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ABSTRACT

EFFECTS OF NEUROTICISM AND CAREGIVER BURDEN ON CAREGIVERS’
DEPRESSIVE SYMPTOMS AND WELL-BEING: MODERATING ROLE OF
DISPOSITIONAL MINDFULNESS

Kose, Berkay

M.S., Department of Psychology
Supervisor: Prof. Ozlem Bozo Ozen

July 2019, 110 Pages

Dispositional mindfulness means being aware of each moment, paying
attention to the moment, and remembering both awareness and attention. The main
aim of the current dissertation was to investigate whether dispositional mindfulness
is a protective factor in the associations of neuroticism with caregiver psychological
and physical well-being, and the associations of caregiver burden with caregiver
psychological and physical well-being in the Turkish context. Participants of this
study were caregivers of patients diagnosed with severe mental illness, and the
sample was composed of 121 caregivers. Findings of the correlational analyses
indicated that caregiver burden was negatively correlated with caregiver wellbeing
(basic needs), caregiver wellbeing (activities of living), and mindfulness, whereas
positively correlated with depression, and neuroticism. Neuroticism was negatively
correlated with mindfulness, and positively correlated with depression. Also, there
was no significant association of neuroticism with caregiver wellbeing (activities of
living) and caregiver wellbeing (basic needs). Mindfulness was positively correlated
with caregiver wellbeing (basic needs), caregiver wellbeing (activities of living), and
negatively correlated with depression Findings of the moderation analyses revealed

that dispositional mindfulness moderated the associations between neuroticism and

iv



caregiver wellbeing (activities of living), and caregiver burden and caregiver
wellbeing (basic needs). However, dispositional mindfulness did not moderate the
associations between caregiver burden and depression, neuroticism and depression,
caregiver burden and caregiver wellbeing (activities of living), and neuroticism and
caregiver wellbeing (basic needs). The findings, clinical implications, and strengths

and limitations of the current study were discussed based on the literature.

Keywords: Mindfulness, Burden, Depression, Well-Being, Neuroticism.



0z

NEVROTIKLIK SEVIYESININ VE BAKICI YUKUNUN HASTA
YAKINLARININ IYI OLUS HALINE ETKISI: FARKINDALIK SEVIYESININ
DUZENLEYICi (MODERATOR) ROLU

Kose, Berkay

Yiiksek Lisans, Psikoloji Boliimii
Tez Yoneticisi: Prof. Dr. Ozlem Bozo Ozen

Temmuz 2019, 110 Sayfa

Farkindalik, her anin bilincinde olmak, o ana dikkat etmek ve hem bilingliligi
hem de dikkati hatirlamak anlamimna gelir. Calismanin amaci, farkindaligin,
nevrotiklik ile bakici psikolojik ve fiziksel iyi olus hali arasindaki iligkilerde
koruyucu bir rolii olup olmadigin1 ve bakici yiikii ile bakici psikolojik ve fiziksel iyi
olus hali arasindaki iliskilerde koruyucu bir rolii olup olmadigin1 Tirkiye
ornekleminde arastirmaktir. Bu ¢alismaya katilanlar ciddi zihinsel hastalik tanisi alan
hastalarin bakicilartydi ve o6rneklem 121 bakicidan olusuyordu. Korelasyon
analizlerinin bulgularina gore, bakici yiikiiniin, bakic1 iyi olus hali (temel ihtiyaglar),
bakici iyi olus hali (yasamsal faaliyetler) ve farkindalik ile anlamli ve negatif,
depresyon ve nevrotiklik ile anlamli ve pozitif iliskili oldugu bulunmustur.
Nevrotiklik, farkindalikla negatif korelasyon gosterirken, depresyon ile pozitif
korelasyon gostermistir. Ayrica, bakici iyi olus hali (yasamsal faaliyetler) ve bakici
iyi olus hali (temel ihtiyaglar) ile Nevrotiklik arasinda anlamh bir iliski
bulunamamistir. Farkindalik, bakici iyi olus hali (temel ihtiyaglar), bakict iyi olus
hali (yasamsal faaliyetler) ile pozitif ve depresyon ile negatif korelasyon gdstermistir.
Moderasyon analizlerinin bulgularina gore, farkindalik, nevrotiklik ve bakici iyi olus

hali (yasamsal faaliyetler) ve bakici yiikii ve bakici iyi olus hali (temel ihtiyaglar)
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arasindaki iliskiyi olumlu ve anlamli bir sekilde etkilemistir. Bununla birlikte,
farkindaligin, bakici yiikii ile depresyon, nevrotiklik ve depresyon, bakici yiikii ve
bakici 1yi olus hali (yasamsal faaliyetler) ve nevrotiklik ve bakici iyi olus hali (temel
ihtiyaglar) arasindaki iliskilerde diizenleyici rolii anlamli ¢itkmamistir. Bu ¢aligmanin
bulgulari, klinik etkileri ve giicli yonleri ve simrliliklart literatiir 15181nda

tartisilmastir.

Anahtar Kelimeler: Farkindalik, Yiik, Depresyon, Iyi Olus Hali, Nevrotiklik.

vii



To my family...

viii



ACKNOWLEDGMENTS

First of all, 1 would like to express my appreciation to my thesis supervisor
Prof. Dr. Ozlem Bozo for great support and guidance. In addition, | want to thank my
thesis committee members Prof. Dr. Bengi Oner-Ozkan and Assist. Prof. Dr. Yagmur
Ar-Karci. Also. | would like to to thank my colleagues Selen Eltan, Kutay Sacak,
Pelsin Ulgen, Beril Kumpasoglu, Dolunay Cemre Durmus and Dilara Hasdemir for
their social support. Additionally, I am grateful to Serhat Yalinkaya, Aydin
Tavlayan, and Cevdet Acarsoy who helped me a lot throughout the thesis process. |
would also like to thank all staff in the community mental health services for helping
me with data collection. Furthermore, I want to thank Mavi At and ASDER
Schizophrenia Associations for their support. | wish to express my thanks to my

parents for supporting and motivating me.



TABLE OF CONTENTS

PLAGIARISM ... bt bbb ii
ABSTRACT .. bbbttt et b e v
OZ s vi
DEDICATION ... e viil
ACKNOWLEDGMENTS ...t X
TABLE OF CONTENTS ...t X
LIST OF TABLES ... XV
LIST OF FIGURES. ...t XVi
CHAPTER

LINTRODUCTION.....coiiiiiiiteste sttt 1
1.1 DEPRESSION ... .ottt bbb 2
1.1.1. CONCEPT OF DEPRESSION .......ccoeiiiiiiiiiiiiiieeeeeee s 2
1.1.2. SYMPTOMS AND SUBTYPES OF DEPRESSION........cccccooiiiniiiiiicnn 3
1.1.3. THEORETICAL FRAMEWORKS OF DEPRESSION..........ccccooviiiiiinienn 4
1.2 CAREGIVER WELL-BEING .....cccoiiiiiiiiiiieie et 5
1.2.1. CAREGIVING CONCEPT ...ttt 5
1.2.2. CAREGIVER PSYCHOLOGICAL WELL-BEING AND DEPRESSION .....5
1.2.3. CAREGIVER PHYSICAL WELL-BEING........c.cccooiiiiiiiiieien e 6
1.3 CAREGIVER BURDEN........ooiiiiiiiiiiieieiee e 6
1.3.1. CONCEPT OF CAREGIVER BURDEN ........ccccoiiiiiiiiiinc e 6
1.3.2. THEORETICAL FRAMEWORKS OF CAREGIVER BURDEN................... 7



1.3.3. EFFECTS OF CAREGIVER BURDEN ON DEPRESSION AND

PHYSICAL AND PSYCHOLOGICAL WELL-BEING .......ccccooociiiiiiiiiiciis 9
1A PERSONALITY Lo 9
1.4.1. FIVE-FACTOR MODEL OF PERSONALITY oot 9

1.4.2. ASSOCIATION BETWEEN FIVE-FACTOR MODEL OF
PERSONALITY AND DEPRESSION........cociiiiiiiiiii i 11

1.4.3. RELATIONSHIP BETWEEN FIVE-FACTOR MODEL OF
PERSONALITY AND CAREGIVER PHYSICAL WELL-BEING...........c..coeu..e. 12

1.4.4. ASSOCIATION OF FIVE-FACTOR MODEL OF PERSONALITY
WITH CAREGIVER PSYCHOLOGICAL WELL-BEING AND BURDEN. .......... 13

1.5 DISPOSITIONAL MINDFULNESS.........cccoiiiiiii e, 14

1.5.1. CONCEPT OF MINDFULNESS AND MINDFULNESS RELATED
PSYCHOTHERAPIES ... .o 14

1.5.2. EFFECT OF THIRD WAVE OF COGNITIVE BEHAVIORAL
PSYCHOTHERAPIES ... 15

1.5.3. RELATION OF DISPOSITIONAL MINDFULNESS WITH
PERSONALITY, PSYCHOLOGICAL AND PHYSICAL WELL-BEING, AND

BURDEN OF CAREGIVERS ..ot 17
1.5.4. THEORETICAL FRAMEWORKS OF MINDFULNESS. ... 18
1.6 AIM OF THE STUDY w..ooiiiiiiiii e 20

2. METHOD ...t 21
2.1 PARTICIPANTS Lo 21
2.2 INSTRUMENTS ... 26
2.2.1. DEMOGRAPHIC INFORMATION FORM .....cccccoiiiiiiiiiiiiiici e 26
2.2.2. ZARIT CAREGIVER BURDEN INTERVIEW .......cccooviiiiiiiiiiic e 26
2.2.3. BASIC PERSONALITY TRAITS INVENTORY ...cooviiiiiiiiiceeee 27

Xi



2.2.4. MINDFUL ATTENTION AWARENESS SCALE ........cocooiiiiiiiiiiee 28

2.2.5. CAREGIVER WELL-BEING SCALE.........ccoooiiiiiiii e, 29
2.2.6. BECK DEPRESSION INVENTORY-FIRST EDITION .......cccoeiiiiiiine, 30
2.3 PROCEDURE .......cooiiiitiiiite s 30
2.4 DATA ANALYSIS ..o 31

3 RESULTS .o 32
3.1 DESCRIPTIVE ANALYSES FOR THE MEASURES OF THE STUDY ......... 32
3.2 CORRELATIONAL ANALYSES ...t 33
3.3 MODERATION ANALYSES ... .o 33

3.3.1. MODERATOR ROLE OF MINDFULNESS ON THE RELATION
BETWEEN NEUROTICISM AND CAREGIVER WELLBEING
(ACTIVITIES OF LIVING) ..ottt e 35

3.3.2. MODERATOR ROLE OF MINDFULNESS ON THE RELATION
BETWEEN CAREGIVER BURDEN AND CAREGIVER

WELLBEING (BASIC NEEDS) ......cciiiiiiiiieisee s 37

4. DISCUSSION ..ottt 40
4.1 CORRELATIONAL ANALYSES ...t 40
4.2 MODERATION ANALYSES ... .o 42

4.2.1. MODERATOR ROLE OF MINDFULNESS IN THE RELATION
BETWEEN CAREGIVER BURDEN AND DEPRESSION.........cccoociiiiiiiiiiiene 42

4.2.2. MODERATOR ROLE OF MINDFULNESS IN THE RELATION
BETWEEN NEUROTICISM AND DEPRESSION.........ccccoiiiiiiiiiiciieecc e 43

4.2.3. MODERATOR ROLE OF MINDFULNESS IN THE RELATION
BETWEEN CAREGIVER BURDEN AND CAREGIVER WELL-BEING
(ACTIVITIES OF LIVING) ..ottt 44

Xii



4.2.4. MODERATOR ROLE OF MINDFULNESS IN THE RELATION
BETWEEN NEUROTICISM AND CAREGIVER WELL-BEING
(ACTIVITIES OF LIVING) ..ottt 44

4.2.5. MODERATOR ROLE OF MINDFULNESS IN THE RELATION
BETWEEN CAREGIVER BURDEN AND CAREGIVER WELL-BEING
(BASIC NEEDS) .vvvvcooeeeevveeereesessseessoesssssseesseessessseessosssessssssseessssssessseesssssssesesssssenes 46

4.2.6. MODERATOR ROLE OF MINDFULNESS IN THE RELATION
BETWEEN NEUROTICISM AND CAREGIVER

WELL-BEING (BASIC NEEDS) ..ottt 47
4.3 CLINICAL IMPLICATIONS ... 48
4.4 STRENGTHS OF THE STUDY ...oooiiiiiiiiiiic s 49
4.5 LIMITATIONS AND DIRECTIONS FOR FUTURE STUDIES....................... 49
4.6 CONCLUSION ....oiiiiiiii e 50
REFERENGCES ... ..o 52
APPENDICES

A. ETHICAL APPROVAL OF METU HUMAN SUBJECT ETHICS

COMMITTEE ... 75
B. INFORMED CONSENT FORM ....cciiiiiiiiieiiieiece e 76
C. DEMOGRAPHIC INFORMATION FORM .....coooiiiiiiiiiie 78
D. ZARIT CAREGIVER BURDEN INTERVIEW (ADAPTED FORM)............. 79
E. BASIC PERSONALITY TRAITS INVENTORY ....coviiiiiiieec e 81
F. MINDFUL ATTENTION AWARENESS SCALE (ADAPTED FORM)......... 82
G. CAREGIVER WELL-BEING SCALE (ADAPTED FORM) ......cccceoviiiiinnn 84

H. BECK DEPRESSION INVENTORY-FIRSTEDITION
(ADAPTED FORM) ...oooveeoeeeeeeeeeeeeeeseseeeeeeeeseseeseesesseeseeseseesesseseeeesesseeeesessee e 86

Xiii



I. RECEIPT OF PERMISSION FROM ANKARA SINCAN DR.
NAFIZ KOREZ DEVLET HASTANESI .....cociiiiiiice e

J. RECEIPT OF PERMISSION FROM ANKARA SAGLIK BiLIMLERI
UNIVERSITESI DR. ABDURRAHMAN YURTASLAN ONKOLOJI
SAGLIK UYGULAMA VE ARASTIRMA MERKEZI ........ccooovvvvviiiiiiiinns

K. RECEIPT OF PERMISSION FROM DENIiZLi iL SAGLIK
1Y/ 181510128 51 011 6 ST

L. RECEIPT OF PERMISSION FROM AYDIN VALILIGi iL SAGLIK
MUDURLUGU ..ottt ee e e e e et e e e et eee e e e et e atese e e seasasas e s eeseans

M. TURKISH SUMMARY / TURKCE OZET .....coveveveeeeieeeeee e

N. TEZ IZIN FORMU / THESIS PERMISSION FORM......cccoovevieveereereeeeersinn,s

Xiv



LIST OF TABLES

Table 1 Places of Data COIECHION ..........cccviiiiiiiiie e 21
Table 2 Demographic Characteristics of the Sample..........cccccoovviiiiicee, 21
Table 3 Descriptive Characteristics of the Measures..........ccccocvveveveeveccieiecce s 32
Table 4 Pearson Correlation Coefficients among Variables............ccccccooeviveivinnnen. 34
Table 5 Summary of the Results for the Moderation Models.............ccccccevvveiiinnnen. 35

XV



LIST OF FIGURES

Figure 1 The Relation Between Neuroticism And Caregiver Wellbeing
(Activities Of Living) For Different Values Of Mindfulness Levels ..................

Figure 2 The Relation Between Neuroticism And Caregiver Wellbeing
(Activities Of Living) For Different Levels Of Mindfulness ...........................

Figure 3 The Relation Between Caregiver Burden And Caregiver Wellbeing
(Basic Needs) For Different Values Of Mindfulness Levels ...........................

Figure 4 The Relation Between Caregiver Burden And Caregiver Wellbeing
(Basic Needs) For Different Levels Of Mindfulness ...................cooooiiintn.

XVi



CHAPTER 1

INTRODUCTION

Many people eventually become caregivers as a daughter, son, father, mother,
friend or partner. In this process, they may face some mental (e.g., depression) and
daily physical/social difficulties. From the standpoint of the mental aspect, caregivers
may experience depressed mood, anxiety, anger, and stress (Janardhana,
Raghunandan, Naidu, Saraswathi, & Seshan, 2015; Stanley, Balakrishnan, &
llangovan, 2017; Stanley, Mettilda, & Bhakyalakshmi, 2015). However, these
problems may also be associated with high levels of neuroticism, which is associated
with negative feelings, emotional instability, and negative affectivity (Ben-Ari &
Lavee, 2005; Bouchard, Lussier, & Sabourin, 1999; Costa & McCrae, 1980; Keltner,
1996). In other words, neuroticism is highly and positively correlated with severity
of depression and negative feelings (Jourdy & Petot, 2017). In terms of the physical
aspect, caregivers may face some difficulties in self-care behaviors, socializing,
physical functioning, and sleep quality (Glajchen, 2013). Such problems are
important aspects of caregiver burden. According to Hoening and Hamilton (1966)
caregiver burden is as any negative consequence occurring in family. The level of
burden can vary in different caregiver groups. For instance, chronic mental illnesses
cause disruption in emotional and cognitive competencies, alter person’s habit
(Buldukoglu, Bademli, Karakaya, Goral, & Keser, 2011), lead to social and
economic losses; thus, caregivers of these people experience high levels of burden
(Geriani, Savithry, Shivakumar, & Kanchan, 2015). However, there are some factors
like dispositional mindfulness that may decrease the negative effects of caregiver

burden on well-being.



In this study, the associations of neuroticism and caregiver burden with
depressive symptoms and caregiver well-being will be examined in caregivers of
individuals with severe mental illness. In addition to this, how dispositional
mindfulness affects the associations of caregiver depression and well-being with
neuroticism and caregiver burden will be examined.

As it can be seen above, there will be two dependent variables, i.e.,
depressive symptoms and well-being, in the current study. As the literature
suggested, having low levels of depression does not necessarily mean that one has
high levels of well-being (Weich et al., 2011). Also, the tool we will use to assess
the level of caregiver well-being does not measure well-being through the levels of
psychological symptoms, but through the degree of caregivers’ daily functioning and
met needs.

In the following sections, first the dependent variables (i.e., depression and
well-being) will be reviewed in caregiving context. After reviewing the literature on
depression and well-being in caregivers, the independent variables (i.e., caregiver
burden and neuroticism) and their effects on the dependent variables will be
presented. Finally, the concept of dispositional mindfulness, which is the moderator
variable in the present study, will be explained and its possible moderating role will

be introduced.

1.1. Depression

1.1.1. Concept of Depression

Today, depression is one of the most common diseases among mental health
disorders. Currently, the number of individuals diagnosed with depression is 322
million in the world. While the prevalence rate among females is 5.1%, it is 3.6%
among males. These ratings increase in older ages, but it can be seen in all age
groups (WHO, 2017). According to DSM-5 (American Psychiatric Association,

2013), depression is characterized by being in low mood and unwillingness to engage
2



in activities that can affect person’s way of thinking, behavior and feelings. Besides,
depression can be an emotional response to afflictive events. Also, depression can be
triggered by drug utilization and alcohol consumption. In addition to these,
depression has physical and psychological symptoms which can vary according to
subtypes, but these symptoms can be ameliorated via psychotherapies and

medication.

1.1.2. Symptoms and Subtypes of Depression

Symptoms of depression are depressed mood such as feelings of sadness,
anhedonia, withdrawal from pleasant activities, significant change in weight and
appetite, disturbance in sleep pattern, psychomotor agitation, and decrease in energy
and motivation. In addition to these, depression causes tiredness, indecisiveness,
impairment in individual’s functioning and concentration problems. Also, people
who have depression can feel worthless, and these people may have recurrent
suicidal ideation (American Psychiatric Association, 2013). According to DSM-5
(American Psychiatric Association, 2013), there are some subtypes of depression like
persistent depressive disorder which means mild chronic depression, and
premenstrual dysphoric disorder which means depressive symptoms, anxiety, or
irritability during menstrual cycles. The most common type of depression is major
depressive disorder, and in which patients must experience five of the
aforementioned symptoms during the same two-week period (American Psychiatric
Association, 2013). In conclusion, depression has physical symptoms like significant
change in weight, psychomotor agitation and withdrawal from pleasant activities,
and psychological symptoms like feelings of sadness, and anhedonia. Also,
according to the degree of severity, duration, and the number of symptoms, subtypes
of depression are described. For an understanding of how depression and these

symptoms occur, there are some theoretical frameworks in the literature.



1.1.3. Theoretical Frameworks of Depression

In the literature, there are theories that explain why depression occurs, i.e.,
what the etiology of depression is. One of these theories is neurodevelopmental
theory. According to this theory, there are several factors affecting people’s
disposition to depression such as early-childhood trauma, infections during prenatal
period, maternal stress, personality of mothers, mother and child relationship, genetic
and environmental factors, a person’s coping skills from childhood to adulthood, and
stressors in life (Galecki & Talarowska, 2018). The second theory is Beck’s
cognitive theory. This theory proposes that dysfunctional information processing
causes negative mood states, such as depression. Children create negative cognitive
structures in consequence of interaction with environment and other people. When
they encounter life stressors, these cognitive structures are activated and negative
thoughts are produced; these negative thoughts and beliefs cause negative mood
symptoms (Beck, 1967). This theory was empirically supported by many studies
(e.g., Kingery et al., 2009; Rudolph & Clark, 2001; Schwartz & Maric, 2015;
Weeland, Nijhof, Otten, Vermaes, & Buitelaar, 2017). Another theory that attempted
to explain the etiology of depression is Freud’s psychoanalytic theory. According to
Freud, loss of object, regression of libido into the ego, and ambivalence create
hidden conflicts, and then these conflicts reveal themselves as depressive symptoms.
Also, oral fixations, i.e., conflicts during the baby’s oral stimulation from birth to
eighteen months, can create predisposition for depression (Freud, 1917; Rhee, 2017).
To conclude, for an understanding of why depression occurs, i.e., what the etiology
of depression is, many theoretical frameworks such as neurodevelopmental theory,
Beck’s cognitive theory, and Freud’s psychoanalytic theory have been developed.
According to these theories, depression —one of the dependent variables of the
current research— is related to negative environmental factors, negative thoughts,
negative mood symptoms, or hidden conflicts.

Apart from these, according to online survey, one in five caregivers reported
that they suffered from depression, and this rate is twice the rate of the general
population (Spector & Tampi, 2005). In other words, prevalence rate of depression is

4



higher in caregiver population, so it is particularly important to take concept of

depression into consideraton when studying with caregivers.

1.2. Caregiver Well-being

1.2.1. Caregiving Concept

Although the term “caregiving” is commonly used in daily life and in the
literature referring to nursing, sociology, and psychology, this term is relatively new;
it was first used in 1966 (Caregiving, 2010). Hermanns and Mastel-Smith (2012)
conducted a qualitative concept analysis for an understanding of both the concept
and the operational definition of caregiving. They use a hybrid qualitative model
consisting of three phases which are theoretical, fieldwork and analytical. According
to their definition, caregiving caregiving is related to helping people who cannot help
themselves in various ways (Hermanns & Mastel-Smith, 2012). Other researchers
defined family caregiving as providing personal health care for a family member or a
significant other (Swanson et al., 1997). Also, during the caregiving process,
caregivers may face some mental (e.g., depression) and daily physical/social

difficulties that affect their both psychological and physical well-being.

1.2.2. Caregiver Psychological Well-being and Depression

Psychological well-being is simply keeping a positive state of mind, because
it is related to positive emotions and happiness. In that respect, psychological well-
being is related to subjective well-being (Diener, 2000). Also, it is related to reach
one’s full potential, having control over life, establishing positive relationships, and
it is negatively associated with mental health disorders like depression (Huppert,
2009). In the literature concerning the association between depression and caregiver
psychological well-being, it was found that one third of caregivers who live with
patients reported depressive symptoms, and the severity of symptoms were
increasing as the duration of caregiving increases (Gibson et al., 1997; McConaghy

& Caltabiano, 2005; Shua-Haim et al., 2001). Also, according to study conducted
5



with caregivers of cancer patients and patients diagnosed with Type 2 diabetes,
depression affects their quality of life and psychological well-being negatively, and it
increases their stress level (Ferrell, Dow, & Grant, 1995; Northouse, Katapodi,
Schafenacker, & Weiss, 2012; Ramkisson, Pillay, & Sartorius, 2016). To conclude,
psychological well-being is simply related to positive state of mind, and negatively
associated with depression. Also, caregivers experience depressed mood and stress,
which in turn, negatively affect their quality of life and psychological well-being.
However, well-being is not limited to psychological well-being; it has another

dimension called physical well-being.

1.2.3 Caregiver Physical Well-being

According to American Association of Nurse Anesthetists (2016), physical
well-being is “the lifestyle behavior choices you make to ensure health, and avoid
preventable diseases and conditions”. According to Myra Glajchen (2013), physical
well-being is important in terms of quality of life, and it is related to physical
functioning, tiredness, sleep quality, physical conditions and self-care behaviors. In
the literature related to caregiving concept, it was found that caregiving affects
physical well-being negatively because it is associated with tiredness, less sleep
quality, impaired cognitive function and lack of socializing (Glajchen, 2013). Also,
caregiving process may cause loss of appetite and loss of weight (Stenberg, Ruland,
& Miaskowski, 2010). Thus, physical well-being of caregivers is related to physical
factors that affect their quality of life. Impairment in functioning and lack of
socializing affect physical well-being, which are also burden for caregivers. Thus,

the next section presents brief literature on caregiver burden.

1.3. Caregiver Burden

1.3.1 Concept of Caregiver Burden

Grad and Sainsbury (1966) defined caregiver burden as any negative

consequence in family. Hoening and Hamilton (1966) classified it under two
6



categories which are subjective burden referring to negative feelings like depression,
anxiety, and embarrassment; and objective burden referring to events and activities
like decreased social activity and economic constraints. In the literature, the concept
of burden and related variables were used both as independent and dependent
variables in the caregiver literature (Chou, 2000). In general, the literature suggested
that female caregivers have higher levels of burden compared to male caregivers
(Brazil, Thabane, Foster, & Bédard, 2009; Mystakidou et al., 2013). Also, it was
found that caregiver burden increases as the age of caregiver increases (Ampalam,
Gunturu, & Padma, 2012). As it was revealed before in the literature, chronic mental
illnesses cause disruption in both emotional and cognitive competencies, alter
person’s habit (Buldukoglu, Bademli, Karakaya, Goral, & Keser, 2011), lead to
social and economic losses. Thus, caregivers of these people report high levels of
burden (Geriani, Savithry, Shivakumar, & Kanchan, 2015; Hsiao & Tsai, 2015;
Martin et al., 2015). However, psychological and educational training could decrease
the level of caregiver burden (Bademli, Lok, & Kilic, 2017; Chen, Liu, Zhang, & Lu,
2016; Martin-Carrasco et al., 2016). All in all, caregiver burden is divided into two
categories which are objective burden and subjective burden, the level of burden
changes depends on gender, age, and population, and it can be reduced by
psychological and educational training. For a better understanding, in the next
section, a short review on some of the theoretical frameworks related to caregiver

burden was given.

1.3.2 Theoretical Frameworks of Caregiver Burden

There are several studies that have attempted to explain caregiver burden, but
two of them are more relevant to the field, which are stress theory and role theory
(Wasilewski, 2012). According to stress theory, there are stressors and resources
affecting people’s well-being (Pearlin et al., 1990). According to this theory, primary
stressors, secondary stressors, and mediators exist and these affect people’s well-
being outcomes. Primary stressors happen first and they can be events like job loss,

or repeated stressors like occupation or caregiving. On the other hand, secondary
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stressors occur after the primary stressors. They are less potent and they can be
causes stressful outcomes. For instance, if primary stressor is caregiving, secondary
stressor can be conflict with family members, economic strain, increased expenditure
and lack of socializing. Apart from these, mediator variables such as coping
strategies, social support, or personality types mediate the association between
stressors and stress outcomes (Pearlin, 1989). Pearlin et al. (1990) stated that when
applied this theory to caregiving, caregiver burden become primary stressor, and it
interacts with secondary stressors including role strains and intrapsychic factors.
Secondary stressors affect outcomes like depression and anxiety, and this association
is mediated by coping strategies and social resources (Wasilewski, 2012). While
secondary stressors include factors like subjective caregiver burden, primary
stressors consist of more objective factors like care-recipient impairment measured
by cognitive assessment (Yates, Tennstedt, & Chang, 1999; Wasilewski, 2012). In
this model, the degree of care provided, and care-recipient deficit are important
factors in terms of affecting caregiver burden by primary or secondary stressors
(Wasilewski, 2012).

According to the role theory, individuals live according to their expectations
and social roles, and if there is an incompatibility in these expectations and social
roles, role conflict will occur (Biddle, 1986). Females assume the caregiving roles as
they tend to give more emotional support like listening and sharing feelings, while
males assume the caregiving roles as being more involved in physical tasks. As
compared to physical tasks, emotional support creates more psychological impact on
caregivers such as inducing. Thus, it leads to poorer well-being (Merz, Schuengel, &
Schulze, 2009; Stein, 2009; Wasilewski, 2012; Zarit, Todd, & Zarit,1986). In
addition, role overload like performing a variety of tasks leads to overload-related
burden, and having various roles and obligations such as being adult, child and
spouse at the same time causes conflict-related burden (Barnett & Baruch, 1985;
Wasilewski, 2012).

To conclude, in the literature, there are two main theories related to caregiver
burden, and these are stress theory focusing on the effect of primary and secondary
stressors, and role theory focusing on the social roles and role conflicts. Also, these
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theoretical frameworks of caregiver burden can enable one to understand the effects
of caregiving on various outcomes such as depression, and physical and

psychological well-being.

1.3.3 Effects of Caregiver Burden on Depression and Physical and
Psychological Well-being

In the literature, there are many studies that investigate the effect of
caregivers’ burden on various aspects of one’s life (Chang, Chiou, & Chen, 2010).
One of these aspects is depressive symptoms and in the literature, it was found that
higher caregiver burden is strongly associated with depressive symptoms (Medrano,
Rosario, Payano, & Capellan, 2014; Pirraglia et al., 2005; Song, Biegel, & Milligan,
1997). The other aspect is psychological well-being, and according to studies, it was
found that high levels of burden lead to poor psychological well-being (Gupta,
Solanki, Koolwal, & Gehlot, 2015) and mental health (Harmanci & Cetinkaya
Duman, 2016). Another aspect is physical well-being, and preliminary studies
showed that caregiver burden is negatively associated with physical well-being
(Chang, Chiou, & Chen, 2010; Douglas & Daly, 2003). All in all, studies have
shown that caregiver burden is positively associated wtih depressive symptoms, and
negatively associated with physical and psychological well-being. Apart from these,
there are other determinants of caregiver burden such as care recipient behavioral
problems (Chappell & Reid, 2002), perceived social support (Méller-Leimkiihler &
Wiesheu, 2012), and personality (Kim, et al., 2016). Personality is important factor
because it can be determinant correlate of depression, physical and psychological

well-being and caregiver burden.

1.4. Personality

1.4.1 Five-Factor Model of Personality

From past to present, many theories and models have been suggested to

understand human personality, human behavior, causes of differences and
9



similarities between individuals in terms of emotion, cognition, and behavior. One of
the more prominent, practical, and applicable model among them is five-factor model
of personality (Digman, 1990). Pioneers of this model were Fiske (1949), Tupes and
Christal (1961), and Norman (1963). McCrae and John (1992) described five-factor
model of personality as personality characteristics that exist in hierarchical
organization, and these traits are conscientiousness, neuroticism, agreeableness,
extraversion, and openness to experience. Costa and Widiger (2005) described the
traits as consistent cognitive, emotional, and behavioral patterns (Geng¢dz & Onciil,
2012). Openness to experience was defined as being imaginative, creative, curious,
being influenced by new ideas, and different perspectives, placing importance on
aesthetics, and giving preference to new and deep experiences (Costa & McCrae,
1992; George & Zhou, 2001; McCrae, 1996; McCrae & Costa, 1997). Higher levels
of openness to experience can lead individuals to easily access feelings, thoughts,
and perspectives, lead individuals to be more adaptive to changing circumstances,
and lead individuals to think about new ideas (George & Zhou, 2001; McCrae &
Costa, 1997). On the contrary, lower levels of openness to experience can lead
individuals to be more conservative, conventional and familiar (George & Zhou,
2001; Costa & McCrae, 1992). Conscientiousness is related to impulse control,
conformity, determination, sense of duty, organization and being mindful of
environment (Costa & McCrae, 1992; George & Zhou, 2001; Hogan & Ones, 1997).
Individuals with high levels of conscientiousness are reliable, trustworthy, self-
restraint, responsible, hardworking, goal-oriented, and these people follow the rules
and abide by the norms (Costa & McCrae, 1992; George & Zhou, 2001; Goldberg,
1992). Extraversion is about gregariousness, sociability, seeking stimulation by
socializing, being interested in external stimuli, assertiveness, movement, and
excitement-seeking (Costa & McCrae, 1992; Coété & Moskowitz, 1998).
Agreeableness can be defined as being straightforwardness, altruism, mildness,
temperateness, pleasing the others, charitable, thoughtful and generous (Costa &
McCrae, 1992; Cot¢ & Moskowitz, 1998). Individuals with high levels of
agreeableness attach importance to positive social relationships (Wilkowski,
Robinson, & Meier, 2006), value the group concerns (Jensen-Campbell & Graziano,
10



2001), and these people have advanced interpersonal strategies (Digman &
Takemoto-Chock, 1981). Neuroticism can be described as general negative feelings,
and predisposition for these feelings, emotional instability, and negative affectivity
(Ben-Ari & Lavee, 2005; Bouchard, Lussier, & Sabourin 1999; Costa & McCrae,
1980; Keltner, 1996). When examining the association between gender and
personality traits, in the literature, it was found that females have higher scores on
extraversion, agreeableness, conscientiousness, and neuroticism, albeit males have
slightly higher scores on openness to experience (Samuel, South, & Griffin, 2015). In
conclusion, five-factor model of personality is a more prominent, practical, and
applicable model in comparison with other models that explain personality traits.
According to this model, there are five basic dimensions which are extraversion,
agreeableness, conscientiousness, neuroticism, and openness to experience, and each
of these is related to some personality characteristics. They are also related to mental
health; so, they may influence or predict mental illnesses such as depression.

1.4.2 Association between Five-Factor Model of Personality and

Depression

Recent studies have shown that personality traits in five-factor model of
personality are related to onset, severity, and course of mental illnesses including
depression (Allen, et al., 2017; Klein, Kotov, & Bufferd, 2011). It was found that
high neuroticism, low extraversion, and low conscientiousness are associated with
depression and depressive symptoms (Allen, et al., 2017; Jourdy & Petot, 2017;
Kotov, Gamez, Schmidt, & Watson, 2010). According to Jourdy and Petot (2017),
facets of these personality traits related to depression for neuroticism are anxiety,
hostility, depression, self-consciousness, vulnerability towards stress; facets of
extraversion are warmth, activity, and positive emotion. Also, facets of
conscientiousness related to depression are competence and self-discipline (Jourdy &
Petot, 2017). In addition, assertiveness dimension of extraversion is associated with
lower states of depression (Bienvenu, et al., 2004; Junni, 2017). Furthermore,

neuroticism is highly positively correlated with severity of depression, whereas
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extraversion and conscientiousness are moderately negatively correlated with
severity of depression (Jourdy & Petot, 2017). And according to caregiver related
studies, it was found that neuroticism and extraversion have a direct effect on
caregiver depression (Kim et al., 2016). To conclude, neuroticism, extraversion and
conscientiousness are associated with depression. These dimensions also affect
caregiver depression. Thus, it can be suggested that personality characteristics do

also affect caregiver well-being and burden.

1.4.3 Relationship between Five-Factor Model of Personality and

Caregiver Physical Well-being

As previously mentioned, personality traits are related to individuals’ well-
being. Previous studies have shown that personality affects both psychological and
physical well-being of caregivers in a direct or indirect way. Direct effect of
personality is related to a way of interpreting events and environment, whereas
indirect effect of personality is related to its relation with social support (Hooker,
Monahan, Bowman, Frazier, & Shifren, 1998). For the physical well-being of
caregivers, studies related to Five-Factor Model of Personality showed that higher
levels of neuroticism (Duberstein et al., 2003; Jerram & Coleman, 1999; LockenhofT,
Sutin, Ferrucci, & Costa, 2008), lower levels of extraversion (Jerram & Coleman,
1999), and low level of conscientiousness (Wilson, Schneider, Arnold, Bienias, &
Bennett, 2007) are related to worse physical well-being. However, it was found that
the effect of neuroticism on physical well-being is more consistent across studies
among other personality traits (Lockenhoff, Duberstein, Friedman, & Costa, 2011).
To sum up, personality has a direct or indirect effect on both psychological and
physical well-being, and some personality traits are associated with worse physical
well-being. In addition to its effect on physical well-being, personality does also
affect psychological well-being and the caregiver burden.

12



1.4.4 Association of Five-Factor Model of Personality with Caregiver
Psychological Well-being and Burden

As already stated, personality has a direct or indirect effect on psychological
well-being of caregivers. According to studies carried out with caregivers of
individuals with chronic mental illness, high levels of extraversion and
conscientiousness and low levels of neuroticism are associated with better
psychological well-being (Bharti & Bhatnagar, 2017). The literature indicated that
the most important personality trait among five personality traits is neuroticism in
affecting caregivers’ psychological well-being both directly and indirectly (Moller-
Leimkiihler & Maidger, 2011). Previous studies revealed that neuroticism is
associated with negative perceptions of caregiving-related benefits (Hollis-Sawyer,
2003; Kim, Duberstein, Sorensen, & Larson, 2005), distress of caregivers
(Markiewicz, Reis, & Gold, 1997; Renzetti et al., 2001), higher sensitivity to
caregiving-related stressors (Bookwala & Schulz, 1998), maladaptive coping
strategies (Patrick & Hayden, 1999), caregiver appraisals of stress (Koerner, Kenyon,
& Shirai, 2009), and less health promoting behaviors (Gallant & Connell, 2003).
Apart from these, neuroticism is positively and significantly correlated with
caregiver depression (Jang, Clay, Roth, Haley, & Mittelman, 2004). According to
Moller-Leimkiihler and Médger (2011), caregiver burden and perceived stress may
have a mediating role in the relation between neuroticism and psychological well-
being. Preliminary studies showed that low extraversion and especially high
neuroticism are highly and positively correlated with caregiver burden (Gonzalez-
Abraldes, Millan-Calenti, Lorenzo-Lopez, & Maseda, 2012; Kim et al., 2016;
Moller-Leimkiihler & Madger, 2011; Sink et al., 2013) Furthermore, personality
traits do also affect caregiver’s coping strategies. Ashraf and Sitwat (2016) stated
that neuroticism is associated with tension-reduction coping strategy rather than
problem-focused coping, and lesser positive emotions, whereas low extraversion is
related to escape-avoidance strategy, and higher negative emotions. To sum up,
personality traits —especially neuroticism— affect caregiver psychological well-being,

caregiver burden and coping strategies. However, there are some factors, such as
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dispositional mindfulness, that may have a protective role against the negative effects

of personality traits.

1.5. Dispositional Mindfulness

1.5.1 Concept of Mindfulness and Mindfulness Related Psychotherapies

Ancient Buddhists have used mindfulness techniques and practices for
increasing the well being, and the duration of life since 2,500 years ago. According
to John Dunne (2007), mindfulness has three core components which are awareness,
attention, and remembering. Awareness means being aware of each moment;
attention means paying attention to the moment that we are aware of; and
remembering means remembering both awareness and attention. Based on these
concepts, measure of dispositional mindfulness was constituted to understand the
differences among people in terms of their propensity to mindful or mindless states
(Brown & Ryan, 2003; Feltman, Robinson, & Ode, 2009). Dispositional mindfulness
is essential to develop other mindfulness practices like walking with awareness
(Brem et al., 2015; Brown & Ryan, 2003).

In recent years, the meaning of mindfulness has expanded, and it is used as a
therapeutic technique in the scope of third wave of cognitive behavioral
psychotherapy in Western psychotherapy. Jon Kabat-Zinn, who is a pioneer in this
movement, expanded the term mindfulness by including non-judgment, acceptance,
and compassion (Kabat-Zinn, 2003). After a while, Steven C. Hayes, who was the
President of Division 25 of the American Psychological Association, used the term
“third wave of cognitive behavioral psychotherapy” in the related literature (Hayes,
2004). This term is very comprehensive and contains acceptance and commitment
therapy (ACT; Hayes, Strosahl, & Wilson, 1999), dialectical behavior therapy (DBT;
Linehan, 1993), cognitive behavioral analysis system of psychotherapy (CBASP;
McCullough, 2000), functional analytic psychotherapy (FAP; Kohlenberg & Tsai,
1991), mindfulness-based stress reduction (Kabat-Zinn, 1990), and mindfulness-
based cognitive therapy (Ost, 2008; Segal, Williams, & Teasdale, 2001). In

14



conclusion, mindfulness techniques and mindfulness concept are ancient techniques
and concepts. The underlying concept of “third wave of cognitive behavioral
psychotherapy” is mindfulness, and also, this psychotherapy is effective in several

issues, or mental diseases.

1.5.2 Effect of Third Wave of Cognitive Behavioral Psychotherapies

As previously mentioned, acceptance and commitment therapy (ACT) was
constituted by Hayes, Strosahl, and Wilson in 1999. The main aim of ACT is
focusing on searching a way to alter the function of psychological events instead of
changing them fundamentally, and to embrace these events. ACT model has six
processes which are acceptance, defusion, being present, noticing self, committed
action, and values. The first process is acceptance which means basically accepting
private experiences by being aware of these experiences in an active way without
restricting psychological freedom. The second process is defusion which means
changing the function of psychological events. The third process is being present
which means not only being aware of the moment but also paying attention to that.
The fourth process is noticing self which means a supreme sense of self to observe.
The fifth process is committed action which means overt behavior for redirection of
behavior. The final process is related to values which mean person’s characteristics
and principles that direct his/her life, and help to decide what is right and wrong
(Hayes, Pistorello, & Levin, 2012). ACT is a beneficial treatment for severe
depression, and it is effective in terms of reducing suicidal ideation (Walser et al.,
2015). Also, it is effective in terms of ameliorating depression of caregivers and
increasing their well-being (Losada et al., 2015). Besides, it is helpful for caregivers
in terms of coping with negative emotions, changing behavior in the care-recipient,
valuing life, and reducing caregiver burden (George, 2016).

Dialectical Behavioral Therapy (DBT) was first used for the treatment of
borderline disorder rather than comorbid disorders. This therapy has three stages
which are pre-commitment stage (basically giving psychoeducation to clients about

therapy and disorder), stage one (enhancing behavioral skills for decreasing the
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urgent life-threatening behaviors, and removing obstacles that interfere with the
therapy), and stage two (enhancing the person’s capabilities for experiencing
emotions entirely). The strategies of DBT increase the commitment to therapy,
problem solving strategies, validation (acceptance) strategies, and dialectical
strategies like balancing both acceptance and change (Feigenbaum, 2008). In the
literature, it was found that this therapy is beneficial in reducing caregiver burden,
increasing caregiver well-being, and alleviating depression (Hejazi, Sobhi, &
Sahrzad, 2014; Likens, 2009).

Mindfulness Based Stress Reduction (MBSR) is a group program used for
increasing mindfulness. MBSR helps patients to observe a situation in a
nonjudgmental, nonreactive, and accepting manner (Khoury, Sharma, Rush, &
Fournier, 2015). It continues 8-10 weeks with 10-40 people, and this program
contains yoga, body scan, and meditation to decrease the emotional reactivity,
mindfulness in stressful events, and homework assignments related to these
(Grossman, Niemann, Schmidt, & Walach, 2004). According to a study conducted
with Korean nursing students, MBSR is effective in decreasing symptoms of
depression, stress, and anxiety (Song & Lindquist, 2015). Also, MBSR has
preventative effect, because it increases distress tolerance and resilience (Nila, Holt,
Ditzen, & Aguilar-Raab, 2016). Furthermore, MBSR is an effective therapy in terms
of improving psychological well-being, reducing stress, burden and depression of
caregivers (Bazzano et al., 2013; Li, Yuan & Zhang, 2016).

Mindfulness-based cognitive therapy was originally developed for
relapse/recurrence of depression. MBCT is integration of cognitive behavioral
therapy and mindfulness, and includes the techniques of body scan, yoga exercises,
and meditation which are provided with cognitive skills to become aware of habitual
dysfunctional cognitive processes (Piet & Hougaard, 2011). In the literature, it was
found that mindfulness-based cognitive therapy is effective in decreasing the risk of
relapse/recurrence of depression (Ma & Teasdale, 2004; Piet & Hougaard, 2011).
Armstrong and Rimes (2016) stated that MBCT decreases the level of neuroticism,
and it can be beneficial for a person who is prone to become easily stressed. Also,
MBCT ameliorates the symptoms of depression and anxiety, and it helps to regulate
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emotion and increases the mindfulness level (Perich, Manicavasagar, Mitchell, &
Ball, 2013). In addition, MBCT eases the symptoms of depression, and burden,
increases the quality of life and well-being of caregivers (Norouzi, Golzari, &
Sohrabi, 2014; Wood, Gonzalez, & Barden, 2015).

Cognitive Behavioral Analysis System of Psychotherapy (CBASP) was
specifically developed for chronic depression. CBASP therapists use behavioral
analytic techniques to manage problems in daily life, and one of the main aims of
CBASP s teaching patients to establish a functional connection between behavior
and consequences (Swan et al., 2014). Distinction of CBASP from other models used
in the treatment of depression is the fact that it explains how to manage and modify
the transference and how to deal with reactions (Swan et al., 2014). In the literature,
it was found that CBASP is an effective treatment for chronic depression (Swan et
al., 2014). To sum up, it was found that cognitive behavioral psychotherapies are
effective therapies for the treatment of various mental diseases, and these
psychotherapies share a common concept which is mindfulness. In the light of
aforementioned information, it can be suggested that mindfulness is related to

personality, psychological and physical well-being, and burden of caregivers.

1.5.3 Relation of Dispositional Mindfulness with Personality,

Psychological and Physical Well-being, and Burden of Caregivers

Related to the relation between dispositional mindfulness and personality
traits, in the literature, it was found that there is a high and negative correlation
between mindfulness and neuroticism; neurotic people are prone to psychological
distress, whereas mindful people are less prone to psychological distress (Brown,
Ryan, & Creswell, 2007; Costa & McCrae, 1992; Giluk, 2009). Also, there is a high
and positive correlation between mindfulness and conscientiousness; they have
similar characteristics like self-regulation and being thoughtful (Costa & McCrae,
1992; Giluk, 2009). However, there is a moderate, negative and much weaker
correlation between mindfulness and extraversion; extraversion’s facets such as

excitement and sensation-seeking may affect this association because mindfulness
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does not contain these components (Costa & McCrae, 1992; Giluk, 2009). In
addition, there is a moderate and positive correlation between mindfulness and
agreeableness; facets of agreeableness like empathy and concern for others, which
are in compliance with Buddhist virtues, may affect this relation (Giluk, 2009;
Thompson & Waltz, 2007). Finally, there is a weak and positive correlation between
mindfulness and openness to experience (Giluk, 2009). Thus, it can be stated that of
the basic personality traits, neuroticism and conscientiousness have a strong
association with dispositional mindfulness. Apart from these, mindfulness can be a
moderating factor; it has a protective role against neuroticism related negative
outcomes (Feltman, Robinson, & Ode, 2009). With respect to the association
between dispositional mindfulness and caregiver well-being, it was found that
mindfulness has an ameliorating effect on the well-being of mentally ill patients’
caregivers (Epstein-Lubow, Miller, & McBee, 2006). In addition to these, previous
studies showed that dispositional mindfulness is associated with better physical well-
being (Grossman, Niemann, Schmidt, & Walach, 2004; Moskowitz et al., 2015;
Murphy, Mermelstein, Edwards, & Gidycz, 2012). Also, mindfulness is positively
associated with caregivers’ quality of life, well-being, and negatively correlated with
the level of burden. Furthermore, it was found that dispositional mindfulness has a
protective/moderator role against caregiver burden (Pagnini, Phillips, Bosma, Reece,
& Langer, 2015). In conclusion, in the literature, it was found that dispositional
mindfulness is positively associated with conscientiousness personality trait and
caregiver psychological and physical well-being. Also, it has a protective and
ameliorating effect on neuroticism-related outcomes and caregiver burden. There are
some theoretical frameworks of mindfulness that enable one to understand it’s effects

in a better way.

1.5.4 Theoretical Frameworks of Mindfulness

In the literature, there are some theories attempting to explain the underlying
mechanisms of mindfulness. One of these theories is self-determination theory.

According to this theory, open awareness can be a facilitative factor for selecting
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behaviors conforming with person’s needs, values, and interests, so mindfulness may
be a facilitative factor for well-being by means of self-regulated activity and
fulfillment of basic needs (Brown & Ryan, 2003; Deci & Ryan, 1980; Deci & Ryan,
1985; Hodgins & Knee, 2002; Ryan & Deci, 2000). Another theoretical framework
to explain the underlying mechanisms of mindfulness is control theory which is one
of the cybernetic theories. According to this theory, attention is an important part of
both communication and control processes which are crucial in regulation of
behavior. During the process of dysregulation like being under the influence of
alcohol or drugs, attention is necessary to re-establish communication in the parts of
the body to return to wellness state, and mindfulness enhances this attention and
improves well-being (Brown & Ryan, 2003; Carver & Scheier, 1981; Kabat-Zinn,
1990; Schwartz, 1984). In addition to these theories, Shapiro (2006) and colleagues
suggested that mindfulness has three components which are intention, attention, and
attitude that occur simultaneously, and create a substantial shift in perspective called
reperceiving. Then, this re-perceiving causes positive outcomes, such as reduction in
negative symptoms that positively influences psychological well-being by affecting
the mechanisms of self regulation, values clarification, cognitive, emotional and
behavioral flexibility, and exposure. Besides, neuroscientific studies found that there
is a high prefrontal cortical activation, enhanced prefrontal cortical regulation, and
less bilateral amygdala activity in people who have high level of dispositional
mindfulness, and these are positively and significantly correlated with mental health
and positive affects (Creswell, Way, Eisenberger, & Lieberman, 2007). Also,
dorsolateral prefrontal cortex is responsible for self regulating the problematic
outcomes (Kerns et al., 2004; Miller & Cohen, 2001), and this cortex is more active
in people who have a high level of dispositional mindfulness, so this situation
facilitates more effective emotion-regulation and self-regulation (Feltman, Robinson,
& Ode, 2009; Ochsner & Gross, 2008). To conclude, for the understanding of the
underlying mechanisms of mindfulness, there are some frameworks such as self
determination theory, control theory, repercieving concept, and neuroscience related
studies; all of which suggested that dispositional mindfulness is positively associated
with positive outcomes
19



1.6 Aim of the Study

In the light of the aforementioned information, it can be suggested that there
are strong and significant associations among depression, caregiver physical and
psychological well-being, caregiver burden, personality, and dispositional
mindfulness. Also, dispositional mindfulness has a protective role in the negative
relations between caregiver burden and caregiver physical and psychological well-
being, and neuroticism and caregiver well-being. However, in the literature, there are
only limited numbers of studies related to the concept of dispositional mindfulness as
a protector factor. Furthermore, in Turkish context, there are too few studies that
exploring the association between mindfulness and caregiver psychological and
physical well-being, and there is no study about the protective role of dispositional
mindfulness in these relations. Thus, one of the aims of the current study is to
investigate whether dispositional mindfulness can be a protective factor in the
associations between neuroticism and caregiver psychological and physical well-
being in the Turkish context. Similarly, the other aim of the current research is to
investigate whether dispositional mindfulness can be a protective factor in the
relation between caregiver burden and caregiver psychological and physical well-
being in the Turkish context.

Parallel to the aims of the study, it was hypothesized that caregiver physical
and psychological well-being would be negatively correlated with both neuroticism
and caregiver burden. In addition, for those participants with higher dispositional
mindfulness, negative correlation between neuroticism and caregiver psychological
and physical well-being would be lower than those with lower dispositional
mindfulness scores. Furthermore, for those participants with higher dispositional
mindfulness, negative correlation between caregiver burden and caregiver
psychological and physical well-being would be lower than those with lower

dispositional mindfulness scores.
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CHAPTER 2

METHOD

2.1 Participants

Participants of this study, who were caregivers of patients diagnosed with
severe mental illness (N = 121; 49 women, 40.5 %; 72 men, 59.5 %), were selected
through convenience sampling. The data were collected from Ankara ASDER (n =
27, 22.31 %), Ankara Mavi At (n = 9, 7.44 %), Nazilli TRSM (n = 32, 26.45 %),
Ankara Onkoloji TRSM (n = 11, 9.09 %), Ankara Sincan TRSM (n = 8, 6.61 %),
Adana TRSM (n = 4, 3.31 %), Istanbul TRSM (n = 5, 4.13 %), Denizli TRSM (n =
17, 14.05 %), and izmir TRSM (n = 8, 6.61 %). The distribution of data collection

places was presented in Table 1.

Table 1: Places of Data Collection

Places N %
Ankara ASDER 27 22,31
Ankara Mavi At 9 7,44
Nazilli TRSM 32 26,45
Ankara Onkoloji 11 9,09
Ankara Sincan 8 6,61
Adana 4 3,31
[stanbul 5 4,13
Denizli 17 14,05
[zmir 8 6,61
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The age range of participants was between 21 and 90 (M = 54.84, SD =
13.13). Nineteen caregivers were single (15.8 %), eighty-six caregivers were married
(71.7 %), five caregivers were divorced (4.2%), and ten caregivers were
widow/widower (8.33 %). The education levels of participants were .85% illiterate (n
= 1), 34.8 % primary school (n = 41), 14.4 % middle school (n = 17), 19.5 % high
school (n = 23), 26.3 % university (n = 31) and 4.2 % graduate school (n = 5).
Among the participants, 21% were in employment (n = 25), and 79 % were not in
employment (n = 94). %). Of the participants, thirty perceived their income as low
(25.2 %), eighty-five perceived as middle (71.4 %), and four perceived as high
(3.36%). The mean number of children of caregivers was 2.06 (SD = 1.39, range =
0-7). Of the participants, 90.1 % provided personal care except for their children (n =
109), and 9.9 % did not provide (n = 12). The mean duration of caregiving was 17.1
years (SD = 11.04, range = 46-2). Of the participants, sixty-two participants were
taking care of his/her child (52.1 %), twenty-nine participants were taking care of
his/her spouse (24.4 %), eleven participants were taking care of his/her parent (9.2
%), and seventeen participants were taking care of his/her sibling (14.3 %). The
participants were providing personal health care to patients with different severe
mental illnesses, which were schizophrenia (n = 86, 74.8%), psychotic disorders (n =
11, 9.6 %), and bipolar disorders (hypomanic, manic, depressive, and mixed) (n = 18,
15.7%). The participants stated that there is no caregiver apart from me (n = 80,
67.2%), or there is a caregiver apart from me (n = 39, 32.8%). Of the participants,
25.8 % stated that there is patient with mental illness except for the person that
provide personal health (n = 31), and 74.2 % stated that there is no patient with
mental illness except for the person that provide personal health (n = 89). Among the
participants, 85.7 % (n = 102) stated that they have a religious belief (no religious, n
=14, 12.1 %; low level of religious, n = 10, 8.6 %; middle level of religious n = 55,
47.4 %); religious n = 34, 29.3 %); high level of religious n = 3, 2.59 %), 14.3% stated
that they have no religious belief (n = 17). Of the participants, 38 % stated that they
have a chronic disorder (n = 46), and 62 % stated that they have no chronic disorder
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(n = 75). Among the participants, 59.5 % took medicine (n = 72), whereas 40.5%
did not take medicine (n = 49). Of the participants, 25.8 % stated that they have a
psychological disorder (n =31), 74.2 % stated that they have no psychological
disorder (n =89). Among the participants, 24.2 % received psychological support (n
=29), 75.8 % did not receive (n = 91) (see Table 2).

Table 2: Demographic Characteristics of the Sample

N % M SD Min-Max
Age 54.84 13.13 21-90
40 < 16 14.95
40-60 54  50.47
60 > 37 34.58
Gender
Male 72 59.50
Female 49  40.50
Marital Status
Married 86 71.67
Single 19 1583
Divorced 5 4.17
Widowed 10 8.33
Education
Iliterate 1 0.85
Primary School 41  34.75
Middle School 17 1441
High School 23 19.49
University 31 26.27
Masters/Doctorate 5 424
Working Status

Yes 25 21.01
No 94 78.99
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Table 2 (continued)

N % M SD Min-Max
Income Status
Low 30 25.21
Middle 85 71.43
High 4  3.36
Number of Children 2.06 1.39 0-7
No Children 15 13.16
1 17 1491
2 52 45.61
2> 30 26.32
Other Caregiving
Yes 109 90.08
No 12 9.92
Caring Years 17.09 11.04 46-2
6 < 20 18.35
6—15 34 3119
15> 55 50.46
Caregiving Degree
Brother/Sister 17 14.29
Mother/Father 62 52.10
Wife 29 24.37
Others 11 9.24
Patience Diagnose
Bipolar 16 13.91
Schizophrenia 86 74.78
Psychosis 11 9.57
Other 2 174
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Table 2 (continued)

N % M SD Min-Max

Other Caregiver

Yes 39 32.77

No 80 67.23
Other Patience

Yes 31 25.83

No 89 74.17
Religious Belief

Yes 102 85.71

No 17 14.29
Degree of Religious Belief

Not Religious 14 12.07

Low Level of 10 8.62
Religiousness

Middle Level of 55 4741
Religiousness

Religious 34 2931

High Level of 3 2.59
Religiousness
Chronic Disorder

Yes 46  38.02

No 75 61.98
Drug Use

Yes 72 59.50

No 49  40.50
Psychological Disorder

Yes 31 2583

No 89 74.17
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Table 2 (continued)

N % M SD Min-Max
Psychological Support
Yes 29 2417
No 91 75.83

2.2. Instruments

After signing the informed consent forms (see Appendix A), participants
filled out the questionnaire sets. The questionnaire sets included demographic
information form, The Caregiver Well-Being Scale (Berg-Weger, Rubio, & Tebb,
2000), Zarit Caregiver Burden Interview (Zarit, Reever, & Bach-Peterson, 2014),
Basic Personality Traits Inventory (Gengdz & Onciil, 2012), Mindful Attention
Awareness Scale (Brown & Ryan, 2003), and Beck Depression Inventory (Beck,
Rush, Shaw, & Emery, 1979).

2.2.1 Demographic Information Form

The demographic information form was consisted of two parts as
demographic information such as age, gender, education level, level of religiousness,
and general information about the wellbeing of caregivers such as whether he/she has

a psychological/physical illness, whether he/she is on medication (see Appendix B).

2.2.2 Zarit Caregiver Burden Interview

This scale was developed by Zarit, Reever, and Bach-Peterson in 2004 to
evaluate caregivers’ level of distress and burden, and the effect of caregiving process
on their life (see Appendix C). It is a 22-item, 5-point Likert type scale ranging from

“never” to “always”, and higher scores on this scale indicate higher levels of
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caregiver burden. The internal consistency coefficients of this scale ranged from.87
to .94, and the test-retest reliability of the scale was 0.71 (Zarit & Zarit, 1990). A
correlation coefficient of .73 was found between Zarit Caregiver Burden Interview
and Burden Assessment Scale, and a correlation coefficient of .62 was found
between Zarit Caregiver Burden Interview and General Health Questionnaire (Seng,
Luo, Ng, & Lim, 2010), both which were indicators of validity. The scale was
adapted to Turkish by Ozlii, Yildiz, and Aker (2009). The Cronbach’s alpha
coefficient was found as .83, and as an index of validity the correlation of this scale
with Maslach Burnout Inventory was found as .61. In the Turkish adaptation study of
the scale, three items were excluded. In the current study, the internal consistency

reliability coefficient of this scale was found as .89.

2.2.3 Basic Personality Traits Inventory

This scale was developed by Gengdz and Onciil (2012). It consists of 45
person-descriptive adjectives evaluating the personality traits on six dimensions, i.e.
extraversion, agreeableness, conscientiousness, neuroticism, openness to experience,
and negative valence (see Appendix D). These items are evaluated by respondents on
a 5-point scale ranging from 1 (does not apply to me) to 5 (definitely applies to me).
According to validity analyses of the personality dimensions, extraversion was
highly and negatively correlated with Liebowitz Social Anxiety Scale (r = —.45), and
positively correlated with Positive-Negative Affect Schedule—Positive Affect (r =
A4T); conscientiousness was negatively correlated with State-Trait Anxiety Inventory-
Trait anxiety dimension (r = —.26), and positively correlated with Rosenberg Self
Esteem Scale (r = .37) (Gengdz & Onciil, 2012). Agreeableness was negatively
correlated with State-Trait Anxiety Inventory-Trait anxiety dimension (r =—.33), and
positively correlated with Positive-Negative Affect Schedule—Positive Affect (r =
.39), neuroticism was negatively correlated with Ways of Coping Inventory—Problem
Focused Coping (r = —.43), and positively correlated with Positive-Negative Affect
Schedule—Negative Affect (r = .59) (Gengdz & Onciil, 2012). Openness to
Experience was negatively correlated with State-Trait Anxiety Inventory-Trait
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anxiety dimension (r = —.59), and positively correlated with Rosenberg Self Esteem
Scale (r = .60), negative valence was negatively correlated with Rosenberg Self
Esteem Scale (r = —.38), and positively correlated with State-Trait Anxiety
Inventory-Trait anxiety dimension (r = .29) (Geng¢dz & Onciil, 2012). Cronbach's
alpha coefficients were found as .89 for extraversion, .85 for conscientiousness, .85
for agreeableness, .83 for neuroticism, .80 for openness to experience, and .71 for
negative valence. The test-retest reliability coefficients were .84 for extraversion, .80
for conscientiousness, .71 for agreeableness, .81 for neuroticism, .83 for openness to
experience, and .72 for negative valence. In the current study, the internal
consistency reliability coefficients of the same factors were .80, .73, .86, .83, .63, .70.

2.2.4 Mindful Attention Awareness Scale

Mindful Attention Awareness Scale was developed by Brown and Ryan
(2003) to assess level of dispositional mindfulness, and the variation in the frequency
of staying in the moment (see Appendix E). Itis a 15-item, 6-point Likert type scale
ranging from “almost always” to “always never”. On this scale, higher scores
indicate higher level of mindfulness. The internal consistency coefficient of this scale
was .82 in a student sample, and .87 in a general adult sample. Test-retest reliability
of the scale was .81 (Brown & Ryan, 2003).  According to analyses of the
convergent and discriminant validity of the Mindful Attention Awareness Scale, it
was positively correlated with Trait Meta-Mood Scale for different sample groups (r
=.46, r =.42, r =.37), and Mindfulness/Mindlessness Scale (r =.31, r =.33). This scale
was adapted to Turkish culture by Catak (2012), and it was found to be valid and
reliable. According to this study, the internal consistency coefficient of this scale was
.85, and the test-retest reliability of the scale was .83. Also, it was found that Mindful
Attention Awareness Scale was negatively correlated with MMPI-Impulsivity (r =
—.43) and Emotion Regulation Questionnaire-Reappraisal Subscale (r = —.35) (Catak,
2012). In the current study, some changes were made in the items of Turkish scale to
make the items more understandable for participants. In the current study, the

internal consistency reliability coefficient of this scale was found as .87.
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2.2.5 Caregiver Well-Being Scale

This scale was developed by Berg-Weger, Rubio, and Tebb (2000) to assess
the degree to which the caregivers meet their basic needs and perform their daily
activities (see Appendix F). This scale has two subscales, namely basic needs
consisting of physical needs and other needs such as expression of feelings and
resting, and activities of living including daily activities, hobbies, and spare time
activities. Both basic needs and activities of living subscales have 22 items measured
on a 5-point Likert type scale ranging from “never” to “always”. The Cronbach's
alpha of were .91 and .81 for the basic needs and activities of living subscales,
respectively. The correlation of basic needs subscale with activities of living subscale
was found as .69. According to analyses of the validity of the Caregiver Well-Being
Scale, both subscales were negatively correlated with The Center for Epidemiologic
Studies- Depressed Mood Scale (basic needs: r = —.60, activities of living: r = —.52)
(Berg-Weger, Rubio, & Tebb, 2000). This scale was adapted to Turkish by
Demirtepe and Bozo (2009), and Cronbach’s alpha coefficient of basic needs
subscale was .93, and the test-retest reliability of basic needs subscale was .79. Also,
Cronbach’s alpha coefficient of activities of living subscale was found as .89, and the
test-retest reliability of activities of living subscale was found as .86. The correlation
of basic needs subscale with activities of living subscale was found as .86. According
to validity analyses of the Caregiver Well-Being Scale, basic needs was negatively
correlated with Beck Depression Inventory (r = —.71), and positively correlated with
Mental, Physical, and Spiritual Well-Being Scale (r = .55). Activities of living was
negatively correlated with Beck Depression Inventory (r = —.69), and positively
correlated with Mental, Physical, and Spiritual Well-Being Scale (r = .54). In the
current study, the internal consistency reliability coefficients of basic needs and
activities of living subscales were found as .88 and .82, respectively.
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2.2.6 Beck Depression Inventory-First Edition

This scale was first published in 1961 to evaluate the cognitive, somatic,
emotional and motivational aspects of depression and later revised by Beck, Rush,
Shaw, and Emery (1979) (See Appendix G). It contains 21 items, and it is a self-
report inventory. This scale is 4-point scale ranging from 0 to 3. In this scale, higher
scores indicate the higher level of depression. 10-19 points out of total score means
mild depression, 20-30 points out of the total score means moderate to severe
depression and 31 or higher points means severe depression. It is found that this scale
is a valid and reliable measurement (Beck, Rush, Shaw, & Emery, 1979). In the
study of Ambrosini, Metz, Bianchi, Rabinovich, and Undie (1991), internal
consistency of the inventory was found as .91, and in the study of Byerly and Carlson
(1982), Cronbach’s alpha score obtained from item analysis was found as .80.
According to validity analyses of the Beck Depression Inventory, Pearson correlation
coefficient for the relation between the inventory and MMPI-D varied between .41
and .75 (Beck, & Beamesderfer, 1974; Seitz, 1970; Campbell, Burgess, &
Finch1984; Hisli, 1989). This scale was adapted to Turkish by Hisli Sahin (1989).
Split half reliability of this scale was found as .74, and Cronbach’s alpha score
obtained from item analysis was found as .80. According to validity analyses of the
Beck Depression Inventory, it was positively correlated with MMPI-D for different
sample groups (r = .50, r = .63, r = .47). In the current study, the internal consistency

reliability coefficient of the inventory was .83.

2.3 Procedure

After ethical approval was received from the Review Board of Middle East
Technical University, data were collected from the caregivers of patients diagnosed
with severe mental illness in different schizophrenia associations (Ankara ASDER,
Ankara Mavi At, Izmir, Istanbul Adana) and community mental health centers
(Nazilli, Ankara Onkoloji, Ankara Sincan, Denizli). After the caregivers agreed to

participate to the current research voluntarily, they signed the informed consent
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forms and filled out the questionnaires in approximately 20 minutes. Finally, the

participants were given debriefing forms.

2.4 Data Analysis

After conducting the Pearson correlation analysis to examine the linear
relations among the variables, series of moderation analysis were conducted for
hypothesis testing. For moderation analysis, Process macro of Hayes and Matthes
(2009) was used. In the moderation analysis, moderator variables were examined in

separate analyses. For statistical analysis, IBM SPSS Statistics 20 software was used.
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CHAPTER 3

RESULTS

3.1 Descriptive Analyses for the Measures of the Study

For the descriptive analyses of the study variables, means, standard
deviations, and minimum-maximum scores for Zarit Caregiver Burden Interview,
Basic Personality Traits Inventory Neuroticism dimension, Mindful Attention
Awareness Scale, Caregiver Well-Being Scale Activities of Living Subscale,
Caregiver Well-Being Scale Basic Needs Subscale, and Beck Depression

Inventorywere examined. The summary of analyses is shown in Table 3.

Table 3: Descriptive Characteristics of the Measures

N Mean SD Min-Max
caregiver Burden 5, 4984 1399 2286
Neuroticism 121 22,98 6,81 9-42
Mindfulness 121 62,45 12,57 30-90
Activities of Living 121 73,79 12,36 39-101
Basic Needs 121 79,54 12,69 40-105
Depression 121 9,71 7,01 1-33
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3.2 Correlational Analyses

Correlations among the measures of the present study were examined via
Pearson correlation coefficients. According to findings, caregiver burden was
negatively correlated with caregiver wellbeing (basic needs) (r = -.53, p < .01),
caregiver wellbeing (activities of living) (r = -.36, p < .01), and mindfulness (r = -
50, p < .01), and positively correlated with depression (r = .46, p < .01) and
neuroticism (r = .29, p < .01). Neuroticism was negatively correlated with
mindfulness (r = -.30, p < .01), and positively correlated with depression (r = .34, p
< .01). In addition, there was no significant association of neuroticism with caregiver
wellbeing (activities of living) (r = -.15, p > .05) and caregiver wellbeing (basic
needs) (r = -.09, p > .05). Lastly, mindfulness, which was moderator variable, was
positively correlated with caregiver wellbeing (basic needs) (r = .56, p < .01),
caregiver wellbeing (activities of living) (r =.59, p < .01), and negatively correlated
with depression (r = -.42, p <.01) (see Table 4).

3.3 Moderation Analyses

In the moderation analysis, the moderator role of mindfulness was
investigated for the aforementioned six relations. To test these models, moderation
analyses were conducted for each of the mentioned relation. Moderation analysis
which is Process macro of Hayes and Matthes (2009) could be conducted for these
relations. Also, this analysis can be conducted for relations that their correlations
were not significant (Rucker, Preacher, Tormala, & Petty, 2011). Results showed
that, only two of the models were significant; thus, only the significant models were
reported (see table 5). These findings were examined and evaluated according to the
critical value obtained via Johnson and Neyman (1936) technique and pick-a-point

approach (Bauer & Curran, 2005).
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Table 4: Pearson Correlation Coefficients among Variables

Variable 1 2 3 4 5 6
1.Caregiver Burden (.89)
2.Neuroticism 29%* (.83)
3.Mindfulness -.50** -.30** (.87)
4.CaregiverWellbeing (AoL) -.36** -.15 59** (.82)
5.CaregiverWellbeing (BN) -.53** -.10 56** 60** (.88)
6.Depression A6** 34** A42%* -.29%* -.52%** (.83)

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

Note 2. Scores shown within the parentheses on the diagonal indicate the Cronbach’s alpha coefficients of the measures;

Note 3. Caregiver Burden: Zarit Caregiver Burden Interview, Neuroticism: Basic Personality Traits Inventory, Mindfulness:

Mindful Attention Awareness Scale, Caregiver Wellbeing (AoL): Caregiver Well-Being Scale Activities of Living Subscale,

Caregiver Wellbeing (BN): Caregiver Well-Being Scale Basic Needs Subscale, Depression: Beck Depression Inventory



Table 5. Summary of the Results for the Moderation Models

Independent Variable Moderator Dependent Variable hioderation Confidence Interval
Caregiver Burden Imdfulness Depression Ne Not Significant
Neuroticism Mmdfulness Depression Ne Not Significant
Caregiver Burden Mmdfulness Caregiver Wellbeing- No Not Significant

Activities of Living

Neuroticism Imdfulness Caregiver Wellbemg- Tes Significant
Activities of Living

Caregiver Burden Mindfulness Caregrver Wellbeng- Tes Significant
Basic Needs

Neuroticism Indfulness Caregiver Wellbeing- No Not Significant
Basic Needs

3.3.1 Moderator Role of Mindfulness on the Relation between

Neuroticism and Caregiver Wellbeing (Activities of Living)

A moderation analysis was performed to evaluate the moderator role of
mindfulness on the association of neuroticism and caregiver wellbeing (activities of
living). Firstly, the effect of mindfulness was tested based on full scale. According to
the results, both overall model (R? =.38, F(3, 117) = 23.98, p < .05), and interaction
(B = .03, SE = .01, p < .05) were significant for the whole scale of mindfulness.
Then, Johnson and Neyman (1936) method was used to evaluate the association
between neuroticism (V) and caregiver wellbeing (activities of living) (DV) for

different scores of mindfulness (M). The results of this analysis showed that if the

35



mindfulness scores become lower than the critical value (9.2428), the relation
between neuroticism and caregiver wellbeing (activities of living) becomes non-
significant. When the scores of mindfulness became higher than critical value
(9.2428), the association between neuroticism and caregiver wellbeing (activities of
living) becomes significant (B = .37, SE = .19, p =.05, 95% CI [0, .7430]). These
findings showed that as the participants’ mindfulness level increases, negative effect
of neuroticism on caregiver wellbeing (activities of living) decreases. In other words,
even if the participants had higher scores on neuroticism, if they had higher levels of

mindfulness, they could perform their daily activities better (see Figure 1).

1,00
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Model Effect
0,00

Neuroticism
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=-1,50

=2,00
-32,45 -24.28 -17,45 -8,45 0,55 [9.24] 1555 2455

MMindfulness

Figure 1: The relation betweenneuroticism and caregiver wellbeing (activities of
living) for different values of mindfulnesslevels

Note 1. Critical point = 9.24

Note 2. LLCI: Lower limit confidence interval; ULCI: Upper limit confidence

interval
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Furthermore, as can be seen in Figure 2, for all the levels of neuroticism, as
mindfulness increased, their caregiver wellbeing (activities of living) also tended to
increase. In this relation, neuroticism levels revealed positive association with their
caregiver wellbeing (activities of living), and mindfulness led to increased caregiver

wellbeing (activities of living).
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Figure 2: The relation between neuroticism and caregiver wellbeing (activities of
living) for different levels of mindfulness

3.3.2 Moderator Role of Mindfulness on the Relation between Caregiver

Burden and Caregiver Wellbeing (Basic Needs)

Another moderation analysis was performed to evaluate the moderator role of
mindfulness on the association of caregiver burden and caregiver wellbeing (basic

needs). Firstly, the effect of mindfulness was tested based on full scale. According to
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the results, both overall model (R? = .43, F(3, 117) = 29.41, p < .05) and interaction
(B = .01, SE = .01, p < .05) were significant for the whole scale of mindfulness.
Then, Johnson and Neyman (1936) method was used to evaluate the association
between caregiver burden (IV) and caregiver wellbeing (basic needs) (DV) for
different scores of mindfulness (M). The results of this study showed that if the
mindfulness scores become lower than the critical value (7.8919), the relation
between caregiver burden and caregiver wellbeing (basic needs) becomes significant.
When the scores of mindfulness became higher than critical value (7.8919), the
association between caregiver burden and caregiver wellbeing (basic needs) becomes
non-significant (B = -.17, SE = .09, p =.050, 95% CI [-3442, .0000]). These findings
showed that as the participants’ mindfulness level increases, the negative effect of
caregiver burden on caregiver wellbeing (basic needs) decreases. In other words,
even if the participants had higher caregiver burden, if they had higher levels of

mindfulness, they could successfully meet their basic needs (see Figure 3).
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Figure 3: The relation between caregiver burden and caregiver wellbeing (basic
needs) for different values of mindfulness levels

Note 1. Critical point: 7.89

Note 2. LLCI: Lower limit confidence interval; ULCI: Upper limit confidence

interval
38



Furthermore, as can be seen in Figure 4, for all levels of caregiver burden, as
mindfulness increased, participants’ caregiver wellbeing (basic needs) also tended to
increase. In this relation, caregiver burden levels revealed positive association with
participants’ caregiver wellbeing (basic needs), and mindfulness led to increased

caregiver wellbeing (basic needs).
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Figure 4: The relation between caregiver burden and caregiver wellbeing (basic
needs) for different levels of mindfulness
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CHAPTER 4

DISCUSSION

The aim of this study was to investigate whether dispositional mindfulness is
a protective factor in the associations of neuroticism with caregiver psychological
and physical well-being, and the associations of caregiver burden with caregiver
psychological and physical well-being in the Turkish context. In the present study,
correlation analysis was conducted to examine the linear relations among the
variables, then, moderation analyses were conducted to investigate the moderator
role of mindfulness in six separate relations, which were between caregiver burden
and depression, neuroticism and depression, caregiver burden and caregiver well-
being (activities of living), neuroticism and caregiver well-being (activities of
living), caregiver burden and caregiver well-being (basic needs), and neuroticism and
caregiver well-being (basic needs).

In this section, after overviewing correlation analyses, main findings of
moderation analyses were discussed. After that, clinical implications, strengths and
limitations of the study, directions for future studies, and the general conclusion of

the findings were discussed.

4.1. Correlational Analyses

According to the results of correlational analyses, caregiver burden was
negatively correlated with caregiver well-being (basic needs), caregiver well-being
(activities of living), and mindfulness, and positively correlated with depression and

neuroticism. This means that, as caregiver’s caregiver burden levels increase, their
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well-being and mindfulness tend to decrease, and their depression and neuroticism
levels tend to increase. These findings are consistent with previous findings. In the
literature, it was found that higher caregiver burden is strongly associated with
depressive symptoms (Medrano, Rosario, Payano, & Capellan, 2014; Pirraglia et al.,
2005; Song, Biegel, & Milligan, 1997), negatively associated with physical well-
being (Chang, Chiou, & Chen, 2010; Douglas & Daly, 2003) and mindfulness
(Pagnini, Phillips, Bosma, Reece, & Langer, 2015), and positively correlated with
neuroticism (Gonzalez-Abraldes, Millan-Calenti, Lorenzo-Lopez, & Maseda, 2012;
Kim et al., 2016; Moller-Leimkiihler & Madger, 2011; Sink et al., 2013).

For neuroticism, it was found that neuroticism was negatively correlated with
mindfulness and positively correlated with depression. This means that, as
caregiver’s neuroticism level increases, their mindfulness level tends to decrease and
their depression level tends to increase. These findings were consistent with previous
findings. In the literature, it was found that high neuroticism is associated with
depression and depressive symptoms (Allen, et al., 2017; Jourdy & Petot, 2017;
Kotov, Gamez, Schmidt, & Watson, 2010), and neuroticism is highly and negatively
correlated with mindfulness (Brown, Ryan, & Creswell, 2007; Costa & McCrae,
1992; Giluk, 2009). In addition, in this study, it was found that there was no
significant association of neuroticism with caregiver well-being (activities of living)
and caregiver well-being (basic needs). In other words, there was no significant
relation between neuroticism and physical well-being. This non-significant
association can be explained by the findings of a few studies examining the relation
between neuroticism and physical well-being. Some of these studies suggested that
neuroticism has no direct effect on caregiver physical health and there is a mediator
effect of stress or caregivers’ multi-domain self-efficacy on the relation between
neuroticism and physical well-being (Hooker, Monahan, Bowman, Frazier, &
Shifren, 1998; Lockenhoff, Duberstein, Friedman, & Costa, 2011).

For mindfulness, it was found that mindfulness was positively correlated with
caregiver well-being (basic needs) and caregiver well-being (activities of living), and
negatively correlated with depression. This means that, as caregivers’ mindfulness
level increases, their caregiver well-being (basic needs) and caregiver well-being
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(activities of living) tends to increase and their depression level tends to decrease.
There is a partial support for our findings from the literature. In the literature, it was
found that dispositional mindfulness is associated with general physical well being,
but there are no specific studies that investigate the association between caregiver
well-being (basic needs) and caregiver well-being (activities of living) (Grossman,
Niemann, Schmidt, & Walach, 2004; Moskowitz et al., 2015; Murphy, Mermelstein,
Edwards, & Gidycz, 2012). In parallel with our findings, dispositional mindfulness
was negatively correlated with depression (Deng, Li, & Tang, 2012; Kang,
O’Donnell, Strecher, & Falk, 2016; Zhuang et al., 2017).

4.2. Moderation Analyses

4.2.1. Moderator Role of Mindfulness in the Relation between Caregiver

Burden and Depression

According to moderation analyses related to the moderator role of
mindfulness in the relationship between caregiver burden and depression, the results
are not significant. This means that the degree of mindfulness one has does not
influence the effect of caregiver burden on depression. In the literature, there are a
few studies investigating the moderator role of mindfulness on the relationship
between caregiver burden and depression. One of these studies was conducted with
the caregivers of individuals with dementia. The researchers found a strong
association between caregiver burden and mental health, and one of the indicators of
mental health was depression. In addition, they did not find significant moderation
effect of mindfulness in this association (Weisman de Mamani, Weintraub, Maura,
Martinez de Andino, & Brown, 2018). These findings were consistent with the
current study, and they suggested that mindfulness may have a more straightforward
effect (Weisman de Mamani, Weintraub, Maura, Martinez de Andino, & Brown,
2018). For this study, this means that mindfulness did not buffer the negative effects

of caregiver burden, and thus the depression level did not decrease.
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According to stress theory, caregiver burden is a primary stressor, and it
interacts with secondary stressors including role strains and intrapsychic factors.
Secondary stressors affect outcomes like depression, and this association is mediated
by coping strategies and social resources (Wasilewski, 2012). In the current research,
the roles strains, intrapsychic factors, coping strategies and social resources were not
measured, and these factors can affect the aforementioned findings as confounding

variables.

4.2.2. Moderator Role of Mindfulness in the Relation between

Neuroticism and Depression

The moderation analysis related to the moderator role of mindfulness in the
relation between neuroticism and depression yielded non-significant results. It was
revealed that mindfulness does not influence the effect of neuroticism on depression.
In the literature related to the relation between neuroticism and depression, it was
found that high neuroticism is associated with high rumination and high cognitive
reactivity, and these processes are significant components of depression (Barnhofer,
Duggan, & Griffith, 2011). And mindfulness was suggested to have a moderator role
or protective role against the negative outcomes of neuroticism on depression by
reducing the process of rumination and cognitive reactivity (Barnhofer, Duggan, &
Griffith, 2011). However, the present findings were not in line with the findings
mentioned above. This inconsistency might be explained Feltman, Robinson, and
Ode’s (2009) study. They reported that people with low levels of neuroticism were
not prone to negative emotional outcomes, and levels of the mindfulness may
become less consequential among these people (Feltman, Robinson, & Ode, 2009).
Also, they stated that mindfulness may become beneficial for neuroticism related
outcomes only for individuals with high neuroticism that was not the case for the
present study (Feltman, Robinson, & Ode, 2009). In the current study, the
neuroticism levels of the present participants were relatively low thus, it can be
stated that their process of rumination and cognitive reactivity is low, and these

participants are less prone to negative emotional outcomes. This might be the reason
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of why mindfulness did not appear as a moderator between neuroticism and

depression.

4.2.3. Moderator Role of Mindfulness in the Relation between Caregiver

Burden and Caregiver Well-being (Activities of Living)

The moderation analyses related to the moderator role of mindfulness in the
relation between caregiver burden and caregiver well-being (activities of living) did
not yield significant results. Accordingly, the level of mindfulness did not influence
the effect of caregiver burden on caregiver well-being- activities of living. As it has
been mentioned before, activities of living is subscale of Caregiver Well-Being Scale
which is used for measuring physical well-being, and this subscale includes
questions related to daily activities, hobbies, and spare time activities. In the
literature, it was suggested that these daily and social activities are related to
objective burden (Hoening, & Hamilton, 1966). However, Zarit Caregiver Burden
Interview, which was used for measuring the caregiver burden in this study,
measures the subjective caregiver burden referring to negative feelings like
depression and anxiety (Zarit, Reever, & Bach-Peterson, 1980). Also, in this study, it
was found that the correlation between caregiver burden and caregiver well-being-
activities of living is relatively small. Apart from these, in the literature it was found
that care recipient behavioural problems (Chappell & Reid, 2002), and perceived
social support (Moller-Leimkiihler & Wiesheu, 2012) are important factors in
determining the degree of caregiver burden and affecting the well-being, but in the
current study, these concepts were not measured, and these factors could have
affected the findings as confounding variables. Thus, due to conceptual differences
between objective and subjective burden, and possible confounding variables,

mindfulness might have not appeared as a significant moderator variable.
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4.2.4. Moderator Role of Mindfulness in the Relation between

Neuroticism and Caregiver Well-being (Activities of Living)

According to moderation analyses related to the moderator role of
mindfulness in the relation between neuroticism and caregiver well-being (activities
of living), the results were significant. It was revealed that mindfulness positively
influences the effect of neuroticism on caregiver well-being (activities of living). In
other words, higher level of mindfulness reduced the negative effects of neuroticism
and in this way increased caregivers’ well-being (activities of living). As it has been
mentioned before, activities of living is related to physical well-being and in the
literature, it was found that neuroticism has no direct effect on caregiver physical
health and there is a mediator effect of stress or caregivers’ multi-domain self-
efficacy on the relation between neuroticism and physical well-being (Hooker,
Monahan, Bowman, Frazier, & Shifren, 1998; Lockenhoff, Duberstein, Friedman, &
Costa, 2011). Also, in the literature, it was found that there is strong and negative
association between mindfulness and stress (Dixon & Overall, 2016; Zimmaro et al.,
2016), and there is a strong and positive association between mindfulness and self-
efficacy (Greason & Cashwell, 2009; Kong, Wang, & Zhao, 2014; Oman, Hedberg,
Downs, & Parsons, 2003). Thus, mindfulness might have moderated the relation
between neuroticism and caregiver well-being (activities of living) by decreasing
caregivers’ stress level and increasing their self-efficacy.

Furthermore, it was suggested that personality traits like neuroticism
influence physical well-being by affecting caregiver’s perceptions of their skills to
cope with daily challenges like emotion-regulatory skills and dispositional moods
(Lockenhoff, Duberstein, Friedman, & Costa, 2011). Also, mindfulness increases the
awareness of caregiver's perceptions of their skills to cope with daily challenges, and
it positively influences well-being by affecting the mechanisms of self-regulation,
cognitive, emotional and behavioral flexibility (Shapiro, Carlson, Astin, &
Freedman, 2006). Furthermore, emotion-regulatory skills and dispositional moods
are related to neuroticism, and in this study, participants’ neuroticism level was

relatively low, so it can be said that caregivers have better emotion-regulatory skills
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and dispositional moods. In addition, the dorsolateral prefrontal cortex is more active
in people who have a high level of dispositional mindfulness, so this situation might
have facilitated more effective emotion-regulation and self-regulation (Ochsner &
Gross, 2008; Feltman, Robinson, & Ode, 2009). Thus, the effects of mindfulness and
low neuroticism level might have positively influenced the moderator role of
mindfulness in the relation between neuroticism and caregiver well-being (activities

of living).

4.2.5. Moderator Role of Mindfulness in the Relation between Caregiver

Burden and Caregiver Well-being (Basic Needs)

According to moderation analyses related to the moderator role of
mindfulness in the relation between caregiver burden and caregiver well-being (basic
needs), the results were significant. Results revealed that mindfulness positively
influences the effect of caregiver burden on caregiver well-being (basic needs). This
means that a higher level of mindfulness reduced the negative effects of caregiver
burden and in this way increased caregivers’ well-being (basic needs). As it has been
mentioned before, the basic needs is subscale of Caregiver Well-Being Scale which
is used for measuring physical well-being, and this subscale contains questions
related to physical needs and other needs such as resting. In the literature, it was
found that the perception that a person's basic needs are not satisfied is an important
predictor of depression (Blazer, Sachs-Ericsson, & Hybels, 2007). Furthermore, as it
has been mentioned before, Zarit Caregiver Burden measures the subjective
caregiver burden referring to negative feelings like depression and anxiety, and in
this study, it was found that there is a moderate correlation between caregiver burden
and caregiver well-being (basic needs) (Zarit, Reever, & Bach-Peterson, 1980).
According to self-determination theory, mindfulness increases awareness, and open
awareness can be a facilitative factor for selecting behaviors conforming with a
person's needs, values, and interests, and it facilitates the self-regulated activity and
fulfillment of basic needs (Deci & Ryan, 1985; Ryan & Deci,2000; Deci & Ryan,
1980; Hodgins & Knee, 2002; Brown & Ryan, 2003). Thus, mindfulness can
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moderate the relation between caregiver burden and caregiver well-being (basic
needs) by increasing awareness. Also, mindfulness can create a substantial shift in
perspective called re-perceiving, and this re-perceiving may lead to positive
outcomes, such as a reduction in negative symptoms (Shapiro, Carlson, Astin, &
Freedman, 2006). This substantial shift in perspective might have led mindfulness to
moderate the relation between caregiver burden and caregiver well-being (basic

needs).

4.2.6. Moderator Role of Mindfulness in the Relation between

Neuroticism and Caregiver Well-being (Basic Needs)

According to moderation analyses related to the moderator role of
mindfulness in the relation between neuroticism and caregiver well-being (basic
needs), the results were not significant. Results showed that mindfulness does not
influence the effect of neuroticism on caregiver well-being-basic needs. As it has
been mentioned before, basic needs are related to physical well-being, and in the
literature, it was found that stress and self-efficacy can be mediators between
neuroticism and physical well-being (Hooker, Monahan, Bowman, Frazier, &
Shifren, 1998; Lockenhoff, Duberstein, Friedman, & Costa, 2011). According to the
results of present study, the correlation between neuroticism and caregiver well-
being (basic needs) was not significant. As mentioned, participants’ neuroticism
level was relatively low, so it can be said that participants were less prone to negative
emotional outcomes like stress. Due to these factors, the findings regarding the effect
of neuroticism on caregiver well-being (basic needs), and the moderator role of
mindfulness might have emerged as non-significant.

In addition, according to self-determination theory, autonomy, competence
and relatedness are basic needs which are important for well-being (Deci and Ryan,
2000), and the effect of mindfulness on relatedness, autonomy, and competence need
satisfaction increases when neuroticism level increases (Decuypere, Audenaert, &
Decramer, 2018). Thus, participants’ low neuroticism level might have affected the

moderator role of mindfulness negatively.
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4.3. Clinical Implications

The findings of the present study have various clinical implications. In the
current study, it was revealed that there is a significant moderator effect of
mindfulness on the relation between neuroticism and caregiver well-being (activities
of living), and it can be suggested that that mindfulness positively influences the
effect of neuroticism on caregiver well-being (activities of living). Also, in this
study, it was found that there is a significant moderator effect of mindfulness on the
relationship between caregiver burden and caregiver well-being (basic needs), and it
can be suggested that mindfulness positively influences the effect of caregiver
burden on caregiver well-being (basic need). Thus, exercises and techniques of
mindfulness can be added into intervention programs given to professional paid and
unpaid caregivers and nurses in hospitals or health centers for increasing their well-
being. Also, these exercises and techniques can be taught to family caregivers in
associations, or home meetings. In addition, because of the protective role of
mindfulness on the relation between neuroticism and caregiver well-being (activities
of living), and caregiver burden and caregiver well-being (basic needs), it can be
used as a preventive therapy against the negative outcomes of neuroticism and
caregiver burden.

In the literature, it was suggested mindfulness decreases the emotional
reactivity (Feltman, Robinson, & Ode, 2009), stress and depression level (Zhuang et
al.,, 2017), and in this study, it was found that mindfulness negatively and
significantly correlated with neuroticism and depression. Thus, exercises and
techniques of mindfulness can be used by clinicians, school counselors, and
psychiatrists as palliative or preventive therapy against the depression and the
negative outcomes of neuroticism. Apart from these, the measurement of neuroticism
can be used as a screening tool to identify the caregivers at risk for negative affection

like depression by clinicians.
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4.4. Strengths of the Study

There are various strengths in the present study. One of these is that in the
literature, there are a few studies examining mindfulness as a protective
factor/moderator variable, so this study is important in terms of understanding the
protective, or moderator role of mindfulness. In addition, in the Turkish literature,
there is not any study using mindfulness as a protective factor/moderator variable, so
this study is first study to investigate the moderator role of mindfulness on
aforementioned relations.

Second of these is related to heterogeneity. The sample was gathered from
several cities, different community mental health centers, and different
Schizophrenia Associations. Furthermore, participants in this study have different
demographic characteristics. These factors increase the heterogeneity of the sample
and it is important in terms of representativeness of the population and
generalizability of the findings.

4.5. Limitations and Directions for Future Studies

In spite of the fact that this study has important strengths, there are certain
limitations. Firstly, the main limitation of this study was the sample size. In this
study, Process macro of Hayes and Matthes was used for moderation analysis, and it
requires more sample size. However, because of the difficulties of finding
participants who are the caregivers of patients diagnosed with severe mental
ilinesses, the sample size of this study was relatively low. Also, the low sample size
might have reduced the power of the study, and increased the margin of error.

Secondly, confounding variables might have influenced the results of the
current study. There are some confounding variables that were not measured in the
current study, such as self efficacy, care recipient behavioural problems, perceived
social support, role strains, intrapsychic factors, coping strategies, and social

resources that may affect the moderator role of mindfulness. Confounding variables
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are important because they increase the variance and affect the external and internal
validities of the study.

Thirdly, data were gathered from a sample at a single time point. Thus, time
effect and temporal pattern were not investigated. In the literature, it was found that
neuroticism level does not change much during life span (Vukasovi¢ & Bratko,
2015), albeit mindfulness level can be learned, and it can change in a short period of
time (Quaglia, Braun, Freeman, McDaniel, & Brown, 2016; O'Loughlin, Fryer, &
Zuckerman, 2019).

Finally, data were gathered from caregivers of patients diagnosed with
different severe mental illnesses such as schizophrenia, bipolar disorder and
psychosis. Also, the degree of the relations of the caregivers with patients were
different; they were spouse, child, or father/mother. These factors might have also
influenced the caregivers’ burden.

In the light of the aforementioned findings and limitations, different
suggestions for future studies can be made. Firstly, it was recommended that future
research should be conducted with a larger sample to increase the power of the study,
and reduce the margin of error. Secondly, future studies can be conducted by
controlling confounding variables to decrease the variance and not to influence
external and internal validities. Thirdly, longitudinal design can be used for
researches related to mindfulness to investigate time effect, temporal pattern, and
lagged relations. Fourthly, future research can be conducted to investigate whether
mindfulness has a causal effect on aforamentioned associations. Finally, future
research can be conducted with caregivers of patients diagnosed with the same

mental illness, and with the same degree of relations.

4.6. Conclusion

In the present study, the aim was to investigate whether dispositional
mindfulness can be a protective factor in the associations between neuroticism and

caregiver psychological and physical well-being, and whether dispositional
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mindfulness can be a protective factor in the relationship between caregiver burden
and caregiver psychological and physical well-being in the Turkish context.

This study demonstrated that all variables are significantly correlated with
each other except the relations between the neuroticism and caregiver well-being
(activities of living), and the neuroticism and caregiver well-being (basic needs).
Furthermore, the results revealed that mindfulness has a moderator role in the
relations between neuroticism and caregiver well-being (activities of living), and
caregiver burden and caregiver well-being (basic needs). These findings showed that
exercises and techniques of mindfulness can be added into intervention programs
given to caregivers for increasing their well-being, and these can be used by
clinicians, school counselors, and psychiatrists as palliative or preventive therapy
techniques against the caregiver burden and the negative outcomes of neuroticism.

However, this study revealed that mindfulness does not play a moderator role
in the relation between caregiver burden and depression, neuroticism and depression,
caregiver burden and caregiver well-being (activities of living), neuroticism and
caregiver well-being (basic needs). Furthermore, there are some limitations like
sample size, possible confounding variables that might have affected the results of
the current study.

All in all, although this research has limitations and non-significant findings,
this study is important in terms of being the first study to investigate the moderator
role of mindfulness in aforementioned relations in Turkish context, being one of the
few studies examining mindfulness as a protective factor/moderator variable, and

having the heterogeneous sample.
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B. INFORMED CONSENT FORM

ARASTIRMAYA GONULLU KATILIM FORMU

Bu arastirma, , ODTU Psikoloji Béliimii Yiiksek Lisans 6grencisi Berkay Kose
tarafindan Prof. Dr. Ozlem Bozo damsmanhgindaki yiiksek lisans tezi kapsaminda
yiritilmektedir. Bu form sizi aragtirma kosullart hakkinda bilgilendirmek igin
hazirlanmustir.

Calismanin Amaci Nedir?

Arastirmanin amaci, katilimcilarin farkindalik seviyesi, duygusal yiikii, duygu
durumu ve iyi olus hali arasindaki iliski ile ilgili bilgi toplamaktir.

Bize Nasil Yardime1 Olmamizi Isteyecegiz?

Arastirmaya katilmay1 kabul ederseniz, sizden beklenen, ankette yer alan bir dizi
soruyu derecelendirme dlgegi lizerinde yanitlamanizdir. Bu sorular1 yanitlamaniz en fazla 30
dakikanizi almaktadir.

Sizden Topladigimiz Bilgileri Nasil Kullanacagiz?

Aragtirmaya katiliminiz tamamen goniilliilik temelinde olmalidir. Ankette, sizden
kimlik veya kurum belirleyici higbir bilgi istenmemektedir. Cevaplariniz tamamiyla gizli
tutulacak, sadece arastirmacilar tarafindan degerlendirilecektir. Katilimcilardan elde edilecek
bilgiler toplu halde degerlendirilecek ve bilimsel yayimlarda kullanilacaktir. Sagladiginiz
veriler goniillii katilim formlarinda toplanan kimlik bilgileri ile eslestirilmeyecektir.

Katihminizla ilgili bilmeniz gerekenler:

Anket, genel olarak kigisel rahatsizlik verecek sorular icermemektedir. Ancak,
katilim sirasinda sorulardan ya da herhangi baska bir nedenden 6tiirii kendinizi rahatsiz
hissederseniz cevaplama isini yarida birakabilirsiniz. Boyle bir durumda anketi uygulayan
kisiye, anketi tamamlamadiginiz1 sylemek yeterli olacaktir.

Arastirmayla ilgili daha fazla bilgi almak isterseniz:

Anket sonunda, bu calismayla ilgili sorulariniz cevaplanacaktir. Bu calismaya
katildiginiz i¢in simdiden tesekkiir ederiz. Calisma hakkinda daha fazla bilgi almak i¢in
Psikoloji Boliimii yiiksek lisans dgrencisi Berkay Kose (E-posta: kose.berkay@metu.edu.tr)
ile iletisim kurabilirsiniz.

Yukaridaki bilgileri okudum ve bu c¢alismaya tamamen goniillii olarak
katiliyorum.

(Formu doldurup imzaladiktan sonra uygulayiciya geri veriniz).

Ad Soyad Tarih Imza
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KATILIM SONRASI BiLGi FORMU

Bu arastirma daha dnce de belirtildigi gibi ODTU Psikoloji Béliimii Yiiksek
Lisans dgrencisi Berkay Kose tarafindan Prof. Dr. Ozlem Bozo danismanligindaki
yiiksek lisans tezi kapsaminda yiiriitiilmektedir. Bu arastirmada temel olarak hasta
yakinlarinin farkindalik seviyesi, duygusal yiikii, duygu durumu ve iyi olus hali
arasindaki iliski incelenecektir.

Literatiire gore, farkindalik seviyesi yiiksek olan hasta yakinlarinin genel iyi
olus hali de yiiksek olmaktadir. Ayrica hasta yakinlarinin duygusal yiikii ve degisken
duygu durumlar1 onlarin iyi olus halini olumsuz yonde etkiler fakat bu kisilerin
farkindalik seviyesi koruyucu faktor olarak gorev yapar. Hasta yakinlarinin
farkindalik seviyesi yiiksek oldugunda, hasta yakinlarinin duygusal yiikii ve degisken
duygu durumlar1 onlarin iyi olug halini belirgin 6l¢lide etkilemez. Bu galismanin
amaci ise bu iliskiyi ve hipotezi Tiirkiye’de incelemektir.

Bu c¢alismadan alinacak verilerin Haziran 2018 sonunda elde edilmesi
amaclanmaktadir. Elde edilen bilgiler sadece bilimsel arastirma ve yazilarda
kullanilacaktir. Caligmanin saglikli ilerleyebilmesi ve bulgularin giivenilir olmasi
icin ¢alismaya katilacagini bildiginiz diger kisilerle calisma ile ilgili detayli bilgi
paylasiminda bulunmamanizi dileriz. Bu arastirmaya katildiginiz i¢in tekrar ¢ok
tesekkiir ederiz.

Aragtirmanin sonuglarini 6grenmek ya da daha fazla bilgi almak i¢in
asagidaki isimlere basvurabilirsiniz.

ODTU Psikoloji Béliimii yiiksek lisans dgrencisi Berkay Kose (E-posta:
kose.berkay@metu.edu.tr)

Caliymaya katkida bulunan bir goniillii olarak katihmer haklarimzla
ilgili veya etik ilkelerle ilgi soru veya goriislerinizi ODTU Uygulamah Etik

Arastirma Merkezi’ne iletebilirsiniz.

e-posta: ueam@metu.edu.tr
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C. DEMOGRAPHIC INFORMATION FORM

DEMOGRAFIK BILGILER

Yas

Cinsiyet [0 Kadmn [0 Eikek

Egitim durumu:[] Ilkokul [[] Ortaokul [0 vise [] Universite
[0 viiksek lisans/Doktora

Calisiyor nlusulluz‘?l:l Evet El Haywr

Meslek:
Gelir Dizeyi: [] Disik [0 o [ viiksek
Medeni durum: [_]  Evli O Bekar [0 Bosanmus [0 pu

Gocugunuz var mi? [] Evet [] Haywr

Evet ise kag tane?

Cocuklarimz disinda evde bakmakla yiikiimlii oldugunuz baska biri var nu? [_| Evet
L] Hayir

Kag¢ yildir bakim veriyorsunuz? @ ...

Hastanin nesi oluyorsunuz? @ ..............ooiiiiiieia...

Bakim verdiginiz bireyin ruhsal hastaligi nedir? : ...

Hastamzin bakimuu iistlenen baska biri var m1? Evet[ | Haywr [

Ailenizde baska ruhsal hastalig: olan birey varmm?  Evet |:| Haywr |:|

Herhangi bir dine (Islam, Hristiyanlik, Yahudilik, Budism, vs.) inaniyor musunuz? Evet |:| Haywr |:|

Yukaridaki soruya yanitiniz “Evet” ise:

Kendinizi dindarlik diizeyi acismdan nasil degerlendiriyorsunuz?

Hig¢ Dindar Degilim

Biraz Dindarim

Orta Diizeyde Dindarim

Dindarum

oo ogg

Cok Dindarim

GENEL BILGILER
Herhangi kronik bir rahatsizhigimiz var nm? Evet Haywr
Herhangi bir ila¢ kullamiyor musunuz? Evet Hayir

Herhangi bir psikolojik rahatsizligimz var nn? Evet Haywr

oo
oo

Psikolojik destek aliyor musunuz? Evet Haywr
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D. ZARIT CAREGIVER BURDEN INTERVIEW (ADAPTED FORM)

YONERGE: Asagida insanlarin bir baska insamin bakimim tstlendiginde kendini nasil
hissedebilecegini yansitan ifadelerden olusan bir liste yer almaktadir. Her ifadeden sonra
sizin ne kadar sik boyle hissettiginizi belirtin: Asla, nadiren, ara sira, olduke¢a cok, nerdeyse
her zaman seklinde. Yanlis ya da dogru cevap bulunmamalktadir.

Asla

Nadiren

Ara sira

Oldukca
sik

Neredeyse
her zaman

[-Yakimnizla gecirdiginiz zaman
yiiziinden kendiniz i¢in yeterli
zamammz olmadigini diisiiniir
miistiniz?

[§9]

2- Yakmmiza bakma ve aileniz ya
da isiniz ile ilgili diger
sorumluluklan yerine getirmeye
calisma arasinda

kalmaktan dolay: kendinizi sikmtili
hisseder misiniz?

[S%]

3- Yakinmizla birlikteyken
kizgmlik hisseder misiniz?

9]

4- Yakmmizin su anda ailenizin diger
ityeleri ya da arkadaslarinizla olan
iliskilerinizi olumsuz sekilde
etkiledigini diistinir

miistintiz?

[§8]

[¥S]

A

5- Yakinmizin gelecegi ile
ilgili korkulariz olur mu?

2

6- Yakinmizin size bagiml
oldugunu diisiiniir miistiniiz?

[§9]

7- Yakinmizla birlikteyken
kisitlanmislik hisseder
misiniz?

[§8]

8- Yakinmizla ugrasmaktan dolay:
sagligimizin bozuldugunu hisseder
misiniz?

[§9]

]

9- Yakimmniz yiiziinden istediginiz
diizeyde bir 6zel

hayatuuz olmadigi diisiintr
miistintiz?

[§8]

10- Yakiimza bakmaniz nedeniyle
sosyal hayatimzm bozuldugunu
hisseder

misiniz?

[S%]
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Asla

Nadiren

Ara sira

Oldukea sik

Neredeyse
her zaman

11- Yakminz nedenivle
arkadaslarmizi davet
etmekten rahatsizlik duyar nusiniz?

B8]

12- Yakimumzin sanki sirtim
dayayabilecegi tek kisi sizmissiniz

gibi, sizden ona bakmasini bekledigini

hisseder misiniz?

58]

13- Kendi harcamalarmiza ek olarak
yakimiza bakacak kadar paraniz
olmadiguu

diisiiniir miisiiniiz?

397

14- Yakininiz hastalandigindan
beri yasaminizi kontrol
edemediginizi diisiiniir
miistiniiz?

9]

(93]

15- Yakimnizin bakimim biraz da
baskasma birakabilmis olmayi diler
misiniz?

9]

16 -Yakininizla ilgili ne
yapacaginiz konusunda karasizlik
hisseder misiniz?

9]

17 -Yakimmiz i¢in daha fazlasm
yapmaniz gerektigini diisiiniir
miisiiniiz?

9]

(5]

18- Yakmimzin bakmu ile ilgili
olarak daha 1yisini
yapabilirdim diye diistiniir
miisiiniiz?

B8]

19- Ttimiiyle degerlendirdiginizde
yakmimizin bakum ile ilgili
kendinizi ne kadar viik altinda
hissedersiniz?

58]

3]
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E. BASIC PERSONALITY TRAITS INVENTORY

YONERGE:

Asagida size uyan ya da uymavyan pek cok kisilik 6zelligi bulunmaktadir. Bu ézelliklerden her
birinin sizin i¢cin ne kadar uyeun oldugunu ilgili rakanu daire icine alarak belirtiniz.

(")rnegin;
Kendimi ........... biri olarak goriiyorum.
Hic uvgun degil Uvgun degil Kararsizim Uygun Cok uygun
1 2 3 4 5
;5{) .:gh
E :EIJ = =} 2 ::Tb = =
»>5 258 >5 2§58
2222« RS
= 2 2 T o 2O
1 Aceleci 12 3 405 24 Pasif 12 3 45
2 Yapmacik 12 3 45 25 Disiplinli 12 3 45
3 Duyarli 12 3 45 26 Acgdzll 12 3 45
4 Konugkan 12 3 45 27 Sinirli 12 3 45
5 Kendinegivenen 1 2 3 4 5 28 Canayakin 12 3 45
6 Soduk 12 3 45 29 Kizgin 12 3 45
7 Utangag 12 3 4065 30 Sabit fikirli 12 3 45
8 Paylagsimci 12 3 45 31 Gorgusiz 12 3 45
9 Genis /rahat 12 3 45 32 Durgun 12 3 45
10 Cesur 12 3 45 33 Kaygih 12 3 45
11 Agresif(Saldirgan) 1 2 3 4 5 34 Terbiyesiz 12 3 45
12 Caligkan 12 3 45 35 Sabirsiz 12 3 45
13 icten pazarlikl 12 3 45 36 Yaratici (Uretken) 1 2 3 4 5
14 Girisken 123 45 37 Kaprisli 12 3 45
15 lyi niyetli 12 3 45 38 igine kapanik 12 3 45
18 icten 12 3 45 39 Cekingen 12 3 45
17 Kendindenemin 1 2 3 4 5 40 Alingan 12 3 45
18 Huysuz 12 3 45 41 Hosgorull 12 3 45
19 Yardimsever 12 3 45 42 Duzenli 12 3 45
20 Kabiliyetli 12 3 45 43 Titiz 12 3 45
21 Usengec 12 3 45 44 Tedbirli 12 3 45
22 Sorumsuz 12 3 45 45 Azimli 12 3 45
23 Sevecen 12 3 45
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F. MINDFUL ATTENTION AWARENESS SCALE (ADAPTED FORM)

Aciklama: Asagida sizin giinliik deneyimlerimizle ilgili bir dizi durum verilmistir. Liitfen her bir
maddenin saginda ver alan | ile 6 arasindaki 6lgegi kullanarak her bir deneyimi ne kadar sik
veya nadiren yasadigimzi belirtiniz. Liitfen deneyimizin ne olmasi gerektigini degil, sizin
deneyiminizi gercekten neyin etkiledigini gz oniinde bulundurarak cevaplaymiz. Liitfen her

bir maddeyi digerlerinden ayr1 tutunuz.

1 2 3 4 5 6
Hemen Hemen
) - . Oldukga S
hemen her Cogu zaman Bazen Nadiren Sevrek hemen higbir
zaman e zaman
Bazi duygular yasiyor ve bir siire bunun farkina varmamis
olabiliyorum 1 2 3 4 5 6

Ozensizlik, dikkatsizlik ya da o sirada baska bir

sey diistindiigiinden esyalar1 kirdigun ya da etrafa sagtigim olur. 1 2 3 4 5 6
Bir sey olurken. o anda olanlara odaklanmakta giicliik ¢ekerim. 1 2 3 4 5 6
Gidecegim vere, yol boyunca yasadiklarima dikkat etmeden,

hizlica yiriimeye meyilliyimdir. 1 2 3 4 5 6
Gergekten dikkatimi ¢ekmedigi siirece, fiziksel gerginlik veya

rahatsizlik hislerini fark etmeme egilimim vardir. 1 2 3 4 5 6
Birinin adim neredeyse bana ilk sdylendigi anda unuturum. 1 2 3 4 5 6
Ne yaptigimn pek farkinda olmadan otomatik yasiyor gibiyim. 1 2 3 4 5 6
Giinliik islerimi, ne vaptigima dikkat etmeden, acelevle vaparim. | 2 3 4 5 6
Basarmak istedigim hedefe 6yle odaklanirim ki, ona ulasmak i¢in o

an ne yaptiginun farkina bile varmam. 1 2 3 4 5 6
Isleri veya gdrevleri, o an ne yaptigimin farkinda

olmaksizin, otomatik olarak yaparim. 1 2 3 4 5 6
Kendimi, bir yandan karsundakini dinlerken, diger vandan da baska

bir sey yaparken bulurum. 1 2 3 4 5 6
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| 2 3 4 5 6
Hemen Hemen
. . Oldukga o
hemen her  Cogu zaman Bazen Nadiren Sevrek hemen higbir
zaman - zaman
Arabayi bir yerlere otomatik pilotta gibi siirer, sonra oraya neden
gittigime sagirirmm. 1 2 3 4 5 6
Kendimi, gelecek ya da gegmisle ilgili diistiniirken bulurum. 1 2 3 4 5 6
Kendimi, isler1 dikkatimi vermeden yaparken bulurum. 12 3 4 5 6
Ne vedigimin farkinda olmadan atistiririm. 1 2 3 4 5 6
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G. CAREGIVER WELL-BEING SCALE (ADAPTED FORM)

Asagida bazi temel 1ihtiyaglar siralanmistir. Her bir ihtiyvag i¢in hayatinizin son 3 ajy
diistiniin. Bu siire i¢inde her bir ihtivacin ne dlgilide karsilandigini belirtiniz. Asagida bulur

olgegi kullanarak sizin i¢in uygun saylyl yuvarlak i¢cine alimiz.

1 higbir zaman
2 nadiren

3 ara sira

4 sik sik

5 her zaman

1. Yeterli paraya sahip olmak 1 2 3 4 5
2. Dengeli beslenmek 1 2 3 5
3. Yeterince uyumak 1 2 3 5
4. Fiziksel saghiginiza dikkat etmek

(doktora, dis hekimine gitimek vs.) 1 2 3 4 5
5. Kendinize vakit ayirmak 1 2 3 4 5
6. Sevildigini hissetmek 1 2 3 4 5
7. Sevginizi ifade etmek 1 2 3 4 5
8. Ofkenizi ifade etinek 1 2 3 4 5
9. Nesenizi ve keyfinizi ifade etimek 1 2 3 4 5
10. Uziintiiniizii ifade etmek 1 2 3 ul 5
11. Cinsellikten keyif almak 1 2 3 4 5
12. Yeni beceriler 6grenmek 1 2 3 ul 5
13. Kendini degerli hissetmek 1 2 3 4 5
14. Baskalan taratindan takdir edildigini

hissetmek 1 2 3 5
15. Ailenizden hosnut olmak 1 2 3 5
16. Kendinizden hosnut olmalk 1 2 3 4 5
17. Gelecekle ilgili kendinizi giivende

hissetimek 1 2 3 4 5
18. Yakin arkadaslara sahip olmak 1 2 3 4 5
19. Bir eve sahip olmak 1 2 3 4 5
20. Gelecekle 1lgili planlar yapmalk 1 2 3 4 5
21. Siz1 diistinen birilerinin olmasi 1 2 3 4 5
22. Hayatimizin bir anlami olias: 1 2 3 4 5
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Asagda herbirimizin yaptig va da birilerinin bizim 1¢in yaptig: bazi yvasamsal
faaliyetler siralanmistir. Her bir faaliyet i¢in yasamimzin son 3 ayuu disiiniin. Bu siire iginde,
her bir faaliyetin ne derecede karsilandigim distiniiyorsunuz? Asagida bulunan élgegi
kullanarak sizin i¢in uygun sayiyl yuvarlak igine aliniz.

1 hi¢bir zaman 4 sik sik
2 nadiren 5 her zaman

3 ara sira

1. Yiyecek satin almak 1 2 K 4 5
2. Yemek hazirlamak 1 2 3 4 5
3. Evitemizlemek 1 2 3 4 5
4. Evin ¢ekip ¢evirilmesiyle ilgilenmek 1 2 3 4 5
5. Ulasun kolayligma sahip olmak 1 2 3 4 5
6. Kiyafet alis verisi yapmak 1 2 3 4 5
7. Kiyafetleri yikamak ve giydiklerine ézen

gostermek 1 2 3 4 5
8. Gevsemek/ rahatlamak 1 2 3 4 5
9. Egzersiz/spor yapmak 1 2 3 4 5
10. Bir hobiden keyif almak 1 2 3 4 5
11. Yeni bir ilgi alan1 ya da hobi edinmek 1 2 3 4 5
12. Sosyal etkinliklere katilmak 1 2 3 4 5
13. Herhangi bir konu hakkinda derinlemesine

diisiinmek i¢in zaman ayirmak 1 2 3 4 5
14. Manevi ve ilham verici faalivetlere

zaman ayirmak 1 2 3 Bl 5
15. Cevredenizdeki glizelliklerinin farkina

varmak 1 2 3 4 5
16. Arkadaslar ya da aileden destek istemek 1 2 3 4 5
17. Arkadaslar ya da aileden destek almak 1 2 3 4 5
18. Giilmek/ kahkaha atmak 1 2 3 4 5
19. Kendinize iyi davranmak veya kendinizi

ddillendirmek 1 2 3 4 5
20. Kariyerinize/ isinize devam etmek 1 2 3 4 5
21. Kisisel temizlik ve dis goriiniisiiniize zaman

ayirmak 1 2 3 4 5
22. Aile ya da arkadaslarla hosca vakit gecirmek

i¢in zaman ayirmak 1 2 3 4 5
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H. BECK DEPRESSION INVENTORY-FIRSTEDITION (ADAPTED FORM)

ACIKLAMA:

Sayin cevaplayici asagida gruplar halinde ciimleler verilmektedir. Oncelikle her gruptaki ctimleleri dikkatle

okuyarak, BUGUN DAHIL GECEN HAFTA icinde kendinizi nasil hissettigini en ivi anlatan ciimleyi se¢iniz.

Eger bir grupta durumunuzu, duygularimz tarif eden birden fazla ciimle varsa her birini daire i¢ine alarak

isaretleyiniz.

1.

n

(a) Kendimi iizgiin hissetmiyorum.
(b) Kendimi izgiin hissediyorum.
(¢) Her zaman i¢in lizglinlim ve kendimi bu duygudan kurtaranuyorum.

(d) Oylesine iizgiin ve mutsuzum ki dayananmiyorum.

(a) Gelecekten umutsuz degilim.
(b) Gelecege biraz umutsuz bakiyorum.
(¢) Gelecekten bekledigim higbir sey vok.

(d) Benim i¢in bir gelecek yok ve bu durum diizelmeyecek.

(a) Kendimi basarisiz gérmiiyorum.
(b) Cevremdeki bir¢ok kisiden daha fazla basarisizliklarim oldu sayilir.
(c) Geriye doniip baktifimda, gok fazla basarisizligimin oldugunu gériiyorum.

(d) Kendimi timiiyle basarisiz bir kisi olarak gortiyorum.

(a) Her seyden eskisi kadar zevk alabiliyorum.
(b) Her seyden eskisi kadar zevk alamiyorum.
(c) Artik hicbir seyden gergek bir zevk alamiyorum.

(d) Bana zevk veren hi¢cbir sey vok. Her sey cok sikici.

(a) Kendimi suclu hissetmiyorum.
(b) Arada bir kendimi suc¢lu hissettigim oluyor.
(¢) Kendimi ¢ogunlukla su¢lu hissediyorum.

(d) Kendimi her an i¢in suclu hissediyorum.

(a) Cezalandirildiginn distinmiyorum.
(b) Baz seyler i¢in cezalandmrilabilecegimi hissediyorum.
(¢) Cezalandirilmay bekliyorum.

(d) Cezalandirildigim hissediyorum.

(a) Kendimden hosnutum.
(b) Kendimden pek hosnut degilim.
(c¢) Kendimden hi¢ hoslanmiyorum.

(d) Kendimden nefret ediyorum.
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10.

11.

12.

14.

(a) Kendimi diger msanlardan daha kotii gdrmiiyorum.
(b) Kendimi zayifliklarim ve hatalarim i¢in elestiriyorum.
(c) Kendimi hatalarim i¢in ¢ogu zaman su¢luyorum.

(d) Her kotii olayda kendimi su¢luyorum.

(a) Kendimi 6ldiirmek gibi diistincelerim yok.
(b) Bazen kendimi 6ldiirmeyi diistiniiyorum; fakat bunu yapmam.
(c) Kendimi dldiirebilmeyi isterdim.

(d) Bir firsatini bulsam kendimi éldiiriirdiim.

(a) Her zamankinden daha fazla agladiguni sanmiyorum.
(b) Eskisine gore su swralarda daha fazla aglivorum.
(c¢) Su swalarda her an agliyorum.

(d) Eskiden aglayabilirdim; ama su siralarda istesem de aglayamiyorum.

(a) Her zamankinden daha sinirli degilim.
(b) Her zamankinden daha kolayca sinirleniyor ve kiziyorum.
(c) Cogu zaman sinirliyim.

(d) Eskiden sinirlendigim seylere bile artik sinirlenemiyorum.

(a) Diger insanlara kars1 ilgimi kaybetmedim.
(b) Eskisine gore insanlarla daha az ilgiliyim.
(c) Diger insanlara kars! ilgimin ¢ogunu kaybettim.

(d) Diger insanlara kars1 hi¢ ilgim kalmadi.

(a) Kararlarm eskisi kadar kolay ve rahat verebiliyorum.
(b) Su siralarda kararlarinu vermeyi erteliyorum.
(c¢) Kararlarm vermekte oldukea giigliik ¢ekivorum.

(d) Artik hi¢ karar veremiyorum.

(a) Dis goriiniisiimiin eskisinden daha kétii oldugunu sanmiyorum.

(b) Yaslandigim ve gekieiligimi kaybettigimi diistiniiyor ve {iziilitvorum.

(c) Di1s gorlinlistimde artik degistirilmesi miimkiin olmayan olumsuz degisiklikler oldugunu
hissediyorum.

(d) Cok cirkin oldugumu diistiniiyorum.
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15. (a) Eskisi kadar 1yi caligsabiliyorum.
(b) Bir ise baslayabilmek icin eskisine gore kendimi daha fazla zorlamam gerekiyor.
(c) Hangi is olursa olsun, yapabilmek i¢in kendimi ¢ok zorluyorum.

(d) Hicbir i yapamiyorum.

16. (a) Eskisi kadar rahat uyuyabiliyorum.
(b) Su siralarda eskisi kadar rahat uyuyamiyorum.
(c) Eskiye gore 1 veya 2 saat erken uyaniyor ve tekrar uyumakta zorluk ¢ekiyorum.

(d) Eskisine gore ¢ok erken uyaniyor ve tekrar uyuyamiyorum.

17. (a) Eskisine kiyasla daha cabuk yoruldugumu sanmiyorum.
(b) Eskisinden daha ¢abuk yoruluyorum.
(c) Su siwralarda neredeyse her sey beni yoruyor.

(d) Oyle yorgunum ki higbir sey yapamiyorum.

18. (a) Istahim eskisinden pek farkh degil.
(b) Istahim eskisi kadar iyi degil.
(c) Su siralarda istahum epey kotil.

(d) Artik hi¢ istahim yok.

19. (a) Son zamanlarda pek fazla kilo kaybettigimi sanmiyorum.
(b) Son zamanlarda istemedigim halde {i¢ kilodan fazla kaybettim.
(c) Son zamanlarda istemedigim halde bes kilodan fazla kaybettim.

(d) Son zamanlarda istemedigim halde yedi kilodan tazla kaybettim.

Daha az yemeye ¢alisarak kilo kaybetmeye ¢alisiyorum. Evet () Hayir ( )

20. (a) Saghigim beni pek endiselendirmiyor.
(b) Son zamanlarda agr1, s1z1, mide bozuklugu, kabizlik gibi sorunlarim var.
(c) Agr, s1z1 gibi bu sikintilarim beni epey endiselendirdigi i¢in baska seyleri diistiniek zor
geliyor.

(d) Bu tiir sikintilarim beni ¢ylesine endiselendiriyor ki artik baska hicbir sey diisiinemiyorum.

21. (a) Son zamanlarda cinsel vasantimda dikkatimi ceken bir sey yok.
(b) Eskisine oranla cinsel konularla daha az ilgileniyorum.
(c) Su siralarda cinsellikle pek ilgili degilim.

(d) Artik cinsellikle higbir ilgim kalmadi.
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M. TURKISH SUMMARY / TURKCE OZET

Nevrotiklik Seviyesinin ve Bakic1 Yiikiiniin Hasta Yakinlarin Iyi Olus

Haline Etkisi: Farkindalik Seviyesinin Diizenleyici (Moderator) Rolii

1. GIRIS
1.1 Depresyon
1.1.1 Depresyon Kavramm

DSM-5'e (American Psychiatric Association, 2013) gore, depresyon, kisinin
diisiince, davranis ve duygularini etkileyecek olumsuz ruh halinde bulunmak ve giinliik

aktiviteleri yerine getirme konusunda isteksizlik yagamak olarak tanimlanmastir.

1.1.2 Belirtiler ve Depresyonun Alt Tipleri

Depresyonun belirtileri sunlardir: Uziintii, memnuniyetsizlik, aktivitelerden
kacinma, kilo ve istahta onemli bir degisiklik, uyku diizeninde bozulma, enerji ve
motivasyonda azalma. Ayrica, depresyonu olan insanlar kendilerini degersiz
hissedebilir ve bu insanlar tekrarlayan intihar diigiincelerine sahip olabilir (American
Psychiatric Association, 2013). DSM-5’¢ (American Psychiatric Association, 2013)
gore, depresyonun alt tipleri niikseden depresif bozukluk, premenstriiel disforik
bozukluk ve major depresif bozukluktur. Literatiirde depresyon ve depresif

semptomlarin nasil ortaya ¢iktigini agiklayan cesitli teoriler vardir.

1.1.3 Depresyonun Kuramsal Teorileri

Depresyonun kuramsal teorilerinden biri ndrogelisimsel teoridir. Bu teoriye
gore, insanlarin erken ¢ocukluk c¢agi travmasi, dogum 6ncesi donemde enfeksiyonlar,

anne stresi, annelerin kisiligi, anne ve ¢ocuk iligkisi, genetik ve gevresel faktorler, bir
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cocugun sorunlarla basa ¢ikma becerisi gibi depresyona yatkinligini etkileyen birkag
faktor vardir (Gatecki ve Talarowska, 2018). Ikinci teori Beck’in bilissel teorisidir. Bu
teori, islevsel olmayan bilgi islemenin, depresyon gibi olumsuz ruh hallerine neden
oldugunu belirtmektedir. Cocuklar, ¢evre ve diger insanlarla etkilesimin sonucu olarak
olumsuz bilissel yapilar yaratabilir. Stresli bir durum ile karsilastiklarinda, bu biligsel
yapilar harekete gecer ve olumsuz diisiinceler iiretilir ve bu olumsuz diisiince ve
inanglar olumsuz duygu durum belirtilerine neden olur (Beck, 1967). Depresyonun
etiyolojisini agiklamaya c¢alisan bir baska teori de Freud’un psikanalitik teorisidir.
Freud'a gore, nesne kaybi ve duygu karmasasi gizli catigmalar yaratir ve sonra bu
catigmalar kendilerini depresif belirtiler olarak ortaya ¢ikarir. Ayrica, oral fiksasyonlar

depresyona yatkinlik yaratabilir (Freud, 1917; Rhee, 2017).
1.2 Hasta Yakinlarinin Iyi Olus Hali
1.2.1 Bakim Kavram

Bakim kavramu literatiirde biitiinsel (fiziksel, zihinsel, duygusal ve sosyal olarak)
anlamda baskalarina yardim etme siireci olarak tanimlanmistir. Ayrica, bakim
stirecinde, bakicilar hem psikolojik hem de fiziksel durumlarini etkileyen bazi zihinsel

(6rnegin depresyon) ve giinliik fiziksel / sosyal zorluklarla karsilasabilirler.
1.2.2 Hasta Yakinlarinn Psikolojik Iyi Olus Hali ve Depresyon

Psikolojik iyilik hali olumlu duygular ve mutlulukla ilgilidir. Bu bakimdan,
psikolojik iyi olus, 6znel iyi olus ile ilgilidir (Diener, 2000). Psikolojik iyi olus hali
depresyon gibi akil sagligi bozukluklar1 ile olumsuz yonde iliskilidir (Huppert, 2009).
Bununla birlikte, iyi olus hali psikolojik iyi olusla sinirli degildir; fiziksel iyi olus hali
denilen bagka bir boyuta sahiptir.

1.2.3 Hasta Yakinlarinn Fiziksel Tyi Olus Hali

Amerikan Hemsire Anestezistleri Birligi'ne (2016) gore, fiziksel iyilik “saglig

saglamak ve Onlenebilir hastalik ve kosullardan kag¢inmak i¢in yaptifimiz davranig
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secimleri’” olarak tanimlanmistir, fiziksel islevsellik, yorgunluk, uyku kalitesi ve

fiziksel kosullar ile ilgilidir.
1.3 Bakia Yiikii
1.3.1 Bakia Yiikii Kavramm

Grad ve Sainsbury (1966), bakici yiikiinii, bakim siirecinde ortaya ¢ikan
herhangi olumsuz bir sonug¢ olarak tanimlamistir. Hoening ve Hamilton (1966) bakici
yiikiinli objektif (nesnel) ve subjektif (6znel) olarak iki kategoride siniflandirmistir.
Subjektif (6znel) yiik depresyon, kaygi ve utang gibi olumsuz duygularla ilgilidir.
Objektif (nesnel) yiik ekonomik kisitlamalar, azaltilmig sosyal aktivite ve faaliyetlerle

ilgilidir.

1.3.2 Bakic1 Yiikiiniin Kuramsal Teorileri

Bakim veren yiikiinii aciklamaya calisan birgok c¢alisma vardir, ancak stres
teorisi ve rol teorisi alanla daha fazla ilgilidir (Wasilewski, 2012). Stres teorisine gore
bakic1 yiikii birincil stres kaynagi iken rol gerginligi ve i¢ ruhsal faktorler ikincil stres
kaynagidir ve bunlar etkilesim halindedir ve bu etkilesime basa ¢ikma becerileri ve
sosyal kaynaklar aracilik etmektedir. Ikincil stres kaynaklari depresyon ve kaygiya
neden olurlar. Rol teorisine gore bireyler beklentilerine ve sosyal rollerine gore yasarlar
ve bu beklentilerde ve sosyal rollerde bir uyumsuzluk olursa rol ¢atismasi ortaya ¢ikar
(Biddle, 1986), ve bu ¢atismalar bakim verene yiik olusturur (Barnett ve Baruch, 1985;
Wasilewski, 2012).

1.3.3 Bakia Yiikiiniin Depresyon ve Fiziksel ve Psikolojik Iyi Olus Hallerine
Etkisi

Literatiirde, bakic1 yiikiiniin kisinin hayatinin cesitli yonleri lizerindeki etkisini
arastiran bir¢ok calisma vardir. Bu yonlerden biri depresif belirtilerdir ve literatiirde

bakici yiikiiniin yiiksek olmasiyla depresif belirtiler arasinda giiclii bir iliski oldugu
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bulunmustur (Medrano, Rosario, Payano ve Capellan, 2014; Pirraglia ve ark., 2005;
Song, Biegel ve Milligan, 1997). Ayrica bakici yiikii ile psikolojik (Gupta, Solanki,
Koolwal, ve Gehlot, 2015) ve fiziksel (Chang, Chiou ve Chen, 2010; Douglas ve Daly,
2003) iyi olus hali arasinda negatif iliski bulunmustur.

1.4 Kisilik
1.4.1 Bes Faktorlii Kisilik Modeli

McCrae ve John (1992), bes faktor kisilik modelini kisilik 6zelliklerinin
hiyerarsik bir organizasyonu olan bes temel boyut olarak tanimlarlar. Bunlar disa
doniikliik, yumusak baglilik, 6zdenetim, nevrotiklik ve deneyime agikliktir. Nevrotiklik
olumsuz duygular, bu duygulara yatkinlik ve duygusal dengesizlik ile ilgilidir (Ben-Ari
ve Lavee, 2005; Bouchard, Lussier, ve Sabourin 1999; Costa ve McCrae, 1980; Keltner,
1996).

1.4.2 Bes Faktorlii Kisilik Modeli ve Depresyon Arasindaki Tiski

Son aragtirmalar, bes faktor kisilik modelindeki kisilik 6zelliklerinin, depresyon
da dahil olmak ftizere ruhsal hastaliklarin baslangici, ciddiyeti ve seyri ile iligkili
oldugunu gdstermistir (Allen ve ark., 2017; Klein, Kotov ve Bufferd, 2011). Literatiirde
yiiksek nevrotiklik seviyesinin depresyon ve depresif semptomlarla iligkili oldugu
bulunmustur (Allen ve ark., 2017; Jourdy ve Petot, 2017; Kotov, Gamez, Schmidt ve
Watson, 2010). Jourdy ve Petot'a (2017) gore, nevrotikligin depresyon ile ilgili yonleri
kaygi, diismanlik, 6z-biling, strese karsi savunmasizliktir. Bakim verenlerle yapilan
caligmalara gore, nevrotikligin bakici depresyonu iizerinde dogrudan bir etkiye sahip

oldugu bulunmustur (Kim ve ark., 2016).

1.4.3 Bes Faktor Kisilik Modeli ile Bakic1 Fiziksel Iyi Olus Halinin Iliskisi

Onceki galismalar, kisiligin bakicilarin hem psikolojik hem de fiziksel olarak iyi
olmalarmi dogrudan veya dolayli olarak etkiledigini gostermistir. Kisiligin dogrudan
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etkisi, olaylar1 ve ¢evreyi yorumlamanin bir yolu ile iliskili iken, kisiligin dolayl etkisi,
sosyal destekle olan iligkisi ile iligkilidir (Hooker, Monahan, Bowman, Frazier ve
Shifren, 1998). Literatiirde yiiksek nevrotiklik seviyesinin fiziksel iyi olus haline negatif
etkisi bulunmustur (Duberstein ve ark., 2003; Jerram ve Coleman, 1999; Lickenhoff,

Sutin, Ferrucci, ve Costa, 2008).

1.4.4 Bes Faktor Kisilik Modeli ile Bakic1 Psikolojik Iyi Olus Halinin ve
Bakic1 Yiikiiniin fliskisi

Kronik zihinsel hastalig1 olan bireylerin bakicilari ile yapilan arastirmalara gore,
diisiik nevrotiklik diizeyleri, daha yiiksek seviyede psikolojik iyi olus hali ile iligkilidir
(Bharti ve Bhatnagar, 2017). Bunun disinda, nevrotiklik, bakici depresyonu (Jang, Clay,
Roth, Haley ve Mittelman, 2004), ve bakic1 yiikii (Gonzalez-Abraldes, Millan-Calenti,
Lorenzo-Lopez ve Maseda, 2012; Kim ve ark., 2016; Mdoller-Leimkiihler ve Médger,
2011; Sink ve ark., 2013) ile pozitif ve anlamli sekilde iligkilidir.

1.5 Farkindalik
1.5.1 Farkindalik Kavram ve Farkindalikla ilgili Psikoterapiler

John Dunne'ye (2007) gore, farkindaligin bilinglilik, dikkat ve hatirlama olarak
tic temel bileseni vardir. Bilinglilik, her anin bilincinde olmak anlamina gelir; dikkat,
ana dikkat etmek demektir ve hatirlama hem bilingliligi hem de dikkati hatirlamak
anlamma gelir. Son yillarda, farkindaligin anlami genislemis ve Bati psikoterapisinde
ticlincii biligsel davranisgr psikoterapi dalgast kapsaminda terapotik bir teknik olarak
kullanilmaktadir. Bu terim ¢ok kapsamlidir ve kabul ve kararlilik terapisi (ACT; Hayes,
Strosahl ve Wilson, 1999), diyalektik davramis terapisi (DBT; Linehan, 1993),
psikoterapinin biligsel davranigsal analiz sistemi (CBASP; McCullough, 2000), islevsel
analitik psikoterapi (FAP; Kohlenberg ve Tsai, 1991), farkindalik temelli stres azaltma
(Kabat-Zinn, 1990) ve farkindalik temelli biligsel terapilerden olusmaktadir (Ost, 2008;
Segal, Williams ve Teasdale, 2001).
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1.5.2 Biligsel Davrams Psikoterapilerinin Uciincii Dalgasimin Etkisi

Kabul ve kararlilik terapisinin amaci psikolojik olaylarin islevini temelden
degistirmek yerine, temelde degistirmek ve kabul etmek i¢in bir yol aramaya
odaklanmaktir. ACT siddetli depresyon icin faydali bir tedavidir ve intihar fikrini
azaltmak acisindan etkilidir (Walser ve ark., 2015). Ayrica, bakim verenlerin
depresyonunu iyilestirme ve refahlarini artirma agisindan etkilidir (Losada ve ark.,
2015). Diyalektik davranis terapisi stratejileri, tedaviye olan bagliligi, problem ¢6zme
stratejilerini, validasyon (kabul) stratejilerini ve hem kabul hem de degisimi
dengelemek gibi diyalektik stratejileri arttirir (Feigenbaum, 2008). Literatiirde bu
tedavinin bakict yiikiinii azaltmada, bakict refahin1 artirmada ve depresyonun
hafifletilmesinde yararli oldugu bulunmustur (Hejazi, Sobhi ve Sahrzad, 2014; Likens,
2009). Farkindalik temelli stres azaltma terapisi, farkindaligi artirmak i¢in kullanilan bir
grup programidir. Bakicilarin stres, yiik ve depresyonunun azaltilmasi konusunda etkili
bir terapidir (Bazzano ve ark., 2013; Li, Yuan ve Zhang, 2016). Farkindalik temelli
biligsel terapi bilissel davranigci terapi teknikleriyle beraber yoga egzersizleri ve
meditasyon tekniklerini igerir (Piet ve Hougaard, 2011). Armstrong ve Rimes (2016),
MBCT'nin nevrotikligin seviyesini diigiirdiigiinii ve kolayca strese girmeye egilimli bir
insan i¢in faydali olabilecegini belirtmistir. Ayrica, MBCT, depresyon ve endise
semptomlarin1 hafifletmekte ve duygular1 diizenlemeye yardimci olmaktadir ve
farkindalik seviyesini artirmaktadir (Perich, Manicavasagar, Mitchell ve Ball, 2013). Ek
olarak, MBCT nin depresyon belirtilerini ve bakici yiikiinii hafiflettigi bulunmustur
(Norouzi, Golzari ve Sohrabi, 2014; Wood, Gonzalez ve Barden, 2015). Bilissel
Davranigsal Psikoterapi Analiz Sistemi (CBASP) ozellikle kronik depresyon igin

gelistirilmistir.

1.5.3 Farkindahgm Kisilik Ozellikleri, Psikolojik ve Fiziksel Iyi Olus Hali ve

Bakim Verenlerin Yiikii ile iliskisi

Literatiirde farkindalik ve nevrotiklik arasinda yiiksek ve olumsuz bir iliski

oldugu bulunmustur (Brown, Ryan ve Creswell, 2007; Costa ve McCrae, 1992; Giluk,
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2009). Farkindaligin zihinsel hastalarin bakicilarinin iyi olus hali tizerinde iyilestirici bir
etkiye sahip oldugu bulunmustur (Epstein-Lubow, Miller ve McBee, 2006). Bunlara ek
olarak, onceki c¢alismalar farkindaligin daha yiiksek fiziksel iyi olus hali ile iliskili
oldugunu gostermistir (Grossman, Niemann, Schmidt ve Walach, 2004; Moskowitz ve
ark., 2015; Murphy, Mermelstein, Edwards ve Gidycz, 2012). Ayrica, farkindalik,
bakim verenlerin yasam kalitesi, iyi olus hali ile pozitif olarak iligkilidir ve bakici
yiikiiniin seviyesi ile negatif olarak iliskilidir. Ayrica, farkindaligin bakici yiikiine karsi
koruyucu / moderator rolii oldugu tespit edilmistir (Pagnini, Phillips, Bosma, Reece ve
Langer, 2015).

1.5.4 Farkindah@in Kuramsal Teorileri

Bu teorilerden biri 6z belirleme teorisidir. Bu teoriye gore, farkindalik, kisinin
ihtiyaclarina, degerlerine ve ilgi alanlarina uygun davraniglari se¢mek i¢in kolaylastirici
bir faktor olabilir; bu nedenle dikkatli olma, faaliyetlerin diizenlenmesi ve temel
ihtiyaclarin yerine getirilmesi yoluyla iyi olus hali i¢in kolaylastiric1 bir faktor olabilir
(Brown ve Ryan, 2003; Deci ve Ryan, 1980; Deci ve Ryan, 1985; Hodgins ve Knee,
2002; Ryan ve Deci, 2000). Diger bir teori kontrol teorisidir. Bu teoriye gore,
farkindalik, davraniglarin diizenlenmesinde ¢ok ©nemli olan hem iletisim hem de
kontrol siireclerinin 6nemli bir parcasidir. Alkol veya uyusturucu etkisi altinda olmak
gibi diizensizlik siirecinde, viicudun bazi boliimlerinde saglik durumuna donmek icin
iletisimi yeniden kurmaya dikkat etmek gerekir ve farkindalik bu dikkati arttirir (Brown
ve Ryan, 2003; Carver ve Scheier, 1981; Kabat-Zinn, 1990; Schwartz, 1984). Ayrica,
norobilimsel ¢alismalar, farkindaligi yiiksek olan kisilerde yiliksek prefrontal kortikal
aktivasyon, gelismis prefrontal kortikal regiilasyon ve daha az bilateral amigdala
aktivitesi oldugunu ve bunlarin zihinsel saglik ve olumlu etkilerle pozitif ve anlaml bir
sekilde iliskili oldugunu bulmuslardir (Creswell, Way, Eisenberger ve Lieberman,

2007).
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1.6 Calismanin Amaci

Bu ¢alismanin amaglarindan biri, farkindaligin, Tiirkiye baglaminda nevrotiklik
ve bakici psikolojik ve fiziksel iyi olus hali arasindaki iligskilerde koruyucu bir faktor
olup olmadigimi aragtirmaktir. Benzer sekilde, mevcut arastirmanin diger amaci,
farkindaligin Tiirkiye baglaminda bakict yiikii ile bakict psikolojik ve fiziksel iyi olus
hali arasindaki iliskide koruyucu bir faktor olup olmadigini aragtirmaktir. Calismanin
amaclarina paralel olarak, bakim verenin fiziksel ve psikolojik iyi olusunun hem
nevrotiklik hem de bakici yiikii ile negatif korelasyon gosterecegi varsayilmistir. Ek
olarak, farkindalig1 yiiksek olan katilimcilar i¢in, nevrotiklik ile bakici psikolojik ve
fiziksel iyilik halleri arasindaki negatif korelasyon, farkindaligi diisiik olanlara gore
daha diisiik olacaktir. Ayrica, farkindaligi yiliksek olan katilimcilar i¢in bakici yiikii ile
bakici psikolojik ve fiziksel iyi olus hali arasindaki negatif korelasyon, farkindaligi

diisiik olanlara gore daha diisiik olacaktir.

2. YONTEM

2.1. Orneklem

Calismayi, ciddi zihinsel rahatsizlig1 olan hastalarin bakicisi olan (N = 121; 49
kadin, % 40,5; 72 erkek, % 59,5) katilimcilar olusturmustur. Ankete cevap verenlerin
%350,47°s1  40-60 yasinda, %59,50’s1 erkek, %71,67’si evli, %34,75’1 ilkokul
mezunudur. Ankete cevap verenleri %78,99’u ¢alismamakta, %71,43 liniin gelir diizeyi
ortadir. Ankete cevap verenlerin %45,61’inin 2 ¢ocugu bulunmaktadir. Ankete cevap
verenlerin %90,08’1 ¢ocugu disinda birisine bakmakta, %50,46’s1 15 yildan fazla
siiredir bu kisiye bakmakta, %352,10’u annesine/babasina bakmaktadir. Ankete cevap
verenlerin %74,78’inin baktig1 kisi sizofreni hastasi, %67,23’ii baska bakicinin
olmadigint belirtmis, %74,17’sinin ailesinde baska ruhsal problemi olan birey
bulunmamaktadir. Ankete cevap verenlerin %85,71°1 herhangi bir dine inanmakta,

%47,41’inin inang seviyesi ortadir. Ankete cevap verenlerin %61,98’inin kronik
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hastaligt bulunmamakta, %>59,50’si ilag kullanmakta, %74,17’sinin psikolojik
rahatsizlig1 bulunmamakta, %75,83’1 psikolojik destek almamaktadir.

Katilimcilara su kurum ve dernekler vasitasiyla ulasilmistir: Dr. Abdurrahman
Yurtaslan Ankara Onkoloji Egitim ve Arastirma Hastanesi Toplum Ruh Sagligi
Merkezi (TRSM), Ankara Dr. Nafiz Korez Sincan Devlet Hastanesi TRSM, Aydin
Nazilli Devlet Hastanesi TRSM, Ankara Sizofreni ile Yasamayr Ogrenme ve
Destekleme Dernegi (ASDER), ve Ankara Sizofreni Hastalar1 ve Yakinlar1 Dayanisma
Dernegi (Mavi At), Adana, Istanbul ve Izmir Sizofreni dernekleri ve Denizli Devlet

Hastanesi TRSM.
2.2. Veri Toplama Araclari

Bu calismada kullanilan veri toplama araglari sunlardir: Demografik Bilgi
Formu, Bakici lyilik Olgegi (Berg-Weger, Rubio, & Tebb, 2000), Bakim Verme Yiikii
Olgegi (Zarit, Reever, & Bach-Peterson, 2014), Temel Kisilik Ozellikleri Olgegi
(Gengdz & Onciil, 2012), Bilingli Farkindalik Olgegi (Brown & Ryan, 2003), and Beck
Depresyon Olgegi (Beck, Rush, Shaw, & Emery, 1979).

2.3. islem

Orta Dogu Teknik Universitesi’nden etik onay alindiktan sonra, farkli sizofreni
derneklerinden ve toplum ruh sagligi merkezlerinden izin alind1 ve veriler toplandi.
Bakim verenler mevcut arastirmaya goniillii olarak katilmayr kabul ettikten sonra,
bilgilendirilmis onam formlarin1 imzaladi ve anketleri yaklasik 20 dakika icinde

doldurdular. Son olarak katilimecilara bilgilendirme formlar: verildi.
2.4. Veri Analizi

Degiskenler arasindaki dogrusal iliskileri incelemek icin Pearson korelasyon

analizi yapildiktan sonra hipotez testi i¢in bir dizi moderasyon analizi yapildi.
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Moderasyon analizi i¢in Hayes ve Matthes (2009) Proses makrosu kullaniimistir.

Istatistiksel analiz i¢in IBM SPSS Statistics 20 yazilimi kullanildi.

3. SONUCLAR

3.1 Ol¢ek Puanlariin Betimleyici Istatistikleri

Ankete cevap verenlerin Bakim Verme Yiikii Olcegi puan ortalamasi 49.84,
Temel Kisilik Ozellikleri Olgegi (nevrotiklik) puan ortalamas1 22.98, Bilingli
Farkindalik Olgegi puan ortalamas1 62.45, Bakici lyilik Olgegi (yasamsal faaliyetler)
puan ortalamasi 73.79, Bakici lyilik Olgegi (temel ihtiyaglar) puan ortalamasi 79.54,
Beck Depresyon Olgegi puan ortalamas1 9.71°dir.

3.2 Korelasyon Analizleri

Ankete cevap verenlerin bakici yiikii ile nevrotiklik (r = .29), farkindalik (r = -
.50), bakic1 iyi olus hali (yasamsal faaliyetler) (r = -.36), bakict iyi olus hali (temel
ihtiyaglar) (r = -.53), depresyon (r = -.46) seviyeleri arasinda anlamli bir iliski
bulunmaktadir. Nevrotiklik ile farkindalik (r = -.30) ve depresyon (r = .34) arasinda
anlaml bir iligski bulunmaktadir (p<.05). Nevrotiklik ile bakici iyi olus hali (yasamsal
faaliyetler) (r = -.15) ve bakici iyi olus hali (temel ihtiyaglar) (r = -.09) arasinda anlaml
iliski bulunmamistir (p>.05). Farkindalik puani ile bakici iyi olus hali (yasamsal
faaliyetler) (r =.59), bakici iyi olus hali (temel ihtiyaglar) (r = .56), depresyon (r = -.42)
arasinda anlamli bir iliski bulunmaktadir. Bakici iyi olug hali (yasamsal faaliyetler) ile
bakici iyi olus hali (temel ihtiyaglar) (r = .60), depresyon (r = -.29) arasinda anlaml bir
iliski bulunmaktadir. Bakici iyi olus hali (temel ihtiyaglar) ile depresyon (r = -.52)
arasinda negatif yonli iliski bulunmaktadir (p<.05).
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3.3 Moderasyon Analizi

Moderasyon analizi sonuglarina goére modellerin sadece ikisi anlamli ¢ikmustir.
Bu nedenle, yalnizca anlamli modeller bildirilmistir. Bu bulgular Johnson ve Neyman
(1936) teknigi ve puanlama yaklasimi ile elde edilen kritik degere gbre incelenmis ve

degerlendirilmistir (Bauer ve Curran, 2005).

3.3.1 Nevrotiklik ve Bakica1 Iyi Olus Hali (Yasamsal Faaliyetler) iliskisi

Uzerine Farkindahigin Moderator Rolii

Sonuglara gore, hem genel model (R? = .38, F (3, 117) = 23.98, p <.05) hem de
etkilesim (B = .03, SE = .01, p <.05) anlamlidir. Johnson ve Neyman (1936) yontemi,
eger farkindalik kritik degerden (9.2428) diisiik olursa, nevrotiklik ve bakict iyi olus
hali (yasamsal faaliyetler) arasindaki iliskinin Onemsiz hale geldigini gdstermistir.
Farkindalik kritik degerden yiiksek oldugunda (9.2428), nevrotiklik ile bakici iyi olus
hali (yagsamsal faaliyetler) arasindaki iligki anlamli hale gelir (B = .37, SE = .19, p = .05,
%95 CI [0, 0,7430]). Bu bulgular katilimcilarin farkindalik diizeyi arttikga nevrotikligin
bakici iyi olus hali (yasamsal faaliyetler) ilizerindeki olumsuz etkisinin azaldigim

gostermistir.

3.3.2 Bakia Yiikii ve Bakici Iyi Olus Hali (Temel Ihtiyaclar) iliskisi Uzerine
Farkindalhigin Moderator Rolii

Sonuglara gore, hem genel model (R* = .43, F (3, 117) = 29.41, p <.05) hem de
etkilesim (B = .01, SE = .01, p <.05) anlamlidir. Johnson ve Neyman (1936) yontemi,
farkindaligin kritik degerden (7.8919) diisiik olmas1 durumunda, bakici yiikii ile bakici
Iyi olus hali (temel ihtiyaglar) arasindaki iliskinin anlamli oldugunu goéstermistir.
Farkindalik puanlar kritik degerden (7.8919) yiiksek oldugunda, bakici yiikii ile bakici
iyi olus hali (temel ihtiyaglar) arasindaki iliski anlamsiz hale gelir (B =-.17, SE = .09, p
=.050, %95 CI). [-3442, .0000]).
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4. TARTISMA

Bu bolimde korelasyon analizleri gdzden gecirildikten sonra, moderasyon
analizlerinin ana bulgular1 tartisilmistir. Bundan sonra, klinik uygulamalar, ¢calismanin
giiclii yonleri ve kisitlamalari, gelecekteki caligmalara yonelik talimatlar ve bulgularin

genel sonucu tartigilmistir.

4.1. Korelasyon Analizleri

Korelasyon analizlerinin sonuglarina gore, bakici yiikii, bakici iyi olus hali
(temel ihtiyaglar), bakici iyi olus hali (yasamsal faaliyetler) ve farkindalik ile negatif,
depresyon ve nevrotiklik ile pozitif iliskilendirilmistir. Ayrica nevrotikligin farkindalik
ile negatif korelasyon gosterdigi ve depresyon ile pozitif korelasyon gosterdigi
bulunmustur. Bu bulgular giris kisminda belirtilen bulgular ile uyumludur. Buna ek
olarak bu caligmada bakici iyi olus hali (yasamsal faaliyetler) ve bakici iyi olus hali
(temel ihtiyaclar) ile nevrotiklik arasinda anlamli bir iligki olmadigi bulunmustur. Bu
anlamli olmayan iliski, nevrotiklik ile fiziksel iyilik arasindaki iliskiyi inceleyen birkag
calismanin bulgular ile agiklanabilir. Bu calismalardan bazilari, nevrotikligin bakici
fiziksel saglig1 lizerinde dogrudan bir etkisi olmadigini ve stresin veya bakicilarin ¢ok
alanli 6z yeterliliklerinin, nevrotiklik ile fiziksel iyilik arasindaki iliski {izerinde
arabuluculuk etkisi oldugunu gostermistir (Hooker, Monahan, Bowman, Frazier ve
Shifren, 1998; Lockenhoff, Duberstein, Friedman ve Costa, 2011). Farkindalik igin,
farkindaligin bakici iyi olus hali (temel ihtiyaglar) ve bakici iyi olus hali (yasam
aktiviteleri) ile pozitif, depresyonla da negatif iligkili oldugu tespit edilmistir.
Bulgularimiz ilgili literatiirde kismen desteklenmektedir. Literatiirde, farkindaligin
genel anlamda daha iyi fiziksel saglik ile iligkili oldugu bulunmustur (Grossman,
Niemann, Schmidt ve Walach, 2004; Moskowitz ve ark.), 2015; Murphy, Mermelstein,
Edwards ve Gidycz, 2012).
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4.2 Moderasyon Analizi

4.2.1 Bakia Yiikii ve Depresyon lliskisi Uzerine Farkindahgin Moderator
Rolii

Bakim verenin yiikii ile depresyon arasindaki iliskide farkindaligin moderator
rolii ile ilgili sonuclar anlamli degildir. Literatiirde, farkindaligin bu iliski {izerinde
moderator rolii bulunmamistir ve farkindaligin dogrudan bir etkisi oldugu belirtilmistir.
Bu bulgular mevcut calisma ile uyumludur ve farkindaligin dogrudan etkisi sebebiyle
caligmadaki iligki anlamli bulunmamis olabilir (Weisman de Mamani, Weintraub,
Maura, Martinez de Andino ve Brown, 2018). Mevcut aragtirmada rol gerginligi, ic
ruhsal faktorler, basa ¢ikma stratejileri ve sosyal kaynaklar Ol¢lilmemistir bu

degiskenler iligkiyi etkilemis olabilirler.

4.2.2 Nevrotiklik ve Depresyon Iliskisi Uzerine Farkindah@n Moderator
Rolii

Nevrotiklik ile depresyon arasindaki iliskide farkindaligin moderator rolii ile
ilgili sonuclar anlamli degildir. Nevrotiklik ve depresyon arasindaki iliski ile ilgili
literatiirde, yiiksek nevrotikligin yliksek ruminasyon ve yiiksek biligsel reaktivite ile
iligkili oldugu ve bu siireclerin depresyonun 6nemli bilesenleri oldugu bulunmustur
(Barnhofer, Duggan ve Griffith, 2011). Ve farkindaligin, bu siiregleri azaltarak,
nevrotikligin olumsuz sonuglarina karst koruyucu rolii oldugu ileri siiriilmiistiir
(Barnhofer, Duggan ve Griffith, 2011). Ancak, mevcut bulgular yukarida belirtilen
bulgularla uyumlu degildir. Ayrica diislik nevrotiklik seviyesine sahip kisilerin olumsuz
duygulara egilimli olmadiklar1 bulunmustur (Feltman, Robinson ve Ode, 2009). Bu
calismada, mevcut katilimcilarin nevrotiklik diizeyleri gorece diisiikti, bu nedenle
ruminasyon ve bilissel reaktivite siireglerinin diisiik oldugu ve bu katilimcilarin olumsuz
duygulara daha az egilimli oldugu sdylenebilir. Bu, sonuglarin neden anlaml

¢ikmadiginin nedeni olabilir.
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4.2.3 Bakia Yiikii ve Bakia Tyi Olus Hali (Yasamsal Faaliyetler) iliskisi

Uzerine Farkindah@in Moderatér Rolii

Bakic1 yiikii ile bakici iyi olus hali (yasamsal faaliyetler) arasindaki iliskide
farkindaligin moderatér rolii ile ilgili sonuglar anlamli degildir. Daha o6nce de
belirtildigi gibi, yasamsal faaliyetler bakic1 iyi olus halini 6l¢mek i¢in kullanilan bakici
iyilik 6lceginin alt 6lgegidir ve giinliik aktiviteler, hobiler ve bos zaman aktiviteleri ile
ilgili sorular igerir. Literatiirde, bu giinliik ve sosyal etkinliklerin nesnel yik ile ilgili
oldugu one siiriilmiistiir (Hoening ve Hamilton, 1966). Bununla birlikte, bu calismada
bakim verenin yiikiinii 6l¢mek i¢in kullanilan bakim verme yiikii 6l¢egi, depresyon ve
anksiyete gibi olumsuz duygulara atifta bulunan 6znel bakici yiikiinii 6l¢mektedir (Zarit,
Reever, & Bach-Peterson, 1980). Bunlarin disinda literatiirde bakim alanin davranissal
problemlerinin (Chappell ve Reid, 2002) ve algilanan sosyal destegin (Modller-
Leimkiihler ve Wiesheu, 2012) bakim verenin yiikiinlin derecesini belirlemede énemli
rol oynadigi bulunmustur ve bu ¢alismada, bu kavramlar Glgiilmemistir. Bu nedenle,
nesnel ve Oznel yiikk arasindaki kavramsal farkliliklar ve bahsedilen degiskenler

nedeniyle, farkindalik anlamli bir moderator degiskeni olarak goriilmemis olabilir.

4.2.4 Nevrotiklik ve Bakic1 Iyi Olus Hali (Yasamsal Faaliyetler) iliskisi

Uzerine Farkindah@in Moderator Rolii

Bakici yiikii ile bakici iyi olus hali (yasamsal faaliyetler) arasindaki iligskide
farkindaligin moderator rolii ile ilgili sonuglar anlamhidir. Literatiirde farkindalik ve
stres arasinda gii¢lii ve olumsuz bir iligski oldugu (Dixon ve Genel, 2016; Zimmaro ve
digerleri, 2016) ve farkindalik ile 6z yeterlilik arasinda giiclii ve pozitif bir iliski oldugu
tespit edilmistir (Greason & Cashwell, 2009; Kong, Wang ve Zhao, 2014; Umman,
Hedberg, Downs ve Parsons, 2003). Bu nedenle, farkindalik, bakicilarin stres diizeyini
azaltarak ve 0z yeterliliklerini artirarak nevrotiklik ve bakici iy1 olus hali (yasam
aktiviteleri) arasindaki iliskiyi degistirmis olabilir. Ayrica, farkindalik, bakim verenin
giinliik zorluklarla basa ¢ikma becerilerine iliskin algilarinin farkindaligini arttirir ve

kendini diizenleme, biligsel, duygusal ve davramigsal esneklik mekanizmalarini
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etkileyerek iyilik halini olumlu yonde etkiler (Shapiro, Carlson, Astin ve Freedman,
2006). Ayrica, duygu diizenleyici beceriler nevrotiklikle ilgilidir ve bu calismada
katilimcilarin nevrotiklik diizeyi gorece diisiiktiir, bu nedenle bakicilarin daha 1yi
duygusal-diizenleyici yeteneklere sahip oldugu sdylenebilir. Bu nedenle, farkindalik ve
diisiik nevrotiklik diizeyinin etkileri, farkindaligin nevrotiklik ve bakici iyi olus hali
(yasam aktiviteleri) arasindaki iliskideki moderator roliinii olumlu yonde etkilemis

olabilir

4.2.5 Bakia Yiikii ve Bakici Iyi Olus Hali (Temel Ihtiyaclar) iliskisi Uzerine
Farkindahigin Moderator Rolii

Bakict yiikii ile bakici iyi olus hali (yasamsal faaliyetler) arasindaki iliskide
farkindaligi moderator rolii ile ilgili sonuglar anlamlidir. Oz belirleme teorisine gore,
farkindalik dikkati artiir ve dikkat, bir kisinin ihtiyaclarina, degerlerine ve ilgi
alanlarmma uygun davranislart segmek igin kolaylastirict bir faktdr olabilir ve 06z
diizenlemelerin diizenlenmesi ve temel ihtiyaglarin karsilanmasini kolaylastirir (Deci ve
Ryan). , 1985; Ryan ve Deci, 2000; Deci ve Ryan, 1980; Hodgins ve Knee, 2002;
Brown ve Ryan, 2003). Bu nedenle, farkindalik dikkati artirarak bakici yiikii ile bakici
iyl olus hali (temel ihtiyaclar) arasindaki iliskiyi olumlu anlamda etkilemis olabilir.
Ayrica, farkindalik algilarimizi 6nemli 6l¢lide ve olumlu bir sekilde degistirir ve bu
olumlu degisim olumsuz belirtilerin azalmasina yardimei olur (Shapiro, Carlson, Astin
ve Freedman, 2006). Algilarimizdaki bu degisim farkindaligin bakici yiikii ile bakici 1yi
olus hali (yasamsal faaliyetler) arasindaki iliskideki moderator roliinii olumlu yonde

etkilemis olabilir.

4.2.6 Nevrotiklik ve Bakici Iyi Olus Hali (Temel Ihtiyaclar) iliskisi Uzerine
Farkindahgin Moderator Rolii

Bakici yiikii ile bakict 1yl olus hali (temel ihtiyaclar) arasindaki iliskide
farkindaligin moderator rolii ile ilgili sonuglar anlamli degildir. Literatiirde yer alan

bulgulara gore, temel ihtiyaglar fiziksel iyilikle iliskilidir ve stres ve oz-verimin,
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nevrotiklik ve fiziksel iyilik arasindaki aracilar olabilecegi bulunmustur (Hooker,
Monahan, Bowman, Frazier, ve Shifren, 1998; Lockenhoff, Duberstein, Friedman ve
Costa, 2011). Daha 6nce de belirtildigi gibi, katilimcilarin Nevrotiklik seviyesi nispeten
diisiiktiir, bu nedenle katilimcilarin stres gibi olumsuz duygusal sonucglara daha az
egilimli olduklar1 sdylenebilir. Bu faktorler nedeniyle, Nevrotiklik ve bakici iyi olus hali
(temel ihtiyaclar) iligkisi lizerine farkindaligin moderator rolii anlamsiz ¢ikmig olabilir.
Ek olarak, 6z belirleme teorisine gore 6zerklik, yeterlilik ve, 1yilik hali i¢in 6nemli olan
temel ihtiyaglardir (Deci ve Ryan, 2000) ve farkindaligin, ozerklik ve yetkinlik
tizerindeki etkisi, nevrotikligin seviyesiyle orantili olarak artar (Decuypere, Audenaert
ve Decramer, 2018). Bu nedenle, katilimeilarin diisiik nevrotiklik diizeyi, farkindaligin

moderatdr roliinli olumsuz yonde etkilemis olabilir.

4.3 Klinik Uygulamalar

Hastanelerde veya saglik merkezlerinde calisan profesyonellere ve fiicretsiz
bakicilara ve hemsirelere refahlarini artirmak igin verilen miidahale programlarina
farkindalik egzersizleri ve teknikleri eklenebilir. Ayrica, bu aligtirmalar ve teknikler
derneklerde hasta bakicilarina 6gretilebilir. Bunlara ek olarak farkindalik aligtirmalari
ve teknikleri klinisyenler, okul danismanlar1 ve psikiyatristler tarafindan depresyona ve
nevrotikligin olumsuz sonuglarina karst koruyucu veya Onleyici bir terapi olarak
kullanilabilir. Ayrica Nevrotiklik olumsuz sonuglara yol agabildigi i¢in klinisyenler

tarafindan nevrotiklik seviyesinin 6l¢limii risk analizi olarak yapilabilir.

4.4 Calismanin Giiglii Yonleri

Bu calisma farkindaligin koruyucu veya moderator roliinii anlama agisindan
onemlidir. Ayrica, Tiirkge lieratiirde, farkindalig1 koruyucu faktor / moderator degiskeni
olarak kullanan herhangi bir calisma bulunmamaktadir; bu nedenle, bu calisma,
yukarida belirtilen iliskilerde farkindaligin moderator roliinii arastiran ilk ¢alismadir.

Ayrica, ornek birka¢ sehirden, farkli toplum ruh sagligi merkezlerinden ve farkh
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Sizofreni Derneklerinden toplanmistir. Bu faktorler, Orneklemin heterojenligini

arttirmaktadir.

4.5 Cahismanmn Kisitlamalar: ve Gelecekteki Calismalara Yonelik Talimatlar

Bu calismanin ana sinirlamasi drneklem biiyiikliigii idi. ikincisi, ¢alismada
belirtilen iligkileri etkileyebilecek fakat calismada Ol¢iilmeyen degiskenlerin varligidir.
Ugiinciisii, veriler bir 6rnekten tek bir zamanda toplandi. Bdylece zaman etkisi ve
zamansal etki incelenemedi. Son olarak, veriler ¢esitli hastalik gruplarmin
bakicilarindan toplandi ve bakicilar ile hasta arasinda cesitli akrabalik baglar1 vardi.
Yukarida belirtilen bulgular ve kisitlamalar 1s1ginda, gelecekteki caligsmalar i¢in farkl
onerilerde bulunulabilir. ilk olarak, gelecekteki arastirmalarin daha genis bir drneklemle
yapilmas1 onerilebilir. Ikincisi, iliskiyi etkileyebilecek degiskenleri kontrol ederek
gelecekteki calismalar yapilabilir. Ugiinciisii, veriler bir 6rnekten farkli zaman
noktalarindan toplanabilir. Ddrdiinciisii, farkindaligin, bahsedilen iliskiler tizerinde
nedensel bir etkiye sahip olup olmadigini aragtirmak icin gelecekteki arastirmalar

yapilabilir. Son olarak, verilerin belirli hastalik gruplarinin bakicilarindan ve ayni

akrabalik bag1 olan bakicilardan toplandig bir ¢alisma yapilabilir.
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