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Oliim kaygis1 (OK) &liimle ilgili diisiince, korku ve duygulara eslik eden siirekli ve
mantik dis1 bir kaygi durumudur. OK gesitli kaygi bozukluklarinin gelisiminin altinda
yatan bir mekanizma olarak tanimlanmistir. Bilissel Davranig¢r Terapi’nin (BDT)
anksiyeteyi azaltmada etkili oldugu ve dini inancin daha diisiik OK diizeyleriyle iliskili
oldugu gosterilmis olsa da dini entegre BDT nin (DBDT) OK iizerindeki etkisini
inceleyen bir calisma bulunmamaktadir. DBDT, danisanin dindarligimin 6nemini
kabul eder ve bu inanglar1 kanita dayali BDT ilkeleri dogrultusunda terapotik siirece
entegre etmeyi amaclar. Bu baglamda mevcut ¢alisma, anksiyete bozuklugu tanisi
almus bireylerde OK’ya y&nelik yeni bir DBDT temelli miidahale gelistirmeyi ve bu
midahalenin etkinligini klasik BDT ile karsilastirmali olarak degerlendirmeyi
hedeflemektedir. Calisma, On-test, son-test ve ii¢ aylik takip Olclimli deneysel,
randomize kontrollii bir calismadir. 42 katilimc1 seckisiz olarak DBDT grubuna (n =
21) veya BDT grubuna (n = 21) atanmistir. BDT ve DBDT, komorbidite tanilara sahip
klinik &rneklemde OK, genel anksiyete ve depresyon diizeylerini anlamli bigimde
azaltmig; bu kazanimlar iic aylhk takip Ol¢iimiinde de korunmustur. Bulgular,
DBDT'nin OK ve ilgili klinik semptomlar1 azaltmada klasik BDT kadar etkili
oldugunu ve dini veya manevi yonelimli ihtiyaglar1 olan bireyler i¢in uygulanabilir bir
alternatif tedavi yaklasimi olarak kullanimini destekledigini gostermektedir. Bu

calisma, klinik bir 6rneklemde OK’ya yénelik DBDT temelli bir miidahaleyi gelistirip

v



randomize kontrollii bir tasarimla degerlendiren ilk arastirma olmasinin yam sira,
eszamanli anksiyete bozuklugu semptomlar1 {izerindeki etkilerini de inceleyen ilk
calisma niteligindedir. Gelecekteki arastirmalarin; iyi olus, umut ve islevsellik gibi
pozitif psikolojik c¢iktilari, alt boyutlara 6zgii Ol¢lim araglar1 kapsamasi, nitel
yontemler ve seans arasit uygulamalarin takibiyle hangi dini icerigin daha etkili
oldugunun ortaya konulmasi oOnerilmektedir. Bdoylelikle, dini entegre terapilerde

katilim, tedaviye baglilik ve tedavinin basaris1 artirilabilir.

Anahtar Kelimeler: Anksiyete Bozukluklari, Dini Entegre Biligsel Davranisci
Terapi, Oliim Kaygisi, Randomize Kontrollii Calisma, Tiirk Yetiskinler.
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Death anxiety (DA) is a constant and illogical state of anxiety accompanied by
thoughts, anxieties, and feelings related to death. DA was described as a mechanism
underlying the development of various anxiety disorders. Although Cognitive
Behavioral Therapy (CBT) is successful in reducing anxiety, and religious beliefs
correlated with lower levels of DA, no previous research has examined the impact of
religiously integrated CBT (RCBT) on DA. RCBT recognizes the significance of the
client’s religiosity and aims to integrate these beliefs within the framework of
evidence-based CBT. Therefore, the current study aimed to develop a novel RCBT-
based intervention for DA in individuals who received a diagnosis of an anxiety
disorder and to compare its effectiveness with CBT. This study is an experimental,
randomized controlled trial with pre-test, post-test, and three-month follow-up
measurements. 42 participants were randomly allocated to the RCBT group (n = 21)
or the CBT group (n = 21). Both CBT and RCBT effectively reduced DA, general
anxiety, and depression in a clinical sample with comorbid diagnoses; these gains were
maintained at the three-month follow-up. The findings show that RCBT is as effective
as classical CBT in reducing DA and related clinical symptoms, supporting its use as
a viable alternative treatment approach for individuals with religious or spiritual needs.
This is the first study to create and evaluate both an RCBT-based and a CBT-based

intervention for DA using a randomized controlled trial in a clinical sample, and the

Vi



first to examine their effects on co-occurring clinical symptoms, including anxiety
disorders. Future research is recommended to include measures specific to sub-
dimensions of positive psychological outcomes, such as well-being, hope, and
functioning, and to identify which religious content is most effective through
qualitative methods and intersession follow-up. This can increase participation,

treatment adherence, and treatment success in RCBT.

Keywords: Anxiety Disorders, Death Anxiety, Randomized Controlled Trial,
Religiously Integrated Cognitive Behavioral Therapy, Turkish Adults.
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CHAPTER

INTRODUCTION

Anxiety disorders are one of the most frequently observed mental disorders (Barry et
al., 2023; Lepine, 2002; Pyszczynski, 2004). This widespread problem is also on the
rise (Yang et al., 2021). In fact, almost 30 million cases were diagnosed in the general
world in 2019 (Yang et al., 2021). Both the prevalence and the relapse rates are
remarkable. Even after successful treatments, relapse rates range from 19% to 56%
(Bruce et al., 2005; Lorimer et al., 2021; Scholten et al., 2016; Solis et al., 2021). All
these increasing rates and relapses are alarming. Therefore, vital steps for treating
anxiety disorders are necessary, such as a deep understanding of the nature of anxiety

(Pittig et al., 2023).

At this point, death anxiety (DA) is pointed out as a fundamental fear that exists at the
root of anxiety disorders and needs to be addressed (Blass, 2014; Zuccala et al., 2022).
That is, all fears and phobias can be derived from a fear of death or a decrease in
vitality, while all desires and wishes are oriented toward the gratification of love (Hall,
1915). Therefore, obtaining a more comprehensive understanding of DA and
developing more effective treatments for DA is significant. DA is identified as a
constant and illogical state of anxiety accompanied by thoughts, anxieties, and feelings
related to the reality of death (Nia et al.,, 2020). Death is an unpredictable and
unavoidable end to human existence, and individual attitudes regarding this reality
show variation. Maladaptive coping patterns, which arise as a reaction to this threat,
can lead to pathology (Karakus et al., 2012; Neimeyer et al., 2004). Therefore,
researchers indicate that DA is a core fear that drives the emergence and perseverance
of several anxiety disorders (Zuccala et al., 2022). Besides, many interventions to treat
anxiety disorders focus on addressing the client's perceptions of specific threats, such
as assessing the likelihood of death if bitten by a spider or challenging the client's
increasing anxiety about boarding a plane or what if the plane crashes (Menzies, 2012).

However, these treatments may not adequately address concerns about the inevitable



nature of death. Furthermore, contrary to popular belief, DA is not exclusive to the
elderly or individuals with chronic illnesses. Studies with different sample sizes have
shown that rates of DA range from approximately 50% to 80% in various groups,
including the general population, physicians, and mothers (Andrei et al., 2023;
Bakhtiari-Dovvombaygi et al., 2024; Indacochea-Caceda et al., 2021; Mani et al.,
2022). Considering the association of DA with many psychopathologies and the fact
that it is not exclusive to the elderly or chronic illnesses, it can be said that it is
important for therapists to address this issue in therapy (Menzies et al., 2018).
However, a review of the literature reveals that studies aimed at reducing DA in

clinical samples are quite limited.

In the literature, intervention studies and protocol guidelines aimed at reducing death
anxiety in clinical samples were examined within the scope of a systematic review
(Kavla & Uysal, 2025). As a result of this review, it was determined that intervention
studies on death anxiety in clinical samples are quite limited. Only five intervention
studies were found, and these studies were found to have various methodological
limitations. Two of these five interventions were pilot and main studies of the same
Cognitive Behavioral Therapy (CBT) based protocol. In contrast, the other
interventions were based on Acceptance and Commitment Therapy (ACT)
(Davazdahemami et al., 2020), Religious-Spiritual Integrative Therapy (RSIT)
(Dadfar et al., 2023), and Neuro-Linguistic Programming (NLP) (Ifdil et al., 2020).
Only one intervention study design included a control group (Dadfar et al., 2023). The
limitations of the studies included: the absence of a control group, limited sample size,
failure to investigate specific psychopathologies, and lack of follow-up evaluations.
Furthermore, the religious aspects of the RSIT intervention, particularly whether
participants held religious beliefs and how assumptions about the afterlife, religious
commitment, and behaviors were explained, remain unclear; this issue has not been
comprehensively addressed, even in the only study that included a spiritual component
of the intervention. Finally, it is unclear whether a reduction in DA leads to a
corresponding reduction in psychopathology symptoms following DA-based
interventions. Therefore, the investigation of religion and the concept of DA and the

afterlife remains a critical but under researched area (Kavla & Uysal, 2025).



Religion provides people with purpose and hope in both life and death (Kokdemir &
Yenigeri, 2010). The concept of death acquires significance when viewed in the
context of the afterlife. Without this perspective, even the most fundamental aspect of
human existence remains devoid of purpose (Gashi, 2021). Therefore, there may be an
association between beliefs in an afterlife and beliefs about the world. Belief in an
afterlife can decrease the perceived threat of problems in life because it offers an
eternal perspective that these issues are temporary (Bering, 2006). Therefore, the
positive and negative contributions of belief in life after death should be taken into
consideration in DA-based treatment protocols. Furthermore, despite common
assumptions, the number of people worldwide with a religious commitment is high. In
a recent study performed with the participation of 64 countries, 26.7 % of the
participants defined their religious affiliation as Muslim. This rate was 98.0 % for
Turkish participants. When asked whether you can say you are a religious person, 60.0
% of the participants defined themselves as religious people. This rate is 72.1 % in
Brazil, 48.0 % in Germany, 36.5 % in Australia, 36.1 % in Canada, 69.9 % in Mexico,
and 66.0 % in Tuiirkiye (Haerpfer et al., 2022). That is, the rate of religiosity is high
even in quite different samples (Jong et al., 2019). Therefore, the possible influence of
these beliefs on human well-being is an important factor that should be considered in
treatment protocols. One effective way to incorporate this is through Religiously-
Integrated Cognitive Behavioral Therapy (RCBT), which has recently gained
momentum (Hosseini et al., 2018; Koenig et al., 2015a, 2015b, 2016b; Subhas et al.,
2021).

RCBT is a treatment model in which patients’ religious beliefs or sources are included
during the treatment process (Koenig, 2012). As seen in person-centered approaches,
religious and spiritual considerations in mental health services improve therapeutic
outcomes, particularly for patients with strong religious commitments. Research
supports that RCBT fosters a stronger therapeutic alliance and optimism compared to
standard CBT, proving more effective in reducing psychiatric symptoms (Bouwhuis-
Van Keulen et al., 2023; Moshe-Cohen et al., 2022; Koenig et al., 2016b). However,
no research has explored the effects of an RCBT-based intervention that incorporates
the concept of life after death to mitigate DA in individuals with anxiety symptoms.

This study aims to enrich the existing range of knowledge in this field of research.



1.1. Statement of the Problem

It is presumed that 33.7 % of the population will encounter an anxiety disorder at some
stage (Freire & Nardi, 2023). Anxiety disorders can be successfully treated by CBT
(Van Dis et al., 2019). However, anxiety disorders still show a relapse rate of 19.0 %
to 56.0 % after treatment (Bruce et al., 2005; Lorimer et al., 2021; Johnco et al., 2024;
Scholten et al., 2016; Solis et al., 2021). Research indicates that long-term recovery
wanes over time, with only 51.0% showing improvement at the two-year mark and
26.0% at nine years (Solis et al., 2021). Another study was conducted on participants
from the NESDA sample who had a background of anxiety disorders at a preliminary
level (n=429), and it was revealed that 23.5% (n=101) experienced a relapse. Among
these, only 67.3% experienced a relapse of the same anxiety disorder, while 32.7%
developed a new anxiety disorder (Scholten, 2017). Additionally, it is predicted that
nearly 40% of patients suffering from an anxiety disorder do not show improvement
after CBT (Loerinc et al., 2015). These findings suggest a tendency for diagnostic
switching, where anxiety disorders evolve (Menzies & Menzies, 2023). One possible
cause is the inadequate consideration of comorbid emotional disorders by diagnosis-
specific treatments (Kessler et al., 2005). Another reason for this has been that ongoing
interventions for anxiety and related diseases target the cognitive restructuring of the
patient's negative and exaggerated thoughts about a specific situation. So, it can result
in the client's underlying fears of extinction not being addressed (Menzies & Menzies,
2023; Egan et al., 2011). This situation negatively impacts the mental health services
landscape in two ways. First, it leads to poor long-term outcomes. Second, it can cause
high relapse rates (Smit et al., 2006). All these outcomes highlight the need to improve
the long-term effectiveness of CBT (Roscoe, 2019; Kim et al., 2023). Therefore,
directly targeting DA and incorporating a treatment plan to address it may be a good
way to overcome existing challenges in the treatment of anxiety disorders (Menzies et
al., 2019). When DA is integrated into the treatment of anxiety disorders, its

effectiveness may increase compared to existing treatments.

Human beings witness many events in daily life that remind them of death (Alparslan,
2022). This awareness causes the individual to feel anxious (Lehto & Stein, 2009;
Pyszczynski, 2004). DA is conceptualized within the scope of several worries,

including anxiety about one's own death, the mortality of loved family members, and



the end-of-life phase (Naderi & Hosseini, 2011; Zuccala et al., 2022). Furthermore,
concerns about mortality can affect numerous aspects of an individual's life, including
physical and mental health, and ultimately result in a decline in overall quality of life
(Neel et al., 2015; Neimeyer et al., 2004; Lau et al., 2018). Furthermore, there is a
common belief that DA is the source of all fears and phobias (Hall, 1915; Zuccala et
al., 2022). Through this, it has been discovered that there is a connection between DA
and different types of psychopathologies: Obsessive compulsive disorder (OCD)
(Becker et al., 2023; Menzies et al., 2020; Vaccaro et al., 2010), panic disorder (Finch
et al., 2016), generalized anxiety disorder (Chakraborty et al., 2022; Menzies et al.,
2019), social phobia (Zuccala & Abbott, 2021), somatic symptoms (Abdel-Khalek &
Lester, 2009), depression (Nobahar et al., 2021; Semenova & Stadtlédnder, 2016) and
illness anxiety disorder (Birgit et al., 2018). Between alcohol use disorder, somatic
symptom disorder, dysthymia, agoraphobia, and claustrophobia, and DA, there is also
anegative correlation (Menzies et al., 2019). These results indicate the potential of DA
as a transdiagnostic phenomenon that could influence several mental conditions
(Iverach et al., 2014). Besides, a study carried out on 200 patients with varied
psychiatric diagnoses who sought treatment discovered a correlation between DA and
further dimensions of psychopathology, such as the overall calculation of diagnoses
received, medication use, and previous hospitalizations (Menzies et al., 2019). All this
information emphasizes the significance of addressing DA in the treatment of mental
disorders. Among these mental health problems, anxiety disorders are associated with
higher levels of DA, making the treatment of DA, in particular, more important
(Abdel-Khalek, 2005). Therefore, the current study was conducted with individuals
diagnosed with anxiety disorders and high levels of DA. Besides, individuals
diagnosed with OCD were not included for two reasons. First, the current version of
the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) classifies OCD as
an independent diagnostic group, excluding anxiety disorders (APA, 2022). Second,
studies have shown that only 7 of 32 individuals (21.88%) in the high DA group
developed OCD as a primary diagnosis, while 26 of 33 individuals (78.89%) in the
low DA group developed OCD as a primary diagnosis. These findings are consistent
with the hypothesis that, as predicted, individuals with high DA are significantly more
likely to develop other psychiatric disorders before being diagnosed with OCD
(Mengzies et al., 2020). Because anxiety disorders often precede the onset of other

psychiatric disorders, this study aimed to investigate potential risk factors correlated



with anxiety disorders to develop more effective preventive treatment. Consequently,
understanding and treating DA, particularly in individuals diagnosed with anxiety

disorders, is critical. However, a scarcity of studies on this matter has been determined.

Previous DA-based treatment studies focus on the elderly (Heidari et al., 2016;
Valizadeh & Ahmadi, 2021), the patients (Moradi et al., 2022), or health professionals
who care for the terminally ill (Inci & Oz, 2009; Potash et al., 2014; Nia et al., 2016).
Contrary to expectations, DA exceeds aging or physiological diseases (Cinar, 2016;
Gesser et al., 1988). In a 1988 study, Gesser et al. delivered the Death Attitude Profile
(DAP) to 50 participants divided according to their ages: youth (18-26), middle-aged
(35-50), and older adults (60 and above). The findings showed that while DA was
relatively high across younger participants, it reached its highest level in the midlife
stage and was at its minimum level for the elderly. This decline in death-related
cognitions and fears as individuals get older has been consistently demonstrated across
various populations and age categories (Russac et al., 2007), although death remains a
terrifying prospect for adolescents as well (Ens & Bond, 2005). A relatively recent
systematic review of studies on psychosocial interventions aimed at reducing DA was
conducted. Although 15 studies were identified, only a limited number of these
included CBT techniques. While these five studies showed a tendency toward CBT,
they were not fully integrated into the treatment process, such as cognitive
restructuring, exposure, etc. Furthermore, none of the studies targeted a clinical sample
(Mengzies et al., 2018). Therefore, there remains a need to examine the effectiveness of
a CBT-based intervention on DA and existing psychiatric symptoms in a clinical

sample through randomized controlled trials (Menzies et al., 2018).

Previously published research has indicated that having a religious belief may be a
protective factor against experiencing high levels of DA (Alparslan, 2022; Jong et al.,
2018; Kandemir, 2020; Mansori et al., 2018; Solaimanizadeh et al., 2020; Wen, 2010).
One reason for this is that people who believe in an afterlife see this worldly life as
fairer and therefore experience fewer psychiatric symptoms (Flannelly et al., 2012).
Another explanation is that belief in the afterlife facilitates the understanding that
problems in this worldly life are temporary, which leads individuals to experience
lower levels of stress and anxiety (Bering, 2006). Previous studies have had differing

results. For example, some studies suggest that belief in the afterlife acts as a protective



factor against DA (Chaiwutikornwanich, 2015; Garrow & Walker, 2001). Other
studies have examined the relationship between psychopathology and whether an
individual's beliefs about the afterlife are optimistic or pessimistic, rather than whether
they believe in it at all. It has been found that individuals with positive expectations
about the afterlife exhibit lower symptoms compared to those with negative
expectations (Flannelly et al., 2008). Another study observed that individuals who
participated in church activities experienced lower levels of fear about what would
happen after death (Silton et al., 2011). Similarly, it has been found that individuals
with high spiritual well-being perceive life as more meaningful, thus leading to a
decrease in negative attitudes towards death (Can & Avsin, 2023). Or, regarding grief,
it has been found that if a person has religious beliefs, their level of grief is lower and
their psychological maturity after grief is higher compared to those who do not
(Feldman et al., 2016). Different research examined the influence of reminders of
death on existing beliefs and beliefs in Gods from other religions through three
experiments. Experiment 1 involved 26 Christian and 28 Atheist students, Experiment
2 included 40 Iranian Muslim students, and Experiment 3 comprised 28 Agnostic
students. The results indicated that reminders of mortality were associated with
escalated belief in one's God among Christians but did not affect atheists' beliefs. In
Muslims, mortality reminders were associated with increased belief in God but also
with the denial of other religious figures. Agnostic participants demonstrated increased
belief in multiple supernatural beings when reminded of mortality (Vail et al., 2012).
While the contemplation of death has been shown to reinforce religious beliefs among
religious people, it often harms non-religious people (Alparslan, 2022). Therefore,
there is a need for treatments that consider the assumption of life after death, religious

commitment, and behavior.

Considering the heightened requirement for psychological health, traditional one-on-
one therapy does not meet the need (Helgadottir et al., 2014). Many people who
request psychological services are not provided with care due to the lack of cost-
effectiveness of individual psychotherapy (Kazdin, 2017). As a result, alternative
treatment approaches to individual psychotherapy are increasingly common, such as
self-guided internet-based psychotherapy (Karyotaki et al., 2017) and group
psychotherapy (Rosendahl et al., 2023). The efficacy of group psychotherapy in

offering intervention for anxiety disorders was shown (Barkowski et al., 2020).



Besides, online CBT-based treatments did not differ from those delivered by therapists
(Biagianti et al., 2023; Reger & Gahm, 2009). Therefore, an online RCBT-based
treatment was developed and applied to individuals diagnosed with anxiety disorders

in a group psychotherapy format in the current study.

Finally, randomized controlled trials (RCTs) are the best designs for evaluating the
effects of applied treatments. However, there are many different RCT designs. For
example, an experimental group and a control group can be compared, an experimental
group can be compared to treatment as usual, or two separate treatment methods can
be compared to each other (Guidi et al., 2018). Among these designs, RCTs that
compare one drug or treatment method to another are more ethically acceptable
because they offer treatment to all participants in the study (Bhide et al., 2018).
Therefore, this study compared a novel RCBT-based intervention with a classical

CBT-based intervention.

1.2. Aim of the Research

The objective of this research is to develop an RCBT-based intervention targeting DA
among individuals diagnosed with anxiety disorders and to evaluate its effectiveness
in comparison to a classical CBT-based intervention. Consequently, the current study
assesses the influence of these interventions on both DA and anxiety and depression

symptoms.

1.3. Research Questions

In this research, the following questions were addressed:
e [s RCBT-based intervention an effective intervention at the level of DA?
e [s RCBT-based intervention an effective intervention on the level of anxiety

and depression symptoms in individuals diagnosed with anxiety disorders?

1.4. Significance of the Research

Despite its clinical relevance, DA has been understudied in clinical samples. Recently,

a systematic review was carried out, and only five intervention studies were found,



including a CBT-based intervention (Menzies et al., 2021b; Menzies et al., 2023) and
an ACT-based intervention (Davazdahemami et al., 2020), Religious Spiritual
Integrated Therapy (RSIT) (Dadfar et al., 2023), and Neurolinguistic Programming
(NLP) (Ifdil et al., 2020). These found interventions have major limitations. This CBT-
based study has both strengths and limitations. Given the cost of individual therapy,
the creation of an online platform for addressing the current issue has the capability to
assist the implementation of therapy for several individuals who might otherwise be
unable to participate. The study's clinical interview evaluation, self-reports on DA, and
the measurement of the treatment's impact on anxiety and depression symptoms are
among the study's most notable strengths. However, only 10 out of the 20 individuals
completed the treatment, and a clinical reduction was seen in six of these ten
individuals. The fluctuating results observed in both studies give rise to several
questions. The therapeutic alliance was one of the most significant factors influencing
the continuity and success of treatment (Beutler & Harwood, 2002). The formation of
a therapeutic alliance represents a significant challenge in the context of online
applications. The inability to establish a therapeutic bond may be a contributing factor
in individuals' decisions to discontinue treatment. Besides, it is difficult to determine
the extent to which individuals comprehend the application in an online context.
Another limitation of the studies is the lack of a control group. Finally, this protocol

did not contemplate the assumption of an afterlife (Menzies et al., 2023).

One study sample included eight women diagnosed with OCD, and these women
received an ACT-based treatment. However, this study has several methodological
weaknesses. First, as the authors suggest, the ACT intervention employed a classic
ACT approach. It was not designed to address DA. Therefore, the impact of an ACT
approach aimed at reducing DA on individual psychiatric symptoms remains unclear.
Second, only five of the eight women initially enrolled in treatment continued
treatment. The very small sample size led to weak statistical analysis. Furthermore, the
lack of a control group and follow-up testing made it difficult to understand the true

effectiveness and whether this effect persists (Davazdahemami et al., 2020).

Only one of the studies reviewed had a control group in its research design (Dadfar et
al., 2023). Although the presence of a control group and being a randomized controlled

trial provides a good opportunity to examine the effects of treatment, this study also



has some weaknesses. These limitations include the small sample size, like previous
studies, and the lack of a follow-up test. Since the effect of the applied treatment on
psychopathology was not examined, the effect of a DA-based treatment on existing
psychopathology remains unclear. Furthermore, the treatment itself applied in this
study seems ambiguous. As stated in the study, RSIT is a treatment with religious
integrated points. However, whether the participants believe in life after death, or their
level of religious commitment was not determined. Similarly, it is not clear what the
religious components of the treatment are and how religion was integrated into the
treatment. The authors stated that they prepared RSIT by revising the treatment applied
by Khushnoud et al. (2014). However, Khushnoud et al. (2014) appear to have been
designed to improve the functionality and adjustment of couples experiencing
infertility. RSIT does not appear to be a specific intervention targeting DA. The role
of religion in treatment remains unclear. Consequently, as the systematic review
concluded, studies on DA conducted with clinical samples are extremely limited, and
existing studies have various methodological and clinical weaknesses. Furthermore,
no intervention has been designed based on religion and the afterlife. Therefore,
intervention studies targeting DA should be designed with robust methodological
designs, particularly those grounded in religion and belief in the afterlife, and their
effects on psychopathology in clinical samples should be examined (Kavla & Uysal,
2025).

Because studies of interventions aimed at reducing DA in clinical samples are very
limited, this systematic review examined not only intervention studies but also
proposed protocol guidelines. While not all of these protocol guidelines have yet been
tested in studies, they nonetheless provide guidance for researchers developing
intervention components (Kavla & Uysal, 2025). The protocol guidelines contain a
variety of frameworks, including CBT (Furer & Walker, 2008), a combination of
cognitive, psychodynamic, and philosophical principles (Starcevic, 2005), and
practices centered on meaning and attachment (Maunder & Hunter, 2004). It is
noteworthy that a single case report (Furer & Walker, 2008) provides empirical
evidence in support of these guidelines. The initial protocol was published by Furer
and Walker in 2008. Furer and Walker (2008) suggested that it is necessary to address
DA in treatment, as death-related events are common in everyday life. However, no

previous studies have tested this model using randomized controlled trials. This current
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study is the initial randomized controlled trial of a CBT-based intervention for
reducing DA. Moreover, previous CBT-based DA interventions did not consider the
assumption of an afterlife (Furer & Walker, 2008; Menzies & Menzies, 2023).
Therefore, this study created a CBT-based treatment plan that considers this belief for
the first time for reducing DA. Furthermore, this current study was the initial one to

explore the efficacy of the initial RCBT-based program.

Another protocol that was not covered by the systematic review due to its format as a
book, but which addresses DA, is the CBT-based health anxiety protocol developed
by Willson and Veale in 2009. In their protocol, Willson and Veale (2009) explained
DA as a common phenomenon in health anxiety disorder. This protocol is limited to
making some suggestions for DA at the end of the health anxiety protocol. Some of
these suggestions are to seek inspiration from role models who have accepted death
gracefully, to create your will, to write your obituary or eulogy so that it reflects your
wishes for your funeral, to discuss your funeral arrangements with someone you trust
and write them down, to throw an anti-fear of death party, and to expose yourself to
triggers that remind you of death, such as taking a route that passes a cemetery. Briefly,

this protocol did not consider the assumption of an afterlife (Willson & Veale, 2009).

In summary, this was an initial study to develop an online RCBT-based intervention
designed to address DA, based on the assumption of life after death, in individuals
diagnosed with one of the anxiety disorders. To develop the RCBT-based intervention,
previous intervention studies on DA in a clinical sample were examined (Kavla &
Uysal, 2025). Building upon the framework of Furer and Walker’s intervention
protocol from 2008, the protocol was modified to align with beliefs in an afterlife, a
concept appealing to the societal and religious values of the Turkish community.
Besides, it was an initial study to evaluate the effectiveness of RCBT-based
intervention on DA in anxiety disorders. No randomized controlled studies are
comparing RCBT-based interventions and classical CBT-based interventions to

reduce DA.
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1.5. Definitions

Death Anxiety: A constant and illogical state of anxiety accompanied by thoughts,

anxieties, and feelings related to the reality of death (Nia et al., 2020).

Religiously-Integrated Cognitive Behavioral Therapy (RCBT): A framework that
acknowledges the significance of spirituality or religion in a client's overall
functioning and strives to leverage these beliefs and practices constructively within the

framework of evidence-based CBT (Koenig, 2012).
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CHAPTER 11

LITERATURE REVIEW

2.1. Definition and Assessment of Death Anxiety

The concept of death holds a significant place in human life (Abdel-Khalek, 2005).
The discipline examining this concept was initially called thanatology. Thanatology
emerged after World War II (Kastenbaum, 2000). Although, studies by Western
researchers in this field date back to the late 1950s, taboos surrounding death and its
philosophical implications have hindered the advancement and growth of research in
this field. The study of death has progressed somewhat slowly within the framework
of psychological research (Karaca, 2006). Nevertheless, death and the fear of death
have been the subject of not only theoretical studies but also empirical studies. While
these studies gained momentum in the 1950s, their true peak occurred in the 1970s.
Today, DA continues to be studied with increasing momentum (Ayten, 2009; Postolica
et al., 2019). In addition to the historical trajectory of Western researchers, there is
evidence that many Islamic thinkers, such as Ibn Sina and Ghazali, addressed the fear
of death in a multidimensional manner, and that psychological studies in this area
began in the Islamic world before the West. These initiatives also led to the
development of prescriptions for overcoming the fear of death (Saruhan, 2006). While
the examination of DA initially occurred one-dimensional manner at the advent of
modern thanatology, the growing interest in multidimensional approaches has
garnered attention in recent years (Karaca, 2006). During these periods, many
terminologies were utilized in the current literature to explain attitudes towards death,
including death anxiety, fear of dying, death threat, death concern, death obsession,
death depression, and death acceptance (Abdel-Khalek, 1998; Templer et al., 1990;
Tomer, 1992). The term death anxiety (DA) was used in this current study. The term
"death anxiety" is used because a differentiation is constructed between fear and
anxiety. The fear of death is related to the fear of the real pain and psychological

suffering that are frequent companions of the dying process. That is, DA is a constant
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and illogical fear of dying, as well as thoughts, anxieties, and feelings about the

terminal (Nia et al., 2020).

The presence and severity of DA can be assessed in two different ways. The first
method involves asking individuals questions during clinical interviews. The second
method involves using more objective measurement tools. In the literature regarding
clinical interviews, no structured clinical interview was found. However, as
recommended by Menzies and Veale (2022), the initial assessment phases of clinical
sessions include probing the patient's discourse about death, asking about previous
death-related losses, assessing memories related to these losses, and understanding the
individual's areas of concern related to death. These concerns can often encompass a
range of topics, including concerns about the death process itself, the death of relatives,
and the uncertainty of the afterlife. Each concern requires a different cognitive

approach to examine and reconstruct.

An array of assessment tools has been developed for the objective evaluation of DA
for both clinical and non-clinical individuals. Recently, a review of assessment tools
of DA was carried out. Twenty-one measures of DA were determined (Zuccala et al.,
2022). When examining these scales in terms of their sub-dimensions, there are scales
with single factors, such as Bugen's Coping with Death Scale (Bugen, 1981) and Lester
Attitude Toward Death Scale (Lester, 1974). There are also scales with more than one
factor, such as the Collett-Lester Fear of Death Scale (Lester, 1990), Death Anxiety
Questionnaire (Conte et al., 1982), and Multi-dimensional Fear of Death Scale
(Hoelter, 1979). These subscales are fear of ambiguity, personal extinction, death of
own or relatives, etc. Some of these measures also provide information about beliefs
about the afterlife through a variety of questions, including "I believe that my soul or
spirit will continue to exist after I die", "The subject of life after death bothers me",
and "I see death as a transition to an eternal and blessed place" (Hoelter, 1979; Leming,

1980, Mazor et al., 2004).

This review found no DA measure meeting both psychometric standards and clinical
relevance. A robust measure tailored for mental health treatment is urgently needed,
as existing ones lack clinical applicability. In conclusion, clinically relevant

assessment tools are scarce (Zuccala et al., 2022). In response to this necessity, the
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Death Anxiety Beliefs and Behavior Scale (DABBS) was developed. It is an eighteen-
item questionnaire that measures unhelpful thoughts and behaviors associated with
fear of death using three subscales: emotions/affect, beliefs, and behaviors. The cut-
off score was determined as 55. Higher scores mean a higher level of DA. The first
emotion/ affect subtype of the scale consists of a five-point Likert (1 = strongly
disagree...5 = strongly agree) and four questions (ex. I feel anxious about death,). The
second belief subtype consists of a five-point Likert (1 = never have the thought... 5
= always have the thought) and seven items (ex., It would be terrible to not have time
to experience everything I want to). The third part, which measures behavioral
avoidance related to death, consists of a five-point Likert (1 = never avoid.... 5 =
always avoid) and seven items (ex., thinking about being diagnosed with a terminal
illness, watching, or reading media stories about dying) (Menzies et al., 2022). This
scale is the only CBT-based measurement tool developed to measure DA; however, it
is not reliable for the Turkish population. However, there are several measures of DA
for which Turkish validity and reliability studies have been completed and can be used

(Bulut et al., 2017; Fadiloglu & Aksu, 2013; Isik et al., 2009; Zorlu & Uniibol, 2018).

2.2. The Development of Death Anxiety

It is suggested that a detailed examination of children’s early sensory experiences is
necessary to understand at what age and how the perception of death develops in
children. In this context, a study examined the responses of 299 children. This study
concluded that children’s first contact with death usually occurs in the event of the
death of a relative. For the first time, the feeling of warmth is contrasted with the
coldness of the deceased’s body, or the lack of movement or reaction is contrasted
with the stillness of the body. All these first experiences, the shroud, the coffin, the
motionless body, are surprising and frightening for the child, being both unfamiliar
and unprecedented. These experiences can manifest differently at different ages. Even
if the emotional impact diminishes over time, the visual details of the event can remain
in the mind. Details of the funeral and burial are often remembered in adulthood (Hall,

1915).

Another explanation is that people use different coping strategies in the face of the

reality of death. Some use more functional coping strategies. Some of these strategies
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include turning to areas in life where they have control, seeking meaning, developing
meaningful relationships, and creating lasting legacies that will continue even after
death. While DA does not develop in people who use such functional coping strategies,
it can arise in people who use strategies such as avoidance and control (Burke et al.,
2010; Yalom, 2021). In other words, those who effectively manage death-related
concerns often exhibit certain behaviors and attitudes. These might involve
participating in activities like attending funerals or discussing death openly. They may
prioritize living life fully. However, some individuals experience distressing levels of
DA. These can lead to avoidance of death-relevant contexts, excessive worry, and
diminished life happiness (Furer & Walker, 2008). While some people can cope
functionally with DA, the weakness to efficiently deal with the DA can lead to the
exacerbation of the fear and the use of maladaptive coping mechanisms (Kastenbaum,

2000; Yalom, 2021).

2.3. The Relationship Between Death Anxiety and Psychopathology

There is a prevailing notion that DA is the root cause of various fears and phobias
(Hall, 1915; Zuccala et al., 2022). This common belief has led to the discovery of a
correlation between DA and several forms of psychopathology, particularly anxiety-
related disorders. The first of these psychopathologies is panic disorder (Finch et al.,
2016), generalized anxiety disorder (Chakraborty et al., 2022; Menzies et al., 2019),
and social anxiety disorder (Zuccala & Abbott, 2021). The second of these
psychopathologies, previously designated as "hypochondriasis," is now identified as
Illness Anxiety Disorder (IAD) (APA, 2022). A positive correlation between DA and
IAD was identified (Birgit et al., 2018; Hiebert et al., 2005; Noyes et al., 2002; Schiitte
et al., 2016). The third of these psychopathologies is OCD (Becker et al., 2023;
Menzies et al., 2020; Vaccaro et al., 2010).

In addition to anxiety disorders, other psychopathologies and symptoms such as
somatic symptoms (Abdel-Khalek & Lester, 2009; Menzies et al., 2019), postpartum
depression (Andrei et al., 2023), and depressive symptoms (Ongider & Eyuboglu,
2013; Willis et al., 2019) were correlated with DA even in survivors with symptoms

of traumatic stress (Chatard et al., 2012; Kesebir et al., 2011).
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Furthermore, DA also negatively affects not only psychopathological symptoms but
also the treatment process. For example, a study was conducted with 200 patients with
various psychiatric diagnoses. Results showed that DA was correlated with the number
of diagnoses received, medication use, and previous hospitalizations (Menzies et al.,
2019). The results show the importance of addressing DA when treating psychiatric
disorders (Iverach et al., 2014).

All data reinforce the hypothesis that DA is a transdiagnostic phenomenon associated
with many psychopathologies (Arndt et al., 2005). Recently, transdiagnostic
treatments have gained momentum, particularly as disorder- or diagnosis-specific
treatment protocols have been criticized in many aspects (Craske & Barlow, 2014;
Ramshaw et al., 2009). This need is especially evident for patients with comorbidities
and those experiencing cross-diagnostic transitions (McManus et al., 2010; Menzies
& Menzies, 2023). Furthermore, contrary to popular belief, cross-diagnostic
transitions between anxiety disorders are also high. For example, a study was
conducted with a group of patients with a history of anxiety disorders. It was found
that 23.5% of the participants experienced relapses. Of these relapses, 67.3% were
relapses of the same anxiety disorder, while 32.7% were relapses of a different anxiety
disorder (Scholten, 2017). In light of all this data, it can be said that one of the reasons
why symptoms persist even when individuals receive disorder-specific treatment may
be the effect of transdiagnostic phenomena (Egan et al., 2011; Iverach et al., 2014).
Including transdiagnostic phenomena in treatments offers several advantages. Firstly,
because they are more effective for highly comorbid conditions, individuals will not
need repeat treatment, which reduces the economic pressure on the healthcare system
(Egan et al., 2011; Dozois et al., 2009), and secondly, individuals will be offered a
more effective service covering all their problems (Barlow et al., 2017). For all these
reasons, transdiagnostic treatments can also be effective in the treatment of anxiety
disorders, which are frequently comorbid or have cross-diagnostic overlaps (Bullis et
al., 2023). In this context, it is thought that preparing and implementing DA, which is
indicated as a transdiagnostic phenomenon, as a transdiagnostic protocol in the

treatment of anxiety disorders will make significant contributions to the field.
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2.4. The Relationship Between Death Anxiety and Religiousness

Religion is important in human life and has an impact on many areas, such as coping
with stressful life events (Mohammadzadeh & Najafi, 2020). And contrary to popular
belief, the vast majority of the world's population actually consists of people with
religious beliefs. In a recent study involving 64 countries, 60% of individuals identified
themselves as religious. These rates varied from country to country; for example,
Brazil 72.1%, Germany 48.0%, Australia 36.5%, Canada 36.1%, Mexico 69.9%, and
Turkey 66.0% (Haerpfer et al., 2022). In another study, 78.2% of participants believed
in the afterlife. Among the participants, 94.5% stated that they had a religious
affiliation, with 60.8% being Catholic, 22.6% Protestant, and 4.6% atheist or having
no religious affiliation. More than 70.4% of participants reported practicing their
religion (Curcio & Moreira-Almeida, 2019). A study on Islam shows that 26.7% of
participants identified their religious affiliation as Muslim, while this figure reached
98% among Turkish participants (Haerpfer et al., 2022). Such findings indicate a high
prevalence of religious beliefs worldwide. Therefore, the potential contribution of
religious affiliation to human psychological wellness should be considered when

developing treatment protocols.

The relationship between religious belief and DA is multifaceted. According to several
studies, religion have a negative impact on DA (Henrie & Patrick, 2014; Al-Sabwah
& Abdel-Khalek, 2006; Soenke et al., 2013; Solaimanizadeh et al., 2020; Tanhan,
2007). For example, results of a study performed with 230 female gynecological
cancer patients demonstrate that DA was correlated with the concept of spiritual well-
being in patients suffering from severe illnesses (Mansori et al., 2018). In another
example, church attendance, frequency of attendance, and belief in life after death
were negatively associated with fear of the consequences of death. A similar negative
correlation was observed between personal commitment to the afterlife belief and the
fear of dying in pain (Larson & Larson, 2003; Silton et al., 2011). Besides, afterlife
belief was positively correlated with psychological wellness, whereas negatively
associated with depressive symptoms, GAD, SAD, OCD, and paranoia (Ellison et al.,
2009; Flannelly et al., 2006; Garrow & Walker, 2001). Strongly religious people tend
to hold beliefs in an afterlife than those with minimal or no religious affiliation. Those

with strong religious commitments also report lower levels of DA than people with
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lower levels of religiosity (Henrie & Patrick, 2014; Wen, 2010; Wortmann & Park,
2008). On the other hand, belief in an afterlife negatively correlates with DA
(Chaiwutikornwanich, 2015; Curcio & Moreira-Almeida, 2019). Religious individuals
experience higher anxiety about death than non-religious individuals (Y1ildiz, 2006).
However, findings on the topic are mixed, with other research indicating that religious
beliefs have a limited impact on reducing DA (Bachner et al., 2011; Saleem & Saleem,
2020). For example, one study found that while religious individuals did not show
lower levels of death acceptance compared to non-religious individuals, they did report
experiencing less grief following the mourning process and exhibiting higher levels of

post-traumatic growth (Feldman et al., 2016).

When previous research is examined, it is seen that the effects of religiosity on the
psychological functioning of the individual are not unidirectional. Some studies show
that individuals exhibiting high levels of religious fervor experience DA to a lesser
extent compared to those displaying more exoteric piety (Arrowood et al., 2018; Cohen
et al., 2005; Hui & Fung, 2008). Conversely, it is noted that religious individuals who
perceive God as an unreliable, punitive, or distant being report more intense grief and
DA than those who do not hold such negative perceptions. Similarly, there are findings
indicating that individuals who identify as religious but harbor negative and conflicting
feelings toward God experience higher levels of DA compared to religious groups who
do not hold such feelings (Feldman et al., 2016). Another point that may have an
impact on this situation is the difference in the religious style of coping with the

situation.

Religious coping can be classified not only as positive but also as negative. A secure
relationship with spiritual forces and a charitable outlook is defined as positive
religious coping. On the other hand, negative religious coping reflects spiritual
conflicts. Religion provides resources for the management of stress, the reassessment
of situations, and the enhancement of coping abilities. Religious coping encompasses
a multitude of functions (e.g., meaning, intimacy, control), is multidimensional (e.g.,
behavior, emotions, relationships, cognition), is dynamic, and can cause positive and
negative outcomes (Pargament et al., 2004). It has been suggested that individuals with
more optimistic expectations about the afterlife also have more positive expectations

about this life (Flannelly et al., 2012). Furthermore, individuals who utilize positive
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religious coping techniques experience lower levels of anxiety and are therefore less
likely to develop psychopathology. In short, positive religious coping techniques
contribute positively to mental health by helping to reduce the stress of life events

(Mohammadzadeh & Najafi, 2020).

Another reason for this situation may be related to the differing conceptions of life
after death in different religions. Different religious traditions significantly influence
how individuals understand death and how they emotionally respond to it. For
example, in Jewish thought, death is often associated with the most severe form of
punishment and treated as an intense experience of loss. In Christianity, it is accepted
that humans consist of soul and body; the belief is that the body ends with death, while
the soul continues to exist. In this context, death is interpreted not as the complete end
of existence, but as the soul's transition to a different and higher form of existence. In
Islamic thought, death is depicted as a process that begins with the separation of the

soul from the body and involves a journey towards the presence of God (Hokelekli,

1992).

In a study examining how these different religious frameworks are reflected in
emotional responses related to death, levels of fear of death and psychological
symptoms were compared in groups consisting of Muslims, Yazidis, and Assyrians.
The findings indicate that the highest level of fear of death was observed in Yazidis,
and the lowest level in Assyrians. The high level of fear of death observed among the
Yazidis has been linked to their belief in the transmigration of souls and their
perception of death as a punishing experience. In contrast, the lower levels of fear of
death among Assyrians and Muslims are suggested to be related to the emphasis on
the forgivability of sins in the Bible and the Quran, and the framing of death as a new
beginning rather than an absolute end. However, the relatively higher levels of fear of
death found in the Muslim group compared to the Assyrians can be explained by
nuances in the interpretation of religious teachings, worship practices, and perceptions

of the afterlife (Erdogdu & Ozkan, 2007).

Another study linking afterlife beliefs to mental health supported the hypothesis that
positive expectations about the afterlife are associated with better mental well-being.

However, the negative effects of unpleasant or threatening afterlife beliefs on mental
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health were not equally confirmed. Nevertheless, significant relationships were found
between specific afterlife beliefs and levels of psychopathology; Reincarnation beliefs,
in particular, have been reported to be strongly associated with anxiety, depression,

obsessive-compulsive symptoms, paranoia, social anxiety, and somatization

(Flannelly et al., 2008).

Despite mixed findings, incorporating religious elements into treatment protocols has
been demonstrated to improve treatment efficacy, particularly for religious people. For
example, a study was carried out to compare the levels of DA and grief experienced
by religious believers and nonbelievers. Furthermore, the same study examined the
relationships between specific religious beliefs and DA, as well as both painful grief
reactions and grief-related growth. Participants who acknowledged a kind of religious
faith, in comparison with individuals who did not, showed greater levels of embracing
death, a lower level of bereavement, and more psychological maturity in grief reaction
(Feldman et al., 2016). Another study found a nonlinear relationship between fear of
death and religiosity. That is, fear of death increases as religiosity rises from low to
moderate levels, while it decreases at higher levels of religiosity. This suggests that
adolescents who superficially contemplate death experience greater fear of death, but
contemplating death alleviates this fear (Testoni et al., 2020). In light of all this data,
it can be said that therapists considering patients' belief systems and utilizing the
positive power within them can increase the effectiveness of therapy (Feldman et al.,
2016). However, studies show that these dimensions are not adequately addressed in
therapies (Jafari, 2016). Therefore, integrating individuals' religious beliefs into the

treatment process for DA is a pioneering contribution in the field.

2.5. Approaches Regarding Death Anxiety

DA is a universal human experience that has been lived in different forms across
cultures and historical periods (Folk et al., 2018; Pandya et al., 2021). While extensive
discussions on the phenomenon of death have been conducted in many fields such as
religion, philosophy, art, literature, medicine, biology, and law, studies systematically
addressing the psychological effects of death on the individual have developed
relatively recently (Erdogdu & Ozkan, 2007). In this context, different theoretical

frameworks have been proposed to explain DA, including psychodynamic, existential,
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and CBT approaches, as well as Terror Management Theory (TMT). However, each
of these approaches has certain limitations in explaining the multifaceted nature of
DA. Therefore, this study aims to present a more comprehensive theoretical approach
that integrates religious meaning systems into a psychotherapeutic framework by

addressing DA from the perspective of religious and RCBT.

2.5.1. Psychodynamic Approach

Freud spoke of two fundamental instincts that guide human behavior. The first is the
sexual drive, expressed by the concept of libido; the second is the death instinct, which
he introduced to explain aggression and destructive tendencies. However, Freud did
not consider the fear of death as the primary and direct source of anxiety. According
to him, individuals turn to divine beings to protect themselves from the threatening
aspects of nature and life; anxieties related to death often arise as a reflection of deeper
and more underlying conflicts. Displaced forms of early conflicts, such as the fear of
castration, were seen as the determining factors underlying the fear of death.
Therefore, while acknowledging the existence of the experience of the fear of death,
Freud argued that the primary determinant of anxiety is unresolved relational and

experiential conflicts (Blass, 2014).

Generally, psychodynamic theories have addressed death-related themes through
unconscious fears and defense mechanisms; however, they have not defined the fear
of death as an independent and specific psychological structure. Instead, anxieties
related to death have often been explained indirectly through symbolic representations
such as loss, separation, or aggression. This indirect approach can be considered one
of the main factors that make it difficult to directly observe and measure the fear of
death. Therefore, these theoretical frameworks are limited in explaining how the fear
of death is experienced in daily life, in what ways it is related to psychopathology, or

how it can be addressed through psychotherapeutic interventions.

2.5.2. Existential Approach

The fear of death, although expressed in different forms across cultures and historical

periods, is considered a universal dimension of human experience. The thought that
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death could be the definitive end of existence often creates intense unease and a sense
of threat in the individual. This anxiety is not limited to a temporary level of worry in
some cases; on the contrary, it can reach an intensity that can contribute to the
emergence or maintenance of psychopathological processes (Yalom, 2021, pp. 11-12).
However, it is known that death-related anxiety is not a fixed and unchanging
characteristic, but can fluctuate in different stages of life. Indeed, some findings show
that death anxiety relatively decreases during adolescence, but can reappear in later

adulthood (Yalom, 2021, p. 13-14).

Yalom, a pioneer of existential therapy, considered the fear of death as one of the
fundamental existential obstacles limiting the human relationship with life, and largely
built this approach on a framework drawing from Epicurus' philosophy. This
framework rests on three fundamental assumptions. First, it is accepted that the soul is
mortal; in this case, an understanding of the soul that ends with the body renders
anxieties about life after death meaningless. Secondly, death is considered a state of
ultimate nothingness, and from this perspective, it is argued that death has no meaning
in terms of subjective experience. This idea is supported by the symmetry argument;
it is assumed that the individual did not exist before birth, nor will they exist after death

(Yalom, 2021, p. 74-77).

Yalom aims to make direct contact with the client's thoughts and feelings about death
by incorporating these philosophical foundations into the psychotherapy process,
especially in the early stages. During therapy, deaths witnessed in childhood, how
these experiences are interpreted, and their long-term effects on the individual's life
narrative are addressed; dreams are also considered an important area of expression in
this process. Furthermore, personal experiences directly associated with death, events
that made the client feel close to death, and experiences of physical illness are
examined in detail. In this context, one of the fundamental questions Yalom frequently
poses in sessions aims to direct the individual's attention directly to the concept of
death, discovering which aspect of this concept triggers the most intense fear (Yalom,
2021, p. 138-141). He argues that confronting death is inherently an overwhelming
experience, like looking directly into the sun. Therefore, various methods have been
developed to alleviate the fear of death (Yalom, 2021, p. 14). One of these methods is
a deep devotion to God. With a belief in God, DA is softened by the hope of eternal
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life, and the feeling of loneliness is alleviated by the guidance offered for a meaningful
life. However, while some of these methods are efficacious, others are not (Yalom,

2021, p. 105).

Yalom proposes several techniques for managing DA. The first technique is "surge,"
which involves leaving behind a legacy of one's life experiences. This technique may
manifest as wisdom, guidance, or a quality transmitted to others (Yalom, 2021, p. 156).
If a person thinks "it's too late," one technique for overcoming this is the "gratitude
visit." This is a great way to strengthen the surge while one is alive. This area of
research was first encountered in a workshop led by Martin Seligman, a leading figure
in positive psychology. Seligman conducted an exercise with participants: Think of a
person who is currently alive and to whom you have not yet expressed gratitude. Write
a letter expressing your gratitude to this person. Once the letter is completed, it should
be shared with the person's spouse, and the spouse should read the letter aloud. The
next step could be to arrange a visit and read the letter aloud to them (Yalom, 2021, p.
122). He also suggests that a person's deep interpersonal connections and meaningful
life experiences can alleviate DA (Yalom, 2021, p. 157). Yalom argues that
confronting death can lead to feelings of anxiety but can also enrich the life experience
(Yalom, 2021, p. 16). He also notes that such an awakening can lead to significant life
changes (Yalom, 2021, p. 72). This awakening can be triggered by various factors such
as catastrophic traumas, natural disasters, children leaving home, job loss or starting a
new career, retirement, and having deep dreams that convey messages from one's deep
self (Yalom, 2021, pp. 40—41). Yalom suggests that psychotherapy in combating DA
aims to facilitate effective coping mechanisms for this unavoidable psychological
phenomenon. Confronting death has been shown to alleviate anxiety and increase the
meaningfulness and perceived value of life. The goal of this process is to mitigate,

accept, and benefit from DA as an awakening experience (Yalom, 2021, p. 236).

In summary, in Yalom's treatment approach, explicitly addressing DA during the
therapy process is a vital element in decreasing patients' anxiety on this matter.
However, the efficacy of existential therapy is limited in its capacity to reduce DA for
several reasons. First, although a book has been written in which he compiles cases in
which he states that his DA has diminished (Yalom, 2002), the effectiveness of

existential therapies in reducing DA is still not fully understood due to the scarcity of
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randomized controlled trials (RCTs) investigating this question. Moreover, it is
postulated that the subject of "mortality of the soul," which he presents to patients at
the outset of therapy, and which is influenced by the philosophy of Epicurus, upon
which he bases his entire framework, may not be fit for all clients. In his book on DA,
Yalom emphasizes the avoidance of religious consolations due to the presence of
challenging dilemmas. It has been proposed that the ideas presented in the book may
be beneficial even for individuals with strong religious beliefs, and careful
consideration has been given to ensure that no expressions are made that might lead
them to deviate from their beliefs. It was highlighted that the study was based on a
secular, existential perspective that eschewed supernatural religious beliefs. This
perspective posited that life, including human life, resulted from random events, that
humans are mortal, and that a person cannot rely on anyone other than themselves to
provide a meaningful life plan. The argument was made that no predetermined destiny
exists (Yalom, 2021, p. 163). It is postulated that these approaches may prove
inadequate in addressing the fundamental DA in other societies with disparate
religious traditions and cultures. Therefore, more comprehensive treatments are still

needed, especially for people who believe in an afterlife.

2.5.3. Terror Management Theory

Ernest Becker approached human existence through two planes: the biological body
and the symbolic mind. Through the capacity for symbolic thought, humans become
beings capable of dreaming, creating meaning, and being self-aware; simultaneously,
they realize the inevitable mortality of their physical bodies. According to Becker, this
creates a fundamental existential tension that distinguishes humans from other living
beings. This conflict between the biological drive to survive and the cognitive
awareness of the inevitability of death forms the basis of the fear of death (Bassett,

2007).

Becker's approach later formed the theoretical foundation of Terror Management
Theory (TMT) and paved the way for empirical studies aimed at explaining how death
awareness is regulated at individual and societal levels. According to TMT, humans
possess a fear system that enables rapid responses to threats at the biological level;

however, cognitive abilities such as symbolic thought, self-awareness, and future
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planning keep death as an abstract threat in the constant realm of the mind
(Pyszczynski, 2004). When this awareness is not adequately regulated, it can lead to

intense existential anxiety (Vail et al., 2010).

TMT argues that this anxiety is managed through cultural worldviews. Cultural values
offer individuals a sense of meaningful and orderly life, while religious beliefs may
provide a promise of real or symbolic immortality in the face of death. For these
systems to function, the individual must experience themselves as a valuable and
meaningful subject by conforming to cultural norms (Solomon, 2020). However, while
TMT offers a strong explanation for the origins of the fear of death, it is not a clinically
structured psychotherapy model and does not offer direct intervention strategies to

reduce death anxiety.

2.5.4. Cognitive Behavioral Approach

The development of cognitive therapy in the early 1960s marked a significant turning
point in the conceptualization and treatment of psychological distress. Developed by
Aaron T. Beck, this structured and brief approach made it possible to scientifically
address thought processes and subject them to psychotherapeutic intervention
(Kirpinar et al., 2020). CBT is a structured treatment model that focuses primarily on
the present moment, centering on dysfunctional thought patterns as a common element
among different manifestations of psychopathology. These dysfunctional thoughts
also affect an individual's emotional state and behavior. CBT aims to improve
emotions and behaviors by helping individuals learn to evaluate their thoughts more
realistically and adaptively. Beck initially developed CBT as an intervention method
for depression. However, over time, the therapy has been revised to include other
psychopathologies. Since then, CBT has been recognized as an evidence-based
treatment demonstrating its effectiveness in various psychopathologies. Anxiety
disorders are one such condition. The CBT anxiety model is built upon the premise
that patients must evaluate the risk situations they fear more accurately, consider them
in greater depth, and develop their internal and external resources. Additionally, they
can reduce their avoidance and confront the situations they fear, thereby testing their
catastrophic beliefs (Beck, 2020). As a result of the lack of specificity regarding DA

within established anxiety disorder protocols, Furer and Walker proposed a new
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approach. This approach, which is grounded in CBT, explains the therapeutic
techniques used in the treatment of DA. For this protocol, restructuring techniques
were added to CBT to enable dealing with and changing unhealthy thoughts and
attitudes about death, as well as exposure to avoiding death-related things. The first
section presents an explanation of the rationale behind the treatment, emphasizing the
importance of directly addressing the fear of death. The treatment protocol primarily
focuses on safety and avoidance behaviors. The third component of treatment is
exposure. Clients are encouraged to confront their fears by writing about their own or
aloved one's death, making funeral arrangements, or discussing past losses. The fourth
component of treatment is cognitive restructuring, which involves challenging
common, unrealistic beliefs about death and developing more balanced perspectives.
Treatment then progresses by emphasizing life goals. The final component is relapse
prevention (Furer & Walker, 2008). Despite the importance of the CBT protocol, the
treatment's effectiveness is uncertain because it has not yet been tested in individual
or group therapy formats with a therapist present. Its effectiveness has not been tested
in a randomized controlled trial. Furthermore, the intervention is not based on an
afterlife or the existence of an afterlife perspective. This is a factor that limits its

applicability to individuals with different existential or belief systems.

2.6. Religiously Integrated Cognitive Behavioral Therapy

According to the Pew Research Center (2015), 86.8% of the world's population will
have a religious or spiritual orientation by 2050. The significant impact of religion and
spirituality on mental health highlights the significance of incorporating these
elements into mental health services, consistent with a person-centered approach
(Stulp et al., 2019). This has increased clinical attention to the existential dimensions
of human pain and clients' spiritual beliefs (Koenig et al., 2020). One of these
treatments is RCBT.

Classical CBT protocols are changed by adding religious content from the patients,
which makes the therapy more sensitive and person-centered (de Abreu Costa &
Moreira-Almeida, 2022). There are many names: religion-adapted cognitive
behavioral therapy (R-CBT, de Abreu Costa & Moreira-Almeida, 2022), religious-
spiritual integrated therapy (RSIT, Dadfar et al., 2023), and religiously integrated
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cognitive behavioral therapy (RCBT, Koenig et al., 2015a). RCBT is used for the
current study. RCBT adapts Judith S. Beck's cognitive-behavioral model to include
religious beliefs and motivations. RCBT, in addition to classical CBT techniques,
particularly in cognitive restructuring and planning behavioral changes, draws upon
the patient's religious resources (Aouchekian et al., 2017). RCBT therapists may
suggest reading specific passages from sacred texts and reconsidering thoughts within
the framework of these passages to help clients challenge and change their negative
thoughts. Furthermore, RCBT integrates CBT skills into clients' daily spiritual
practices (including prayer, worship, and sacred text reading) to support emotional
regulation and thought review. Clients are also encouraged to seek support from
religious and spiritual sources such as social groups, religious leaders, and community
activities that contribute to mental health (Munawar et al., 2023; Pearce et al., 2015).
Given that DA is deeply affected by core beliefs about death and the afterlife, it is
crucial that the therapeutic content aligns with the client's beliefs. This alignment
allows cognitive restructuring to effectively challenge the client's negative beliefs. In
summary, adapting CBT protocols to cultural and religious values can enhance the
effectiveness of therapy (Khan et al., 2019; Koenig et al., 2020). This approach can
improve cultural competence by providing sensitive and personalized interventions
consistent with clients' values. Educational programs and guidelines, particularly from
an Islamic perspective, can optimize mental health outcomes by emphasizing the
assessment of religious tendencies and the integration of religious coping skills
(Koenig et al., 2020; Puchalski et al., 2001). Integrating religious beliefs and
spirituality into therapy can lead to a better understanding of anxiety disorders. In this

study, beliefs derived from Islamic values were used.

2.6.1. Approaches to Death Anxiety in Islamic Thinkers’ Perspectives

The central question for thinkers is the path to happiness, and many of them have
examined DA as an obstacle to happiness. Islamic thinkers proffer explanations for
DA and its potential effects, and how to reduce it. Ya’kub b. Ishak el-Kindi, Ebu Nasr
El-Farabi, Abu Bakr Razi, Ibn Miskawayh, and Ibn Sina addressed this fear through
rational analysis, encouraging reflection and reason to overcome these concerns

(Saruhan, 2006).
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Firstly, Ya'kub b. Ishaq al-Kindi wrote The Methods of Dispelling Sorrow to remove
obstacles to human happiness. According to him, sorrow is a psychological disorder
resulting from grief over relatives and the failure to fulfill desires. He claims that no
one can satisfy all their desires or keep everything they love forever because our world
is constantly changing (Kindi, 2018, pp. 295-296). Al-Kindi emphasizes the
importance of mental health, asserting that since sorrow is a psychological disturbance,
treating the soul's pain is of even greater significance than treating physical ailments.
He posits that while the body perishes, the soul is eternal. Training the soul to adopt
positive habits makes it easier to endure loss and find comfort in adversity (Kindi,
2018, pp. 298-299). He offers some prescriptions: "Think about what sadness is and
divide it into sections," "Remember our sadness that we have overcome in the past,
and the sadness that others have experienced and overcome, and the sadness that we
have seen others experience and overcome, and make a comparison between their and
our sadness and points of consolation," "Everything we have not received or lost, many
others have not received or lost," “Allah has taken from us the least and the least
valuable, and our bodies and spirits are eternal, so Allah has left the most and the most
useful” (Kindi, 2018, pp. 300-304). There is an emphasis on continuing the soul's
existence and eternal life after death. The true home, devoid of absences, longings,
losses, and consequently, no worries and sorrows (Kindi, 2018, p. 309). Kindi argues
that death is simply the completion of our nature as human beings. Without death,
human beings would not exist, as they are defined as "thinking, living, mortal beings.
" Mortality is an essential part of being human, so without it, there can be no humanity.
Therefore, the condition that makes our existence possible is that death is not adverse.
What is detrimental is the absence of existence. So, death is not something to be feared
or seen as negative (Kindi, 2018, p. 310). Focusing on emotional and intellectual gains
rather than dwelling on losses is advised, as this provides comfort in challenging times.
Sickness of the soul is considered more dangerous than physical illness. Fear of death
is said to arise from ignorance of life and death. According to Al-Kindi, this fear comes
from not using reason effectively, and logic is the key to overcoming fear and anxiety

and achieving happiness (Kindi, 2018, p. 312).
Secondly, like other philosophers, Farabi sought to identify the path to happiness. He

put forth a proposal for a course of action to achieve happiness (Ozcan, 2005, p. 161).

The primary focus of this prescription is on the virtuous person. Farabi presents his
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prescription by delineating the characteristics of a righteous person. The DA
experienced by the virtuous person differs from that of an individual who fears death
and believes it will cause them harm. The righteous person believes that the only thing
lost through death is the ability to multiply the actions instrumental in increasing one's
happiness after death. Consequently, he is motivated to prolong his existence to
accumulate several virtuous actions that will contribute to his ultimate happiness
(Ozcan, 2005, p. 109). Even when he is unable to fulfill his obligations, death does not
evoke fear in him (Ozcan, 2005, p. 110). Those who lack knowledge worry about the
loss of worldly possessions they leave behind, namely pleasurable experiences, wealth,
status, and other material possessions. This leads them to fear death. Furthermore,
some people believe that even though their physical bodies separate from their souls,
they will gain wisdom through the separation of the soul from the body. Furthermore,
they hypothesize that if the individual was wise before the soul's departure, the wisdom
will be completed and perfected or become more perfect and more complete due to the
departure of the soul from the body. Consequently, they regard death as a state of
perfection and the separation of the soul from the body as a necessity, and thus, they
are not afraid (Ozcan, 2005, p. 111). Farabi's perspective on death is informed by a
critique of ignorance. In his original approach to addressing the fear of death, he does
not propose that people should wish to die as soon as possible. Instead, he encourages
people to value life and engage in virtuous actions. He views life as a valuable
phenomenon and suggests that the path to happiness lies in the pursuit of virtue

(Saruhan, 2006).

Thirdly, like others, Abu Bakr Razi has tried to define the factors that prevent
happiness. He believes the human soul has two fundamental forces: reason and desire.
According to Razi, these two forces are entirely opposed to each other. All the good
and virtues of man come from reason, while his evil comes from desire. At-Tibbu'r-
Rihani generally discusses the struggle between reason and desire, the bad habits that
arise from desire, and their elimination. One of the bad habits and customs that Razi
claims originated from desire, also known as spiritual diseases, is the fear of death (al-
havf mine'l-mewt) (Karaman, 2017, p. 58). The feeling of death is a natural and
necessary one for man, and it increases and decreases under the influence of various
side factors. It is also one of the fundamental causes of human fear (Karaman, 2017,

p. 158). Abu Bakr al-Razi treats the fear of death (al-havf mine'l-mevt) as a mental
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illness that causes various worries and depressions, thus making one restless and
preventing one from achieving happiness, and that needs to be treated (Karaman, 2017,
p. 161). In other words, he states that the fear of death causes a person to spend every
day with delusions and worries about the future and that it puts them in a state of
helplessness and discouragement (Karaman, 2017, p. 158). According to Razi, the fear
of death, which is a difficult disease to eliminate, can only be eliminated by believing
or being convinced that the life and destination after death will be better than the life
in this world (Karaman, 2017, p. 159). At this point, he defines two groups of people:
those who believe that the soul will be destroyed with the body and those who believe
in the afterlife. He explains why neither group should fear death. The first group, that
is, those who believe that the soul will be destroyed with the body, think that there is
no place for it to go after death; that is, those who do not believe in the afterlife and
consider death as annihilation, should not fear death. Because if the soul will also be
destroyed with the body, then a person will not feel any pain at all since it will be
destroyed with death. Because pain and suffering are only feelings and emotions that
are relevant to living beings. According to him, since the state in which there is no pain
is better than the state in which there is pain, the state of a person after death is better
than the state in this world where there is pain. In this case, according to Razi, those
who believe that the soul will perish along with the body should not fear death because
they will be freed from all their troubles and the sadness they feel in this world with
death (Karaman, 2017, p. 159). Razi thinks those who believe the soul will survive the
body and that man has a soul should not fear death either. According to him,
individuals who hold this belief can utilize their intellect deduce the superiority of life
beyond death and the fact that death serves as a transition to this existence (Karaman,

2017, p. 159).

Regarding the second group of believers in religion, Razi says that virtuous people
who believe that there is another life after death, that death is also a transition to this
life, and who fully fulfill the principles set forth by the ash-shari'atul-muhiqah do not
need to fear dying. The promise of salvation, comfort, and eternal happiness awaits
them beyond death. Death is inevitable for everyone, so Razi says it is pointless to
worry about an unavoidable hardship. Thinking about death causes anxiety, so try to
forget it. This approach leads to peace and happiness; otherwise, each reminder brings

new anxiety (Karaman, 2017, p. 160). According to Razi, "The way our soul lives
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while it is in the body will be good (hamide) or bad (zemime) depending on our
condition after we leave the body. In other words, he believes that a person's situation
in both worlds is interrelated, and therefore the person's happiness or unhappiness in
the hereafter will be determined by his condition in this world, and that happiness in
this world can be achieved by controlling desires through reason and will and leading
a moderate life, but that happiness in the hereafter is what should be preferred

(Karaman, 2017, p. 118).

Fourthly, Ibn Sina proposed a set of recommendations for an individual he regarded
as religious, entitled "Freedom from the Fear of Death" based on a synthesis of spiritual
and religious elements. Ibn Sina believed that only those who do not understand death,
the soul’s destination after death, or the belief that the organism dissolves and the soul
disappears can fear death. The individual's personality will also cease to exist, leading
to the complete disappearance of the soul. In this state, the world will remain
motionless, regardless of whether the individual persists in existence or not. In this
context, Ibn Sina divided individuals who might experience fear of death into five
categories. The first category includes individuals who lack knowledge about the
essence and consequences of death. The second category includes those who
experience uncertainty about their fate after death. The third category encompasses
individuals who perceive death as a painful experience in addition to the suffering
associated with the illness leading to death. The fourth category represents those who
fear divine punishment after death. Finally, the fifth category includes individuals who
experience distress due to the anticipated loss of worldly possessions and pleasures. A
person experiences grief for their family, children, property, and earthly pleasures and
enjoyments (Pajevic et al., 2021). Then a cognitive reconstruction specific to these
types of fears was made. In this cognitive reconstruction, Ibn Sina used spiritual and
religious-based materials. According to Pajevic, Ibn Sina's approach overlaps
significantly with CBT in the context of modern psychotherapy. It is cognitive because
it aims to help people develop suitable cognitive patterns and eliminate distorted
thoughts that influence their emotions and behavior. It is behavioral because it
transforms these core beliefs, leading them to self-knowledge, allowing them to
distinguish between what is beneficial and what is harmful in this world and the next,

and to act accordingly (Pajevic et al., 2021).
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Finally, Ibn Miskawayh describes the fear of death as a condition experienced by those
who are unaware of both the nature of the soul and life after death. He argues that this
fear is common among those who believe death is annihilation, those who think they
will be punished after death, or those who worry about losing their worldly gains.
Therefore, ignorance is at the root of the fear of death. He states that this fear
disappears when a person understands that the soul exists independently of the body
(Aslan, 2011). Thus, overcoming this ignorance, that is, acquiring knowledge, is the
remedy for the fear of death. According to Ibn Miskawayh, there are two types of death
and life: "voluntary death" and "natural death." Voluntary death is the end of desire
and pursuit. On the other hand, voluntary life can be understood as the individual's
search for eternal happiness within the existing worldly context (Aslan, 2011). In
conclusion, individuals can overcome the fear of death by understanding the nature of
the soul. This understanding should lead to the realization that death is not an end, but

eternal happiness and closeness to God for the soul (Aslan, 2011).

Ghazali uses an example to explain the concept of death. He suggests that a person,
believing in the existence of certain things they see in their dreams while sleeping,
does not doubt them during their dreams. However, upon waking, they realize that
none of what they saw in their dreams was real, and that their life in the material world
is like a state of sleep compared to the afterlife. Considering this, it can be argued that
the life we are currently living is a dream. Consequently, it can be predicted that we
will awaken from this dream state with death. Therefore, it can be argued that death
represents an awakening to reality. He likens those who do not consider the possibility
of death and therefore do not prepare for it to travelers who neglect to determine their
destination while continuing their journey. In conclusion, he emphasizes the
importance of regularly contemplating death. If this is an awakening to reality and
something to be contemplated, then examining the causes of the fear of death reveals
four fundamental factors: anxiety about separation from worldly pleasures, love of
possessions stemming from the wealth and property to be left behind in this world,
ignorance and lack of knowledge about what happens after death, and anxiety about
being held accountable for bad and ugly deeds committed in this world. These four
reasons are united by a common factor: ignorance. In addressing each type of fear,
Ghazali proffers recommendations for its mitigation. To address the anxiety associated

with the fourth reason, it is recommended to repent, abandon negative behaviors, and
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adopt positive ones. Those who are saddened by the love of possessions caused by
parting with worldly pleasures and the wealth and property they will leave behind
should be aware that these earthly pleasures are of little value in comparison to the
great blessings that will be bestowed upon them in the afterlife. In conclusion, he
asserts that those who are fearful of death should prioritize the acquisition of

knowledge (Hokelekli, 1991; Karaca, 2006).

Finally, an examination was carried out of the Quran and hadith regarding death, life

after death, and DA to develop a protocol to address these issues (see Table 3.2.).

2.7. Studies on Death Anxiety

DA has been the subject of several studies, with an increasing trend. The extant

research has been presented in this section.

2.7.1. The Relationship Between Death Anxiety and Age

The understanding of death varies significantly throughout life (Hokelekli, 2008). The
DA rate was observed to range from 53.2% to 80% in various samples, including the
general population, physicians, and mothers (Andrei et al., 2023; Indacochea-Caceda
et al., 2021). Even death is a terrifying prospect for adolescents (Ens & Bond, 2005).
However, a literature review on the relationship between age and DA reveals a
discrepancy between the findings of various studies. While some studies have
indicated a correlation between age and DA, others have not. Templer (1970) has
argued that age was not correlated with DA. For example, research done by Hokelekli
and Yildiz revealed no significant differences between DA and age variables according
to groups (Hokelekli, 1992; Yildiz, 1998). Different studies have yielded varying
results regarding this relationship (Templer, 1970; Gesser et al., 1988). Most studies
show that fear of death (HD) is at a lower level in older adults compared to adolescence
and early adulthood. However, it would not be accurate to suggest that age alone is the
sole factor determining the level of anxiety experienced. Many factors may be
influential, including life history, health, financial well-being, and the ability to adapt
to the aging process (Fortner et al., 2000; Kastenbaum, 2000). Another reason could

be the level of maturity individuals gain with age. This maturity may allow individuals
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to accept death more readily. Or, particularly in some countries, due to deteriorating
health conditions associated with age, physical limitations, or social isolation, some
older individuals may experience a higher level of fear of death. The findings of
another study showed that fear of death decreased with age due to a higher level of
social support (Chopik, 2017; Russac et al., 2007). Contrary to these findings, there
are also studies showing that the perception of death is higher in the elderly (Suhail &
Arkam, 2002; Taghiabadi et al., 2017). Therefore, it would be more useful to examine
the level of DA according to age, taking into account not only age but also all factors
in the location where the study is conducted. Subsequent to the age-related findings,
studies examining the influence of gender on DA are also significant. For example, the
DA score of women was found to be significantly higher than men (Bulut & Yildiz,
2017). In contrast, death-oriented cognitions were not correlated with gender (Chopik,

2017).

2.7.2. The Relationship Between Death Anxiety and Psychopathology

The associations between DA and psychopathology should be examined. For instance,
A study of 66 individuals diagnosed with panic disorder, illness anxiety, somatic
symptoms, or depressive disorder examined the effects of death reminders on anxiety-
related behaviors. The findings showed an increase in body scanning behavior,
particularly in individuals with excessive body scanning behavior, following these
reminders. This behavior was accompanied by an increased tendency to seek medical
help. Specifically, the mean DA scores among participants were above societal norms.
These results highlight the significance of DA in worsening symptoms and health-
related behaviors in individuals with scanning disorder (Menzies et al., 2021a).
Another study aimed to identify the relationships between DA and a range of
psychopathological symptoms in individuals diagnosed with mental disorders. The
findings demonstrated that DA is a significant predictor of psychopathology,
encompassing a range of factors including lifetime diagnosis, pharmacological
intervention, hospitalization, distress and impairment, depression, anxiety, and stress.
A significant association between the level of DA and the severity of symptoms
associated with twelve different disorders was found (Menzies et al., 2019). Another
research involved two groups: patients with anxiety disorders and a control group of

healthy individuals. 60 patients and 105 controls participated. Results showed that
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those with anxiety disorders had higher state and trait anxiety scores than the control.
Among healthy participants, women scored higher on DA and uncertainty about death
than men. Additionally, people with a family history of disorders and an anxiety
disorder had higher scores on anxiety, uncertainty about death, and DA compared to
those without such a family history (Yildirim, 2018). In another research, anxiety
sensitivity was positively correlated with DA during the pandemic and negatively
associated with resilience. While resilience and anxiety sensitivity differed by gender,
marital status, and employment status, no such difference was found for DA.
Furthermore, no significant relationship was found between physical health and
anxiety sensitivity, DA, or resilience (Celik et al., 2023). The relationship between DA
and sleep quality in the elderly was examined through a mindfulness and tolerance of
ambiguity approach. Tolerance of ambiguity was negatively correlated not only with
DA but also with sleep quality (Zamani & Zolfaghari, 2022). Finally, the effect of self-
criticism, anger rumination, and death distress on mental well-being in the aftermath
of a significant natural disaster was examined by involving 399 people from 56 cities
across Tirkiye. Individuals were classified as those who were directly affected (Group
1), those with non-immediate family members affected (Group 2), and those who were
indirectly impacted through media exposure (Group 3). The study findings revealed
that women had higher levels of DA and angry rumination compared to men, and
consequently, lower levels of mental well-being. Group 1 exhibited lower mental well-
being and higher DA compared to Groups 2 and 3. The findings showed that angry
rumination and DA fully mediated the relationship between self-criticism and mental

well-being (Birni et al., 2024).

Studies in this area have increased even more during the pandemic. For example, a
study examining the perception of proximity to death, illness anxiety, and DA in
elderly individuals found that individuals had lower levels of DA when they perceived
themselves as being far from death. It was also noted that individuals use various
protective mechanisms to keep their awareness of mortality at a tolerable level (Ring
et al., 2020). Another study focused on the relationship between DA, psychological
distress, and the role of employment status during the ongoing pandemic. The results
showed a more pronounced correlation between psychological distress and DA in
unemployed individuals, and employment was indicated as a protective factor against

DA (Shakil et al., 2022).
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2.7.3. The Relationship Between Death Anxiety and Culture

Culture is also one of the factors influencing the level of DA. A study examined the
fear of death among students in Kosovo and Tiirkiye, investigating its relationship with
various demographic characteristics. The highest average scores were found for fear
of World War III and fear of having a heart attack, while the lowest averages were
observed for the following components: anxiety about life after death, dying in pain,
and the rapid passage of time. Female students had significantly higher levels of fear
of death than male students. The Kosovar sample was found to have a lower level of
DA compared to the Turkish sample. The Kosovar sample, which had a higher
perception of religiosity, showed lower anxiety levels, particularly in the areas of fear
of death and surgery. These findings suggest that religion can serve as a tool to reduce
the fear of death in certain contexts (Gashi, 2011). In another study, a Turkish sample
was compared with a Jordanian sample. The findings showed that the sample,
consisting of individuals in late adolescence and early adulthood, had above-average
levels of fear of death. While students scored highly on the variable of the likelihood
of dying in agony, their war anxiety levels were found to be relatively lower. Jordanian
students had higher DA levels than Turkish students. Furthermore, female students
had higher DA levels than male students, and late adolescents had higher DA levels
than early adults. The study revealed that individuals who perceived their religiosity
as high showed the lowest DA levels, while those who perceived their religiosity as
low showed the highest DA levels (Ayten, 2009). In another study, 128 women were
selected from two different populations: a non-clinical and a clinical population.
Participants were asked to complete a series of tasks to assess their portion size
estimates, body dissatisfaction, and intentions to consume a product. The results
suggest that increased anxiety related to death may intensify disordered eating
behaviors among women who use these behaviors as an ineffective coping strategy
(Forrester et al., 2023). In a study of 765 participants from Egypt, the sample was
divided into seven subgroups: non-clinical male and female participants, male and
female patients diagnosed with anxiety disorders, male and female patients diagnosed
with schizophrenia, and male substance abusers. The findings revealed that the highest
mean DA scores were observed in two anxiety groups, and these groups differed
significantly from each other and from the other five groups. Female schizophrenia

patients had the second-highest mean DA score after the anxiety groups, while male
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schizophrenia patients had the lowest DA score among all groups and differed

significantly from the other six groups (Abdel-Khalek, 2005).

2.7.4. The Relationship Between Death Anxiety and Religious Factors

Another factor influencing DA levels is whether or not a person has religious
affiliation or a belief in the afterlife. A recent study found a negative correlation
between religiosity and DA (Kandemir, 2020). Another study with university students
found a relationship between attending church and reducing DA and increasing belief
in the afterlife. However, the data showed that women had higher DA levels than men,
while there was no significant gender difference in belief in the afterlife. Those who
were not affiliated with a church showed high DA levels and decreased belief in the
afterlife. The study underlines the significant impact of religious practices, especially
church attendance, on both DA and belief in the afterlife (Aday, 1985). Conversely,
there is also a study that found that individuals using negative religious coping
strategies did not have higher levels in any of the three variables (DA, death obsession,
and death depression) compared to those using positive religious coping strategies

(Mohammadzadeh & Najafi, 2020).

2.8. Studies on Religiously Integrated Cognitive Behavioral Therapy

The integration of religious and spiritual beliefs into psychological treatment processes
is compatible with patient-centered approaches, and there has been an increase in
studies in this area recently (Bouwhuis-Van Keulen et al., 2023). One way to do this
is through RCBT-based treatments, and this section summarizes the studies conducted

so far on this subject.

Firstly, there is a systematic review of RCBT-based treatments conducted to date (de
Abreu Costa & Moreira-Almeida, 2022). When this review is examined, it is seen that
RCBT-based treatments are frequently aimed at individuals with medical conditions,
and very few have been conducted with patients diagnosed with depressive disorder
(Armento, 2011; Ebrahimi et al., 2013; Koenig et al., 2015b), generalized anxiety
disorder (Razali et al., 2002; Zhang et al., 2002), and post-traumatic stress disorder

(Bowland et al., 2012). Another study involving patients who underwent coronary
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artery bypass graft surgery applied RCBT-based interventions. These included
discussions on belief in God and its role in transforming unpleasant automatic negative
thoughts, the concept of patience, trusting in God's power, and the human relationship
with God through worship, praise, and prayer. The sessions also emphasized hope,
trust in God, and belief in the afterlife (Hosseini et al., 2017). The results of another
study showed that religiosity and spirituality contributed to coping mechanisms and
conceptualization of trauma. Furthermore, these factors facilitated the participation of
unaccompanied migrant children in treatment and were associated with a reduction in
post-traumatic cognitive processes and symptoms (Fortuna et al., 2023). One of the
RCBTs was developed as a method of treating depression in individuals with chronic
medical conditions. This approach is designed for the five major world religions
(Christianity, Judaism, Islam, Buddhism, and Hinduism). It aims to help patients
develop thoughts and behaviors that can alleviate the experience of depression,
drawing on their own belief traditions (Pearce et al., 2015). In these studies, the

intervention duration ranged from eight to twelve sessions.

RCBT studies designed for Muslim samples were also demonstrated. For example, a
study conducted with 18 students from Public Islamic Junior High School aimed to
examine the effectiveness of group counseling using RCBT focused on Islamic beliefs,
especially the Shirah Nabawiyah technique. The Shirah Nabawiyah technique
employed in this study was grounded in the hadith that underscores the use of positive
words and the avoidance of negative words, criticism, reprimand, and punishment
(Yusoff, 2012). The results demonstrated that students who participated in the RCBT
sessions exhibited notable enhancements in self-efficacy and self-regulation. The
findings substantiate the efficacy of RCBT as an effective intervention for fostering
self-efficacy and self-regulation among students (Machmudah et al., 2022). Another
study of a 34-year-old man diagnosed with panic disorder and agoraphobia examined
the efficacy of RCBT. Initial sessions focused on behavioral techniques using Islamic
prayer, Quran recitation, breathing exercises, body scanning, and progressive muscle
relaxation. Subsequent sessions integrated cognitive restructuring, addressing negative
thoughts and cognitive distortions with techniques such as the vertical arrow and
collaborative empiricism. Final sessions included interoceptive exposure and cognitive
rehearsal. The client experienced a significant reduction in panic attacks and anxiety

and an improved ability to engage in independent activities and religious practices
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(Subhas et al., 2021). A study was conducted in which RCBT was adapted to
incorporate the faith and practices of Muslim patients concerning the Quran and
Hadith. This Islamic Integrated Cognitive Behavioral Therapy (IICBT) is a framework
designed to help Muslim clients diagnosed with depression by fostering the
development of thoughts and behaviors that are aligned with their Islamic beliefs and
practices (Sabki et al., 2019). However, the efficacy of this protocol remains
unanswered. Another recent study sought to review published experimental research
of ICBT that had been adapted for use within a religious context. The findings showed
that ICBT interventions can reduce symptoms and improve functioning among
patients with mood and anxiety disorders who adhere to a religious tradition. The
review encompassed seven experimental design studies (Azhar et al., 1994; Azhar &
Varma, 1995a; Azhar & Varma, 1995b; Khan et al., 2019; Razali et al., 1998; Razali
et al., 2002; Wahass & Kent, 1997) and two single-case design studies (Arip et al.,
2018; Subhas et al., 2021). The application of these studies varies across different
diagnostic groups, such as GAD (Azhar et al., 1994; Razali et al., 2002), dysthymic
disorder (Azhar & Varma, 1995a), major depression (Azhar & Varma, 1995b; Razali
et al., 2002), ADHD (Khan et al., 2019), OCD (Arip et al., 2018), and panic disorder
(Subhas et al., 2021). The findings indicate that ICBT can facilitate the enhancement

of mental well-being by modifying thoughts and behaviors (Munawar et al., 2023).

Finally, several studies have been conducted to compare RCBT and standard CBT. A
recent review shows that RCBT showed greater efficacy than a waiting list in the
treatment of depression and, in some cases, was more effective than control groups or
pharmacotherapy. However, comparisons with standard CBT are inconclusive, with
some studies finding no significant difference while others suggest that RCBT is only
superior to a waiting list and uniquely effective in reducing irrational beliefs (de Abreu
Costa & Moreira-Almeida, 2022). A study involved 132 participants (ages 18-85) to
compare RCBT and CBT in increasing daily spiritual experiences (DSE) in major
depressive disorder and chronic medical illness. Both treatments significantly
increased DSE, with RCBT being particularly effective for those with low religiosity.
Higher baseline DSE and increases in DSE predicted reductions in depressive
symptoms. CBT's reduction in depressive symptoms in highly religious individuals
may have stimulated spiritual experiences that are otherwise suppressed by depression.

Interestingly, RCBT was especially successful in increasing DSE among participants
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with low religiosity, even though the study required participants to be somewhat
religious or spiritual. This sample placed less importance on religion than the general
U.S. population, with only 47% finding religion significant, compared to 56% in a Pew
Foundation survey (2007). Those with low religiosity had more room for improvement
in DSE, and the activation of religious beliefs during RCBT may have contributed to
the increase. Thus, RCBT may be more effective than CBT in improving DSE and
decreasing depressive symptoms (Koenig et al., 2016a). A new meta-analysis was also
conducted to compare the success of religious and spiritual (R & S) therapy with non-
R & S treatments in mental healthcare. It demonstrated that R/S therapies were
moderately more efficacious than usual care at post-treatment and follow-up for
symptoms and similarly effective for overall functioning. The results highlight the
benefits of R/S therapies for patients with strong religiosity (Bouwhuis-Van Keulen et
al., 2023). It was examined whether RCBT and classical CBT made a difference in
purpose in life among clients with major depression and chronic illness. While both
treatments resulted in equal improvements in purpose in life, RCBT was more
successful than classical CBT in increasing purpose in life, particularly among
religious individuals. Furthermore, a positive correlation was found between
religiosity and purpose in life (Daher et al., 2016). Another comparative study was
conducted to examine the effects of RCBT, CBT, citalopram, and usual care in
reducing depressive symptoms in women diagnosed with breast cancer. The findings
indicated that all four methods were similarly effective in alleviating depressive
symptoms. RCBT has not been proven superior to other treatment methods. However,
the effects of participants' levels of religiosity were not examined in this study
(Hosseini et al., 2018). Another study showed that compared to classical CBT, RCBT
therapists were successful in establishing a good therapeutic alliance even with less
time (Koenig et al., 2016b). A study was performed to ascertain the success of
spiritually based intervention in comparison to classical CBT for GAD. The spiritually
based therapy demonstrated a decrease in psychic and somatic symptoms of GAD and
was as effective as CBT. Besides, an improvement in social functioning was observed.
Therefore, it can be seen as an effective therapy option for GAD (Koszycki et al.,
2010). Similarly, patients with GAD who were also religious were treated with
religious psychotherapy as well as other kinds of psychotherapy and drugs to help with

their anxiety. The group receiving religious psychotherapy got better much more
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quickly in terms of anxiety symptoms than the group that received supportive

psychotherapy and pharmacological treatment alone (Azhar et al., 1994).

2.9. Hypotheses of the Present Study

This research aims to develop an RCBT-based intervention on DA for a clinical sample
and to examine the effectiveness of the intervention compared to the classical CBT-
based intervention. It has not been investigated whether treatments focused on
reducing DA would also reduce people's existing psychiatric symptoms in a clinical
sample through an RCT (Menzies & Menzies, 2023). Therefore, the effectiveness of
interventions was examined for both conditions regarding DA and anxiety and
depression symptoms in the current study. This study aims to test the following

hypotheses.

a) There will be a statistically significant difference between the pre-test and post-
test of the RCBT group in the levels of DA in favor of the post-test.

b) There will be a statistically significant difference between the pre-test and post-
test of the RCBT group in the levels of anxiety and depression symptoms in
favor of the post-test.

c) There will be a statistically significant difference between the pre-test and post-
test of the CBT group in the levels of DA in favor of the post-test.

d) There will be a statistically significant difference between the pre-test and post-
test of the CBT group in the levels of anxiety and depression symptoms in favor
of the post-test.

e) There will be no significant difference between RCBT-based intervention and
CBT-based intervention in the levels of DA at the post-test.

f) There will be no significant difference between RCBT-based intervention and
CBT-based intervention in the levels of DA at follow-up.

g) There will be no significant difference between RCBT-based intervention and
CBT-based intervention in the levels of anxiety and depression symptoms at
post-test.

h) There will be no significant difference between RCBT-based intervention and
CBT-based intervention in the levels of anxiety and depression symptoms at

follow-up.
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CHAPTER III

METHOD

This study was a randomized controlled trial comparing RCBT and classical CBT. The
trial was registered at ClinicalTrials.gov (NCT06876103). This study was approved
by the Ethics Committee of Ibn Haldun University (decision number 2024/04-14).
Written informed consent was received from all participants. The subsequent chapter
delineates the research design, the sample, the data collection measures, and the

analysis of these data.

3.1. Research Design

A randomized controlled trial with two arms in a 1:1 parallel-group design was
conducted with pre-test, post-test, and three-month follow-up measurements. This trial
followed the CONSORT guidelines (Schulz et al., 2010). The study aims to examine
the effectiveness of RCBT-based interventions on DA in individuals diagnosed with

an anxiety disorder. The following design was used in the research (see Table 3.1.).

Table 3.1. Research Process

Pre-test | Intervention | Post-test | Follow-up
RCBT Group T X1 T2 T3
CBT Group Ty X Tz T3
T1: Pre-test

T2: Post-test
T3: Three-month follow-up
Xi1: RCBT-based intervention program (7 sessions)

X2: CBT-based intervention program (7 sessions)
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3.2. Participant and Procedures

The appropriate sample size was determined using G-Power 3.1.9.4 software (Faul et
al., 2007). The conventional effect size values suggested by Cohen are automatically
provided by the G*Power software (Kang, 2021). The significance level was provided
as .05, the effect size as .25, and the power as .90 for a two-way mixed repeated
measure ANOVA. The power analysis demonstrated that 36 participants (18 for each
group) with a diagnosis of an anxiety disorder and a high level of DA are needed. In

the current study, the sample comprised 42 adults (see Figure 3.1.).

Ethical approval was obtained from the Ibn Haldun University Ethics Committee.
Participants were recruited through referrals from clinicians and self-referrals in
response to advertisements on social media, announcing a DA-based intervention
study to be conducted at the Ibn Haldun University Psychotherapy and Research
Center (IPRC). The researcher then assessed the applications against the established
inclusion and exclusion criteria. Inclusion criteria were: (a) aged 18-65; (b) a score of
> 26 on the Turkish Death Anxiety Scale; (c) being diagnosed with one of the anxiety
disorders; (d) believing in life after death. Exclusion criteria were: (a) diagnosed with
schizophrenia spectrum disorders; (b) being in an active manic episode; (c) extreme

symptoms of depression (score of > 20 on the PHQ-9); (d) currently receiving therapy.

After evaluation, approved applicants received detailed information about the
confidentiality, significance, aims, content, potential advantages, and risks of
participating in the research study. Then, the pre-tests (T1) were conducted on all
participants. Then, participants were randomly assigned to one of the two groups:
RCBT or CBT, using a computerized random selection process in SPSS (Arifin, 2012).
Afterward, an RCBT-based and CBT-based intervention (each consisting of seven
sessions) was applied. After that, post-tests (T2) were administered to the RCBT and
CBT groups. Then, a follow-up (T3) was conducted three months after the intervention

in the RCBT and CBT.

Group therapy sessions were conducted by therapists. Measurement tools were
collected from participants via an anonymous online link created by the IPAM

secretariat, independently of the therapists, to reduce potential assessment bias.
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Assessed for Eligibility (n = 66)

Excluded (n =24)

-Turkish Death Anxiety Scale score <

26 (n=4)
-Currently receiving therapy (n = 3)

-Participants with terminal illnesses (n =

2)

-Failed to complete the baseline phase

(n=15)

A 4

Randomized (n = 42)

|

RCBT
(ITT, n = 21)

Excluded (n =5)
- Not attended at
least four sessions (€

Included in PP
Analysis
(n=16)

l

CBT
(ITT, n = 21)

Excluded (n = 4)
- Not attended at
P least four sessions

Included in PP
Analysis
(n=17)

Figure 3.1. Participant Flow Diagram

RCBT = Religiously Integrated Cognitive Behavioral Therapy, CBT = Cognitive Behavioral Therapy,
ITT = Intention to Threat Analysis, PP = Per Protocol

3.3. Measures

Self-report measures were used to collect data.
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3.3.1. Socio-Demographic Form

This form was designed to gather demographic data about the participants and
responses to questions identified as crucial in the existing literature on the current

research.

3.3.2. Structured Clinical Interview for DSM-5 Disorders Clinician Version

In the current study, the diagnosis of anxiety disorder among participants was
established using the Structured Clinical Interview for DSM Disorders (SCID),
administered by a trained clinical psychologist specializing in the field. The Structured
Clinical Interview for DSM-5-Disorders - Clinician Version (SCID-5/CV; First et al.,
2016) comprises ten modules. There are comprehensive diagnostic criteria in 32
diagnostic categories, with just exploratory questions featured in 17 diagnostic
categories. The modules encompass a range of mental health conditions, including
psychotic symptoms, psychotic disorders, mood disorders, substance use disorders,
anxiety disorders, obsessive-compulsive disorder, related disorders, post-traumatic
stress disorder, attention deficit and hyperactivity disorder, probing questions for other
disorders, and adjustment disorder. The psychometric properties of the SCID-5/CV
were evaluated in Turkish by Elbir et al. (2019).

3.3.3. Patient Health Questionaire-9

Patient Health Questionnaire (PHQ-9; Kroenke et al., 2001) consists of a four-point
Likert scale and nine items that screen depressive symptoms. Each of these items is
rated on a scale of 0 (never) to 3 (almost every day). The highest score that can be
attained is 27. A score range of 1-4 indicates low depressive symptoms, 5-9 indicates
mild depressive symptoms, 10-14 indicates moderate depressive symptoms, 15-19
indicates moderately severe depressive symptoms, and 20-27 indicates severe
depressive symptoms. The psychometric properties of the SCID-5/CV were evaluated
in Turkish by Sar et al. (2016) (Cronbach’s alpha = .84). The scale includes the
following example items: "Little interest or pleasure in doing things" and "Feeling

down, depressed, or hopeless".
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3.3.4. Generalized Anxiety Disorder-7

Generalized Anxiety Disorder-7 (GAD-7; Spitzer et al., 2006) consists of a four-point
Likert (0 = never to 3 = almost every day) and 7 items that assess anxiety symptoms.
The highest score that can be attained is 21. A score range of 0-4 indicates mild
anxiety, 5-9 indicates moderate anxiety, 10-14 indicates high anxiety, and 15-21
indicates severe anxiety. A cut-off point of 10 points was determined for the total
score. The psychometric properties of the SCID-5/CV were evaluated in Turkish by
Konkan et al. in 2013 (Cronbach’s alpha = .85). The scale includes the following
example items: “Feeling nervous, anxious, or on edge” and “Not being able to stop or

control worrying”.

3.3.5. Turkish Death Anxiety Scale

The Turkish Death Anxiety Scale (TDAS; Sarikaya & Baloglu, 2016) consists of 20
items that are divided into three subscales: (1) ambiguity of death, (2) exposure to
death, and (3) agony of death. These subscales exhibit strong internal consistency, with
Cronbach’s alpha values of .91, .94, and .76, respectively, adding up to a total of .95.
The scale consists of a five-point Likert (0 = Never to 4 = Always). Subscale scores
are determined by summing the individual item scores, and the total scale score is
determined by summing the subscale scores. Total scale scores can range from 0 to 80,
with higher scores indicating a greater level of DA. A score range of 0-7 indicates very
low-level DA, 8-25 indicates low-level DA, 26-44 indicates medium-level DA, 45-63
indicates high-level DA, and 64-80 indicates very high-level DA. The scale includes
the following example items: “Not knowing what death will be like worries me” and

“The uncertainty of death worries me”.

3.3.6. Belief in a Day of Judgment Scale

The Belief in a Day of Judgment Scale (BDJS; Beshai & Lester, 2013) comprises 20
items with two subscales: (1) belief in a day of judgment and (2) bad behavior/actions
toward others. It consists of a five-point Likert (1 = Strongly disagree to 5 = Strongly
agree). The psychometric properties of the SCID-5/CV were evaluated in Turkish by
Turan et al. in 2020 (Cronbach’s alpha = .92). Higher scores indicate a stronger belief
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in a day of judgment. The scale includes the following example items: “Allah is the

guide and judge of humanity” and “Only those who truly believe fear Allah™.

3.3.7. Muslim Practice and Belief Scale

The Muslim Practice and Belief Scale- Short Form (MPFS; Almarri et al., 2009)
comprises nine items with two subscales: (1) social beliefs and prayers, and (2)
individual beliefs and prayers. It consists of a five-point Likert (1 = Strongly Disagree
to 5 = Strongly Agree). The psychometric properties of the SCID-5/CV were evaluated
in Turkish by Akin and Yalniz in 2015 (Cronbach’s alpha = .90). The subscales
demonstrate good internal consistency, with Cronbach’s alphas of. 86 and .91,
respectively. Higher scores indicate a greater level of Muslim practice and belief. The
scale includes the following example items: “/ pray five times a day” and “I read the

Quran”.

3.4. Religiously Integrated Cognitive Behavioral-Based and Classical CBT-Based

Interventions

3.4.1. Development of RCBT-Based and Classical CBT-Based Interventions

The content of the intervention encompasses the addressing of religious subjects
particular to the patient, including the recital of surahs from the Holy Quran, the
promotion of prayer for relaxation, and counsel on lifestyle modifications drawn from
the life of the Prophet. The approach integrates psychotherapeutic techniques, such as
Beck's cognitive model, with guidance from the Holy Quran and Hadiths (Munawar et
al., 2023). A systematic and culturally sensitive perspective was used to design the
current RCBT-based intervention. The treatment protocol development followed a
five-step. The first step involved compiling existing intervention protocols and
treatment trials aimed at reducing DA in clinical samples (Kavla & Uysal, 2025). In
the first stage, all intervention studies and treatment protocol guidelines developed to
reduce DA in a clinical sample were systematically reviewed. Initially, 3,918 studies
were identified. After screening, only five intervention studies and three protocol
guidelines targeting the reduction of DA in a clinical sample were found. Two of the

identified intervention studies were found to be based on the same treatment protocol,
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both CBT-based, but presented in an online web application format rather than with a
therapist (Menzies et al., 2021, 2023). The existing literature did not contain any
studies examining the effects of classical CBT or RCBT approaches, where the
therapist is actively involved, on DA at the individual or group level. The review
findings revealed that interventions for DA in a clinical sample are extremely limited,
and existing studies have significant limitations in terms of both methodology and
content. Despite these limitations, based on the findings of the review, existing CBT-
based interventions were referenced, and a classical CBT-based group treatment
protocol for DA, suitable for clinical practice and conducted with a therapist, was
developed. Specifically, a unique classic CBT-based DA treatment protocol has been
created, adapted for face-to-face and group formats, based on modules from two key
studies: one a CBT-based DA protocol whose effectiveness has not yet been tested,
and the other CBT-based content prepared for online application (Furer & Walker,
2008; Menzies et al., 2021; 2023). Building on the classical CBT-based intervention
protocol, modifications were made to ensure alignment with the religious values of
Turkish society, particularly the belief in an afterlife. The development of the RCBT-
based treatment protocol followed the second, third, fourth, and fifth steps.

The second step, in particular, focused on developing the RCBT protocol. First, the
fundamental concepts frequently used in the RCBT literature were identified, and a
comprehensive literature review was conducted based on these concepts. The search
was conducted in PubMed, Web of Science, and Scopus databases, without any year
restrictions, using the keywords (“religiously integrated cognitive behavioral therapy”
OR “religion-adapted cognitive behavioral therapy” OR “Islamically modified
cognitive behavioral therapy” OR “RCBT”). A total of 142 studies were identified.
However, after the selection process, it was observed that the majority of the 22 studies
identified as relevant focused on the treatment of depression in individuals with
medical conditions. Three RCBT intervention studies prepared for a clinical
depression sample were examined in detail. Besides, two recently published review
articles were identified: one specifically examining RCBT interventions and the other

focusing on Islamically Integrated CBT (I-CBT).

The RCBT review conducted by de Abreu Costa and Moreira-Almeida (2022)
identified 10 studies, only two of which targeted generalized anxiety disorder (GAD).
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One of these interventions was based on Taoist Cognitive Therapy, and the other was
conducted with a Muslim sample; the second study, in particular, was examined in
detail in terms of protocol structure and intervention components (Koenig et al.,
2016a). The review emphasizes that there are a limited number of RCBT and faith-
integrated CBT (I-CBT) applications in anxiety disorders, but it offers important
insights for developing faith-aligned therapies. In this context, RCBT is considered a
form of classical CBT adapted in accordance with religious sources. The key
difference is the use of religious beliefs and practices as active therapeutic resources
in questioning irrational beliefs and strengthening functional behaviors (Pearce et al.,
2015). Guidelines developed for five different religious traditions allow for the
enrichment of psychoeducation, cognitive restructuring, and behavioral interventions
with religious themes (e.g., gratitude, hope, surrender, trust in God). Practices such as
prayer, contemplation, and worship, through forgiveness and value-based actions, aim
to increase participation that is consistent with the client's belief system. In this study,
a comprehensive review was conducted to identify religious resources to be used in

the intervention (Saruhan, 2006).

At the third stage, Saruhan’s (2006) study, DA, and its treatment of Islamic thinkers,
which comprehensively examines the views of Islamic philosophers such as Ya’kub
B. Ishak el-Kindi, Ebu Nasr El-Farabi, Abu Bakr Razi, Ibn Miskawayh, and Ibn Sina
was examined. Drawing on this review, primary texts authored by these scholars were
studied in detail to integrate their insights into the protocol. These books include “Ebu
Bekir Razi’'nin Ahlak Felsefesi” (Karaman, 2017), “Fdrdbi nin Iki Eseri: Fusilii’l-
Medeni-Tenbih Ald Sebili’s-Sa’ade” (Ozcan, 2005), “Kindi Felsefi Risaleler” (Kindi,
2018), “Oliim Korkusu, Mahiyeti ve Nefsin Oliimden Sonraki Durumu” (Miskeveyh,
2011), and “Oliim Korkusundan Kurtulus Risalesi ve Namaz Risalesi” (Sina, 1959).

At the fourth stage, the index of the Quran prepared by the Directorate of Religious
Affairs was utilized in this process. The online index organizes the Quran into 20 main
topics, each with multiple subtopics. One of these main topics is "Death and the
Hereafter," under which Diyanet identifies 60 subtopics. These include themes such
as Faith in the Hereafter, Preparation for the Hereafter, The Terror of the Hereaffter,
There is No Doubt About the Occurrence of the Hereafter, All Secrets Will Be Revealed
in the Hereafter, Command Belongs to Allah in the Hereafter, Everyone Will Be Fully
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Recompensed for Their Deeds in the Hereafter, and Humans Are Immortal in the
Hereafter, among others. From these subtopics, specific verses related to Faith in the
Hereafter, Humans Are Immortal in the Hereafter, Predestined Time (Ecel), Death,

and Every Soul Shall Taste Death were added into the intervention protocol.

At the final stage, the selection of Hadiths was conducted by utilizing the book
Riyazii’s Salihin by Imam An-Nawawi (2014). This book consists of 20 sections and
372 subtopics. From the first section, titled The Measures of Life that a True Muslim
Aspires to Achieve in This World and the Hereafter, Hadiths under the subtopics
Repentance (Tawbah), Trust in Allah (Tawakkul), and Remembering Death were
selected. Additionally, from the fourteenth section, titled Praise and Gratitude to Allah,
Hadiths related to Gratitude (Shukr) were chosen. Lastly, relevant Hadiths from the
twentieth section, under the subtopics Seeking Forgiveness (Istighfar) and The
Blessings Allah Has Prepared for Believers in Paradise, were included in the protocol.
In selecting the verses and hadiths, preference was given to those with readily
comprehensible and optimistic content, as the objective was to develop an intervention

designed to reduce anxiety.

In the final stage of developing the DA-based interventions, expert opinions were
sought from three academics specializing in psychotherapy. Based on these opinions,
necessary revisions were made in terms of content and structure, and the final version

of the protocol was created.

3.4.2. Content of RCBT-Based and Classical CBT-Based Interventions

The RCBT-based intervention was designed by integrating religious elements into a
classical CBT framework to address DA. Both groups of therapy consisted of seven

modules (see Table 3.2. and Table 3.3.).

Module 1: Both groups received psychoeducation on DA. Specifically, the CBT group
received psychoeducation specific to CBT and anxiety psychoeducation; the RCBT
group received psychoeducation specific to RCBT and anxiety psychoeducation. In
both groups, negative automatic thoughts related to death, avoidance behaviors, and

safety-seeking behaviors, along with their short- and long-term consequences, were
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discussed. At the end of the session, both groups were given a "DA-based appointment

time" worksheet.

Module 2: In the second module, both groups received psychoeducation on cognitive
traps. Participants were asked to identify the cognitive traps they most commonly used
in daily life, particularly in the context of DA. Specifically, the catastrophizing
cognitive distortion, considered closely related to DA, was emphasized. Following
this, negative automatic thoughts related to death (e.g., “If I lose my father, I won’t be
able to bear the pain”) identified in the previous session were addressed, and cognitive
restructuring exercises were conducted using evidence-counter-evidence techniques.
The goal of this process was to develop more balanced and realistic alternative
thoughts. In the RCBT group, the cognitive restructuring process was conducted with
religious references, unlike in the CBT group. Specifically, verses and hadiths
concerning faith in the afterlife and reliance on God were utilized. Based on the verses,
“They are those who know with certainty that they will meet their Allah and that they
will return to Him” (Al-Bagarah, 46) and “Allah will create the Hereafter as He created
it” (Al-Ankabut, 20), participants were encouraged to re-evaluate their negative
automatic thoughts within the framework of faith in the Hereafter and reliance on
Allah. During this process, the focus was on how belief in the Hereafter can transform

these thoughts and how more realistic, religiously based alternatives can be developed.

At the end of the session, the CBT group was given a standard thought recording form,
while the RCBT group was given an adapted version of the same form as homework,

including an additional cognitive assessment step aligned with the verses and hadiths.

Module 3: Both groups addressed the distinction between anxiety and worry, and
evaluated positive and negative beliefs about worry. Through probability assessment
and Socratic questioning, controllable situations and uncertainties beyond one's
control were distinguished; within this framework, the concept of intolerance for
uncertainty and the inherent uncertainty of death were discussed. It was emphasized
that the uncertainty of death is a universal human experience and that the meanings
attributed to this uncertainty can affect coping levels. The participants' core cognitive

processes related to death were identified and addressed in a structured manner.
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In the RCBT group, the same content was addressed within a religious framework.
The past, present, and future of life; the unknowability of the time of death; and beliefs
about life after death were discussed. It was emphasized that regrets about the past can
be addressed through repentance and that behaviors consistent with values can be
maintained in the present. Conversely, it was acknowledged that the uncertainty
regarding both one's own fate and the lifespan of loved ones is uncontrollable. At this
point, reliance on God, that is, leaving the outcome to God after doing everything
within one's power, was considered a fundamental coping mechanism for dealing with
uncertainty. Within the framework of belief in the afterlife, death was structured not
as an end, but as a process involving transition and the hope of reunion. These themes

were supported by relevant verses from the Quran, hadiths, and religious texts.

At the end of the session, the CBT group was given a standard worksheet summarizing
steps for coping with anxiety; the RCBT group was given a worksheet adapted with
religious content, focusing on re-evaluating uncertainty from the perspective of belief

in the afterlife.

Module 4: The theoretical rationale for exposure was presented to both groups; it was
discussed that avoidance and safety-seeking behaviors reduce death anxiety in the
short term, but perpetuate and generalize it in the long term. Through Socratic
questioning, the frequency, intensity, and scope of participants' death-related thoughts
were assessed over time; the aim was to conclude that although these behaviors
provide temporary relief, they contribute to the continuation of anxiety. The exposure
approach was explained through two alternative hypotheses: the assumption that
anxiety will continuously increase without safety behaviors, and the assumption that
anxiety will spontaneously decrease over time without these behaviors. It was
emphasized that these hypotheses can only be tested behaviorally, and exposure was
introduced as the method for this test. Accordingly, it was stated that although
exposure increases anxiety in the short term, it reduces it in the long term; individual
anxiety hierarchies specific to death anxiety were created for each participant, and an
exposure assignment was planned at the end of the session for a situation that evoked

approximately 30 units of anxiety in the hierarchy.
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Module 5: In-vivo exposure studies were conducted in both groups. Within this scope,
the imaginative exposure technique targeting DA was introduced and applied. During
the exposure process, participants were informed that the thoughts and feelings that
arise during scenario visualization are expected and normal responses; it was
emphasized that this study would not lead to the feared situations actually occurring.
Imaginative exposure aimed to experimentally test whether anxiety decreases over

time through repeated exposure to feared scenarios.

In the RCBT group, imaginative exposure studies were conducted by integrating
religious content. Within this framework, the feared scenarios addressed during
exposure were re-evaluated in the context of religious themes such as belief in the

afterlife and reliance on God.

At the end of the session, both groups were given an exposure follow-up worksheet to
monitor the exposure practices. The RCBT group's worksheet included an additional
step, different from the CBT group's; in this step, participants were asked to evaluate
whether the perspectives of belief in the afterlife, reliance on God, and repentance

created a difference in their perception and emotional responses to the feared scenario.

Module 6: Participants distinguished between areas under their control and areas
outside their control, and identified the core areas of life that are meaningful and
valuable to them. Within this framework, value-oriented action plans were developed
in line with these identified value areas. To enable participants to evaluate their life
priorities within the context of a limited time perception, questions structured on the
assumption that life is finite were used (e.g., “If you had only one day left to live,

which actions would you prioritize?”).

In the RCBT group, value studies were conducted by integrating religious references.
In this context, religious teachings regarding the balance between this world and the
hereafter were discussed; the importance of an individual maintaining both worldly
responsibilities and preparation for the hereafter in a balanced manner was debated. In
particular, the hadith of the Prophet Muhammad (Bukhari) regarding the moment of
judgment was used to emphasize that worldly and hereafter responsibilities are not

mutually exclusive, but rather complementary.
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In this process, participants assessed which valuable areas of life they had distanced
themselves from over time while trying to cope with anxiety; structured inquiries were
made about the life legacy they wished to leave behind in the context of interpersonal
relationships, meaningful activities, and individual characteristics. The participants'
desire to be remembered as a certain type of person in the long term and the core values

they wish to live by were determined.

In the RCBT group, value-oriented studies were also addressed from the perspective
of life after death, emphasizing that religious and spiritual life is a realm of values that
holds meaning in both this world and the hereafter. In this context, religious and
spiritual activities such as understanding and reading the Quran, visiting elderly family
members, and maintaining individual worship practices were included in value-

oriented planning.

Furthermore, in this module of the RCBT group, the concept of gratitude was
addressed within the framework of the individual's areas of control. Gratitude was
defined as recognizing the blessings one possesses, developing awareness of the source
of these blessings, and responding with verbal or behavioral expressions. Based on
religious sources and empirical findings, the positive effects of gratitude on
psychological well-being, interpersonal relationships, and mental health were
discussed. In this context, using religious references to gratitude, the discussion
explored how gratitude provides a functional framework for confronting the reality of
death and accepting the transience of life. For example, it is narrated from Anas ibn
Malik that he said: The Messenger of Allah (peace and blessings be upon him) said:
"Indeed, Allah is pleased with the servant who eats food and then praises Allah for it,
and drinks water and then praises Allah for it." (Muslim, Dhikr 89(2734)).

At the end of the session, both groups were given a value-focused behavior tracking
worksheet. This worksheet asked them to create concrete action plans for the first 24
hours, the first week, the first month, and the first year, in line with the identified value
areas. Unlike the CBT group, the worksheet presented to the RCBT group included
religious and spiritual life as a value area; participants were encouraged to define their

values from the perspective of the existence of the hereafter.
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Module 7: In the seventh module, relapse prevention studies were conducted. Within
this scope, the gains achieved by participants in both groups during the therapy process
were systematically reviewed; and which techniques were more effective individually
were discussed. The non-linear nature of the recovery process was emphasized, and it
was addressed within a psycho-educational framework that occasional increases in
anxiety symptoms are normal and expected. Participants were reminded that anxieties
related to death and illness are an inevitable part of life; and that the main goal during
such periods is to reactivate learned coping skills. In this context, a recovery chart was
used to demonstrate that recovery does not always show a continuous increase and that
temporary setbacks are a natural component of the process. Then, a personal risk map
was created for each participant. In this risk map, situations that could trigger anxiety
in the future, such as thoughts related to death, perception of uncertainty, and loss of

control, were identified, and structured action plans were prepared for these situations.

In the RCBT group, relapse prevention studies were conducted by integrating them
with a religious framework. Within this framework, participants worked on their life
line from past, present, and future time perspectives. Areas of regret and responsibility
regarding past experiences were addressed within the framework of repentance; the
opportunities available in the present life were evaluated from a perspective of
gratitude. Furthermore, the concept of reliance on God (tawakkul) was considered as
a fundamental coping mechanism in the face of uncertainties regarding the continuity
of these opportunities. The entire process was restructured by integrating it with the

hope and meaning of life after death.

At the end of the session, participants left with individual risk maps and action plans.
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Table 3.2. Outline of the Classical CBT-Based Intervention

Module Content

Module 1 Introduction to CBT, Psychoeducation, and Identifying
Unhelpful Negative Automatic Cognitions

Module 2 Identifying Automatic Thoughts, Recognizing Cognitive
Distortions, and Creating Alternative Thoughts

Module 3 Intolerance of Uncertainty

Module 4 Examining Avoidance and Safety Behaviors, Exposure
Planning

Module 5 Exposure

Module 6 Values , and Value-Oriented Behaviors

Module 7 Relapse Prevention

Table 3.3. Outline of the RCBT-Based Intervention

Module Content

Module 1 Introduction to RCBT, Psychoeducation, and Identifying
Unhelpful Negative Automatic Cognitions

Module 2 Identifying Automatic Thoughts, Recognizing Cognitive
Distortions, and Creating Alternative Thoughts Using Religious

Resources

Module 3 | Intolerance of Uncertainty and the Concept of Repentance in the

Context of Trust and Belief in the Afterlife

Module 4 Examining Avoidance and Safety Behaviors, Exposure
Planning

Module 5 Exposure

Module 6 Gratitude, Values , and Value-Oriented Behaviors

Module 7 Relapse Prevention

Each session follows a structured flow based on the classical CBT session format,

consisting of seven components: Emotional and Behavioral Monitoring, Connection
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to the Previous Session, Homework Review, Agenda Setting, Discussion of the

Agenda, Assignment of Homework, and Session Summary.

3.5. Therapist

The interventions were delivered by one lead therapist, an experienced clinical
psychologist with over six years of clinical experience, and three co-therapists, who
are currently doctoral students with two years of clinical experience, all trained and
experienced in CBT. The same lead therapist conducted both the RCBT and CBT
groups to ensure consistency in intervention delivery. Co-therapists monitored each
session, taking detailed notes and rating adherence to the prepared CBT and RCBT
protocols. All therapy sessions were conducted strictly according to the manuals,
ensuring fidelity to the established procedures. When participants raised religious
issues during CBT sessions, the lead therapist gently redirected the discussion to
secular topics, while in RCBT sessions, participants’ religious beliefs were explicitly

integrated into the intervention as outlined in the protocol.

3.6. Data Analysis

All statistical analyses were conducted in SPSS version 31. To assess baseline
differences between the RCBT and CBT groups, independent sample t-tests were used
for continuous variables and Pearson chi-squared tests for categorical variables. To
this end, a two-way mixed repeated measures ANOVA was conducted to test for
differences between pre-test, post-test, and follow-up in the RCBT and CBT groups
on the outcome variables. In instances where pertinent, the magnitude of the effects

was documented employing partial eta squared.

The primary analysis employed an intent-to-treat (ITT) analysis and a per-protocol
analysis (PP). ITT encompasses all participants who were randomized. For missing
data, these were substituted through a process of data imputation, which is the Last
Observation Carried Forward (LOCF) method. Per protocol analysis was conducted
by including participants who attended at least four sessions of the treatment (McCoy,

2017; Shao & Zhong, 2003).
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CHAPTER IV

RESULTS

4.1. Normality Analysis

First, the suitability of the scales for parametric testing in the RCBT and CBT groups
was examined. The normality of the continuous variables was examined using Q—Q
plots and the Shapiro—Wilk test (when n < 50), and the homogeneity of the variances
was assessed using Levene's test. (Bliylikoztiirk, 2017; see Table 4.1). All analyses

were conducted using a parametric test.

Table 4.1. Normality Analysis

Scale Group M SD Shapiro-Wilk Skewness Kurtosis
RCBT!, CBT? Test

GAD-7 | RCBT 11.050 3.570 .040 0.074 -0.875
CBT 12.100 4.158 510 0.027 -0.095

PHQ-9 | RCBT 12.710 4.692 397 0.488 -0.429
CBT 12.240 4.516 .859 0.040 -0.615

TDAS | RCBT 49.570 16.351 519 0.203 -0.913
CBT 49.190 14.518 167 -0.481 -0.917

MWBS | RCBT 34.520 5.335 .002 -1.393 5.476
CBT 34.810 6.555 157 -0.680 -0.066

BDIJS RCBT 92.190 6.720 <.001 -2.414 7.035
CBT 89.240 8.148 .064 -0.446 -1.180

Note. n' =21, n> =21. GAD-7 = Generalized Anxiety Disorder-7, PHQ-9 = Patient Health
Questionnaire-9, TDAS = Turkish Death Anxiety Scale, MWBS = Muslim Worship and Belief Scale
Short Form, BDJS = The Belief in a Day of Judgment Scale

4.2. Baseline Characteristics

The study involved a total of 42 participants, comprising 37 women and 5 men. Of

these, 21 participants (20 women and 1 man) were randomly allocated to the RCBT
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group, while 21 participants (17 women and 4 men) were assigned to the classical CBT

group. There were no significant baseline differences between the RCBT and CBT

groups in terms of feelings when not practicing worship, fear of going to hell, belief

and perception in the life after death, frequency of thinking about death, or the extent

to which death-related anxiety affected daily life (p > .05) (see Table 4.2.).

Table 4.2. Baseline Characteristics

RCBT! CBT’ t(p)
M SD M SD
Age 30.950 | 8.078 | 28.480 | 7.782 | 1.012(.318)
n % n % x2 (p)
Gender Men 1 4.8 4 19.0 .343F
Women 20 95.2 17 81.0
Marital status Married 11 52.4 8 38.1 267
Single 8 38.1 13 61.9
Divorced 1 4.8 0 0
Widow 1 4.8 0 0
Education Primary school 0 0 0 0 226M
graduate
Secondary school 0 0 0 0
graduate
High school graduate 2 9.5 7 333
University graduate 10 47.6 8 38.1
Postgraduate 9 429 6 28.6
Undergraduate 0 0 0 0
Previous request Yes 10 47.6 7 333 .889 (.3467%)
for mental health No 11 52.4 14 66.7
care
Previous request Yes 14 66.7 12 57.1 404 (.5257)
for psychotherapy | No 7 333 9 429
Presence of a Yes 4 19.0 4 19.0 1.000F
diagnosed physical | No 17 81.0 17 81.0
health condition
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Table 4.2. (cont.)

Frequency of Every day regularly 16 76.2 13 61.9 726M
religious practices Several times a week 2 9.5 5 23.8

Several times a month 1 4.8 1 4.8

Only on special days 2 9.5 | 4.8

Never 0 0 1 4.8
Feelings when not | Guilt 4 19.0 7 333 .653M
practicing worship Restlessness 13 61.9 12 57.1

Fear 3 14.3 2 9.5

Anything 1 4.8 0 0
The effect of the fear | Strongly affects 13 61.9 10 47.6 547M
of going to hell when | Slightly affects 7 333 8 38.1
not practicing Does not affect 1 4.8 3 14.3
worship
Belief and perception | Heaven and hell 21 100 21 100 -
in life after death Reincarnation 0 0 0 0

Nothingness 0 0 0 0

State of sleep only 0 0 0 0
Frequency of thinking | Every day 13 61.9 11 52.4 727
about death Several times a week 7 333 7 333

Several times a month | 1 4.8 3 14.3
Belief that death is a | Yes 15 71.4 17 81.0 .525 (.46972)
transition to an eternal | No 6 28.6 4 19.0

and better life

Note. n' =21, n? =21. M = Mean, SD = Standard Deviation, ®* =Pearson Chi-square Test, f = Fisher

Exact Test, M = Monte Carlo Simulation, t = Independent Sample test

No significant differences between the RCBT and CBT groups were found in terms of

clinical diagnoses (p > .05) (see Table 4.3.).
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Table 4.3. Comparison of Clinical Diagnoses

Diagnosis RCBT! CBT? x2 (p)
n % n %

GAD 3 14.3 2 9.5 .746M

SAD 1 4.8 1 4.8

GAD + SP 6 28.6 2 9.5

GAD + SAD 1 4.8 1 4.8

GAD + OCD 1 4.8 1 4.8

GAD + MDD 0 0 2 9.5

GAD + SP + MDD 3 14.3 2 9.5

GAD + PD + MDD 1 4.8 1 4.8

GAD + SAD + MDD 0 0 3 14.3

GAD + SAD + MDD + OCD 1 4.8 0 0

GAD + A+ SP +OCD 0 0 1 4.8

GAD+SP+PD+ A 1 4.8 0 0

PD 0 0 0 0

PD + MDD 0 0 1 4.8

PD+ A 0 0 1 4.8

PD +OCD 0 0 1 4.8

SP+ MD 2 9.5) 1 438

OSAD 1 43) 1 438

Note.n' =21, n?=21. % =Pearson Chi-square Test. Diagnoses were established using SCID. GAD =
Generalized Anxiety Disorder, SP = Specific Phobia, PB = Panic Disorder, OCD = Obsessive
Compulsive Disorder, MDD = Major Depression Disorder, AG = Agoraphobia, SAD = Social

Anxiety Disorder, OSAD = Other Specified Anxiety Disorder. The “+” symbol indicated comorbidity,
showing when participants met criteria for more than one diagnosis.

There were no significant differences between groups at baseline concerning
dependent variables (see Table 4.4.), which suggests that randomization was
successful. No statistically significant differences were observed between the groups
at the baseline concerning GAD-7 score, ¢ (40) =-0.876, p = .386, PHQ-9 score, ¢ (40)
=0.035, p =.739, TDAS score, ¢ (40) = 0.080, p =.937, MWBS score, ¢ (40) =-0.155,
p = .878, and BDIS score, ¢ (40) = -1.281, p = .208. Additionally, the internal
consistency of the measures was found to be satisfactory to excellent, with Cronbach's
a coefficients ranging from .80 (PHQ-9) to .92 (TDAS). This finding serves to

substantiate the reliability of the instruments utilized in the present study.
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Table 4.4. Comparing Groups Regarding Baseline for Outcome Variables

Scale Cronbach’s RCBT! CBT? t(40) p
a M SD M SD

GAD-7 .818 11.050 | 3.570 | 12.100 | 4.158 | -0.876 | .386

PHQ-9 798 12.710 | 4.692 | 12.240 | 4.516 | 0.035 | .739

TDAS 923 49.570 | 16.351 | 49.190 | 14.518 | 0.080 | .937

MWBS .837 34.520 | 5.335 | 34.810 | 6.555 | -0.155 | .878

BDJS 871 92.190 | 6.720 | 89.240 | 8.148 1.281 208

Note.n' =21,n*=21. t = independent sample t test, GAD-7 = Generalized Anxiety Disorder-7, PHQ-9
= Patient Health Questionnaire-9, TDAS = Turkish Death Anxiety Scale, MWBS = Muslim Worship
and Belief Scale Short Form, BDJS = The Belief in a Day of Judgment Scale

4.3. Baseline Comparisons of Death Anxiety and Psychological Measures Across

Ages

Several significant differences exist across the age groups. A significant difference in
total scores on the TDAS was identified, F' (2, 39) = 4.561, p = .017, ?=.190. Early
midlife adults demonstrated the highest levels (M = 53.710, SD = 13.969), followed
by young adults (M = 49.680, SD = 14.599), whereas late midlife adults showed
markedly lower levels (M = 26.670, SD = 7.024). For one of the subscales of TDAS
exposure to death score, significant group differences were identified, F (2, 39) =
3.471, p=.041, n?=.151. Early midlife adults demonstrated the highest mean scores
(M = 16.790, SD = 5.632), while young adults exhibited intermediate levels (M =
13.760, SD =7.726), and late midlife adults displayed substantially lower mean scores
(M = 5.330, SD = 4.041). A similar pattern was identified in the other subscales of
TDAS agony of death score, F' (2, 39) =4.054, p = .025, n?=.172, where early midlife
(M = 8.570, SD = 2.503) and young adults (M = 7.880, SD = 3.180) reported higher
levels than late midlife adults (M = 3.330, SD = 1.528). Furthermore, substantial
discrepancies were identified in the BDJS, F'(2,39) =4.526, p =.017, = .188. Early
midlife adults demonstrated the highest mean scores (M = 93.290, SD = 4.340),
followed by young adults (M = 90.560, SD = 8.140). In contrast, late midlife adults
exhibited significantly lower levels of engagement (M = 80.000, SD = 5.000). In
contrast, no significant age group differences emerged for the GAD-7, F' (2, 39) =
0.213, p = .809, n? = .011, PHQ-9, F (2, 39) = 0.502, p = .609, n? = .025, the last
subscales of TDAS ambiguity of death score, F' (2, 39) = 2.009, p = .148, n? = .093,
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and MWBS (F (2, 39) = 0.337, p = .716, n? = .017). The findings indicate that late
midlife adults consistently reported lower levels of DA and religious belief in

comparison with young and early midlife adults (see Table 4.5.).

Table 4.5. Baseline Comparisons of Death Anxiety and Psychological Measures

Across Ages
Young Adults' Early Midlife? Late Midlife3 F p n?
M SD M SD M SD | (2,41)
GAD-7 11.880. | 3.972 11.2104 4.003 10.670a 3.055 | 0.213 | .809 | .011
PHQ-9 13.040, | 4.800 11.5004 4.183 12.330. | 4.933 | 0.502 | .609 | .025
TDAS 49.680a 14.59 | 53.7104 13.969 26.670p 7.024 | 4561 | .017 | .190

9
Ambiguity of 28.040. | 8.571 28.360a 8.854 18.000a 2.646 | 2.009 | .148 | .093
Death

Exposure to 13.760a | 7.726 | 16.790a 5.632 5.3300 4.041 | 3.471 | .041 | .151
Death

Agony of Death 7.880a 3.180 8.570a 2.503 3.330b 1.528 | 4.054 | .025 | .172
MWBS 34.600. | 6.788 | 34.210a 4.388 37.330. | 4.933 | 0.337 | .716 | .017
BDIJS 90.560. | 8.140 | 93.290. 4.340 80.000, | 5.000 | 4.526 | .017 | .188

Note. n' =25, n> = 14, n* = 3. GAD-7 = Generalized Anxiety Disorder-7, PHQ-9 = Patient Health
Questionnaire-9, TDAS = Turkish Death Anxiety Scale, MWBS = Muslim Worship and Belief Scale
Short Form, BDJS = The Belief in a Day of Judgment Scale. Subscales of TDAS include Ambiguity
of Death, Exposure to Death, and Agony of Death. p = One Way ANOVA. Ages were defined as 18—

29 = young adults; 30—44 = early midlife; 45-59 = late midlife.

4.4. Intervention Effects on Outcome Variables

The Intention-to-Treat (ITT) analysis encompasses all randomized participants (RCBT
=21, CBT = 21), with missing post-test and follow-up data imputed using the Last
Observation Carried Forward (LOCF) method. Then, a two-way mixed ANOVA was
conducted to examine the effects of group (RCBT vs. CBT) and time (pre-test, post-
test, follow-up) on the outcome variables. The findings revealed that the main effect
of time on GAD-7 scores was significant, F' (2, 80) = 24.617, p < .001, »? = .381,
indicating that anxiety symptoms decreased across the measurements. GAD-7 scores
in both the RCBT and CBT groups were higher at pre-test (RCBT: M = 11.050, SD =
3.570; CBT: M =12.100, SD = 4.158) than at post-test (RCBT: M=6.810,SD =3.710;
CBT: M=9.290, SD =3.977) and follow-up (RCBT: M =7.760, SD =2.791; CBT: M
=8.190, SD = 3.516). Meanwhile, the main effect of group was not significant, F (1,
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40)=2.147,p=.151,#?=.051. The Group * Time interaction also was not significant,
F(2,80)=1.606, p =.207, n?=.039, suggesting that the change pattern over time was
similar between groups. Pairwise comparisons indicated no baseline differences (p =
.386) and no significant differences at follow-up (p = .664). However, post-test scores
were lower in the RCBT group compared to the CBT group (p = .043). Post hoc
Bonferroni tests confirmed significant reductions from pre- to post-test (RCBT: p <
.001; CBT: p=.002) and from pre-test to follow-up (RCBT: p <.001; CBT: p <.001),
but no significant difference between post-test and follow-up (RCBT: p = .853; CBT:
p = .658) (see Table 4.6. and Figure 4.1.).

The findings demonstrated that the main effect of time on PHQ-9 scores was
significant, F (2, 80) = 15.931, p <.001, #°=.285. PHQ-9 scores in both the RCBT
and CBT groups were higher in the pre-test (RCBT: M =12.710, SD =4.692; CBT: M
=12.240, SD = 4.516) than in the post-test (RCBT: M = 8.050, SD = 6.168; CBT: M
=10.520, SD =6.470) and follow-up (RCBT: M =8.050, SD =3.956; CBT: M =9.430,
SD = 5.887). In contrast, the main effect of the group was not significant, F (1, 40) =
0.617, p =0.437, n?=0.015. The Group x Time interaction was not significant, F' (2,
80) =2.177, p = .120, »? = .052, indicating that the pattern of change over time was
similar across groups. Pairwise comparisons revealed no baseline differences (p =
.739), post-test differences (p = .212), or follow-up differences (p = .378) between
groups. Post hoc Bonferroni tests confirmed significant reductions from pre- to post-
test (p < .001) and from pre-test to follow-up (p < .001), but no difference between
post-test and follow-up (p = 1.000) for RCBT. For CBT, post hoc Bonferroni tests
revealed no significant difference between pre- and post-test (p = .272) or between
post-test and follow-up (p = .915), but a significant reduction from pre-test to follow-

up (p =.021) (see Table 4.6. and Figure 4.2.).

The findings revealed that the main effect of time on TDAS score was significant, F
(1.71, 68.53) = 39.793, p < .001, #° = .499, indicating reductions in DA symptoms
across measurements. The TDAS scores in both the RCBT and CBT were higher in
the pre-test (RCBT: M = 49.570, SD = 16.351; CBT: M =49.190, SD = 14.518) than
in the post-test (RCBT: M = 37.480, SD = 13.370; CBT: M = 35.950, SD = 16.675)
and follow-up (RCBT: M =32.710, SD = 15.653; CBT: M =32.860, SD = 16.347). In
contrast, the main effect of group was not significant, ' (1, 40) =0.019, p =.890, »? =
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.000. The Group x Time interaction did not reach significance, F'(1.71, 68.53) = 0.096,
p = .881, n? = .002, suggesting that the pattern of change over time did not differ
meaningfully between groups. Pairwise comparisons showed no baseline differences
(p = .937), post-test (p = .746), and follow-up (p = .977) between groups. Post hoc
Bonferroni comparisons confirmed significant reductions between pre- and post-test
(RCBT: p < .001; CBT: p < .001) and between pre-test and follow-up (RCBT: p <
.001; CBT: p <.001), but not between post-test and follow-up (RCBT: p =.090; CBT:
p = .455) (see Table 4.6. and Figure 4.3.).

The findings demonstrated that the main effect of time on one of the subscales of
TDAS, ambiguity of death score was significant, F (2, 80) = 35.369, p < .001, 5° =
469. The TDAS ambiguity of death scores in both the RCBT and CBT were higher in
the pre-test (RCBT: M =27.480, SD =9.212; CBT: M =27.380, SD = 8.328) than in
the post-test (RCBT: M = 21.670, SD = 8.363; CBT: M = 21.140, SD = 9.774) and
follow-up (RCBT: M = 17.670, SD = 9.926; CBT: M = 19.240, SD = 9.343). In
contrast, the main effect of group was not significant, ' (1, 40) =0.016, p =.901, n* =
.000. The Group x Time interaction did not reach significance, F (2, 80) = 0.518, p =
598, n? = .013, suggesting that the pattern of change over time did not differ
meaningfully between groups. Pairwise comparisons showed no baseline differences
(p = .972), post-test (p = .853), and follow-up (p = .600) between groups. Post hoc
Bonferroni comparisons confirmed significant reductions between pre- and post-test
(p =.001), pre-test and follow-up (p <.001), and post-test and follow-up (p =.013) for
RCBT. Post hoc Bonferroni comparisons showed significant reductions between pre-
and post-test (p < .001), and between pre-test and follow-up (p <.001); but not post-
test and follow-up (p = .475) for CBT (see Table 4.6. and Figure 4.4.).
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Figure 4.4. Comparing Conditions Over Time on TDAS Ambiguity of Death

The findings demonstrated that the main effect of time on the second subscale of
TDAS, exposure to death score was significant, F (1.54, 61.67) =20.176, p <.001, »°
= .335. The TDAS exposure to death scores in both the RCBT and CBT were higher
in the pre-test (RCBT: M = 14.380, SD = 7.365; CBT: M = 13.950, SD = 7.500) than
in the post-test (RCBT: M = 9.950, SD = 5.670; CBT: M = 9.190, SD = 5.887) and
follow-up (RCBT: M =9.860, SD = 6.460; CBT: M = 8.480, SD = 6.306). In contrast,
the main effect of group was not significant, ' (1, 40) = 0.238, p = .628, #?=.006. The
Group x Time interaction did not reach significance, F'(1.54, 61.67) = 0.153, p = .803,
n? =.004, suggesting that the pattern of change over time did not differ meaningfully
between groups. Pairwise comparisons showed no baseline differences (p = .853),
post-test (p = .672), and follow-up (p = .487) between groups. Post hoc Bonferroni
comparisons confirmed significant reductions between pre- and post-test (RCBT: p =
.009; CBT: p =.005) and between pre-test and follow-up (RCBT: p =.007; CBT: p <
.001), but not between post-test and follow-up (RCBT: p = 1.000; CBT: p = 1.000)
(see Table 4.6. and Figure 4.5.).

The findings demonstrated that the main effect of time on the third subscale of TDAS,
agony of death score was significant, ' (1.70, 67.85) =21.387, p <.001, ° = .348 (see
Table 4.6. and Figure 4.6.). The TDAS agony of death scores in both the RCBT and
CBT were higher in the pre-test (RCBT: M =7.710, SD =3.101; CBT: M =7.860, SD
= 3.198) than in the post-test (RCBT: M = 5.860, SD =2.726; CBT: M = 5.620, SD =
3.626) and follow-up (RCBT: M =5.190, SD =2.977; CBT: M =5.140, SD = 3.336).
In contrast, the main effect of group was not significant, ' (1, 40) = 0.003, p = .956,
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n?=.000. The Group x Time interaction did not reach significance, F (1.70, 67.85) =
0.102, p=.872, n?=.003, suggesting that the pattern of change over time did not differ
meaningfully between groups. Pairwise comparisons showed no baseline differences
(p = .884), post-test (p = .811), and follow-up (p = .961) between groups. Post hoc
Bonferroni comparisons confirmed significant reductions between pre- and post-test
(RCBT: p = .028; CBT: p = .006) and between pre-test and follow-up (RCBT: p <
.001; CBT: p <.001), but not between post-test and follow-up test (RCBT: p = .459;
CBT: p =.913) (see Table 4.6. and Figure 4.6.).
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Table 4.6. Results of Pre-Test, Post-Test, and Follow-up Measures, and Effectiveness of RCBT Compared to CBT

Analysis | Scales and Groups: Pre-test Post-test Follow-up Group X Time Other p-values
interaction™
M SD M SD M SD df P n? Group | Time
GAD-7 RCBT | 11.050 3.570 6.810 3.710 7.760 2.791 1.606 | .207 | .039 A51 | <.001
CBT 12.100 4.158 9.290 3.977 8.190 3.516
PHQ-9 RCBT | 12.710 4.692 8.050 6.168 8.050 3.956 2177 | 120 | .052 437 | <001
CBT 12.240 4.516 10.520 6.470 9.430 5.887
ITT TDAS RCBT | 49.570 | 16.351 37.480 13.370 | 32.710 | 15.653 0.096 | .881 | .002 890 | <.001
Analysis CBT | 49.190 | 14.518 | 35950 | 16.675 | 32.860 | 16.347
Ambiguity | RCBT | 27.480 9.212 21.670 8.363 17.670 | 9.926 0.518 | .598 | .013 901 | <001
of Death | CBT 27.380 8.328 21.140 9.774 19.240 | 9.343
Exposure | RCBT | 14.380 7.365 9.950 5.670 9.860 6.460 0.153 | .803 | .004 628 | <.001
to Death | CBT 13.950 7.500 9.190 5.887 8.480 6.306
Agony of | RCBT | 7.710 3.101 5.860 2.726 5.190 2.977 0.102 | .872 | .003 956 | <.001
Death CBT 7.860 3.198 5.620 3.626 5.140 3.336
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Table 4.6. (cont.)

GAD-7 RCBT | 11.130 3.948 7.060 4.203 7.810 3.060 1.082 | .345 | .034 226 | <.001
CBT 12.590 4.445 9.470 4.361 8.120 3.855

PHQ-9 RCBT | 13.000 5.203 7.810 6.666 8.130 4.380 1.960 | .150 | .059 447 | <001
CBT 12.590 4.664 10.880 7.035 9.530 6.414

Per- TDAS RCBT | 51.940 | 16.663 39.310 13.027 | 34.500 | 14.787 0.113 | .849 | .004 412 | <001
Protocol CBT 49.590 | 13.523 34.820 13.547 | 31.000 | 12.565

Analysis | Ambiguity | RCBT | 28.310 | 8979 | 23.190 | 7.867 | 18.620 | 9.344 | 0482 | .620 | 015 | 485 | <001
of Death |[CBT | 27.060 | 7.709 | 20.120 | 7.729 | 17.760 | 6.572

Exposure | RCBT | 15.250 7.853 9.940 6.093 10.380 | 7.182 0.239 | .713 | .008 670 | <.001

to Death CBT 14.710 7.768 9.530 5.864 8.650 6.422
Agony of | RCBT | 8.380 2.802 6.190 2.738 5.500 2.828 0.125 | .882 | .004 323 | <.001
Death CBT 7.820 3.187 5.180 3.026 4.590 2.451

Note. 12 = effect size, df = Degrees of freedom, GAD-7 = Generalized Anxiety Disorder-7, PHQ-9 = Patient Health Questionnaire-9, TDAS = Turkish Death Anxiety Scale,
MWBS = Muslim Worship and Belief Scale Short Form, BDJS = The Belief in a Day of Judgment Scale. Subscales of TDAS include Ambiguity of Death, Exposure to
Death, and Agony of Death. The Intention-to-Treat (ITT) analysis includes all randomized participants (nrcer = 21, ncer = 21), with missing post-test and follow-up data
imputed using the Last Observation Carried Forward (LOCF) method. Per-protocol analysis includes participants who attend at least four therapy sessions. P values of group
by time interaction obtained from two-way mixed repeated measure ANOVA. A Bonferroni adjustment was conducted for multiple comparisons.
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An ANCOVA was conducted to compare post-test GAD-7 scores between the RCBT
and CBT groups while controlling for MWBS and BDIJS. Results showed that, after
adjusting for covariates, there was a significant difference between the groups, F (1,
38)=7.068, p =.011, n?=.157. Specifically, participants in the RCBT group reported
lower post-test anxiety scores (M = 6.810, SD = 3.710) compared to those in the CBT
group (M = 9.290, SD = 3.977). In contrast, the analysis for PHQ-9, TDAS, TDAS
ambiguity of death, TDAS exposure to death, and TDAS agony of death revealed no
significant group differences after covariate adjustment (relatively, p = .147, p = .964,

p=.978, p=.876, p =1.000) (see Table 4.7.).

Table 4.7. Results of Pre-Test and Post-Test Measures with Covariate
Adjustment: Effectiveness of RCBT Compared to CBT

Covariant: Condition: Pre-test Post-test
MWBS and | RCBT!, CBT? measures measures
BDJS M SD M SD F P n?
(1, 38)
GAD-7 RCBT 11.050 | 3.570 | 6.810 | 3.710 | 7.068 | .011 | 0.157
CBT 12.100 | 4.158 | 9.290 | 3.977
PHQ-9 RCBT 12.710 | 4.692 | 8.050 | 6.168 | 2.192 | .147 | 0.055
CBT 12.240 | 4.516 | 10.520 | 6.470
TDAS RCBT 49.570 | 16.351 | 37.480 | 13.370 | 0.002 | .964 | 0.000
CBT 49.190 | 14.518 | 35.950 | 16.675
Ambiguity of RCBT 27480 | 9.212 | 21.670 | 8363 | 0.001 | .978 | 0.000
Death CBT 27.380 | 8.328 | 21.140 | 9.774
Exposure to RCBT 14.380 | 7.365 | 9.950 | 5.670 | 0.025 | .876 | 0.001
Death CBT 13.950 | 7.500 | 9.190 | 5.887
Agony of RCBT 7.710 3.101 5.860 | 2.726 | 0.000 | 1.000 | 0.000
Death CBT 7.860 3.198 | 5.620 | 3.626

Note. n? = effect size, df = Degrees of freedom, GAD-7 = Generalized Anxiety Disorder-7, PHQ-9 =
Patient Health Questionnaire-9, TDAS = Turkish Death Anxiety Scale, MWBS = Muslim Worship
and Belief Scale Short Form, BDJS = The Belief in a Day of Judgment Scale. Subscales of TDAS
include Ambiguity of Death, Exposure to Death, and Agony of Death. Means are adjusted for baseline
covariates, MWBS, and BDJS. P-values derived from ANCOVA.
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CHAPTER V

DISCUSSION

This study aimed to develop an RCBT-based intervention targeting DA among
individuals diagnosed with anxiety disorders, evaluate its effectiveness compared to a
classical CBT-based intervention, and examine the effects of both treatments on DA
as well as anxiety and depression symptoms. This trial offers a unique contribution to
the field in several ways. First, it is the initial randomized controlled trial of a CBT-
based intervention designed specifically to reduce DA, carried out in a structured
group therapy format. Unlike earlier CBT interventions for DA, this is the first
protocol to address beliefs about the afterlife within a CBT framework systematically.
Second, and most importantly, this study is the first to develop and examine an RCBT-
based protocol for DA, representing an innovation for both the DA and RCBT
literature. It is also the first randomized controlled trial to directly compare a newly
developed RCBT-based intervention with a classical CBT-based intervention for

reducing DA, as well as anxiety and depression symptoms.

In this section, the research has been expanded and explored in relation to extant
literature. Finally, the limitations of the current study are presented, along with

suggestions for future research.

5.1. Evaluation of Factors and Demographic Variables Correlated with Death

Anxiety

Current findings align with observations indicating that DA is not limited to older
adults and may even be lower in this population (Cicirelli, 2001; Gesser et al., 1988;
Ens & Bond, 2005; Russac et al., 2007). In the current sample, the lowest levels of DA
were seen in the late midlife, especially regarding direct exposure to death and
anticipated dying-related distress, while perceptions of the ambiguity of death

remained consistent across age groups. This pattern likely reflects the difference
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between general fear of death and the anticipatory nature of DA, with the latter being
a more subtle, less tangible form of concern. Because adults have faced the death of
loved ones numerous times throughout their lives or observed their own selves
changing over the years, these factors may have helped them to accept death more
fully. Consequently, they may be less anxious about the pain of death. However,
studies in this area have shown mixed results. Some studies show that DA decreases
with age (Suhail & Arkam, 2002; Taghiabadi et al., 2017), while others have not found
any correlation between them (Hokelekli, 1992; Yildiz, 1998; Templer, 1970). There
may be several reasons for this discrepancy in the literature. These reasons include
differences in the samples, measurement tools used, or other cultural differences.
Future research could conduct comparative studies using standardized measurement
tools and including different samples of older adults for more definitive results.
Culture can be an important determinant in this regard, as the economic status,
healthcare systems, relationships between people, societies’ perspectives on age
stages, and expectations of adults in different cultures can influence how an adult
perceives the approach to death (Chopik, 2017; Fortner et al., 2000). For example, in
some collectivist societies, the strength of social ties towards older people, coupled
with emotional support, may lead to lower DA. However, in some individualistic
societies, when aging is accompanied by greater loneliness, this can also influence
older people’s thoughts about death. Or, while in some developed societies, aging is
associated with exploring the world, resting, and traveling, in developing or
underdeveloped societies, individuals may retire at an early age, withdrawing from
society and productivity at an early age. They can be considered a sample of people
who anticipate death at an earlier age. However, consistent with the current results,
DA may actually decrease with aging, and DA may be higher in individuals at an
earlier age compared to older adults (Kajbaf et al., 2016; Kashmari et al., 2024; Nejad-
Ebrahim Soumee et al., 2024; Nozari et al., 2019). Therefore, DA is not unique to
aging; specific intervention models that incorporate cultural factors that address the

needs of older adults and other age groups are needed.

Another important sociodemographic factor besides age is gender. Because the current
study included only five male participants, no conclusions can be reached as to whether
DA levels differ directly based on gender. However, previous studies examining this

issue, conducted in different countries, have reported that women report higher levels
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of DA than men (Abdel-Khalek & Al-Kadari, 2007; Bulut & Yildiz, 2017; Robah,
2017; Zhang et al., 2025). In contrast, there is also one study reporting that gender
makes no difference (Chopik, 2017). Considering all these results and the fact that
only five male participants were present in the current study, the following
interpretation can be made. In Tiirkiye, men are generally identified with power and
are often encouraged to suppress their emotions. Therefore, participating in such group
therapy and sharing their anxieties and vulnerabilities is not always easy. Conversely,
women are more encouraged to express and share their feelings (Vovwinckel et al.,
2019; Ozatesler-Ulkiican, 2024). This difference may explain the greater participation
of women, but the question of whether women experience higher levels of DA than
men remains unanswered. Future studies with equal samples and considering cultural

factors are needed.

Another important point to address is sample size and characteristics. A review of the
literature revealed very few studies addressing Da in clinical samples, and even those
studies had very small sample sizes. A recent systematic review identified only five
clinical studies, with sample sizes ranging from 8 to 20. Due to the small number of
participants, statistical results are presented only in percentages (Kavla & Uysal,
2025). The fact that the current study, conducted with 42 participants and a randomized
controlled design, represents a pioneering study in this regard. Regarding the
diagnostic sample, while the previous studies frequently include OCD, GAD, and IAD,
the current study included participants with these and other anxiety disorders, such as
AG, SP, and SAD, as well as comorbid MDD. This further added diagnostic richness
to the study. Furthermore, DA is observed at high levels in many diagnostic groups,

highlighting the importance of considering DA as a transdiagnostic concept.

When the current sample was examined in terms of clinical characteristics, 32 of the
42 participants were diagnosed with GAD. The finding is consistent with the literature.
All these findings point to a high-level relationship between GAD and DA (Dursun et
al., 2022; Fattah et al., 2021). Studies investigating what predicts this relationship
suggest the following. For example, one study found that being younger and
experiencing losses predicted higher levels of DA in those diagnosed with GAD
(Mirhosseini et al., 2021). Another study found that resilience, or meaning in life,

prevents people with GAD from developing DA, acting as a protective mechanism
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(Dursun et al., 2022). However, another study found that the coexistence of GAD and
DA poses a risk for PTSD or depression, particularly in at-risk groups or in crisis
(Bergman et al., 2025). All these results point to the importance of treating DA in
people with GAD; if DA is added to treatment, it may lead to higher levels of mental
health (Loughan et al., 2020).

5.2. Effects of RCBT and Classical CBT Interventions on General Anxiety and

Depression

Studies comparing RCBT and CBT generally show that these comparisons are
conducted on individuals with depression or medical illnesses. These studies
demonstrate that RCBT is as effective as CBT and may even be superior in some
aspects. For example, one study showed that RCBT is as effective as CBT in reducing
depression and suicidal thoughts (Ramos et al., 2017). Another study with patients
who have had a bypass showed that both RCBT and CBT demonstrated the same level
of effectiveness as differential therapy (Hosseini et al., 2017). Another study found
that both therapies increased optimism to the same extent, but RCBT produced
additional improvement, particularly for spiritual difficulties, which may increase
treatment engagement, particularly for religious participants (Koening et al., 2015a,
2015b; Liu, 2022; Pearce & Koenig, 2016). All these findings suggest that RCBT is
as effective as CBT and may even offer additional advantages, especially for religious
participants. However, there are very limited studies comparing these two treatment
methods for anxiety disorders. This study, for the first time, examined the effects of

these treatments on DA.

The current study is the first to examine whether RCBT is as effective as CBR in
reducing anxiety and depression, and to examine this effect by targeting DA.
Achieving such success with just seven weeks of group therapy in a sample with high
comorbidity, and the fact that the group therapy included DA, is particularly valuable.
The findings are consistent with the literature. The current study found RCBT to be as
effective as CBT and even identified some advantages over RCBT. For example, in
pairwise comparisons, depression scores decreased for the RCBT group from both
pretest to posttest and posttest to follow-up, while this decrease was only seen in the

CBT group from pretest to follow-up. This difference suggests that RCBT provides
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faster results in reducing depression compared to CBT. Rapid reduction is especially
important in severe and critical depression situations. RCBT may be a better option in
such situations. Furthermore, although the study focused solely on DA, the reduction
in clinical anxiety and depression scores supports the literature. DA may be a
transdiagnostic construct and, when addressed in different diagnostic groups, may
reduce other anxiety and depression symptoms in individuals (Blass, 2014; Hall, 1915;

Zuccala et al., 2022).

This study used the GAD-7 to measure anxiety symptoms. 32 of the 42 participants
met the criteria for GAD diagnosis. One important and unanswered question in the
literature was whether individuals receiving treatment only for DA would also reduce
their clinical diagnoses. This decrease in the GAD-7 scores of the 32 individuals
confirmed that their diagnostic symptoms also decrease as their DA decreases.
However, because the study did not utilize a measurement tool specific to social
anxiety disorder or panic disorder, it remains unanswered whether clinical symptoms
decrease as DA decreases in these diagnostic groups. In the literature to date, only one
study assessed the samples’ clinical diagnosis, diagnosed OCD, and examined the
reduction in DA along with the Yale-Brown Obsessive Compulsive Scale (Y-BOCS).
However, an examination of the protocol for this study reveals that the protocol was a
classic ACT protocol, with no content specifically designed for DA (Davazdahemami
et al., 2020). Therefore, this study was the first to examine whether DA-related content
also alters individuals’ diagnostic symptoms. This study highlights the importance of
addressing DA, particularly when treating GAD, and may even shed light on the
significance of addressing GAD relapses despite successful treatment or those who

have received medication for years without benefit.

5.3. Effects of RCBT and Classical CBT Intervention on Death Anxiety

Although not in clinical samples, various treatment methods have been used to reduce
DA in different samples and have been found effective, including narrative therapy,
Acceptance and Commitment Therapy (ACT), positive psychotherapy, and existential
approach (Kashmari et al., 2024; Kajbaf et al., 2016; Nejad-Ebrahim Soumee et al.,
2024; Nozari et al., 2019). However, since none of these studies were conducted in a

clinical sample, no conclusion can be drawn directly as to which therapy method is
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more effective in reducing DA in a clinical sample. A small number of studies have
investigated the effects of CBT-based online programs, ACT-based interventions, and
Religious or Spiritual Integrated Therapy (RSIT) on DA (Dadfar et al., 2023;
Davazdahemami et al., 2020; Menzies et al., 2021b; Menzies et al., 2023). While
interventions reported in the literature have yielded positive results, a significant
portion of these studies are methodologically limited. In particular, the lack of control
groups, relatively small sample sizes, and the limitation of assessments to specific
diagnostic areas weaken the generalizability of the findings. Additionally, the absence
of follow-up measures in most studies makes it difficult to comment on the lasting
effects of the interventions. Furthermore, in RSIT studies, the lack of sufficiently clear
details regarding how religious and spiritual components are structured makes it
difficult to discern the specific contributions of religiously integrated approaches to
anxiety symptoms (Dadfar et al., 2023). This current study, however, adopted a
conscious methodological choice to address these limitations. Participants with DSM
diagnoses confirmed through structured clinical interviews were studied, and a specific
CBT protocol directly targeting anxiety disorders was applied. The therapeutic process
was conducted with a therapist and co-therapists, maintaining a structure close to
clinical practice. This preference seems particularly significant considering that
anxiety disorders often follow a chronic course, have a high tendency towards relapse,
and that transitions between diagnoses are frequent over time (Michael et al., 2007).
These findings give rise to a significant question, including whether current treatments
address individuals’ fundamental existential fears, particularly DA. Consequently, the
integration of DA-focused components into treatments may help to achieve more
comprehensive and constant effects in anxiety disorders (Egan et al., 2011; Freire &
Nardi, 2023; Kessler et al., 2005; Kessler et al., 2009; Kim et al., 2023; Lorimer et al.,
2021; Menzies et al., 2019; Menzies & Menzies, 2023; Roscoe, 2019; Scholten, 2017;
Solis et al., 2021; Vervliet et al., 2013).

This study also examined, for the first time, the effects of treatment for DA with a
three-month follow-up test. The results demonstrated that the treatments’ effect
persists even after three months. This is a significant contribution to the literature
because, even if some momentary improvements are experienced, this well-being may
not be maintained even after a successful treatment. Furthermore, because the sample

was also equated with respect to religious beliefs, this study, for the first time,
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precludes comparisons with the literature. In this current study, the sample receiving
both treatments was equated with respect to religious parameters and randomized
accordingly. The religious parameters included in the treatment were described in
detail. The new RCBT-based treatment, with its samples’ diagnosis and treatments’
content clearly defined, and religious parameters, particularly those related to belief in
the afterlife, were compared and examined in this study with CBT. With all these

innovations, it makes a pioneering contribution to the literature.

When examining DA levels and their subdimensions, the present study fills a
significant gap in the literature, as the effectiveness of RCBT for DA had not been
previously investigated. Prior research on CBT for DA is extremely limited, with only
two studies conducted via an online application; thus, the present study represents the
first investigation of both CBT and RCBT delivered in a live therapeutic setting with
the presence of a therapist. Both interventions led to a significant decrease in
symptoms at post-test and three-month follow-up, highlighting the clinical relevance
of these findings for both CBT and RCBT literature. Notably, this is also the first
application of RCBT in a Muslim sample with a focus on beliefs about the afterlife.
As hypothesized, the findings show that RCBT was as effective as CBT. This shows
that incorporating religious components into classical treatments does not reduce
treatment effectiveness. In fact, there are even subtle nuances favoring RCBT. One of
these is that the RCBT group had significantly lower general anxiety scores in the post-
test phase compared to the CBT group. Similarly, in pairwise comparisons, depression
scores decreased in the RCBT group in the post-test phase, and this decrease was
maintained in the follow-up. However, no decrease was observed in the CBT group in
the post-test phase. RCBT may be a better option, especially in high-risk situations
requiring rapid treatment for depression. Finally, particularly regarding the uncertainty
of death, the significant decrease observed in the RCBT group in the post-test
continued significantly in the follow-up test, while no significant decrease was
detected between the post-test and follow-up test in the CBT group. All these nuances
are preliminary contributions as they are not based on information previously

presented in the literature.

However, examining the lack of major differences between the two treatments may

have several causes. First, all participants shared the same religious background.
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Although the CBT sessions did not explicitly include religious content, their Muslim
background led them to spontaneously refer to religious concepts such as trust in Allah
and belief in the afterlife when speaking or commenting. Even when such moments
were quickly addressed without deepening by the therapist, this effect could not be
completely eliminated, and the complete absence of religious mentions by participants
could not be entirely controlled. Another reason is that the equal session durations (90
minutes each) provided sufficient time for the application and reinforcement of CBT
techniques. Participants in the RCBT group positively evaluated the inclusion of
religious resources in the therapy process; they consistently stated that they felt safer
and understood. These findings suggest that CBT and RCBT are similarly effective in
reducing DA, but the addition of religious elements may increase the meaning
participants attribute to therapy and their engagement in the process without altering
the statistical results. One possible reason for this is the difficulty in reliably assessing
the extent to which religious components are internalized and incorporated into daily
life. Concepts such as trust in God, gratitude, belief in the afterlife, and acceptance of
divine destiny are inherently subjective and abstract experiences, making them
difficult to directly observe or quantitatively measure. Although these principles were
addressed in the sessions, it was not possible to systematically determine the extent to
which participants adopted them for therapeutic purposes. However, the similar
clinical outcomes obtained between CBT and RCBT indicate that the addition of
religious elements to therapy does not reduce effectiveness. On the contrary, RCBT
appears to be at least as effective as CBT. Furthermore, this approach has the potential
to facilitate the help-seeking process for religious individuals who may be hesitant to
seek psychotherapy, and offers a more culturally inclusive intervention framework

(Koenig et al., 2015a; 2015b).

While the relationship between religiosity and mental health has been previously
examined, particularly in the context of anxiety and depression, no study directly
addresses its moderating role on GAD within the framework of CBT and RCBT.
Current findings suggest that religiosity may serve a protective function against
anxiety in some contexts (Mahamid et al., 2023; Saeidi & Hamidi, 2023; Sukeri et al.,
2024; Ul Haq & Mariyati, 2024); however, negative religious coping styles or cultural
pressures may reverse this effect (Li et al., 2024; Tan et al., 2020). In this study, when

religiosity was included as a covariate in the model, a significant difference emerged

80



in GAD levels between RCBT and CBT, with results favoring RCBT. This finding
suggests that integrating religious resources into the therapy process can enhance
effectiveness, particularly in individuals with high levels of religiosity, by intervening
more aligned with their belief system. In contrast, while classical CBT is effective, it

does not directly activate these internal religious frameworks (Pearce et al., 2015;

Sharifi et al., 2023).

A final point to consider when evaluating treatment effects is the analysis used. While
randomized controlled trials (RCTs) are considered one of the most scientific methods,
the analysis used in such a study is crucial (Grossman & Mackenzie, 2005). The
reliability of results in RCT depends on maintaining the prognostic balance provided
by randomization. McCoy (2017) emphasizes that this balance can only be maintained
by analyzing all participants according to their initial assignment to the groups, using
the ITT principle. Excluding participants who drop out, do not adhere to treatment, or
do not complete follow-up measurement, as in per-protocol analysis, can cause
systematic differences between groups and lead to biased results. Therefore, the type
of analysis chosen in an RCT is vital for assessing the effect of the treatment. In the
current study, the absences after randomization did not disrupt the prognostic balance,
resulting in similar ITT and per protocol analyses. This was achieved thanks to the low
dropout rate and good participant balance between RCBT and CBT. This also
indicated that losses did not skew the results, which is also a strength of the study.
Shao and Zhong (2003) examined the statistical effects of handling missing data using
the LOCF method in studies and demonstrated that the LOCF approach is valid even
in cases of dropouts, particularly in studies with two groups and equal sample sizes.
Therefore, when both findings regarding the importance of the ITT principle and the
results regarding the validity of LOCF in balanced two-group designs are considered
together, it can be concluded that, despite missing follow-up data, the current study
results maintained the balance achieved by randomization (Andrade, 2022; McCoy,

2017; Shao & Zhong, 2003).

5.4. Culturally and Religiously Sensitive Interventions in Tiirkiye

Studies on DA in Tiirkiye provide important insights into the psychological challenges

faced by different groups, including those with chronic illnesses, healthcare workers,
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and caregivers (Aydin & Fidan, 2021; Koca et al., 2019). However, this is the initial
study in Tiirkiye to develop and examine a classical CBT and an RCBT-based
intervention specifically aimed at DA in people with diagnosed anxiety disorders.
While CBT interventions have been adapted in Tirkiye to address various
psychological issues, such as among earthquake survivors (Cinaroglu, 2024),
substance misuse (Ogel & Coskun, 2011), and trauma-affected Syrian refugee
children (Gormez et al., 2017), DA has not previously been targeted by a CBT-based
approach. Previous studies conducted in Turkey have been limited to describing the
relationships between anxiety disorders and variables such as death awareness,
insomnia, life satisfaction, and general mental health, and have not included direct
therapeutic interventions (Aydin & Fidan, 2021; Cakmak et al., 2015; Ciftci et al.,
2024; Ko¢ & Basgol, 2022). The current study addresses this gap by presenting a
religion-based cognitive behavioral therapy (RCBT) model aimed at reducing
symptoms in individuals diagnosed with anxiety disorders. This approach not only
contributes to the application of CBT in non-Western contexts but also provides a
conceptual basis for adapting religiously integrated interventions to other mental

health problems.

5.5. Examining Participants’ Feedback and Therapists’ Observations

Verbal feedback was collected from participants at the beginning and end of each
session. In both the CBT and RCBT groups, the structured and understandable nature
of the intervention was one of the most frequently cited positive aspects by
participants. The clear presentation of the psychoeducational content, the ability to
address questions within the session, and the individual applicability of the learned
strategies supported participation and motivation. Participants also emphasized that
the exercises conducted between sessions facilitated the transfer of skills to daily life
and strengthened the sense of progress. The group format provided a supportive
context, particularly for individuals experiencing social anxiety; sharing similar
experiences reduced feelings of isolation and encouraged learning through peer
modeling. Participants stated that observing others complete assignments increased

their own participation.

Among the techniques used in the intervention, the “anxiety appointment” practice

was found to be particularly functional by participants. This technique was reported to
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reduce the spread of anxiety in daily life by allowing anxious thoughts to be addressed
within a specific time and context (Daniel et al., 2025). It was stated that the metaphors
used in the sessions reinforced the idea that it is not anxiety itself but the preventive
measures taken that are protective, and contributed to the restructuring of
dysfunctional beliefs. Over time, participants were able to generalize these approaches
to other conditions besides death anxiety, such as fears related to flying, swimming, or

enclosed spaces.

Participants in the RCBT group specifically stated that they found the integration of
religious beliefs into the therapy process meaningful and supportive. Some participants
who had previously been hesitant about therapy due to religious sensitivities stated
that they felt safer and more understood with the inclusion of faith-based elements in
the process. Practices such as prayer, contemplation, and meditation on religious texts
were reported to provide a spiritual support in coping with death-related thoughts, and

this effect was maintained in follow-up assessments.

Therapist observations showed that regular participation in homework assignments
played a decisive role in reinforcing therapeutic gains (Dobson, 2021; Petrik &
Kazantzis, 2015). However, the time and structural limitations of the group format
made it difficult to address individual obstacles to completing assignments in detail.
This suggests that in future implementations, participation could be encouraged

through short follow-up intervals or weekday contacts.

During the sessions, group interaction contributed to reframing anxiety as a shareable
and manageable experience. Participants reported that sharing similar experiences
reduced feelings of loneliness and strengthened feelings of hope, normalization, and
universality (Barbosa et al., 2008). While the sessions were conducted in a structured
manner according to protocol, it is thought that allocating additional time for feedback
and reflection at the end of sessions could enhance the therapeutic gains from this

interaction.
Although this study did not primarily involve qualitative data collection, incorporating

structured brief assessments into future interventions could allow for a clearer

understanding of which sessions or components facilitated therapeutic change.
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5.6. Limitations and Future Directions

Despite the study's methodological innovations and strengths, it also has some
limitations. First, the current study sample consisted largely of women, making it
difficult to generalize the results to male participants. Second, although only a three-
month follow-up test indicated that the treatment effect persisted, the question of
whether this effect would persist a year or more later remains unanswered. Third,
verbal feedback was received from participants at the beginning of each session, at the
end of each session, and throughout the treatment. This feedback suggests that
participants who completed their homework benefited more. However, because the
group therapy followed a structured protocol, although this protocol included
homework checks and feedback, and the therapist provided some feedback to those
who struggled with their homework, these were not sufficient to ensure that all
participants completed their homework. Because homework was not included as a
control variable, its impact on treatment success could not be examined. Future studies
may consider that homework may be a determining factor in treatment success;
homework completion status may be determined with a measurement tool; those who
do homework may be compared with those who do not; and short 10-minute
homework meetings may be planned for participants who have difficulty doing

homework.

Fifth, while RCBT is a newly developed approach that has been shown to significantly
increase treatment adherence, particularly among religious participants, its
effectiveness needs to be measured more comprehensively using more detailed
measurement tools. This study only measured domains such as depression, anxiety,
and DA, and examined RCBT effectiveness. Including positive psychological
constructs such as quality of life, well-being, functional behavior, hope, and meaning
in life could have provided additional insights and revealed potential advantages of
RCBT over classical CBT for addressing DA. Alternatively, process variables such as
adherence and continuity to therapy could be directly measured to examine whether
they differ compared to classical cognitive behavioral therapy. However, the relative
reduction in time allocated to the application and reinforcement of cognitive

behavioral techniques due to the addition of religious materials to the sessions may
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have resulted in more limited practice opportunities for skill acquisition (de Abreu

Costa and Moreira-Almeida, 2022; Pearce et al., 2015).

The use of a multidimensional scale that assesses the cognitive, emotional, and
behavioral dimensions of death anxiety together (e.g., Death Anxiety Beliefs and
Behaviors Scale) could have more clearly revealed in which specific areas CBT and
RCBT were more effective (Menzies et al., 2022). However, the study's reliance on
predominantly quantitative measurements limited a detailed understanding of which
components caused change, particularly in a religiously integrated and innovative
intervention. Future research could utilize structured qualitative methods to identify
the religious and cognitive elements that create meaningful change in the intervention

process. These qualitative data could be systematically examined.

In summary, while the current study raises important points about the effectiveness of
a treatment based solely on DA in a clinical sample of individuals diagnosed with
anxiety disorders, often with multiple comorbid anxiety disorders, it is important to
consider these limitations when examining the current study findings and planning

future research.
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CHAPTER VI

CONCLUSION

This study was unique in several aspects. It was the first study to implement a DA-
based CBT treatment with a therapist-guided approach to individuals diagnosed with
anxiety disorders. It was the first to develop an RCBT protocol based on DA,
considering belief in the afterlife. This study compared the effectiveness of RCBT and
classical CBT in reducing DA for the first time. Furthermore, the current study
examined not only the reduction in DA but also the reduction in clinical depressive
and anxiety symptoms. The results indicated that a novel seven-week DA-based
intervention significantly reduces DA, depressive, and anxiety symptoms. This
significant reduction was maintained in a three-month follow-up. The findings
demonstrated that RCBT is as effective as classical CBT and even leads to a more
rapid post-test reduction in depressive symptoms compared to classical CBT. The
reduction in depressive symptoms and general anxiety because of a treatment content
targeting DA has shown that DA can be seen as a treatable transdiagnostic structure
and that DA-based treatments can be used, especially in the treatment of anxiety

disorders.

Although all participants in the study were diagnosed with an anxiety disorder, their
benefit from death-based treatment provides a solid basis for future research to
consider DA. While quantitative data from the study suggest that RCBT and classical
CBT have similar effects, participant feedback indicated that the inclusion of religious
concepts, particularly trust in God or belief in the afterlife, facilitated their
understanding of the therapy and their sense of involvement and belonging in the
therapy process. However, the current study included a pretest, posttest, and follow-
up. Because no measurements were taken during the treatment period, it was not
possible to determine which religious dimensions, such as trust in God, belief in the
afterlife, gratitude, and repentance, contributed most specifically to anxiety reduction.

Future research could incorporate structured qualitative methods and interim session-
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based measurements to capture the dynamics of therapeutic change and determine
which components exhibit the strongest effects. The findings of this study demonstrate
the effectiveness of both classical CBT and RCBT in addressing DA. It also points to
the need and importance of the continued development of culturally and religiously

integrated psychotherapeutic models.
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APPENDIX B

RELIGIOUSLY-INTEGRATED COGNITIVE BEHAVIORAL THERAPY-BASED
PROTOCOL FOR DEATH ANXIETY

MODUL 1

DINi iCERIKLIi BDT’YE GIRIS, PSIKOEGITIM VE OTOMATIK
DUSUNCELERIN TESPIT EDILMESI

Modiiliin Amacr:

e Grup lyeleriyle tanigma, giliven ortami olusturma, grup kuralarinin
belirlenmesi, tedavi hedeflerinin agiklanmasi

o Oliim kaygisini ele almanin éneminin vurgulanmasi

o Oliim kaygis1 psikoegitim (tamimi, nedenleri, ruh saghg ile iliskisi,
normalizasyon)

e Oliim kaygisina yénelik BDT ve dini igerigin entegre edildigi BDT nin
tanitilmasi, dini igerigin entegre edildigi BDT nin ruh saglig1 iizerindeki etkisi

hakkinda bilgilendirmenin yapilmasi

Modiiliin Uygulanmasi:

1) Tamisma:

Oncelikle hepiniz hos geldiniz. Oliim kaygisina yonelik hazirlamis oldugumuz bu grup
caligmasina gostermis oldugunuz ilgi ve cesaret dolayisiyla her birinize tek tek
tesekkiir ediyorum. Bugiin benim i¢in de heyecan verici bir giin, hepiniz ile ayr1 ayr
tanigmak isterim. Dilerseniz 6nce kendimi tanitarak baslayayim. Birazdan sizlerden de
kisaca kendinizi tanitmanizi ve bu grup calismasindan beklentilerinizi paylasmanizi
rica edecegim. Elbette, paylasmak istediginiz kadarin1 aktarmaniz yeterli. Ne kadar
paylasip ne kadarmi kendinize saklayacaginiz tamamen size bagli. (Terapist once
kendini tanitir, sonra sirayla grup iiyelerinin kendilerini tanitmalar1 i¢in onlara s6z
verir).

Evet keyifli bir tanisma oldu.

Simdi de 7 haftalik grup siirecimiz hakkinda sizleri biraz bilgilendirmek isterim.
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2) Grup siirecinin, grup kurallar1 ve seans arasi c¢alisma cercevesinde
yapilandirilmasi

Sizlerle yedi haftalik bir grup ¢alismasi yolculugunu deneyimleyecegiz. Nasil ki yola
¢iktigimiz zaman yaptigimiz bazi hazirliklar, yoldayken uydugumuz bazi kurallar var
ise bu yolculukta da uymamiz gereken bazi kurallar olacak. Simdi birlikte bu kurallar1
olusturalim. Bu kurallar giivenli bir sekilde yolculuga devam etmek ve bu yolculuktan
maksimum verimi alabilmemiz i¢in ¢ok onemli. Ayn1 zamanda tiim grup iiyelerinin

birbirine kars1 sorumlulugu. Benim bazi 6nerilerim var, dilerseniz onlarla baglayalim.

Oncelikle eger bu oturum yiiz yiize ger¢eklesmis olsaydi bizler hep beraber bir odada
olacaktik ve grup iiyeleri disinda odada kimse olmayacakti. Dolayisiyla ilk kuralimiz
bulundugunuz odada yalniz olmamiz. Oturumlara yalniz oldugumuz bir odadan
katilmamiz. Sanki yiiz yiizeymiscesine birbirimizi dikkatlice dinlememiz, telefon ya
da bilgisayar ekraninda bagka bir seyle ilgilenmememiz ¢ok 6nemli. Bir diger 6nemli
nokta gizlilik. Burada X kisi kendi deneyimlerinden bahsedecek ve paylasim i¢inde
olacagiz. Dolayisiyla herhangi bir kayit ya da ekran goriintiisii almayalim ya da gruba
dair herhangi bir igerigi sosyal medyada paylasmayalim. Ayrica burada konusulan her
sey burada kalsin ne isim bilgisi ne de paylasilan herhangi bir seyi disarida biriyle
paylasmayalim. Biri konusurken sodylediklerini tamamlamadan araya girmeyelim,
sOyledikleriyle alay etmeyelim, hassas olalim. Arka planda ses veya cizirtt olmamasi
adina konusmadigimiz siire igerisinde mikrofonumuzu kapali tutmaya Ozen
gosterelim. Bir de kameralarimizi agik tutalim. Oturumlara tam katilim gosterelim ve
zamaninda gelelim. Tiim bu kurallar herkes i¢cinde uygun mudur, eklemek istediginiz

herhangi bir sey var m1?

Her oturumun bir giindemi olacak. Giindem belirlemek, oturum siiresince sizin i¢in en
Onemli konulara odaklanmamiza, zamani verimli kullanmamiza ve ilerlememizi
degerlendirmemize yardimci olacak. Bu sayede oturumlar, ihtiyaglariniza uygun ve
yapilandirilmis bir sekilde ilerleyecek. Her oturum basinda o giinkii giindemi sizlerle

paylasacagim ve oturum boyunca da o giindem iizerine ¢alistyor olacagiz.
Verimi arttirmanin, dgrendiklerimizi deneyimleyerek daha giiclii ve kalici bilgiler

haline getirebilmenin bir diger yolu da oturum aralarindaki uygulamalar1 yapmak

olacak. Malum grup ¢alismasi i¢in yaklasik 90 dakikamiz var ama bir sonraki oturuma
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kadar sizin kendi basiniza yapabileceginiz uygulamalar ile bu grup caligmasindan
alacagimizi verimi arttirmis olacagiz. Her oturum sonunda bir sonraki haftaya kadar

yapabileceginiz minik egzersizler olacak.

Hadi bugiinkii giindemimiz ile baglayalim.

3) Giindem Belirleme:
Buglinkii glindemimiz “6liim kaygisin1 tanimak, ruh saghigi ile iligkisini anlamak ve

nasil azaltilacag1 hakkinda bilgi sahibi olmak”

4) Giindemin Ele Alinisi:

Oliim kaygist ile baslayalim. Bu konuda bilim insanlar1 sunu sdyliiyor, insanlarda da
hayvanlarda oldugu gibi hayatta kalmalarini1 saglayan biyolojik bir sistem var. Bu
sistemi bir grafik {izerinden anlatacagim. Evet bir tehlike algiladigimiz zaman
viicudumuzda neler olup bitiyor, birlikte bakalim. Mesela sabah evden ¢iktiginizi,
kiminizin ise, okula markete gittigini diisiinelim. Evden c¢iktiginizda herhangi bir
sikintiniz yoktu. Tam karsidan karsiya gegerken ¢ok yiiksek sesle bir korna duydunuz.
Ve doniip baktiginizda kocaman bir otobiisiin selektor yakarak iizerinize geldigini
gordiinliz. Tam o anda gdziiniiz ve kulaginiz bir sey algilar ve bu mesaj1 beyne iletir.
Ve beyin de der ki Ayse-Ahmet tehlikedesin. Iste bu “tehlikedesin” mesaji beyne
gittiginde beynimiz otomatik olarak bir sistemi devreye sokar. Bu sistemin ad1 otonom
sinir sistemi. Beyin bir tehlike algiladigi zaman bunu otomatik olarak devreye sokuyor.

Bu sistem de kendi i¢inde ikiye ayriliyor sempatik ve parasempatik olmak iizere.

Simdi bakin omurga boyunca sempatik sistem iniyor ve biitiin organlara dagiliyor ve
hepsine saniyeler igerisinde adrenalin gidiyor. Mesela goz bebegine gidiyor géz bebegi
biiyiiyor, kalbe gidiyor kalbi hizlandiriyor, akcigere gidiyor akcigeri hizlandirtyor. Iste
kaslara gidiyor kasilma sagliyor, ter bezlerine gidiyor terleme sagliyor. Hepsine
saniyeler igerisinde adrenalin gidiyor ve hepsinde birtakim degisikliklere yol agiyor.
Ve siz bunu iste ¢arpint, terleme, nefes darligi olarak hissediyorsunuz. Sizce bu sistem
neden var?

Olan biten tiim degisikliklere dikkat edin. G6z bebegi niye biiyiidii tehlikeyi daha iyi
gdrmeniz i¢in, kalp niye hizlandi kani1 daha ¢ok pompalamak ig¢in. Akciger niye

hizland1 daha ¢ok oksijen gitsin diye. Niye terledik herkes ¢ok hizli ¢alisti toksinler
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birikti onlarin atilmasi lazim. Dolayisiyla o sirada olan biten her sey ka¢ ya da savas
yanitint ortaya ¢ikartyor. Ve bu sayede otobiisii gordiigiiniiz anda kendinizi karsi

kaldirima atabiliyorsunuz. Bu sistem devreye girmeseydi ne olurdu?

Evet oliirdiiniiz tehlikeye bir yanit veremediginiz i¢in Sliirdiiniiz dolayisiyla iyi ki bu
sistem var diyebilir miyiz? Tehlikeye bir yanit vermemizi sagliyor. Biz bu sisteme
otonom sinir sistemi, lirettigi tepkiye de savas-kag tepkisi diyecegiz. Tehlike mesajini
alan beyin kendini koruyabilmek adina sistemi otomatik devreye sokuyor ve
viicudumuzda bazi belirtiler ortaya ¢ikiyor. Yani bundan sonra viicudunuzda terleme,
titreme, kalp atislarinin hizlanmasi gibi bir belirti yasadiginizda beyninize tehlike
mesajinin gittigini ve sizi korumak adina otomatik bir siireci baslattigini hatirlayalim.

Buraya kadar sorusu olan var m1?

Peki sizce bu sistem hi¢ devreden ¢ikmasaydi ne olurdu? Diisiliniin yani kaldirima
attiniz kendinizi tehlikeden kurtuldunuz ama bdyle tik tik tik kalbiniz ¢arpiyor, nefes
alamiyorsunuz ¢ok sikinti basti ne olurdu en sonunda? Bu sistem defalarca devreye
girdi. Bir siire sonra tehlike devam etse bile beyin bu sefer de diyecek ki Ayse-Ahmet
¢ok hizlandin artik yavagla ve yine otonom yani bizim kontroliimiiz disinda olan
sistemin bu sefer parasempatik dalin1 devreye sokacak. Ve parasempatik sistemde
biitiin omurga boyunca inecek. Ve biitiin organlara dagilacak ve tekrar normal hizimiza
donmemizi saglayacak. Bu mavi oklarda parasempatigi gosteriyor o da biitiin omurga
boyunca ilerliyor ve organlara baglaniyor. Ve biz bu sayede hem tehlikeye yanit
vermis oluyoruz hem de sonrasinda tekrar normal fizyolojimize donmiis oluyoruz. Ve
biitiin bunlar otonom yani bizim kontroliimiiz disinda ve bizim hayatta kalmamizi
saglamak icin var. Ozetle, bu sistem sayesinde bir tehdit karsisinda diisiinmeye gerek
kalmadan otomatik olarak hareket edebiliriz. Boylelikle, diisiinme siirecinin zaman
kaybettirici etkisi ortadan kalkar, tehlike durumunda refleksif olarak kaginma veya
korunma saglanir. Cogu zaman insanlar, viicutlarinda hissettikleri kalp ¢arpintisi,
terleme ya da ani sicak basmasi gibi belirtilerin nedenini dogru bir sekilde
anlamlandiramazlar. Oysa bu fizyolojik tepkiler, beynimize gonderilen bir tehlike
sinyaline yanit olarak devreye giren savunma sistemimizin dogal bir sonucudur. Bu
sistem, gercek bir tehdit ile zararsiz bir durumu ayirt etmeden ¢alisabilir; tipki bir
duman alarminin, gercek bir yanginda oldugu gibi ocakta yanan yemegin dumanina da

ayni sekilde tepki vermesi gibi.
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Su ana kadar 6grendigimiz sey, bu sistemin temel amacinin hayatta kalmamizi
saglamak oldugudur. Ancak bu sistem, bir tehdidin ger¢ek olup olmadigini ayirt
etmeksizin, yalmzca tehlike mesajim almasiyla devreye girer. Ornegin, evinizde
otururken iizerinize dogru gelen bir otobiis yoktur, fakat zihninizden 'Ya basarisiz
olursam?' veya 'Ya cocuklarima bir sey olursa?' gibi diisiinceler gectiginde bile,
beyniniz bunu bir tehdit olarak algilar ve ayn1 savunma sistemini harekete gecirir.
Bunun sonucunda, tipk1 gergek bir tehlikeyle kars1 karsiya kaldigiizda oldugu gibi,
kalp atislariniz hizlanir, terlersiniz veya sicak basmasi gibi belirtiler ortaya ¢ikar. Bu,
sistemin diisiincelerimize de fiziksel bir tepki verebilecek kadar hassas calistigini

gosterir. Var mi1 sormak istediginiz herhangi bir sey?

Ancak bilim insanlari, insanin zamanla korku sisteminin 6tesine gecen ve hayatta
kalmay1 destekleyen ek beceriler gelistirdigini sOyliiyor. Diisiinme, iletisimde
semboller kullanma, hayal giicii ve 6z farkindalik gibi beceriler bunlara 6rnek olarak
verilebilir. Ancak bu ileri beceriler, bizi ayn1 zamanda biyolojik hayatta kalmamiza
yardimc1 olan korku sistemimize ragmen, 6limiin kaginilmaz oldugu gergegiyle
ylizlesmeye de gotiiriir. Yani bir yandan, tehlike anlarinda beni harekete geciren,
kagmami ya da savasmami saglayan bir biyolojik sistemin oldugunu biliriz; diger
yandan, bu sistem ne kadar etkili olursa olsun hem benim hem de sevdiklerimin 6liimle
yiizlesecegi gergegini zihnen kavrariz, 6liim ka¢inilmaz bir sondur. Bu farkindalik,
insanda derin bir dehset uyandirabilir. Iste bu yogun duygusal tepkiye '6liim kaygis1'
diyoruz. Ayrica sanilanin aksine 6liim kaygis1 sadece yaslilarda ya da kanser gibi
fizyolojik hastalig1 olan kisilerde goriilmemektedir. Bir¢ok bilimsel ¢alisma 6liim
kaygisimin farkli yas gruplarinda goriilebilecegini ortaya koymustur. Ornegin,
tiniversite Ogrencileri, ergenler, hekimler, ya da herhangi bir hastalii olmayan
niifusun genelinde. Yani 6lim kaygisinin yastan veya fizyolojik hastaligin olup
olmamasindan bagimsiz bir sekilde tiim insanlarin deneyimleyebildigini
sOyleyebiliriz. Ancak bu dehset karsisinda ortaya ¢ikan kaygiyla basa cikarken
bazilarimiz uyumsuz basa ¢ikma stratejileri kullanir ve bu durum aslinda kiside ¢esitli

ruh saglig1 sorunlarina neden olabilir.
Oliimiin kag¢milmaz olusu ve ne zaman ya da nasil gercekleseceginin belirsizligi,

tizerinde kontroliimiiziin sinirli oldugu bir durum olarak kaygi uyandirabilir. Bu kaygi,

giinliikk hayat kalitemizi diisiirebilir ve bizi bu anda degerli olan davranislardan
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uzaklagtirabilir. Yapilan bilimsel ¢aligmalar da birgok ruh sagligi sorununun temelinde
6lim kaygisinin yattigin1 géstermektedir. Bu nedenle, 6liim kaygisinin ruh sagligi
tizerindeki etkilerini anlamanin ve bunu etkili bir sekilde ele almanin oldukc¢a 6nemli
olduguna inaniyoruz. Bizde bu grup ¢alismasinda 6liim kaygisiyla etkili bas etmenin

yollarini kesfedecegiz.

Buraya kadar sormak ya da eklemek istediginiz herhangi bir sey var mi?

Peki 6lim kaygisi ile nasil bag edecegiz? Yine bilim insanlar1 bu soru iizerine uzun
yillardir kafa yormuslar ve gesitli tedavi yontemleri gelistirmisler. Biz de sizinle bu
grup calismasinda bilimsel olarak etkililigi kanitlanmis bir tedavi olan Bilissel
Davranis¢1 Terapi uygulayacagiz. Bu tedavide, kiiltiir ve degerlere duyarl bir sekilde
hazirlanmis dini icerikli bilissel davranisei terapi uygulayacagiz. Ozellikle dini igerikli
eklemelerin olmasinin sebebi, yapilan bilimsel ¢alismalarin 6lim kaygisi ile ¢alisirken
kisinin dini inanglarinin, oliimden sonraki hayatla ilgili beklentilerinin tedaviye

eklenmesinin olumlu katkilar1 olacagina isaret etmesidir.

Isterseniz dnce Biligsel Davranisci Terapinin ne oldugu ile baslayalim.

Bilissel davranis¢1 psikoterapi (BDT), psikoloji ve psikopatoloji (ruhsal rahatsizliklar)
alanindaki bilimsel bulgulara dayali olarak gelistirilmis, bilimsel ilkelerin, psikoterapi
alanina uygulanmasiyla ortaya ¢ikmis bir psikoterapidir. Kisinin i¢inde bulundugu
cevre, yasadig1 olaylar, bu olaylar1 algilama bi¢imimiz, duygusal tepkilerimiz ve
davraniglarimizin birbiriyle etkilesim icinde oldugu ger¢egi BDT’nin ana ¢ikis
noktasidir. BDT, sadece kisilerin giincel sorunlarini ¢dzmez ayni zamanda biitiin
yasamlart siiresince sorunlarin1 ¢dzmekte kullanabilecekleri 6zel birtakim beceriler de

Ogretir.

[sterseniz bir 6rnek {izerinden bu terapinin nasil isledigine bakalim.

Ornegin, bir arkadasimiza mesaj génderdiginizi ve saatler gegmesine ragmen cevap
alamadiginiz1 diisiinelim. Bdyle bir olay karsisinda ne hissedersiniz ne diisiiniirsiiniiz
ne yaparsiniz? (Terapist sokratik bir sekilde asagidaki orneklere benzer sonuglara

ulagir).
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o Kisi 1: Beni 6nemsemiyor, artik arkadasligimiz eskisi gibi degil sanirim.
o Duygu: Uziintii
o Davrams: Arkadasa soguk davranmak, mesajlarina ddonmemek
o Kisi 2: Acaba yanlis bir sey mi sdyledim?
o Duygu: Kaygi
o Davrams: Mesaj1 tekrar tekrar kontrol etmek, 6ziir dileyici bir sekilde
yeni mesaj yazmak
o Kisi 3: Belki cok yogun veya bir isi var, sonra cevap verir.
o Duygu: Sakinlik
o Davrams: Yanit beklemeden giinliik islere devam etmek
o Kisi 4: Telefonda bir sorun olabilir veya mesaj1 gormemistir.
o Duygu: Merak
o Davramsg: Durumu kontrol etmek i¢in aramak veya baska bir mesaj

gondermek

Bu ornekte olay/durum ayni olmasina ragmen duygularimizin ve davranislarimizin
farklilagmasinin sebebi ne olabilir. Evet olaylara atfettigimiz anlamlar onlar
yorumlama seklimiz yani diisiincelerimiz farkli. Yani Ozetle her olay karsisinda
duygularimiz, davraniglarimiz ve diisiincelerimiz vardir, bunlar ¢ift yonlii etkilesim

halindedirler. Diislincelerimiz duygularimizi, duygularimiz davraniglarimizi etkiler.

Anlagilir olmasi igin basit bir 6rnek vermistim. Simdide daha 6liim kaygisi temelli bir
ornek konusalim.
Durum: Diyelim ki bir yeriniz agriyor.
e Kisi 1: Galiba kanserim
o Duygu: Korku
o Davrams: internette hemen agriy1 arastirmak
o Kisi 2: Belki bu sadece kas agrisidir, bir siire sonra geger
o Duygu: Rahatlik
o Davrams: Agriy1 pek umursamadan islerine devam etmek
e Kisi 3: Bu agn belki kaslarim yiiziinden. Ama ne olursa olsun, bu tiir seyler
hep kotii sonuglanabilir, kimse buna dikkat etmezse gec kalirim.
o Duygu: Korku

o Davrams: Siirekli agriyan yere dokunmak, onu gozlemlemek
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Peki sizce bu diisiince-duygu-davranis iicliisiinden hangisini degistirmek miimkiin
olabilir? Ornegin, davramslarimizi degistirebilir miyiz? Bir diisiinelim. Oniimde bir
bardak oldugunu farz edelim. Simdi 'Bu bardagi kaldir' diyorum ve kaldiriyorum.
Duygularim ya da diisiincelerim bunu istemese bile, fiziksel olarak bardagi
kaldirabiliyorum. Davranislarimiz, ¢ogu zaman, diisiincelerimiz ve duygularimizdan
bagimsiz olarak degistirilebilir.

Peki diisiincelerimizi degistirmek miimkiin miidir? Disiincelerimiz genellikle
kontroliimiiz disinda gelir. Bir diisiince, aniden zihnimize gelebilir ve bu durumu
engellemek her zaman miimkiin degildir. Ornegin, ‘Ya 6liirsem, ya ¢ocugumun basina
kotii bir sey gelirse, annem oOliirse yalniz ne yaparim’ gibi bir diisiince aklimiza
gelebilir. Bu diislincenin zihnimize gelmesini durdurmak zordur. Ancak, bu
diisiincenin igerigini, ona yiikledigimiz anlami degistirmek veya ona verdigimiz yaniti
degistirmek miimkiindiir. Burada dikkat edilmesi gereken nokta, diisiincenin gelip
gelmemesini kontrol edemememizdir.

Son olarak, peki sizce duygularimizi degistirmek miimkiin miidiir?

Ornegin suanda nasil hissediyorsunuz?

Suanda mutlu olabileceginiz en yiiksek diizeyde bir mutluluk hissedin desem
hissedebilir misiniz?

Peki sizden sizi en mutlu edecek seyi zihninizde canlandirmanizi sdylesem

Ya da suanda en yliksek diizeyde iiziintii hissedin desem hissedebilir misiniz?

Biraz sonra telefonunuza en sevdiginiz kisinin kaza yaptig1 mesaj1 gelecek desem
Fark ettiginiz gibi duygularimiz komutla degismiyor, ancak zihnimizden gecen
diistinceler farklilagtik¢a duygular degisiyor.

Ya da aymi sekilde bize iyi gelen seyleri yaptigimizda davranis degisiklikleri de
duygularimizin degismesini saglar.

Ornegin ¢ok sevdigimiz birini aradiktan sonra mutlu hissetmek gibi, ya da melankolik
bir miizigi dinlendikten sonra {izglin hissetmemiz gibi.

Yani, duygularimizi dolayli yoldan etkileyebiliriz. Bu dolayli etki, genellikle
diisiincelerimizi veya davramiglarimizi  degistirmekle miimkiin hale gelir.
Duygularimiz, diisiince ve davranislarimizla etkilesim halindedir. Diisiincelerimizi
daha islevsel hale getirdigimizde ya da degerlerimiz dogrultusunda bir adim
attigimizda, zamanla duygularimiz da buna uyum saglayabilir. Bu, duygularimizi
dolayl bir sekilde doniistiirmenin etkili bir yoludur.

Var m1 sormak istediginiz herhangi bir sey?
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Tam bu noktada, dini igerikli Biligsel Davranisct Terapi, geleneksel BDT nin
tekniklerini, kisinin dini inancglar1 ve degerleriyle uyumlu bir sekilde birlestiren bir
yaklasimidir. Bu yontem, kisinin dini inanglarini dikkate alarak, diisiincelerini ve
davraniglarin1 daha saglikli bir sekilde sekillendirmesine yardime1 olur.

Bugiin, 6liimle ilgili diisiincelerimizi netlestirerek oturumu tamamlayalim. Bir sonraki
goriismemizde, bu diisiinceler iizerinde c¢aligmaya baslayacagiz. Bunu nasil
yapacagimizi ise haftaya konusacagiz.

Simdi her birinizden 6niindeki kdgida su sorularin cevabini1 yazmasini istiyorum.

Olay/Durum:

Oliim hakkinda diisiindiigiinde, zihninde
ilk beliren disiinceler ve kaygilandiginda
aklindan gegen seyler nelerdir?

!

/ Bu diisiinceler geldiginde, hangi \
duygular1 hissediyorsun? Mesela kaygi,
korku, garesizlik gibi duygular mu
yaratiyor? Oliim hakkinda
diisiindiigiinde, bedensel olarak nasil
hissediyorsun? (6rnegin, kalp

/< carpintisi, ellerin terliyor mu?) /
l

ﬂ')h'imle ilgili dﬁsﬁndﬁgﬁndﬁ / Oliimle ilgili dﬁsﬁnceler\ / Oliimle ilgili kaygllar\

bu diistincelerden kagmak seni kaygilandirdiginda, seni mesgul etmeseydi,
i¢in ne tir davranislar kendini giivende ve rahat ailenle, arkadaslarinla,
sergiliyorsun veya hangi hissetmek i¢in hangi isinle, egitiminle,
durumlari, yerleri, aktiviteleri yontemlere bagvuruyorsun? saghiginla, hobilerinle
engellemeye ¢aligtyorsun? Ornegin, sagligim kontrol ya da topluma katki
Ornegin, hastaneye etmek, bir seyler okumak, saglama gibi alanlarla
gitmemek, saglik belirli konularda asir1 bilgi ilgili nelere
kontrollerini ertelemek gibi edinmek ya da siirekli odaklanmak isterdin?
seyler yaptyor musun, yoksa sorgulama ve diisiinme gibi Zamanini bu alanlarda
olim hakkinda konugmaktan davranislar bu siirecte sana nasil degerlendirmek

K mi kag:mlyorsun? / K yardlm(n ()luy()r mu? J K isterdin? /

Figure B.1. Oliim Kaygis1 Modeli

Bu diisiinceler, 6liim gibi biiyiik ve belirsiz bir konuyu diisiindiigiimiizde hepimizin

yasayabilecegi tiirden seyler. Ancak, bu disiinceleri fark etmek ve yeniden
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degerlendirmek, 6lim kaygisini daha az zorlayicit hale getirebilir. Bu, kayginin

yonetilmesinde 6nemli bir adimdir.

5) Ev 6devinin verilmesi:

Biraz Once dedigimiz gibi, disiincelerimizi ve davraniglarimizi degistirmek
mimkiindiir. Diisiincelerimizi degistirme stratejilerini  oturumlarda  birlikte
deneyimleyecegiz. Davraniglarimiz i¢in ise oturum aralarinda uygulayabileceginiz
baz stratejilerden bahsedecegim. Boylelikle hem diisiince hem de davranis alanindaki
degisikliklerle dongiiniin degismesini hedefliyoruz. Ik davranis stratejimiz ‘kaygi
randevusu’. Bu, kaygilariniz i¢in giinliik belirli bir randevu saati ayarlamak anlamina
geliyor. Giin boyunca dliimle ilgili kaygilar hissettiginizde, o an i¢in bu kaygilar1 bir
kenara birakmayr deneyin. Kaygi geldiginde, 'Seninle belirledigim randevuda
goriisecegiz' diyerek onu erteleyin. Bunu yapabilmek i¢in o kaygiy1 bir kagida ya da
telefonunuzun not kismina yazabilirsiniz ya da sadece direk erteleyebilirsiniz.
Ornegin: 'Ya bir anda 6liimle karsilasirsam ve hazirlikli olmazsam?', 'Ya hastalanirsam
ve O0liimiim c¢ok yakinsa?', 'Ya sevdiklerimi kaybedersem?'. Bu kaygilarinizi, sadece
giiniin belirlediginiz saatinde ele alacaksimz. Ornegin, her aksam 22.00-22.30 kaygi
randevunuz var. Randevu saatine kadar, kaygiya odaklanmak yerine kendinizi o anda
mesgul oldugunuz islere yoOnlendirebilirsiniz. Kaygiya odaklanmamak icin bir
farkindalik egzersizi yapabilirsiniz. Biz bu egzersize 5-4-3-2-1 kurali diyoruz. Bu
egzersiz, kaygiy1r o an igin ertelemenize ve kontrolii kaybetmeden basa ¢ikmaniza
yardimci olacaktir. Fark ettikten sonra, o an1 nasil gecirmek istediginize karar verin.
Sik sik diisiindiigliniiz kaygilarla m1 mesgul olmak istersiniz, yoksa o an ne is
yapiyorsaniz ona mi odaklanmak istersiniz? Randevu saati geldiginde, kaygilarinizi
ele almak i¢in yazdiginiz notlara geri doneceksiniz. Randevu saati dolana kadar
dilediginiz gibi diisiincelere odaklanabilirsiniz. Randevu saati doldugunda ise
tekrardan normalde yapacaginiz diger aktivitelere odaklanacaksiniz. Uygulama ile

ilgili herhangi bir sorusu olan var mi1?

6) Oturumun o6zetlenmesi:

Buglinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini
paylasmak isteyen var mi? Sizce bugiin hangi konular1 ele almak faydali oldu?
(Terapist temiz bos bir ekran agar ve tek tek yazar, otonom sinir sistemi, sempatik ve

parasempatik sistem, duygu-diisiince-davranig dongiisii, diistince ve davranisin
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degisebilecegi, duygunun da bu degisime bagh dolayli degisebilecegi, kaygi
randevusu, 5-4-3-2-1 kural)
Haftaya goriismek dilegiyle.

MODUL 1 UYGULAMASI

KAYGI RANDEVUSU

[k davramis stratejimiz ‘kaygi randevusu’. Bu, zihninize gelen kayg1 verici diisiinceler

icin glinliik belirli bir randevu saati ayarlamak anlamina gelir.

Oncelikle, her birey kendine giin iginde yalniz kalabildigi bir 30 dakika belirlemeli.
Bu 30 dakika, her giin yalnizca o anki diisiincelerinizle bas basa kalacaginiz, sadece o
diisiincelerle ilgileneceginiz 6zel bir zaman dilimi olacak. Ornegin, her aksam saat
22.00-22.30 arasinda diisiincelerinizle bas basa kalacaginiz bir randevunuz olabilir. Bu
saati, yalnizca o anki diisiincelerinizle yiizlesmek ve onlara odaklanmak igin

ayiracaksiniz.

Giin boyunca oliimle ilgili zihninize herhangi bir diisiince geldiginde, o an i¢in bu
gelen disiinceleri ertelemeyi deneyin. Gelen diislinceye, “Seninle belirledigim
randevuda goriisecegiz” diyerek onu erteleyin. Bunu yapabilmek i¢in o diisiinceyi bir
kagida ya da telefonunuzun not kismina yazabilirsiniz ya da sadece direk
erteleyebilirsiniz.
Giin boyunca zihninizde dliimle ilgili su tiir diisiinceler belirebilir:

e “Yabir anda 6liimle karsilagirsam ve hazirliksiz yakalanirsam?”

e “Yaciddi bir hastalik gecirirsem ve 6liimiim ¢ok yakin olursa?”

e “Ya sevdiklerimi kaybedersem?”

Bu diisiinceleri, sadece belirlediginiz saatte ele alacaksiniz. Randevu saatinize kadar,
bu tiir diislincelere odaklanmamak i¢in kendinizi o anda mesgul oldugunuz islere
yonlendirebilirsiniz. Ornegin:

e Yemek hazirliyorsaniz, yemegin tadina, kokusuna ve hazirlik siirecine

odaklanabilirsiniz.
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e Cocugunuzla oynuyorsaniz, c¢ocugunuzun giillisline, sesine ve onunla
gecirdiginiz anin tadina varabilirsiniz.
e Is yerinde bir seyler yapiyorsamiz, yaptiginiz isin kalitesine, detaylarina

odaklanarak anin i¢inde kalabilirsiniz.

Diisilincelere odaklanmamak icin bir farkindalik egzersizi de yapabilirsiniz.

Biz bu egzersize 5-4-3-2-1 kural1 diyoruz.

Bu egzersiz, gelen diisiinceleri o an i¢in ertelemenize ve kontrolii kaybetmeden basa
¢ikmaniza yardimer olacaktir.

Rahat bir oturus pozisyonu alin, dilerseniz gozlerinizi kapatabilir ya da sabit bir
noktaya odaklanabilirsiniz.

Simdi etrafiniza bakarak 5 sey fark edin: renkler, sekiller, nesneler...

Ardindan bedeninizin temas ettigi 4 farkli fiziksel duyumu hissedin; oturdugunuz
sandalye, ayaginizin yere

degmesi gibi.

Simdi duyabildiginiz 3 farkli sesi fark edin, bu odanin i¢cinden veya disindan gelen
sesler olabilir.

Sonrasinda, burnunuza gelen 2 farkli kokuyu fark etmeye ¢alisin; belirgin ya da ¢ok
hafif olabilir.

Ve son olarak, agzinizda su anda fark edebileceginiz 1 tadi diisiiniin.

Egzersiz boyunca sadece fark etmek ve yargilamadan gozlemlemek onemli. Hazir
hissettiginizde, bir derin nefes

alarak bulundugunuz ana geri donebilirsiniz

Fark ettikten sonra, o an1 nasil gecirmek istediginize karar verin. Sik sik diisiindiigiiniiz
kaygilarla m1 mesgul olmak istersiniz, yoksa o an ne i§ yapiyorsaniz ona mi
odaklanmak istersiniz? Randevu saati geldiginde, kaygilarimizi ele almak icin
yazdiginiz notlara geri doneceksiniz. Randevu saati dolana kadar dilediginiz gibi
diisiincelere odaklanabilirsiniz. Randevu saati doldugunda ise tekrardan normalde

yapacaginiz diger aktivitelere odaklanacaksiniz.

Randevu saati geldiginde, eger keyifle siirdiirdliglintiz bir film, aktivite vs var ise

diistincelere odaklanmak zorunda degilsiniz.
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MODUL 2

OTOMATIK DUSUNCELERI BELIRLEME, BILISSEL HATALARI
TANIMA VE DiNi KAYNAKLARI KULLANARAK ALTERNATIF
DUSUNCE OLUSTURMA

Modiiliin Amaci:

e Onceki oturumun dzetlenmesi, ev 6devinin gdézden gegirilmesi, giindemin
belirlenmesi

o Kisiye 0zgii 6lumle ilgili spesifik bilislerin tespit edilmesi

o Bilissel hatalarin tanitilmasi

o Otomatik diisiincelerin kanit inceleme yoluyla incelenmesi

e Otomatik diigtincelere dini kaynaklar1 kullanarak alternatif diisilinceler
olusturulmasi

e Ahiret inancinin 6liim kaygisi tizerindeki yatistirici etkisinin incelenmesi

Modiiliin Uygulanmasi:
1) Duygusal ve Davramssal Takip:
Bir dnceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?

2) Onceki Seans ile Baglant::
Gegen haftaki oturumumuzIla ilgili neler hatirliyorsunuz?
Otonom sinir sistemi
Sempatik ve parasempatik sistem
Duygu-diisiince-davranis dongiisii
Diistince ve davranisin degisebilecegi
Duygunun da bu degisime baglh dolayli degisebilecegi
Kaygi randevusu

5-4-3-2-1 kurali
3) Ev Odevini Degerlendirme:

Kaygi randevusunu uygulamanin giinliik yasaminizda nasil bir etkisi oldu?

Bu yontemi tekrar kullanmak ister misiniz?
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4)Giindem Belirleme:
Bu hafta odaklanacagimiz konu, olumsuz otomatik diisiincelerin tespit edilmesi,

yardimc1 olmayan diisiince stillerinin tanitilmasi ve yeniden yapilandirilmasi olacak.

5) Giindemin Ele Alimisi:
Otomatik diisiinceler ile baglayalim. Gegen hafta olay karsisinda duygu, diisiince ve
davraniglarimizin oldugundan ve bunlarin da etkilesim halinde olduklarindan
bahsetmistik. Iste olay anminda ilk aklimizdan gegen, zihnimizde hizla beliren,
genellikle farkinda olmadan olusan, kisa ve 6z diisiincelere otomatik diisiince diyoruz.
Bu diisiinceler, olaylart nasil algiladigimizi ve onlara nasil tepki verdigimizi etkiler.
Bazen hatali veya abartili olabilir, bu da gereksiz duygusal yiikler yaratabilir. Cogu

zaman ge¢mis deneyimlerimizden, inanglarimizdan ve duygularimizdan beslenirler.

Bilissel hatalar ise, olaylar1 gergekte oldugundan daha olumsuz, kat1 veya carpitilmis
bir sekilde yorumlamamiza neden olan diislince bigimleridir. Hepimizin zihni bazen
boyle tuzaklara diisebilir. Bunlar farkinda olmadan otomatik bir sekilde zihnimizde
belirir ve nasil hissettigimizi etkiler. Kisi siirekli olarak bu diislince bigimlerini
kullandiginda, kendisinde biiyiik duygusal sikintiya yol agabilir. Nelerdir bu biligsel
hatalar orneklerle tanimaya ¢alisalim. (Ekran paylasimi yapilip ** Biligsel Davranis¢i
Terapiler Dernegi tarafindan hazirlanmis Yardimci Olmayan Diisiinceler ¢alisma

kagudt iizerinden biligsel hatalar beyaz tahtada listelenir).

Zihinsel Filtreleme: Bu bir "filtreleme" ve "elekten ge¢irme" islemine benzetilebilir.
Zihinsel filtreleme islemini bir durumun sadece bir kismina odaklanarak geri kalanin
gormezden gelmek anlaminda bir tiir dar bakis agisi olarak da diisiinebilirsiniz.
Genellikle bu bakis, bir durumun olumsuz kisimlarina daha ¢ok odaklanarak olumlu
kisimlar1 gdz ard1 etmek anlamina gelmektedir. Ornegin; Esinizle bas basa bir aksam
yemegi i¢in disartya c¢iktiniz. Yemekte mac sonuglarini alabilmek icin esiniz
telefonuna bakti. Telefonuna bakip bakmama konusunda bir anlagmazliga diistiiniiz.
Yemek doniisii eve gidene kadar arabada bu anlagsmazliginiz devam etti. Bu 6rnekte,
aksam boyunca ortaya ¢ikan birgok ayrintidan tek bir ayrint1 tizerinde durdugunuzu
unutmayin. Uzerinde durdugunuz durumun negatif olduguna dikkat edin. Genel
durumun diger ayrintilarin1 disarida biraktiniz, yani gece boyunca yasanan diger tiim

olumlu deneyimlerinizi hatirlamiyorsunuz. Bu negatif duruma odaklanirsaniz,
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muhtemelen onunla gelen olumsuz duygulari1 deneyimlemeye devam edersiniz. Sizce
bu diisinme tarzinin (zihinsel filtreleme) duygularmiz iizerinde nasil bir etkisi

olacaktir?

Keyfi Cikarsama: Bagka birinin ne diisiindiigiinii bildigimizi diisiindiigiimiizde (zihin
okumas1) ve gelecekte ne olacagma dair tahminler yaptigimizda (tahmine dayali
diistinme) keyfi ¢ikarsama yapabiliriz. Zihin Okuma Adindan da anlasilacagi gibi,
baskalarinin ne diisiindiigiinii bildigimizi veya baskalarinin davraniglarinin ardindaki
mantig1 bildigimizi varsayarak sonuca atlayabiliriz. Bu ¢ok yaygin bir diigiinme
tarzidir. Ornegin, birisiyle konusuyorsunuz ve konusma sirasinda saatine bakiyor.
Belki de “kesinlikle sikici bir insan oldugumu diisiiniiyor” veya “burada benimle
olmak istemiyor” diye diislinliyorsunuz. Bu sonuca, kisinin yakinda 6nemli bir telefon
goriismesi beklemesi gibi tiim kanitlara yakindan bakmadan varirsaniz, nasil
hissedeceginizi diisiiniiyorsunuz? Daha mutlu mu yoksa daha sikintitli m
hissedersiniz? Ornegin, birisi sizden bir grup insana konusma yapmaniz1 istediginde,
“konusmaya basladigimda ne sdylemem gerektigini unutacagim, kafam karisacak ve
korkung olacak™ gibi diisiinceler zihninize gelebilir. Gegmiste bir¢ok basarili sunum
yapmis olmaniza ragmen buna inanabilirsiniz. Bu gibi diislincelere inandiginizda nasil

hissedersiniz?

Kisisellestirme: Kisisellestirme, kismen sorumlu oldugunuz veya hi¢ sorumlu
olmadiginiz durumlarda yanlis giden veya yanlis gidebilecek her sey icin kendinizi
suclamay1 igerir. Cocugunuz bir sinavda diisiik bir not aldi ve onu daha fazla pratik
yapmaya yonlendirmediginiz ic¢in kendinizi suglayabilirsiniz. Farkina varmadan,
disaridaki  olumsuz  olaylar1  yaptigimiz veya yapmadigimiz bir seyle
iligkilendirebilirsiniz. Bir seyi kisisellestirdiginizde, diger onemli dis faktorleri goz
ard1 ederek ortaya ¢ikan sonuglar i¢in kendinizi sorumlu tutarsiniz. Sonug olarak,
sorumlulugun kismen sizde oldugu veya hicbir sorumlulugunuzun olmadigi
durumlarda bile yanlis giden veya yanlis gidebilecek her sey i¢in kendinizi
suclayabilirsiniz.

Felaketlestirme: Felaketlestirme, durumlar1 orantisiz bir sekilde yorumladigimizda
meydana gelir ve gergekte sorun kiiciik olmasina ragmen olani korkung, berbat, dehset
verici ve rezil olarak gorebiliriz. “Gogsiimde bir agri var. Kalp krizi gegiriyor

olabilirim”, “Bu sinavdan 90 alamadim, ya siifta kalirsam”, bir yakiniyla fikir ayrilig
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yasayan kisinin “ya beni eskisi gibi sevmezse artik?” Tiim bu 6rnekler, kisinin durumu
korkung, berbat, irkiitiici veya dehset verici olarak degerlendirdigi bu yararsiz

diisiinme tarzinin (felaketlestirmenin) 6ziinii yansitmaktadir.

Ya Hep Ya Hi¢ Tarz1 Diisiinmek: Bu diisiinme tarzi olaylara sadece tek tarafli
bakmayi igerir. Yanlis ya da dogru, iyi ya da kotii, vb. Aralarda gri tonlar1 yoktur.
Ornegin, tiim derslerden A (ya da 5) alamayan ve bu nedenle kendilerini basarisiz
bulan 6grencileri diisiiniin. Belki siz de daha 6nce kendinize benzer bir sey soylediniz:
“Annem/kardesim ve ben her zaman ayni fikirde degiliz, o zaman kétii bir ilisgkimiz
var” veya “yaptigim iste en iyisi degilsem, degersizim demektir” gibi. Biz buna ya
hep ya hi¢ tarz1 diisiinme ya da siyah beyaz diisiinme diyoruz c¢iinkii sadece iki ucu
gérme egilimindesiniz. Bu diisiince tarzinda hakli ya da haksizsiniz, iyi ya da

kotiisiiniiz; aralar, grinin tonlar1 ve orta zemin yoktur.

Meli-mali: Bazen “yapmaliyim” veya “yapmaya mecburum” diyerek kendinize ve
baskalarina mantiksiz talepler veya baskilar uygulayabilirsiniz. Bu ifadeler her zaman
yararsiz olmasa da (0rn. “kavga etmemeliyim ve yalan sOylememeliyim”), bazen
gercekei olmayan beklentiler olusturmaktadir. Ornegin "ise zamaninda gitmeliyim"
diye diisiinmek her zaman yararsiz degildir. Ancak bu gereklilik veya zorunluluk
ifadelerini kendinize ulasilamaz hedefler koymak veya asir1 baski uygulamak i¢in
kullandiginizda yararsiz hale gelir. “Yaptigim seyi daima dogru yapmaliyim”, “esime
asla kizmamaliyim” veya “her zaman ¢ok giizel yemekler pisirmeliyim” diyebiliriz.

Birisinin bu tiir ifadeleri tekrar tekrar dillendirdikten sonra nasil hissedecegini

diistinliyorsunuz? Muhtemelen, kendilerini suglu veya hayal kirikligina ugramis

hissedeceklerdir.

Asir1 Genelleme: Bir durumu asir1 genelledigimizde, gegmisten veya gliniimiizden bir
ornek aliriz ve bunu mevcut veya gelecekteki tiim durumlara uygulariz. “O her
zaman...” ya da “herkes...” ya da “ben asla...” dersek, muhtemelen asir1 genelleme
yapiyoruzdur. “Benim i¢in asla romantik bir sey yapmiyorsun”, “her zaman ekmegi
benim almam gerekiyor”, “herkes benim iistiime geliyor” veya “her gece cocuklar

ortalig1 dagittyor” gibi climleler sdylemis ve duymus olabilirsiniz.
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Etiketleme: Belirli durumlardaki davraniglara bakarak genel agiklamalar yaparsak
kendimizi ve bagkalarini etiketlemis oluruz. Bu etiketle tutarli olmayan birgok 6rnek
olmasia ragmen bu etiketi kullanabiliriz. Masadan bir sey diisiirdiigiiniizde veya
bulasiklar1 yikarken bir bardak kirdiginizda “ben ¢ok aptalim!” diye diistinebilirsiniz.
Kendimiz veya baskalar1 hakkinda, belirli durumlarda tek bir davranistan yola ¢ikarak

genel aciklamalar yaptigimizda, etiketlemis oluruz.

Duygusal Cikarsama: Bu diisiinme tarzi, sizin durumunuza ya da kendinize
bakisiniz1 hislerinize dayandirmayi igerir. Ornegin, kotii bir seyin olacagina dair tek
kant, kotii bir seyin olacagini hissediyor olmanmizdir. Ornegin, sokakta yiiriiyorsunuz
ve “endiseli hissediyorum, tehlikeli bir seyin olacagini biliyorum” veya “cok depresif
hissediyorum, burasi ¢alismak i¢in en kotii yer olmali” diye diistinliyor olabilirsiniz.
Sanki kendimize, ger¢ek kanitin ne olabilecegine bakmak yerine “hissediyorum, bu
yiizden Oyle” diyoruz. Tehlikeli bir seyin olabilecegini veya ¢alismak i¢in en kotii yer
oldugunu gosteren baska bir kanit olmayabilir. Sahip oldugunuz tek kanit nasil

hissettiginizdir.

Biiyiitme veya Kiiciiltme: Bu diisiinme tarzinda, diger insanlarin olumlu niteliklerini
biiylitiir, kendi olumlu niteliklerinizi en aza indirirsiniz. Sanki kendi olumlu
ozelliklerinizi veya basarilarinizi 6nemli degilmis gibi aciklarsimiz. Cogu zaman,
insanlarin diirbiiniin her iki ucundan da diinyaya bakmas1 gibi, diger insanlarin olumlu
niteliklerini  biytittiigiiniiz (biiyiitme) ve kendi niteliklerinizi kiigilttiigliniiz
(kiigtiltme) anlamina gelir. Basar1 i¢in kendi niteliklerinizi yok saymanin olumsuz
etkileri vardir. Kendi hayatinizda veya baskalarinin hayatinda “bu sefer sansim yaver
gitti” veya “bunu sOylemek istemediler, sadece kibar olmaya calistilar” dedigini
duymus olabileceginiz zamanlar diisiiniin. Bu sekilde olumlu deneyimlerin 6nemini

azaltabilir ve hatta olumsuz deneyimlere doniistiirebilirsiniz.

Ya olursa: Kisinin siirekli kendisine ya olursa sorusunu sormasi ve verdigi cevaplarla
tatmin olmamasi. “Ya simavdan kalirsam”, “ya araba kaza yaparsa”, “ya ila¢ yan etki
yaparsa” vb.

Tiim bu konustuklarimizdan nasil bir sonug ¢ikarabiliriz? Zihnimize gelen otomatik
diisiinceler hakkinda ne soyleyebiliriz? Ozetle, zihnimize gelen otomatik

diisiincelerimiz, hatal1 olabilir ve gercegi yansitmayabilir. Biz de o gelen diisiinceleri
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daha somut gercekci bir sekilde inceleyip, gercege en uygun alternatif diigiinceyi
bularak duygu-davranis-diisiince dongiisiinde degisiklik yaratmak istiyoruz.

Bunu nasil yaptigimiza birlikte bakalim.

Gegen hafta oliimle ilgili zihninizde ilk beliren diislinceler ve kaygilandiginizda
aklinizdan gecen seyleri not etmistiniz, onlart sirasiyla yazalim (Ekran paylasimi

yapilip diisiinceler beyaz tahtada listelenir).

Simdi doldurdugunuz tablodaki diisiinceleri nasil inceledigimiz lizerine ¢alisalim.

Bu olumsuz otomatik diisiincelere daha gergege uygun alternatif diisiinceler olarak
yeniden bir de dini kaynaklardaki bilgilerden yararlanabiliyoruz. Nasil yapacagimiza
birlikte bakalim. (Kanit inceleme teknigi kullanilarak diisiince incelenir.)

Dini inanglarimiz, 6liimle ilgili duygularimizi ve diisiincelerimizi etkileyebilir. Ciinkii
dini inanglar, 6liimiin anlamini, sonrasindaki siireci ve bu siire¢teki roliimiizii nasil

gordiigiimiizi etkileyebilir. Birlikte bazi ayetleri inceleyelim.

Table B.1. Oliim ve Oliimden Sonraki Yasam ile iliskili Ayetler

Ele Ahnan Konu Iigili Ayetler
Onlar, kesinlikle Rablerine kavusacaklarini ve O'na déneceklerini diisiinen
ve bunu kabullenen kimselerdir (Bakara: 46).

iman Stiphesiz iman edenler; Yahudilerden, Hristiyanlardan ve sabiilerden de
Allah'a ve ahiret giiniine inanip salih amel isleyenler i¢in Rableri katinda
miikafatlar vardir. Onlar i¢in herhangi bir korku yoktur onlar iziintii
¢ekmeyeceklerdir (Bakara: 62).

Ahirete hazirhk Ey iman edenler! Riikil edin; secdeye kapanin, Rabbinize ibadet edin; hayir
isleyin ki kurtulusa eresiniz (Hac: 77).

Abhirette insan Ik tattiklar1 6liim diginda, orada artik 6liim tatmazlar. Ve Allah onlari

oliimsiizdiir cehennem azabindan korumustur (siirekli hayata kavusmuslardir) (Duhdn:
56)

Geceleyin sizi dldiiren (61diiriir gibi uyutan), giindiiziin de ne islediginizi
bilen; sonra belirlenmis ecel tamamlansin diye gilindiiziin sizi dirilten
(uyandiran) O'dur. Sonra doniiglinliz yine O'nadir. Sonunda O,
Ecel yaptiklarinizi size haber verecektir. (En'am: 60)

Her iimmetin bir eceli vardir. Ecelleri gelince ne bir an geri kalirlar ne de
bir an ileri gidebilirler (A4 'rdf: 34).
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Table B.1. (cont.)

Oliim

Her canli 6liimii tadacaktir. Ve ancak kiyamet giinii yaptiklarmizin karsilig
size tastamam verilecektir. Kim cehennemden uzaklastirilip cennete
konursa o, gercekten kurtulusa ermistir. Bu diinya hayati ise aldatma
metamndan baska bir sey degildir (4/-i Imrdn: 185)

Her canli, 6liimii tadar. Bir deneme olarak sizi hayirla da serle de imtihan
ederiz. Ve siz, ancak bize dondiiriileceksiniz (Enbiyad: 35)

(Restliim!) De ki: Eger olimden veya oOldiiriilmekten kagiyorsaniz,
kagmanin size asla faydasi olmaz! (Eceliniz gelmemis ise) o takdirde de
yasatilacaginiz siire ¢ok degildir (4hzab: 16)

Oliim ve hayat
imtihan icin
verilmistir

O ki, hanginizin daha giizel davranacagini sinamak i¢in 6limi ve hayati
yaratmistir. O, mutlak galiptir, cok bagislayicidir (Miilk: 2)

Oliimden sonra
tekrar dirilmek

De ki: Yeryiiziinde gezip dolasin da Allah ilk bastan nasil yaratmig bir
bakin. Iste Allah bundan sonra (ayn1 sekilde) ahiret hayatin1 da yaratacaktir.
Gergekten Allah her seye kadirdir (Ankebiit: 20)

Kendilerine ilim ve iman verilenler soyle derler: Andolsun ki siz, Allah'in
yazisinda (hiikmedildigi gibi) yeniden dirilme giiniine kadar kaldmiz. Iste
bugiin yeniden dirilme giiniidiir; fakat siz onu tanimiyordunuz (Rim: 56)

Uhrevi miikafat

Iman edip de giizel davranislarda bulunanlar (bilmelidirler ki) biz, giizel
isler yapanlarin ecrini zayi etmeyiz (Kehf: 30)

Iste onlara, alt taraflarindan 1rmaklar akan Adn cennetleri vardir. Onlar Adn
cennetlerinde tahtlar iizerine kurularak orada altin Dbileziklerle
bezenecekler; ince ve kalin dibadan yesil elbiseler giyecekler. Ne giizel
karsilik ve ne giizel kalma yeri! (Kehf: 31).

Ancak tevbe eden, iman eden ve iyi davranista bulunan kimseler harigtir.
Bunlar, higbir haksizliga ugratilmaksizin cennete, ¢ok merhametli olan
Allah'in, kullarina giryaben vadettigi Adn cennetlerine girecekler. Siiphesiz
O'nun vadi yerini bulacaktir (Meryem: 60).

Ey ayetlerimize inanan ve miisliman olan kullarim! Bugiin size korku
yoktur. Sizler tizillmeyeceksiniz de (Zuhruf: 68).

Stiphesiz (kotiiliikklerden) korunanlar Rablerinin kendilerine verdikleriyle
sevinerek cennetlerde ve nimet igindedirler. (Zira) Rableri onlar1, cehennem
azabindan korumustur (7ur: 17).

[k olarak, bu ayetler 151¢1inda Sliimle ilgili diisiincelere yeniden bakacak olursak ne

sOyleyebiliriz?

Sizce, ahiret inanciniz dliimle ilgili kaygilarimizi nasil etkiliyor?

Hatalarinizin bagiglanabilecegini diisiindiigliniizde, bu diislince sizi nasil rahatlatiyor?

Ahiret, Allah ile kavugma ani olarak diisiiniildiigiinde, bu size nasil hissettirir?
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Allah’mm  rahmetine odaklandiginizda, o6lim korkunuzda nasil bir degisim
hissediyorsunuz?

Bu farkindalig1 giinliik yasaminiza nasil entegre edebilirsiniz?

6)Ev ddevinin verilmesi:
Bugiin ele aldigimiz ayetleri, 6liimle ilgili olumsuz diisiincelerinizi daha gercekgi bir
sekilde yeniden degerlendirmede kullanacagiz. Oturumda yaptigimiz gibi diger 2
diisiincenize formdaki adimlar1 takip ederek meydan okumanizi bekliyorum. Bunu
yaparken konustugumuz ayetleri temel alarak, olumsuz diisiincelerinize karsi alternatif

diisiinceler gelistirebilirsiniz.
7)Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini

paylasmak isteyen var mi1? Sizce bugiin hangi konular1 ele almak faydali oldu?

Haftaya goriismek dilegiyle
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MODUL 2 UYGULAMASI

Table B.2. Dini Kaynaklardan Yararlanarak Alternatif Diisiince Gelistirme Basamaklari

1.Adim 2.Adim 3.Adim 4.Adim 5.Adim 6.Adim 7.Adim 8.Adim 9.Adim

Olay / islevsiz Duyumlar islevsiz islevsiz diisiinceyi | Alternatif, | Sonuc Otomatik Ahirete iman

Tetikleyici Diisiinceler Duygular — diisiinceyi desteklemeyen daha Duyguyu diisiincem baglaminda

(oran 0 — | destekleyen | kamitlar gercekei tekrar dogruysa diisiincenin
Bilissel 100%) kanitlar vedengeli | puanlayin yeniden ele
Hatalar Fiziksel diisiince alinmasi
duyumlar

I1k olarak, Simdi, bu olay | Bu diisiinceyi | Bu Bu diisiincenin dogru Bu Alternatif | Eger otomatik Otomatik

sizin i¢in ya da diistindiigiiniiz | diisiincenin olmayabilecegini noktada, diistinceyi | diisiincem dogruysa | diisiincenizi

zorlayic1 bir | tetikleyici de hangi dogru gosteren hangi alternatif benimsedi | olabilecek en kotii ahirete iman,

durumu ya sirasinda duygulari olduguna kanitlariniz var? bir kten sonra, | sonug¢ ne? En iyi tovbe ve

da akliniza gelen | hissettiniz? dair hangi diisiince baslangicta | sey ne? En gercekeci | tevekkiil

tetikleyiciyi | diisiinceleri Duygularinizi | kanitlariniz gelistirin. hissettigini | sey ne? Bu sonugla | baglaminda

diistiniin. yazin. Sizi n siddetini 0 var? Bu yeni z bag edebilir miyim? | ele

Olayin tam rahatsiz eden | ile 100 diislince, duygularin | Bu durumda ne alindiginizda

olarak ne ve kaygi arasinda bir daha siddetini yapabilirim? Bu ne gibi farklar

oldugunu, ne | uyandiran oranda gergekei ve | tekrar durum ortaya

zaman diislinceler belirtin. dengeleyic | degerlendir | 6nemsedigim bir cikmaktadir?

gerceklestigi | nedir? Bu duygular i olmall. in. Hangi arkadasimin bagina

ni, nerede viicudunuzda duygular gelseydi, otomatik

bulundugun | Bu diisiince nasil bir etki kald1? diistincesi ile ilgili

uzu ve herhangi bir yaratt1? Hangi ona ne sdylerdim?

kimlerle biligsel hataya | fiziksel

birlikte benziyor mu? | belirtileri fark

oldugunuzu ettiniz?

belirtin.
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Table B.2. (cont.)

Evde
yalnizken,
telefonum

cald1 ve
sevdigim
birinin
saglik
durumunun
kotiilestigi
haberini
aldim

Sevdiklerim
Olirse  buna
dayanamam

Felaketlestirm
e

Duygusal
Cikarsama

Usziintii (%85)

Mide bulantisi,
ellerde titreme,
bas agrisi, hizli
kalp atist

-Babam
vefat
ettiginde
kayipla basa
¢ikmak c¢ok
zor oldu, o
kadar biiylik
bir act
yagadim ki.
- Babam
vefat
ettiginde
sanki her sey
anlamini
yitirmis gibi
hissetmigtim
-Cevremdeki
bazi insanlar,
sevdiklerini
kaybettikten
sonra derin
bir ac1 ve
bosluk
yasadilar.

-Daha  Once  smav
doneminde de ¢ok
zorlanmigtim ama basa
¢ikabilmistim,
zorluklarla bas edebilen
bir sistemim var.
-Babamin vefatiyla
ilgili Uziintim zaman
icinde  degisti, onu
halen ¢ok  seviyor
ozlityorum ancak
gilinlik yasantima 1ilk
gilinkiine kiyasla daha
iyi devam
edebiliyorum.
Arkadaglarimla
goriigiiyor, ise gidiyor,
gliliyorum. Bu da
geemis kayiplarla basa
cikabildigimi ve bunu
yapabilme kapasitem
oldugunu gosterir.
-Birgok kisi sevdigini

kaybettikten sonra
iyilesiyor, zamanla
kaybin acis1 azaliyor ve
hayatlarina devam
edebiliyorlar.
-Psikolojik

aragtirmalar, kayiptan
sonra insanlarin yas

Babami
kaybetmek
biiyiik  bir
ac1 verdi,
ancak
zamanla bu
actyla basa
¢ikmay1
6grendim
ve
yasamima
devam
edebildim.
Psikolojik
arastirmala
r da
kayiplarda
n sonra
insanlarin
yas
stirecini
gegirerek
duygusal
iyilesmeye
basladiklar
mi
gostermekt
edir.

Uziintii
(%30)
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Table B.2. (cont.)

stireci yagadigmi ve bu
stirecin zamanla
iyilesmeye yol agtigini
gostermektedir.

-Yas siireci, bireylerin
acilarin1  atlatmalarina
ve tekrar islevsel bir
sekilde hayatlarina

devam etmelerine
olanak tanir.

-Bilimsel olarak
insanlar, duygusal

zorluklarla basa g¢ikma
kapasitesine sahiptir.

-Kayip yasayan
kisilerin, sosyal destek
gruplarina veya
terapilere katilarak

iyilesebilecegi  birgok
bilimsel  arastirmada
vurgulanmistir.  Ailem,
arkadaslarim ve destek
aldigim  kisiler, bu
stirecte yardimet
olabilir.

Not. Bilissel Davranis¢1 Terapiler Dernegi tarafindan hazirlanmis “Diisiince Inceleme Formu” 7 siitunlu materyalden esinlenerek hazirlanmistir.
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MODUL 3

TEVEKKUL VE AHIRET iNANCI BAGLAMINDA BELIRSIiZLiGE
TAHAMMULSUZLUK VE TOVBE KAVRAMI

Modiiliin Amaci:
e Onceki oturumun zetlenmesi, ev 6devinin gdézden gegirilmesi, giindemin
belirlenmesi
o Belirsizlige tahammiilsiizliigiin ele alinmasi
o Oliimiin kaginilmaz olduguna dair kabuliin gelistirilmesi
o Tevekkiil kavraminin (Allah’a giivenip O’na teslim olma) anksiyete tizerindeki
etkileri lizerine konusulmasi

e Tovbe kavraminin 6liim kaygisiyla iliskisinin degerlendirilmesi

Modiiliin Uygulanmasi:
1) Duygusal ve Davramigsal Takip:
Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?

2) Onceki Seans ile Baglanti:
Gecen haftaki oturumumuzla ilgili neler hatirliyorsunuz?
Otomatik diisiincenin ve biligsel hatalarin neler oldugunu 6grendik. Olay anindan
zihnimizden gecen ilk diislincelerimiz her zaman gergege uygun olmayabilir, olaylari
hatal1 abartilmis algilamamiza sebep olabilir. Daha fazla bilgi edinip, kanit
topladigimizda olaylara atfettiimiz anlamlar yani diisiincelerimiz degisebilir. Ilk

diisiince stratejimiz olan kanit incelemeyi uyguladik.

3) Ev Odevini Degerlendirme:
Oliimle ilgili olumsuz diisiincelerinize formdaki 7 soruyu sorarak meydan okumaniz
ve konustugumuz ayetleri temel alarak alternatif diistinceler olusturmaniz gerekiyordu.
Bu siire¢ nasil gecti?
Zorluk yasadiginiz ya da dikkat ¢eken bir sey oldu mu?
Alternatif diigiinceler gelistirme kism1 nasildi?

Hangi diisiinceleri daha kolay doniistiirebildiniz?
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Hangi durumlarda zorlandiniz?

Bugiin fark ettiginiz herhangi bir degisiklik var mi1?

4) Giindem Belirleme:
Bugiinkii oturumda endise ve belirsizlik iizerine ¢alisacagiz. Amacimiz, dliimle ilgili
diistincelerinizi daha iyi anlamak, bu diislincelerin sizde nasil kaygi yarattigin1 fark
etmek ve bu kaygiy1 azaltmak icin bazi yontemler gelistirmek. Bunu yaparken de

Ozellikle ahiret inanci, tevekkiil ve tovbe gibi kavramlara da deginecegiz.

5) Giindemin Ele Alimisi:

[k seansimizda tehlike mesajinin beyne iletilmesiyle otomatik bir sekilde aktive olan
savunma sistemimizden bahsetmistik.

Iste kayg1, bedensel belirtilerle birlikte, daha derin bir duygusal ve fizyolojik tepkimiz
iken; endise zihinsel bir ugrastir, zihindeki bir diisiince veya tahmindir, kotii bir sey
olacagina dair diisiinceler silsilesidir. Ancak koti bir sey olacagina
inanmakla/dlistinmekle kotii bir seyin gercekten olmasi birbiriyle ilgisizdir.
Endiselenmenin yani zihnimizde senaryo kurmanin iizerine diisiiniip durma halini
inceleyelim. Daire sakinleri 6rnegini verilir (Prof. Dr. Hakan Tiirk¢apar tarafindan

verilen Bilissel Davranig¢i Terapi dersi kapsaminda sunulmus bir metafordur.)

Soru su, bu dort daire sakininden hangisinin evine hirsiz girme olasilig1 daha diisiiktiir?
Cevap lgciincii ve dordiincii daire sakini ayni

Peki sizce liglincii ve dordiincii arasinda ¢ok biiyiik bir fark var midir?
Cevap yoktur

Peki o kiiclik fark i¢in dordiinciiniin 6dedigi bedel nasildir?

Cok yiiksek, zaman, maddi, duygusal olarak da tiikeniyor.

Peki daire 1 ile daire 2 arasinda olasilik agisindan bir fark var m1?
Cevap yok

Peki daire 1’in durumu mu daha iyi daire ikinin durumumu daha iyi?
Daire ikinin durumu daha 1yi.

Neden, ¢iinkii en azindan daire ikinin kafas1 rahat.

Durumu en kétii olan daire 1 neden?

Hem siirekli bir endiseli bir hali var hem de hi¢ 6nlemi yok.
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Ya da bir sinav 6grencisi diisiinelim tiim y1l boyunca sinavi kazanip kazanamayacagi
ile ilgili endiselensin, her masaya oturdugunda ya smmavi kazanamazsam
diisiinceleriyle mesgul olsun. Smav giinii geldiginde OSYM tiim y1l emek verdin seni
direk gecirelim demez, sorulara verdigi yanitlara yani somut davraniglara bakar

O zaman soyle diyebilir miyiz?

Hayatta kotii seyler olur ama bunlarin olup olmamasinin bizim bunlar1 diisiiniip
diistinmememizle ilgisi yoktur. Yani, endise duymak degil 6nlem almak, davraniglar
bizi korur.

Onlemlerimizi de daha gercege uygun planlamamiz gerekmektedir.

Belki hi¢ olmayacak seyleri diisiinerek zaman ve enerji harcamamamiz gerekir.

Peki ya ilizerinde kontroliimiiziin az ya da hi¢c olmadigi meselelerle 1ilgili
endiselenmenin nasil bir iglevi vardir. (Beyaz tahta acilir, tahtanin tam ortasina

belirsizlik, 6lim yazilir)

Belirsizlik gilindelik yasamin her yerinde karsimiza ¢ikar ve aslinda hayatin dogal bir
parcasidir. Ancak bazilarimizin belirsizlik karsisinda zorlanmasi daha fazladir.
Belirsizlige tahammiilsiizliik, kisinin belirsiz durumlara karsi yiiksek diizeyde
rahatsizlik duymasi ve bu durumlara dayanmakta zorlanmasi olarak tanimlanabilir.
Ornegin, yarmn hava nasil olacak tam olarak bilemeyiz; tahminler yapsak da bu
tahminlerin gerceklesecegine dair kesin bir garantimiz yoktur. Ise giderken trafikte bir
gecikme olup olmayacagini ongoremesek de bu belirsizlik iginde hareket ederiz.
Saglikla ilgili de benzer bir durum s6z konusudur: Sabah uyandigimizda kendimizi iyi
hissedecegimizi iimit ederiz, ama bunun kesin bir garantisi yoktur. Ikili iliskilerde de
karsimizdaki kisinin sdylediklerimizi tam olarak nasil algilayacagini bilemeyiz, ancak
yine de iletisim kurmay siirdiiriiriiz. Bu tiir belirsizlikler, yasamin her alaninda yer alir

ve ¢ogu zaman farkinda bile olmadan bunlarla basa cikariz.

Benzer sekilde, kendi oliimiimiiz ya da sevdiklerimizin 6limii de bu hayatta
belirsizdir. Hi¢cbirimiz ne zaman ya da nasil 6lecegimizi bilemeyiz.

Bu belirsizligi diisiindiigiiniizde hangi duygular1 deneyimliyorsunuz?

Sizce oliimiin ne zaman ve nasil gergeklesecegini kontrol etmek miimkiin mii?

Herhangi bir ¢abayla bu bilgiyi edinebilir miyiz?
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O zaman o6liim i¢in ne zaman, nasil ve nerede gerceklesecegi bizim kontroliimiizde
olmayan bir sey diyebilir miyiz?

Bu sizin i¢in ne anlam ifade ediyor?

Peki sizce bu belirsizlik herkes i¢in ayn1t m1?

Ne zaman 0Olecegine dair kesin bir bilgi herhangi birine diger kisilerden daha fazla
verilmig olabilir mi?

Yoksa bu belirsizlik hepimiz i¢in esit mi?

Eger esit ise diger insanlarin da bu belirsizlikle yasadigini diisiinlince sizce onlar nasil

basa ¢ikiyor olabilir?

Belirsizlik, 6zellikle 6liim gibi biiyiik ve kacinilmaz bir konuda, insanlarin hayatinda
onemli bir yer tutar. Ancak herkes bu belirsizlikle basa ¢ikmak i¢in farkli yollar bulur.
Bu belirsizlik karsisinda bizim yaptigimiz sey endiselenmek, diisiiniip durmak bu
ifadeler kagidin sol tarafina yazilir. Peki sizce insanlar bu belirsizligi daha az zorlayici
hale getirmek icin ne yapiyorlar? (Kimileri bu durumu diisiinmemek icin kendini
mesgul eder; yogun bir calisma temposu ya da hobilerle zihnini bu diislincelerden
uzaklastirir. Kimileri inang sistemlerine yonelerek 6liimden sonra ne olacagina dair bir
anlam gelistirmeye calisir. Bazilar1 ise bu gergegi kabullenip, her an1 dolu dolu

yasamaya odaklanir).

Onlarin basa ¢ikma yontemlerini diisiindiigiiniizde, size ilham veren bir sey var m1?
Ornegin, belirsizlikle miicadelede size yakin gelen bir yontem ya da diisiindiigiiniizde

denemeye deger bir yaklasim olabilir mi?

Oliimiin belirsizligiyle miicadele etmek yerine, bunu hayatimiza anlam katacak bir
sekilde nasil kullanabilirsiniz? Mesela, bu belirsizlik size su anki yasaminizla ilgili
neyi hatirlatiyor olabilir?

Oliimiin belirsizligi bana su an neyin kiymetli oldugunu gosteriyor?

Kontrol edemedigim bu gercege karsilik, yasamim i¢inde kontrol edebilecegim seyler
neler?

Enerjimi, dikkatimi suan da kontrol edebildigim seylere vermek nasil olurdu? Ornegin
cocugum oOldiiglinde bununla bas edip edemeyecegimle ilgili suan da bir sey
yapamiyorum, ama c¢ocugumla ilgili suanda ne yapabilirim? Ya da duygusal

dayanikliligim i¢in suan da nasil bir yatirim yapabilirim?
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Simdi ahirete iman ve tevekkiil baglaminda bazi ayetler paylasmak istiyorum.
Bu ayetler 1s181nda 6liimiin belirsizligini nasil yeniden ¢ercevelendirebiliriz?
Sizce bu ayetlerin verdigi mesaj, oliimle ilgili belirsizlik ve kaygi karsisinda nasil bir

bakis acis1 gelistirmemize yardimei olabilir?

Table B.3. Ahirete Iman, Tevekkiil ve Tovbe ile liskili Ayetler

Ilgili Konu | Ayetler/Hadisler
Ahirete Onlar, kesinlikle Rablerine kavusacaklarini ve O'na doneceklerini diisiinen
Iman ve bunu kabullenen kimselerdir (Bakara. 46).

Siiphesiz iman edenler; yahudilerden, hiristiyanlardan ve sabiilerden de
Allah'a ve ahiret giiniine inanip salih amel isleyenler icin Rableri katinda
miikafatlar vardir. Onlar i¢in herhangi bir korku yoktur onlar tiziintii
cekmeyeceklerdir (Bakara: 62).

Allah'a giiven. Vekil olarak Allah yeter (Ahzab, 3).

Mii'minler ancak o kimselerdir ki; Allah anildig1 zaman kalpleri iirperir.
Onun ayetleri kendilerine okundugu zaman (bu) onlarin imanlarini artirir.
Onlar sadece Rablerine tevekkiil ederler (Enfal: 2).

Goklerin ve yerin gaybini bilmek Allah'a mahsustur. Biitiin isler ona
dondiiriiliir. Oyle ise ona kulluk et ve ona tevekkiil et. Rabbin
yaptiklarinizdan habersiz degildir (Had: 123).

Allah'a tevekkiil et, vekil olarak Allah yeter (Ahzab: 3)

Tevekkil Ebu Hureyre (r.a.)'tan rivayet edildigine gore Peygamber (s.a.) soyle
vekkil . . .
buyurmaktadir: "Cennete girecek birtakim topluluklar var ki; onlarin
kalpleri (tevekkiil ve Allah'a glivenme hususunda) kuslarin kalpleri

gibidir." (Miislim, Cennet 27 (2840).

Ebu imare Bera b. Azib (r.a.)'tan rivayet edildigine gore Resulullah (s.a.)
sOyle buyurmaktadir: "Ey filanca kisi! Yatagina girdiginde: Allahim!
Kendimi sana teslim ettim, yiiziimii sana ¢evirdim, isimi sana 1smarladim,
isimde sana giivendim, rizani isteyerek, azabindan korkarak sirtimi sana
dayadim, sana sigindim, sana karsi yine senden baska siginak yoktur.
Indirdigin kitaba ve génderdigin peygambere inandim. Eger bu duay1 yapip
yattigin gece Oliirsen iman iizere Oliirsiin, 6lmez de sabaha ¢ikarsan hayra
kavusursun) diye dua et." (Buhari, Vudu 75, Deavat 6, 7, 9, Miislim, Zikr
57-58 (2710).
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Table B.3. (cont.)

Tovbe

Resulullah (s.a.)'in hizmetgisi olan Ebu Hamza Enes b. Malik el-Ensari
(r.a.)'dan rivayet edildigine gore Resulullah (s.a.) soyle buyurmaktadir:
"Kulunun tévbe etmesinden dolay1 Allah'in duydugu memnuniyet sizden
birinin 1ss1z bir ¢dlde kaybettigi devesini buldugu zamanki sevincinden
daha ¢oktur." (Buhari, Deavét 4; Miislim Tevbe 8 (2747).

Misa Abdullah b. Kays el-Es'ari (r.a.)'dan rivayet edildigine gore
Peygamber (s.a.) soyle buyurmaktadir: "Dogrusu Allah, giindiiziin giinah
isleyenin tevbesini kabul etmek icin gece leyin elini acar. Geceleyin gilinah
isleyenin tevbesini kabul etmek i¢in de giindiiziin elini acar. Bu durum, ta
giines battig1 yerden doguncaya kadar devam eder." (Miislim, Tevbe 31
(2759).

Ebu Abdurrahman Abdullah b. Omer ibni'l-Hattab (r.a.)'dan rivayet
edildigine gore Resulullah (s.a.) sOyle buyurmaktadir: "Yiice Allah,
kulunun, can bogaza gelmeden dnce ettigi tovbeyi kabul eder." (Tirmizi,
Deavat 99 (3537).

Seddad b. Evs (r.a.)'tan rivayet edildigine gére Peygamber (s.a.) soyle
buyurmaktadir: ”1stigfér1n en Ustiini, kulun; "Allahumme ente rabbi, 1a
ilahe illa ente, halak Iteni ve ene abduke, ve ene ald ahdike ve va'dike
mesteta'tu. Elizu bike min serri ma sana'tu, ebliu leke bi-ni'metike aleyye,
ve ebliu bi-zenbi, fe'gfir li fe-innehl 14 yagfiru'z-zuntibe illa ente"
(Allahim! Sen benim Rabbimsin. Kulluga layik senden baska higbir ilah
yoktur. Beni Sen yarattin. Ben Senin kulunum. Ezelde Sana verdigim
soziimde ve vaadimde hald giiciim yettigince durmaktayim. Isledigim
kusurlarin serrinden Sana siginirim. Bana lutfettigin nimetleri yiice
huzurunda minnetle anar, glinahim itiraf ederim. Beni affet; siiphe yok ki
giinahlar1 Senden bagka affedecek yoktur) diye dua etmesidir." Buna gore
her kim, bu "seyyidu'l-istigfar" duasini (sevabina ve faziletine biitiin
kalbiyle) inanarak giindiiz okur da o giin aksam olmadan Oliirse
cennetliklerden olur. Yine her kim, (sevabina ve faziletine goniilden)
inanarak gece okur da sabah olmadan 6liirse cennetliklerden olur." (Buhari,
Deavat 2, 16.)

Enes b. Malik (r.a.)'tan rivayet edilmistir:

"Resulullah (s.a.)'i s0yle buyururken igittim:

Yiice Allah s6yle buyurdu: Ey Ademoglu! Sen bana dua ettigin ve benden
affim umdugun siirece, isledigin giinahlar ne kadar ¢ok olursa olsun,
onlarin biiyiikliigiine bakmadan seni bagiglarim.

Ey Ademoglu! Giinahlarm gékyiiziinii kaplayacak kadar ok olsa, sonra da
benden affin1 dilesen, seni affederim.

Ey Ademoglu! Sen yeryiiziinii dolduracak kadar giinahla karsima gelsen;
fa- kat bana hi¢bir seyi ortak kosmamais olsan, siiphesiz ben de seni yeryiizii
dolusu bagisla karsilarim." (Tirmizi, Deavat 99 (3540))

Oliimii yasamin dogal bir parcasi olarak kabul etmek miimkiin mii?
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Eger 0liim, ahiret inancina goére bir gecis olarak goriilseydi, 6liimiin anlami nasil
degisirdi?
Ahirete inanan biri olarak, 6liimiin ardindan ne olacagina dair inanciniz size nasil bir

rahatlama veya giiven verebilir?

Oliimii, bir son degil de bir yenilenme ya da baska bir yasamin baslangic1 olarak kabul
etmek sizi nasil etkilerdi? Ahiret inanci, 6liimiin belirsizligini daha kolay kabul
etmenize yardimci olabilir mi?

Ahiretteki yasamin sorumlulugu, oliimi kabullenmek ve hayati degerlerinizle

yasamak i¢in size nasil bir perspektif sunar?

6)Ev 6devinin verilmesi:
Oniimiizdeki haftaya kadar belirlediginiz bir giin ve saatte (herkesten bu zamam
netlestirmesi ve telefonlarma hatirlatma koymalari istenir), ahiret ve 6liim {izerine
olumlu mesajlar iceren dini bir metni okumanizi ve bu metin {izerine diisiinmenizi
istiyorum.
Metni secerken bugiinkii oturumda ele aldigimiz ayet veya hadislerden de
faydalanabilirsiniz, ya da dilediginiz herhangi bir bagka metin de olabilir.
Metni belirledikten sonra size verdigim formdaki adimlari takip etmenizi rica
ediyorum.
Okudugunuz metinlerde sizin i¢in 6ne ¢ikan, rahatlatict ya da anlamli buldugunuz bir
kismi1 not alin.
Ayrica, bu metinleri okuyup formu doldurdugunuzda, 6liimle ilgili diislinceleriniz ve
duygularinizda nasil bir degisim fark ettiginizi gozlemleyin.

Bir sonraki seansimizda bu deneyimlerinizi ve formu birlikte ele alacagiz.
7)Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini

paylasmak isteyen var m1? Sizce bugiin hangi konular ele almak faydali oldu?

Haftaya goriismek dilegiyle.
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MODUL 3 UYGULMASI

Table B.4. Ahiret Inanc1 Baglaminda Belirsizligin Yeniden Ele Alinmasi

1. Ahiret ve kaderle ilgili bir Kur’an ayeti ya da hadis secin: Belirsizlikle basa
¢ikmanizi kolaylastirabilecek, ahiret inancini hatirlatan bir ayet, hadis ya da pasaj
belirleyin. (Asagida yer alan metinlerden de yararlanabilirsiniz.)

2. Rahat bir pozisyon alin: Kendinizi fiziksel olarak rahat hissettiginiz bir
pozisyon bulun. Rahat nefes alabilmek i¢in gogsiiniizii agik tutun ve yavasga nefes
alip vererek zihninizi sakinlestirin.

3. Ayeti veya hadisi yavasca ve anlamim hissederek okuyun: Sectiginiz metni
agir agir okuyun. Kelimeleri anlamaya, ahirete olan inancinizin bu diinyadaki
belirsizliklere nasil bir perspektif getirdigini diisiinmeye odaklanin.

4. Hayatimza yansitin: Okudugunuz metni kendi hayatinizla iliskilendirin.
Belirsizlikler karsisinda yasadiginiz zorluklar ahiret inanciniz baglaminda nasil
anlam kazaniyor? Su sorular1 kendinize sorabilirsiniz:

Bu belirsizlik beni ahiret i¢in nasil hazirliyor olabilir?

Belirsiz bir durumun i¢inde ahirete inancim bana nasil bir giiven saglayabilir?

Bu durumun Allah’in planinin bir pargast oldugunu kabul etmek nasil bir rahatlama
getirebilir?

5. Sessizlik icinde yeniden okuyun: Sectiginiz metni bir kez daha okuyarak,
kelimelerin i¢indeki derin anlamlar1 ve Allah’a giiven duygusunu hissetmeye
odaklanin.

6. Diisiincelerinizi yazin: Belirsizlikler ve ahiret inancinizla ilgili olarak bu
tefekkiirin size ne hissettirdigini yazin. Allah’a olan giiveninizin ve ahiret
inanciizin bu belirsizliklerle bas etme kapasitenizi nasil artirabilecegine dair
diistincelerinizi not edin.

7. Harekete gecmeyi degerlendirin: Belirsizliklere karsi ahiret inancinizi
hayatiniza daha fazla nasil yansitabilirsiniz? Ornegin, bir durum karsisinda "Bu da
gecer" diyerek kendinizi teskin etmek, diizenli olarak dua ederek Allah’a olan
teslimiyetinizi pekistirmek ya da ahiret i¢in hayirli bir adim atmaya odaklanmak
gibi davraniglar1 hayata ge¢irebilirsiniz.

8. Sessizlik ile sonlandirin: Tefekkiiriin sonunda birka¢ dakikanizi sessiz bir
sekilde gegirin. Allah’in kontrolii altinda olan bu diinyadaki belirsizlikleri ahiret
perspektifiyle kabul etmenin getirdigi huzuru hissedin.

(Pearce vd. (2015)’1n Tefekkiir Yonergeleri calismasindan esinlenerek hazirlanmistir.
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MODUL 4

KACINMA VE GUVENLIK DAVRANISLARININ INCELENMESI,
MARUZIYET PLANLAMASI

Modiiliin Amacz:
e Oliim kaygisim artiran ve siirmesini saglayan kontrol etme, kaginma ve
gilivence arama gibi davraniglar1 incelemek.
o Bu davranislarin kaygi lizerindeki etkilerini anlamak.
o Kaygiyr daha saglikli bir sekilde yonetmek igin alternatif basa ¢ikma yollar
gelistirmek.
e Maruziyetin rasyonelini anlamak.

o Kaygi hiyerarsisi olusturmak

Modiiliin Uygulanmasi:
1) Duygusal ve Davramigsal Takip:
Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?

2) Onceki Seans ile Baglanti:

Gecen haftaki oturumumuzla ilgili neler hatirliyorsunuz?

3) Ev Odevini Degerlendirme:
Odev ile baslayalim.
Odevi yapmak sizin igin nasil bir deneyim oldu?
Okudugunuz metin sizi nasil etkiledi?
Metinde sizin i¢in anlamli veya rahatlatici bir boliim var miydi?

Bu boliim oliimle ilgili diislince ve duygularinizi nasil etkiledi?

4) Giindem Belirleme:
Bugilinkli oturumumuzda, o©liim kaygisin1 artiran ve siirmesini saglayan bazi
davraniglarimizi inceleyecegiz.
Bu davraniglar, 6liimle ilgili kontrol etme, kaginma ya da siirekli giivence arama

olabilir.
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Bu davranislarin kaygiy1 nasil etkiledigini anlamaya c¢alisacagiz ve kaygiy1 daha iyi

yonetmek icin alternatif yollar gelistirecegiz.

5) Giindemin Ele Alinisi:
[k oturumumuzda, otonom sinir sistemimizin nasil ¢alistigin1 ve tehlike aninda bizi
korumak i¢in devreye girdigini konusmustuk, hatirliyorsunuz degil mi?
Savas ya da kag¢ tepkisinin, hayatta kalmamiz acisindan ne kadar Onemli bir
mekanizma oldugunu vurgulamistik. Simdi, 6liim kaygis1 gibi tehdit algisiyla bu
sistemin sizin giinliik hayatinizda nasil isledigini birlikte inceleyelim. Bir diisiiniin,
olumle ilgili kaygilandiginizda viicudunuzda neler hissediyorsunuz?
Kalp atislariniz hizlantyor mu, nefes almak zorlagiyor mu, ellerinizde titreme oluyor
mu?
Bu tepkilerin, o algiladiginiz tehlikeye verdigimiz dogal yanitlar oldugunu biliyoruz.
Gelin, bu tepkilerin sizin tizerinizdeki etkilerini daha yakindan anlamaya ¢aligalim.
Peki, bir soru, tehlikenin aslinda gercek olmadigini, bu yalnizca zihninizdeki bir
diisiince oldugu halde bu tepkilerin ortaya ¢iktigini fark ettiginizde, viicudunuz da bu
sistemin yavaslamasina izin verebilir mi?
Simdi soyle bir sey oldugunu hayal etmenizi istiyorum.
Evde oturuyordunuz gayet sakin bir giindii.
Birden kapi cald1 ve igeri eli silahli adamlar girdi.
Hayatta en ¢ok sevdiginiz kisi ya da kisiler kim?
Diyelim ki o kisileri rehin aldilar kafalarina da silah1 dayadilar ve dediler ki.
Soyleyecegimizi yapacaksin yoksa onlari 6ldiiriiriiz, ne yaparsiniz?
Dediklerini yaparsiniz?
Ve dediler ki haydi bakalim atla arabaya sizi mezarliga gotiirdiiklerini hayal edin.
Hig¢ beklemediginiz bir anda, kendinizi mezarlikta buluyorsunuz.
O anda kalbinizin hizla ¢arptigini, tiim hayatinizin goézlerinizin 6niinden gectigini
hayal edin.
Simdi, sevdiklerinizi kurtarmanin tek yolunun mezarlikta birka¢ saat yalniz kalmak
oldugunu sdyleseler, sevdiklerinize bir zarar gelmeyecegini sdyliiyorlar, kamera ile
sizi izleyecekler.
Mezarlikta gecirmeniz gereken saat tamamlaninca evinize gidebileceksiniz, ne

yaparsimiz?
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Ben mezarlikta kalamam, mezarlik bana 6liimii hatirlatiyor korkuyorum der misiniz,
yoksa sevdikleriniz i¢in birka¢ saat mezarlikta kalmay1 kabul eder misiniz? (Prof- Dr.
Aslthan Donmez davranmis deneyleri egitimi kapsaminda sunulmugs bir metafordur.)

Simdi su zaman su da anksiyete diizeyi olsun.

Anksiyete

» Zaman
>

Bu durumda anksiyeteniz ne olurdu?

Muhtemelen 100'e kadar ¢ikar, degil mi?

Peki, bu yogun anksiyete ne zamana kadar boyle devam ederdi sizce?

Mezarlikta  kaldiginiz ~ siire  boyunca anksiyetenizin nasil  degisecegini
diisiiniiyorsunuz?

Siirekli ayn1 yogunlukta mi kalir, yoksa bir siire sonra azalir m1?

Anksivete

100

Faman

Su anki diisiincenize gore, anksiyete 100'e ¢ikacak ve orada sabit kalacak.
Ama benim 0ngdriim biraz farkli; diyorum ki, evet, basta anksiyeteniz 100°e kadar
yiikselebilir, ancak zamanla, siz orada mezarlikta kalmaya devam etseniz bile, bu

anksiyete kendi kendine azalacak.

Anlsivete

100

Faman

Neden bdyle bir hipotez kurdum sizce?

Evet belli bir siire sonra parasempatik sistem devreye giriyor.
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Peki siz anksiyetenin kendiliginden diismesini hi¢ deneyimlediniz mi?
Hayir deneyimlemediniz, deneyimlememe sebebiniz ne olabilir?
Evet giivenlik ve kaginma davraniglar1 anksiyeteyi azaltir.

Parasempatik sistemin otomatik devreye girmesini deneyimlemememize sebep olur.

Anksivete

Faman

Bugiine kadar baktiginizda grafik boyleydi, degil mi?

Yani oliimle ilgili kaygilarimizi siirekli olarak bir sekilde yatistirmaya calistiniz,
kacinarak ya da giivenlik davranislariyla rahatlama saglamaya ¢alistiniz.

Ama biitiin durumu degerlendirince, 6liim kayginizin giderek arttigini sdyleyebilir
miyiz?

[k baslarda bu kadar yogun diisiincelerle karsilasmiyordunuz, kayginiz bu kadar
siddetli ve stirekli degildi, degil mi?

Zamanla, 6liim kaygimiz giderek artti, daha fazla alana yayildi, dogru mu?

Yani 6liim kayginiz giderek biiyilidii ve daha ¢ok alani kapsadi (Soru cevap seklinde,
sokratik ilerlenir).

Iste kaginma ve giivenlik davranislari, kisilerin kaygi ve korku gibi olumsuz
duygulardan korunmaya ¢alisirken sergiledikleri davraniglardir. Bu tiir davranislar,
genellikle kaygiy1 gegici olarak hafifletmeye yardimer olabilir, ancak uzun vadede bu
davraniglar sorunun devam etmesine veya kotiilesmesine yol acabilir.

Ozetle, giivenlik ve kaginma davranislar1 kisa vadede bir rahatlama saglasa bile uzun
vadede sorunun hayatimizda artmasina yayilmasina sebep olur diyebilir miyiz?
Simdiye kadar sdylediklerimde bir sorunuz var m1?

Simdi biz bilim insanlar1 olsak, elimizde 2 hipotez var.

Birinci hipoteze gore anksiyete sonsuza kadar stirer.

Bir diger hipotez de diyor ki hayir anksiyete belli bir siire devam eder daha sonra
giivenlik ve kaginma davranigi yapmasak bile kendiliginden azalir.

Hangi hipotezin dogru oldugunu test etmemiz i¢in ne yapmamiz lazim?

Test etmemiz lazim.
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Sizin bugiine kadar buldugunuz yontem suydu (daniganin hipotez grafigini gosterip)
kisa vadede kaygiy1 azaltip rahatlamak ama uzun vadede sikintinin artmasi, benim
onerdigim simdi yeni denemenizi isteyecegim yontem su olacak kisa vadede sikinti
uzun vadede rahatlama.

Hangisi daha mantikli geliyor size?

Simdi sunu diisiiniin:

Bir korku filmini ilk kez izlediginizde ne kadar korktugunuzu hatirlayin.

Her ses, her an sizi tedirgin ediyordu, degil mi?

Ama ayni filmi ikinci, liglincii kez izlediginizde, bir siire sonra korkulariniz azalir.
Ciinkii artik ne olacagini biliyorsunuz ne zaman ne olacagini tahmin edebiliyorsunuz.
Filmdeki korkutucu anlar sizi eskisi kadar etkilemiyor.

Bu, bir tiir aligma siireci, degil mi?

Ayni sekilde kaygiyla ilgili de benzer bir sey oluyor.

Ik basta, 6liim kaygis1 gibi bir korkuyla karsilastiginizda ¢ok yogun bir duygu
hissedebilirsiniz.

Ancak, o korkuyla yiizlestikce, lizerine gittikce, kaygi seviyeniz azalir.

Bu, sizin kaygiy1 "alisarak”" yonetmeye baglamanizi saglar.

[k denemede kayginiz biraz daha yiiksek olabilir, ancak her seferinde bu kaygiy1 daha
rahat hissedecek ve daha iyi basa ¢ikabileceksiniz.

Yani, tipki korku filmini defalarca izlediginizde korkunuzun azalmas: gibi, kayginizi
da tekrarlayarak azaltabiliriz.

Biz bu deneye maruziyet diyoruz.

Bu haftadan itibaren sizinle bir maruziyet plani hazirlayacagiz.

Maruziyet, sizi rahatsiz eden diisiincelere, duygulara veya bedensel tepkilere bilingli
ve kontrollii bir sekilde yaklagsmay1 ve zamanla bu durumlarla daha rahat basa ¢ikmay1
ogrenmeyi hedefleyen bir yontemdir.

Amag, bu rahatsizlik verici deneyimlerden kacinmak yerine, onlara kademeli olarak
alisarak hayatinizi istediginiz gibi yonlendirebilmenizi saglamaktir.

Simdi, maruziyetin zihinsel olarak ne anlama geldigini en azindan su an igin
anladiginiz1 diigtintiyorum, degil mi?

Su ana kadar konustuklarimizi birka¢ ciimle ile kendi anladigimiz sekilde 6zetler
misiniz?

Peki maruziyeti nasil yapacagiz.

Merak etmeyin bir anda en ¢ok kacindiginiz seyi deneyimlemeyeceksiniz.
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Bir hiyerarsi olusturacagiz.

Bu, daha az kaygi yaratan durumlarla baslayip, zamanla daha fazla kaygi uyandiran
durumlara dogru ilerleyecegimiz bir siire¢ olacak.

Ik basta, kaygiy1 fazla tetiklemeyen bir durumla yiizlesmek, size kaygi karsisinda
nasil adim atacaginizi gosterecek.

Bu asamali yiizlesmeler sayesinde, kaygili diisiincelerle basa ¢ikma konusunda
alisacak ve kaygi seviyeniz zamanla azalacak.

Bunu yaparak, kaygi uyandiran durumlara kars1 daha az duyarli hale geleceksiniz.

Bu sekilde, kayginizla basa ¢ikabilme becerilerinizi gelistirecek ve bu tiir durumlarla
daha etkili bir sekilde basa ¢ikabileceksiniz.

Size kendinizin ya da sevdiklerinizin Olimiinii hatirlatan hangi durumlardan
kaginiyorsunuz?

Ornegin 6liim icerikli filmler ya da videolar izlemek, mezarliga gitmek vs.

Simdi 6limle ilgili diislindiigiiniizde, en ¢ok hangi diisiinceler ya da senaryolar sizi
kaygilandirtyor?

Bunlardan hangisi en ¢ok korkutuyor?

Hangi diisiinceler size daha az kayg1 veriyor?

Kayginizi 0 ile 100 arasinda bir 6lgekle degerlendirirseniz, en korkutucu diisiince ne
kadar yiiksek bir kaygi yaratir?

Eger bu diislinceleri bir siralama yapacak olsaniz, hangi diisiince ya da senaryo sizi
daha az kaygilandirir, hangisi daha fazla?

0 ne olurdu, 30, 40, 50, 70, 100 diizey kayg1 ne olurdu?

Somut durumlar1 not edelim.

Kaygi yaratan durumlarin siralanmasi formu {izerine not edebiliriz.

6)Ev ddevinin verilmesi:
Bu hafta yapacagimiz sey su olacak. Size 30 diizeyinde kaygi yaratan ve siklikla
ka¢indiginiz duruma deney yapacagiz. Deneyde test edecegimiz hipotezlerimiz
Hipotez 1: Anksiyete sonsuza kadar siirer, yani kaygi duygusu devam eder ve
azalmaz.

Hipotez 2: Anksiyete, belli bir siire devam eder ve sonra kendiliginden azalir.

Bu durumu 6rnegin sela dinlemek, gazetede 6liim ilanlarin1 okumak, 6liim ve kayip

ile ilgili edebi metinler okumak, 6liim temal: televizyon ve film programlarini izlemek,
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vasiyet yazma, cenaze diizenlemeleri planlama ve aile iiyelerine talimatlar birakma,
aile tiyeleri veya arkadaglarin mezarini ziyaret etme gibi herhangi bir giivenlik ya da
kaginma davranis1 uygulamadan, eger uygularsak test etmek istedigimiz hipotezi test
edememis oluruz, 30 dakika boyunca bu hafta 3 ayr1 kez maruz kalacaksiniz.

Her seferinde kaygi diizeyini 0-100 arasinda puanlayarak, form {izerindeki uygun yere

not edecegiz.
7)Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini

paylasmak isteyen var mi1? Sizce bugiin hangi konulari ele almak faydali oldu?

Haftaya goriismek dilegiyle.
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MODUL 4 UYGULAMASI

Table B.5. Kayg1 Yaratan Durumlarin Siralanmasi

Sana kayg1 veren tiim durumlar1 asagiya yaz, ardindan bu durumlari sana en fazla kaygi veren olandan
en az kaygi verene dogru siralayarak asagidaki tabloya ekle. Her bir durumu, sana ne kadar kaygi
verdigini 0 (hi¢ kayg1 yok) ile 100 (maksimum kaygi1) arasinda puanlayarak belirt.

Durum Normalde Su an ki Deneyin Deneyin ikinci | Deneyin
Kag¢inma Kayg1 Birinci Giinii | Giinii ~ Kaygi | Uciincii  Giinii
Evet- Hayir Diizeyi Kaygi Diizeyi | Diizeyi Kaygi Diizeyi

0 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

10 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

20 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

30 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

40 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

50 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

60 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

70 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

80 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

90 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk

100 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
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Bu hafta yapacagimiz sey su olacak. Size 30-50 diizeyinde kayg1 yaratan ve siklikla
kacindiginiz duruma deney yapacagiz. Deneyde test edecegimiz hipotezlerimiz
Hipotez 1: Anksiyete sonsuza kadar siirer, yani kaygi duygusu devam eder ve
azalmaz.

Hipotez 2: Anksiyete, belli bir siire devam eder ve sonra kendiliginden azalir.

Bu durumu 6rnegin sela dinlemek, gazetede 6liim ilanlarin1 okumak, 6liim ve kayip
ile ilgili edebi metinler okumak, 6liim temali televizyon ve film programlarini izlemek,
vasiyet yazma, cenaze diizenlemeleri planlama ve aile iiyelerine talimatlar birakma,
aile tiyeleri veya arkadaglarin mezarini ziyaret etme gibi herhangi bir giivenlik ya da
kacinma davranisi uygulamadan, eger uygularsak test etmek istedigimiz hipotezi test
edememis oluruz, 30 dakika boyunca bu hafta 3 ayr1 kez maruz kalacaksiniz.

Her seferinde kaygi diizeyini 0-100 arasinda puanlayarak, form tizerindeki uygun yere
not edecegiz.

(Biligsel Davranis¢1 Terapiler Dernegi tarafindan hazirlanmis “Korku Hiyerarsisi”

materyalinden esinlenerek hazirlanmistir.)

MODUL 5

MARUZIYET

Modiiliin Amaci:
o Onceki oturumun &zetlenmesi, ev ddevinin gézden gegirilmesi, giindemin
belirlenmesi
e Seans i¢i maruziyet uygulamasi
e Maruziyet sirasinda kaygi seviyelerinin 0-100 arasinda puanlanarak izlenmesi
ve kayginin zaman i¢inde nasil degistiginin gdzlemlenmesi

o Korkulan senaryoyu ahirete iman baglaminda yeniden ele alinmasi

Modiiliin Uygulanmasi:
1) Duygusal ve Davramssal Takip:
Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?
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2)Onceki Seans ile Baglanti:

Gegen haftaki oturumumuzIla ilgili neler hatirliyorsunuz?

3) Ev Odevini Degerlendirme:
Bu hafta maruziyet yaptiktan sonra kaygi seviyenizde nasil bir degisim oldu?
Kayg1 ne kadar siireyle yiiksek kald1 ve sonra ne gozlemlediniz?
Baslangicta kaygi seviyesi beklediginizden farkli miydi, yoksa tahmin ettiginiz gibi
mi oldu?
Kayginin azaldigini hissettiginizde, bu nasil bir deneyim oldu?

30 diizeyindeki kayginiz i¢in su an ne sdylersiniz?

4)Giindem Belirleme:
Bu hafta odaklanacagimiz konu, 6liim kaygisi ile ilgili kaygi yaratan durumlara maruz

kalacak ve bu siire¢ boyunca kaygidaki degisimi gozlemleyecegiz.

Neden Oliim Korkusuyla Yiizlesmelisiniz?

Yillar gectikge hepimizin karsilastigi zorluklardan biri de oOliim gercegiyle
yiizlesmektir. Oliim konusundan kaginmak ¢ogu insan icin cogu zaman ise yartyor gibi
goriinebilir Ancak zaman zaman yogun stres ya da olim ve hastalikla ilgili zor
deneyimler nedeniyle olagan basa ¢ikma yollari tehlikeye girer. Insanlar kendilerini
stirekli olarak 6liim, hastalik, kaza, yaralanma ve zarar gérme korkulariyla mesgul
bulabilirler. Bu korkular sikinti yaratir, yasamdan alinan zevki ve memnuniyeti
siirlar, diger insanlarla iligkileri bozar, etkili bir sekilde ¢aligmaktan alikoyar ve
gereksiz enerji tliketir. Hastalik ve 6lim korkular1 diger bir¢ok korkudan farklidir.
Insanlarin  korktugu seylerin ¢ogunun gerceklesme olasihigi diisiiktiir. Ornegin
ucmaktan korkan insanlarin bir ucak kazasinda yaralanma veya 6lme olasiligi son
derece diistiktiir. Kopeklerden korkan insanlarin bir kopek tarafindan yaralanmasi pek
olas1 degildir. Buna karsilik, birgogumuz hayatimizin bir doneminde ciddi bir
hastalikla bas etmek zorunda kalacagiz ve hepimiz 6lecegiz. Yillar gectikce bize yakin
olan insanlarin hastalik ve dliimleriyle de ugragsmak zorunda kalacagiz. Bazi insanlar
6liim korkulariyla o kadar mesguldiir ki, bu korku dikkatlerinin ve enerjilerinin ¢ogunu
tilkketir. Yakinda Olmeyeceklerinden emin olmadiklart siirece hicbir seyden zevk
alamayacaklarim1  hissederler. Farkinda olmadan, wuzun yillar boyunca

gerceklesmeyecek bir sey icin endiselenerek yasamin degerli giinlerini tiiketirler.
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Mutlu bir sekilde gecirebilecekleri gilinleri mutsuz giinlere doniistiiriirler. Diger
insanlar oliim gercegini kabul edebilir, bu fikirle biraz barigabilir ve karsilarina
ciktiginda bu durumlarla basa ¢ikabileceklerine giivenebilirler. Tatmin edici ve mutlu
bir hayat yasama gérevine odaklanabilitler. Oliim korkusuyla basa ¢ikmanin en giiclii
yolu, ondan kaginmak yerine korkuyla yiizlesmektir. ilk bakista bu size tuhaf gelebilir.
Her an 6liimle mesgul oldugunuz i¢in sikintili oldugunuzu sdyleyebilirsiniz. Bununla
daha ne kadar yiizlesebilirsiniz? Bu kendinizi daha iyi hissetmenize nasil yardimei
olacak? Ancak oliimle mesgul olmak ile 6liimle yiizlesmek ve onu kabullenmek
arasmnda bir fark vardir. Oliim korkusu da dahil olmak iizere korkunun iistesinden
gelmenin en iyi yolunun korkulan durumla yiizlesmek oldugunu 6grendik. Genellikle
en iyisi korkuyla yavas yavas, her seferinde bir adim atarak yiizlesmektir (Furer vd.,
2007, s. 151-152).

Bugiin, dliimle ilgili kaygilarimiz {izerine bir teknik denemek istiyorum. Bu teknik,
hayal giliciimiizii kullanarak bu korkularla yiizlesmemizi ve onlari daha yakindan
tanimamizi saghiyor. Buna imajinatif (hayali) maruziyet diyoruz. Amag, O6lim
korkularin1 bir senaryo haline getirerek onlarla yiizlesmek ve bu siirecte kaygiy1
yonetebilmeyi 6grenmek. Bu senaryoyu canlandirirken, zihninizde olusan diisiinceler
ve hissettikleriniz tamamen normal. Ama bunu yaparak korkularinizin sizi ne kadar
etkiledigini ve bunlarla nasil basa ¢ikabileceginizi daha iyi anlayabiliriz. Bazilar1 bu
caligmada, senaryoyu canlandirmanin korkularmin gerceklesmesine neden olacagin
diistinebiliyor. Bu konuda endiseleriniz var m1?

Bu ¢ok anlagilir bir kaygi.

Ancak, bir seyi zihnimizde canlandirmak onun gerceklesecegi anlamina gelmez.
Yani oliimle ilgili en ¢ok korktugunuz senaryolar1 kesfedecegiz ve bu senaryolar
tizerinde ¢alisacagiz. Bu, korkularimizi ylizeye ¢ikararak onlarla basa ¢ikmamiza ve
kaygimin etkisini azaltmamiza yardimci olabilir. Amacimiz, bu senaryolarla tekrar
tekrar maruz kalarak kaygi diizeyini diisiirmek ve kaygimin zamanla azalmasini
saglamak olacaktir.

Gozlerinizi kapatin ve birkac derin nefes alin.

Nefesinize odaklanin; soguk havanin burnunuzdan girisini ve gogis kafesinizdeki
hareketini hissedin.

Nefesinize miidahale etmeden sadece izleyin.

Simdi de dliimle ilgili en korktugunuz senaryoyu zihninizde canlandirmaya baslaymn.

Oliimle ilgili en biiyiik korkunuz nedir?
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Kendi 6liimiinliz mii?

Oliim an1 m1 yoksa 6liimden dnceki ya da sonraki siire¢ mi sizi korkutuyor?
Sizi en ¢ok korkutan senaryoya odaklanin, zihninize birden fazla segenek gelirse
onlardan en korkutucu olani se¢in ve ona odaklanin.

Simdi sectiginiz o senaryoda biraz kalmaniz1 istiyorum.

Simdi bu senaryoyu detaylandirarak zihninizde canlandirin.

Nerede bulunuyorsunuz?

Acik bir alan m1, kapali bir alan m1?

Sanki bir film senaryosu ¢eker gibi o senaryonun tiim detaylarini dikkatlice zihninizde
canlandirin.

Bulundugunuz ortami1 hayal edin.

Bu senaryoda kimler var?

Tanidik birileri mi?

Yoksa yabanci kisiler mi?

Bu kisiler sizinle nasil bir etkilesim i¢inde?

Konusuyorlar mi, suskunlar mi1?

Konusuyorlarsa ne sdyliityorlar?

Fark edin.

Bu senaryoyu zihninizde daha netlestirdiginizde, bedensel duyumlarinizi fark edin.
Kalbiniz nasil atiyor?

Hizli m1, yavag mi1?

Ellerinizde bir titreme, ayaklarinizda bir agirlik var m1?

Midenizde ya da gogsiinlizde bir sikisma hissediyor musunuz?

Fark edin.

Duygularmnizi fark edin.

Korku, {iziintii, yalnmzlik, caresizlik gibi duygular hissediyor musunuz?
Hangi duygu daha baskin? Fark edin.

Bu senaryonun en korkutucu an1 nedir? O anda ne oluyor?

Ne diisiintiyorsunuz?

Ne yapmaya calistyorsunuz?

Tiim detaylariyla senaryoyu canlandirin.

Nefesinize yeniden odaklanarak kayginin seviyesini bir siire gdzlemleyin.
Kayginin en iist seviyede kaldig1 noktayi fark edin.

Simdi birkag¢ derin nefes alin.

157



Nefes alip vermenizi izleyin.
Ellerinizin veya ayaklarinizin zemine temasini hissedin.
Cevrenizdeki sesleri dinleyin.

Rahat bir nefes alarak gbzlerinizi agin.

Evet nasil bir deneyimdi, neler fark ettiniz? Kim neler sdylemek ister? Simdi herkesten
biraz dnceki deneyim sirasindaki kaygisini 0-100 arasinda puanlamasini istiyorum.
Simdi tekrardan ayni senaryoyu zihnimizde canlandiracagimiz bir uygulama

yapacagiz.

Gozlerinizi kapatin ve birkag derin nefes alin.

Nefesinize odaklanin; soguk havanin burnunuzdan girisini ve gogiis kafesinizdeki
hareketi hissedin.

Nefesinize miidahale etmeden sadece izleyin.

Simdi de 6liimle ilgili en korktugunuz biraz 6nceki senaryonuzu hatirlayin.

Ve tekrardan zihninizde canlandirin.

Nerede bulunuyorsunuz?

Acik bir alan m1, kapal1 bir alan m1?

Sanki bir film senaryosu ¢eker gibi o senaryonun tiim detaylarini dikkatlice zihninizde
canlandirin.

Bu senaryoda kimler var?

Tanidik birileri mi?

Yoksa yabanci kisiler mi?

Bu kisiler sizinle nasil bir etkilesim i¢inde?

Konusuyorlar mi, suskunlar mi1?

Konusuyorlarsa ne soyliiyorlar? Fark edin.

Bu senaryoyu zihninizde daha netlestirdiginizde, bedensel duyumlariniz1 fark edin.
Kalbiniz nasil atiyor? Hizli mi1, yavas mi1?

Ellerinizde bir titreme, ayaklarinizda bir agirlik var mi1?

Midenizde ya da gdgsiiniizde bir sikisma hissediyor musunuz? Fark edin.
Duygularimizi fark edin. Korku, {iziintii, yalnizlik, ¢aresizlik gibi duygular hissediyor
musunuz? Hangi duygu daha baskin? Fark edin.

Bu senaryonun en korkutucu an1 nedir? O anda ne oluyor?

Ne diistiniiyorsunuz?
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Ne yapmaya caligtyorsunuz?

Nefesinize yeniden odaklanarak kayginin seviyesini bir siire gézlemleyin.
Kayginin en iist seviyede kaldig1 noktay1 fark edin.

Simdi birka¢ derin nefes alin. Nefes alip vermenizi izleyin.

Ellerinizin veya ayaklarinizin zemine temasini hissedin.

Cevrenizdeki sesleri dinleyin. Rahat bir nefes alarak gozlerinizi agin.

Evet ikinci deneyiminiz nasildi?

Kim ne sdylemek ister?

Simdi herkesten ikinci deneyim sirasindaki kaygisini 0-100 arasinda puanlamasini
istiyorum.

Her iki puan arasinda bir farklilik var mi, varsa bunu nasil agiklariz?

Bu farklilik bize ne sdyliiyor olabilir?

(Vakit kalirsa bir tur daha yapilabilir, ya da senaryo yazma kismi seans iginde

yapilabilir)

Peki ahiret inanciniz baglaminda ve onceki oturumlarimizda konustugumuz ayetler
baglaminda senaryoyu tekrardan ele alacak olursak, neler farklilagir?
Bu senaryoya verdiginiz tepkiyi ya da hissettiginiz kaygiy1 nasil etkiler?

Oliimden sonra bir hayat oldugu inanci, senaryonuzu nasil etkiler?

5) Ev 6devinin verilmesi:
Bu hafta, oturum esnasindaki sectiginiz senaryo disindaki bagka bir senaryoyu sessiz
sakin oldugunuz bir anda oturumda yaptigimiz gibi canlandirmanizi istiyorum. Ancak
bu sefer gozleriniz acik olsun ve sanki bir senaryo metni hazirlar gibi zihninizde
canlandirdiklarimizi bir kagida yazmanizi istiyorum. Detayli bir sekilde yazmaya
calisin, sizi korkutan lizen detaylar1 agikg¢a ifade edin. Daha sonra yazdiginiz
senaryoyu hafta boyunca toplamda ii¢ kez sesli bir sekilde okuyun. Senaryoyu

okuduktan sonra her seferinde kaygi diizeyinizi (0-100) not edin.

6)Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerinizi
paylasmak isteyen var mi1? Bugiin hangi konular1 ele almak size faydali oldu?

Haftaya goriismek dilegiyle.
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MODUL 5 UYGULAMASI

MARUZIYET PLANLAMASI VE AHIRETE iIMAN BAGLAMINDA
KORKULAN SENARYONUN YENIDEN ELE ALINMASI

1. Admm: Korku hiyerarsinizden maruziyet i¢in bir senaryo seg¢in

2. Adim: Bu senaryonun size 0-100 arasinda ne kadar kaygi verdigini not edin.

3. Admm: Kagida sanki bir film sahnesini anlatir gibi, size korku veren senaryoyu
tiim ayrintilariyla yazin.

4. Admm: Yazdiklarmizi sakin bir sekilde, her bir climlede kalarak, sesli bir
sekilde okuyun.

5. Admm: Senaryonun size 0-100 arasinda ne kadar kaygi verdigini not edin.

6. Adim: Derin bir nefes alin, tekrar yazdiklarmizi sakin bir sekilde, her bir
ctimlede kalarak, sesli bir sekilde okuyun.

7. Admm: Senaryonun size 0-100 arasinda ne kadar kaygi verdigini not edin.

8. Adim: Derin bir nefes alin, tekrar yazdiklarinizi sakin bir sekilde, her bir
ctimlede kalarak, sesli bir sekilde okuyun.

9. Adim: Senaryonun size 0-100 arasinda ne kadar kaygi verdigini not edin.

10. Adim: Abhirete iman ediyor olmaniz, tevekkiil, tovbe, uhrevi miikafat
baglaminda senaryonunuz tekrar gozden gecirin ve neyi biliyor olmak neyi
hatirliyor olmanin size bu senaryo karsisinda yardimei olacagini bulun.

11. Adim: Kaygimiz 0-20’lere diisene kadar bu adimi farkl giinlerde tekrar edin.

MODUL 6
SUKUR, DEGERLER VE DEGER ODAKLI DAVRANISLAR
Modiiliin Amaci:
e Siikiir kavraminin tanitilmasi
e Degerlerin netlestirilmesi

o Deger odakli davranislarin planlanmasi

Modiiliin Uygulanmasi:

1) Duygusal ve Davramssal Takip:
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Bir dnceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?

2) Onceki Seans ile Baglant::

Gegen haftaki oturumumuzIla ilgili neler hatirliyorsunuz?

3) Ev Odevini Degerlendirme:
Gegen hafta, segtiginiz bir senaryoyu detayli bir sekilde yazip sesli okumanizi ve kaygi
diizeylerinizi not almanizi istemistim. Bu siire¢ sizin i¢in nasildi? Yazarken veya
okurken dikkatinizi ¢eken, sizi zorlayan ya da farkindalik yaratan bir sey oldu mu?
Kaygi1 diizeyinizde bir degisim fark ettiniz mi, 6rnegin her okuyusta azalma ya da artis

gibi bir oriintii gdzlemlediniz mi?

4) Giindem Belirleme:
Bugiinkii oturumda, ii¢ ana baslik iizerinde duracagiz. Oncelikle, 'siikiir' kavramini ele
alarak bu kavramin yasamimizdaki yerini ve anlamini birlikte kesfedecegiz. Daha
sonra, yagaminizda sizin i¢in 6nemli olan degerleri netlestirmek icin bir ¢aligma
yapacagiz. Son olarak, belirlediginiz bu degerlere yonelik olarak hayatta atabileceginiz

somut adimlari, yani deger odakli davraniglari nasil planlayabilecegimizi konusacagiz.

Stikiir, yapilan 1yilige kars1 s6z veya fiil ile yerine getirilen bir 6vgiidiir, her tiirlii
nimetin tek ve gergek sahibinin Allah oldugunun suuruna varmak ve bunu en derin
saygiyla ve usuliince ifade etmektir. Yapilan caligmalar siikretmenin, sagligimiz,
iligskilerimiz ve ruh halimiz iizerinde olumlu etkileri oldugunu gostermektedir. Siikriin

dini kaynaklardaki 6rneklerine kisacak bakacak olursak.

“Ebu Misa el-Es'ari (r.a.)tan rivayet edildigine gore Resulullah (s.a.) soyle
buyurmaktadir: "Bir kulun ¢ocugu 61diigii zaman Yiice Allah, meleklerine: 'Kulumun
¢ocugunun ruhunu mu kabzettiniz?' buyurur. Melekler: 'Evet' derler. Allah: 'Kulumun
gonliiniin meyvesini/cigerparesini mi kopardiniz?' buyurur. Melekler: 'Evet' derler
Allah: '(Bu durum karsisinda) kulum ne dedi?' buyurur. Melekler: 'Sana hamdetti ve
"inna lillahi ve inna ileyhi racitin" (Biz, Allah'tan geldik ve O'na donecegiz dedi' derler.
Bunun tizerine Allah: 'O halde kulum i¢in cennette bir ev yapin ve adin1 da 'hamd evi'

koyun' buyurur." (Tirmizi, Cenaiz 36 (1021).
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Enes bin Malik'ten rivayet olunduguna gore, O sdyle buyurmustur: Restlullah
(sallallahu aleyhi vesellem) sdyle buyurdu: "Dogrusu Yiice Allah, yemegi yiyip sonra
da bundan dolay1 Allah'a hamd eden suyu i¢ip de bundan dolay1 Allah'a hamd eden
kuldan hognut olur." (Miislim, Zikir 89(2734)).”

Siikdir, 6liim gergegiyle yiizlesmeye ve suandaki hayatimizi sekillendirmemize nasil
yardimei olabilir?

Stikiir, hayatin geciciligini, 6liimii kabulde bize nasil yardime1 olabilir?

Bir¢ok insan 6liim kaygist nedeniyle hayatin degerini kaybedebilir.

Siikretmek, bu kaygiy1 nasil etkileyebilir ve hayatimiza nasil daha derin bir anlam
katabilir?

Bu baglamda hayatiniza tekrar baktiginizda, su anda siikrettiginiz bir sey var mi?

Bu durum hakkinda hissettikleriniz neler?

Neden siikrediyorsunuz?

Bu durumun, hayatinizdaki diger seylerle nasil bir iliskisi var?

Eger bir zorlukla karsilasirsaniz, siikrii g6z onilinde bulundurarak nasil bir yaklagim
benimseyebilirsiniz?

Oliim kaygis1, yasamin gegiciligini fark ettigimizde daha belirgin hale gelir.

Ancak bu farkindalik, degerlerimize daha siki baglanmamiz ve hayatimizi daha
anlamli kilmamiz i¢in bir firsat da olabilir.

Degerler, hayatimizda neyin oOnemli oldugunu belirleyen, bizi motive eden ve
yonlendiren prensiplerdir.

Onlar, diinyayla, diger insanlarla ve kendimizle nasil bir iligski kurmak istedigimizi
belirler.

Degerler, nasil bir insan olmak istedigimizin ve hayatta ne i¢in miicadele etmek
istedigimizin oziidiir.

Degerler bir nevi, hayatimizda ne yapmak istedigimizin ve nasil davranmak
istedigimizin beyanlaridir.

Akap giden hayatin igerisinde bize rehberlik eden ve motive eden prensiplerdir.

Bu baglamda, olim kaygisiyla ylizlesmek bizi degerlerimize daha fazla
yonlendirebilir. Hayatin sinirli oldugunu bilmek, onun kiymetini anlamamiza yardimci

olabilir.

Diinyadan ayrilmaniza bir giin kalsa ne yapardiniz?
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Bu baglamda peygamber efendimizin “yarin kiyamet kopacagini bilseniz, yine de
elinizdeki son fidani dikiniz. (Buhari)” hadisini nasil anlamaliy1z?

Peygamberimiz, “Hi¢ 6lmeyecekmis gibi diinya i¢in ¢alig, yarin 6lecekmis gibi ahirete
hazirlan” buyurmustur. Bu da bizlere diinya ve ahireti birbirine karistirmamay1 ve her

ikisini dengede tutmay 6giitler.

Simdi bir durup diistinelim:

Kaygiyla miicadele ederken bugiin de bizim i¢in kiymetli olan neleri feda etmis
oluyoruz? Belki sevdiklerimizle gegirebilecegimiz anlamli anlari, belki de bizi mutlu
eden ve yasamimiza nese katan basit aktiviteleri... Oliim kaygisiyla ugrasirken, bazen
sadece 'basa ¢ikmaya' odaklaniyoruz ve bu siiregte degerlerimizle uyumlu olan
davraniglardan uzaklasiyoruz. Ancak kaygi her ne kadar zorlayici olsa da yasamin
anlamli yonlerine odaklanmak ve degerlerimize uygun sekilde hareket etmek

miumkindiir.

Simdi beraber bir uygulama yapalim.

Oniiniizdeki kagida bu sefer de olmak istediginiz kisi gibi yasadigimz bir dmrii
tariflemenizi istiyorum. Yillar gecti ve siz insan olarak tagimak istediginiz 6zellikler
dogrultusunda davranarak bu yillariniz1 gegirmis olsaniz bu 6zellikler neler olurdu. Bu
hayattan ne olursa memnun ayrilmis olacaksiniz. Ornegin, diger insanlar sizin nasil
biri oldugunuz, neyi temsil ettiginiz, onlarin hayatinda nasil bir yeriniz oldugu ve onlar
icin ne ifade ettiginiz hakkinda konusuyor olsalar ne sdylemelerini isterdiniz.

Hayatiniz1 nasil yasadiginizla ilgili neler duymak isterdiniz.

Simdi, Oniiniizdeki degerler listesinden size en anlamli gelen birkag¢ degeri se¢gmenizi
istiyorum. Bu degerler, sizin i¢in hayatin hangi alanlarinin 6nemli oldugunu gosterir.
Degerlerinizi belirledikten sonra, bu degerleri giinliik hayatiniza nasil daha fazla
entegre edebileceginizi konusacagiz. Ornegin, eger 'aile' bir degerse, bu hafta bir aile
tiyesiyle anlamli bir vakit gegirmek {izerine bir adim atabilirsiniz. Eger 'kisisel gelisim'
sizin i¢in Onemliyse, uzun zamandir yapmak istediginiz bir aktiviteye baslamay1

deneyebilirsiniz (Deger odakli adimlar1 belirleme formu kullanilir.)

Eger 6liim kaygisi sizin hayatinizi bu kadar etkilemeseydi, vaktinizi ve enerjinizi hangi

alanlara odaklamak isterdiniz?
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Ailenizle daha kaliteli zaman gecirmek, isinizde daha verimli olmak, sevdiklerinizle
keyifli anlar paylagsmak ya da bagska bir sey?

Simdiye kadarki oturumlarda hayatinizda belirli hatirlaticilar nedeniyle sik sik 6liim
korkusu yasadiginizi, bu korkuyla basa ¢ikmak i¢in bazi 6nlemler aldiginizi; bazen de
bazi durumlarda kaginmayi tercih ettiginizden bahsettik.

Oliimiin bizim kontroliimiiz disinda oldugunu kabul etsek bile, degerlerimize uygun
bir hayat yasayarak daha tatmin edici bir yasam siirmek miimkiin olabilir.

Sizce, degerlerinize uygun yasamak sizin i¢in ne anlama geliyor?

Yasadiginiz hayatin hakkini verebilmek dolu dolu yasamak i¢in ne yapmaniz gerek?
Hayatinizi nasil yasarsaniz, kendinizi daha huzurlu hissedersiniz?

Oliim korkusuyla degil de hayatmizi anlaml bir sekilde yasama istegiyle hareket
etseydiniz neler farkli olurdu?

Ahiret hayatinda nasil bir karsilik almay1 umut ediyorsunuz?

Bu karsilig1 alabilmek i¢in, bu diinyada ne tiir davraniglarda bulunmaniz gerektigini
diisiiniiyorsunuz?

Ahirette Allah'in raz1 oldugu bir kul olarak karsilanmak i¢in, bugiin yapabileceginiz
en kiigiik eylem ne olabilir?

Bu davranis, ahiret inancinizla ne kadar uyumlu olurdu?

Bugiinden baslayarak, Allah’in rizasin1 kazanmaya yonelik her giin yapabileceginiz
kiigiik bir sey ne olabilir?

Bu davranisi aligkanlik haline getirmek, ahiret hayatiniz i¢in nasil bir katki saglar?
Bu davranisi yapmanin, 6liim kayginiza etkisi ne olurdu?

Bu oturumda, kaygiyla miicadele ederken degerlerimize ve yasamin anlamina nasil
daha fazla baglanabilecegimizi ele aldik. Unutmayin, kaygilar ne kadar yogun olursa
olsun, degerleriniz size yon gosterebilir. Oniimiizdeki hafta, bu hafta atacaginiz kiigiik
adimlar1 ve deneyimlerinizi konusacagiz. Degerlerinize uygun adimlar atarak hem

bugliniiniizii hem de geleceginizi daha anlamli kilabilirsiniz

5)Ev 6devinin verilmesi:
Her giin, giinlin sonunda, {i¢ sey yazin: O giin i¢in siikrettiginiz ii¢ sey. Bu, kii¢iik ya
da biiyiik, anlaml1 ya da siradan olabilir. Ornegin, “Bugiin hava giizeldi, saglikliyim

ve ailemle vakit gecirdim, gibi. Bunu bir nevi siikiir giinliigii gibi diisiinebilirsiniz.

Belirlenen kisa vadeli deger odakli davranisi yerine getirmek.

164



6)Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini

paylasmak isteyen var mi1? Bugiin hangi konular1 ele almak size faydali oldu?

Haftaya goriismek dilegiyle.

MODUL 6 UYGULAMASI

1. Uygulama: Siikiir Giinliigii
Bir vakit belirleyin.
O vakti hatirlamak i¢in telefonunuza alarm kurabilirsiniz.
Alarm her ¢aldiginda o giin hayatinizda siikrettiginiz ii¢ seyi sayin.

Dilerseniz, her giin siikrettiginiz seylerini not ederek de siikiir giinliigii tutabilirsiniz.

2. Uygulama: Deger Odakh Davrams Planlama
Asagidaki deger alanlarindan birini belirleyin.

Ve belirlediginiz degeriniz i¢in tiim asamalar1 tamamlayin.

i.Asama: Uzerinde Calismay: Diisiindiigiim Deger Alanlarim (Degerler)
Ahiret hazirligina katkida bulunacak bir veya iki alan segin:
- Dini ve manevi hayat (namaz, orug, dua, zikir, Allah’a yakinlagma, tefekkiir, sabir
ve stikiir)
- Aile iliskileri (sicakkanli olmak, paylagsmak, hosgdriilii olmak)
- Sosyal iliskiler (paylasmak, katkida bulunma)
- Saghk (6zbakim, ding olmak, kiymet bilmek)
- Egitim ve Kkisisel gelisim (ilim 6grenme, dini bilgileri artirma)

- Cevre hassasiyeti (emanet bilinciyle ¢evreyi koruma)
Ornek: Manevi hayatimi ve aile iligkilerimi giiglendirmeye odaklanmak istiyorum.
Sectiginiz deger icin asagidaki adimlari tamamlayin

ORNEK

Deger: Sevgi dolu ve hosgoriilii bir es olmak istiyorum
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Degerlerinizi yasamamzdan sizi alikoyabilecek diisiince veya duygular: Kaygi,
ofke, ben ona sdylemeden 6nce onun bana beni sevdigini soylemesi gerektigiyle

ilgili diisiinceler.

Sizin i¢in bir degeri yasamanin anlami ve bunu gerceklestiremediginizde sizin
icin ne anlama geldigi hakkinda kisa bir paragraf yazimiz: Bu degerimi yasamak
esime daha ¢ok baglanmak anlamina gelir. Sicak olmazsam bunun ger¢eklesmesi zor
gibi goriinliyor. Bu degerimi yagsamamak esimle aramda mesafe oldugunu

hissetmeye devam etmek demek olacak...

ii.Asama: Atacagim Adimlarin Altinda Yatan Degerlerim

Secilen alanlar i¢in asagidaki kriterlere goére adimlar belirlenir:
- Somut: Eyleminizin ayrintilarini planlayin—nerede ve nasil hareket edeceksiniz,
kimler eyleme dahil olacak.
Ormnegin: "Daha fazla dua edecegim" yerine, "Her giin sabah namazindan sonra 15
dakika zikir yapacagim."
- Anlamhi: Adiminiz kat1 kurallar yerine degerleriniz tarafindan yonetiliyorsa, 6rnegin
insanlara yardimci olma veya acidan biraz olsun kurtulmaya calisma kisisel olarak
anlamlidir. Eger anlamdan veya bir amagtan yoksunsa, hedefinizin degerleriniz
kilavuzlugunda olup olmadigini tekrar kontrol edin.
Adim Allah rizasina uygun ve ahiret bilincine dayali m1? Ornegin: "Cocuklarima
zaman ayiracagim" yerine, "Her aksam ¢ocuklarimla oturup Peygamberimizin
ahlakiyla ilgili bir hadis okuyacagim."
- Uyarlanabilir: Adim giinliik hayata entegre edilebilir mi? Ornegin: "Komsularima
yardim edecegim" yerine, "Haftada bir ihtiyag¢ sahibi komsumun aligverisine destek
olacagim."
- Gergekgi: Saglik, finansal durum ve zaman agisindan uygulanabilir mi? Ornegin:
"Her giin bir ciiz Kuran okuyacagim" yerine, "Her giin 10 ayet meal ve tefsir
okuyacagim."

- Zaman Simirh: Ne zaman, hangi giin ve saatte yapilacak? Ornegin: "Yardim
edecegim" yerine, "Cuma giinii 6gle namazindan sonra ihtiyag sahibi aileye yardim

edecegim."
ili. Asama: Deger-Odakh Adimlarim

1. Oncelikli Adimim (24 saat i¢inde yapilabilecek kii¢iik, basit ve kolay bir sey):
- Bugiin yatmadan 6nce Allah’tan af dileyerek 10 dakika dua edecegim.
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2. Kisa Donemli Adim(lar) (Oniimiizdeki birkac giin ve haftada
yapilabilecekler):
- Her sabah namazdan sonra 15 dakika tefekkiir edecegim.

- Hafta sonu ailemle birlikte sohbet ederek kahvalt1 yapacagim.

3. Orta Vadeli Adim(lar) (Oniimiizdeki birkac hafta ve ayda yapilabilecekler):
- Ramazan ayinda ihtiyag sahibi bir aileye yardimda bulunacagim.

- Bir Islami kitab1 okuyup her hafta ailemle paylasacagim.

4. Uzun Vadeli Adim(lar) (Oniimiizdeki birkac ay ve yilda yapilabilecekler):

- Bu yi1l Kuran’1 bir kez bastan sona okuyacagim.

(Baglamsal Bilimler Dernegi tarafindan hazirlanmis “Deger Odakli Hedefleri

Belirleme” formu materyalinden esinlenerek hazirlanmstir.).

MODUL 7

NUKS ONLEME

Modiiliin Amaci:

e Onceki oturumun dzetlenmesi, oturum arasi ¢alismanin gézden gecirilmesi,

giindemin belirlenmesi
o Tedavi siirecindeki ilerlemelerin degerlendirilmesi
o Katilimecilarin anksiyetelerini nasil daha iyi yonettikleri tizerinde durulmasi

o Kazanilan becerilerin giinliik yasama entegre edilmesi i¢in oneriler

e Aci1 veren duygu ve disiincelere yer acarak deger odakli davraniglarin

surdirilmesi

o Katilimcilarin degerleri dogrultusunda deger odakli adimlar atmaya devam

etmeleri i¢in cesaretlendirilmesi

o Katilimecilarin grup siirecindeki deneyimlerini paylagsmalarini saglamak

Modiiliin Uygulanmasi:

1) Duygusal ve Davramssal Takip:

Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?
2)Onceki Seans ile Baglant::
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Gegen haftaki oturumumuzla ilgili neler hatirliyorsunuz?

3) Ev Odevini Degerlendirme:
Gegen hafta, iki 6dev planlamistik. Bir tanesi stikiir glinliigii tutacaktiniz. Bir digeri de
seans i¢inde belirledigimiz deger alaniniz i¢in ilk 24 saatlik ve ilk bir haftalik hedefleri
tamamlayacaktiniz. Nasil bir deneyimdi sizin i¢in, uygulamay1 yaparken dikkatinizi

ceken herhangi bir sey oldu mu?

4)Giindem Belirleme:

Bugiin son oturumdayiz. Bu oturumda, terapi boyunca neler 6grendiginizi gézden
gecirecegiz. Terapi siirecinde kazandigimiz becerileri gozden gegirecek ve bu
becerileri nasil siirdiirebileceginiz konusunda bir plan olusturacagiz. Amacimiz,
ogrendiginiz stratejiler ve becerilerle ilgili farkindaliginizi artirmak, bu becerilerin
hayatiniza nasil entegre edilebilecegini tartigmak ve gelecekte karsilasabileceginiz
zorluklarla basa ¢ikmak icin gii¢lii bir plan olusturmaniza yardimci olmaktir.
Oncelikle, her birimiz zaman zaman kaygilarla ve zorluklarla karsilastyoruz. Cogu
insan, 6lim kaygisiyla basa ¢ikmaya basladiginda 6nemli bir ilerleme kaydettikten
sonra bile zaman zaman belirtilerinin arttigin1 hissedebilir. Bu tiir gerilemeler, ilerleme
kaydettiginizi diisiindiigliniizde moral bozucu olabilir. Cabalarimizin bosa gittigini
hissedebilir ve basa ¢ikma stratejilerinize giliveninizi kaybedebilirsiniz. Ancak
unutmayin ki kaygi, hayatin dogal bir parcasidir ve bu tiir duygular, iyilesme siirecinin
bir pargasi olarak ortaya c¢ikabilir. Size sunu hatirlatmak isterim: Hastalik ve 6liim,
yasamin kag¢inilmaz bir parcasidir ve zaman i¢inde bu tiir zorluklarla sik sik
karsilagabiliriz. Dolayisiyla, hastalik veya oliim hakkinda kaygilanmak oldukga
normaldir. Bu noktada 6nemli olan, 6grendiginiz becerileri tekrar devreye sokarak
endiselerle basa ¢ikabilmenizdir.

Insanlar genellikle iyilesmenin hep artan bir ¢izgi olmasini bekler.

Iyilesme Grafizi

Faman
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Aslinda iyilesme, ara ara ¢esitli yasam olaylariyla (kayiplar, saglik sorunlari vs.) diisen

ama o diislis anlaryla etkili bir sekilde bas edip devam eden bir siiregtir.

Tyilesme Grafizi

Zaman

Bizim istemedigimiz seyir su sekildedir. Degilse bazen bir 6nceki gline gore daha
kaygili olmak, canimizin sikkin olmasi ve bdyle anlarda da daha 6nce 6grendigimiz

stratejileri kullanmamiz yeterlidir.

Tyilesme Grafigi

Zaman

Iste tam da iigiincii grafikteki gibi olmamast igin hayatimizda herhangi bir tetikleyici
oldugunda ne yaparsaniz o tetikleyiciye etkili bir yanit verirsiniz bunu simdi birlikte
planlayacagiz.

Potansiyel olarak sizi zorlayabilecek durumlari belirlemek ve bu durumlarla nasil basa
¢ikacagimizi planlamak olduk¢a dnemlidir.

Once stratejilerimizi hatirlayalim.

(Tim stratejiler beyaz tahtaya not edilir)

1-Seans: Otonom sinir sistemi, Duygu-Diislince-Davranis dongiisii, diisiince ve
davranigin degisebilecegi, duygunun da bu degisime bagli dolayli degisebilecegi,

Kaygi randevusu, 5-4-3-2-1 egzersizi
2-Seans: Otomatik diisiince: Olay aninda ilk aklimizdan gegen, zihnimizde hizla

beliren, genellikle farkinda olmadan olusan, kisa ve 6z diisiincelere otomatik diisiince

diyoruz.

169



Biligsel hatalar: Olaylar gercekte oldugundan daha olumsuz, kati veya ¢arpitilmis bir
sekilde yorumlamamiza neden olan diisiince bigimleridir.

Zihnimize gelen otomatik diisiincelerimiz, hatali olabilir ve gercegi yansitmayabilir.
Biz de o gelen diisiinceleri daha somut gergekei bir sekilde inceleyip, ger¢ege en uygun
alternatif diislinceyi bularak duygu-davranisg-diisiince dongiisiinde degisiklik yaratmak
istiyoruz. Bunu da kanit incelemeyle yapiyorduk.

Kanit Inceleme (Olay- Otomatik diisiince- Bilissel hatalar- Duygu/Duyum- Islevsiz
diisiinceyi destekleyen/desteklemeyen kanitlar, alternatif diisiince, eger otomatik
diisiincem dogruysa olabilecek en kotii sonug ne? En iyi sey ne? En gercekgi sey ne?
Bu sonugla bag edebilir miyim? Bu durumda ne yapabilirim? Bu durum 6nemsedigim
bir arkadasimin basina gelseydi, otomatik diisiincesi ile ilgili ona ne sdylerdim?
Ayetlerden bir ya da ikisini belirleyip bu cergevede otomatik diisiincenizi tekrar
incelediginizde ne sdyleyebilirsiniz, bu bilgileri kullanarak otomatik diislincenizi

yeniden revize etseniz ne olurdu?)

3. Seans: Ahirete iman ve tevekkiil baglaminda Oliimiin belirsizligi {izerine
konusmustuk. Kendimizin ya da sevdiklerimizin Oliimii tim insanlik igin ayni
derecede belirsiz bir durumdu. Ancak bu belirsizlik karsisinda bazilarinin daha iyi bag
ettigini soylemistik. Belirsizligi kabul etmek, her seyin kontroliiniin bizde olmadigina
dair bir kabul gelistirmenin 6neminden bahsetmistik. Enerjimizi belirsizligi kontrol
etmek i¢in degil de yasamda kontrol edebileceklerimize ayirmamizin daha islevsel
oldugunu konusmustuk. Daire tipleri {izerinden endise ile ilgili inanglarimizi
calismistik. Ve demistik ki hayatta kotii seyler olur ama bunlarin olup olmamasinin
bizim bunlan diigiiniip diislinmememizle ilgisi yoktur. Yani, endise duymak degil
onlem almak, davramglar bizi korur. Onlemlerimizi de daha gergege uygun

planlamamiz gerekmektedir.

4.-5. seans: Kaginma ve giivenlik davraniglari

Maruziyet, rahatsiz eden diisiincelere, duygulara veya bedensel tepkilere bilingli ve
kontrollii bir sekilde yaklasmay1 ve zamanla bu durumlarla daha rahat basa ¢ikmay1
o0grenmeyi hedefleyen bir yontemdir. Amag, bu rahatsizlik verici deneyimlerden
kaginmak yerine, onlara kademeli olarak alisarak hayatinizi istediginiz gibi
yonlendirebilmenizi saglamaktir.

Kaygi1 hiyerarsisi, kademeli bir sekilde maruz kalmak
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Senaryolar i¢in hayali maruziyet

6 seans:

Stikiir baglaminda yasami, 6limii konugsmustuk.

Oliim kaygis1 bazi bireylerde yasamin anlamini yitirmesine neden olabilir. Oysa
stikretmek, dikkati yasamda eksik olanlardan ¢ok, halihazirda var olanlara yoneltir. Bu
tutum, kaygiy1 azaltir ve kisinin yasam deneyimlerine daha fazla anlam yiiklemesini
saglar, demistik.

Peygamber efendimizin “yarin kiyamet kopacagini bilseniz, yine de elinizdeki son
fidan1 dikiniz. (Buhari)” hadisini nasil anlamaliy1z? Peygamberimiz, “Hig
O6lmeyecekmis gibi diinya icin calis, yarin Olecekmis gibi ahirete hazirlan”
buyurmustur. Bu da bizlere diinya ve ahireti birbirine karistirmamay1 ve her ikisini

dengede tutmay1 ogiitler.

Oliim kaygist yogun oldugunda, kisi ¢ogu zaman dikkatini kendi degerlerinden
uzaklastirabilir. Oysa bu kaygi olmasaydi, belki de zaman ve enerjimizi ailemizle daha
kaliteli iliskiler kurmaya, isimizi daha verimli yapmaya ya da sevdiklerimizle daha ¢ok
am biriktirmeye yénlendirebilirdik. Oliim iizerinde kontroliimiiz yok, ancak yasami
hangi degerlerimiz dogrultusunda yasayacagimiz dolu dolu gegirip gecirmeyecegimiz

bizim kontroliimiizde demistik.

Simdi, sizden bir kagit almanmz1 ve kagidi ortadan bir ¢izgiyle ikiye ayirmanizi rica
ediyorum. Bu calismada hem karsilasabileceginiz zorluklar fark etmeyi hem de bu
zorluklarla basa c¢ikarken kullanabileceginiz stratejileri ve dini inan¢ temelli

kaynaklariiz1 belirlemeyi amacliyoruz.

Sol Taraf: Risk Kartim (Zorluklarla Yiizlesme Alani)
Bu kisimda gelecekte karsilagabileceginiz zorluklari belirleyerek bir tiir “risk haritas1”
c¢ikaracagiz. Liitfen su sorular iizerine diisiinerek cevaplarinizi bu béliime yaziniz:
o Gelecekte karsilasabilecegim zorluklar nelerdir? (Oliimle ilgili diisiinceler,
belirsizlik, kontrol kaybi vb.)
e Hangi durumlar benim i¢in yiiksek riskli? Bu durumlar karsisinda kaygim nasil

artryor?
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o Kontrolii kaybetmemek i¢in simdiye kadar nelerden kagindim? Bu kaginmalar
bana nasil zarar verdi?

e Hangi durumlar ya da diisiinceler beni daha savunmasiz yapiyor?

Sag Taraf: Yasam Rehberim / Hatirlama Kartim (Giic ve Umut Alani vb isimler
tercih edilebilir)

Bu boliimde ise 6grendiginiz bas etme becerilerini, dini ve psikolojik kaynaklar1 nasil
kullanabileceginizi gozden gegirecegiz. Bu baslik altina sunlar1 yazabilirsiniz:

e Terapide neler 6grendim?

e Benim i¢in en faydali olan beceri ve stratejiler nelerdi?

e Zorluklarla karsilastigimda bu becerileri nasil kullanabilirim?

e Bu becerileri giinlilk yasamima nasil entegre edebilirim?

o Oliimle ilgili kaygilarim yonetmek icin hangi adimlari daha rahat
uygulayabiliyorum?

e Bu becerileri siirdlirmek i¢in neler yapmay1 planliyorum?

e Dini inancim bana hangi yonlerden gii¢ veriyor? Hangi dua, ayet ya da dini

icerigi hatirlamak 6liim kaygimda bana yardimci olur?

Var m1 sormak istediginiz herhangi bir sey.

Bu grup terapisinde bana en iyi gelen iki sey ne oldu?

5) Ev 6devinin verilmesi:
Sizlere bir dosya iletecegim tiim terapi siiresince gordiigiimiiz stratejiler bu dosyada

yer alacak.

6) Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini

paylasmak isteyen var mi1? Bugiin hangi konular1 ele almak size faydali oldu?

Son olarak, bugilinkii oturumda O6grendiklerinizi gézden gecirdik ve gelecekte
karsilasabileceginiz zorluklarla basa ¢ikmak igin bir plan olusturduk. Ogrendiklerinizi
giinlik yasamimiza nasil entegre edebileceginizi diisiindiik. Her biriniz,
ogrendiklerinizi ve kazandiginiz becerileri giinliik yasaminiza nasil entegre edeceginiz

konusunda bir plan hazirladiniz.
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APPENDIX C

CLASSICAL COGNITIVE BEHAVIORAL THERAPY-BASED PROTOCOL FOR
DEATH ANXIETY

MODUL 1

BDT’YE GIiRIiS, PSIKOEGITIM VE OTOMATIK DUSUNCELERIN TESPIT
EDILMESI

Modiiliin Amacr:
e Grup ilyeleriyle tanigma, giliven ortami olusturma, grup kuralarinin
belirlenmesi, tedavi hedeflerinin agiklanmasi
« Oliim kaygisini ele almanin éneminin vurgulanmasi
o Oliim kaygis1 psikoegitim (tamimi, nedenleri, ruh saghg ile iliskisi,
normalizasyon)

« Oliim kaygisina yonelik BDT nin tanitilmas1

Modiiliin Uygulanmasi:

1) Tamisma:

Oncelikle hepiniz hos geldiniz. Oliim kaygisina yonelik hazirlamis oldugumuz bu grup
caligmasina gostermis oldugunuz ilgi ve cesaret dolayisiyla her birinize tek tek
tesekkiir ediyorum. Bugiin benim i¢in de heyecan verici bir giin, hepiniz ile ayr1 ayr1
tanigsmak isterim. Dilerseniz 6nce kendimi tanitarak baslayayim. Birazdan sizlerden de
kisaca kendinizi tanitmanizi ve bu grup ¢aligmasindan beklentilerinizi paylasmanizi
rica edecegim. Elbette, paylasmak istediginiz kadarimi aktarmaniz yeterli. Ne kadar
paylasip ne kadarini kendinize saklayacaginiz tamamen size bagli. (Terapist once
kendini tanitir, sonra sirayla grup iiyelerinin kendilerini tanitmalari i¢in onlara séz
Verir).

Evet keyifli bir tanisma oldu.

Simdi de 7 haftalik grup siirecimiz hakkinda sizleri biraz bilgilendirmek isterim.
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2) Grup siirecinin, grup kurallar1 ve seans arasi c¢alisma cercevesinde
yapilandirilmasi

Sizlerle yedi haftalik bir grup ¢alismasi yolculugunu deneyimleyecegiz. Nasil ki yola
¢iktigimiz zaman yaptigimiz bazi hazirliklar, yoldayken uydugumuz bazi kurallar var
ise bu yolculukta da uymamiz gereken bazi kurallar olacak. Simdi birlikte bu kurallart
olusturalim. Bu kurallar giivenli bir sekilde yolculuga devam etmek ve bu yolculuktan
maksimum verimi alabilmemiz i¢in ¢ok onemli. Ayn1 zamanda tiim grup iiyelerinin

birbirine kars1 sorumlulugu. Benim bazi 6nerilerim var, dilerseniz onlarla baglayalim.

Oncelikle eger bu oturum yiiz yiize ger¢eklesmis olsaydi bizler hep beraber bir odada
olacaktik ve grup iiyeleri disinda odada kimse olmayacakti. Dolayisiyla ilk kuralimiz
bulundugunuz odada yalniz olmamiz. Oturumlara yalniz oldugumuz bir odadan
katilmamiz. Sanki yiiz yiizeymiscesine birbirimizi dikkatlice dinlememiz, telefon ya
da bilgisayar ekraninda bagka bir seyle ilgilenmememiz ¢ok 6nemli. Bir diger 6nemli
nokta gizlilik. Burada X kisi kendi deneyimlerinden bahsedecek ve paylasim i¢inde
olacagiz. Dolayisiyla herhangi bir kayit ya da ekran goriintiisii almayalim ya da gruba
dair herhangi bir igerigi sosyal medyada paylasmayalim. Ayrica burada konusulan her
sey burada kalsin ne isim bilgisi ne de paylasilan herhangi bir seyi disarida biriyle
paylasmayalim. Biri konusurken sodylediklerini tamamlamadan araya girmeyelim,
sOyledikleriyle alay etmeyelim, hassas olalim. Arka planda ses veya cizirti olmamasi
adina konusmadigimiz siire igerisinde mikrofonumuzu kapali tutmaya Ozen
gosterelim. Bir de kameralarimizi agik tutalim. Oturumlara tam katilim gosterelim ve
zamaninda gelelim. Tiim bu kurallar herkes i¢inde uygun mudur, eklemek istediginiz

herhangi bir sey var m1?

Her oturumun bir giindemi olacak. Giindem belirlemek, oturum siiresince sizin i¢in en
Onemli konulara odaklanmamiza, zamani verimli kullanmamiza ve ilerlememizi
degerlendirmemize yardimci olacak. Bu sayede oturumlar, ihtiyaglariniza uygun ve
yapilandirilmis bir sekilde ilerleyecek. Her oturum basinda o giinkii giindemi sizlerle

paylasacagim ve oturum boyunca da o giindem iizerine ¢alistyor olacagiz.
Verimi arttirmanin, dgrendiklerimizi deneyimleyerek daha giiclii ve kalici bilgiler

haline getirebilmenin bir diger yolu da oturum aralarindaki uygulamalar1 yapmak

olacak. Malum grup ¢alismasi i¢in yaklasik 90 dakikamiz var ama bir sonraki oturuma
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kadar sizin kendi basiniza yapabileceginiz uygulamalar ile bu grup caligmasindan
alacagimizi verimi arttirmis olacagiz. Her oturum sonunda bir sonraki haftaya kadar

yapabileceginiz minik egzersizler olacak.

Hadi bugiinkii giindemimiz ile baglayalim.

3) Giindem Belirleme:
Buglinkii glindemimiz “6liim kaygisin1 tanimak, ruh saghigi ile iligkisini anlamak ve

nasil azaltilacag1 hakkinda bilgi sahibi olmak”

4) Giindemin Ele Alinisi:

Oliim kaygist ile baslayalim. Bu konuda bilim insanlar1 sunu sdyliiyor, insanlarda da
hayvanlarda oldugu gibi hayatta kalmalarini1 saglayan biyolojik bir sistem var. Bu
sistemi bir grafik {izerinden anlatacagim. Evet bir tehlike algiladigimiz zaman
viicudumuzda neler olup bitiyor, birlikte bakalim. Mesela sabah evden ¢iktiginizi,
kiminizin ise, okula markete gittigini diisiinelim. Evden c¢iktiginizda herhangi bir
sikintiniz yoktu. Tam karsidan karsiya gegerken ¢ok yiiksek sesle bir korna duydunuz.
Ve doniip baktiginizda kocaman bir otobiisiin selektor yakarak iizerinize geldigini
gordiinliz. Tam o anda gdziiniiz ve kulaginiz bir sey algilar ve bu mesaj1 beyne iletir.
Ve beyin de der ki Ayse-Ahmet tehlikedesin. Iste bu “tehlikedesin” mesaji beyne
gittiginde beynimiz otomatik olarak bir sistemi devreye sokar. Bu sistemin ad1 otonom
sinir sistemi. Beyin bir tehlike algiladigi zaman bunu otomatik olarak devreye sokuyor.

Bu sistem de kendi i¢inde ikiye ayriliyor sempatik ve parasempatik olmak iizere.

Simdi bakin omurga boyunca sempatik sistem iniyor ve biitiin organlara dagiliyor ve
hepsine saniyeler igerisinde adrenalin gidiyor. Mesela goz bebegine gidiyor géz bebegi
biiyiiyor, kalbe gidiyor kalbi hizlandiriyor, akcigere gidiyor akcigeri hizlandirtyor. Iste
kaslara gidiyor kasilma sagliyor, ter bezlerine gidiyor terleme sagliyor. Hepsine
saniyeler igerisinde adrenalin gidiyor ve hepsinde birtakim degisikliklere yol agiyor.
Ve siz bunu iste ¢arpint, terleme, nefes darligi olarak hissediyorsunuz. Sizce bu sistem

neden var?

Olan biten tiim degisikliklere dikkat edin. G6z bebegi niye biiytidii tehlikeyi daha iyi

gérmeniz i¢in, kalp niye hizlandi kam1 daha ¢ok pompalamak icin. Akciger niye
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hizland1 daha ¢ok oksijen gitsin diye. Niye terledik herkes ¢ok hizli ¢alist1 toksinler
birikti onlarin atilmasi lazim. Dolayisiyla o sirada olan biten her sey kag ya da savas
yanitin1 ortaya ¢ikariyor. Ve bu sayede otobiisii gordiigiiniiz anda kendinizi karsi

kaldirima atabiliyorsunuz. Bu sistem devreye girmeseydi ne olurdu?

Evet oliirdiiniiz tehlikeye bir yanit veremediginiz icin Sliirdiiniiz dolayisiyla iyi ki bu
sistem var diyebilir miyiz? Tehlikeye bir yanit vermemizi sagliyor. Biz bu sisteme
otonom sinir sistemi, lirettigi tepkiye de savas-kag tepkisi diyecegiz. Tehlike mesajini
alan beyin kendini koruyabilmek adina sistemi otomatik devreye sokuyor ve
viicudumuzda bazi belirtiler ortaya ¢ikiyor. Yani bundan sonra viicudunuzda terleme,
titreme, kalp atislarinin hizlanmasi gibi bir belirti yasadiginizda beyninize tehlike
mesajinin gittigini ve sizi korumak adina otomatik bir siireci baslattigini hatirlayalim.

Buraya kadar sorusu olan var m1?

Peki sizce bu sistem hi¢ devreden ¢ikmasaydi ne olurdu? Diisiinlin yani kaldirima
attiniz kendinizi tehlikeden kurtuldunuz ama bdyle tik tik tik kalbiniz ¢arpiyor, nefes
alamiyorsunuz ¢ok sikinti basti ne olurdu en sonunda? Bu sistem defalarca devreye
girdi. Bir siire sonra tehlike devam etse bile beyin bu sefer de diyecek ki Ayse-Ahmet
cok hizlandin artik yavagla ve yine otonom yani bizim kontroliimiiz disinda olan
sistemin bu sefer parasempatik dalin1 devreye sokacak. Ve parasempatik sistemde
biitliin omurga boyunca inecek. Ve biitiin organlara dagilacak ve tekrar normal hizimiza
donmemizi saglayacak. Bu mavi oklarda parasempatigi gosteriyor o da biitiin omurga
boyunca ilerliyor ve organlara baglaniyor. Ve biz bu sayede hem tehlikeye yanit
vermis oluyoruz hem de sonrasinda tekrar normal fizyolojimize donmiis oluyoruz. Ve
biitiin bunlar otonom yani bizim kontroliimiiz disinda ve bizim hayatta kalmamizi
saglamak icin var. Ozetle, bu sistem sayesinde bir tehdit karsisinda diisinmeye gerek
kalmadan otomatik olarak hareket edebiliriz. Boylelikle, diisiinme siirecinin zaman
kaybettirici etkisi ortadan kalkar, tehlike durumunda refleksif olarak kaginma veya
korunma saglanir. Cogu zaman insanlar, viicutlarinda hissettikleri kalp ¢arpintisi,
terleme ya da ani sicak basmasi gibi belirtilerin nedenini dogru bir sekilde
anlamlandiramazlar. Oysa bu fizyolojik tepkiler, beynimize gonderilen bir tehlike
sinyaline yanit olarak devreye giren savunma sistemimizin dogal bir sonucudur. Bu

sistem, gercek bir tehdit ile zararsiz bir durumu ayirt etmeden ¢alisabilir; tipki bir
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duman alarminin, gercek bir yanginda oldugu gibi ocakta yanan yemegin dumanina da
ayni sekilde tepki vermesi gibi.

Su ana kadar 6grendigimiz sey, bu sistemin temel amaciin hayatta kalmamizi
saglamak oldugudur. Ancak bu sistem, bir tehdidin gercek olup olmadigini ayirt
etmeksizin, yalmzca tehlike mesajin1 almasiyla devreye girer. Ornegin, evinizde
otururken tiizerinize dogru gelen bir otobiis yoktur, fakat zihninizden '"Ya basarisiz
olursam?' veya 'Ya cocuklarima bir sey olursa?' gibi diisiinceler gectiginde bile,
beyniniz bunu bir tehdit olarak algilar ve ayni savunma sistemini harekete gegirir.
Bunun sonucunda, tipki gercek bir tehlikeyle karsi karsiya kaldiginizda oldugu gibi,
kalp atiglariniz hizlanir, terlersiniz veya sicak basmasi gibi belirtiler ortaya ¢ikar. Bu,
sistemin diisiincelerimize de fiziksel bir tepki verebilecek kadar hassas c¢alistigini

gosterir. Var mi1 sormak istediginiz herhangi bir sey?

Ancak bilim insanlari, insanin zamanla korku sisteminin 6tesine gegen ve hayatta
kalmay1 destekleyen ek beceriler gelistirdigini sOyliiyor. Diisiinme, iletisimde
semboller kullanma, hayal giicii ve 6z farkindalik gibi beceriler bunlara 6rnek olarak
verilebilir. Ancak bu ileri beceriler, bizi ayn1 zamanda biyolojik hayatta kalmamiza
yardimci olan korku sistemimize ragmen, Olimiin kaginilmaz oldugu gergegiyle
ylizlesmeye de gotiiriir. Yani bir yandan, tehlike anlarinda beni harekete geciren,
kagmami ya da savasmami saglayan bir biyolojik sistemin oldugunu biliriz; diger
yandan, bu sistem ne kadar etkili olursa olsun hem benim hem de sevdiklerimin 6liimle
ylzlesecegi gercegini zihnen kavrariz, 6liim kag¢inilmaz bir sondur. Bu farkindalik,
insanda derin bir dehset uyandirabilir. Iste bu yogun duygusal tepkiye '6liim kaygis1'
diyoruz. Ayrica sanilanin aksine oliim kaygisi sadece yaslilarda ya da kanser gibi
fizyolojik hastalig1 olan kisilerde goriilmemektedir. Bir¢ok bilimsel ¢alisma 6liim
kaygismin farkli yas gruplarinda goriilebilecegini ortaya koymustur. Ornegin,
tiniversite Ogrencileri, ergenler, hekimler, ya da herhangi bir hastali1 olmayan
niifusun genelinde. Yani 6lim kaygisinin yastan veya fizyolojik hastaligin olup
olmamasindan bagimsiz bir sekilde tim insanlarin  deneyimleyebildigini
sOyleyebiliriz. Ancak bu dehset karsisinda ortaya cikan kaygiyla basa c¢ikarken
bazilarimiz uyumsuz basa ¢ikma stratejileri kullanir ve bu durum aslinda kiside ¢esitli
ruh saglig1 sorunlarina neden olabilir.

Oliimiin kag¢milmaz olusu ve ne zaman ya da nasil gercekleseceginin belirsizligi,

tizerinde kontroliimiiziin sinirl oldugu bir durum olarak kaygi uyandirabilir. Bu kaygi,
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giinlik hayat kalitemizi diisiirebilir ve bizi bu anda degerli olan davranislardan
uzaklagtirabilir. Yapilan bilimsel ¢aligmalar da birgok ruh sagligi sorununun temelinde
Olim kaygisinin yattigin1 gostermektedir. Bu nedenle, 6lim kaygisinin ruh sagligi
tizerindeki etkilerini anlamanin ve bunu etkili bir sekilde ele almanin oldukc¢a 6nemli
olduguna inaniyoruz. Bizde bu grup calismasinda 6liim kaygisiyla etkili bag etmenin

yollarini kesfedecegiz.

Buraya kadar sormak ya da eklemek istediginiz herhangi bir sey var mi?

Peki 6lim kaygisi ile nasil bag edecegiz? Yine bilim insanlari bu soru {izerine uzun
yillardir kafa yormuslar ve gesitli tedavi yontemleri gelistirmisler. Biz de sizinle bu
grup calismasinda bilimsel olarak etkililigi kanitlanmis bir tedavi olan Bilissel

Davranis¢1 Terapi uygulayacagiz.

Isterseniz dnce Bilissel Davranisci Terapinin ne oldugu ile baslayalim.

Biligsel davranis¢1 psikoterapi (BDT), psikoloji ve psikopatoloji (ruhsal rahatsizliklar)
alanindaki bilimsel bulgulara dayali olarak gelistirilmis, bilimsel ilkelerin, psikoterapi
alanma uygulanmasiyla ortaya ¢ikmis bir psikoterapidir. Kisinin i¢inde bulundugu
cevre, yasadig1 olaylar, bu olaylar1 algilama bi¢imimiz, duygusal tepkilerimiz ve
davraniglarimizin birbiriyle etkilesim iginde oldugu ger¢egi BDT’nin ana ¢ikis
noktasidir. BDT, sadece kisilerin gilincel sorunlarini ¢é6zmez ayni zamanda biitiin
yasamlar siiresince sorunlarini ¢6zmekte kullanabilecekleri 6zel birtakim beceriler de

Ogretir.

Isterseniz bir 6rnek iizerinden bu terapinin nasil isledigine bakalim.

Ornegin, bir arkadasimiza mesaj génderdiginizi ve saatler gegmesine ragmen cevap
alamadiginiz1 diigiinelim. Boyle bir olay karsisinda ne hissedersiniz ne diisiiniirsiiniiz
ne yaparsiniz? (Terapist sokratik bir sekilde asagidaki orneklere benzer sonuglara

ulasir).
o Kisi 1: Beni 6nemsemiyor, artik arkadasligimiz eskisi gibi degil sanirim.

o Duygu: Uziintii

o Davrams: Arkadasa soguk davranmak, mesajlarina donmemek
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o Kisi 2: Acaba yanlis bir sey mi sdyledim?
o Duygu: Kaygi
o Davrams: Mesaj1 tekrar tekrar kontrol etmek, 6ziir dileyici bir sekilde
yeni mesaj yazmak
« Kisi 3: Belki ¢ok yogun veya bir isi var, sonra cevap verir.
o Duygu: Sakinlik
o Davrams: Yanit beklemeden giinliik islere devam etmek
e Kisi 4: Telefonda bir sorun olabilir veya mesaji gérmemistir.
o Duygu: Merak
o Davramg: Durumu kontrol etmek i¢in aramak veya baska bir mesaj
gondermek
Bu 6rnekte olay/durum ayni olmasina ragmen duygularimizin ve davraniglarimizin
farklilagsmasinin sebebi ne olabilir. Evet olaylara atfettigimiz anlamlar onlar
yorumlama seklimiz yani diisiincelerimiz farkli. Yani Ozetle her olay karsisinda
duygularimiz, davraniglarimiz ve diisiincelerimiz vardir, bunlar ¢ift yonlii etkilesim

halindedirler. Diisiincelerimiz duygularimizi, duygularimiz davranislarimizi etkiler.

Anlagilir olmasi i¢in basit bir 6rnek vermistim. Simdide daha 6liim kaygist temelli bir

ornek konugalim.

Durum: Diyelim ki bir yeriniz agriyor.

o Kisi 1: Galiba kanserim
o Duygu: Korku
o Davrams: internette hemen agriy1 arastirmak

» Kisi 2: Belki bu sadece kas agrisidir, bir siire sonra geger
o Duygu: Rahatlik
o Davrams: Agriy1 pek umursamadan islerine devam etmek

o Kisi 3: Bu agr belki kaslarim yiiziinden. Ama ne olursa olsun, bu tiir seyler

hep kotii sonuglanabilir, kimse buna dikkat etmezse gec kalirim.

o Duygu: Korku

o Davrams: Siirekli agriyan yere dokunmak, onu gozlemlemek

Peki sizce bu diisiince-duygu-davranis lgliisiinden hangisini degistirmek miimkiin

olabilir? Ornegin, davranislarimizi degistirebilir miyiz? Bir diisiinelim. Oniimde bir
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bardak oldugunu farz edelim. Simdi 'Bu bardagi kaldir' diyorum ve kaldirtyorum.
Duygularim ya da diisiincelerim bunu istemese bile, fiziksel olarak bardag:
kaldirabiliyorum. Davraniglarimiz, ¢ogu zaman, diisiincelerimiz ve duygularimizdan
bagimsiz olarak degistirilebilir.

Peki disiincelerimizi degistirmek miimkiin midiir? Diislincelerimiz genellikle
kontroliimiiz disinda gelir. Bir diisiince, aniden zihnimize gelebilir ve bu durumu
engellemek her zaman miimkiin degildir. Ornegin, ‘Ya 6liirsem, ya cocugumun basina
kotii bir sey gelirse, annem Oliirse yalniz ne yaparim’ gibi bir diisiince aklimiza
gelebilir. Bu diisiincenin zihnimize gelmesini durdurmak zordur. Ancak, bu
diistincenin i¢erigini, ona yiikledigimiz anlami1 degistirmek veya ona verdigimiz yaniti
degistirmek miimkiindiir. Burada dikkat edilmesi gereken nokta, diisiincenin gelip
gelmemesini kontrol edemememizdir.

Son olarak, peki sizce duygularimizi degistirmek miimkiin miidiir?

Ornegin suanda nasil hissediyorsunuz?

Suanda mutlu olabileceginiz en yiiksek diizeyde bir mutluluk hissedin desem
hissedebilir misiniz?

Peki sizden sizi en mutlu edecek seyi zihninizde canlandirmanizi sdylesem

Ya da suanda en yiiksek diizeyde liziintii hissedin desem hissedebilir misiniz?

Biraz sonra telefonunuza en sevdiginiz kisinin kaza yaptig1 mesaj1 gelecek desem
Fark ettiiniz gibi duygularimiz komutla degismiyor, ancak zihnimizden gegen
diisiinceler farklilastikca duygular degisiyor.

Ya da ayni sekilde bize 1yi gelen seyleri yaptigimizda davranis degisiklikleri de
duygularimizin degismesini saglar.

Ornegin ¢ok sevdigimiz birini aradiktan sonra mutlu hissetmek gibi, ya da melankolik
bir miizigi dinlendikten sonra iizgiin hissetmemiz gibi.

Yani, duygularimizi dolayli yoldan etkileyebiliriz. Bu dolayl etki, genellikle
diisiincelerimizi  veya davranislarimizi  degistirmekle miimkiin hale gelir.
Duygularimiz, diisiince ve davraniglarimizla etkilesim halindedir. Diislincelerimizi
daha islevsel hale getirdigimizde ya da degerlerimiz dogrultusunda bir adim
attigimizda, zamanla duygularimiz da buna uyum saglayabilir. Bu, duygularimizi
dolayli bir sekilde doniistiirmenin etkili bir yoludur.

Var mi1 sormak istediginiz herhangi bir sey?
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Bugiin, 6liimle ilgili diisiincelerimizi netlestirerek oturumu tamamlayalim. Bir sonraki
goriismemizde, bu diisiinceler iizerinde c¢aligmaya baslayacagiz. Bunu nasil
yapacagimizi ise haftaya konusacagiz.

Simdi her birinizden 6niindeki kdgida su sorularin cevabini1 yazmasini istiyorum.

Olay/Durum:

Oliim hakkinda diisiindiigiinde, zihninde
ilk beliren diisiinceler ve kaygilandiginda

aklindan gecen seyler nelerdir?

Bu diisiinceler geldiginde, hangi duygulari
hissediyorsun? Mesela kaygi, korku, ¢aresizlik gibi
duygular m1 yaratiyor? Oliim hakkinda diisiindiigiinde,
bedensel olarak nasil hissediyorsun? (6rnegin, kalp

carnintiar ellerin terlivor mn?)

mlﬁmle ilgili dﬁsﬁndﬁgﬁndh / Oliimle ilgili dﬁsﬁncder\ / Oliimle ilgili kaygllar\

bu diisiincelerden kagmak
i¢in ne tiir davraniglar
sergiliyorsun veya hangi
durumlart, yerleri,
aktiviteleri engellemeye
calistyorsun? Ornegin,
hastaneye gitmemek, saglik
kontrollerini ertelemek gibi
seyler yapiyor musun, yoksa

oltim hakkinda konusmaktan

seni kaygilandirdiginda,
kendini giivende ve rahat
hissetmek igin hangi
yontemlere bagvuruyorsun?
Ornegin, sagligmi kontrol
etmek, bir seyler okumak,
belirli konularda agir1 bilgi
edinmek ya da siirekli
sorgulama ve diigiinme gibi

davraniglar bu siirecte sana

seni mesgul etmeseydi,
ailenle, arkadaslarinla,
isinle, egitiminle,
sagliginla, hobilerinle
ya da topluma katki
saglama gibi alanlarla
ilgili nelere odaklanmak
isterdin? Zamanini bu
alanlarda nasil

degerlendirmek

K m1 kaginiyorsun? / K yardime1 oluyor mu? / k isterdin? j

Figure C.1. Oliim Kaygis1 Modeli

Bu diisiinceler, 6liim gibi biiyiik ve belirsiz bir konuyu diisiindiigiimiizde hepimizin

yasayabilecegi tiirden seyler. Ancak, bu diislinceleri fark etmek ve yeniden

181



degerlendirmek, 6lim kaygisini daha az zorlayicit hale getirebilir. Bu, kayginin

yonetilmesinde 6nemli bir adimdir.

5) Ev 6devinin verilmesi:

Biraz Once dedigimiz gibi, disiincelerimizi ve davraniglarimizi degistirmek
mimkiindiir. Diisiincelerimizi degistirme stratejilerini  oturumlarda  birlikte
deneyimleyecegiz. Davraniglarimiz i¢in ise oturum aralarinda uygulayabileceginiz
baz stratejilerden bahsedecegim. Boylelikle hem diisiince hem de davranis alanindaki
degisikliklerle dongiiniin degismesini hedefliyoruz. Ik davranis stratejimiz ‘kaygi
randevusu’. Bu, kaygilariniz i¢in giinliik belirli bir randevu saati ayarlamak anlamina
geliyor. Giin boyunca oliimle ilgili kaygilar hissettiginizde, o an i¢in bu kaygilar1 bir
kenara birakmayr deneyin. Kaygi geldiginde, 'Seninle belirledigim randevuda
goriisecegiz' diyerek onu erteleyin. Bunu yapabilmek i¢in o kaygiy1 bir kagida ya da
telefonunuzun not kismina yazabilirsiniz ya da sadece direk erteleyebilirsiniz.
Ornegin: 'Ya bir anda 6liimle karsilasirsam ve hazirlikli olmazsam?', 'Ya hastalanirsam
ve O0liimiim c¢ok yakinsa?', 'Ya sevdiklerimi kaybedersem?'. Bu kaygilarinizi, sadece
giiniin belirlediginiz saatinde ele alacaksimz. Ornegin, her aksam 22.00-22.30 kaygi
randevunuz var. Randevu saatine kadar, kaygiya odaklanmak yerine kendinizi o anda
mesgul oldugunuz islere yoOnlendirebilirsiniz. Kaygiya odaklanmamak icin bir
farkindalik egzersizi yapabilirsiniz. Biz bu egzersize 5-4-3-2-1 kurali diyoruz. Bu
egzersiz, kaygiy1r o an igin ertelemenize ve kontrolii kaybetmeden basa ¢ikmaniza
yardimci olacaktir. Fark ettikten sonra, o an1 nasil gecirmek istediginize karar verin.
Sik sik diisiindligliniiz kaygilarla m1 mesgul olmak istersiniz, yoksa o an ne is
yapiyorsaniz ona mi odaklanmak istersiniz? Randevu saati geldiginde, kaygilarinizi
ele almak i¢in yazdiginiz notlara geri doneceksiniz. Randevu saati dolana kadar
dilediginiz gibi diisiincelere odaklanabilirsiniz. Randevu saati doldugunda ise
tekrardan normalde yapacaginiz diger aktivitelere odaklanacaksiniz. Uygulama ile

ilgili herhangi bir sorusu olan var mi1?

6) Oturumun o6zetlenmesi:

Buglinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini
paylasmak isteyen var mi? Sizce bugiin hangi konular1 ele almak faydali oldu?
(Terapist temiz bos bir ekran agar ve tek tek yazar, otonom sinir sistemi, sempatik ve

parasempatik sistem, duygu-diisiince-davranig dongiisii, diistince ve davranisin
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degisebilecegi, duygunun da bu degisime bagh dolayli degisebilecegi, kaygi
randevusu, 5-4-3-2-1 kural)
Haftaya goriismek dilegiyle.

MODUL 1 UYGULAMASI

KAYGI RANDEVUSU

[k davramis stratejimiz ‘kaygi randevusu’. Bu, zihninize gelen kayg1 verici diisiinceler

icin glinliik belirli bir randevu saati ayarlamak anlamina gelir.

Oncelikle, her birey kendine giin iginde yalniz kalabildigi bir 30 dakika belirlemeli.
Bu 30 dakika, her giin yalnizca o anki diisiincelerinizle bas basa kalacaginiz, sadece o
diisiincelerle ilgileneceginiz 6zel bir zaman dilimi olacak. Ornegin, her aksam saat
22.00-22.30 arasinda diisiincelerinizle bas basa kalacaginiz bir randevunuz olabilir. Bu
saati, yalnizca o anki diisiincelerinizle yiizlesmek ve onlara odaklanmak igin

ayiracaksiniz.

Giin boyunca oliimle ilgili zihninize herhangi bir diisiince geldiginde, o an i¢in bu
gelen disiinceleri ertelemeyi deneyin. Gelen diislinceye, “Seninle belirledigim
randevuda goriisecegiz” diyerek onu erteleyin. Bunu yapabilmek i¢in o diisiinceyi bir
kagida ya da telefonunuzun not kismina yazabilirsiniz ya da sadece direk
erteleyebilirsiniz.
Giin boyunca zihninizde dliimle ilgili su tiir diisiinceler belirebilir:

e “Yabir anda 6liimle karsilagirsam ve hazirliksiz yakalanirsam?”

e “Yaciddi bir hastalik gecirirsem ve 6liimiim ¢ok yakin olursa?”

e “Ya sevdiklerimi kaybedersem?”

Bu diisiinceleri, sadece belirlediginiz saatte ele alacaksiniz. Randevu saatinize kadar,
bu tiir diislincelere odaklanmamak i¢in kendinizi o anda mesgul oldugunuz islere
yonlendirebilirsiniz. Ornegin:

e Yemek hazirliyorsaniz, yemegin tadina, kokusuna ve hazirlik siirecine

odaklanabilirsiniz.
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e Cocugunuzla oynuyorsaniz, c¢ocugunuzun giillisline, sesine ve onunla
gecirdiginiz anin tadina varabilirsiniz.
e Is yerinde bir seyler yapiyorsamiz, yaptiginiz isin kalitesine, detaylarina

odaklanarak anin i¢inde kalabilirsiniz.

Diisilincelere odaklanmamak icin bir farkindalik egzersizi de yapabilirsiniz.

Biz bu egzersize 5-4-3-2-1 kural1 diyoruz.

Bu egzersiz, gelen diisiinceleri o an i¢in ertelemenize ve kontrolii kaybetmeden basa
¢ikmaniza yardimer olacaktir.

Rahat bir oturus pozisyonu alin, dilerseniz gozlerinizi kapatabilir ya da sabit bir
noktaya odaklanabilirsiniz.

Simdi etrafiniza bakarak 5 sey fark edin: renkler, sekiller, nesneler...

Ardindan bedeninizin temas ettigi 4 farkli fiziksel duyumu hissedin; oturdugunuz
sandalye, ayaginizin yere

degmesi gibi.

Simdi duyabildiginiz 3 farkli sesi fark edin, bu odanin i¢cinden veya disindan gelen
sesler olabilir.

Sonrasinda, burnunuza gelen 2 farkli kokuyu fark etmeye ¢alisin; belirgin ya da ¢ok
hafif olabilir.

Ve son olarak, agzinizda su anda fark edebileceginiz 1 tadi diisiiniin.

Egzersiz boyunca sadece fark etmek ve yargilamadan gozlemlemek onemli. Hazir
hissettiginizde, bir derin nefes

alarak bulundugunuz ana geri donebilirsiniz

Fark ettikten sonra, o an1 nasil gecirmek istediginize karar verin. Sik sik diisiindiigiiniiz
kaygilarla m1 mesgul olmak istersiniz, yoksa o an ne i§ yapiyorsaniz ona mi
odaklanmak istersiniz? Randevu saati geldiginde, kaygilarimizi ele almak icin
yazdiginiz notlara geri doneceksiniz. Randevu saati dolana kadar dilediginiz gibi
diisiincelere odaklanabilirsiniz. Randevu saati doldugunda ise tekrardan normalde

yapacaginiz diger aktivitelere odaklanacaksiniz.

Randevu saati geldiginde, eger keyifle siirdiirdliglintiz bir film, aktivite vs var ise

diistincelere odaklanmak zorunda degilsiniz.
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MODUL 2

OTOMATIK DUSUNCELERI BELIRLEME, BILISSEL HATALARI
TANIMA VE ALTERNATIF DUSUNCE OLUSTURMA

Modiiliin Amaci:
e Onceki oturumun zetlenmesi, ev 6devinin gdézden gegirilmesi, giindemin
belirlenmesi
o Kisiye 0zgii 6limle ilgili spesifik bilislerin tespit edilmesi
 Biligsel hatalarin tanitilmast

o Otomatik diisiincelerin kanit inceleme yoluyla incelenmesi

Modiiliin Uygulanmasi:

1) Duygusal ve Davramssal Takip:
Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?

2) Onceki Seans ile Baglant::
Gegen haftaki oturumumuzIla ilgili neler hatirliyorsunuz?
Otonom sinir sistemi
Sempatik ve parasempatik sistem
Duygu-diisiince-davranig dongiisii
Diisiince ve davranisin degisebilecegi
Duygunun da bu degisime bagli dolayli degisebilecegi
Kaygi randevusu

5-4-3-2-1 kurah
3) Ev Odevini Degerlendirme:

Kayg1 randevusunu uygulamanin giinliik yasaminizda nasil bir etkisi oldu?

Bu yontemi tekrar kullanmak ister misiniz?
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4) Giindem Belirleme:
Bu hafta odaklanacagimiz konu, olumsuz otomatik diisiincelerin tespit edilmesi,

yardimc1 olmayan diisiince stillerinin tanitilmasi ve yeniden yapilandirilmasi olacak.

5) Giindemin Ele Alimisi:
Otomatik diisiinceler ile baslayalim. Gegen hafta olay karsisinda duygu, diisiince ve
davraniglarimizin oldugundan ve bunlarin da etkilesim halinde olduklarindan
bahsetmistik. Iste olay anminda ilk aklimizdan gegen, zihnimizde hizla beliren,
genellikle farkinda olmadan olusan, kisa ve 6z diisiincelere otomatik diisiince diyoruz.
Bu diisiinceler, olaylart nasil algiladigimizi ve onlara nasil tepki verdigimizi etkiler.
Bazen hatali veya abartili olabilir, bu da gereksiz duygusal yiikler yaratabilir. Cogu

zaman ge¢mis deneyimlerimizden, inanglarimizdan ve duygularimizdan beslenirler.

Bilissel hatalar ise, olaylar1 gergekte oldugundan daha olumsuz, kat1 veya carpitilmis
bir sekilde yorumlamamiza neden olan diislince bigimleridir. Hepimizin zihni bazen
boyle tuzaklara diisebilir. Bunlar farkinda olmadan otomatik bir sekilde zihnimizde
belirir ve nasil hissettigimizi etkiler. Kisi siirekli olarak bu diislince bigimlerini
kullandiginda, kendisinde biiyiik duygusal sikintiya yol agabilir. Nelerdir bu biligsel
hatalar 6rneklerle tanimaya ¢alisalim. (Ekran paylasimi yapilip “ Biligsel Davranisgt
Terapiler Dernegi tarafindan hazirlanmis Yardimci Olmayan Diisiinceler ¢alisma

kagudt iizerinden biligsel hatalar beyaz tahtada listelenir).

Zihinsel Filtreleme: Bu bir "filtreleme" ve "elekten ge¢irme" islemine benzetilebilir.
Zihinsel filtreleme islemini bir durumun sadece bir kismina odaklanarak geri kalanin
gormezden gelmek anlaminda bir tiir dar bakis agisi olarak da diisiinebilirsiniz.
Genellikle bu bakis, bir durumun olumsuz kisimlarina daha ¢ok odaklanarak olumlu
kisimlar1 gdz ard1 etmek anlamina gelmektedir. Ornegin; Esinizle bas basa bir aksam
yemegi i¢in disartya c¢iktiniz. Yemekte mac sonuglarini alabilmek icin esiniz
telefonuna bakti. Telefonuna bakip bakmama konusunda bir anlasmazliga diistiiniiz.
Yemek doniisii eve gidene kadar arabada bu anlagsmazliginiz devam etti. Bu 6rnekte,
aksam boyunca ortaya ¢ikan birgok ayrintidan tek bir ayrint1 tizerinde durdugunuzu
unutmayin. Uzerinde durdugunuz durumun negatif olduguna dikkat edin. Genel
durumun diger ayrintilarin1 disarida biraktiniz, yani gece boyunca yasanan diger tiim

olumlu deneyimlerinizi hatirlamiyorsunuz. Bu negatif duruma odaklanirsaniz,
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muhtemelen onunla gelen olumsuz duygular1 deneyimlemeye devam edersiniz. Sizce
bu diisinme tarzinin (zihinsel filtreleme) duygularmiz iizerinde nasil bir etkisi

olacaktir?

Keyfi Cikarsama: Bagka birinin ne diisiindiigiinii bildigimizi diisiindiigiimiizde (zihin
okumas1) ve gelecekte ne olacagma dair tahminler yaptigimizda (tahmine dayali
diistinme) keyfi ¢ikarsama yapabiliriz. Zihin Okuma Adindan da anlasilacagi gibi,
baskalarinin ne diisiindiigiinii bildigimizi veya baskalarinin davraniglarinin ardindaki
mantig1 bildigimizi varsayarak sonuca atlayabiliriz. Bu ¢ok yaygin bir diigiinme
tarzidir. Ornegin, birisiyle konusuyorsunuz ve konusma sirasinda saatine bakiyor.
Belki de “kesinlikle sikici bir insan oldugumu diisiiniiyor” veya “burada benimle
olmak istemiyor” diye diislinliyorsunuz. Bu sonuca, kisinin yakinda 6nemli bir telefon
goriismesi beklemesi gibi tiim kanitlara yakindan bakmadan varirsaniz, nasil
hissedeceginizi diisiiniiyorsunuz? Daha mutlu mu yoksa daha sikintili mi
hissedersiniz? Ornegin, birisi sizden bir grup insana konusma yapmaniz1 istediginde,
“konusmaya basladigimda ne sdylemem gerektigini unutacagim, kafam karisacak ve
korkung olacak™ gibi diisiinceler zihninize gelebilir. Gegmiste birgok basarili sunum
yapmis olmaniza ragmen buna inanabilirsiniz. Bu gibi diislincelere inandiginizda nasil

hissedersiniz?

Kisisellestirme: Kisisellestirme, kismen sorumlu oldugunuz veya hi¢ sorumlu
olmadiginiz durumlarda yanlis giden veya yanlis gidebilecek her sey icin kendinizi
suclamay1 igerir. Cocugunuz bir sinavda diisiik bir not aldi ve onu daha fazla pratik
yapmaya yonlendirmediginiz ic¢in kendinizi suglayabilirsiniz. Farkina varmadan,
disaridaki  olumsuz  olaylar1  yaptigimiz veya yapmadigimiz bir seyle
iligkilendirebilirsiniz. Bir seyi kisisellestirdiginizde, diger onemli dis faktorleri goz
ard1 ederek ortaya ¢ikan sonuglar i¢in kendinizi sorumlu tutarsiniz. Sonug olarak,
sorumlulugun kismen sizde oldugu veya hicbir sorumlulugunuzun olmadigi
durumlarda bile yanlis giden veya yanlis gidebilecek her sey i¢in kendinizi

suclayabilirsiniz.
Felaketlestirme: Felaketlestirme, durumlari orantisiz bir sekilde yorumladigimizda

meydana gelir ve gercekte sorun kiiciik olmasina ragmen olan1 korkung, berbat, dehset

verici ve rezil olarak gorebiliriz. “G6gsiimde bir agr1 var. Kalp krizi geciriyor
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olabilirim”, “Bu sinavdan 90 alamadim, ya sinifta kalirsam”, bir yakiniyla fikir ayrilig
yasayan kisinin “ya beni eskisi gibi sevmezse artik?”” Tiim bu 6rnekler, kisinin durumu
korkung, berbat, iirkiitiicii veya dehset verici olarak degerlendirdigi bu yararsiz

diisiinme tarzinin (felaketlestirmenin) 6ziinii yansitmaktadir.

Ya Hep Ya Hi¢ Tarz1 Diisiinmek: Bu diisiinme tarzi olaylara sadece tek tarafli
bakmay1 igerir. Yanlis ya da dogru, iyi ya da kotii, vb. Aralarda gri tonlar1 yoktur.
Ornegin, tiim derslerden A (ya da 5) alamayan ve bu nedenle kendilerini basarisiz
bulan 6grencileri diigiiniin. Belki siz de daha 6nce kendinize benzer bir sey sdylediniz:
“Annem/kardesim ve ben her zaman ayni fikirde degiliz, o zaman kétii bir ilisgkimiz
var” veya “yaptigim iste en iyisi degilsem, degersizim demektir” gibi. Biz buna ya
hep ya hi¢ tarz1 diisiinme ya da siyah beyaz diisiinme diyoruz c¢iinkii sadece iki ucu
gorme egilimindesiniz. Bu diislince tarzinda hakli ya da haksizsiniz, iyi ya da

kotiisiiniiz; aralar, grinin tonlar1 ve orta zemin yoktur.

Meli-mahi: Bazen “yapmaliyim” veya “yapmaya mecburum” diyerek kendinize ve
baskalarina mantiksiz talepler veya baskilar uygulayabilirsiniz. Bu ifadeler her zaman
yararsiz olmasa da (0rn. “kavga etmemeliyim ve yalan sdylememeliyim”), bazen
gercek¢i olmayan beklentiler olusturmaktadir. Ornegin "ise zamaninda gitmeliyim"
diye diisiinmek her zaman yararsiz degildir. Ancak bu gereklilik veya zorunluluk
ifadelerini kendinize ulasilamaz hedefler koymak veya asir1 baski uygulamak i¢in

kullandiginizda yararsiz hale gelir. “Yaptigim seyi daima dogru yapmaliyim”, “esime

asla kizmamaliyim” veya “her zaman ¢ok giizel yemekler pisirmeliyim” diyebiliriz.

Birisinin bu tiir ifadeleri tekrar tekrar dillendirdikten sonra nasil hissedecegini
diisiiniiyorsunuz? Muhtemelen, kendilerini suclu veya hayal kirikligina ugramis

hissedeceklerdir.

Asir1 Genelleme: Bir durumu asir1 genelledigimizde, ge¢misten veya giiniimiizden bir
ornek aliriz ve bunu mevcut veya gelecekteki tiim durumlara uygulariz. “O her
zaman...” ya da “herkes...” ya da “ben asla...” dersek, muhtemelen asir1 genelleme
yapiyoruzdur. “Benim i¢in asla romantik bir sey yapmiyorsun”, “her zaman ekmegi
benim almam gerekiyor”, “herkes benim iistlime geliyor” veya “her gece cocuklar

ortalig1 dagitiyor” gibi climleler sdylemis ve duymus olabilirsiniz.
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Etiketleme: Belirli durumlardaki davraniglara bakarak genel agiklamalar yaparsak
kendimizi ve bagkalarini etiketlemis oluruz. Bu etiketle tutarli olmayan birgok 6rnek
olmasia ragmen bu etiketi kullanabiliriz. Masadan bir sey diisiirdiigiiniizde veya

bulasiklar1 yikarken bir bardak kirdiginizda “ben ¢ok aptalim!” diye diistinebilirsiniz.

Kendimiz veya baskalar1 hakkinda, belirli durumlarda tek bir davranistan yola ¢ikarak

genel agiklamalar yaptigimizda, etiketlemis oluruz.

Duygusal Cikarsama: Bu diisiinme tarzi, sizin durumunuza ya da kendinize
bakisiniz1 hislerinize dayandirmayi igerir. Ornegin, kotii bir seyin olacagina dair tek
kamit, kétii bir seyin olacagim hissediyor olmanizdir. Ornegin, sokakta yiiriiyorsunuz
ve “endiseli hissediyorum, tehlikeli bir seyin olacagini biliyorum” veya “cok depresif
hissediyorum, burasi ¢alismak i¢in en kotii yer olmali” diye diistiniiyor olabilirsiniz.
Sanki kendimize, ger¢ek kanitin ne olabilecegine bakmak yerine “hissediyorum, bu
yilizden Oyle” diyoruz. Tehlikeli bir seyin olabilecegini veya calismak i¢in en kotii yer
oldugunu gosteren baska bir kanit olmayabilir. Sahip oldugunuz tek kanit nasil

hissettiginizdir.

Biiyiitme veya Kiiciiltme: Bu diisiinme tarzinda, diger insanlarin olumlu niteliklerini
biiylitiir, kendi olumlu niteliklerinizi en aza indirirsiniz. Sanki kendi olumlu
Ozelliklerinizi veya basarilarinizi 6nemli degilmis gibi aciklarsiniz. Cogu zaman,
insanlarin diirbiiniin her iki ucundan da diinyaya bakmas1 gibi, diger insanlarin olumlu
niteliklerini  biyiittiigiiniiz (biiylitme) ve kendi niteliklerinizi kiiglilttigiiniiz
(kiigtiltme) anlamina gelir. Basar1 i¢in kendi niteliklerinizi yok saymanin olumsuz
etkileri vardir. Kendi hayatinizda veya baskalarinin hayatinda “bu sefer sansim yaver
gitti” veya “bunu soylemek istemediler, sadece kibar olmaya calistilar” dedigini
duymus olabileceginiz zamanlar diisiiniin. Bu sekilde olumlu deneyimlerin 6nemini

azaltabilir ve hatta olumsuz deneyimlere doniistiirebilirsiniz.

Ya olursa: Kisinin siirekli kendisine ya olursa sorusunu sormasi ve verdigi cevaplarla
2 < 29 ¢¢

tatmin olmamasi. “Ya simavdan kalirsam”, “ya araba kaza yaparsa”, “ya ila¢ yan etki

yaparsa” vb.
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Tiim bu konustuklarimizdan nasil bir sonug ¢ikarabiliriz? Zihnimize gelen otomatik
diisiinceler hakkinda ne soyleyebiliriz? Ozetle, zihnimize gelen otomatik
diisiincelerimiz, hatal1 olabilir ve gercegi yansitmayabilir. Biz de o gelen diisiinceleri
daha somut gercekei bir sekilde inceleyip, gercege en uygun alternatif diisiinceyi
bularak duygu-davranis-diisiince dongiisiinde degisiklik yaratmak istiyoruz.

Bunu nasil yaptigimiza birlikte bakalim.

Gegen hafta oliimle ilgili zihninizde ilk beliren diislinceler ve kaygilandiginizda
aklinizdan gecen seyleri not etmistiniz, onlart sirasiyla yazalim (Ekran paylagimi

yapilip diisiinceler beyaz tahtada listelenir).

Simdi doldurdugunuz tablodaki diisiinceleri nasil inceledigimiz iizerine calisalim

(Kanit inceleme teknigi kullanilir)

6) Ev 6devinin verilmesi:
Bugiin ele aldigimiz ayetleri, 6liimle ilgili olumsuz diisiincelerinizi daha gergek¢i bir
sekilde yeniden degerlendirmede kullanacagiz. Oturumda yaptigimiz gibi diger 2
diistincenize formdaki adimlar takip ederek meydan okumanizi bekliyorum. Bunu
yaparken konustugumuz ayetleri temel alarak, olumsuz diislincelerinize kars1 alternatif

diistinceler gelistirebilirsiniz.
7) Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlartyla 6zetlemek gerekirse, kisaca diislincelerini

paylasmak isteyen var m1? Sizce bugiin hangi konular ele almak faydali oldu?

Haftaya goriismek dilegiyle,
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MODUL 2 UYGULAMASI

Table C.1. Alternatif Diisiince Gelistirme Basamaklan

1.Adim 2.Adim 3.Adim 4.Adim 5.Adim 6.Adim 7.Adim 8.Adim
Olay / islevsiz Duyumlar islevsiz islevsiz diisiinceyi | Alternatif, Sonug Otomatik
Tetikleyici Diisiinceler Duygular — diisiinceyi | desteklemeyen daha Duyguyu diisiincem
(oran 0—100%) | destekleye | kamtlar gercekeive tekrar dogruysa
Bilissel Fiziksel n kamtlar dengeli puanlayin
Hatalar duyumlar diisiince
I1k olarak, Simdi, bu olay | Bu diisiinceyi Bu Bu diisiincenin dogru Bu noktada, Alternatif Eger otomatik
sizin igin ya da distindiigiiniizd | diisiincenin | olmayabilecegini alternatif bir disiinceyi diisiincem
zorlayici bir | tetikleyici e hangi dogru gdsteren hangi diisiince benimsedikte | dogruysa
durumu ya sirasinda duygulari olduguna kanitlariniz var? gelistirin. Bu | n sonra, olabilecek en
da akliniza gelen | hissettiniz? dair hangi yeni diisiince, | baslangicta kotii sonug ne?
tetikleyiciyi | diigiinceleri Duygularinizin | kanitlariniz daha gergekei | hissettiginiz | En iyi sey ne?
diistiniin. yazin. Sizi siddetini 0 ile var? ve dengeleyici | duygularin En gercekei sey
Olayin tam rahatsiz eden 100 arasinda bir olmali. siddetini ne? Bu sonugla
olarak ne ve kaygi oranda belirtin. tekrar bas edebilir
oldugunu, ne | uyandiran Bu duygular degerlendirin | miyim? Bu
zaman diistinceler viicudunuzda . Hangi durumda ne
gergeklestigi | nedir? nasil bir etki duygular yapabilirim? Bu
ni, nerede yaratt1? Hangi kald1? durum
bulundugun | Bu diisiince fiziksel onemsedigim
uzu ve herhangi bir belirtileri fark bir arkadagimin
kimlerle biligsel hataya | ettiniz? basina gelseydi,
birlikte benziyor mu? otomatik
oldugunuzu diisiincesi ile
belirtin. ilgili ona ne

soylerdim?
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Table C.1. (cont.)

Evde
yalnizken,
telefonum
caldi ve
sevdigim
birinin
saglik
durumunun
kotiilestigi
haberini
aldim

Sevdiklerim
oliirse buna
dayanamam

Felaketlestirm
e

Duygusal
Cikarsama

Uziintii (%85)

Mide bulantisi,
ellerde titreme,
bas agrisi, hizli
kalp atist

-Babam
vefat
ettiginde
kayipla
basa
¢ikmak
¢ok zor
oldu, o
kadar
biiyiik bir
act
yasadim
ki.

- Babam
vefat
ettiginde
sanki her
sey
anlamini
yitirmis
gibi
hissetmisti
m
Cevremde
ki bazi
insanlar,
sevdiklerin
i
kaybettikte
n sonra
derin bir
aci ve

-Daha 6nce sinav
doneminde de ¢ok
zorlanmistim ama basa
¢ikabilmistim,
zorluklarla bag
edebilen bir sistemim
var.

-Babamin vefatiyla
ilgili Gizlintim zaman
i¢cinde degisti, onu
halen ¢ok seviyor
6zliilyorum ancak
giinliik yasantima ilk
giinkiine kiyasla daha
iyi devam
edebiliyorum.
Arkadaglarimla
goriigiiyor, ise gidiyor,
giililyorum. Bu da
geemis kayiplarla basa
¢ikabildigimi ve bunu
yapabilme kapasitem
oldugunu gosterir.
-Bir¢ok kisi sevdigini
kaybettikten sonra
iyilesiyor, zamanla
kaybin acis1 azaliyor ve
hayatlarina devam
edebiliyorlar.
-Psikolojik
arastirmalar, kayiptan
sonra insanlarin yas
siireci yasadigini ve bu

Babami
kaybetmek
biiyiik bir act
verdi, ancak
zamanla bu
aciyla basa
¢tkmay1
o0grendim ve
yasamima
devam
edebildim.
Psikolojik
arastirmalar
da
kayiplardan
sonra
insanlarin yas
stirecini
gegirerek
duygusal
iyilesmeye
basladiklarmi
gostermektedi
r.

Uziintii
(%30)
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Table C.1. (cont.)

bosluk
yagadilar.

stirecin zamanla
iyilesmeye yol agtigini
gostermektedir.

-Yas siireci, bireylerin
acilarini atlatmalarina
ve tekrar iglevsel bir
sekilde hayatlarina
devam etmelerine
olanak tanir.

-Bilimsel olarak
insanlar, duygusal
zorluklarla basa ¢ikma
kapasitesine sahiptir.
-Kayip yasayan
kisilerin, sosyal destek
gruplarina veya
terapilere katilarak
iyilesebilecegi bir¢ok
bilimsel arastirmada
vurgulanmistir. Ailem,
arkadaglarim ve destek
aldigim kisiler, bu
stirecte yardimet
olabilir.

Not. Biligsel Davranis¢1 Terapiler Dernegi tarafindan hazirlanmis “Diisiince inceleme Formu” 7 siitunlu materyalden esinlenerek hazirlanmistir.
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MODUL 3

BELIRSIZLIGE TAHAMMULSUZLUGUN ELE ALINMASI

Modiiliin Amaci:
o Onceki oturumun &zetlenmesi, ev ddevinin gdzden gegirilmesi, giindemin
belirlenmesi
e Belirsizlige tahammiilsiizliigiin ele alinmas1

o Oliimiin kaginilmaz olduguna dair kabuliin gelistirilmesi

Modiiliin Uygulanmasi:

1) Duygusal ve Davramssal Takip:
Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?

2) Onceki Seans ile Baglanti:
Gegen haftaki oturumumuzIla ilgili neler hatirliyorsunuz?
Otomatik diisiincenin ve biligsel hatalarin neler oldugunu 6grendik. Olay anindan
zihnimizden gecen ilk diisiincelerimiz her zaman gergege uygun olmayabilir, olaylar:
hatali abartilmis algilamamiza sebep olabilir. Daha fazla bilgi edinip, kamt
topladigimizda olaylara atfettiimiz anlamlar yani diisiincelerimiz degisebilir. ilk

diisiince stratejimiz olan kanit incelemeyi uyguladik.

3) Ev Odevini Degerlendirme:
Oliimle ilgili olumsuz diisiincelerinize formdaki 7 soruyu sorarak meydan okumaniz
ve konustugumuz ayetleri temel alarak alternatif diistinceler olusturmaniz gerekiyordu.
Bu siire¢ nasil gegti?
Zorluk yasadiginiz ya da dikkat ¢eken bir sey oldu mu?
Alternatif diistinceler gelistirme kismi nasildi?
Hangi diisiinceleri daha kolay doniistiirebildiniz?
Hangi durumlarda zorlandiniz?

Bugiin fark ettiginiz herhangi bir degisiklik var m1?
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4) Giindem Belirleme:
Bugiinkii oturumda endise ve belirsizlik iizerine ¢alisacagiz. Amacimiz, dliimle ilgili
diisiincelerinizi daha iyi anlamak, bu diislincelerin sizde nasil kaygi yarattigini fark

etmek ve bu kaygiy1 azaltmak i¢in bazi yontemler gelistirmek.

5) Giindemin Ele Alimisi:

[k seansimizda tehlike mesajinin beyne iletilmesiyle otomatik bir sekilde aktive olan
savunma sistemimizden bahsetmistik.

Iste kayg, bedensel belirtilerle birlikte, daha derin bir duygusal ve fizyolojik tepkimiz
iken; endise zihinsel bir ugrastir, zihindeki bir diisiince veya tahmindir, kotii bir sey
olacagina dair disiinceler silsilesidir. Ancak kotii bir sey olacagina
inanmakla/diistinmekle kotii bir seyin gercekten olmasi birbiriyle ilgisizdir.
Endiselenmenin yani zihnimizde senaryo kurmanin iizerine diigiiniip durma halini
inceleyelim. Daire sakinleri 6rnegini verilir (Prof. Dr. Hakan Tiirk¢apar tarafindan

verilen Bilissel Davranig¢i Terapi dersi kapsaminda sunulmus bir metafordur.)

Soru su, bu dort daire sakininden hangisinin evine hirsiz girme olasilig1 daha diistiktiir?
Cevap li¢lincii ve dordiincii daire sakini ayni

Peki sizce liglincii ve dordiincii arasinda ¢ok biiyiik bir fark var midir?

Cevap yoktur

Peki o kiigtik fark i¢in dordiinciiniin 6dedigi bedel nasildir?

Cok yiiksek, zaman, maddi, duygusal olarak da tiikeniyor.

Peki daire 1 ile daire 2 arasinda olasilik agisindan bir fark var m1?

Cevap yok

Peki daire 1’in durumu mu daha iyi daire ikinin durumumu daha iyi?

Daire ikinin durumu daha 1yi.

Neden, ¢iinkii en azindan daire ikinin kafasi rahat.

Durumu en kétii olan daire 1 neden?

Hem siirekli bir endiseli bir hali var hem de hi¢ 6nlemi yok.

Ya da bir sinav 6grencisi diisiinelim tiim y1l boyunca sinavi kazanip kazanamayacagi
ile 1ilgili endiselensin, her masaya oturduunda ya smavi kazanamazsam
diisiinceleriyle mesgul olsun. Smav giinii geldiginde OSYM tiim y1l emek verdin seni
direk gegirelim demez, sorulara verdigi yanitlara yani somut davranislara bakar

O zaman soyle diyebilir miyiz?
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Hayatta kotii seyler olur ama bunlarin olup olmamasimin bizim bunlar1 diisiiniip
diisinmememizle ilgisi yoktur. Yani, endise duymak degil 6nlem almak, davranislar
bizi korur.

Onlemlerimizi de daha gergege uygun planlamamiz gerekmektedir.

Belki hi¢ olmayacak seyleri diisiinerek zaman ve enerji harcamamamiz gerekir.

Peki ya {izerinde kontroliimiiziin az ya da hi¢ olmadigi meselelerle ilgili
endiselenmenin nasil bir islevi vardir. (Beyaz tahta acilir, tahtanin tam ortasina

belirsizlik, 6lim yazilir)

Belirsizlik gilindelik yasamin her yerinde karsimiza ¢ikar ve aslinda hayatin dogal bir
parcasidir. Ancak bazilarimizin belirsizlik karsisinda zorlanmasi daha fazladir.
Belirsizlige tahammiilsiizliik, kisinin belirsiz durumlara karsi yiliksek diizeyde
rahatsizlik duymasi ve bu durumlara dayanmakta zorlanmasi olarak tanimlanabilir.
Ornegin, yarmn hava nasil olacak tam olarak bilemeyiz; tahminler yapsak da bu
tahminlerin gerceklesecegine dair kesin bir garantimiz yoktur. Ise giderken trafikte bir
gecikme olup olmayacagini ongéremesek de bu belirsizlik iginde hareket ederiz.
Saglikla ilgili de benzer bir durum s6z konusudur: Sabah uyandigimizda kendimizi iyi
hissedecegimizi iimit ederiz, ama bunun kesin bir garantisi yoktur. Ikili iliskilerde de
karsimizdaki kisinin sdylediklerimizi tam olarak nasil algilayacagini bilemeyiz, ancak
yine de iletisim kurmay siirdiiriiriiz. Bu tiir belirsizlikler, yasamin her alaninda yer alir

ve ¢cogu zaman farkinda bile olmadan bunlarla basa cikariz.

Benzer sekilde, kendi Oliimiimiiz ya da sevdiklerimizin 6limii de bu hayatta
belirsizdir. Hi¢birimiz ne zaman ya da nasil 6lecegimizi bilemeyiz.

Bu belirsizligi diistindiigiiniizde hangi duygulart deneyimliyorsunuz?

Sizce 6liimiin ne zaman ve nasil gergeklesecegini kontrol etmek miimkiin mii?
Herhangi bir ¢abayla bu bilgiyi edinebilir miyiz?

O zaman o6liim i¢in ne zaman, nasil ve nerede gerceklesecegi bizim kontroliimiizde
olmayan bir sey diyebilir miyiz?

Bu sizin i¢in ne anlam ifade ediyor?

Peki sizce bu belirsizlik herkes i¢in ayn1 m1?

Ne zaman 0Olecegine dair kesin bir bilgi herhangi birine diger kisilerden daha fazla

verilmis olabilir mi?
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Yoksa bu belirsizlik hepimiz i¢in egit mi?
Eger esit ise diger insanlarin da bu belirsizlikle yasadigini diigiiniince sizce onlar nasil

basa c¢ikiyor olabilir?

Belirsizlik, 6zellikle 6liim gibi biiylik ve kaginilmaz bir konuda, insanlarin hayatinda
onemli bir yer tutar. Ancak herkes bu belirsizlikle basa ¢ikmak icin farkli yollar bulur.
Bu belirsizlik karsisinda bizim yaptigimiz sey endiselenmek, diisiiniip durmak bu
ifadeler kagidin sol tarafina yazilir. Peki sizce insanlar bu belirsizligi daha az zorlayici
hale getirmek icin ne yapiyorlar? (Kimileri bu durumu diisiinmemek i¢in kendini
mesgul eder; yogun bir ¢alisma temposu ya da hobilerle zihnini bu diislincelerden
uzaklagtirir. Kimileri inang sistemlerine yonelerek 6liimden sonra ne olacagina dair bir
anlam gelistirmeye calisir. Bazilar1 ise bu gergcegi kabullenip, her ani dolu dolu

yasamaya odaklanir.

Onlarin basa ¢ikma yontemlerini diisiindiiglinlizde, size ilham veren bir sey var mi1?
Ornegin, belirsizlikle miicadelede size yakin gelen bir yontem ya da diisiindiigiiniizde

denemeye deger bir yaklagim olabilir mi?

Oliimiin belirsizligiyle miicadele etmek yerine, bunu hayatimiza anlam katacak bir
sekilde nasil kullanabilirsiniz? Mesela, bu belirsizlik size su anki yasaminizla ilgili
neyi hatirlatiyor olabilir?

Oliimiin belirsizligi bana su an neyin kiymetli oldugunu gosteriyor?

Kontrol edemedigim bu gergege karsilik, yasamim iginde kontrol edebilecegim seyler
neler?

Enerjimi, dikkatimi suan da kontrol edebildigim seylere vermek nasil olurdu? Ornegin
cocugum oOldiigiinde bununla bas edip edemeyecegimle ilgili suan da bir sey
yapamiyorum, ama cocugumla ilgili suanda ne yapabilirim? Ya da duygusal

dayanikliligim i¢in suan da nasil bir yatirim yapabilirim?

6) Ev 6devinin verilmesi:
Oniimiizdeki haftaya kadar belirlediginiz bir giin ve saatte (herkesten bu zaman
netlestirmesi ve telefonlarina hatirlatma koymalar: istenir), ahiret ve 6liim {izerine
olumlu mesajlar iceren dini bir metni okumanizi ve bu metin {izerine diisiinmenizi

istiyorum.
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Metni secerken bugiinkii oturumda ele aldigimiz ayet veya hadislerden de
faydalanabilirsiniz, ya da dilediginiz herhangi bir bagka metin de olabilir.

Metni belirledikten sonra size verdigim formdaki adimlar1 takip etmenizi rica
ediyorum.

Okudugunuz metinlerde sizin i¢in 6ne ¢ikan, rahatlatici ya da anlamli buldugunuz bir
kismi1 not alin.

Ayrica, bu metinleri okuyup formu doldurdugunuzda, 6liimle ilgili diisiinceleriniz ve
duygularinizda nasil bir degisim fark ettiginizi gozlemleyin.

Bir sonraki seansimizda bu deneyimlerinizi ve formu birlikte ele alacagiz.

7) Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini
paylasmak isteyen var mi1? Sizce bugiin hangi konulari ele almak faydali oldu?
Haftaya goriismek dilegiyle.

MODUL 3 UYGULMASI

Table C.2. Endise Karsisinda Takip Edilecek Adimlar

Adim 1: Suanda tam olarak neyle ilgili endiseleniyorum?
(Su anda endiselendiginiz durum nedir? Endisenizin neyle ilgili oldugunu net bir sekilde
belirleyin.)

Adim 2: Endiselendigim seyle ilgili suan yapabilecegim bir sey var mi1?

Haywr, yapabilecegim bir sey yok: | Evet, yapabilecegim bir sey var: O zaman
Endiselenme isine son ver, endiselendigin | bu konuda 3. Adimla devam edin

konuyu sadece bir baslik olarak not et,
randevu saatine ertele

Adim 3: Ne yapabilirim?
Ne yapabilecegim ile ilgili kime danigabilirim?
Yapilabileceklerin listesini ¢ikartin ve netlestir

Adim 4: Planlama ve Uygulama

Eger yapilacak bir sey varsa:

Ne zaman bu adimi atacaginizi planlaym. Eger su anda adim atamiyorsaniz, ne zaman
harekete gececeginizi belirleyin ve bir plan olusturun.

Adim 5: Belirsizligi Kabullenin

Eger hala endise duydugunuz bir belirsizlik varsa, bu belirsizligi kabul edin. Bazi
durumlarda, ¢6ziim iiretmek miimkiin olmayabilir ve belirsizlikleri kabul etmek gerekebilir.

Bu durumda belirsizligi kabul edin ve hayatin kontroliiniizde olan diger yonlerine
odaklanin.
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MODUL 4

KACINMA VE GUVENLIK DAVRANISLARININ INCELENMESI,
MARUZIYET PLANLAMASI

Modiiliin Amaci:
e Oliim kaygisim artiran ve siirmesini saglayan kontrol etme, kaginma ve
gilivence arama gibi davraniglar1 incelemek.
o Bu davranislarin kaygi lizerindeki etkilerini anlamak.
o Kaygiyr daha saglikli bir sekilde yonetmek igin alternatif basa ¢ikma yollar
gelistirmek.
e Maruziyetin rasyonelini anlamak.

o Kaygi hiyerarsisi olusturmak

Modiiliin Uygulanmasi:

1) Duygusal ve Davramssal Takip:
Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davraniglarinizda fark

ettiginiz bir degisiklik oldu mu?

2) Onceki Seans ile Baglant::

Gecen haftaki oturumumuzla ilgili neler hatirliyorsunuz?

3) Ev Odevini Degerlendirme:
Odev ile baslayalim.
Odevi yapmak sizin i¢in nasil bir deneyim oldu?
Okudugunuz metin sizi nasil etkiledi?
Metinde sizin i¢in anlamli veya rahatlatici bir boliim var mrydi1?

Bu boliim oliimle ilgili diislince ve duygularinizi nasil etkiledi?
4) Giindem Belirleme:

Bugiinkii oturumumuzda, 6lim kaygisini artiran ve silirmesini saglayan bazi

davraniglarimizi inceleyecegiz.
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Bu davraniglar, 6liimle ilgili kontrol etme, kaginma ya da siirekli giivence arama
olabilir.
Bu davraniglarin kaygiy1 nasil etkiledigini anlamaya calisacagiz ve kaygiy1 daha iyi

yonetmek icin alternatif yollar gelistirecegiz.

5) Giindemin Ele Alinisi:
Ik oturumumuzda, otonom sinir sistemimizin nasil ¢alistigin1 ve tehlike aninda bizi
korumak i¢in devreye girdigini konusmustuk, hatirliyorsunuz degil mi?
Savas ya da kag¢ tepkisinin, hayatta kalmamiz agisindan ne kadar Onemli bir
mekanizma oldugunu vurgulamistik. Simdi, 6liim kaygisi1 gibi tehdit algisiyla bu
sistemin sizin giinliik hayatinizda nasil isledigini birlikte inceleyelim. Bir diisiiniin,
6liimle ilgili kaygilandiginizda viicudunuzda neler hissediyorsunuz?
Kalp atislariniz hizlaniyor mu, nefes almak zorlasiyor mu, ellerinizde titreme oluyor
mu?
Bu tepkilerin, o algiladiginiz tehlikeye verdigimiz dogal yanitlar oldugunu biliyoruz.
Gelin, bu tepkilerin sizin lizerinizdeki etkilerini daha yakindan anlamaya ¢aligalim.
Peki, bir soru, tehlikenin aslinda gercek olmadigini, bu yalnizca zihninizdeki bir
diisiince oldugu halde bu tepkilerin ortaya ¢iktigini fark ettiginizde, viicudunuz da bu
sistemin yavaslamasina izin verebilir mi?
Simdi sdyle bir sey oldugunu hayal etmenizi istiyorum.
Evde oturuyordunuz gayet sakin bir giindii.
Birden kapi ¢ald1 ve igeri eli silahli adamlar girdi.
Hayatta en ¢ok sevdiginiz kisi ya da kisiler kim?
Diyelim ki o kisileri rehin aldilar kafalarina da silah1 dayadilar ve dediler ki.
Soyleyecegimizi yapacaksin yoksa onlari 6ldiiriiriiz, ne yaparsiniz?
Dediklerini yaparsiniz?
Ve dediler ki haydi bakalim atla arabaya sizi mezarliga gétiirdiiklerini hayal edin.
Hig beklemediginiz bir anda, kendinizi mezarlikta buluyorsunuz.
O anda kalbinizin hizla ¢arptigini, tiim hayatinizin gdzlerinizin onlinden gegtigini
hayal edin.
Simdi, sevdiklerinizi kurtarmanin tek yolunun mezarlikta birkac¢ saat yalniz kalmak
oldugunu sdyleseler, sevdiklerinize bir zarar gelmeyecegini soyliiyorlar, kamera ile

sizi izleyecekler.
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Mezarlikta gecirmeniz gereken saat tamamlaninca evinize gidebileceksiniz, ne

yaparsiniz?

Ben mezarlikta kalamam, mezarlik bana 6liimii hatirlatiyor korkuyorum der misiniz,

yoksa sevdikleriniz i¢in birka¢ saat mezarlikta kalmay1 kabul eder misiniz? (Prof. Dr.

Aslihan Donmez davranis deneyleri egitimi kapsaminda sunulmus bir metafordur.)

Simdi su zaman su da anksiyete diizeyi olsun.

Anksiyete

» Zaman
—

Bu durumda anksiyeteniz ne olurdu?

Muhtemelen 100'e kadar ¢ikar, degil mi?

Peki, bu yogun anksiyete ne zamana kadar boyle devam ederdi sizce?
Mezarlikta kaldiginiz  siire  boyunca anksiyetenizin  nasil
diisiiniiyorsunuz?

Siirekli ayn1 yogunlukta mi kalir, yoksa bir siire sonra azalir m1?

Anksivete

100

Zaman

degisecegini

Su anki diisiincenize gore, anksiyete 100'e ¢ikacak ve orada sabit kalacak.

Ama benim 6ngoriim biraz farkli; diyorum ki, evet, basta anksiyeteniz 100’e kadar

yukselebilir, ancak zamanla, siz orada mezarlikta kalmaya devam etseniz bile, bu

anksiyete kendi kendine azalacak.
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Anlsivete

100

Faman

Neden bdyle bir hipotez kurdum sizce?

Evet belli bir siire sonra parasempatik sistem devreye giriyor.

Peki siz anksiyetenin kendiliginden diismesini hi¢ deneyimlediniz mi?
Hayir deneyimlemediniz, deneyimlememe sebebiniz ne olabilir?

Evet giivenlik ve kacinma davranislar1 anksiyeteyi azaltir.

Parasempatik sistemin otomatik devreye girmesini deneyimlemememize sebep olur.

Anksiyete

Faman

Bugiine kadar baktiginizda grafik boyleydi, degil mi?

Yani o6liimle ilgili kaygilarimiz1 siirekli olarak bir sekilde yatistirmaya calistiniz,
kaginarak ya da giivenlik davraniglariyla rahatlama saglamaya calistiniz.

Ama biitlin durumu degerlendirince, 6liim kayginizin giderek arttigini sdyleyebilir
miyiz?

[k baslarda bu kadar yogun diisiincelerle karsilasmiyordunuz, kayginiz bu kadar
siddetli ve stirekli degildi, degil mi?

Zamanla, 6liim kaygimiz giderek artt1, daha fazla alana yayildi, dogru mu?

Yani 6liim kayginiz giderek biiylidii ve daha ¢ok alan1 kapsadi (Soru cevap seklinde,
sokratik ilerlenir).

Iste kacinma ve giivenlik davramslari, kisilerin kaygi ve korku gibi olumsuz
duygulardan korunmaya ¢alisirken sergiledikleri davraniglardir. Bu tiir davranislar,
genellikle kaygiy1 gecici olarak hafifletmeye yardimci olabilir, ancak uzun vadede bu

davraniglar sorunun devam etmesine veya kotiilesmesine yol acabilir.
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Ozetle, giivenlik ve kaginma davranislar1 kisa vadede bir rahatlama saglasa bile uzun
vadede sorunun hayatimizda artmasina yayilmasina sebep olur diyebilir miyiz?
Simdiye kadar sdylediklerimde bir sorunuz var mi?

Simdi biz bilim insanlari olsak, elimizde 2 hipotez var.

Birinci hipoteze gore anksiyete sonsuza kadar siirer.

Bir diger hipotez de diyor ki hayir anksiyete belli bir siire devam eder daha sonra
giivenlik ve kacinma davranisi yapmasak bile kendiliginden azalir.

Hangi hipotezin dogru oldugunu test etmemiz i¢in ne yapmamiz lazim?

Test etmemiz lazim.

Sizin bugiine kadar buldugunuz yontem suydu (danisanin hipotez grafigini gosterip)
kisa vadede kaygiy1 azaltip rahatlamak ama uzun vadede sikintinin artmasi, benim
onerdigim simdi yeni denemenizi isteyecegim yontem su olacak kisa vadede sikinti
uzun vadede rahatlama.

Hangisi daha mantikl1 geliyor size?

Simdi sunu diisiiniin:

Bir korku filmini ilk kez izlediginizde ne kadar korktugunuzu hatirlayin.

Her ses, her an sizi tedirgin ediyordu, degil mi?

Ama ayni filmi ikinci, liglincii kez izlediginizde, bir siire sonra korkulariniz azalir.
Cilinkii artik ne olacagin biliyorsunuz ne zaman ne olacagini tahmin edebiliyorsunuz.
Filmdeki korkutucu anlar sizi eskisi kadar etkilemiyor.

Bu, bir tiir aligma siireci, degil mi?

Ay sekilde kaygiyla ilgili de benzer bir sey oluyor.

[k basta, 6liim kaygisi gibi bir korkuyla karsilastiginizda g¢ok yogun bir duygu
hissedebilirsiniz.

Ancak, o korkuyla yiizlestikce, tizerine gittikge, kaygi seviyeniz azalir.

Bu, sizin kaygiy1 "alisarak" yonetmeye baslamanizi saglar.

[k denemede kayginiz biraz daha yiiksek olabilir, ancak her seferinde bu kaygiy1 daha
rahat hissedecek ve daha iyi basa ¢ikabileceksiniz.

Yani, tipki korku filmini defalarca izlediginizde korkunuzun azalmasi gibi, kayginizi
da tekrarlayarak azaltabiliriz.

Biz bu deneye maruziyet diyoruz.

Bu haftadan itibaren sizinle bir maruziyet plani hazirlayacagiz.
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Maruziyet, sizi rahatsiz eden diislincelere, duygulara veya bedensel tepkilere bilingli
ve kontrollii bir sekilde yaklasmay1 ve zamanla bu durumlarla daha rahat basa ¢ikmay1
O0grenmeyi hedefleyen bir yontemdir.

Amag, bu rahatsizlik verici deneyimlerden kaginmak yerine, onlara kademeli olarak
alisarak hayatinizi istediginiz gibi yonlendirebilmenizi saglamaktir.

Simdi, maruziyetin zihinsel olarak ne anlama geldigini en azindan su an igin
anladiginiz1 diistiniiyorum, degil mi?

Su ana kadar konustuklarimizi birka¢ ciimle ile kendi anladigimiz sekilde 6zetler
misiniz?

Peki maruziyeti nasil yapacagiz.

Merak etmeyin bir anda en ¢ok kacindiginiz seyi deneyimlemeyeceksiniz.

Bir hiyerarsi olusturacagiz.

Bu, daha az kaygi yaratan durumlarla baslayip, zamanla daha fazla kaygi uyandiran
durumlara dogru ilerleyecegimiz bir siire¢ olacak.

Ik basta, kaygiy1 fazla tetiklemeyen bir durumla yiizlesmek, size kaygi karsisinda
nasil adim atacaginizi gosterecek.

Bu asamali yiizlesmeler sayesinde, kaygili diisiincelerle basa ¢ikma konusunda
alisacak ve kaygi seviyeniz zamanla azalacak.

Bunu yaparak, kaygi uyandiran durumlara kars1 daha az duyarl hale geleceksiniz.

Bu sekilde, kayginizla basa ¢ikabilme becerilerinizi gelistirecek ve bu tiir durumlarla
daha etkili bir sekilde basa ¢ikabileceksiniz.

Size kendinizin ya da sevdiklerinizin Oliimiinii hatirlatan hangi durumlardan
kaginiyorsunuz?

Ornegin 6liim igerikli filmler ya da videolar izlemek, mezarliga gitmek vs.

Simdi oliimle ilgili diislindiigiiniizde, en ¢ok hangi diislinceler ya da senaryolar sizi
kaygilandiriyor?

Bunlardan hangisi en ¢ok korkutuyor?

Hangi diisiinceler size daha az kayg1 veriyor?

Kayginizi1 0 ile 100 arasinda bir 6lgekle degerlendirirseniz, en korkutucu diisiince ne
kadar ytiksek bir kaygi yaratir?

Eger bu diislinceleri bir siralama yapacak olsaniz, hangi diisiince ya da senaryo sizi
daha az kaygilandirir, hangisi daha fazla?

0 ne olurdu, 30, 40, 50, 70, 100 diizey kayg1 ne olurdu?

Somut durumlari not edelim.
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Kaygi yaratan durumlarin siralanmasi formu tizerine not edebiliriz.

6) Ev 6devinin verilmesi:
Bu hafta yapacagimiz sey su olacak. Size 30 diizeyinde kaygi yaratan ve siklikla
kacindiginiz duruma deney yapacagiz. Deneyde test edecegimiz hipotezlerimiz
Hipotez 1: Anksiyete sonsuza kadar siirer, yani kaygi duygusu devam eder ve
azalmaz.

Hipotez 2: Anksiyete, belli bir siire devam eder ve sonra kendiliginden azalir.

Bu durumu 6rnegin sela dinlemek, gazetede 6liim ilanlarin1 okumak, 6liim ve kayip
ile ilgili edebi metinler okumak, 6liim temali televizyon ve film programlarini izlemek,
vasiyet yazma, cenaze diizenlemeleri planlama ve aile iiyelerine talimatlar birakma,
aile tiyeleri veya arkadaglarin mezarini ziyaret etme gibi herhangi bir giivenlik ya da
kacinma davranisi uygulamadan, eger uygularsak test etmek istedigimiz hipotezi test
edememis oluruz, 30 dakika boyunca bu hafta 3 ayr1 kez maruz kalacaksiniz.

Her seferinde kaygi diizeyini 0-100 arasinda puanlayarak, form iizerindeki uygun yere

not edecegiz.
7) Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlartyla 6zetlemek gerekirse, kisaca diislincelerini

paylasmak isteyen var mi1? Sizce bugiin hangi konulari ele almak faydali oldu?

Haftaya goriigmek dilegiyle.
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MODUL 4 UYGULAMASI

Table C.3. Kaygi Yaratan Durumlarin Siralanmasi

Sana kayg1 veren tim durumlar1 asagiya yaz, ardindan bu durumlari sana en fazla kaygi veren olandan
en az kaygi verene dogru siralayarak asagidaki tabloya ekle. Her bir durumu, sana ne kadar kaygi
verdigini 0 (hi¢ kaygi yok) ile 100 (maksimum kayg1) arasinda puanlayarak belirt.

Durum Normalde Su an ki Deneyin Deneyin Deneyin
Kaginma Kaygi Birinci Giinii | Ikinci Ugiincii Giinii
Evet- Hayir Diizeyi Kaygi Giinii Kaygi | Kaygi Diizeyi

Diizeyi Diizeyi
0 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
10 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
20 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
30 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
40 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
50 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
60 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
70 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
80 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
90 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
100 0.dk 0.dk 0.dk
10.dk 10.dk 10.dk
20.dk 20.dk 20.dk
30.dk 30.dk 30.dk
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Bu hafta yapacagimiz sey su olacak. Size 30-50 diizeyinde kayg1 yaratan ve siklikla
kacindiginiz duruma deney yapacagiz. Deneyde test edecegimiz hipotezlerimiz
Hipotez 1: Anksiyete sonsuza kadar siirer, yani kaygi duygusu devam eder ve
azalmaz.

Hipotez 2: Anksiyete, belli bir siire devam eder ve sonra kendiliginden azalir.

Bu durumu 6rnegin sela dinlemek, gazetede 6liim ilanlarin1 okumak, 6liim ve kayip
ile ilgili edebi metinler okumak, 6liim temali televizyon ve film programlarini izlemek,
vasiyet yazma, cenaze diizenlemeleri planlama ve aile iiyelerine talimatlar birakma,
aile tiyeleri veya arkadaglarin mezarini ziyaret etme gibi herhangi bir giivenlik ya da
kacinma davranisi uygulamadan, eger uygularsak test etmek istedigimiz hipotezi test
edememis oluruz, 30 dakika boyunca bu hafta 3 ayr1 kez maruz kalacaksiniz.

Her seferinde kaygi diizeyini 0-100 arasinda puanlayarak, form tizerindeki uygun yere

not edecegiz.

(Biligsel Davranis¢1 Terapiler Dernegi tarafindan hazirlanmis “Korku Hiyerarsisi”

materyalinden esinlenerek hazirlanmistir.)

MODULS

MARUZIYET

Modiiliin Amacr:
o Onceki oturumun &zetlenmesi, ev ddevinin gézden gegirilmesi, giindemin
belirlenmesi
e Seans i¢i maruziyet uygulamasi
e Maruziyet sirasinda kaygi seviyelerinin 0-100 arasinda puanlanarak izlenmesi

ve kayginin zaman iginde nasil degistiginin gozlemlenmesi
Modiiliin Uygulanmasi:
1) Duygusal ve Davramssal Takip:

Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davraniglarimizda fark

ettiginiz bir degisiklik oldu mu?
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2) Onceki Seans ile Baglant::

Gegen haftaki oturumumuzIla ilgili neler hatirliyorsunuz?

3) Ev Odevini Degerlendirme:
Bu hafta maruziyet yaptiktan sonra kaygi seviyenizde nasil bir degisim oldu?
Kayg1 ne kadar siireyle yiiksek kald1 ve sonra ne gozlemlediniz?
Baslangicta kaygi seviyesi beklediginizden farkli miydi, yoksa tahmin ettiginiz gibi
mi oldu?

Kayginin azaldigini hissettiginizde, bu nasil bir deneyim oldu?

4) Giindem Belirleme:
Bu hafta odaklanacagimiz konu, 6liim kaygisi ile ilgili kaygi yaratan durumlara maruz

kalacak ve bu siire¢c boyunca kaygidaki degisimi gozlemleyecegiz.

Neden Oliim Korkusuyla Yiizlesmelisiniz?

Yillar gectikge hepimizin karsilastigi zorluklardan biri de Oliim gercegiyle
yiizlesmektir. Oliim konusundan kaginmak ¢ogu insan icin cogu zaman ise yartyor gibi
goriinebilir Ancak zaman zaman yogun stres ya da olim ve hastalikla ilgili zor
deneyimler nedeniyle olagan basa ¢ikma yollari tehlikeye girer. Insanlar kendilerini
stirekli olarak oliim, hastalik, kaza, yaralanma ve zarar gérme korkulartyla mesgul
bulabilirler. Bu korkular sikinti yaratir, yasamdan alinan zevki ve memnuniyeti
sinirlar, diger insanlarla iliskileri bozar, etkili bir sekilde calismaktan alikoyar ve
gereksiz enerji tliketir. Hastalik ve 6lim korkular1 diger bir¢cok korkudan farklidir.
Insanlarin korktugu seylerin ¢ogunun gerceklesme olasihigi diisiiktiir. Ornegin
ucmaktan korkan insanlarin bir ucak kazasinda yaralanma veya 6lme olasiligi son
derece diistiktiir. Kopeklerden korkan insanlarin bir kopek tarafindan yaralanmasi pek
olast degildir. Buna karsilik, birgogumuz hayatimizin bir doneminde ciddi bir
hastalikla bas etmek zorunda kalacagiz ve hepimiz dlecegiz. Yillar gectik¢e bize yakin
olan insanlarin hastalik ve dliimleriyle de ugrasmak zorunda kalacagiz. Bazi insanlar
6liim korkulariyla o kadar mesguldiir ki, bu korku dikkatlerinin ve enerjilerinin ¢ogunu
tikketir. Yakinda 6lmeyeceklerinden emin olmadiklar1 siirece hi¢bir seyden zevk
alamayacaklarim1  hissederler. Farkinda olmadan, wuzun yillar boyunca
gerceklesmeyecek bir sey icin endiselenerek yasamin degerli gilinlerini tiiketirler.

Mutlu bir sekilde gegirebilecekleri giinleri mutsuz giinlere doniistiiriirler. Diger
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insanlar 6liim gercegini kabul edebilir, bu fikirle biraz barisabilir ve karsilarina
¢iktiginda bu durumlarla basa ¢ikabileceklerine giivenebilirler. Tatmin edici ve mutlu
bir hayat yasama gérevine odaklanabilirler. Oliim korkusuyla basa ¢ikmanin en giiclii
yolu, ondan kaginmak yerine korkuyla yiizlesmektir. Ik bakista bu size tuhaf gelebilir.
Her an 6liimle mesgul oldugunuz i¢in sikintili oldugunuzu sdyleyebilirsiniz. Bununla
daha ne kadar yiizlesebilirsiniz? Bu kendinizi daha iyi hissetmenize nasil yardimci
olacak? Ancak oliimle mesgul olmak ile dliimle yiizlesmek ve onu kabullenmek
arasinda bir fark vardir. Oliim korkusu da dahil olmak iizere korkunun iistesinden
gelmenin en iyi yolunun korkulan durumla yiizlesmek oldugunu 6grendik. Genellikle
en iyisi korkuyla yavas yavas, her seferinde bir adim atarak yiizlesmektir (Furer vd.,

2007, s. 151-152).

Bugiin, dliimle ilgili kaygilarimiz {izerine bir teknik denemek istiyorum. Bu teknik,
hayal giliciimiizii kullanarak bu korkularla yiizlesmemizi ve onlari daha yakindan
tanimamizi saghiyor. Buna imajinatif (hayali) maruziyet diyoruz. Amag, O6lim
korkularin1 bir senaryo haline getirerek onlarla yiizlesmek ve bu siirecte kaygiy1
yonetebilmeyi 6grenmek. Bu senaryoyu canlandirirken, zihninizde olusan diisiinceler
ve hissettikleriniz tamamen normal. Ama bunu yaparak korkularinizin sizi ne kadar
etkiledigini ve bunlarla nasil basa ¢ikabileceginizi daha iyi anlayabiliriz. Bazilar1 bu
caligmada, senaryoyu canlandirmanin korkularmin gerceklesmesine neden olacagin
diistinebiliyor. Bu konuda endiseleriniz var m1?

Bu ¢ok anlagilir bir kaygi.

Ancak, bir seyi zihnimizde canlandirmak onun gerceklesecegi anlamina gelmez.
Yani oliimle ilgili en ¢ok korktugunuz senaryolar1 kesfedecegiz ve bu senaryolar
tizerinde ¢alisacagiz. Bu, korkularimizi ylizeye ¢ikararak onlarla basa ¢ikmamiza ve
kaygimin etkisini azaltmamiza yardimci olabilir. Amacimiz, bu senaryolarla tekrar
tekrar maruz kalarak kaygi diizeyini diisiirmek ve kaygimin zamanla azalmasini

saglamak olacaktir.

Gozlerinizi kapatin ve birkag derin nefes alin.

Nefesinize odaklanin; soguk havanin burnunuzdan girisini ve gogis kafesinizdeki
hareketini hissedin.

Nefesinize miidahale etmeden sadece izleyin.

Simdi de 6liimle ilgili en korktugunuz senaryoyu zihninizde canlandirmaya baglayin.
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Oliimle ilgili en biiyiik korkunuz nedir?

Kendi 6liimiinliz mii?

Oliim an1 m1 yoksa dliimden dnceki ya da sonraki siire¢ mi sizi korkutuyor?
Sizi en ¢ok korkutan senaryoya odaklanin, zihninize birden fazla se¢enek gelirse
onlardan en korkutucu olan1 se¢in ve ona odaklanin.

Simdi sectiginiz o senaryoda biraz kalmaniz1 istiyorum.

Simdi bu senaryoyu detaylandirarak zihninizde canlandirin.

Nerede bulunuyorsunuz?

Acik bir alan m1, kapal1 bir alan m1?

Sanki bir film senaryosu ¢eker gibi o senaryonun tiim detaylarini dikkatlice zihninizde
canlandirin.

Bulundugunuz ortami hayal edin.

Bu senaryoda kimler var?

Tanidik birileri mi?

Yoksa yabanci kisiler mi?

Bu kisiler sizinle nasil bir etkilesim i¢inde?

Konusuyorlar mi, suskunlar mi1?

Konusuyorlarsa ne soyliiyorlar?

Fark edin.

Bu senaryoyu zihninizde daha netlestirdiginizde, bedensel duyumlarinizi fark edin.
Kalbiniz nasil atiyor?

Hizli m1, yavasg mi1?

Ellerinizde bir titreme, ayaklarinizda bir agirlik var mi1?

Midenizde ya da gogsiinlizde bir sikisma hissediyor musunuz?

Fark edin.

Duygularimiz fark edin.

Korku, iiziintii, yalmizlik, ¢aresizlik gibi duygular hissediyor musunuz?
Hangi duygu daha baskin? Fark edin.

Bu senaryonun en korkutucu an1 nedir? O anda ne oluyor?

Ne diisiiniiyorsunuz?

Ne yapmaya calistyorsunuz?

Tiim detaylariyla senaryoyu canlandirin.

Nefesinize yeniden odaklanarak kayginin seviyesini bir siire gdzlemleyin.

Kayginin en iist seviyede kaldig1 noktayi fark edin.
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Simdi birka¢ derin nefes alin.

Nefes alip vermenizi izleyin.

Ellerinizin veya ayaklarinizin zemine temasini hissedin.
Cevrenizdeki sesleri dinleyin.

Rahat bir nefes alarak gozlerinizi agin.

Evet nasil bir deneyimdi, neler fark ettiniz? Kim neler soylemek ister? Simdi herkesten

biraz dnceki deneyim sirasindaki kaygisini 0-100 arasinda puanlamasini istiyorum.

Simdi tekrardan ayni senaryoyu zihnimizde canlandiracagimiz bir uygulama

yapacagiz.

Gozlerinizi kapatin ve birkag derin nefes alin.

Nefesinize odaklanin; soguk havanin burnunuzdan girisini ve gogiis kafesinizdeki
hareketi hissedin.

Nefesinize miidahale etmeden sadece izleyin.

Simdi de 6liimle ilgili en korktugunuz biraz 6nceki senaryonuzu hatirlayin.

Ve tekrardan zihninizde canlandirin.

Nerede bulunuyorsunuz?

Acik bir alan m1, kapal1 bir alan m1?

Sanki bir film senaryosu ¢eker gibi o senaryonun tiim detaylarini dikkatlice zihninizde
canlandirin.

Bu senaryoda kimler var?

Tanidik birileri mi?

Yoksa yabanci kisiler mi?

Bu kisiler sizinle nasil bir etkilesim i¢inde?

Konusuyorlar mi1, suskunlar mi1?

Konusuyorlarsa ne soyliityorlar? Fark edin.

Bu senaryoyu zihninizde daha netlestirdiginizde, bedensel duyumlarinizi fark edin.
Kalbiniz nasil atiyor? Hizli m1, yavag mi1?

Ellerinizde bir titreme, ayaklarinizda bir agirlik var m1?

Midenizde ya da gogsiiniizde bir sikisma hissediyor musunuz? Fark edin.
Duygularmizi fark edin. Korku, iiziintii, yalnizlik, ¢aresizlik gibi duygular hissediyor

musunuz? Hangi duygu daha baskin? Fark edin.
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Bu senaryonun en korkutucu an1 nedir? O anda ne oluyor?

Ne diisiintiyorsunuz?

Ne yapmaya calistyorsunuz?

Nefesinize yeniden odaklanarak kayginin seviyesini bir siire gozlemleyin.
Kayginin en iist seviyede kaldig1 noktayi fark edin.

Simdi birka¢ derin nefes alin. Nefes alip vermenizi izleyin.

Ellerinizin veya ayaklarinizin zemine temasini hissedin.

Cevrenizdeki sesleri dinleyin. Rahat bir nefes alarak gozlerinizi acin.

Evet ikinci deneyiminiz nasild1?
Kim ne sdylemek ister?
Simdi herkesten ikinci deneyim sirasindaki kaygisint 0-100 arasinda puanlamasini
istiyorum.
Her iki puan arasinda bir farklilik var mi, varsa bunu nasil agiklariz?
Bu farklilik bize ne sdyliiyor olabilir?
(Vakit kalirsa bir tur daha yapilabilir, ya da senaryo yazma kismi seans ig¢inde
yapilabilir)

5) Ev ddevinin verilmesi:
Bu hafta, oturum esnasindaki sectiginiz senaryo disindaki bagka bir senaryoyu sessiz
sakin oldugunuz bir anda oturumda yaptigimiz gibi canlandirmanizi istiyorum. Ancak
bu sefer gozleriniz agik olsun ve sanki bir senaryo metni hazirlar gibi zihninizde
canlandirdiklarimizi bir kagida yazmanizi istiyorum. Detayli bir sekilde yazmaya
calisin, sizi korkutan {izen detaylar1 agikca ifade edin. Daha sonra yazdiginiz
senaryoyu hafta boyunca toplamda ii¢ kez sesli bir sekilde okuyun. Senaryoyu

okuduktan sonra her seferinde kaygi diizeyinizi (0-100) not edin.
6) Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerinizi

paylasmak isteyen var mi1? Bugiin hangi konular1 ele almak size faydali oldu?

Haftaya goriismek dilegiyle.
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10.

MODUL 5 UYGULAMASI

MARUZIYET PLANLAMASI

Adim: Korku hiyerarsinizden maruziyet i¢in bir senaryo se¢in

Adim: Bu senaryonun size 0-100 arasinda ne kadar kayg1 verdigini not
edin.

Adim: Kagida sanki bir film sahnesini anlatir gibi, size korku veren
senaryoyu tiim ayrintilariyla yazin.

Adim: Yazdiklarinizi sakin bir sekilde, her bir ciimlede kalarak, sesli
bir sekilde okuyun.

Adim: Senaryonun size 0-100 arasinda ne kadar kaygi verdigini not
edin.

Admm: Derin bir nefes alin, tekrar yazdiklarinizi sakin bir sekilde, her
bir ciimlede kalarak, sesli bir sekilde okuyun.

Adim: Senaryonun size 0-100 arasinda ne kadar kaygi verdigini not
edin.

Adim: Derin bir nefes alin, tekrar yazdiklarinizi sakin bir sekilde, her
bir ciimlede kalarak, sesli bir sekilde okuyun.

Adim: Senaryonun size 0-100 arasinda ne kadar kaygi verdigini not
edin.

Adim: Kaygimiz 0-20’lere diisene kadar bu adimi farkl giinlerde tekrar

edin.

MODUL 6

DEGERLER VE DEGER ODAKLI DAVRANISLAR

Modiiliin Amaca:

Degerlerin netlestirilmesi

Deger odakli davranislarin planlanmasi
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Modiiliin Uygulanmasi:

1) Duygusal ve Davramissal Takip:
Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?

2) Onceki Seans ile Baglant::

Gegen haftaki oturumumuzla ilgili neler hatirliyorsunuz?

3) Ev Odevini Degerlendirme:
Gegen hafta, sectiginiz bir senaryoyu detayli bir sekilde yazip sesli okumanizi ve kaygi
diizeylerinizi not almanizi istemistim. Bu siire¢ sizin i¢in nasildi? Yazarken veya
okurken dikkatinizi ¢eken, sizi zorlayan ya da farkindalik yaratan bir sey oldu mu?
Kaygi diizeyinizde bir degisim fark ettiniz mi, 6rnegin her okuyusta azalma ya da artis

gibi bir oriintii gdzlemlediniz mi?

4) Giindem Belirleme:
Bugiinkii oturumda, iki ana baslik iizerinde duracagiz. Oncelikle, yasaminizda sizin
icin 6nemli olan degerleri netlestirmek i¢in bir ¢aligsma yapacagiz. Sonra belirlediginiz
bu degerlere yonelik olarak hayatta atabileceginiz somut adimlari, yani deger odakli
davraniglar1 nasil planlayabilecegimizi konusacagiz.
Oliim kaygis1, yasamin gegiciligini fark ettigimizde daha belirgin hale gelir.
Ancak bu farkindalik, degerlerimize daha siki baglanmamiz ve hayatimizi daha
anlamli kilmamiz i¢in bir firsat da olabilir.
Degerler, hayatimizda neyin Oonemli oldugunu belirleyen, bizi motive eden ve
yonlendiren prensiplerdir.
Onlar, diinyayla, diger insanlarla ve kendimizle nasil bir iliski kurmak istedigimizi
belirler.
Degerler, nasil bir insan olmak istedigimizin ve hayatta ne i¢in miicadele etmek
istedigimizin oziidiir.
Degerler bir nevi, hayatimizda ne yapmak istedigimizin ve nasil davranmak
istedigimizin beyanlaridir.

Akip giden hayatin icerisinde bize rehberlik eden ve motive eden prensiplerdir.
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Bu baglamda, olim kaygisiyla yiizlesmek bizi degerlerimize daha fazla
yonlendirebilir. Hayatin sinirli oldugunu bilmek, onun kiymetini anlamamiza yardimci

olabilir.

Simdi bir durup diisiinelim:

Kaygiyla miicadele ederken bugiin de bizim i¢in kiymetli olan neleri feda etmis
oluyoruz? Belki sevdiklerimizle gecirebilecegimiz anlamli anlari, belki de bizi mutlu
eden ve yasamimiza nese katan basit aktiviteleri... Oliim kaygisiyla ugrasirken, bazen
sadece 'basa ¢ikmaya' odaklaniyoruz ve bu siiregte degerlerimizle uyumlu olan
davraniglardan uzaklastyoruz. Ancak kaygi her ne kadar zorlayici olsa da yasamin
anlamli yonlerine odaklanmak ve degerlerimize uygun sekilde hareket etmek

mumkindir.

Simdi beraber bir uygulama yapalim.

Oniiniizdeki kagida bu sefer de olmak istediginiz kisi gibi yasadigmiz bir omrii
tariflemenizi istiyorum. Yillar gecti ve siz insan olarak tagimak istediginiz 6zellikler
dogrultusunda davranarak bu yillarinizi gegirmis olsaniz bu 6zellikler neler olurdu. Bu
hayattan ne olursa memnun ayrilmis olacaksiniz. Ornegin, diger insanlar sizin nasil
biri oldugunuz, neyi temsil ettiginiz, onlarin hayatinda nasil bir yeriniz oldugu ve onlar
icin ne ifade ettiginiz hakkinda konusuyor olsalar ne sdylemelerini isterdiniz.

Hayatiniz1 nasil yasadiginizla ilgili neler duymak isterdiniz.

Simdi, oniiniizdeki degerler listesinden size en anlamli gelen birkag¢ degeri se¢gmenizi
istiyorum. Bu degerler, sizin i¢in hayatin hangi alanlarinin 6nemli oldugunu gosterir.
Degerlerinizi belirledikten sonra, bu degerleri giinlilk hayatiniza nasil daha fazla
entegre edebileceginizi konusacagiz. Ornegin, eger 'aile' bir degerse, bu hafta bir aile
tiyesiyle anlaml1 bir vakit gegirmek lizerine bir adim atabilirsiniz. Eger 'kisisel gelisim'
sizin i¢in Onemliyse, uzun zamandir yapmak istediginiz bir aktiviteye baslamay1

deneyebilirsiniz.

Eger 6liim kaygist sizin hayatinizi bu kadar etkilemeseydi, vaktinizi ve enerjinizi hangi
alanlara odaklamak isterdiniz?
Ailenizle daha kaliteli zaman gecirmek, isinizde daha verimli olmak, sevdiklerinizle

keyifli anlar paylasmak ya da bagka bir sey?
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Simdiye kadarki oturumlarda hayatinizda belirli hatirlaticilar nedeniyle sik sik 6liim
korkusu yasadiginizi, bu korkuyla basa ¢ikmak i¢in bazi 6nlemler aldiginizi; bazen de
bazi durumlarda kaginmay tercih ettiginizden bahsettik.

Oliimiin bizim kontroliimiiz disinda oldugunu kabul etsek bile, degerlerimize uygun
bir hayat yasayarak daha tatmin edici bir yagam siirmek miimkiin olabilir.

Sizce, degerlerinize uygun yasamak sizin i¢in ne anlama geliyor?

Yasadiginiz hayatin hakkini verebilmek dolu dolu yasamak i¢in ne yapmaniz gerek?
Hayatinizi nasil yasarsaniz, kendinizi daha huzurlu hissedersiniz?

Oliim korkusuyla degil de hayatimizi anlamli bir sekilde yasama istegiyle hareket
etseydiniz neler farkli olurdu?

Bu oturumda, kaygiyla miicadele ederken degerlerimize ve yasamin anlamina nasil
daha fazla baglanabilecegimizi ele aldik. Unutmayin, kaygilar ne kadar yogun olursa
olsun, degerleriniz size yon gosterebilir. Oniimiizdeki hafta, bu hafta atacaginiz kiigiik
adimlar1 ve deneyimlerinizi konusacagiz. Degerlerinize uygun adimlar atarak hem

bugliniiniizii hem de geleceginizi daha anlamli kilabilirsiniz

5) Ev ddevinin verilmesi:

Belirlenen kisa vadeli deger odakli davranisi yerine getirmek.

6) Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini
paylasmak isteyen var mi1? Bugiin hangi konular1 ele almak size faydali oldu?

Haftaya goriigmek dilegiyle.
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MODUL 6 UYGULAMASI

DEGER ODAKLI DAVRANIS PLANLAMA

Asama 1: Uzerinde Cahsmay Diisiindiigiim Deger Alanlarim (Degerler)

- Aile iliskileri (sicakkanli olmak, paylagsmak, hosgoriilii olmak)
- Sosyal iliskiler (paylasmak, katkida bulunma)

- Saghk (6zbakim, ding olmak, krymet bilmek)

- Egitim ve Kisisel gelisim (akademik bilgileri artirma)

- Cevre hassasiyeti (¢evreyi koruma)

Ornek: sosyal iliskiler ve aile iliskilerimi giiclendirmeye odaklanmak istiyorum.

Sectiginiz deger icin asagidaki adimlar1 tamamlayin

ORNEK

Deger: Sevgi dolu ve hosgoriilii bir es olmak istiyorum

Degerlerinizi yasamamzdan sizi alikoyabilecek diisiince veya duygular: Kaygi,
ofke, ben ona sdylemeden dnce onun bana beni sevdigini sOylemesi gerektigiyle
ilgili diistinceler.

Sizin i¢in bir degeri yasamanin anlami ve bunu gerceklestiremediginizde sizin
icin ne anlama geldigi hakkinda kisa bir paragraf yazimiz: Bu degerimi yasamak
esime daha ¢ok baglanmak anlamina gelir. Sicak olmazsam bunun gergeklesmesi zor
gibi goriinliyor. Bu degerimi yagsamamak esimle aramda mesafe oldugunu

hissetmeye devam etmek demek olacak...

ASAMA 2: Atacagim Adimlarin Altinda Yatan Degerlerim

Secilen alanlar i¢in asagidaki kriterlere gore adimlar belirlenir:

- Somut: Eyleminizin ayrintilarini planlayin—nerede ve nasil hareket edeceksiniz,
kimler eyleme dahil olacak.

- Anlamhi: Adiminiz kat1 kurallar yerine degerleriniz tarafindan yonetiliyorsa, 6rnegin
insanlara yardimci olma veya acidan biraz olsun kurtulmaya ¢alisma kisisel olarak

anlamhdir. Eger anlamdan veya bir amactan yoksunsa, hedefinizin degerleriniz
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kilavuzlugunda olup olmadigini tekrar kontrol edin.
- Uyarlanabilir: Adim giinliik hayata entegre edilebilir mi?
- Gergekei: Saglik, finansal durum ve zaman agisindan uygulanabilir mi?

- Zaman Simirhi: Ne zaman, hangi giin ve saatte yapilacak?

ASAMA 3: Deger-Odakh Adimlarim
1. Oncelikli Adimim (24 saat icinde yapilabilecek Kkiiciik, basit ve kolay bir sey):

2. Kisa Donemli Adim(lar) (Oniimiizdeki birkac giin ve haftada
yapilabilecekler):

3. Orta Vadeli Adim(lar) (Oniimiizdeki birkac hafta ve ayda yapilabilecekler):

4. Uzun Vadeli Adim(lar) (Oniimiizdeki birkac ay ve yilda yapilabilecekler):

(Baglamsal Bilimler Dernegi tarafindan hazirlanmis “Deger Odakli Hedefleri Belirleme” formu
materyalinden esinlenerek hazirlanmistir.).

MODUL 7

NUKS ONLEME

Modiiliin Amaci:

e Onceki oturumun 6zetlenmesi, oturum arasi ¢alismanin gdzden gegirilmesi,
giindemin belirlenmesi

o Tedavi siirecindeki ilerlemelerin degerlendirilmesi

o Katilimeilarin anksiyetelerini nasil daha 1yi yonettikleri tizerinde durulmasi

o Kazanilan becerilerin giinliik yasama entegre edilmesi i¢in oneriler

e Act veren duygu ve disiincelere yer acarak deger odakli davraniglarin
stirdiiriilmesi

e Katilimecilarin degerleri dogrultusunda deger odakli adimlar atmaya devam
etmeleri i¢in cesaretlendirilmesi

o Katilimeilarin grup stirecindeki deneyimlerini paylasmalarini saglamak
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Modiiliin Uygulanmasi:

1) Duygusal ve Davranissal Takip:
Bir 6nceki oturumumuzdan bu yana duygu durumunuzda ya da davranislarinizda fark

ettiginiz bir degisiklik oldu mu?

2) Onceki Seans ile Baglanti:

Gegen haftaki oturumumuzla ilgili neler hatirliyorsunuz?

3) Ev Odevini Degerlendirme:
Gegen hafta, planladigimiz 6dev seans iginde belirledigimiz deger alaniniz igin ilk 24
saatlik ve ilk bir haftalik hedefleri tamamlayacaktiniz. Nasil bir deneyimdi sizin i¢in,

uygulamay1 yaparken dikkatinizi ¢eken herhangi bir sey oldu mu?

4) Giindem Belirleme:

Bugiin son oturumdayiz. Bu oturumda, terapi boyunca neler 6grendiginizi gdzden
gecirecegiz. Terapi siirecinde kazandiginiz becerileri gozden gegirecek ve bu
becerileri nasil stirdiirebileceginiz konusunda bir plan olusturacagiz. Amacimiz,
ogrendiginiz stratejiler ve becerilerle ilgili farkindaliginiz1 artirmak, bu becerilerin
hayatiniza nasil entegre edilebilecegini tartismak ve gelecekte karsilasabileceginiz
zorluklarla basa ¢ikmak i¢in giiclii bir plan olusturmaniza yardime1 olmaktir.
Oncelikle, her birimiz zaman zaman kaygilarla ve zorluklarla karsilasiyoruz. Cogu
insan, olim kaygisiyla basa ¢ikmaya basladiginda 6nemli bir ilerleme kaydettikten
sonra bile zaman zaman belirtilerinin arttigin1 hissedebilir. Bu tiir gerilemeler, ilerleme
kaydettiginizi diisiindiigliniizde moral bozucu olabilir. Cabalarinizin bosa gittigini
hissedebilir ve basa ¢ikma stratejilerinize giliveninizi kaybedebilirsiniz. Ancak
unutmayin ki kaygi, hayatin dogal bir parcasidir ve bu tiir duygular, iyilesme siirecinin
bir parcasi olarak ortaya ¢ikabilir. Size sunu hatirlatmak isterim: Hastalik ve 6liim,
yasamin kag¢inilmaz bir parcasidir ve zaman iginde bu tiir zorluklarla sik sik
karsilasabiliriz. Dolayisiyla, hastalik veya oliim hakkinda kaygilanmak oldukca
normaldir. Bu noktada 6nemli olan, 6grendiginiz becerileri tekrar devreye sokarak
endiselerle basa ¢ikabilmenizdir.

Insanlar genellikle iyilesmenin hep artan bir ¢izgi olmasm bekler.
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Tyilesme Grafizi

Faman

Aslinda iyilesme, ara ara ¢esitli yasam olaylariyla (kayiplar, saglik sorunlari vs.) diisen

ama o diislis anlaryla etkili bir sekilde bas edip devam eden bir siiregtir.

Tyilesme Grafizi

Zaman

Bizim istemedigimiz seyir su sekildedir. Degilse bazen bir 6nceki gline gore daha
kaygili olmak, canimizin sikkin olmasi ve boyle anlarda da daha 6nce 6grendigimiz

stratejileri kullanmamiz yeterlidir.

Iyilegme Grafizi

Faman

Iste tam da {igiincii grafikteki gibi olmamasi igin hayatinizda herhangi bir tetikleyici
oldugunda ne yaparsaniz o tetikleyiciye etkili bir yanit verirsiniz bunu simdi birlikte
planlayacagiz.

Potansiyel olarak sizi zorlayabilecek durumlari belirlemek ve bu durumlarla nasil basa
cikacaginizi planlamak oldukca 6nemlidir.

Once stratejilerimizi hatirlayalim.

(Tim stratejiler beyaz tahtaya not edilir)
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1-Seans: Otonom sinir sistemi, Duygu-Diisiince-Davranis dongiisii, diislince ve
davranigin degisebilecegi, duygunun da bu degisime bagli dolayli degisebilecegi,

Kaygi randevusu, 5-4-3-2-1 egzersizi

2-Seans: Otomatik diislince: Olay aninda ilk aklimizdan gecen, zihnimizde hizla
beliren, genellikle farkinda olmadan olusan, kisa ve 6z diisiincelere otomatik diigiince
diyoruz.

Biligsel hatalar: Olaylar gergekte oldugundan daha olumsuz, kat1 veya garpitilmis bir

sekilde yorumlamamiza neden olan diisiince bigimleridir.

Zihnimize gelen otomatik diisiincelerimiz, hatali olabilir ve gercegi yansitmayabilir.
Biz de o gelen diisiinceleri daha somut gergekei bir sekilde inceleyip, gercege en uygun
alternatif dlisinceyi bularak duygu-davranis-diisiince dongiisiinde degisiklik yaratmak

istiyoruz. Bunu da kanit incelemeyle yapiyorduk.

Kamit Inceleme (Olay- Otomatik diisiince- Bilissel hatalar- Duygu/Duyum- Islevsiz
diisiinceyi destekleyen/desteklemeyen kanitlar, alternatif diislince, eger otomatik
diisiincem dogruysa olabilecek en kotii sonug ne? En iyi sey ne? En gercekgi sey ne?
Bu sonugla bas edebilir miyim? Bu durumda ne yapabilirim? Bu durum 6nemsedigim

bir arkadagimin basina gelseydi, otomatik diisiincesi ile ilgili ona ne sdylerdim?)

3. Seans: Endise ve belirsizlik {izerine konusmustuk. Kendimizin ya da
sevdiklerimizin 6liimii tiim insanlik i¢in ayn1 derecede belirsiz bir durumdu. Ancak bu
belirsizlik karsisinda bazilarinin daha iyi bas ettigini sOylemistik. Belirsizligi kabul
etmek, her seyin kontroliiniin bizde olmadigina dair bir kabul gelistirmenin 6neminden
bahsetmistik. Enerjimizi belirsizligi kontrol etmek i¢in degil de yasamda kontrol
edebileceklerimize ayirmamizin daha islevsel oldugunu konusmustuk. Daire tipleri
tizerinden endise ile ilgili inanglarimizi calismistik. Ve demistik ki hayatta kotii seyler
olur ama bunlarin olup olmamasinin bizim bunlar1 diisiiniip diislinmememizle ilgisi
yoktur. Yani, endise duymak degil 5nlem almak, davranislar bizi korur. Onlemlerimizi

de daha gercege uygun planlamamiz gerekmektedir.

4.-5. seans: Kacinma ve giivenlik davranislar
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Maruziyet, rahatsiz eden diisiincelere, duygulara veya bedensel tepkilere bilingli ve
kontrollii bir sekilde yaklasmay1 ve zamanla bu durumlarla daha rahat basa ¢ikmay1
o0grenmeyi hedefleyen bir yontemdir. Amag, bu rahatsizlik verici deneyimlerden
kaginmak yerine, onlara kademeli olarak alisarak hayatiniz1 istediginiz gibi
yonlendirebilmenizi saglamaktir.

Kaygi hiyerarsisi, kademeli bir sekilde maruz kalmak

Senaryolar i¢in hayali maruziyet

6 seans: Oliim kaygis1 yogun oldugunda, kisi ¢ogu zaman dikkatini kendi
degerlerinden uzaklastirabilir. Oysa bu kaygi olmasaydi, belki de zaman ve enerjimizi
ailemizle daha kaliteli iligskiler kurmaya, isimizi daha verimli yapmaya ya da
sevdiklerimizle daha ¢ok am biriktirmeye yonlendirebilirdik. Oliim iizerinde
kontroliimiiz yok, ancak yasami hangi degerlerimiz dogrultusunda yasayacagimiz dolu

dolu gecirip gecirmeyecegimiz bizim kontroliimiizde demistik.

Simdi, sizden bir kagit almaniz1 ve kagidi ortadan bir ¢izgiyle ikiye ayirmanizi rica
ediyorum. Bu c¢alismada hem karsilasabileceginiz zorluklar1 fark etmeyi hem de bu
zorluklarla basa ¢ikarken kullanabileceginiz stratejileri ve dini inang temelli
kaynaklarimiz1 belirlemeyi amacliyoruz.

Sol Taraf: Risk Kartim (Zorluklarla Yiizlesme Alani)

Bu kisimda gelecekte karsilasabileceginiz zorluklari belirleyerek bir tiir “risk haritas1”
c¢ikaracagiz. Liitfen su sorular tizerine diisiinerek cevaplarinizi bu boliime yaziniz:
o Gelecekte karsilasabilecegim zorluklar nelerdir? (Oliimle ilgili diisiinceler,
belirsizlik, kontrol kaybi vb.)
e Hangi durumlar benim i¢in yiiksek riskli? Bu durumlar karsisinda kaygim nasil
artryor?
o Kontrolii kaybetmemek i¢in simdiye kadar nelerden kagindim? Bu kaginmalar
bana nasil zarar verdi?

e Hangi durumlar ya da diisiinceler beni daha savunmasiz yapiyor?

Sag Taraf: Yasam Rehberim / Hatirlama Kartim (Gii¢ ve Umut Alam vb isimler

tercih edilebilir)
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Bu boliimde ise 6grendiginiz bas etme becerilerini, dini ve psikolojik kaynaklar1 nasil

kullanabileceginizi gozden gecirecegiz. Bu baslik altina sunlar1 yazabilirsiniz:

e Terapide neler 6grendim?

e Benim i¢in en faydali olan beceri ve stratejiler nelerdi?

e Zorluklarla karsilastigimda bu becerileri nasil kullanabilirim?

e Bu becerileri giinlilk yasamima nasil entegre edebilirim?

e Oliimle ilgili kaygilarimi yénetmek icin hangi adimlari daha rahat
uygulayabiliyorum?

e Bu becerileri siirdliirmek i¢in neler yapmay1 planliyorum?

Var m1 sormak istediginiz herhangi bir sey.

Bu grup terapisinde bana en iyi gelen iki sey ne oldu?

5) Ev 6devinin verilmesi:
Sizlere bir dosya iletecegim tiim terapi siiresince gordiigiimiiz stratejiler bu dosyada

yer alacak.

6) Oturumun 6zetlenmesi:
Bugiinkii oturumumuzu genel hatlariyla 6zetlemek gerekirse, kisaca diisiincelerini
paylasmak isteyen var mi1? Bugiin hangi konular1 ele almak size faydali oldu?
Son olarak, bugiinkii oturumda &grendiklerinizi gozden gecirdik ve gelecekte
karsilasabileceginiz zorluklarla basa ¢ikmak igin bir plan olusturduk. Ogrendiklerinizi
giinlik yasamimiza nasil entegre edebileceginizi diisiindiik. Her biriniz,
ogrendiklerinizi ve kazandiginiz becerileri giinliik yasaminiza nasil entegre edeceginiz

konusunda bir plan hazirladiniz.
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