number of male therapists (n
=11, % 11) and unequal number of therapists with different theoretical orientations.
Accordingly, the present study could not explore the possible differences between
male and female therapists and among the therapists with different theoretical
orientations in terms of study variables. Thus, to determine whether there are any
gender differences or theoretical orientation differences in terms of coun-
tertransference reactions toward chronically/terminally ill patients, future studies
are suggested to address these limitations by recruiting more male therapists and

therapists with different theoretical orientations.

Other limitations of the present study were about the possible effects of a con-
founding variable (i.e., clients’ background information) and the researcher. First,
although it was our preference that the background information of chronically and
acutely ill patients were not identical, it might have affected the CT reactions apart
from effects of independent variables. Second, the researcher of the present study
has already met nearly all participant therapists; thus, she might have unintentionally
influenced them through her behaviors. Future studies are suggested to consider
these limitations by controlling possible confounding variables and maybe

employing a laboratory assistant who is not familiar with the participants.

64



For the future studies, methodological diversity, specifically qualitative research, is
recommended to deeply understand the therapists’ own views about their coun-
tertransference experiences. According to our observations, after giving debriefing
information to participant therapists, they were more open and willing to give de-
tailed information about their experiences. What is more, in these dialogues the
researcher obtained more detailed information on therapists’ feelings, and also, she
saw how they managed their reactions as professional helpers. Further qualitative
studies might uncover therapists’ characteristics that make their countertransference
reactions less likely to occur and/or help them to manage their CT reactions more
effectively.

As discussed earlier in this chapter, experience (e.g., supervision and psychothera-
py) might have helped participant therapists in successfully managing their coun-
tertransference reactions. Thereby, future research can also investigate the potential
impact of experience by recruiting both experienced and inexperienced therapists
and comparing their CT reactions. We have also discussed the protective role of
some therapist factors (i.e., self-insight, self-integration, empathy, anxiety man-
agement, and conceptualizing skills) in countertransference management. Thus,
another area of investigation in countertransference research can be understanding
the role of these variables in preventing countertransference reactions. Finally, there
has been a lack of instrument assessing countertransference management factors in
Turkish culture. Thus, the translation and validation of Countertransference Factors
Inventory (CFI; Van Wagoner, Gelso, Hayes, & Diemer, 1991) with Turkish

practitioners is highly recommended for future studies.

65



REFERENCES

Akin, A. (2010). Two-dimensional social desirability scale: The study of validity
and reliability. Gazi Egitim Fakiiltesi Dergisi, 30(3), 771-784.

Bahar, Z., Beser, A., Gordes, N., Ersin, F., & Kissal, A. (2008). Saglikli yasam
bicimi davranislar1 6lgegi II’nin gecerlik ve glivenirlik ¢aligmasi.
Cumhuriyet Universitesi Hemsirelik Yiiksekokulu Dergisi, 12(1), 1-13.

Bandura, A. (1956). Psychotherapists' anxiety level, self-insight, and
psychotherapeutic competence. Journal of Abnormal and Social
Psychology, 52(3), 333-337. doi: http://dx.doi.org/10.1037/h0043075

Bandura, A., Lipsher, D. H., & Miller, P. E. (1960). Psychotherapists' approach-
avoidance reactions to patients' expressions of hostility. Journal of
Consulting Psychology, 24(1), 1-8. doi:
http://dx.doi.org/10.1037/h0043403

Belviso, F. (2010). Experiential avoidance and death anxiety of beginning
therapists: The impact on theoretical orientation (Unpublished doctoral
dissertation). The Chicago School of Professional Psychology, Chicago,
United States.

Bergner, S. (2011). Seductive symbolism: Psychoanalysis in the context of
oncology. Psychoanalytic Psychology, 28(2), 267-292. doi:
10.1037/a0021076

Birmelé, B., Le Gall, A., Sautenet, B., Aguerre, C., & Camus, V. (2012). Clinical,
sociodemographic, and psychological correlates of health-related quality of
life in chronic hemodialysis patients. Psychosomatics, 53(1), 30—7. doi:
http://dx.doi.org/10.1016/j.psym.2011.07.002

Biskin, B. H. (1980). Multivariate analysis in experimental counseling research.
The Counseling Psychologist, 8(4), 69-72. doi:
http://dx.doi.org/10.1177/001100008000800422

66



Bordin, E. S. (1965). Simplification as a strategy for research in psychotherapy.
Journal of Consulting Psychology, 29(6), 493-503. doi:10.1037/h0022760

Breivik, H., Collett, B., Ventafridda, V., Cohen, R., & Gallacher, D. (2006).
Survey of chronic pain in Europe: Prevalence, impact on daily life, and
treatment. European Journal of Pain, 10(4), 287-333. doi:
10.1016/j.ejpain.2005.06.009

Brown, C. (2006). Death anxiety and attitudes toward the older adult among
psychotherapists. Dissertation Abstracts International, 66, 4474,

Brown, S. D., & Lent, R. W. (2008). Handbook of Counseling Psychology (4rd
ed.). Hoboken, NJ: John Wiley & Sons Inc.

Burwell-Pender, L., & Halinski, K. H. (2008). Enhanced awareness of
countertransference. Journal of Professional Counseling: Practice, Theory,
and Research, 36(2), 38-59.

Campbell, C., & McGauley, G. (2005). Doctor-patient relationships in chronic
illness: Insights from forensic psychiatry. British Medical Journal,
330(7492), 667—670. doi: https://doi.org/10.1136/bmj.330.7492.667

Casement, P. (1985). Learning from the patient. London: Routledge.

Chang, E., & Johnson, A. (2013). Chronic illness and disability (2nd ed.).
Australia: Churchill Livingstone.

Cohen, A. (1976). The impact of the death of a group member on a therapy group.
International Journal of Group Psychotherapy, 26(2), 203-212.

Cohen, M. B. (1952). Countertransference and anxiety. Psychiatry, 15(3), 231-
245. doi: http://dx.doi.org/10.1080/00332747.1952.11022877

Coren, S. (2015). Understanding and using enactments to further clinical work: A
case study of a man unable to experience intimacy. Journal of Clinical
Psychology, 71(5), 478-490. doi: 10.1002/jclp.22184

67



Culkin, J. (2002). Psychotherapy with the dying patient. In Pecorino, P. (Ed.)
Perspectives on death and dying: An online Textbook (5th ed.). Available
from:
http://www2.sunysuffolk.edu/pecorip/SCCCWEB/ETEXTS/DeathandDyin
g_TEXT/Culkin.htm [Accessed August 02, 2017].

Cutler, R. L. (1958). Countertransference effects in psychotherapy. Journal of
Consulting Psychology, 22(5), 349-356.

Cetin, R. (2016, June 29). Bir yilda 17 bombali saldirt; 298 kisi 6ldii, bine yakin
insan yaraland1! T24 Bagimsiz Internet Gazetesi. Retrieved from
http://t24.com.tr/haber/1-yilda-17-bombali-saldiri-294-kisi-oldu-bine-
yakin-insan-yaralandi,347661

Doschek, E. E. (2006). Women counselors’ countertransference reactions to
women clients with body image disturbance (Unpublished master’s thesis).
University of Maryland, Maryland, USA.

Fauth, J., & Hayes, J. A. (2006). Counselors’ stress appraisals as predictors of
countertransference behavior with male clients. Journal of Counseling and
Development, 84(4), 430—439. doi: 10.1002/j.1556-6678.2006.tb00427.x

Ferlic, M., Goldman, A., & Kennedy, B. J. (1979). Group counseling in adult
patients with advanced cancer. Cancer, 43(2), 760-766. doi: 10.1002/1097-
0142(197902)43:2<760::AID-CNCR2820430253>3.0.CO;2-K

Flett, R. A., Kazantzis, N., Long, N. R., MacDonald, C., & Millar, M. (2002).
Traumatic events and physical health in a New Zealand community
sample. Journal of Traumatic Stress, 15(4), 303-312. doi:
10.1023/A:1016251828407

Friedman, S. M., & Gelso, C. J. (2000). The development of the inventory of
countertransference behavior. Journal of Clinical Psychology, 56(9), 1221
1235. doi: 10.1002/1097-4679(200009)56:9<1221::AID-JCLP8>3.0.CO;2-
w

Fugeri, L. (1978). The celebration of death in group process. Clinical Social Work
Journal, 6(2), 90-99. doi: https://doi.org/10.1007/BF00756497

68



Fugeri, L. (1981). Cancer as a treatment destructive resistance in group
psychotherapy. In J. Goldberg (Ed.), Cancer a treatment destructive
resistance in group therapy (pp. 228-245). New York: Free Press.

Gabbard, G. O. (2001). A contemporary psychoanalytic model of
countertransference. Journal of Clinical Psychology, 57(8), 983-991. doi:
10.1002/jclp.1065

Gabbard, G. O. (2004). Long-term psychodynamic psychotherapy: A basic text.
Arlington, VA: American Psychiatric Publishing.

Gabriel, M. A. (1991). Group therapists' countertransference reactions to multiple
deaths from aids. Clinical Social Work Journal, 19(3), 279-292. doi:
https://doi.org/10.1007/BF00754724

Gelso, C. J., Fassinger, R. E., Gomez, M. J., & Latts, M. G. (1995).
Countertransference reactions to lesbian clients: The role of homophobia,
counselor gender, and countertransference management. Journal of
Counseling Psychology, 42(3), 356-364. doi:
http://dx.doi.org/10.1037/0022-0167.42.3.356

Gelso, C. J., & Hayes, J. A. (2002). The management of countertransference. In J.
C. Norcross (Ed.), Psychotherapy relationships that work: Therapist
contributions and responsiveness to patients (pp. 267-285). New York:
Oxford University Press.

Gelso, C. J., & Hayes, J. A. (2007). Countertransference and the therapist's inner
experience: Perils and possibilities. Manwah, New Jersey: Lawrence
Erlbaum Associates, Inc.

Gelso, C. J., Latts, M. G., Gomez, M. J., & Fassinger, R. E. (2002).
Countertransference management and therapy outcome: An initial
evaluation. Journal of Clinical Psychology, 58(7), 861-867. doi:
10.1002/jclp.2010

Goldstein, A. P., Heller, K., & Sechrest, L. B. (1966). Psychotherapy and the
psychology of behavior change. New York: Wiley.

69



Goodheart, C. D., & Lansing, M. H. (1997). Treating people with chronic disease:
A psychological guide. Washington, DC: American Psychological
Association.

Gordon, R. M., Gazzillo, F., Blake, A., Bornstein, R. F., Etzi, J., Lingiardi, V., ...
Tasso, A. F. (2016). The relationship between theoretical orientation and
countertransference expectations: Implications for ethical dilemmas and
risk management. Clinical Psychology and Psychotherapy, 23(3), 236-245.
doi: 10.1002/cpp.1951

Harbin, J. M. (2004). Countertransference reactions in a cross racial dyad: The
role of therapist universal diverse orientation and presentation of client
strengths (Unpublished master’s thesis). University of Maryland,
Maryland, USA.

Harris, A. H. S. (1999). Incidence and impacts of psychotherapists' feelings toward
their clients: A review of the empirical literature. Counseling Psychology
Quarterly, 12(4), 363-375. doi:
http://dx.doi.org/10.1080/09515079908254106

Hayes, J. A. (1995). Countertransference in group psychotherapy: Waking a
sleeping dog. International Journal of Group Psychotherapy, 45(4), 521—
535. doi: http://dx.doi.org/10.1080/00207284.1995.11491301

Hayes, J. A. (2004). The inner world of the psychotherapist: a program of research
on countertransference. Psychotherapy Research, 14(1), 21-36. doi:
10.1093/ptr/kph002

Hayes, J. A., & Gelso, C. J. (1991). Effects of therapist-trainees’ anxiety and
empathy on countertransference behavior. Journal of Clinical Psychology,
47(2), 284-290. doi: 10.1002/1097-4679(199103)47:2<284::AlD-
JCLP2270470216>3.0.CO;2-N

Hayes, J. A., & Gelso, C. J. (1993). Counselors' discomfort with gay and HIV-
infected clients. Journal of Counseling Psychology, 40(1), 86-93. doi:
10.1037/0022-0167.40.1.86

Hayes, J. A., & Gelso, C. J. (2001). Clinical implications of research on
countertransference: Science informing practice. Journal of Clinical
Psychology/In Session, 57(8), 1041-1051. doi: 10.1002/jclp.1072

70



Hayes, J. A., Gelso, C. J., & Hummel, A. M. (2011). Managing
countertransference. Psychotherapy, 48(1), 88-97. doi: 10.1037/a0022182

Hayes, J. A., Gelso, C. J., Van Wagoner, S. L., & Diemer, R. A. (1991). Managing
countertransference: What the experts think. Psychological Reports, 69(1),
139-148. doi: 10.2466/pr0.1991.69.1.139

Hayes, J. A., McCracken, J. E., McClanahan, M. K., Hill, C. E., Harp, J. S., &
Carozzoni, P. (1998). Therapist perspectives on countertransference:
Qualitative data in search of a theory. Journal of Counseling Psychology,
45(4), 468-482. doi: 10.1037/0022-0167.45.4.468

Hayes, J. A., Riker, J. B., & Ingram, K. M. (1997). Countertransference behavior
and management in brief counseling: A field study. Psychotherapy
Research, 7(2), 145-154. doi: 10.1080/10503309712331331933

Heimann, P. (1950). On counter-transference. International Journal of Psycho-
Analysis, 31, 81-84.

Henoch, 1., & Danielson, E. (2009). Existential concerns among patients with
cancer and interventions to meet them: An integrative literature review.
Psychooncology, 18(3), 225-236. doi: 10.1002/pon.1424

Heppner, P. P., Wampold, B. E., & Kivlighan, D. M., Jr. (2008). Research design
in counseling (3rd ed.). Belmont, CA: Thomson Brooks/Cole.

Hill, C. E. (1986). An overview of the Hill counselor and client verbal response
mode category systems. In L. S. Greenberg & W. M. Pinsof (Eds.), The
psychotherapeutic process: A research hand- book (pp. 131-161). New
York: The Guilford Press.

Hill, C. E. (1992). An overview of four measures developed to test the Hill process
model: Therapist intentions, therapist response modes, client reactions, and
client behaviors. Journal of Counseling and Development, 70(6), 729-737.
doi: 10.1002/].1556-6676.1992.tb02156.x

Hill, C. E., Siegelman, L., Gronsky, B., Sturniolo, R., & Fretz, B. R. (1981).
Nonverbal communication and counseling outcome. Journal of Counseling
Psychology, 28(3), 203-212. doi: 10.1037//0022-0167.28.3.203

71



Houtum, L., Rijken, M., & Groenewegen, P. (2015). Do everyday problems of
people with chronic illness interfere with their disease management? BMC
Public Health, 15(1), 1-9. doi: 10.1186/s12889-015-2303-3

IBM Corp. Released 2013. IBM SPSS Statistics for Windows, Version 22.0.
Armonk, NY: IBM Corp.

Karaca, F., & Yildiz, M. (2001). Thorson-Powell 6liim kaygis1 6lgeginin Tiirkge
¢evirisinin normal popiilasyonda gecgerlik ve giivenilirlik ¢calismasi.
Tabula-Rasa, 1(1), 43-55.

Karner-Hutuleac, A. (2012). Health related quality of life of diabetic and chronic
renal failure patients. Procedia — Social and Behavioral Sciences, 33, 85—
89. doi: 10.1016/j.sbspro.2012.01.088

Kernberg, O. (1965). Notes on countertransference. Journal of the American
Psychoanalytic Association, 13(1), 38-56.

Lambert, M. J., Bergin, A. E., & Collins, J. L. (1977). Psychotherapist-induced
deterioration in psychotherapy. In A. S. Gurman & A. M. Razin (Eds.),
Effective psychotherapy: A handbook of research (pp. 452—481). New
York: Pergamon Press.

Latts, M. G., & Gelso, C. J. (1995). Countertransference behavior and
management with survivors of sexual assault. Psychotherapy, 32(3), 405—
415. doi: http://dx.doi.org/10.1037/0033-3204.32.3.405

LeCompte, A., & Oner, N. (1983). Durumluk-siirekli kayg: envanteri el kitabi.
Istanbul: Bogazigi Universitesi Yaynlari.

Lecours, S., Bouchard, M. A., & Normandin, L. (1995). Countertransference as
the therapist’s mental activity: Experience and gender differences among
psychoanalytically oriented psychologists. Psychoanalytic Psychology,
12(2), 259-279. doi: http://dx.doi.org/10.1037/h0079634

Lehto, R., & Therrien, B. (2010). Death concerns among individuals newly
diagnosed with lung cancer. Death Studies, 34(10), 931-946. doi:
10.1080/07481181003765477

72



LeMay, K., & Wilson, K. G. (2008). Treatment of existential distress in life
threatening illness: A review of manualized interventions. Clinical
Psychology Review, 28(3), 472-493. doi: 10.1016/j.cpr.2007.07.013

Ligiero, D. P., & Gelso, C. J. (2002). Countertransference, attachment, and the
working alliance: The therapist's contribution. Psychotherapy, 39(1), 3-11.
doi: 10.1037/0033-3204.39.1.3

Little, M. (1951). Counter-transference and the patient’s response to it.
International Journal of Psycho-Analysis, 32, 32-40.

LoConte, N. K., Else-Quest, N. M., Eickhoff, J., Hyde, J., & Schiller, J. H. (2008).
Assessment of guilt and shame in patients with non-small-cell lung cancer
compared with patients with breast and prostate cancer. Clinical Lung
Cancer, 9(3), 171-178. doi: 10.3816/CLC.2008.n.026

Maroda, K. (2004). The power of countertransference: Innovations in analytic
technique (2nd ed.). Analytic Press: Hillsdale NJ and London.

Maunders, J. (2010). How do therapists make sense of their reactions towards
clients: An interpretative phenomenological analysis (Unpublished
professional doctoral dissertation). University of East London, London,
United Kingdom.

McClure, B. A., & Hodge, R. W. (1987). Measuring countertransference and
attitude in therapeutic relationships. Psychotherapy, 24(3), 325-335. doi:
10.1037/h0085723

McKercher, C., Sanderson, K., & Jose, M. D. (2013). Psychosocial factors in
people with chronic kidney disease prior to renal replacement therapy.
Nephrology, 18(9), 585-591. d0i:10.1111/nep.12138

Mitchell, S.A. (1993). Hope and dread in psychoanalysis. New York: Basic
Books.

Mohr, J. J., Gelso, C. J., & Hill, C. E. (2005). Client and counselor trainee
attachment as predictors of session evaluation and countertransference
behavior in first counseling sessions. Journal of Counseling Psychology,
52(3), 298-309.

73



Moore, C. C., & Williamson, J. B. (2003). The universal fear of death and the
cultural response. In C. D. Bryant (Ed.), Handbook of death & dying (pp.
3-13). Thousand Oaks, CA: Sage Publications.

Newton, R. R., & Rudestam, K. E. (2013). Your statistical consultant: Answers to
your data analysis questions (2nd ed.). USA: Sage Publications.

Norcross, J. C. (2011). Psychotherapy relationships that work: Evidence-based
responsiveness. New York: Oxford University Press.

Oberg, B. (2013, April 23). When Tragedy Strikes: How to Emotionally Handle
Disaster. Healthy Place. Retrieved from
http://www.healthyplace.com/blogs/borderline/2013/04/when-tragedy-
strikes-how-to-handle-disaster/

Peabody, S. A., & Gelso, C. J. (1982). Countertransference and empathy: The
complex relationship between two divergent concepts in counseling.
Journal of Counseling Psychology, 29(3), 240-245. doi: 10.1037/0022-
0167.29.3.240

Pope, K. S., Sonne, J. L., & Greene, B. (2006). What therapists don't talk about
and why: Understanding taboos that hurt us and our clients. Washington,
DC: American Psychological Association.

Racker, H. (1957). The meanings and uses of countertransference. Psychoanalytic
Quarterly, 26(3), 303-357. doi: 10.1002/j.2167-4086.2007.tb00277.x

Racker, H. (1968). Transference and countertransference. New York:
International Universities Press.

Robbins, S. B., & Jolkovski, M. P. (1987). Managing countertransference feelings:
An interactional model using awareness of feeling and theoretical
framework. Journal of Counseling Psychology, 34(3), 276-282. doi:
10.1037/0022-0167.34.3.276

Roditi, D., & Robinson, M. E. (2011). The role of psychological interventions in
the management of patients with chronic pain. Psychology Research and
Behavior Management, 4, 41-49. doi: 10.2147/PRBM.S15375

74



Rosenberger, E. W., & Hayes, J. A. (2002). Therapist as subject: A review of the
empirical countertransference literature. Journal of Counseling and
Development, 80(3), 264—270. doi: 10.1002/j.1556-6678.2002.tb00190.x

Rowan, J., & Jacobs, M. (2002). The therapist’s use of self. Berkshire: Open
University Press.

Sahin, B., & Mebert, C. J. (2013). The role of culture and self-construal in
autobiographical memories of US and Turkish college students. Memory,
21(8), 1004-1017. doi: 10.1080/09658211.2013.774418

Sahin-Acar, B., & Leichtman, M. D. (2015). Mother-child memory conversations
and self-construal in Eastern Turkey, Western Turkey and the USA.
Memory. 23(1), 69-82. doi: 10.1080/09658211.2014.935437

Schaverien, J. (1999). Art within analysis: Scapegoat, transference and
transformation. The Journal of Analytical Psychology, 44(4), 479-510. doi:
10.1111/1465-5922.00116

Sharkin, B., & Gelso, C. J. (1993). The influence of counselor-trainee anger
proneness on reactions to an angry client. Journal of Counseling and
Development, 71(5), 483-487. doi: 10.1002/j.1556-6676.1993.th02229.x

Skovholt, T. M., & Rennestad, M. H. (2003). Struggles of the novice counselor
and therapist. Journal of Career Development, 30(1), 45-58. doi:
10.1023/A:1025125624919

Spiegel, D., Bloom, J. R., & Yalom, I. (1981). Group support for patients with
metastatic cancer: A randomized outcome study. Archives of General
Psychiatry, 38(5), 527-533.

Spielberger, C. D., Gorsuch, R. L., & Lushene, R. E. (1970). Manual for the state-
trait anxiety inventory. Palo Alto, CA: Consulting Psychologists Press.

Stark, M. (2000). Modes of therapeutic action. New Jersey: Jason Aronson.

Stefana, A. (2017). History of countertransference: From Freud to the British
object relations school. New York: Routledge.

75



Thompson, C. (1952). Countertransference. Samiksa, 6, 205-211.

Thorson, J. A., & Powell, F. C. (1994). A revised death anxiety scale. In R. A.
Neimeyer (Ed.), Death anxiety handbook (pp. 31-43). Washington, DC:
Taylor & Francis.

Turner, J., & Kelly, B. (2000). Emotional dimensions of chronic disease. Western
Journal of Medicine, 172(2), 124-128. doi: 10.1136/ewjm.172.2.124

Ullman, S. E., & Siegel, J. M. (1996). Traumatic events and physical health in a
community sample. Journal of Traumatic Stress, 9(4), 703-720. doi:
10.1002/jts.2490090404

Van Wagoner, S. L., Gelso, C. J., Hayes, J. A., & Diemer, R. A. (1991).
Countertransference and the reputedly excellent therapist. Psychotherapy:
Theory, Research, Practice and Training, 28(3), 411-421. doi:
10.1037/0033-3204.28.3.411

Vogiatzis, 1., Zakynthinos, G., & Andrianopoulos, V. (2012). Mechanisms of
physical activity limitation in chronic lung diseases. Pulmonary Medicine,
2012(2012), 1-11. doi: 10.1155/2012/634761.

Walker, S. N., Sechrist, K. R., & Pender, N. J. (1987). The health promoting
lifestyle profile development and psychometric characteristics. Nursing
Research, 36(2), 76-80. doi: 10.1097/00006199-198703000-00002

White, J. M. (2011). Cognitive behavioral principles in managing chronic disease.
The Western Journal of Medicine, 175(5), 338-342.

Williams, A. C., Eccleston, C., & Morley, S. (2012). Psychological therapies for
the management of chronic pain (excluding headache) in adults. The
Cochrane Database of Systematic Reviews, 11, CD007407. doi:
https://doi.org/10.1002/14651858.CD007407.pub3

Winnicott, D. W. (1949). Hate in the counter-transference. International Journal
of Psycho-Analysis, 30, 69-74.

Wood, M. J. (2011). The gay male gaze: Body image disturbance and gender
oppression among gay mem. In B. Lipton (Ed.), Gay men living with

76



chronic illnesses and disabilities from crisis to crossroads (pp. 43-63).
New York: Routledge.

Yulis, S., & Kiesler, D. J. (1968). Countertransference response as a function of
therapist anxiety and content of patient talk. Journal of Consulting and
Clinical Psychology, 32(4), 413-419.

Zachrisson, A. (2009). Countertransference and changes in the conception of the
psychoanalytic relationship. International Forum of Psychoanalysis, 18(3),
177-188. doi: http://dx.doi.org/10.1080/08037060902727761

Zukav, G., & Francis, L. (2002). The heart of the soul: Emotional Awareness. New
York: Fireside.

77



APPENDICES

APPENDIX A: INFORMED CONSENT FORM

ARASTIRMAYA GONULLU KATILIM FORMU

Sayin Katilimei,

Bu ¢alisma, Prof. Dr. Ozlem Bozo danismanliginda, Orta Dogu Teknik Universitesi
Klinik Psikoloji Biitlinlesik Doktora Programi 6grencisi Uzm. Psk. Yanki Siisen
tarafindan doktora tezinin bir geregi olarak yiiriitiilmektedir. Calismanin amaci,
psikoterapi hizmeti sunan kisilerin dordiincii seanslar1 sonrasinda danisanlariyla
kurduklari terapi iligkisini incelemektir. Aragtirmada ses ve video kaydi alinacaktir.
Bu kayitlar arastirma sona erdikten ve bulgular yayinlandiktan sonra yok
edilecektir. Arastirmaya katilim tamamen goniilliillik esasina dayanmaktadir.
Calismanin higbir asamasinda sizden kimlik belirleyici bir bilgi istenmeyecektir.
Elde edilen bilgiler yalmizca arastirmacilar tarafindan degerlendirildikten sonra
bilimsel yayimmlarda kullanilacaktir. Arastirmadan saglikli sonuglar elde
edilebilmesi i¢in samimi yanitlar vermeniz biiyiik dnem tasimaktadir. Sorulara
verilen yanitlar ve videolara verilen tepkiler "dogru" ya da "yanlis" olarak
degerlendirilmeyecek, sadece igerigine bakilacaktir. Olgekleri doldururken
kendinize en yakin hissettiginiz veya diisiindiigiinliz secenegi isaretlemeniz,
videolara tepki verirken ise yine icinizden gelen tepkiyi vermeniz yeterlidir.
Olgekler ve videolar rahatsizlik verecek sorular/unsurlar igermemektedir. Ancak
herhangi bir nedenle rahatsizlik hissettiginiz durumda c¢alismayr yarida
birakabilirsiniz. Arastirma hakkinda daha ayrintili bilgi edinmek isterseniz Ars. Gor.

Yanki Siisen (e-posta: yanki susen@hotmail.com) ile iletisime gecebilirsiniz.
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Calismaya olan katkilarinizdan dolayi tesekkiir ederiz.

Bu ¢alismaya tamamen goniillii olarak katiliyorum ve istedigim zaman yarida kesip
cikabilecegimi biliyorum. Verdigim bilgilerin bilimsel amagli yayimlarda

kullanilmasini kabul ediyorum.

Ad ve Soyadinizin Bag Harfleri: Imza
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APPENDIX B: WARM-UP CLIENT CASE SUMMARY

ISINMA DANISANI VAKA OZETi

Damsanin Ismi: Sibel
Yasi: 27

Cinsiyeti: Kadin
Meslek: Finans Uzmani

Basvuru Nedeni: Zaman yonetiminde yasanilan sikintilar

Ozgecmis Bilgisi:

Sibel 27 yasinda, bekar, Gazi Universitesi Iktisadi ve Idari Bilimler Fakiiltesi iktisat
boliimii mezunu bir danisandir. Kendisi iki ¢ocuklu bir ailenin biiylik cocugu olarak
Bursa’da diinyaya gelmistir. Universiteye gelene kadar anne, babasi ve kendisinden
5 yas kiiciik erkek kardesiyle Bursa’da yasayan danisan, suanda Ankara’da tek

basina bir evde yasamaktadir.

Danisanin annesi ev hanimi (51), babasi (54) emekli memur, erkek kardesi (22) ise
Makine Miihendisligi Boliimii’'nde son sinif 6grencisidir. Ailesiyle olan iligkisini
“genel olarak 1yi” olarak tanimlayan danigan, annesiyle neredeyse her giin telefonda

konustuklarindan bahsetmistir.

Genel olarak basarili bir 6grencilik hayat1 gecirdigini paylasmis, ailesinin basarili
olabilmesi konusunda her zaman “destekleyici” oldugunu belirtmistir. Babasinin
egitim hayatina ¢ok fazla “miidahale” etmedigini, annesinin ise beklentilerinin
yiiksek oldugunu (6rnegin, daha iyi bir iiniversite kazanmasi konusundaki

beklentisi) ve “baskic1” biri oldugunu eklemistir.
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Terapiye “tembellik”, “calismama istegi”, “erteleme” ve “hayattan zevk alamama”
sikayetleriyle gelmistir. Bir denetleme sirketinde yaklasik {i¢ senedir finans uzmani
olarak ¢alisan danisan, sikayetlerinin c¢alisma hayatin1 olumsuz etkiledigini
aktarmistir. Is yerinde yogun bir tempoda calistiklarini, baz1 aylarda gec saatlere
kadar mesaiye kaldiklarini ve bdyle zamanlarda var olan enerjisinin kendisine
yetmedigini paylagsmistir. Yemek yapmak, sinemaya gitmek, arkadaglariyla vakit
gecirmek gibi aktivitelerden keyif aldigini belirten danisan, uzun zamandir keyif
alacagi hi¢cbir sey yapmadigini paylasmistir. Terapiden beklentileri arastirildiginda;
planladigi seyleri yapamamasinin nedenlerini anlamayi, zamanini dogru kullanmay1

ve yapamadig1 seyler i¢in vicdan azabi duymamay1 istedigini ifade etmistir.
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APPENDIX C: WARM-UP CLIENT SCRIPT

ISINMA DANISANI SENARYOSU

Haftam yine berbat gecti. Gegen hafta da size bahsettigim gibi, bir tiirlii zamanimi
dogru kullanamiyorum. Geceleri hangi isi ne ara yapacagim diye diisiiniip, sonra da

hicbir sey yapmadan yorgunluktan uyuyakaliyorum.
DURAK

Bu hafta yetistirmem gereken ¢ok onemli bir is vardi. Sabahlart ofis ¢ok yogun
oldugu i¢in zaten hicbir seye bakamiyorum, 6glen arkadaslarla yemege cikiyoruz,
sonra ¢ay molasi falan derken bir bakiyorum aksam olmus. Eve dondiigiim zaman
da bir siirii ev isi oluyor. Yemek yap, iitli yap, ortalig diizelt... Sonra o kadar yogun
bir giiniin ardindan insanin cani azicik da TV falan izleyip kafa dagitmak istiyor.

Sonra “hooop” bir bakiyorum ki uyku vakti gelmis de gegiyor.
DURAK

Onceden de bdyle sikintilarim olurdu aslinda. Isleri erteleyip erteleyip son dakikada
yetistirirdim ama artik bunu yapamiyorum. Isler eskisi gibi yiiriimiiyor ve bu

nedenle kendimi ¢ok suglu hissediyorum.
DURAK

Kendimi sugladigim konulardan biri de; insanlarin agzina laf veriyor olmam. Gegen
hafta patronum beni odasina ¢agird1 ve odada ii¢ tane daha arkadasim varken beni
bir ¢ocuk gibi azarladi. “Biitiin bir hafta boyunca ne yapiyorsun?” gibi laflar1 ard1

ardima siraladi. O azarladikca ben yerin dibine girdim. Isleri o gece hi¢ uyumadan
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bitirdim ve mail attim ama bu sefer de uykusuzluktan ertesi giin uyanamadim ve ise
gidemedim. Tiim bu olanlar beni ¢ok iiziiyor. Cabaladikca her seyi elime yiiziime

bulastirtyorum.

DURAK

(Senaryo Sonu)
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APPENDIX D: ACUTELY ILL PATIENT CASE SUMMARY

AKUT HASTA VAKA OZETi

Damisanin Ismi: Melis

Yasi: 27

Cinsiyeti: Kadin

Meslek: Yiiksek Lisans Ogrencisi

Basvuru Nedeni: Ayagini incitmesi ve bu sakatlikla birlikte artan “kayg1” hali

Ozgecmis Bilgi:

Melis Hanim 25 yasinda, bekar, Ankara Universitesi Isletme Béliimii mezunu bir
danisandir. Ailesinin tek ¢ocugu olan danisan, Ankara’da dogmus ve biiylimiistiir.
Su anda mezun oldugu {iniversitede yliksek lisansina devam etmekte olan Melis

Hanim ailesiyle beraber yasamaktadir.

Annesi (49) ve babasi (52) emekli memur olan Melis Hanim, aile bireyleriyle olan
iligkilerinden bahsederken annesiyle “gereksiz” nedenlerle sik sik tartigtiklarini,
babasiyla ise “arkadas gibi" bir iliskilerinin oldugunu, onunla her konuda
dertlesebildigini ve onun kendisine “prensesim” diye hitap ettigini belirtmistir.
Cocuklugundan beri hep bir kardesin eksikligini hissettigini paylasan Melis Hanim,
bu ag1g1 arkadaslik iligkileri ile kapatmaya calistigin1 ve dolayisiyla oldukga sosyal
bir hayati oldugunu ifade etmistir.

Egitim hayat1 boyunca hep “orta seviyede” bir 6grenci oldugunu, higbir zaman “gok
basaril’” ya da “¢ok basarisiz” olmadigini aktarmistir. Annesi veli toplantisina

gittiginde 6gretmenlerin “Melis ¢ok iy1 bir 6grenci ama daha da 1yi olabilir” seklinde
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yorumlart oldugunu anlatmis; annesinin bunlar1 kendisiyle paylagsmasina ¢ok

kizdigin1 hatirlamistir.

Terapiye disariya ¢iktig1 bir gece ayagini incitmesi ve bu sakatliktan sonra artan
kaygt hissi ile basvuran danisan, saglikla ilgili konularda genel olarak c¢ok
kaygilandigini, o glinden sonra bir daha ylriiyemeyeceginden, dans
edemeyeceginden c¢ok korktugunu paylasmistir. Terapiden beklentisini yasadigi
korku ve kaygi halini anlamak olarak tanimlayan damisan, kimi zaman bu
duygularini kontrol etmekte zorlandigini ifade etmis ve bu durumun iistesinden

gelmek istedigini paylasmistir.
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APPENDIX E: ACUTELY ILL PATIENT SCRIPT

AKUT HASTA SENARYOSU

Gegen haftadan bu yana, kendimi siirekli nasil sakatladigimi diisiintirken
buluyorum. inanir misiniz bu sakatlik hem giinliik islerimi aksatmama neden oldu,
hem de duygusal olarak beni altiist etti. Ornegin; sakatlandigim gece yanimda olan
kisiyi -hani su size dans kursunda tanisip goriismeye bagladigimi soyledigim ¢ocuk-
bir daha gérememek, bu iliskiye dair umudumu kaybettirdi. Artik onunla birlikte

olamayacagimizi, benden hoslanmadigini diisiinmeye bagladim.

DURAK

Beni istemedigini diislindiiren sey yaninda diistiigiim giinden sonra beni aramamis
olmas1 sanirim. O an benimle ilgilenmis, acile bile gotlirmiis, sonra da geri evime
birakmistt ama o giin bugiindiir tik yok. Beni biraz olsun merak etmeyip, arayip
sormadig1 i¢in ve diigmemi sakarlik olarak gordiigi i¢in ona ¢ok kizginim. Birlikte
gittigimiz dans kursuna kazadan beri devam edemiyorum ve onun kurstan baska
birini bulmasindan endiseleniyorum ama gidip herhangi bir miidahalede
bulunabilecek durumda da degilim. Sonugta o da benim gibi bekar biri, bagka birini
bulmus olmasini istemesem de bu gidisle eninde sonunda benim yerime baska

biriyle goriismeye baslayacak.

DURAK

Kurstaki yakin arkadasim Sena’ya Can’in bagka birini bulmus olabilecegine ve
diismemi sakarlik olarak gérmiis olabilecegine dair diisiincelerimi anlattigimda ¢ok
sasirdi. Sena hem beni hem de Can’1 yakindan tanidig: i¢in bu sekilde diisiiniiyor

olmama inanamadi ve kendimi geri ¢ekmeme kizdi. Sanirim Sena Can’la sevgili
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olabilecegimiz konusunda benden daha umutlu. Bense bu iliskiye dair umudumu

azaltarak hayal kirikligindan kagmaya calistyorum galiba.

DURAK

Gegmis iligkilerimden de yola ¢ikarak hep sunu diistinmiisiimdiir: “Beklentini diisiik

'77

tut ki, daha sonra hayal kiriklig1 yasamayasin!” Bu aralar sik sik eski iligkilerimde
yasadigim hayal kirikliklarini diisiiniiyorum, zihnimde hep “keske” ile baglayan
climleler dolaniyor. Bu son olayda da; diisiinsenize bir erkek arkadas adayiyla
bulusmaya gidiyorsunuz, eve donerken sizi arabayla evinize birakmak istiyor, kabul
ediyorsunuz ama arabadan iner inmez kendinizi yerde buluyorsunuz. Rezalet!
(gliler) Keske distiigim anda o kadar kasilmak yerine biraz da olayla dalga

gecebilseydim. Zaten bagima ne geldiyse boyle kasmaktan geldi!

DURAK

Ornegin; sizce ben Can’1t su an neden aramiyorum (giiler)? Yasanan o rezil
durumdan sonra, beni hala istiyor olabilecegine dair umudum o kadar azaldi ki elim
bir tiirlii telefona gitmiyor. Giin boyu bu iliski gerceklesirse ne kadar mutlu
olabilecegimi diisiiniiyorum ama bunun i¢in hi¢ bir adim atmiyorum. Atsam bile

artik bir igse yarayacagini diistinmiiyorum.

DURAK

Can’dan &nceki iliskilerimde de hep benzer seyler yasadim. Iliskideki en ufak
olumsuzlukta kendimi geri ¢ekerdim. Su an eski iligkilerime doniip baktigimda
yaptigim ve yapmadigim seylerin iligkilerimin sonunu hazirladigini gériiyorum. Bu

kafayla gidersem bekar bir insan olarak dlecegim...

DURAK

(Senaryo Sonu)
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APPENDIX F: CHRONICALLY ILL PATIENT CASE SUMMARY

KRONIK HASTA VAKA OZETi

Damsanin Ismi: Esra

Yasi: 28

Cinsiyeti: Kadin

Meslek: Miihendis, su anda ¢alismiyor

Basvuru Nedeni: Kemoterapi alan bir kanser hastasi olmanin yarattig1 kaygi ve

korku

Ozgecmis Bilgisi:

Esra Hamim 28 yaginda, 5 yildir evli, Ankara Universitesi Gida Miihendisligi
mezunu bir danisandir. Memur emeklisi olan anne (50) ve babasi (52) ile "iyi
sayilabilecek" bir iliskiye sahip olan Esra Hanim'in kendisinden 5 yas biiyiik ve evli

olan bir de ablas1 bulunmaktadir.

Esi, Mehmet Bey (30) ile iiniversite yillarinda tanistiklarini, evliliklerinin "ask
evliligi" oldugunu anlatan danisan, esini kendisinin “ruh ikizi” olarak tanimlamastir.
Zevklerinin, keyif aldiklar1 aktivitelerin ortak oldugunu, aralarinda zaman zaman
sorunlar olsa da bunlarin istesinden gelmek konusunda zorluk yasamadiklarini,

esini ¢ok sevdigini ve birbirlerine ¢ok bagli olduklarini paylasmistir.

Esra Hanim terapiye gelis nedenini {i¢ ay once aldig1 pankreas kanseri teshisi ve bu
teshisten sonra hayatinda meydana gelen degisikliklere uyum saglayamama, 6liim
korkusu, asir1 kaygi hali olarak dile getirmistir. On bes giinde bir kemoterapi aldigini
belirten Esra Hanim, bu hastalik ve tedavi siirecinin kendisinde yorgunluk,

bezginlik, umutsuzluk ve asir1 gerginlik hali yarattigini ifade etmistir. Hastaneye
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gidip geldigi zamanlarda tamistigt kanserli kisilerden bazilarinin hayatini
kaybettigini ve her kayipta kendisini 6liime bir adim daha yaklagmis gibi hissettigini
ve bunun kendisini son derece korkuttugunu paylasmistir. Kanser tanisi aldiktan
sonra isini biraktigin1 ve ¢alismiyor olmanin kendisini “ise yaramaz biri” olarak
hissettirdigini aktarmigtir. Danisanin terapiden beklentileri sorgulandiginda; son
donemlerde oldukca yogun sekilde ge¢misi sorguladigini ve rahatsizliginin
kendisini hem fizyolojik hem de psikolojik olarak etkiledigini; bu nedenle “kafa

olarak biraz daha rahat olmak ve tedaviye odaklanmak” istedigini belirtmistir.
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APPENDIX G: CHRONICALLY ILL PATIENT SCRIPT

KRONIK HASTA SENARYOSU

Gegtigimiz hafta boyunca, bu hastaligin beni ne hale getirdigini diisiindiim. Artik
yasamimin bir amaci kalmadigin1 ve umutsuzluklarla dolu oldugumu fark ettim.
Omegin; gelecege doniik hi¢ bir plan yapamiyorum, kendimi 5 yil sonra nerede

gormek istedigimi bile diistinemiyorum.
DURAK

Sonugta hastaliin esir aldig1 biriyim artik! Bunca insan i¢inden, bu hastalik neden
beni buldu diye devamli 6fkeleniyorum ama bu beni gelecekle ilgili diistinmekten
de alikoymuyor. Gelecegi her diisiindiigiimde ise oliimii bir nefes gibi ensemde
hissediyorum. Hep bir endise hali var. “Ben oldiikten sonra esim ne olacak? Ne
yapacak?” diisiincelerinin yarattig1 endigeler... Onun kendisini birakmasini, hayata
kiismesini istemiyorum. Her ne kadar yerime baskasini koymasini igten ice

istemesem de o da hayata devam etmek zorunda. Bunun igin de birini bulmasi lazim.
DURAK

Esime bunlarin bahsini agtigimda bana ¢ok kizdi. Birlikte bu hastalig1 yenecegimizi,
giizel giinlerin bizi bekledigini s6yledi. Onun benden ¢ok daha umutlu oldugunu
sOyleyebilirim. Sadece esim degil, etrafimdaki bir¢ok insan bir seyler yapmak i¢in
cirpintyor  fakat bu konuda ¢ok umutlanmak istemiyorum. Oliim bu kadar
yakinimdayken umutlanip, hatta umutlandirip, daha sonra hayal kiriklig1 yasatmak
istemiyorum. Aslinda bir nevi 6liimiim sonrasinda isleri daha kolay hale getirmeye

calistyorum...
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DURAK

Bir yerde kendinizi degil de yakinlarimizi diisiinmeye bagliyorsunuz. Onlarin
gelecegi, onlarin ne yapacagi gibi... Ha, kendimi diisiindiiglim zamanlar da yok
degil. Boyle zamanlarda ¢ogu gece dogru diizgiin uyku bile uyuyamiyorum ¢linkii
yataga girer girmez aklima hep ge¢miste yaptiim hatalar geliyor. Zihnimde
devamli “Neden o kadar ¢ok sigara ictim, neden diizenli beslenmedim, neden
diizenli spor yapmadim?”* gibi kendimi suglayici sorular dolaniyor. Ha, bundan ders
aldim mi1 onu da bilmiyorum. Diin kemoterapiden ¢iktiktan sonra bile canim sigara
cekti ve bir tane yakiverdim. Su an bunlar anlatirken bile bir sigara yakmamak i¢in

kendimi zor tutuyorum.

DURAK

Kendimi o kadar umutsuz hissediyorum ki bu da tedavimin gerekliliklerini yerine
getirmeme engel olabiliyor. Diyelim ki kafama bir sey takildi ve doktoruma sormam
gerekli, onun yerine “Bogveeeeer! Ne yaparsan yap, bu isin sonunda 6lim var,

kagamayacaksin...” diyorum ve tedavimle ilgili hi¢ bir soru sormuyorum.

DURAK

Hastalanmadan 6nce de kendime pek bakmazdim. Kendime, sagligima dikkat
ettigimi hi¢ hatirlamam. Geg saatlere kadar sagma sapan seylerle ugrasir, sonra
azicik uykuyla gliniimii idare etmeye calisir, dogru diizgiin yemek bile yemezdim.
Hep ayakiistii bir seyler atistirir, gecerdim. Simdi diisiiniince o kadar sagliksiz
geliyor ki... O zamanlar hep «Bana bir sey olmaz» diye diislinlirdiim ama anladim
ki herkesin basina her an her sey gelebilir, 6zellikle de saghgmna dikkat

etmeyenlerin. ..

DURAK

(Senaryo Sonu)
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APPENDIX H: WARM-UP STATE ANXIETY INVENTORY

ISINMA DANISANI DURUMLULUK KAYGI OLCEGI

Asagida kisilerin kendilerine ait duygularini anlatmada kullandiklar1 bir takim
ifadeler verilmistir. Her ifadeyi okuyun, sonra da Sibel Hanim ile gergeklestirdiginiz
goriisme esnasinda nasil hissettiginizi ifadelerin sag tarafindaki parantezlerden
uygun olanini isaretlemek suretiyle belirtin. Dogru ya da yanlis cevap yoktur.
Herhangi bir ifadenin iizerinde fazla zaman sarf etmeksizin seans sirasinda nasil
hissettiginizi gdsteren cevabi isaretleyin.

[

—

Z

J |3

ol 2| ¥ 2

| A O

1. | Sakindim (OREORNCRNC!
2. Kendimi emniyette hissediyordum O REARNCI RN
3. Sinirlerim gergindi M@ 03| %
4. Pigsmanlik duygusu i¢indeydim DA IO G
5. Huzur i¢indeydim (ORERNCRNG)
6. Hig keyfim yoktu (VRN CARNE) RN
7. Bagima geleceklerden endise ediyordum RN RECI NG
8. Kendimi dinlenmis hissediyordum O RERNC RN
9. Kaygiliydim ORNRREC RN
10. | Kendimi rahat hissediyordum @ 1@|0@ | @
11. | Kendime giivenim vardi (O REVRNCI RN
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12. | Asabim bozuktu RN RN RN
13. | Cok sinirliydim (Y REVARRC)RNCY
14. | Sinirlerimin ¢ok gergin oldugunu hissediyordum RO RNCENG!
15. | Kendimi rahatlamis hissediyordum @ 1@ @] @
16. | Halimden memnundum (Y REVARRC)RNCY
17. | Endiseliydim ORRGREONNC)
18. | Heyecandan kendimi saskina donmiis RN RNCIENG
hissediyordum
19. | Sevingliydim VRN VARNECI RN
20. | Keyfim yerindeydi D@ 6@
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APPENDIX I: ACUTELY ILL CLIENT STATE ANXIETY INVENTORY

AKUT HASTA DURUMLULUK KAYGI OLCEGI

Asagida kisilerin kendilerine ait duygularini anlatmada kullandiklar1 bir takim
ifadeler verilmistir. Her ifadeyi okuyun, sonra da Melis Hanim ile
gercgeklestirdiginiz goriisme esnasinda nasil hissettiginizi ifadelerin sag tarafindaki
parantezlerden uygun olanini isaretlemek suretiyle belirtin. Dogru ya da yanlis
cevap yoktur. Herhangi bir ifadenin {izerinde fazla zaman sarf etmeksizin seans
stirasinda nasil hissettiginizi gosteren cevabi isaretleyin.

[

—

Z

J |3

ol 2| ¥ 2

| A O

1. | Sakindim (OREORNCRNC!
2. Kendimi emniyette hissediyordum O REARNCI RN
3. Sinirlerim gergindi M@ 03| %
4. Pigsmanlik duygusu i¢indeydim DA IO G
5. Huzur i¢indeydim (ORERNCRNG)
6. Hig keyfim yoktu (VRN CARNE) RN
7. Bagima geleceklerden endise ediyordum RN RECI NG
8. Kendimi dinlenmis hissediyordum O RERNC RN
9. Kaygiliydim ORNRREC RN
10. | Kendimi rahat hissediyordum @ 1@|0@ | @
11. | Kendime giivenim vardi (O REVRNCI RN
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12. | Asabim bozuktu RN RN RN
13. | Cok sinirliydim (Y REVARRC)RNCY
14. | Sinirlerimin ¢ok gergin oldugunu hissediyordum RO RNCENG!
15. | Kendimi rahatlamis hissediyordum @ 1@ @] @
16. | Halimden memnundum (Y REVARRC)RNCY
17. | Endiseliydim ORRGREONNC)
18. | Heyecandan kendimi saskina donmiis RN RNCIENG
hissediyordum
19. | Sevingliydim VRN VARNECI RN
20. | Keyfim yerindeydi D@ 6@
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APPENDIX J: CHRONICALLY ILL CLIENT STATE ANXIETY

INVENTORY

KRONIK HASTA DURUMLULUK KAYGI OLCEGI

Asagida kisilerin kendilerine ait duygularini anlatmada kullandiklar1 bir takim
ifadeler verilmistir. Her ifadeyi okuyun, sonra da Esra Hanim ile ger¢eklestirdiginiz
goriisme esnasinda nasil hissettiginizi ifadelerin sag tarafindaki parantezlerden
uygun olanini isaretlemek suretiyle belirtin. Dogru ya da yanlis cevap yoktur.
Herhangi bir ifadenin iizerinde fazla zaman sarf etmeksizin seans sirasinda nasil
hissettiginizi gdsteren cevabi isaretleyin.

[

—

=

o |3

ol 2| ¥ 2

| A O

1. Sakindim (O REARNC RN
2. Kendimi emniyette hissediyordum DA IO G
3. Sinirlerim gergindi DB |G
4. Pismanlik duygusu i¢indeydim DA IO G
5. Huzur i¢indeydim RO REC NG
6. Hig keyfim yoktu 1 [@ Q@
7. Bagima geleceklerden endise ediyordum RN RECI NG
8. Kendimi dinlenmis hissediyordum @ 1@|0@ | @
9. Kaygiliydim RN RECI NG
10. | Kendimi rahat hissediyordum @ 1@0O | @
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11. | Kendime giivenim vardi Y REVRNEC RN
12. | Asabim bozuktu RN RNCORNC)
13. | Cok sinirliydim Y RNRNCRNC)
14. | Sinirlerimin ¢ok gergin oldugunu hissediyordum @ 1@ @] @
15. | Kendimi rahatlamis hissediyordum @ 1@ @] @
16. | Halimden memnundum Y RNRNCRNC)
17. | Endiseliydim VRN VARNECI RN
18. | Heyecandan kendimi sagskina donmiis OEEARECENG)
hissediyordum
19. | Sevingliydim Y RNRNCRNC)
20. | Keyfim yerindeydi RN CIRNC RN
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APPENDIX K: COGNITIVE MEASURES

BIiLISSEL OLCUMLER

ACUTELY ILL CLIENT COGNITIVE RECALL MEASURE
AKUT HASTA BILISSEL HATIRLAMA OLCUMU

Tahmininizce danisanin konusmasinda kag¢ defa “sakatlanma” ve “diisme”
kelimeleri gegmistir?

CHRONICALLY ILL CLIENT COGNITIVE RECALL MEASURE
KRONIK HASTA BIiLISSEL HATIRLAMA OLCUMU

Tahmininizce danisanin konusmasinda kag¢ defa “6liim” ve “hastalik” kelimeleri
gecmistir?
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APPENDIX L: RESPONSE MODE CATEGORIES FOR UNITS AND

WHOLE TURNS (as cited in Harbin, 2004, p. 103)

1) Approval: Therapist sanctions, accepts, or supports (including minimal
encourages) the client’s feelings or behaviors and/or expresses explicit agreement

with the client’s feelings or behaviors.

2) Exploration: Therapist asks for further clarification, elaboration, and detailing

of the client’s feelings or behaviors.

3) Reflection: Therapist repeats or restates the client’s feelings. Therapist accurately
relabels the client’s feelings, attitudes, or behaviors. Also, counselor reflects content

when only content is given.

4) Labeling: Therapist points out patterns in the client’s feelings or behaviors;
counselor suggests relationships between present feelings or behavior and past

experiences.

5) Disapproval: Therapist is critical of the client’s feelings or behaviors. Even if
the statement is phrased supportively, anything that negates or opposed the client’s

feelings is disapproval.

6) Silence: Therapist says nothing for a whole speaking turn.

7) Ignoring: Therapist responds to the content of the client’s material but ignores
the affect.
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8) Mislabeling: Therapist inaccurately identifies the client’s feelings, attitudes, or
behaviors. Mislabeling can also occur if the counselor inaccurately identifies the

degree of feelings.

9) Topic Transition: Therapist changes the focus of discussion to an irrelevant topic

or simply to a different topic.

10) Other: Therapist’s response does not fit any of the other categories. Try to

absolutely rule out the other possibilities before choosing this category.

100



APPENDIX M: SCRIPT FOR BEHAVIORAL RESPONSE CODING
TRAINING SESSION

1. Bu calismada temel olarak terapist tepkilerini ka¢inma ya da yaklasma seklinde
kategorilere ayirmaya calisacagiz. Size dagittigim tepki kategorileri sayfasinda
gorebileceginiz gibi, 1-4 arasinda yer alan kategoriler yaklagsma; 5-9 arasinda yer
alan kategoriler ise kaginma kategorileridir. 10 numarali, “diger” kategorisi ise; her
iki kategoriyi de kapsamayan tepkiler i¢in gecerli olan bir kategoridir. Arastirmalar,
terapistlerin danisanlarin sundugu problemlerden kaginmasinin, karsi aktarimin bir
isareti olabilecegini gostermektedir. Simdi her bir tepki kategorisini daha iyi

anlayabilmek i¢in beraber inceleyelim. (Her bir kategori okunur ve 6rneklendirilir).

2. Yaklagsma tepkileri hakkinda konusurken, "cogunlukla uygun" olan yanitlari
artyoruz. Bu tepkiler belirli bir teori igin (Ornegin, davranigsal, hiimanistik,
psikodinamik) uygun olan tepkiler olmalidir. Calismadaki tepkiler, farkli
programlardan gelen ve farkli yaklasimlara sahip uygulamacilardan gelecegi i¢in,

litfen kendi teorik onyargilarinizi disarida birakmaya ¢alisiniz.

3. Terapistlerin kay1t durak noktalarinda verdikleri tepkileri birim olarak kodlamaya
baslamadan once, o duraktaki biitiin tepkilerini okudugunuzdan emin olunuz.
Ornegin, ilk durakta 5 birim tepki varsa, ilk birimi kodlamadan &nce 5 birimin
hepsini okudugunuzdan emin olunuz. O duraktaki biitiin tepkilerin dinlenmesi
belirsiz tepkilerin kodlanmasini kolaylastiracaktir. Bir diger 6nemli nokta ise;
tepkilerin transkripsiyondan okunmasinin yani sira, her bir durak noktasindaki

kayitlarin dinlenmesidir.

4. Yaklagma veya kaginma tepki kategorileri arasinda kararsiz kaldiginiz zaman,
liitfen ¢ok fazla zaman harcamadan birini se¢iniz. Bagka bir deyisle, eger iki farkli

yaklagsma kategorisinden birini segcmekte zorluk yasiyorsaniz, ¢ok fazla kararsiz
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kalmadan birini segebilirsiniz. Kodlamalar sirasinda 6nemli olan, iki genel kategori
arasindaki (yaklasma — kag¢inma kategorileri) ayrimi1 net bir sekilde yapabiliyor

olmanizdir.

5. Calismaya katilan terapistler, her bir danisanin video kaydin1 gérmeden once
onlarla ilgili bir 6zge¢mis bilgisini okumaktadir. Simdi sizlerle birlikte bu 6zgecmis
bilgilerini beraber inceleyelim. (Her bir 6zge¢mis okunur). Ozgecmis bilgisi
disinda, her bir terapistten izledikleri danisanlarla daha oOnce 4 seans
gergeklestirdiklerini varsaymalar1 istenmistir. Bu sebeple, terapistler okuduklar
0zgecmis bilgilerinden ya da daha oOnce gercgeklestirdiklerini varsaydiklart 4
seanstan referans vererek ya da Onerilerde bulunarak tepki verebilirler. Eger
terapistlerin tepkilerinde referans verdiklerine ya da 6neride bulunduklarina dair bir
kanit varsa, muhtemel tepki kodu 2 (kesif) olacaktir. Ancak, verilen 6neri ya da
referans tepkisi konunun akisina uymuyorsa, 5 (onaylamama) ya da 7 (yok sayma)

olarak kodlanabilir.

6. Terapistlerin durak tepkilerini kodlamadan 6nce, o duragin 6ncesinde danisanin
hangi icerikten bahsettiginden emin olunuz. Ornegin, danisan bir¢cok duygudan
(liziintli, hayal kiriklig1 gibi) ayn1 anda bahsederken, terapist verdigi tepkilerde bu
duygular1 goz ardi ediyor ise; terapistin tepkilerinden en az birini 7 (yok sayma)
olarak kodlaymiz. Terapistin duyguyu ne derece yansittigini da dikkate alarak

kodlamay1 yapiniz.

7. 5 numarali kategori olan “onaylamama” kategorisi ¢ogu zaman kolaylikla goze
carpmayan bir kategori olabilmektedir. Bu noktada terapistin tepkisindeki kelime
secimi ya da kendini ifade bi¢imi, verdigi tepkinin kaginma ya da yaklagsma olup

olmadig1 konusunda netlik saglayabilir.

8. Son olarak, analog durumun yapay olduguna dikkat etmeniz Onemlidir.
Terapistler goriismelerin kayit altina alinmasindan Gtiirii tedirgin olabilirler, bu
nedenle igerigi anlagilamayan tepkilerin kaginma ya da kars1 aktarima esit oldugu

sonucuna varamayiz.

102



APPENDIX N: STUDY INSTRUCTIONS

CALISMA YONERGELERI

Yonerge 1 (Cevrim ici anketi doldurmadan o6nce): “Calisma iki asamadan
olusmaktadir. Ilk asamada sizden bir anket bataryasmi doldurmanizi isteyecegim.
Bu anketleri doldurmak biraz vakit alabilmektedir; fakat, calismanin diger
asamasinda doldurmaniz1 isteyecegim &lgiimler ¢ok daha kisa siirecektir. Ikinci
asamada ise; size li¢ farkli danisanin video kayitlarini izletecegim ve onlara gercek
bir seanstaymig gibi tepki vermenizi isteyecegim. Siz anketleri doldurduktan sonra

ikinci asamay1 daha detayli anlatacagim.
Eger hazirsaniz baslayabiliriz.
Anketi bitirdiginizde liitfen bana seslenin.”

Yonerge 2 (Cevrim i¢i anket bittikten sonra): “Calismanin ikinci kisminda, size
ti¢ farkli danisanin terapi seanslarinin video kayitlarini izletecegim ve onlara gergek
bir terapi seansindaymissimiz gibi tepki vermenizi isteyecegim. Bu kisimda
danisanlarin ve onlarla olan iliskinizin ger¢ek oldugunu varsaymanizi isteyecegim.
Ben size ¢aligmay1 anlattiktan sonra odadan ayrilacagim. Sanki burasi sizin terapi
odaniz, danisanlarla bas basasiniz ve bu danisanlar sizin daha 6nce beraber 4 seans
yiriittiigiinliz ve iyi bir iliski kurdugunuz danisanlarinizmis gibi varsaymanizi

istiyorum. Her bir danisan1 daha gergekei bir sekilde taniyabilmeniz ve tepki
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verebilmeniz adina video kayitlarda danisanlart gérmeden Once, onlarin

0zgeemisine dair bilgilerin yer aldig1 bir boliimle karsilasacaksiniz.

Dilerseniz ilk videoya beraber bakalim.”

Yonerge 3 (Calisma Tanitimi): “Her bir video kayitta ilk olarak bu danisanda
oldugu gibi bir 6zge¢mis bilgisiyle karsilasacaksiniz (1sinma videosu danisani
gosterilir). Ozgegmis bilgisi sizin okuma hizinizdan daha hizli bir sekilde akabilir,
yazilar1 kagirabileceginizi diisiindiigiinliz zaman videoyu durdurabilirsiniz.
Ozgegmisin devaminda danisan ekranda belirecektir. Damisan kayitta belirdikten
sonra, sizden kaydi durdurmadan tek seferde danisanin anlattiklarini
dinlemenizi/danigan1 izlemenizi isteyecegim. Her bir kayitta dnceden belirlenmis
durak noktalar1 yer almaktadir (gosterilir). Bu durak noktalarinda sizden kaydi
durdurmanizi1 ve sanki gercek bir seanstaymigsiniz gibi danisana tepki vermenizi
isteyecegim. Istediginiz siire boyunca ve iginizden geldigi kadar tepki verebilirsiniz,
tepkiniz bittikten sonra liitfen kayd: devam ettiriniz. {lk danisanin kayd: bittikten
sonra sizden bazi dlgiimler alacagim, sonrasinda ikinci danisani izleyeceksiniz ve

prosediir diger iki danisanda da ayni sekilde devam edecek.

Simdi eger prosediirle ilgili bir sorunuz yoksa ve yonerge sizin i¢in aciksa ben
odadan ayrilacagim. Isiniz bittiginde bana seslenmenizi isteyecegim, ben odaya
gelip, size bahsettigim 6l¢iimleri verecegim, siz onlar1 doldururken ikinci daniganin

videosunu agacagim.”

Yonerge 4 (Calismanin Sonlandirilmasy/Bilgilendirme): “Oncelikle

arastirmamiza katildiginiz i¢in tesekkiir ederiz.

Katildiginiz arastirmanin amaci, terapistlerin 6liim kaygisi ve saglik davraniglarinin,
kronik/0liimciil hastalara yonelik duygusal, biligsel ve davranigsal karsi aktarim
tepkilerine ne diizeyde etki ettigini belirlemektir. Gegmiste yapilan aragtirmalar,
terapistlerin ¢oziilmemis meselelerinin, daniganin problemi ya da terapiye getirdigi

malzemeyle tetiklenmesi durumunda, kars1 aktarima yol agtigini géstermektedir. Bu
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arastirmada da Olim kaygisi yiiksek ve saglik davranislart diistik terapistlerin,
kronik/0liimciil hastaliga sahip danigana yonelik duygusal, biligsel ve davranigsal

kars1 aktarim tepkilerinin daha fazla olmasi beklenmektedir.

Bu amagla, ilk olarak sizi ¢aligmaya i1sindirmak amaciyla bir kayit izletilmistir.
Devaminda ise; akut ve kronik hastaliga sahip iki danisanin kayitlari izletilmistir.
Bu siiregte onlarla gergek bir seanstaymigsiniz gibi tepki vermeniz beklenmistir. Bu
sekilde, minyatiir videolardaki danisanlara kars1 duygusal, biligsel ve davranigsal

kars1 aktarim tepkileriniz ol¢tilmiistiir.

Arastirmaya dair sormak istediginiz bir sey var m1?

Katiliminiz i¢in tekrar tesekkiir ederiz. Liitfen arastirmaya katilma ihtimali olan

kisilerle aragtirmanin igerigi ile ilgili bilgi paylasmayiniz.”
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APPENDIX O: DEMOGRAPHIC INFORMATION FORM

DEMOGRAFIK BiLGi FORMU

Asagidaki formu kisisel bilgilerinize gére dogru olarak doldurunuz. Yanitlar grup
halinde degerlendirilecegi i¢in isim yazmaniza gerek yoktur. Liitfen her soruya yanit
veriniz. Tiim sorular1 yanitladiginiz i¢in tesekkiir ederiz.

1. Cinsiyetiniz:

2. Yasiz:

3. Egitim durumunuz:

Universite mezunuyum () Mezun oldugunuz bolim:
Yiiksek lisans mezunuyum () Mezun oldugunuz bolim:

Doktora mezunuyum () Mezun oldugunuz bolim:

4. Herhangi bir iste ¢calisiyor musunuz?

a) Evet
b) Hayir

Cevabiniz "Evet" ise, mesleginizi icra ettiginiz kurum:

a) Kamu Kurum ve Kuruluslar1
b) Ozel Kurum ve Kuruluslar
¢) Her ikisi de

5. Hala egitiminize devam ediyorsamz (yiiksek lisans /doktora) kayith

oldugunuz programin adi nedir?
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e Programda hangi
asamadasiniz?

6. Simdiye kadar psikoterapi hizmeti verme deneyiminiz oldu mu?

a) Evet
b) Hayir

Cevabiniz "Evet" ise, ger¢eklestirdiginiz toplam seans sayisi:

gordiigliniiz toplam vaka sayisi:

7. Simdiye kadar siipervizyon alma deneyiminiz oldu mu?

a) Evet
b) Hayir

Cevabimiz "Evet" ise, siipervize edildiginiz toplam seans sayist:

stipervize edildiginiz toplam vaka sayisi:

8. Liitfen kendi teorik yaklasimimizi kisaca anlatiniz.
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APPENDIX P: THORSON-POWELL’S DEATH ANXIETY SCALE

THORSON-POWELL OLUM KAYGISI OLCEGI

Bu boliimde sizden, asagidaki maddelerde ifade edilenlerin fikrinize ne 6l¢iide
uydugunu isaretlemeniz istenmektedir. Liitfen sizin i¢in uygun olan sikki,
maddelerin sag tarafindaki segeneklerden birini isaretleyerek belirtiniz.

Fikrime | Fikrime | Kararsizim | Fikrime | Fikrime
¢ok uygun
uygun aykir ¢ok
aykiri

1. | Acigekerek 6lmekten korkarim.

2. | Obiir diinyanin nasil bir yer oldugunu
bilmemek beni tedirgin eder.

3. | Oldiikten sonra bir daha asla
diisiinememek fikri beni dehsete
diistiriir.

4. | Gomiildiikten sonra cesedime ne
olacagi konusu beni hi¢
kaygilandirmiyor.

5. | Tabutlar beni huzursuz eder.

6. | Oldiikten sonra islerim iizerindeki
kontrolii kaybedecegim
diisiincesinden nefret ederim.

7. | Oliim sonrasi tamamen hareketsiz
kalmak beni kaygilandirr.

8. | Ameliyat olacagim diislindiigiimde
¢ok korkarim.

9. | Oliimden sonraki hayat konusu beni
oldukga kaygilandiriyor.
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10.

Yavas ve uzun siiren bir 6liimden
(canimin yavas yavas ¢ikmasindan)
hi¢ korkmuyorum.

11.

Oldiigiim zaman bir tabuta
kapatilacak olmam diisiincesi benim
icin sorun degil.

12.

Oldiikten sonra tamamen aciz bir
durumda olacagim fikri beni huzursuz
eder.

13.

Oldiikten sonra baska bir hayatn olup
olmamastiyla hig ilgilenmiyorum.

14.

Oldiikten sonra asla tekrar bir sey
hissedememek beni huzursuz eder.

15.

Oliirken ¢ekilen 1zdirap beni
kaygilandiriyor.

16.

Oldiikten sonra yeni bir hayatin
olmasini ¢ok istiyorum.

17.

Ebediyen aciz olmaktan endise
duymuyorum.

18.

Cesedimin mezarda ¢lirliyecegi
diisiincesi beni dehsete diisiiriiyor.

19.

Oldiikten sonra diinyalik birgok
seyden mahrum kalacagim diisiincesi
beni rahatsiz eder.

20.

Oldiikten sonra bize ne olacag
konusunda ¢ok kaygilaniyorum.

21.

Diinyevi seyleri elde etmek (ve onlari
kontrol altinda tutmak) benim i¢in
onemli degildir.

22.

Oliimiin insanin her seyden ayiracak
olmasi beni dehsete diisiiriiyor.

23.

Kansere yakalanmaktan 6zel bir korku
duymuyorum.

24,

Oldiikten sonra yapilmasi
gerekenlerle ilgili olarak teferruath bir
vasiyet birakacagim.
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APPENDIX R: HEALTH-PROMOTING LIFESTYLE PROFILE 11

SAGLIKLI YASAM BiCiMi DAVRANISLARI OLCEGI II

Bu ankette su anki yasam tarziniz ve aliskanliklarimiz ile ilgili sorular yer
almaktadir. Liitfen sorulart miimkiin oldugu kadar dogru ve eksiksiz yanitlaymiz.
Her aligkanliginizin sikligin1 uygun segenegi daire i¢ine alarak belirtiniz. Hig¢ bir
zaman 1, bazen 2, sik sik 3, diizenli olarak 4 olarak degerlendirilmektedir.

Higbir

Zaman
Bazen

Sik sik
Diizenli
Olarak

1 | Bana yakin olan Kisilerle endiselerimi ve
sorunlarimi tartigirim.

2 | Siv1ve kat1 yagi, kolesterolii diisiik bir
diyeti tercih ederim.

3 | Doktora ya da bir saglik gorevlisine,
viicudumdaki olagandis1 belirti ve
bulgular1 anlatirim.

4 | Diizenli bir egzersiz programi yaparim.

5 | Yeterince uyurum.

6 | Olumlu yonde degistigimi ve gelistigimi
hissederim.

7 | Insanlar1 basarilari igin takdir ederim.

8 | Sekeri ve tatliyr kisitlarim.

110



9 | Televizyonda saghig: gelistirici
programlari izler ve bu konularla ilgili
kitaplar1 okurum.

10 | Haftada en az ti¢ kez 20 dakika ve/veya
daha uzun siireli egzersiz yaparim (hizh
yiriiyis, bisiklete binme, aerobik, dans
gibi).

11 | Her giin rahatlamak icin zaman ayiririm.

12 | Yasamimin bir amaci olduguna inanirim.

13 | Insanlarla anlaml ve doyumlu iliskiler
strdiririam.

14 | Her giin 6-11 6giin ekmek, tahil, piring ve
makarna yerim.

15 | Saglik personeline 6nerilerini anlamak
i¢in soru sorarim.

16 | Hafif ve orta diizeyde egzersiz yaparim
(Ornegin haftada 5 kez ya da daha fazla)
yuraram.

17 | Yasamimda degistiremeyecegim seyleri

kabullenirim.

18 | Gelecege umutla bakarim.

19 | Yakin arkadaslarima zaman ayiririm.

20 | Her giin 2-4 6giin meyve yerim.

21 | Her zaman gittigim saglik personelinin
onerileri ile ilgili sorularim oldugunda
baska bir saglik personeline danisirim.

22 | Bos zamanlarimda yiizme, dans etme,
bisiklete binme gibi eglendirici fizik
aktiviteler yaparim.

23 | Uyumadan once giizel seyler diistiniiriim.
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24

Kendimle barisik ve kendimi yeterli
hissederim.

25

Baskalarina ilgi, sevgi ve yakinlik
gostermek benim i¢in kolaydir.

26

Her giin 3-5 6giin sebze yerim.

27

Saglik sorunlarimi saglik personeline
danisirim.

28

Haftada en az ii¢ kere kas gli¢lendirme
egzersizleri yaparim.

29

Stresimi kontrol etmek i¢in uygun
yontemleri kullanirim.

30

Hayatimdaki uzun vadeli amaglar i¢in
caligirim.

31

Sevdigim kisilerle kucaklagirim.

32

Her giin 3-4 kez siit, yogurt veya peynir
yerim.

33

Viicudumu fiziksel degisiklikler, tehlikeli
bulgular bakimindan ayda en az bir kez
kontrol ederim.

34

Ginlik isler sirasinda egzersiz
yaparim (Ornegin, yemege
yiiriiyerek giderim, asansor
yerine merdiven kullanirim,
arabami uzaga parkederim).

35

Is ve eglence zamanmimi dengelerim.

36

Her giin yapacak degisik ve ilging seyler
bulurum.

37

Yakin dostlar edinmek i¢in ¢aba
harcarim.
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38

Her giin et, tavuk, balik, kuru bakliyat,
yumurta, ¢erez tiirii gidalardan 3-4
porsiyon yerim.

39 | Kendime nasil daha iyi bakabilecegim
konusunda saglik personeline danisirim.

40 | Egzersiz yaparken nabiz ve kalp atiglarimi
kontrol ederim.

41 | Gilinde 15-20 dakika gevseyebilmek,
rahatlayabilmek i¢in uygulamalar
yaparim.

42 | Yasamimda benim i¢in dnemli olan
seylerin farkindayim.

43 | Benzer sorunu olan kisilerden destek
alirm.

44 | Gida paketlerinin iizerindeki besin, yag ve
sodyum igeriklerini belirleyen etiketleri
okurum.

45 | Bireysel saglik bakimu ile ilgili egitim
programlarina katilirim.

46 | Kalp atimim hizlanana kadar egzersiz
yaparim.

47 | Yorulmaktan kendimi korurum.

48 | Ilahi bir giiciin varligina inanirim.

49 | Konusarak ve uzlasarak ¢atismalari
¢Ozerim.

50 | Kahvalt1 yaparim.

51 | Gereksinim duydugumda bagskalarindan
danismanlik ve rehberlik alirim.

52 | Yeni deneyimlere ve durumlara agigim.
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APPENDIX S: TWO-DIMENSIONAL SOCIAL DESIRABILITY SCALE

iKi BOYUTLU SOSYAL iSTENIRLiK OLCEGI

Bu boliimde sizden istenilen asagidaki ifadeleri dikkatle okuduktan sonra, kendinizi
degerlendirmeniz ve sizin i¢in en uygun segenegin karsisina carpt (X) isareti
koymanizdir. Her sorunun karsisinda bulunan; “1” Hi¢ uygun degil, “2” Uygun
degil, “3” Biraz uygun, “4” Uygun, “5” Tamamen uygun anlamina gelmektedir.
Liitfen her ifadeye mutlaka TEK yamit veriniz ve kesinlikle BOS birakmayiniz.
Seceneklerde "dogru" ya da "yanlis" diye bir degerlendirme yoktur, dnemli olan
sizin kendinizi nasil tanimladiginizdir.

1 | Verdigim kararlardan dolay1 asla pismanlik duymam. 1(2|3|4]5
2 | Birinin arkasindan kesinlikle kot seyler konusmam. 112(3|4]|5
3 | Bana yonelik elestirileri her zaman dikkate alirim. 112|3|4]|5
4 | Hayatimda hi¢ hirsizlik yapmadim. 112(3|4]|5
5 | Bir seyi kafama koydugumda diger insanlar nadiren fikrimi

degistirebilir. 11213145
6 | Kendi kaderimi yazabilecegimi disiiniiriim. 1(2|3|4]5
7 | Bana ait olmayan seyleri asla almam. 112|3|4]|5
8 | Is veya okuldan izin almak i¢in hasta numaras1 yapmam. 112(3|4]|5
9 | Verdigim kararlara ¢ok giivenirim. 1({2|3|4]5
10 | Kesinlikle sokaga ¢op atmam. 1(2|3|4]5
11 | Arag kullanirken hiz limitini agmam. 112|3|4]|5
12 | Diger insanlarin benim hakkimda ne diisiindiigiinii dikkate almam. 1(2|3|4]5
13 | Kendime kars1 her zaman diiriist davranirim. 112|3|4]|5

14 | Suglu duruma diisme ihtimalim olmasa bile her zaman yasalarauyarim. |1 |2 |3 |4 |5
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15

Tamamen mantikli bir insanim.

16

Insanlarin 6zel bir seyler konustugunu duyarsam dinlemekten
kaginirim.

17

Zihnimi dagitan bir diigiinceden uzaklasmak benim i¢in zor degildir.

18

Hatalarimi kesinlikle gizlemem.

19

Koti aligkanliklarimi terk etmek bana zor gelmez.

20

Duygularimin yogunlasmasi diisiincelerimde dnyargili olmama neden
olmaz.

21

Magaza esyalarina zarar verirsem kesinlikle bu durumu goérevlilere
bildiririm.

22

Diger insanlar hakkinda dedikodu yapmam.

23

Insanlara yonelik ilk izlenimimde yanilmam.

24

Cok mecbur olsam bile yalan séylemem.

25

Higbir kotii aligkanligim yoktur.

26

Yaptigim islerde her zaman dogru adimlar atarim.

27

Asla cinsel igerikli kitap veya dergi okumam.

28

Kesinlikle kiifiir etmem.

29

Aligverislerde para iistiinii fazla aldigim durumlarda hemen geri
veririm.
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APPENDIX U: TURKISH SUMMARY / TURKCE OZET

KRONIK VE AKUT HASTALARA YONELIK KARSI AKTARIM
TEPKILERIi: TERAPISTLERIN OLUM KAYGISI VE SAGLIK
DAVRANISLARININ ETKILERI

BOLUM 1
GIRIS
1.1. Kars1 aktarim: Karmasik Bir Tarihce ve Cesitli Kavramsallagtirmalar

Kars1 aktarim, psikoterapi alaninda uzun zamandir yer alan, karmasik ve degisken
bir gegmise sahip olan bir kavramdir. Psikoterapi alaninin temel taslarindan biri olan
kars1 aktarim kavrami psikanalitik kuram ile ortaya ¢ikmistir (Stefana, 2017).
Kavramin ortaya atildigi ilk donemlerde, gerek klinik gerekse teorik agilardan bu
yapiya gereken 6nem gosterilmemistir. Oyle ki; kavrami ilk ortaya atan kisi olarak
Sigmund Freud (1910/1959) dahi bu konu hakkinda ¢ok fazla literatiir bilgisi ortaya
koymamistir (Freud’dan aktaran Gelso & Hayes, 2007). Freud, kavrama dair
acgiklamalarinda, daha ¢ok karsi aktarimin tedavi siireci ve hasta iizerindeki zararl
etkilerinden bahsetmis ve karsi aktarimi analistlerin uygulamalarinda kaginmasi
gereken bir yap1 olarak kavramsallastirmistir. Bir¢ok teorisyene gore, bu negatif
kavramsallastirmanin sonucu olarak, karsi aktarim hem literatiirde hem de terapi

odasinda bir tabu konu olarak kalmistir.

Zamanla kars1 aktarim, sadece psikanalistlerin degil, farkli yonelimlere sahip

uygulamacilarin da ilgisini gekmeye baslamistir (Gelso & Hayes, 2007). Kavramla
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ilgili literatiirde farkli goriislere rastlamak miimkiindiir. Hem psikodinamik
yaklagim hem de diger yaklasimlar agisindan karsi aktarimin nasil tanimlanacagi ve

psikoterapideki rolii hala tartisilan bir konudur.

1.1.1. Karsi Aktarima lliskin Kavramsallastirmalar. Gelso ve Hayes
(2007), literatiirde kendi kavramsallastirmalart (biitiinciil goriis) disinda kars
aktarima dair dort farkli goriisiin, yani klasik, totalistik, tamamlayict ve iligkisel
goriig, var oldugundan bahsetmistir. Bunlardan ilki olan klasik goriise, ilk olarak,
Freud'un 1910'daki yazilarinda (Freud’dan aktaran Gabbard, 2001) rastlanmistir.
Klasik goriise gore kars1 aktarim, hastanin aktarimina yonelik verilen bilingdist ve
nevrotik tepkilerdir (Kernberg, 1965). Klasik gorlise gore, terapistin gocukluk
deneyimlerinden kaynaklanan ¢oziilmemis meseleleri hastanin aktarimi ile uyarilir
ve terapistin tepkileri ile ifade edilir. Klasik goriis, kars1 aktarimi zararli bir yapi
olarak tanimlamakta ve terapistlerin bu yapiyr terapide faydali bir sekilde
kullanmasinin miimkiin olmadigin1 ve bu sebeple miimkiinse karsi aktarimin
ortadan kaldirilmasi gerektigini ileri stirmektedir; ¢ilinkii ideal terapist tutumu notr
olandir. Bu goriis psikoloji alaninda yillarca baskin bir halde kalmis olsa da, hem
psikoanalizin kaspsaminin genislemesi, hem de psikoterapide farkli patolojilerle

karsilasilmasinin sonucunda, baska bir goriis olan, fotalistik tanim, ortaya ¢ikmistir.

Totalistik gorilise gore, terapist tarafindan hastaya verilen biitiin duygusal tepkiler
kars1 aktarim olarak tanimlanmaktadir. Totalistler, terapistin hastaya yonelik tutum
ve duygularinin, hastanin ihtiyaglarini ve dinamiklerini anlamak adina faydal ve
onemli tepkiler oldugunu ileri siirmiistir (Gelso & Hayes, 2007). Bu
kavramsallastirmayla birlikte karsi aktarim, terapistlerin kendi tepkilerini
anlamlandirp, hastalarinin dinamiklerini kesfedebilecekleri mesru bir mercek

haline gelmistir.

Ucgiincii bir goriis olan, tamamlayici gériis, karst aktarimi hastanin iliskilenme
biciminin veya aktariminin bir tamamlayicisi olarak goriir (Racker, 1957).

Terapistin hastanin iligkilenme big¢imine veya aktarimina verdigi tepkilerin
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kacinilmaz olusu hem totalistik hem de tamamlayict goriislin ortak anlayisidir.
Tamamlayici goriisiin ayirt edici tarafi ise, hasta ile terapist arasindaki psikolojik
dansa dayanmaktadir. Tedavi slireci boyunca, terapist ve hasta siirekli olarak
birbirlerinin i¢sel ve dissal tepkilerini etkiler. Hasta, bilingli ya da biling dis1 olarak,
diger insanlarda ¢ogunlukla uyandirdig: belirgin ve muhtemel tepkileri terapistte de
uyandirir (Norcross, 2011). Terapist bu tepkilere kapilmak yerine, hastanin iligki
kurma tarzina ve bu tarzin ne sdylemeye calistifina odaklanarak, etkili terapotik

miidahalelerde bulunmaya calisir.

Son olarak, iliskisel kavramsallastirmada, kars1t aktarim, terapistin ve hastanin
karsilikli bir insas1 olarak goriiliir (Mitchell, 1993). Iliskisel goriise gore, seans
sirasinda ortaya ¢ikan her sey, hasta ve terapist tarafindan miisterek bir sekilde insa
edilir. Dolayisiyla, terapist ve hasta, hem kars1 aktarim hem de aktarimin dogasinm

birlikte sekillendirmis olurlar.

Gelso ve Hayes (2007), bu dort kavramsallastirmanin yani sira, kendi klinik
uygulamalar1 ve uzun vadeli arastirmalariyla birlikte ortaya biitiinciil yaklasim
ismini verdikleri bir kars1 aktarim goriisiinii ileri stirmiislerdir. Yukarida bahsedilen
goriislerin her birinden ¢ikardiklar1 ogretiler ile Gelso ve Hayes, halihazirda bu
calismada da kullanilan, karsi aktarim kavramsallastirmasint su sekilde
siirlandirarak tanimlamiglardir: “Terapistin her zaman degil ama genellikle biling
dis1 olan, ¢oziilmemis ¢atismalarinin i¢sel ve dissal tepkileridir” (p. 269) ve bu
tepkiler, eger terapist tarafindan basarili bir sekilde anlasilir ve hastasini anlamaya

yardimci olmak i¢in kullanilirsa faydal tepkiler olarak goriilebilir.

1.2. Teorik Cerceve: Kars1 Aktarimin Yapisal Teorisi

Biitiinciil goriigiin savunucularindan biri olan Hayes (1995), kars1 aktarima dair,
alanda ¢aligmalarin destekleyebilecegi ya da ¢iiriitebilecegi bir teorinin olmadigini
fark etmistir. Hayes, simdiye kadar kars1 aktarima iligkin pek ¢ok calismanin var
oldugunu; fakat bu ¢alismalarin bulgulariyla, klinik ya da teorik olarak anlamli bir

sonuca ulagmanin giic oldugunu belirtmistir. Bu sebeple, Hayes kendi
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calismalarindan ve baska arastirmacilarin ¢aligma bulgularindan (6rnegin, Gelso,
Fassinger, Gomez, & Latts, 1995; Latts & Gelso, 1995; Lecours, Bouchard, &
Normandin, 1995; McClure & Hodge, 1987; Robbins & Jolkovski, 1987)
faydalanarak, karsi aktarima iliskin teorik bir modeli —yapisal teoriyi— ortaya
atmugtir. Yapisal teori, karsi aktarimi, karsi aktarimin (1) kokeni, (2) tetikleyicileri,
(3) tezahiirleri, (4) etkileri ve kars1 aktarimla (5) basa ¢ikma faktorleri olmak lizere
bes ana yapiya ayirmistir. Mevcut ¢alismada, ilk {i¢ yapiya, yani karsi aktarimin
kokeni (terapistlerin  Olim kaygis1 ve saghik davraniglari), tetikleyicileri
(kronik/6liimciil hastaliga sahip bir danisan) ve tezahiirlerine (terapistlerin bilissel,
duygusal ve davranigsal tepkileri) odaklanilacaktir. Diger bir deyisle, karsi
aktarimin etkileri ve karsi aktarimla basa ¢ikma faktorleri mevcut calismanin
kapsaminda degildir. Bu nedenle, 6zetin bir sonraki kisminda yalnizca ¢alismada

kullanilan ii¢ temel yap1 hakkinda bilgi verilecektir.

1.2.1. Karst Aktarimin Kokenleri. Koken, karst aktarimi doguran
terapistlerin ¢oziilmemis catismalar1 ve kirilganliklaridir (Gelso & Hayes, 2007;
Hayes vd., 1998; Maunders, 2010; Rosenberg & Hayes, 2002). Ayn1 zamanda kars1
aktarimin nereden dogdugu sorusuna cevap veren bir yapidir. Biitiin terapistler,
diger insanlarda oldugu gibi, hayatlarinda bir noktaya kadar ¢6ziilmemis problemler
yasarlar. Gelso ve Hayes’e (2007) gore, kars1 aktarimin kokeni, terapistin erken
cocukluk doneminde yasadigi meselelere dayanmaktadir; fakat yazarlar her zaman
durumun bdyle olmadig1 goriisiinii de bildirmektedirler. Ornegin, terapistin yakin
gecmisinde yasadigi travmatik bir kayip da terapistte bircok duygusal catisma

yaratabilir.

Cesitli konular kars1 aktarimin kdkeni olarak ortaya cikabilir. Ornegin, bu konuda
yapilan niteliksel bir arastirmada, Hayes ve arkadaslart (1998), karst aktarimin
kokenine dair (1) aile meseleleri, (2) ihtiyag ve degerler, (3) terapiye 6zgii meseleler
ve (4) kiiltiirel meseleler olmak iizere dort farkli konudan bahsetmistir. i1k kategori,
aile meseleleri, ¢alismadaki sekiz katilimci terapistin sekizinde de karsi aktarim

tepkileri uyandirmistir. Terapistler, kars1 aktarimla ilgili ¢6ziilmemis meselelerini,
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kok aile, ebeveynlik ve partnerlik olmak {izere ii¢ alt kategoride siniflandirmistir.
Kars1 aktarim kokenine dair ikinci kategori olan, terapistlerin ihtiya¢ ve degerleri,
onlarin biiyiiklenmeci ve narsisistik ihtiyaclarinin onemli, giiclii, hakli ve tatmin
edilmesi gereken ihtiyaglar olusuna dayaniyordu. Ugiincii kategori olarak,
aragtirmacilar, karsi aktarimin kokeninin terapistlik roliiniin kendisiyle iliskili
oldugunu belirlemislerdir. Bu kategoriye 6rnek olarak, birgok terapist, terapinin
sona ermesi veya terapi performansiyla ilgili sorunlar yasadiginmi bildirmistir. Son
olarak, kars1 aktarim kokeninin bir alt kategorisi olan kiiltiirel meseleler, cinsiyet ve
1rk gibi alt kategorileri igermekteydi. Ornegin, kadin danisanlariylayken “giiclii bir
erkek” olma ihtiyact duyan erkek terapistlerden biri, kadin danisaninin gii¢lii biri

oldugu algisina sahip oldugunda tehdit altinda hissettigini bildirmistir.

Oliim kaygisi ve saglik davramslar da karsi aktarrm kokenlerine drnek olabilecek
varolussal meseleler olabilir. Terapistlerin bu konulara iligkin ¢6ziilmemis
meselelerinin terapi silirecine nasil yansidigi karsi aktarimin  kokenlerini
anlayabilmek adina 6nemli goziikmektedir. Bu kokenlere ek olarak, 6zellikle, bu
meseleleri tetikleyebilecek potansiyele sahip, terapiye 6liim ve saglik meselelerini
getiren, kronik/6liimciil hastalarla c¢alisirken terapistlerin nasil etkilendikleri

tizerinde durulmasi gereken onemli bir konu olarak diistiniilmiistiir.

1.2.2. Karst Aktarimin Tetikleyicileri. Terapistin  ¢6ziilmemis
catigmalarina veya zayif noktalarina dokunan veya onlar1 ortaya ¢ikaran terapotik
olaylar veya danisan Ozellikleri karsi aktarimin tetikleyicileri olarak adlandirilir
(Gelso & Hayes, 2007; Hayes, Gelso, & Hummel, 2011; Rosenberg & Hayes, 2002).
Gelso ve Hayes (2007), kars1 aktarimin, terapistlerin ¢oziilmemis catigmalar1 ve
kirilganliklart (karsi aktarimin kékeni) ile terapdtik olaylar veya danisan 6zellikleri
(kars1 aktarimin tetikleyicileri) arasindaki etkilesime bagli olarak ortaya ¢iktigini
One siiren, karsi aktarim etkilesim hipotezini ortaya atmiglardir. Bu hipoteze gore,
terapistle iligkili faktorlere ek olarak, karsi aktarimin tetikleyicisi olabilecek

danisana iliskin faktorlerin ¢alisilmasi da kritik 6nem tasimaktadir.
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Hayes’in (1995) teorik modelini kullanarak, pek ¢ok arastirmaci karsi aktarimin
tetikleyicileri hakkinda ¢alismistir (6rnegin, Doschek, 2006; Harbin, 2004; Hayes
& Gelso, 1993). Daniganlarin getirdigi problemler ve bu problemleri sunma tarzlari
en sik calisilan karsi aktarim tetikleyicileri arasindadir (Hayes & Gelso, 2007).
Danisanlarin getirdigi problemlere odaklanan ¢alismalar, cinsel istismar (Latts &
Gelso, 1995), HIV enfeksiyonu (Hayes & Gelso, 1993), escinsel iliski problemleri
(Gelso vd., 1995), beden algisina iliskin meseleler (Doscheck, 2006) ve 1rkla ilgili
meseleler (Harbin, 2004) gibi problemler {izerine yogunlagmistir. Danisanlarin
problemleri sunma tarzlarina bakildiginda, saldirgan, bagimli ve bastan ¢ikarici
danisan tarzlar karsi aktarimin tetikleyicileri olarak calismalarda incelenmistir

(Brown & Lent, 2008).

Bu aragtirmalardan c¢ikarilan sonug, karsi aktarimin en giiclii tetikleyicisinin,
terapistlerin ¢oziilmemis meseleleri ile danmisanlara iligkin faktorler (6rnegin,
danisanlarin sorunlarin1 sunma bigimleri veya problemleri) arasindaki etkilesim
oldugudur (Doscheck, 2006). Benzer sekilde, karsi aktarim etkilegsim hipotezi
dedigimiz, danisan ve terapiste iliskin faktorlerin etkilesimini esas alan hipotez
mevcut tezin temelini olusturmustur. Bu nedenle, ¢dziilmemis potansiyel ve
varolugsal terapist meseleleri olarak yiiksek olim kaygisi ve disiik saglik
davraniglarinin, terapiye oliim ve saglik meselelerini getiren, kronik/6liimciil
hastaliga sahip damisanlarla ¢alisirken kars1 aktarima yol acabilecegi
diistiniilmiistiir. Kars1 aktarimin kendisini nasil tezahiir ettigi ise bir sonraki kismin

konusudur.

1.2.3. Kars1 Aktarim Tezahiirleri. Kars1 aktarim biligsel, duygusal ve
davranigsal olmak {iizere ii¢ farkli yolla ya da bu yollarin hepsiyle birden tezahiir
edebilir. Duygusal tepkiler (6rnegin, terapist kaygisi; Bandura, 1956; Cohen, 1952;
Hayes & Gelso, 1991, 1993; Yulis & Keisler, 1968) ve bilissel tepkiler (6rnegin,
danisan materyalinin yanlig hatirlanmasi; Cutler, 1958; Doscheck, 2006; Bandura,
Lipsher, & Miller, 1960; Doscheck, 2006; Harbin, 2004; Hayes & Gelso, 1999) i¢sel

reaksiyonlar olarak diisiiniiliirken, sozlii ve sozsiiz davranislar (6rnegin, kaginma;
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Bandura, Lipsher, & Miller, 1960; Doscheck, 2006; Harbin, 2004; Hayes & Gelso,
1991, 1993; Latts & Gelso, 1995) digsal reaksiyonlar olarak goriilmektedir. Mevcut
tez, terapistlerin biligsel, duygusal ve davranigsal karsi aktarim tepkilerini karsi
aktarim tezahiirleri olarak inceleyecektir. Bu nedenle, bu tezahiirlere 6zellikle

bagimli degiskenler olarak odaklanan ¢aligmalar bu boliimde incelenmistir.

1.2.3.1. Karsti Aktarimin Biligsel Tezahiirleri. Pek ¢ok yazar karsi
aktarimin biligsel tezahiirlinli operasyonel olarak “bilissel c¢arpitma” seklinde
tanimlamistir. Ornegin, kars1 aktarim tezahiiriine iliskin en eski arastirmalardan
birinde, Cutler (1958), terapistlerin, kendi ¢0zlilmemis meselelerine dair
malzemenin terapide danisan tarafindan sunulmasi durumunda, bu malzemenin
terapistler tarafindan oldugundan ¢ok daha fazla ya da az seklinde rapor edildigini
tespit etmistir. Yine benzer bir calismada, arastirmacilar, lezbiyen ve heteroseksiiel
danisanlara yonelik karsi aktarim tezahiirlerini incelemistir (Gelso vd., 1995).
Calisma bulgulari, kadin ve erkek terapistlerin heteroseksiiel danisanlarin
kullandiklar kelimeleri dogru sayida hatirladiklarini; fakat kadin terapistlerin erkek
terapistlere kiyasla lezbiyen danisanlarinin kullandiklar1 kelimeleri daha yanlis
sayida hatirlama egiliminde olduklarini géstermistir. Bu bulgular, danisan (yasadigi
cinsel giicliikler hakkinda konusan lezbiyen danisan) ve terapist 6zellikleri (6rnegin,
terapistin homofobisi) arasindaki etkilesimin kars1 aktarimin biligsel tezahiirii olarak

goriilen biligsel carpitma seklinde kendisini gosterdigine bir 6rnek olusturmustur.

1.2.3.2. Kars1 Aktarimin Duygusal Tezahiirleri. Kars1 aktarimin duygusal
tezahiirii boyutunda en 6nemli duygu, terapistin kaygisi olarak kabul edilmistir
(Gelso & Hayes, 2007) ve bu konuda yapilan arastirmalar da bunu desteklemistir
(Fauth & Hayes, 2006; Gelso vd., 1995; Hayes & Gelso, 1991, 1993; Hayes vd.,
1998; Latts & Gelso, 1995; Yulis & Kiesler, 1968). Ozellikle, duygusal olarak
ortaya ¢ikan karsi aktarim, durumluluk kaygisi seklinde incelenmistir (Doscheck,
2006; Gelso & Hayes, 1993; Harbin, 2004; Sharkin & Gelso, 1993). Ornegin,
Sharkin ve Gelso (1993), hipotezleriyle paralel olarak, 6fkeye daha egilimli ve kendi

ofke meseleleri karsisinda rahat hissetmeyen terapistlerin kendilerine kizgin olan
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daniganlar ile bir aradayken daha fazla kaygi hissettiklerini bildirmistir. Buna ek
olarak, Hayes ve Gelso (1993), erkek terapistlerin, escinsel ve HIV enfeksiyonuna
sahip danisanlarin video kayitlarina verdikleri duygusal tepkileri, kendi rapor
ettikleri durumluluk kaygilariyla degerlendirmeye calismislardir. Caligma bulgulari,
terapistlerin HIV-negatif danisana kiyasla, HIV-pozitif danisanin kaydinda daha
fazla durumluluk kaygisi bildirdiklerini gostermistir. Bu calismalar, terapistlerin
durumluluk ya da siireklilik seklinde ortaya c¢ikan kaygilarinin, klinik ortamda
kendilerini tehdit altinda algilamalariin dogal bir sonucu oldugunu 6ne siiren karsi

aktarim teorisini desteklemektedir.

1.2.3.3. Kars1 Aktarimin Davranissal Tezahiirleri. Operasyonel olarak,
karsi aktarimin davranigsal tezahiirli, genellikle, terapistin danisanin sundugu
malzemeden kaginmasi veya geri ¢ekilmesi (Bandura, Lipsher, & Miller, 1960;
Hayes & Gelso, 1993) ya da danisana asir1 karigsmasi (Hayes & Gelso, 2001)
seklinde tanimlanmistir. Davranmigsal karsi aktarimi Ol¢me aract olarak,
arastirmacilar son zamanlarda Bandura ve arkadaslar1 (1960) tarafindan gelistirilen,
terapist tepkilerini kaginma veya yaklagma olarak siniflandiran kodlama sistemini
kullanmiglardir. Bu kod sistemine gore; terapistlerin onaylama, kesfetme, tesvik
etme, yansitma ve yorumlama tepkileri yaklagsma tepkileri olarak siniflandirilirken;
onaylamama, konuyu degistirme, sessiz kalma, yok sayma ve yanlis yorumlama

tepkileri kaginma tepkileri olarak siiflandirilmistir.

Daha 6nceden bahsedilen ve bu kodlama sistemini kullanan bir ¢calismada, Gelso ve
arkadaslar1 (1995), terapistlerin homofobisi ve kars1i aktarimla basa c¢ikma
becerilerinin, lezbiyen ve heteroseksiiel danisanlara yonelik kaginma ve yaklagma
tepkilerine etkilerini incelemistir. Calisma bulgulari, beklenilenle paralel bi¢cimde,
danisanin lezbiyen olmas1 durumunda, terapistlerin homofobisi ve kaginma tepkileri
arasinda gii¢lii ve pozitif yonde bir iligkinin oldugunu gdstermistir. Diger taraftan,
danisanin heteroseksiiel olmasi durumunda, terapistlerin homofobisi ve kaginma
tepkileri arasinda herhangi bir iligki bulunmamistir. Literatiirde bahsedilen

calismanin bulgularina paralel olarak, farkli kosullardaki danisanlara yonelik
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verilen tepkileri konu alan c¢alismalar (Gelso vd., 1995; Hayes & Gelso, 1993)
birlikte degerlendirildiginde, terapistlerin karst aktarimin gostergesi olabilecek
biligleri, duygular1 ve davraniglarinin farkinda olmalarinin  6nemi ortaya

¢ikmaktadir.

Mevcut tez, bu baglamda kars1 aktarimin yapisal teorisinin ii¢ bilesenini, yani karsi
aktarimin kokenlerini (terapistlerin  6lim kaygisi ve saglik davranislar),
tetikleyicilerini (kronik/terminal hastaliga sahip bir danisan) ve tezahiirlerini
(duygusal, biligsel ve davranigsal tepkiler) incelemeyi amaglamaktadir. Kronik
rahatsizliklar uzun siiredir terapistler igin karsi aktarimin tetikleyicisi olarak
diisiiniilmiistiir (Goodheart & Lansing, 1997). Ote yandan, bu ¢alismada yeni olan,
kronik rahatsizlig1 olan hastalara yonelik kars1 aktarimin, terapitlerin 6liim kaygisi
ve saglik davranmiglar1 gibi, terapistle ilgili spesifik faktorlerden nasil
kaynaklandigini incelemesidir. Buna bagli olarak, asagidaki bdliimde kronik
rahatsizlig1 olan danisanlarla psikoterapi ve terapistlerin 6lim kaygis1 ve saglik

davraniglarinin uygulamalarina olan rolii tizerinde kisaca durulacaktir.

1.3. Kronik Hastalarla Psikoterapi ve Terapistlerin Oliim Kaygis1 ve Saghk

Davranislarinin Uygulamalarindaki Rolii

Goodheart ve Lansing (1997), kronik rahatsizlig1 olan bir hastanin tedavi siirecinde
terapistin en sik verdigi tepkinin kaygi oldugunu sdylemiglerdir. Tedavi siirecinin
terapistte Oliim kaygisi, basarisizlifa bagh kaygi, kirilganlik ve kayip korkusu
uyandirabilecegi soylenmektedir. Bununla birlikte, hastanin sagligiyla iligkili umut
ve 6fori gibi olumlu duygulanimlarin da terapistin karsi aktarimi ile ilgili ipuglari
olabilecegi diisliniilmektedir (Goodheart & Lansing, 1997). Hastanin sthhatine
kavugmasi1 konusunda terapistin umudunun terapiyi doldurur hale gelmesi, hastanin
umutsuzlugunun terapist tarafindan paylasilmasini da engelleyebilmektedir. Saglik
meselelerinde umut hissinin kérelmesi durumlarinda hissedilen c¢aresizlik hissi hem
hastay1r hem de terapisti uyarabilecek bir duygu olarak goriilmektedir. Bu duygu

karsisinda her iki tarafin da kontrol hissine tutunmak istemesi ve bu sekilde
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caresizlikten kaginmaya ¢abalamasi bu duygunun ¢oziilmesini zorlastiran bir ¢aba

olarak goriilmektedir.

Kronik rahatsizlig1 olan bir hastaya psikoterapi saglamak, beden farkindaligi ve
saglikla ilgili konular1 da giin yiiziine ¢ikarmaktadir (Wood, 2011). Terapistler,
kendi yagam Oykiileri ve tecriibeleri dogrultusunda kendi sagliklar1 ve baskalarinin
sagligina yonelik bir tutum gelistirirler (Goodheart & Lansing, 1997). Hastalik,
viicut islevselligi ve bozulmalar, cinsel islevsellik ve fiziksel yakinlik, bagkalaria
bakim sunma ve bakim gérme gibi gesitli alanlarda tutumlar gelistirmektedirler.
Terapistlerin giicten diisme ve c¢okme korkular1 diger insanlarinkine ¢ok
benzemekte ve bir ¢ogu Oliim ile alakali en az bir kez gecici bir dehset
yasamaktadirlar. Terapistlerin kendi 6lim dehsetlerini nasil yonettikleri ve
sagliklarina yonelik olarak nasil bir tutum ve davranis gelistirdikleri, bu tarz
problemleri terapiye getiren kronik/6liimciil rahatsizliga sahip hastalarla galigirken

kars1 aktarima etki edebilecek 6nemli faktorler olarak goziikkmektedir.

Terapistlerin 6liim kaygilarinin kronik hastalara yonelik tepkileri tizerindeki etkisini
aragtiran herhangi bir ¢aligma bulunmamasina ragmen, literatiir terapistlerin 6liim
kaygilarmin klinik uygulamalarna etkisi hakkinda bilgi sunmaktadir. Ornegin,
Brown ve Walden (2006) bir ¢alismada psikoterapistlerin kendi 6liim kaygisi ile
yasli eriskinlere yonelik tutumlar1 arasindaki iliskiyi incelemislerdir. Arastirmacilar,
psikoterapistin 6liim kaygisi ile yash eriskinlere karsi olumsuz tutumlar1 arasinda
belirgin bir iliski oldugunu bulmuslardir. Bu arastirma, terapistlere kendi 6liim
kaygilar1 ve belirli gruplara yonelik tutumlart hakkinda degerli bilgiler
saglamaktadir. Bir bagka ¢alismada, Belviso (2011), terapistlerin tecriibesiz ve
yiiksek 6liim kaygisina sahip olmalari ile daha nesnel teorik yaklagimlari tercih
etmeleri arasinda bir iliski oldugunu ortaya koymustur. Bu bulgu, terapistlerin 6lim
kaygilarinin uygulamalarina etkisi hakkinda da bilgi sunmaktadir. Bu ne,
terapistlerin 6liim kaygisinin kronik rahatsizligir olan hastalarla ¢alisirken karsi

aktarim tepkilerine bir etkisinin olmas1 da muhtemel olabilir.
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Bu calismada kullanilan bir diger terapist faktorii ise, terapistlerin saglik
davraniglariydi. Kronik rahatsizliga sahip hastalarla ¢alisirken, bu hastalarin saglikla
ilgili konular1 psikoterapi odasina getirme olasilig1 yiiksektir. Hastalarin gegmisteki
ve giiniimiizdeki saglik davranislar1 terapinin konusu olabilir. Bergner (2011),
hastalarin rahatsizliklarinin etiyolojisi ile ilgili inanglarinin hastalik deneyiminin
merkezinde yer aldigimi belirtmistir. Akciger kanseri hastalar1 ile yapilan bir
arastirmada, hastalarin % 29.5'inin ge¢misteki davraniglarinin (6rnegin, sigara
igmek) hastaliga sebebiyet verdigini diislindiikleri ve bu tanimlamanin hastalarin
hissettikleri sucluluk ve utan¢ duygularinin artmasi ile iligkili oldugu kesfedilmistir
(LoConte, Else-Quest, Eickhoff, Hyde, &Schiller, 2008). Hastalarla benzer sekilde,
terapistler de Oliimle ilgili dehsetlerini yonetmeye calisirken riskli saglik
davraniglar1 sergileyebilirler. Eger terapist bu evrensel, ilkel ve duygusal temel
unsurlart biling diizeyine getirip onlar1 entegre edemezse, hastadan kaginma ya da
hastayla asir1 6zdeslesme gibi belirgin riskler ortaya c¢ikabilir (Goodheart &
Lansing, 1997). Bu nedenle, terapistlerin 6liim kaygis1 ve saglik davranislarinin,
kronik hastaligi olan danisanlara yonelik karsi aktarim tezahiirlerine etkilerini

arastirmak onemlidir.

1.4. Mevcut Calisma

Gelso ve Hayes'in (2007) belirttigi gibi, kars1 aktarim c¢aligmalart heniiz erken
donemindedir. Bu nedenle terapistlerin, kars1 aktarim tepkilerini ve bu tepkilerin
kokenlerini ve tetikleyicilerini kavramalarma ve daha 1yi yoOnetebilmelerine
yardimci olacak arastirmalara hala ihtiya¢ duyulmaktadir. Spesifik olarak, kronik
rahatsizlig1 olan hastalarla yapilan psikoterapi, terapistlerde gii¢lii bir kars1 aktarim
alan1 yaratmaktadir (Goodheart & Lansing, 1997). Danisanlarin saglik durumlarinin
kars1 aktarima etkisine iligkin teorik ve klinik ilgi mevcut olmasina ragmen, bu
konuda ampirik calisma bulunmamaktadir. Dolayisiyla, danisanlarin saglik
durumlarinin terapistlerin kars1 aktarim tepkilerine olan etkisini aragtirmak 6zellikle

onemli gozikmektedir.
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Bir diger 6nemli husus, kronik rahatsizlifa sahip hastalarla ¢alisirken verilen
tepkilerin derecesinin terapistten terapiste degisebilmesidir. Bu durum karsi
aktarimin nereden kaynaklandig1 sorusunu karsimiza ¢ikarmaktadir. Bugiine kadar
Tirkiye'de ve diger kiiltlirlerde, hastalarin saglik durumlariin ve terapistlerin 6liim
kaygist ve saglik davranislarinin, karsi aktarim tezahiirlerine olan etkisine
yogunlasan bir arastirma bulunmamaktadir. Bu nedenle, bu konuyu incelemek, karsi
aktarim tepkilerini fark edeebilmek, kontrol edebilmek ve yonetebilmek, boylece

psikoterapi siirecine zararl etkilerini 6nleyebilmek adina 6énemlidir.

Bu baglamda, mevcut arastirma, danisanlarin saglik durumunun (danisan faktorii),
terapistlerin 6liim kaygisi ve saglik davranislarinin (terapist faktorleri) karsi aktarim
tezahiirlerine (biligsel, duygusal ve davranissal tepkiler) etkilerini incelemeyi

amagclamistir.

Arastirmanin baslica hipotezleri su sekildedir:

(1) Terapistin 6liim kaygisimin (yiiksek/ diisiik) karsi aktarimin farkl tezahiirleri

tizerindeki ana etkisinin anlamli olmasi beklenmektedir.

(la) Daniganin saglik durumundan bagimsiz olarak, 6lim kaygisi yiiksek
terapistlerin, oliim kaygist diisiik terapistlere kiyasla, bilissel c¢arpitma

puanlar1 daha yiiksek olacaktir.

(1b) Daniganin saglik durumundan bagimsiz olarak, 6liim kaygis1 yiiksek
terapistlerin, 6lim kaygis1 diigiik terapistlere kiyasla, durumluluk kaygi

puanlar1 daha yiiksek olacaktir.

(1c) Damisanin saglik durumundan bagimsiz olarak, 6liim kaygisi yiiksek
terapistlerin, 6liim kaygis1 diisiik terapistlere kiyasla, davranigsal kaginma

puanlar1 daha yiiksek olacaktir.
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(2) Terapistin saghk davramslarmn (yiiksek/ diisiik) karsi aktarmmin  farkl

tezahiirleri iizerindeki ana etkisinin anlamli olmasi beklenmektedir.

(2a) Danisanin saglik durumundan bagimsiz olarak, saglik davranislar
diisiik terapistlerin, saglik davraniglar yiiksek terapistlere kiyasla, biligsel
carpitma puanlar1 daha yiiksek olacaktir.

(2b) Danisanin saglik durumundan bagimsiz olarak, saglik davraniglari
disiik terapistlerin, saghik davraniglar1 yiiksek terapistlere kiyasla,

durumluluk kayg1 puanlar1 daha yiiksek olacaktir.

(2c) Danisanin saglik durumundan bagimsiz olarak, saglik davranislart
diistik terapistlerin, saglik davranislar1 yiliksek terapistlere kiyasla,

davranigsal kaginma puanlar1 daha yiiksek olacaktir.

(3) Damisanlarin saghk durumlarvun (kronik/akut hastaliga sahip olma) karst
aktarimin  farklt  tezahiirleri iizerindeki ana etkisinin anlamli  olmasi

beklenmektedir.

(3a) Terapistlerin kronik/6liimciil rahatsizliga sahip danisana yonelik bilissel
carpitma puanlari akut rahatsizliga sahip danisana yonelik biligsel carpitma

puanlarindan daha yiiksek olacaktir.

(3b) Terapistlerin kronik/6liimciil rahatsizliga sahip danisana yonelik
durumluluk kaygi puanlar1 akut rahatsizliga sahip danisana yonelik bilissel

carpitma puanlarindan daha yiiksek olacaktir.

(3c) Terapistlerin kronik/6liimciil rahatsizliga sahip danisana yonelik
davranigsal kaginma puanlart akut rahatsizliga sahip danisana yonelik

bilissel carpitma puanlarindan daha yiiksek olacaktir.

131



(4) Terapistlerin oliim kaygisi ve saglk davranmislart seviyeleri ile damiganlarin

saglik durumlarinin ortak etkisinin anlamli olmas: beklenmektedir.

(4a) Oliim kaygis1 yiiksek ve diisiik terapistlerin bilissel carpitma,
durumluluk kaygisi ve davranigsal kaginma puanlart kronik/dliimciil
rahatsizliga sahip danisanda artacaktir; fakat bu artisin 6liim kaygisi yiiksek

terapistlerde daha fazla olmasi beklenmektedir.

(4b) Saglik davranislar1 yiliksek ve diisiik terapistlerin biligsel ¢arpitma,
durumluluk kaygist1 ve davranigsal kacinma puanlar1 kronik/6liimciil
rahatsizliga sahip danisanda artacaktir; fakat bu artisin saglik davranisi

diisiik terapistlerde daha fazla olmas1 beklenmektedir.

(4c) Farkl oliim kaygis1 ve saglik davranislart seviyesine sahip terapistlerin
biligsel carpitma, durumluluk kaygis1 ve davranigsal kacinma puanlari
kronik/6liimciil rahatsizliga sahip danisanda artacaktir; fakat bu artigin 6liim
kaygist yiiksek ve saglik davranisi diislik terapistlerde daha fazla olmasi

beklenmektedir.
BOLUM 2
YONTEM

2.1. Arastirma Deseni

Bu calismada gorsel-isitsel bir analog yontem kullanilmistir. Her katilimer igin veri
toplama siireci iki kisimdan olusmaktadir. Ilk olarak, terapistlerin saglik
davraniglarin1 ve 6lim endisesini Olgen veriler, ikinci kisim (analog seanslar)
baslamadan kisa siire once cevrimici anket yoluyla toplanmistir. Daha sonra,
katilimcilar, 1sinma danisanini, akut hastaliga ve kronik hastaliga sahip danisanlari

canlandiran {i¢ tip minyatiir videolara tabi tutulmustur. Bu sekilde, katilimcilarin
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minyatlir videolardaki danisanlara verdikleri duygusal, biligsel ve davranissal kars1

aktarim tepkileri dl¢iilmiistiir.

Aragtirma, gruplar arasi iki degiskenin (saglik davranis1 ve 6lim kaygisi) ve grup
ici bir degiskenin (videoya ¢ekilen danisanlarin saglik durumu) kombinasyonunu
iceren karma etkensel tasarimdir. Teorik ¢erceve gz oniinde bulunduruldugunda,
bagimsiz degiskenler olarak bu faktdrlerin, bagimli degiskenler olarak duygusal,
biligsel ve davramigsal karsi aktarim tepkilerini nasil etkiledigi arastirmanin ana
sorusu olmustur. Buna gore, duygusal ve biligsel kars1 aktarim degerlendirmeleri,
her analog oturumdan kisa bir siire sonra belirlenmistir. Davranissal karsi aktarim

ise, her analog oturumda durma noktalari sirasinda belirlenmistir.

2.2. Orneklem

Daha 6nce psikoterapi hizmeti sunmus ya da halen sunmakta olan ve ¢aligmaya
kadar en az 10 seans terapi hizmeti vermis olan 100 uygulamaci arastirmanin
orneklemini olusturmaktadir. Katilimcilarin yas ortalamasi 28.06 (ss = 3.17) olup,
yas araliklar1 23 ile 41 arasinda degismektedir. Orneklemde toplam 89 kadin (89%)
ve 11 erkek (11%) bulunmaktadir.

2.3. Video Kayitlari

Calisma ODTU Uygulamali Etik Arastirma Merkezi tarafindan onaylandiktan sonra
video kayitlar1 hazirlanmaya baslanmustir. Oncelikle, her kosulun senaryosu yazilip,
bir psikoloji profesorii ile bu senaryolarin iizerinden ge¢ilmistir. Sonrasinda,
Hacettepe Universitesi Ankara Devlet Konservatuvari Tiyatro Béliimii'nden iic
gontlli kadin aktris bu senaryolar iizerinde yaklasik iki hafta g¢alisarak, rol
almiglardir. Calismanin 6rneklemini cogunlukla kadinlarin olusturmasi ve buna ek
olarak kars1 aktarimin, danisan ve terapistin ortak bircok faktorii paylagtigi zaman
daha giiclii olmasi beklenildiginden (Goodheart & Lansing, 1997), oyuncular kadin

olarak sec¢ilmistir.
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Isinma danisani olarak adlandirilan ve her terapistin ¢aligmada ilk olarak izledigi
kayit, katilimcilar1 analog formatina alistirmak, katilimcilarin temel durumluluk
kayg1 seviyesini belirlemek ve arastirmanin esas amacini katilimcilardan gizlemek
amagclariyla hazirlanmistir. Isinma damisani rolii ii¢ oyuncudan yalnizca biri
tarafindan oynanmistir. Bu danigan, zaman yonetiminde yasadig1 sorunlart ¢6zmek
icin terapiye bagvuran, 27 yasinda, finans uzmani bir kadindir. Bu danigsanin video
kayit siiresi yaklasik iic dakika olup, bu kayitta katilimcilarin danisana tepki

vermelerinin beklendigi dort durak noktasi vardir.

Potansiyel ve istenmeyen aktris etkilerini kontrol altina almak i¢in kalan her iki
aktris, hem kronik hastalik durumundaki danisan roliinii hem de akut hastalik
durumundaki danisan roliinii canlandirmistir. Bu danisanlarin  senaryolari
hazirlanirken yine olas1 istenmeyen etkileri kontrol edebilmek adina, akut ve kronik
hastaliga sahip danisanlarin senaryolar1 her bir durak noktalarindaki temalar ve
kelime sayisi olarak esitlenmistir. Katilimcilarin kargi aktarim tepkilerinin daha
giiclii olmas1 ve oliimliiliikkle iligkisinin goreceli olarak daha giicli olmasi
beklendiginden kronik hastalik kanser olarak belirlenmistir. Diger taraftan,
olumliikle iliskisinin goreceli olarak daha zay1f olmas1 beklendiginden akut hastalik
doku zedelenmesi olarak tanimlanmistir. Kronik hastalik durumunda olan danisan,
28 yasinda, kemoterapi alan bir kanser hastasi olup, hastaligin yarattig1 endise ve
korku hisleriyle terapiye bagvurmus bir kadindir. Akut hastalik durumunda olan
danisan ise, 27 yasinda, ayagini incitmis ve bu sakatliktan sonra artan kaygi hissi ile
terapiye basvurmus bir kadindir. Her iki video kaydinin siiresi yaklasik bes dakika
olup, bu kayitlarda katilimcilarin danisanlara tepki vermelerinin beklendigi alti
durak noktas1 bulunmaktadir. Aragtirmaya baslamadan 6nce, psikoloji alanindan
dort lisanstiistli 6grenciyle, hem ¢alisma formatin1 diizenlemek, hem de kayitlardaki
aktrislerin inandirict ve begenilebilir olup olmadiklarini tespit etmek amaciyla bir
pilot calisma yiiriitiilmiistiir. Pilot ¢alismanin sonucunda kayitlardaki aktrislerin

inandiric1 ve begenilebilir olduguna karar verilip, ana ¢aligmaya gecilmistir.
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2.4. Olciim Araclar

Analog oturumlardan once katilimcilara sunulan c¢evrimici anket bataryasi
demografik bilgi formu, Saglikli Yasam Bicimi Davranislar1 Olgegi 11 (Walker,
Sechrist, & Pender, 1987), Thorson-Powell Oliim Kaygis1 Olgegi (Thorson &
Powell, 1994) ve iki Boyutlu Sosyal Istenirlik Olgegi’'nden (Akin, 2010)
olusmaktadir. Katilimcilarin biligsel kars1 aktarim tepkileri, analog oturumlardan
kisa bir siire sonra, katilimcilara kronik hastalik kosulu i¢in “6lim” ve “hastalik”
kelimelerinin seansta danigan tarafindan kag¢ kez kullanilmis olabilecegi sorularak;
akut hastalik kosulu i¢in ise “sakatlanma” ve “diisme” kelimelerinin seansta danigsan
tarafindan kag kez kullanilmis olabilecegi sorularak tespit edilmistir. Katilimcilarin
biligsel kars1 aktarim deneyimleri arttik¢a, seansta kullanilan gercek kelime
sayisindan sapmalarinin da o oranda artmasi beklenmistir. Duygusal kars1 aktarim
tepkileri ise, analog oturumlardan kisa bir siire sonra, katilimcilarin durumluluk
kaygilar olgiilerek tespit edilmistir. Katilimcilara “Durumluluk Kaygi Envanteri”
(Spielberger, Gorsuch, & Lushene, 1970) verilmis, kendilerinden danisanla seans
esnasinda nasil hissettiklerine uygun olarak anketi doldurmalart istenmistir.
Duygusal kars1 aktarim deneyimleyen terapistlerin durumluluk kaygilarinin,
deneyimlemeyenlere kiyasla daha fazla olmasi1 beklenmistir. Son olarak,
katilimcilarin davranigsal karsi aktarim tepkilerini tespit etmek icin kendilerinden,
analog seanslardaki durak noktalarinda (kendilerini danisanlarla gercek bir seansta
gibi varsayarak) daniganlara tepki vermeleri beklenmistir. Sonrasinda bu tepkiler,
yaklagma-kaginma yonteminden (Bandura, Lispher, & Miller, 1960) faydalanarak
kodlanmis ve terapistlerin kaginma tepki sayisi, verdikleri toplam tepki sayisina
boliinerek davranigsal kacinma frekanst hesaplanmis ve analizlere katilmistir.
Kodlama siirecinde, kodlamalarin giivenilirligini saglayabilmek adina bir yardimci
kodlayici ile birlikte calisilmistir. Yardimer kodlayici terapist transkripsiyonlarinin
% 20’sini kodlamistir. Sonrasinda degerbiciciler arast uylasma icin siif igi
giivenilirlik katsayis1 hesaplanmis ve bu kodlayicilarin ortalamasindaki varyansin

% 88'inin ger¢ek oldugu saptanmustir.
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2.5. Prosediir

Caligma sosyal medya, telefon ya da yiiz ylize goriismeler araciliiyla katilimcilara
duyurulmustur. Katilimcilara, terapi siireciyle ilgili bir analog calismada yer
alacaklar1 sOylenmis ve arastirmanin gercek hipotezleri hakkinda bilgilendirme
yapilmamistir. Calisma ODTU ve Hacettepe Universitesi Psikoloji Béliimii
laboratuvarlarinda gerceklestirilmis olup, laboratuvara gelen katilimcilara ilk olarak
cevrimi¢i anket bataryasi denklestirilmis sira ile sunulmus, sonrasinda analog
seanslarla ilgili yonergeler paylasilmistir. Analog seanslarda, terapistlerden bu
danisanlarla daha once 4 seans gercgeklestirdiklerini ve iyi bir iliski kurduklarin
varsaymalar1 ve danisan ekranda belirdikten sonra kaydi durdurmadan, gergek bir
seanstaymis gibi varsayarak danisanlar1 tek seferde izlemeleri ve tepki vermeleri
istenmistir. Katilimcilar her kayitta ilk olarak danisanla ilgili bir 6zge¢mis bilgisiyle
kargilagmis, sonrasinda ekranda danisan1 gormiislerdir. Ayrica, katilimcilar analog
seanslar esnasinda tepkilerinin video kaydma alinacagi ve bu kayitlarin gizli
kalacagt konusunda bilgilendirilmistir.  Arastirmaci, analog seanslarda
katilimcilardan tepki vermelerini bekledigi durak noktalariyla ilgili yonergeyi
paylastiktan sonra, ekrani acip, odadan ayrilmistir. Boylelikle katilimcilarin gercek
bir seanstaymis gibi varsaymalarini kolaylastirmaya ¢aligmistir. Her analog seans
bitiminde katilimcilar arastirmaciya haber vermis, arastirmaci onlarin bulunduklari
odaya gelerek, katilimcilarin biligsel ve duygusal karsi aktarim tepkilerini
Olemiistlir. Katilimcilar bu 6l¢timleri doldururken arastirmaci bir sonraki kaydi
acmis, Olclimler bittikten sonra ise, katilimciy1 bir sonraki kaydi izlemesi i¢in tekrar
yalniz birakmis ve prosediir diger kayitlar i¢in de ayni1 sekilde tekrar etmistir. Isinma
danisanindan sonraki kayitlar, katilimcilara hem kosul hem de aktris sirasi

denklestirilerek sunulmustur.
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BOLUM 3

SONUC VE TARTISMA

3.1. On Analizler

Bu boliimde temel olarak, calisma degiskenlerinin (6liim kaygisi, saglik
davraniglari, biligsel c¢arpitma, durumluluk kaygist ve davranigsal kaginma)
tanimlayict istatistiklerini gozlemlemek, aktris-sira kosullar1 arasinda bagiml
degiskenlere (bilissel ¢arpitma, durumluluk kaygisi ve davranigsal kaginma) gore
farkliliklarin olup olmadigimi tespit etmek ve calisma degiskenleri arasindaki
iligkileri belirlemek amaglanmaistir. Sirasiyla tanimlayici istatistikler raporlandiktan
sonra, tek yonlii varyans analizi yardimziyla aktris-kosul etkisine bakilmis ve bagimli
degiskenlerin boyutlar1 agisindan ¢alismadaki dort muhtemel kosul arasinda anlaml1
bir farkin olmadigi bulunmustur. Daha sonra, calisma degiskenleri arasindaki
iligkileri incelemek i¢in korelasyon analizleri yapilmistir. Analiz bulgularina gore,
katilimcilarin kronik hastalik kosulundaki bilissel carpitma puanlari ile akut hastalik
kosulundaki biligsel ¢arpitma puanlar1 arasinda pozitif yonlii, anlamli bir iliski
oldugu tespit edilmistir (r = .49, p < .01). Durumluluk kayg: degiskeni g6z oniine
alindiginda, yine kronik ve akut hastalik kosullarindaki her iki 6l¢im puani arasinda
pozitif ve anlamli bir iligki oldugu bulunmustur (r = .33, p < .01). Son olarak,
davranigsal kaginma Ol¢limleri arasindaki iliski gbz Oniline alindiginda, kronik
hastalik durumu skorunun akut hastalik durumu skoru ile pozitif ve anlamli bir

sekilde iliskili oldugu bulunmustur (r = .35, p <.01).

3.2. Ana Analizler

Terapistlerin 6liim kaygis1 (yiiksek/diistik) ve saglik davraniglarinin (yiiksek/diisiik)
ve danisanlarin saglik durumunun (kronik/akut hastalik durumu), her bir bagiml
degisken (durumluluk kaygisi, bilissel ¢arpitma ve davranigsal kaginma) tizerindeki
etkilerini belirleyebilmek amaciyla 2(6liim kaygisi) x 2(saghkli davranis) x

2(danisanlarin saglik durumu) karisik desenli varyans analizi kullanilmstir.
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3.2.1. Damisan Faktoriiniin Ana Etkisi. Akut hastalik durumuna karsi
kronik/terminal hastalilk durumu seklinde operasyonel olarak tanimlanan
danisanlarin saglik durumunun terapistlerin kars1 aktarim tepkileri tizerinde anlamli
bir ana etkiye sahip olmadigi bulunmustur. Calismada, katilimecilar, kronik hastalik
durumunda olan danisana, akut hastalik durumunda olan danigana kiyasla, daha
fazla biligsel carpitma, durumluluk kaygist ve davranissal kaginma tepkileri vermis
olmasina ragmen, iki kosul arasinda bagimli degiskenlere gore gézlemlenen fark

anlamli bulunmamustir.

Bu hipotezin reddedilmesinin muhtemel bir nedeni, varsayilan etkinin aslinda
mevcut olmamasi olabilir. Korelasyon analizleri, terapistlerin kronik hastalik ve
akut hastalik kosullarindaki biligsel ¢arpitma, durumluluk kaygisi ve davranigsal
kacinma puanlar arasinda anlamli ve pozitif bir iliski oldugunu gostermistir (r =
49,p<0.01,r=.33, p<.01; r=.35 p<.01). Dolayisiyla, danisanlarin saglik
durumundan bagimsiz olarak, terapistlerin farkli kosullardaki tutarli kars1 aktarim
tepkilerini aciklayan baz1 olas1 terapist Ozelliklerinin (Orne8in, empati,
kavramsallastirma becerileri) olabilecegi soylenebilir. Tepkilerin tutarliligi ile
alakal1 olas1 bir diger faktor, terapistlerin performans kaygisi olabilir. Calismadaki
katilimcilarin hepsi ilk defa gorsel-isitsel bir analog c¢alismaya katildiklarini
bildirmistir. Dolayisiyla bu yeni deneyimin, terapistlerde performans kaygisina yol
agmas1 beklenebilir. Ornegin, ¢alismadaki terapistlerden birisi ¢alismaya iliskin
soyle bir yorumda bulunmustur: “Arastirmanin amacinin terapistlerin
performansinin degerlendirilmesi oldugunu diisiinmiistim ve bazen iyl bir
performans sergilemeye o kadar odaklandim ki danisanin sorununu kagirdigim fark
ettim.” Katilimcilar kendi performans kaygilar1 nedeniyle, hem danigsanlara hem de
calismaya odaklanmakta zorluk yasamis olabilirler, bu da hem kronik hem de akut

rahatsizlik durumundaki danisanlara benzer tepkiler vermelerine yol agmis olabilir.

3.2.2. Terapist Faktorlerinin Ana Etkileri. Thorson-Powell Oliim Kaygis1
Olgegi ile dlgiilen terapistlerin 6liim endisesinin kars1 aktarim tepkileri iizerinde

anlamli bir ana etkisinin olmadig1 bulunmustur. Benzer sekilde, Saglikli Yasam
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Bigimi Davranislar1 Olgegi 11 ile 6lgiilen terapistlerin saglik davranislarmin karst
aktarim tepkileri ilizerinde anlamli bir ana etkisinin olmadigi goriilmiistiir.
Sonuglarin beklenildigi gibi bulunmamasi calisma verisinin toplandig1 tarih
araligiyla iliskili olabilir. Mevcut ¢calismanin baglama ve bitis tarihleri (10 Nisan ve
28 Temmuz 2016), Tiirkiye'de bir¢cok kayip ve cok sayida giivenlik tehdidinin
yasandig1 bir doneme denk gelmistir. Ulkemizde yasanan hayat: tehdit edici bu
olaylar, terapistlerin oliim kaygilar1 ve saglik meseleleri ile ilgili konularda
farkindaliklarin1 arttirmis olabilir. Bu tarz travmatik olaylara maruz kalmis
bireylerle calismak mevcut calismadaki terapistleri kendi 6liim kaygilart ve saglik
meseleleri ile ilgili diislinmeye ve onlar {izerinde ¢alismaya yoneltmis olabilir.
Travmatize olmus kisilere psikoterapi hizmeti sunmamis olsalar dahi, kendi
yasantilarinda bu olaylar karsisinda nasil hissettiklerini konusmak bir¢ok terapistin
giindemi olmustur. Bununla birlikte, pek ¢ok lisansiistii program, pratisyenlerini
bireysel terapi siirecini deneyimlemeye tesvik etmektedir. Mevcut caligsmadaki
terapistler kendi bireysel terapilerinde de oliim kaygilar1 ve saglik meseleleri
tizerinde kafa yormus olabilirler ve bu deneyim onlarin karsi aktarim tepkilerini

kontrol edebilmelerinde etkili olmus olabilir.

3.2.3. Damisanlarin Saghk Durumlan ile Terapistlerin Oliim Kaygilan
ve Saghk Davramslarimin Ortak Etkisi. i1k olarak, danisanlarin saglik durumunun
ve terapistlerin 6lim kaygisinin, biligsel ve davramigsal kars1 aktarim tepkileri
tizerindeki ortak etkisinin anlamli olmadigi bulunmustur. Bu bulgular caligmanin
hipotezleri ile ¢elismektedir. Diger taraftan, danisanlarin saglik durumu ve
terapistlerin 6liim kaygisinin, duygusal karsi aktarim tepkileri iizerindeki ortak
etkisi anlamli bulunmustur. Bir baska deyisle, 6liim kaygis1 yliksek terapistler,
kronik hastaliga sahip danisanlayken (x = 8.50, ss = 1.34) akut hastaliga sahip
danisana (x = -2.82, ss = 1.05) kiyasla anlamli derecede daha yiiksek durumluluk
kaygis1 bildirmislerdir. Diger taraftan, 6liim kaygis1 diisiik terapistlerin durumluluk
kaygisi ise, akut hastaliga sahip danisanlayken (x = -2.63, ss = 1.12) kronik hastaliga
sahip danisana (x = 3.53, ss = 1.43) kiyasla belli belirsiz diisiiktiir. Bu bulgu
literatiirle uyumludur (6rn., Mohr, Gelso, & Hill, 2005) ve Gelso ve Hayes'in kars:
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aktarim etkilesim hipotezini (2007) desteklemektedir. Daha 6nce de belirtildigi gibi,
Gelso ve Hayes'e (2007) gore, kars1 aktarim, terapist faktorii (koken; bu ¢aligmada
O0lim kaygis1) ile terapi ya da damisan faktorii (tetikleyici; bu g¢alismadaki

danisanlarin saglik durumu) arasindaki etkilesim sonucunda olugmaktadir.

Ikincisi, danisanlarin saglik durumunun ve terapistlerin saglik davramislarmnin, kars:
aktarim tepkileri lizerindeki ortak etkisi anlamli degildir. Bu bulgular da ¢alismanin
hipotezleri ile ¢elismektedir. Calismada hem yiiksek hem de diisiik saglik
davraniglarina sahip terapistlerin kronik hastaligi olan danisana daha fazla bilissel
carpitma, durumluluk kaygisi ve davranigsal kaginma tepkileri vermeleri
bekleniyordu. Bununla birlikte, bu tepkilerdeki artisin saglik davraniglart diisiik

terapistler i¢in daha fazla olmasi bekleniyordu.

Son olarak, beklenilenin aksine, danisanlarin saglik durumunun ve terapistlerin
6lum kaygisi ve saglik davraniglarinin karst aktarim tepkilerine ortak etkisi anlaml1
degildir. Farkli diizeyde 6lim kaygist ve saglik davraniglarina sahip terapistlerin
kronik hastalig1 olan danisana daha fazla biligsel ¢arpitma, durumluluk kaygisi ve
davranigsal kagmma tepkileri vermeleri bekleniyordu. Bununla birlikte, bu
tepkilerdeki artisin 6liim kaygisi yiiksek ve saglik davraniglar diisiik terapistler i¢cin

daha fazla olmasi bekleniyordu.

Beklenilenin aksi yondeki bulgular, asagidaki sekilde yorumlanabilir. Ilk olarak,
terapistlerin Thorson-Powell Oliim Kaygis1 ve HPLP-II ile 6lgiilen liim kaygisi ve
saglik davraniglari, diigsiik ve yiiksek seklinde yapay bir gruplama ile analizlere
katilmustir. Istatistiksel olarak, siirekli bir degiskenin gruplara bdliinmesinin giig
kaybina neden oldugu bildirilmistir (Newton & Rudestam, 2013). Her ne kadar
"dogal" bir bolme noktas1 (yani, orta nokta yaklagimi) tercih edilse de, ytliksek ve
diisiik seklinde bdliinen bu siirekli degiskenler ger¢ek diinyadaki bu ayrimi temsil
etmemis olabilir. Bir diger agiklama ise, kronik hastaliga sahip danisanin video
kaydindan sonra, c¢alismadaki terapistlerden bazilar1 kendi riskli saglik

davraniglarini, kendi Oliimlerini ya da yakinlarinin oliimlerini diistindiiklerini
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bildirmislerdir; fakat katilimcilarin var olan o&liim kaygilart ve riskli saglik
davraniglari, 6liim kaygist ve riskli saglik davraniglart ile iliskin problemlerini
terapiye getiren bir danisanla karsilastiklarinda ve ona tepki vermeleri
beklendiginde, karsi aktarim tepkilerini yonetemeyecek kadar gii¢lii olmayabilir.
Mevcut calismadaki terapistler diisiiniildiigiinde, sahip olduklari klinik tecriibe ve
slipervizyon tecriibesi, bu terapistlerin karsi aktarim tepkilerini makul bir sekilde

yonetmelerine imkan saglamis olabilir.

3.2.4. Mevcut Arastirmanin Onemi ve Katkilan. Bildigimiz kadariyla,
simdiye kadar danisanlarin saglik durumlarinin ve terapistlerin 6liim kaygist ve
saglik davraniglarinin, karsit aktarim tepkileri lizerindeki etkilerini Olgmeyi
amaglayan, diger bir deyisle kars1 aktarim etkilesim hipotezini bu degiskenler ile
test etmeyi Oneren bir ¢calisma yapilmamistir. Bu nedenle, bu calisma, terapistlerin
olim kaygist ve saglik davramiglarinin  bir fonksiyonu olarak temelde
kronik/0liimciil hastalara verilen karsi aktarim tepkileri {lizerine odaklanmasi
yoniiyle bir 6ncii olmustur. Farkli gruplara yonelik verilen karst aktarim tepkileri,
daha once kars1 aktarim etkilesim hipoteziyle test edilmis olsa dahi, bu ¢alisma daha
once hi¢ odaklanilmayan 6zel bir gruba, yani kronik hastalara odaklanmasi yoniiyle

de alanda yeni bir ¢caligsmadir.

Tiirk psikoloji alan yazinina baktigimizda, Tiirkiye’deki terapistlerin kars1 aktarim
tepkilerini konu alan ampirik bir ¢aligmanin olmadigr goriilmiistiir. Bu nedenle,
tilkemizde bu arastirma alaninin hala bebeklik déneminde oldugu ileri siirtilebilir.
Kuskusuz ki, duygularimizi danisana dogru bir sekilde ifade etmemize izin verdigi
veya bizi sinirladigi noktalar g6z 6niine alindiginda kiiltiirle karsi aktarim arasinda
bir etkilesim vardir. Bu baglamda, karsi aktarimin farkli kiiltiirel baglamda
incelenmesi kritik goriinmektedir. Tiirk terapistlerin karst aktarim tepkilerini
inceleyen ilk caligma olan bu tez, bu anlamda da Tiirk psikolojisi literatiiriine
katkida bulunmustur. Ayrica, 6zel ve ulagilmasi zor bir 6rneklemle klinik psikoloji

arastirmasi yliriitmek bu ¢alismanin giiclii yanlari arasindadir.
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Kars1 aktarim tepkilerinin birgok olumsuz sonuca neden olabilecegi ileri
siiriilmektedir (Harbin, 2004). Ornegin, kars1 aktarim davramglarini sergileyen
terapistlerin, terapotik ittifak ve psikoterapide etkililik degiskenleri agisindan daha
zayif oldugu raporlanmistir (Hayes, Riker, & Ingram, 1997; Ligiero & Gelso, 2002).
Kars1 aktarim davranisinin kiigiik birimlerinin bile daha olumsuz terapi sonuglarina
yol agtig1 sdylenmektedir (Friedman & Gelso, 2000). Bu nedenle, bu ¢aligma, kronik
hastalig1 olan danisanlarla yiiriitiilen psikoterapi siirecinde ortaya cikabilecek ve
tedavi siirecinin etkililigini engelleyebilecek olasi sorunlara odaklanmasi agisindan

onemli bir ¢alisma olmustur.

3.2.5. Smirhliklar ve Gelecek Calismalar icin Oneriler. Mevcut ¢alisma
laboratuvarda yiiriitiilen analog bir caligmadir. Dolayisiyla, sonuglarin gergek terapi
seanslarina genellenebilir olup olmadigi sorusu ortaya ¢ikmaktadir. Bu nedenle,
gelecek calismalar, gergek terapi seanslarina odaklanabilir. Bir diger sinirlilik ise,
calismada kullanilan biligsel Ol¢limiin gilivenilirligiyle alakalidir. Bu o6lgiim,
katilimcilarin sosyal istenir yanitlarindan bagimsiz bir 6l¢me aract olmasi nedeniyle
tercih edilmis olsa da, bildigimiz kadariyla simdiye kadar benzer bir metodolojiyi
kullanan ve hipotezlerini dogrulayan tek bir calisma vardir. Dolayisiyla,
terapistlerin analog seanslarda danisanlar tarafindan kullanilan kelimeleri eksik ya
da fazla hatirlamalarinin biligsel karsi aktarim deneyimi disinda farkli nedenleri
olabilir. Ornegin, terapistin ¢aligma sirasindaki yorgunlugu, damsanin sundugu
materyal tlizerine odaklanmasinda gii¢lik yaratmis ve bu nedenle kelimeleri

kodlamasini zorlastirmis olabilir.

Yetersiz erkek terapist sayis1 (n = 11,% 11) ve teorik yonelim ¢esitliliginin kisith
olmasi ¢alismanin diger sinirhiliklar arasindadir. ileride farkli teorik yonelimlere
sahip terapistler ve daha fazla sayida erkek terapist ile calisilmasi bu siirliliklarin
giderilmesi acisindan 6nerilmektedir. Mevcut ¢alismada, terapistlere video kayitlar
sirasinda, akut ve kronik hastalarin 6zge¢mislerine iliskin sunulan farkli bilgiler
calisma acisindan karistirict bir degisken olmus olabilir. Bu bilgiler, ¢alismadaki

bagimsiz degiskenlerin etkileri disinda kars1 aktarim tepkilerine yol agmis olabilir.
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Diger bir karistirict degisken ise, arastirmaci etkisi olabilir. Caligmanin
arastirmacisi, hemen hemen tiim katilimci terapistlerle daha dnceden tanigmaktaydi.
Dolayisiyla, arastirmacinin varligi ya da davraniglari istemeden katilimcilar
etkilemis olabilir. Gelecekteki ¢alismalar acisindan, olas1 karistirici degiskenleri
kontrol edilmesi ve katilimcilar1 tanimayan bir laboratuvar asistanini kullanarak bu

sinirliliklarin ele alinmasi Onerilir.

Gelecekteki c¢alismalarin, terapistlerin karsi aktarim deneyimleri hakkindaki
gorlslerini derinlemesine anlamak amaciyla metodolojik c¢esitlilige basvurmasi,
ozellikle nitel arastirmalara yer vermesi Onerilir. Calismanin sonunda katilimcilara
aragtirmanin amagclartyla ilgili bilgi paylasimi yapilirken, terapistlerin bu
konusmalar sirasinda daha acgik davrandiklar1 ve deneyimleriyle ilgili paylasima
daha istekli olduklar1 gdzlemlenmistir. ileride nitel yontemle yapilacak bir ¢alisma,
kars1 aktarim reaksiyonlarmin etkili bir sekilde nasil yonetildigini ve hangi
faktorlerin ya da Ozelliklerin terapistlere bu konuda yardimci oldugunu ortaya

cikarabilir.

Daha once de bahsedildigi gibi, terapistlerin kars1 aktarim tepkilerini basariyla
yonetmelerinde psikoterapi ve siipervizyon tecriibeleri etkili olmus olabilir. Gelecek
arastirmalar, caligmalarinda hem tecriibeli hem de tecriibesiz terapistlere yer vererek
ve onlarin tepkilerini karsilastirarak, karst aktarimda tecriibenin potansiyel etkisini

ortaya koyabilir.

Bir diger tartisma konusu ise, bazi terapist 6zelliklerinin (6rnegin, i¢ gorii, empati,
kaygi yonetimi ve kavramsallastirma becerileri gibi) karsi aktarim deneyimiyle
alakali koruyucu faktorler olabilecegine iliskindi. Bu 6zelliklerin karsi aktarim
tepkilerini yOnetebilmek agisindan nasil bir fayda sundugunu belirlemek,
gelecekteki bir diger arastirma konusu olabilir. Tiirk alan yazininda kars1 aktarim
yonetim faktorlerini degerlendiren bir aracin eksikligi mevcuttur. Dolayisiyla,

gelecekteki caligmalarda, Countertransference Factors Inventory (CFI; Van
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Wagoner, Gelso, Hayes, & Diemer, 1991) isimli 06lgegin Tirk kiiltiiriine

uyarlanmasi biiylik 6nem tagimaktadir.
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APPENDIX V: TEZ FOTOKOPISI iZIN FORMU

ENSTITU
Fen Bilimleri Enstitiisi
Sosyal Bilimler Enstitiisii X

Uygulamali Matematik Enstitiisii

Enformatik Enstitiist
Deniz Bilimleri Enstitiist
YAZARIN

Soyadi : SUSEN
Adi  : YANKI
Boliimii: PSIKOLOJI

TEZIN ADI : COUNTERTRANSFERENCE MANIFESTATIONS TO

CHRONICALLY VS. ACUTELY ILL PATIENTS: THE EFFECTS OF
THERAPISTS’ DEATH ANXIETY AND HEALTH BEHAVIORS
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