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OZET

ILKAY, Ozlem. Giinliik Bilgilendirici ve Destekleyici Metin Mesajlarinin Hafif ve Orta
Derecede Depresyonu Olan Kisiler Uzerindeki Etkisinin Karsilastirmasi. Baskent

Universitesi, Sosyal Bilimler Enstitiisii, Klinik Psikoloji Tezli Yiiksek Lisans Programa,

2023.

Bu ¢aligmada BDT bilesenleri iceren bilgilendirici ve destekleyici metin mesajlarinin hafif
ve orta siddette depresyon belirtileri tizerindeki etkisi deney ve kontrol gruplari
karsilastirilarak incelenmistir. Arastirma baslamadan oOnce kisilere gonderilmek {izere
aragtirmaci tarafindan BDT temelli kisa mesajlar olusturulmustur. Arastirmanin 6rneklemini
96 kadin, 34 erkek ve 1 cinsiyet belirtmek istemeyen 18-68 yas arasi toplam 131 katilime1
olusturmaktadir. Katilimeilar once bilgilendirilmis onam formunu onayladiktan sonra
sirastyla demografik bilgi formu, Beck Depresyon Olgegi (BDO), Beck Anksiyete Olgegi
(BAO) ve Pozitif-Negatif Duygulanim Olgegi'ni (PANAS) tamamlamislardir. Caligmaya
BDO puani 10 ve iizerinde olan katilimeilar ¢alismaya dahil edilmistir. Depresyon puani 30
ve iizerinde olanlar profesyonel psikolojik destege ydnlendirilmistir. Katilimcilar BDO
puanlarina gore iki gruba ayrilmistir. Puan1 10-16 arasinda olanlar hafif depresyon, 17-29
arasinda olanlar orta derecede depresyon grubuna dahil edilmistir. Daha sonra katilimcilar
seckisiz olarak deney veya kontrol grubuna atanmislardir. Atama islemi sonucunda 4 grup
elde edilmistir. Miidahale sonunda hafif depresyon deney grubunda 22, orta depresyon deney
grubunda 48, hafif depresyon kontrol grubunda 18 ve orta depresyon kontrol grubunda 43
kisi bulunmaktadir. 30 giin boyunca her giin 9.00, 12.00, 15.00 veya 18.00 saatlerinden
herhangi birinde deney grubundaki katilimcilara WhatsApp uygulamasi tizerinden mesaj
gonderilmistir. 30 giinliik mesaj uygulamasimin sonunda BDO, BAO ve PANAS &lgekleri
tiim gruplardaki katilimcilar tarafindan tekrar doldurulmustur. Mesaj miidahalesinin etkisini
karsilagtirmak i¢in karma model tekrarlanan dlgiimler ANOV A analizi yapilmistir. Yapilan
analiz sonucunda mesaj miidahalesinin deney grubunda yer alan katilimcilarin depresyon
belirtilerini azaltici bir etkiye sahip oldugu bulunmustur. Mesaj miidahalesinin hangi
depresyon diizeyinde etkili oldugunu incelemek icin ¢coklu karsilastirma testi yapilmistir. Bu
analiz sonucunda mesaj miidahalesinin orta diizey depresyon belirtilerinde etkili oldugu,

hafif diizey depresyon belirtilerinde ise etkisinin olmadig1 gorilmistiir.

Anahtar Kelimeler: Hafif depresyon, orta depresyon, cep telefonu tabanlt BDT, kisa mesaj

miidahaleleri, mobil saglik uygulamalari



ABSTRACT

ILKAY, Ozlem. Comparing the Effect of Daily Informative and Supportive Text
Messages on People with Mild and Moderate Depression. Baskent University, Institute

of Social Sciences, Master’s in Clinical Psychology, 2023.

In this study, the effect of informative and supportive text messages containing CBT
components was examined on mild and moderate depressive symptoms comparing the
experimental and control groups. Before the research started, short messages based on CBT
were created by the researcher. The sample of the study consists of 96 women, 34 men, and
1 who did not want to specify their gender with a total of 131 participants, aged between 18
and 68 years. First, the participants approved the informed consent form, then they filled in
the demographic information form, Beck Depression Inventory (BDI), Beck Anxiety
Inventory (BAI), and Positive-Negative Affective Schedule (PANAS), respectively. Before
the intervention began participants whose BDI score was 10 and above were included in the
study. Those with a depression score of 30 and above were referred to professional
psychological support. Participants were divided into two groups according to their BDI
scores. Those who scored between 10 and 16 were assigned to mild depression, and those
who scored between 17-29 were assigned to moderate depression groups. Then they were
randomly assigned to either the experimental or control group. As a result of the assignment
process, 4 groups were obtained. There were 22 people in the mild depression experimental
group, 48 in the moderate depression experimental group, 18 in the mild depression control
group, and 43 in the moderate depression control group at the end of the intervention. Text
messages were sent to the experimental group via WhatsApp at any of the hours of 9.00,
12.00, 15.00, or 18.00 every day for 30 days. At the end of the 30-day message intervention,
BDI, BAI, and PANAS were filled in again by the participants in all groups. To compare the
effect of the message intervention, mixed-model repeated measures ANOVA analysis was
performed. As a result of the analysis, it was found that the message intervention had a
reducing effect on the depression symptoms of the participants in the experimental group. A
post-hoc test was performed to examine which depression level the message intervention
was effective for. As a result of this analysis, it was seen that message intervention was

effective on moderate depressive symptoms but had no effect on mild depressive symptoms.

Keywords: Mild depression, moderate depression, mobile-based cognitive behavioral

therapy, text message interventions, mHealth applications
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1. INTRODUCTION

Depressive disorders are one of the most threatening disorders for psychological
health. Depression is a disorder encountered in approximately 5% of the population
worldwide, is currently the leading cause of disability in the world (World Health
Organization [WHO], 2021), and is projected to continue to be so in 2030 (Mathers &
Loncar, 2006). According to the data from the Global Burden of Disease Collaborative
Network (2021), approximately 3.5 million (1.3 million are men and 2.2 million are women)
of Tirkiye's 83.5 million population in 2019 consists of people suffering from depressive

disorders.

Depression is a common and crucial psychological disorder that negatively affects a
person's way of thinking, emotions, and feelings (American Psychiatric Association [APA],
2013). It is a mood disorder with a cycle in which negative emotions and thoughts cause a
depressive mood, and the depressive mood produces negative thoughts. These negative
thoughts and depressive mood begin to make the person feel worthless and hopeless (APA,
2005). When a person's emotional state is constantly negative, the person cannot physically
feel good, and feel restless and fatigued. Additionally, slowness in reactions occurs
(Robbins, 2008). There is also a loss of concentration and loss of interest in things that used
to be interesting. In addition, the person's sleep and eating patterns are disrupted. The
combination of all these symptoms constitutes a depressive disorder. Long-lasting or
recurring depression can significantly affect a person's capacity to perform in daily life
(WHO, 2017). In fact, when depression is at a very severe level, it increases the risk of
suicide. Therefore, depressive disorders are mental disorders that should be taken seriously

and intervened before it gets severe.

The causes of depression have been investigated by many researchers from the past to
the present (Barton & Hirsch, 2016; Hewitt et al., 2022; Kendler et al., 2002; Sullivan et al.,
2000). It should not be forgotten that depression can affect everyone, regardless of age,
gender, or culture, including a person who lives in ideal circumstances (APA, 2005).
However, numerous variables such as genetics and environment, have been observed to
increase a person's likelihood of developing a depressive disorder (Heim & Binder, 2012).
In a study conducted with twins, it was reported that the risk factor for the development of

depression was genetic at a rate of 38% (Kendler et al., 2006). Environmental factors that



create risk factors for depression are parenting styles, stress, trauma, and socioeconomic
status (Nestler et al., 2002). Depression is also associated with other health problems such
as asthma, coronary heart disease, arthritis, cancer, and diabetes (Moussavi et al., 2007), and
other psychological disorders such as anxiety, personality disorders, eating disorders, and
substance use disorder (Kool et al., 2000; Lamers et al., 2011; Santos et al., 2007; Swendsen
& Merikangas, 2000). In other words, having another chronic health condition also increases
a person's risk of having depression (Harpole et al., 2005).

Fortunately, depression is a psychological disorder that has been extensively thought
about, researched, and studied for its treatment from past to present (Abbass et al., 2006;
Agyapong et al., 2012; Beck, 1964; Bowlby, 1980; Driessen et al., 2010; Duffy et al., 2022;
Freud, 1917; Frankl, 1985; Lazarus, 1968; May, 1953; Rogers, 1951; Ugwu et al., 2022; Vos
et al., 2015). There is more than one approach such as psychodynamic therapy, person-
centered therapy, existential therapy, gestalt therapy, rational emotive behavioral therapy,
and cognitive behavioral therapy (CBT) to explain depression and how it can be treated.
Each of these is generally used in face-to-face therapy settings. Studies are showing the
effectiveness of these therapies on depression (Bahmani et al., 2016; Ciharova et al., 2021,
David et al.,, 2008; Driessen et al., 2010; Raffagnino, 2019; van Rijn & Wild,
2013). However, one of the most researched, widely used, and highly effective methods for

the treatment of depression is CBT (Pearce et al., 2015).

CBT suggests that a person's thought patterns, beliefs, emotional state, and behaviors
are interrelated (Beck, 2011). According to Beck (1963, 1964), schemas and dysfunctional
thought patterns shaped by experiences affect how depressed people perceive themselves
and their environment. Depressed people have schemas consistent with worthlessness,
unlovability, and incompetence. These schemas cause people to constantly process
information negatively and have an even more negative perception of themselves, their
environment, and the future (Beck et al., 1979). Therefore, CBT treatment of depression
focuses on replacing dysfunctional beliefs and thoughts with more functional ones. Thus,
people develop more adaptive and realistic beliefs over time, and their symptoms gradually
decrease (Beck, 1989).

CBT is a therapy method in which sessions can be adapted to different types of
interventions (Williams & Whitfield, 2001). Apart from traditional face-to-face therapy,

with the development of technology, CBT can be delivered by adapting it to computer-based
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or telephone-based applications and it is quite effective as face-to-face therapies (Agyapong
etal., 2012; Agyapong et al., 2013; Donner, 2008; Ebertetal., 2015; Lim et al., 2008; Molloy
& Anderson, 2021). While delivering the CBT, using the internet, phone, or computer
provides advantages such as accessibility, anonymity, flexibility, and saving time and money
(Cunningham et al., 2009). In light of all this information, in the current study, the depression
symptoms of individuals were tried to be reduced by using message-based CBT intervention.
It was aimed that anyone in need can access therapy by overcoming limitations of face-to-
face therapies such as not participating in therapy sessions or quitting treatment early, poor
engagement in therapy, not being able to start treatment for fear of being labeled, being under
financial stress, and not finding time to go to the therapy. When the relevant literature was
reviewed, it was seen that the studies using message intervention so far either added message
intervention in addition to therapy or studied depression with other comorbid
disorders (Agyapong et al., 2017; Aguilera & Mufioz, 2011; Hartnett et al., 2017; Richmond
et al., 2015; Whittaker et al., 2012). For this reason, this study is a study that only intervenes
with depressive symptoms without any other comorbid disorder using message intervention.
Thus, it can form the basis of creating an additional intervention method that is easy to access

and apply, apart from traditional face-to-face treatments.

1.1. Depressive Disorders

Depression is a highly serious mental disorder that is quite common and causes
negative impairments in many people. The importance of studies on depression has increased
due to the possibility of depression becoming chronic and the risk of leading to suicide
(Bland, 1997; Waraich et al., 2004).

In the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-
5), major depressive disorder, dysthymia, disruptive mood regulation disorder,
substance/medication-induced depressive disorder, premenstrual dysphoric disorder,
depressive disorder due to another medical condition, other specified depressive disorder,
and unspecified depressive disorders are included under the title of depressive disorders
(APA, 2015). According to APA (2013), generally, in all depressive disorders, some
symptoms are in common. Such as cognitive and somatic changes occur in individuals, and
the presence of a hopeless, helpless, and sad state significantly affects the individual's
capacity to function. However, there are some different symptoms encountered in the clinical

appearance of major depressive disorder.



1.1.1 Clinical appearance of depression

The diagnostic criteria for major depressive disorder according to DSM-5 are as
follows (APA, 2013):

During the two-week period, five (or more) of the following symptoms were found, and
there was a change in the previous level of functioning; at least one of these symptoms is
either a depressed mood or loss of interest or pleasure.

1. Depressed mood (sadness, emptiness, or hopelessness) is present most of the day, nearly
every day, and can be self-reported or observed by others.

2. Significant decrease in interest in all or nearly all activities or the state of not enjoying
them, almost every day (determined by self-report or observation).

3. Losing or gaining significant weight (a change of more than 5% of body weight in a
month) when not trying to lose weight (not dieting) or increase or decrease in appetite almost
every day.

4. Hypersomnia or insomnia almost every day.

5. Almost every day, psychomotor agitation, or psychomotor retardation (observable by
others, not as an inability to rest or feel slowed).

6. Almost every day, fatigue, or lack of inner strength (loss of energy).

7. Almost every day, inappropriate or excessive guilt (can be delusional) or feelings of
worthlessness (not just self-blame or guilt about being sick).

8. Almost every day, decreased ability to concentrate or think or indecisiveness (self-report
or observed by others).

9. Repetitive thoughts of death (not just fear of death), recurrent thoughts of suicide without
planning a specific action, or attempting to kill oneself, or planning a specific action to kill
oneself.

In addition, clinically severe discomfort, or functional impairment in social,
occupational, or other areas is brought on by all these symptoms. Moreover, this period
cannot be linked to the effects of a substance or other health condition (APA, 2013).

It is clinically essential to assess the severity of the disorders. The severity of
depressive disorder is defined in DSM-5 as mild, moderate, and severe depending on the
number of symptoms, the level of distress caused by the intensity of these symptoms, and
the level of impairment in functionality (APA, 2013). In mild depression, there are few
symptoms necessary to make the diagnosis, the intensity of the symptoms is distressing but
manageable, and the symptoms have been described as causing mild impairment in

functioning. In contrast, severe depression; is defined as when the number of symptoms is
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significantly greater than necessary to make a diagnosis, when the intensity of symptoms is
severely obtrusive and unmanageable, and when symptoms significantly affect the person's
functioning. In people with moderate depression, the symptoms and the impairment of daily
functions are between mild and severe depression. There is a difference between the benefits
of treatment for people with mild and moderate depression. A meta-analysis found that
psychotherapy and combined therapy (psychotherapy and medication) significantly reduced
the symptoms of people with moderate depression (de Maat et al., 2007). However, no
difference was found in people with mild depression. Like these findings, in another and
more recent meta-analysis of the internet-based cognitive behavioral therapy method, there
was a significant decrease in depression symptoms of people with moderate depression after
the intervention, but no difference was found in people with mild depression (Karyotaki et
al., 2021). The severity of the disorder negatively affects the person's decisions to seek
treatment, whether to continue treatment, and the type and intensity of treatment
(Zimmerman et al., 2018). In addition, it has been reported that as the severity of depression
increases, cognitive functions such as memory and executive functions decrease
(McDermott & Ebmeier, 2009). In addition, as Van et al. (2008) mentioned in their review,
when working with depressed patients, severe depression patients are generally not included
in studies due to the possibility of psychotic symptoms, high risk of suicide, and too intense
depressiveness to comply with the guidelines in the study. All these findings suggest that
working with cognitive and behavioral assignments may be easier and more productive in
people with mild and moderate depression than in people with severe depression. In the
current thesis, since most of the messages include cognitive and behavioral tasks, it was
thought that it would be more efficient to work with people with mild and moderate
depression. It is also predicted that people with moderate depression will benefit more from

message intervention.

1.1.1.2. Comorbidity

Basically, untreated depression reduces the quality of life by negatively affecting
people's well-being, social life, and physical health. First of all, depressed people perceive
higher levels of stress due to dysfunctional coping styles, unwanted negative thoughts, and
lack of social support and activities (Chao, 2014; Thimm et al., 2018). In addition, depressed
people experience problems such as sleep difficulties (Zhai et al., 2015), problems with
weight (Ibrahim et al., 2016), and low self-esteem (Sarubin et al., 2020). Also, the probability

of suicide is remarkably high in depression (Hawton et al., 2013). According to a study, it
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has been observed that 50% of people who commit suicide have a depressive disorder
(Bertolote et al., 2003).

Apart from all these, depression also affects the physical health of people. There is
comorbidity between depression and some physical chronic diseases such as asthma
(Mancuso et al., 2000), diabetes (Anderson et al., 2001), obesity (Becker et al., 2001,
Rosmond & Bjorntorp, 2000), cardiovascular diseases (Rugulies, 2002), arthritis (Musil et
al., 2001) and cancer (Bodurka-Bevers et al., 2000). As a result of the analysis of the World
Health Survey data collected from 46 different countries, it was found that between 9.3%
and 23% of the participants had one or more chronic diseases comorbid with depression
(Moussavi et al., 2007).

Besides physical chronic diseases, there are other psychological disorders in which
depression is comorbid. Anxiety is at the forefront of other psychological disorders in which
depression is comorbid. In a longitudinal study, it was found that 67% of the participants
with depression had an anxiety disorder in the 12-month period, and 75% of them had a
lifetime anxiety disorder comorbid with their depression (Lamers et al., 2011). In addition
to anxiety, depression has also been found to be comorbid with personality disorders. In
particular, there is a correlation between Cluster A personality disorders, paranoid, schizoid,
schizotypal personality disorders and depression (Kool et al., 2000). Apart from these,
studies examining the relationship between depression and eating disorders also reported a
positive correlation between depression and eating disorders (Perez et al., 2004; Santos et
al., 2007). Similarly, substance abuse is comorbid with depression (Swendsen &

Merikangas, 2000). In conclusion, all this shows how important it is to treat depression.

1.2. Conceptualization and Treatment

Up to the present, depression has been studied by many scientists, and research has
been carried out on topics such as what depression is, depressive symptoms, risk factors, and
its treatment (Beck, 1964; Bowlby, 1980; Freud, 1917; Lazarus, 1968). Each approach such
as psychoanalytic, humanistic, existential, gestalt and cognitive approaches have tried to
conceptualize depression from their perspective. However, one of the leading approaches in
treating depression is CBT. Since the current research was based on CBT, it was explained

in great detail.



1.2.1. Cognitive behavioral therapy

From the early stages of development, people try to understand and make sense of their
environment and the world (Rosen, 1988). According to Aaron Beck (1979), people tend to
be more interested in certain stimuli in the face of situations they encounter and interpret the
situation by combining these stimuli with a particular pattern. People's interpretation of other
similar situations is in a consistent and stable cognitive pattern. The cognitive patterns of
people as a result of these similar situations form what Beck calls schemas. These cognitive
structures are generalized in line with a person's attitudes, beliefs, values, and goals and
determine the way people perceive and organize the world and the environment (Beck,
1964).

People's interactions with the environment and other people are combined by their
genetic predisposition. As a result, they develop certain meanings and understandings about
the environment. These understandings are called core beliefs in CBT (Beck, 1979). Core
beliefs are the most fundamental beliefs as they begin to form in the early developmental
stages of the person and form the way they perceive the world (Beck, 2011). They are
profound, rigid, persistent, overgeneralized, and difficult to recognize. Generally, people
accept these beliefs as absolute facts and truths. Most people develop more positive core
beliefs, such as “I am worthy, lovable, and successful.” However, people who experience
psychological stress during their life develop negative and very unrealistic core beliefs such
as “l am unlovable, worthless, or incompetent” (Beck et al., 2004). For instance, people who
are highly sensitive to inherently destructive and stressful events, such as rejection or
abandonment, may develop intense and fearful beliefs like "I am unlovable™ about these
events. This core belief that a person develops about oneself emerges again and again in a
powerful way, especially when the person is more vulnerable. In that case, the belief
becomes more robust and embedded.

People's core beliefs affect how they perceive events. The way people perceive and
interpret an event affect people's feelings and thoughts, and reactions (Beck, 2011). When
core beliefs are activated through environmental cues and people's responses to their inner
state or emotions about a situation, automatic thoughts arise (Dozois & Beck, 2008).
Automatic thoughts come to mind quickly without any conscious awareness and cognitive
evaluation during an event. These thoughts do not arise during the events by reasoning. On
the contrary, it occurs very spontaneously, briefly, and rapidly. Often, people are unaware

of these automatic thoughts. However, the emotions or behaviors that follow these thoughts



are more noticeable. Even if people are aware of these thoughts, they are accepted without
thinking, questioning or noticing whether they are true, and without being critically
approached (Beck, 1979).

Beck (1963) observed that people with the same pathologies have similar core beliefs
and automatic thoughts. He also saw that each pathology has its own cognitive content and
structure. That is why CBT is a content-specific therapy (Beck et al., 2004). Considering
depression, when people's beliefs about a situation are dysfunctional, people's negative
automatic thoughts focus more on personal deficiencies, self-blame, and negative
expectations, which is the leading cause of depressive symptoms (Beck & Alford, 2009).
Dysfunctional beliefs and negative automatic thoughts do not occur actively in a person who
is not depressed. However, when the person begins to show depressive symptoms, these
schemas become dominant and cover all the person's cognition (Beck, 1964). He mentioned
that the dysfunctional beliefs of depressed people are grouped under three basic core belief
categories: worthlessness, helplessness, and unlovability. As people's depressive symptoms
increase, they begin to pay attention to things that validate these core beliefs (Beck, 2011).
When they experience something positive, they use different cognitive distortions to shape
it to fit the pattern of their core beliefs. Beck and his colleagues (1979) have named many
cognitive distortions common in depressed people, such as overgeneralizing, all-or-nothing
thinking, and mind reading. Depressed people use these cognitive distortions to make
depressogenic assumptions that contribute to their depressive feelings. As an example of all-
or-nothing thinking, one thinks, "If I cannot read the whole book, even reading a part of it
will not do me any good" (Beck, 2011). As a result, all these negative automatic thoughts
and core beliefs cause changes in people's emotions, physiology, and behavior.

Beck et al. (1979) put forward three essential elements while explaining depression
and named it the cognitive triad. The first element of the cognitive triad is that the depressed
person has a negative self-perception. The person thinks that one's negative experiences are
caused by one's own psychological, physical, or moral defects. Therefore, the person thinks
one does not deserve to be loved and valued. The second element is the negative
interpretation of the events. The person defines the world as something that makes
impossible demands of oneself or puts obstacles in front of the person, making one unable
to reach one's goal. The third element is that the depressed person approaches the future
negatively. One expects constant frustration and constantly failing. The person thinks that
these negativities and difficulties will continue in the same way in the future. Consequently,
people show depressive symptoms such as low or sad mood, difficulties in concentration,
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sleep problems, self-blame, negative attitude towards themselves, dissatisfaction,
hopelessness, negative expectations for the future, and loss of interest (Beck & Alford,
2009).

CBT is based on the cognitive model that suggests that the way people perceive and
interpret events affects their emotions, behavior patterns, and physiology (Beck, 2011). CBT
aims to change behavior while intervening with people's negative automatic thoughts and
core beliefs (Beck et al., 1979). One of the main purposes of CBT is for patients to learn the
methods applied during the therapy process, to be able to apply them on their own, and to
become their own therapists. Therefore, starting from the first session, the interaction of
automatic thoughts, emotions, and behaviors, namely the cognitive model, is taught to
patients with psychoeducation (Beck, 2011).

In therapy, first of all, the aim is to reveal and evaluate negative automatic thoughts
arising from people's core beliefs and to try to replace them with more functional ones with
a supportive and collaborative approach (Beck & Alford, 2009). It is tried to develop the
patients' ability to find their own automatic thoughts by teaching how to elicit automatic
thoughts starting from the first session. A simple question is used to elicit automatic
thoughts: "What is going through your mind right now?" Then with the identification and
emergence of automatic thoughts, people begin reality testing to assess the accuracy, and
validity of these thoughts. (Beck, 2011). Having a thought does not mean it is entirely
accurate. For this reason, changing those thoughts makes people feel better. By teaching
these to the patients, therapists try to ensure that their strong, rigid and learned core beliefs
can be unlearned and that patients acquire more reality-based beliefs. In the continuation of
therapy, one of the main goals of therapy is to alleviate the symptoms of people, especially
the intense negative emotions they experience (Beck & Alford, 2009). When excessively
negative emotions prevent people from enjoying things, thinking clearly, and developing
problem-solving patterns, it becomes something that contributes to their depression. That is
why it's important to find and reduce the intensity of the excessive negative emotions that
automatic thoughts make people feel. In the following sessions, an attempt is made to help
people change their core beliefs as quickly as possible. Because when people develop more
reality-based beliefs, they feel better and their perceptions of themselves, their experiences,
and the future become more realistic and constructive (Beck, 2011). As in every phase of
therapy, patients are taught through psychoeducation that core beliefs are learned, there are

many different core beliefs, and they can develop another core belief in place of this current



dysfunctional core belief. The disadvantages of the existing core belief are highlighted, and
this belief is tried to be modified with a functional one (Beck, 2011; Beck & Alford, 2009).

In CBT, homework is in the core place in order to develop more functional automatic
thoughts and core beliefs and to create behavior change (Beck et al., 1979). Because the most
basic feature of CBT is to become one's own therapist, homework is an especially important
tool for one to engage in therapeutic techniques outside of therapy sessions (Beck & Alford,
2009). For instance, behavior activation, especially in depressive disorders, is one of the
essential techniques used in CBT starting from the first sessions (Beck, 2011). One of the
reasons for the continuation of depression is that people do not engage in activities that used
to give them pleasure and satisfaction, causing them to continue behaviors that contribute to
depression, such as doing nothing and sleeping all the time. Therefore, behavioral activation
has a great importance in therapy for people to be more active and to improve their mood by
helping them to appreciate themselves as a result of what they do (Beck & Alford, 2009).
Apart from this, to make a person think about what one would say to a friend if the friend
were in the same situation is a technique that is used to develop strategies to find solutions
to one's problems. Another technique is to decide by making a pros and cons table about the
things that the person has difficulty deciding. Another one is relaxation or breathing
exercises or mindfulness techniques to increase people’s awareness of their emotions. In
addition to these, there is the technique of breaking down the goals one wants to achieve into
small steps. There is also the technique of making a list of the things one appreciates in
oneself (Beck, 2011; Beck et al., 1979; Beck & Alford, 2009).

Whether CBT is effective on depressive disorders has been investigated in many
studies from past to present in different groups and settings (Ciharova et al., 2021; Dobson,
1989; Rupke et al., 2006). Examples of some of these studies in the literature are as follows;
a study comparing adults receiving CBT treatment to a waiting list (Embling, 2002), a meta-
analysis of 18 studies comparing adults who received CBT in one group, placebo in one
group, and a group who did not receive any treatment (Honyashiki et al., 2014), a study
applying individual and group CBT to individuals in a rehabilitation setting (Hauksson et
al., 2017), a meta-analysis of studies using CBT in a primary care setting (Twomey et al.,
2014), a meta-analysis of studies comparing face-to-face and group therapies to adolescents
(Oud et al., 2019), a review of studies comparing CBT and placebo in the elderly (Peng et
al., 2009). All these studies show that CBT is an effective therapy method for reducing
depressive symptoms. Some therapy approaches derived from the CBT approach also try to
reduce the depressive symptoms of people by using similar methods. For instance, solution-
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focused therapy progresses with behavioral assignments on discovering one's strengths and
finding solutions to their problems (Cox et al., 2014). Mindfulness-based therapy, on the
other hand, regularly uses behavioral methods such as breathing exercises and meditation to
increase people's awareness of their life and responsibilities (Kabat-Zinn, 1982). Like CBT,
studies are showing that both therapies are effective in the treatment of depression (Bell &
D'Zurilla, 2009; Cuijpers et al., 2007; Ma & Teasdale, 2004). As mentioned before, although
CBT is an approach that has traditionally been a face-to-face therapy, it has been adapted to
different intervention methods such as short message service (SMS) interventions over time
(Agyapong et al., 2012; Cole-Lewis & Kershaw, 2010).

1.3. Short Message Service in Psychological Interventions

From past to present, depression has been tried to be treated with various
psychotherapy methods, and as a result of various studies, it has been found that they are
effective on depression (David et al., 2008; Driessen et al., 2010; Duffy et al., 2022;
Raffagnino, 2019; Rupke et al., 2006; Vos et al., 2015). However, some barriers restrict
people's access to traditional psychotherapies, causing them to be unable to receive treatment
when there is functional treatment (Kohn et al., 2004; Mohr et al., 2006). The first of these
is that the psychotherapy fees are high, and it is not possible for people with low
socioeconomic status to be able to pay the therapy fees (Delgadillo et al., 2018). The reasons
for the early termination of therapy by the patient were investigated, and it was found that
one of the reasons was financial distress (Khazaie et al., 2016; Roe et al., 2006). One of the
barriers that prevent people from receiving and continuing traditional psychotherapy is that
people do not have time to go to therapy (Collins et al., 2004). Even if there is time, it is also
a reason that it is difficult to transport to the place where the session is. Another barrier is
the fear that when people seek professional help, they will be stigmatized and viewed as
inferior by society (Barney et al., 2009). The other is that it is difficult for people to access
experts in their field, and even if they do, the availability of experts is low (Collins et al.,
2004). In addition to all these, other barriers are as follows; people giving care to someone
in need of care at home and not being able to go to therapy by leaving that person alone,
being afraid to talk about their personal issues, being seen by others when they get emotional
or crying and the fear of what their acquaintances will say (Mohr et al., 2006). For all these
reasons, people cannot receive the necessary treatment for their psychological disorders.

Today, however, new methods have emerged in which most of these barriers do not exist.
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In addition to face-to-face psychotherapy services, thanks to the rapid advancement of
technology, the use of mobile phone SMS and smartphone apps called mHealth applications
in psychological interventions, and some prevention techniques are becoming widespread
(Agyapong et al., 2012; Agyapong et al., 2013; Donner, 2008; Lim et al., 2008; Molloy &
Anderson, 2021). When the statistics of people using smartphones in the world are
examined, it has been reported that approximately 6 billion people worldwide use
smartphones in 2021 (Statista Research Department, 2023). In addition, it is predicted that
this number will reach 7 million in a few years. When this was the case, healthcare
professionals began to adopt smartphone applications for medical interventions and
treatments (Luxton et al., 2011). These applications have multiplied constantly, and in 2017,
more than 10.000 applications for psychological health began to be used (Torous & Roberts,
2017). Especially since there are so many people using mobile phones, providing
psychotherapy services to people via smartphones has improved the possibility of people
accessing psychotherapy (Molloy & Anderson, 2021). Because SMS is accessible, low-cost,
and extremely fast, it is now seen as one of the important tools for behavior change (Cole-
Lewis & Kershaw, 2010).

SMS is accessible, fast, and convenient because text messages reach people's mobile
phones whenever and wherever people are (Richmond et al., 2015). The reason why it is
accessible is that according to data from the Turkish Statistical Institute (2020), the number
of mobile phone subscribers in 2019 was reported to be about 82 million in Tirkiye.
Moreover, this number is increasing day by day. This means that the majority of people in
Tiirkiye have a mobile phone and can access psychological interventions through the text
message service. It is fast because The British Chamber of Commerce Tiirkiye (2017)
indicated that people check their phones 78 times a day, which means every 13 minutes in
Tiirkiye. It is convenient because it allows people to notice, reflect on, and work on their
own symptoms outside of the session. In addition, it is low-cost and does not require
advanced knowledge of technology (Hall et al., 2015; Lim et al., 2008). There are also some
mobile phone-based intervention methods, and applications other than SMS, and these
interventions require the internet. (Aguilera & Munoz, 2011). According to the Digital 2022
Global Overview Report, 95.5% of Tiirkiye's population access the internet with their
smartphones (We Are Social, 2022). In fact, the most used application by people with
internet access between the ages of 16 and 64 is WhatsApp with a rate of 93.2%. This data
shows that the majority of the population in Tiirkiye has smartphones and internet access.
That is why text message interventions are more accessible to people than traditional face-
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to-face therapies, even if some apps or interventions require the internet. These features of
text messages appear to be quite functional as an intervention tool in psychological disorders
that have a high likelihood of relapse, such as depression (Agyapong et al., 2017).

These days, studies that try to create behavior change in many ways with text message
intervention using smartphones have become widespread. For instance, in a meta-analysis
of studies aiming at positive behavior change, it was reported that text message intervention
increased positive healthy behaviors in a short time (Armanasco et al., 2017). In another
meta-analysis, studies that used message intervention to increase physical activity in people
were analyzed, and as a result, it was found that message intervention moderately increased
people’s physical activity (Smith et al., 2020). According to two meta-analyses that analyzed
message intervention studies that tried to create positive behavioral change in smokers and
substance users and make them quit smoking and reduce their substance use, message
intervention was effective for people to quit smoking and other substances (Mason et al.,
2015; Spohr et al., 2015). There are also studies investigating whether message intervention
is an effective method for people who have low-income. For example, in a study that added
text messaging to the treatment of low-income people who continue to receive
psychotherapy, the messages increased their participation in psychotherapy, resulting in
more positive outcomes. At the same time, these people gave feedback that they liked the
incoming messages and that the messages improved their mood (Aguilera & Muiioz, 2011).
The increasing use of message interventions to treat symptoms of depression is the most

important feature of message interventions for the current thesis.

1.3.1. Message interventions in treatment of depression

There are several studies in the literature investigating whether text message
intervention is effective on depression (Agyapong et al., 2017; Aguilera & Muiioz, 2011;
Hartnett et al., 2017; Richmond et al., 2015; Whittaker et al., 2012). In some of these studies,
adolescents who participated in group sessions at school were studied (Whittaker et al.,
2012), some of those who continued to receive any treatment such as CBT or primary care,
SMS was added in addition to their treatment (Agyapong et al., 2017; Richmond et al., 2015).
Moreover, in some of them, people who have depression with comorbid disorders such as
substance use were studied (Hartnett et al., 2017), and in some, individuals who have low-
income were studied (Aguilera & Muioz, 2011). Although each of these studies was
conducted with different samples, they have one thing in common; the content of the text

messages.
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Text messages are based on the theory, principles, and therapy techniques of CBT. In
the treatment of depression, as mentioned before, CBT tries to reduce depression symptoms.
In addition, it tries to achieve behavioral changes by giving patients psychoeducation about
depression and homework such as activities that keep people physically active during the
day, thought records to recognize and evaluate negative automatic thoughts, and some
behavioral experiments (Beck, 2011). The basis of the messages is the principle of CBT,
which tries to improve people's emotional states by encouraging people to think and work
on their feelings and thoughts (Bhattacharjee et al., 2022). When people read the message
they receive, they monitor themselves at least once a day. This allows people to develop
more awareness of their feelings, thoughts, and later on their behavior (Bennett-Levy et al.,
2010). Text messages have the characteristics of homework, behavioral activation, and
psychoeducation, which are among the methods used in CBT (Martinengo et al., 2021;
Wilansky et al., 2016). Supportive, informative, and stimulating text messages can be seen
as a reminder of the homework given to clients in CBT contributes to behavioral change by
enabling people to take action (Michelle et al., 2014). This allows people to be accessed
outside of the session. Text message interventions are especially important for depressed
people outside of therapy sessions. Because informative text messages help people perceive
support, feel like they are being taken care of, develop skills, and increase self-awareness
(Aguilera & Berridge, 2014). The contents of text messages enable people to try to apply
therapeutic skills in their lives (Pfeiffer et al., 2016). It also provides them with an intrinsic
motivation to achieve their goals and aspirations.

It has been previously investigated whether text message intervention has a supportive
effect on therapy while people with depressive disorder continue to receive therapy and use
medication (Agyapong et al., 2012; Agyapong et al., 2017; Hartnett et al., 2017). In these
studies, it was observed that the text message intervention added to the treatment had a
positive effect on reducing the depressive symptoms of individuals. As a result of another
study that sent daily supportive messages to people who had breast cancer, to increase their
support after treatment, and to reduce their depression, it was found that these messages were
good for the people, reduced their loneliness, and people felt that they were taken care of
(Singleton et al., 2021). In a study conducted with adolescents, messages based on CBT
principles were sent to adolescents for nine weeks. It was reported that this practice could
be protective and preventive for depression. When adolescents were asked, they said that the
messages helped them feel more positive, cope with problems at school, get rid of negative
thoughts, and relax (Whittaker et al., 2012). In summary, the effect of text messaging
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interventions on depressive symptoms was investigated with different samples, in various
methods, and various settings. Consequently, it was found that these interventions had a
reducing effect on depression. Therefore, in this thesis, it was aimed to intervene in the

symptoms of depression by using text message intervention.

1.4. The Purpose of the Thesis

This study aims to examine the effect of informative and supportive text messages
containing behavioral, and cognitive activation, every day for a month (30 days) on the
symptoms of depression in adults. When the literature was reviewed, it was seen that some
studies are showing that supportive, reminding, reinforcing, and stimulating message
contents in text message interventions give successful results in the treatment of depression
(Agyapong et al., 2017; Morgan & Cotten, 2003; Richards & Richardson, 2012). However,
these studies have generally examined the effects of message interventions on depression as
an adjunct to an existing treatment. To the knowledge of the researcher, there are no studies
investigating the effects of text messaging interventions on the symptoms of depression in
people who do not receive any treatment, such as medication or psychotherapy. In addition,
when the Turkish psychology literature was examined, it has been seen that there is no
comprehensive study in our country that includes text message intervention to reduce
depressive symptoms. There is only one pilot study conducted in Tiirkiye on this subject
(Sakarya et al., 2013), a master’s thesis examining the effect of message intervention to
reduce anxiety and depression in first-time fathers (Onus, 2019). Therefore, this study will
be the first of its kind in Tiirkiye that includes text message intervention to reduce depression

symptoms only and will also contribute to the psychology literature on this subject.

1.5. Research Questions and Hypothesis

Based on the literature review and the purpose of the study, the research questions and
hypotheses were suggested.
1. Does message intervention have a reducing effect on people's depression symptoms?
Hypothesis 1: It was hypothesized that the text message intervention would decrease the
depressive symptoms of people in the experimental group compared to those in the control
group.
2. Would message intervention be more effective on mild or moderate depression?
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Hypothesis 2: It was expected that at the end of the text message intervention, the depression
scores of people with moderate depression in the experimental group will decrease more
than those with mild depression.

1.6. The Importance of the Thesis

In the current thesis it was already stated that there are many reasons that make it
difficult, restrict, or completely prevent people's access to face-to-face therapies (Kohn et
al., 2004; Mohr et al., 2006). Some examples of the reasons that prevent people from
reaching face-to-face therapy are as follows; people living in countries with low
socioeconomic status do not have the financial means to pay for therapy (Delgadillo et al.,
2018; Khazaie et al., 2016), people cannot find time to go to therapy due to working hours
or any other reason (Collins et al., 2004), or even if they find time, they have difficulty in
transportation to go to the place where therapy sessions are made, they are afraid of being
stigmatized and excluded by their social environment (Barney et al., 2009), it is difficult for
people to find experts in the field and cannot leave the person or people they care for at home
alone (Mohr et al., 2006). In addition to all these a new barrier has emerged in recent years.
A COVID-19 pandemic was declared in March 2020 (WHO, 2020). Due to this very
dangerous virus, which can be transmitted from person to person through the air, there was
a lockdown for a while and people could not leave the house (Lotfi et al., 2020). In order to
prevent the virus from spreading further, people had to stay at home and work from home.
Thus, psychologists were forced to continue their face-to-face therapy in online settings
(Békés & Aafjes-van Doorn, 2020). In this process, many people felt depressed due to social
isolation and loss of loved ones, but they could not go out because of the lockdown and
therefore could not receive face-to-face therapy (Karasar & Canli, 2020). Reasons like these
and many more cause people to not receive these treatments at all even though there are
functional treatments available that can treat their disorders (Kohn et al., 2004; Mohr et al.,
2006). This study will contribute to the literature in terms of examining the effect of an
intervention that can be made when people are unable to receive psychological help for any
reason. In addition, this study will be a preliminary step for the development of a low-cost,
easy-to-implement intervention program other than medication or therapy. Thus, an
intervention method that can be applied to people who cannot reach face-to-face therapy for
any reason will be developed. At the same time, a first step of an intervention will be
developed that can be added to the existing therapy routine, such as medication or

psychotherapy, and will support the current treatment process.
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When the relevant literature was reviewed, even though there are studies in the
literature that have applied text message intervention before, these studies were either
applied in addition to an existing treatment or applied to depression with comorbid disorders
(Agyapong et al., 2017; Aguilera & Mufoz, 2011; Hartnett et al., 2017; Richmond et al.,
2015; Whittaker et al., 2012). According to the researcher's knowledge, there is no study in
the literature that tries to treat only and directly depressive symptoms while there is no other
treatment such as psychotherapy or medication and there is no study that tries to intervene
only with text messages, especially in Tiirkiye. For this reason, this study will be the first
study in Tirkiye to include an intervention to directly reduce depressive symptoms only
through text messages. In addition, in the current study, people with severe depression were
not included in the study, and people with mild and moderate depression were studied. This
highlights another importance of the study. People who are below the threshold and cannot
be diagnosed because they do not have enough symptoms usually receive less attention and
cannot access the necessary treatment for various reasons. Therefore, the present study is
also of great importance in that it has been studied with individuals who have not received a

clinical diagnosis and who have less than the necessary criteria for diagnosis.
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2. METHOD

2.1. Participants

In this study, there is a within-between factors interaction since the same
measurements were taken from people in different groups at 2 different times, as pre-test
and post-test. To determine the number of participants in the study, a priori power analysis
was performed using the ANOVA statistical test in the G*Power 3.1 program (Faul et al.,
2009). When the effect size is medium (d = .25), the alpha value is .01, the power estimate
is .99, number of groups are 4 and number of measurements are 2, the calculated total
number of participants is 128. However, considering the possibility that the participants

would stop participating in the study, it was aimed to reach more people than this number.

The inclusion criteria of the participants in the study were as follows; being older than
18 years old, native Turkish, using mobile phone, participating in the study voluntarily,
opening the read receipt information (two blue check marks) in WhatsApp, to get between
10-29 points from the Beck Depression Inventory (Hisli, 1989). Those who get 30 or more
from BDI were not included in the study and were directed to psychological support. Going
to any psychiatrist or psychologist and using any medication to reduce symptoms of
depression were considered as exclusion criteria for participants. Because this study is a
study that measures whether the depressive symptoms of people who do not receive any

psychological support can be reduced by text message intervention alone.

A total of 452 people were reached during the data collection phase. The questionnaire
of 106 of them were terminated because they left the questionnaire after accepting informed
consent. In line with the exclusion criteria, the questionnaires of these people were
terminated before going on to other questions, since 28 people are receiving psychiatrist
support, 18 people are receiving psychologist support, 7 people are using a psychiatric drug,
and 33 people did not accept to open the read receipt of messages (two blue check marks) in
the WhatsApp application. In addition, when the BDI scores of the remaining 260 people
were examined, 79 people with a BDI score below 10, and 31 people with a BDI score above
30 were excluded from the data. As a result of the pre-intervention measurement, 150
participants remained who met all the criteria before the study began. At the beginning of
the study, 76 (50.7%) people were randomly assigned to the experimental group and 74
(49.3%) to the control group. The experimental group of 76 people consisted of 26 (17.3%)

participants with mild depression and 50 (33.3%) participants with moderate depression. The
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control group of 74 people consists of participants with 25 (16.7%) mild depression and 49
(32.7%) with moderate depression. When the message intervention started, it was observed
that 1 person did not have a WhatsApp account and therefore this participant was excluded
from the study. In addition, one participant dropped out of the study because she said that
she started receiving psychological support and therefore wanted to withdraw from the study.
For this reason, a total of 148 participants remained in the message intervention phase. In
post-intervention measurement phase, a total of 17 people, 6 from the experimental group
and 11 from the control group, did not fill in the BDI, BAl and PANAS scales, which had to
be filled in after the 30-day message intervention, and withdrew from the study. Thus, 131
people who constituted the main sample of the research remained. The flowchart related to
the whole process was given in the Figure 1.

The sample of the study consists of a total of 131 participants who meet all the criteria
and fulfill all the requirements. 96 (73.3%) of these participants were female, 34 (26%) of
them were male and 1 (.8%) of them did not want to specify their gender. The age of the
participants ranged from 18 to 68 (M = 29.59, SD = 10.84) years old. 40 (30.5%) of these
participants have mild depression (M = 12.40, SD = 1.97) and 91 (%69.5) of them have
moderate depression (M = 23.16, SD = 3.32). The details of the other demographic
information of the participants according to their groups can be found in Table 1.

19



Figure 1. Flowchart of the whole process
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Table 1. Demographic Characteristics of Participants

Demographic Mild Mild Moderate Moderate Full
characteristics experimental control experimental control Sample
n % n % n % n % n %
Gender
Female 18 81.8 10 55.6 36 75 32 74.4 96 733
Male 3 13.6 8 44.4 12 25 11 25.6 34 260
Not identified 1 45 0 0 0 0 0 0 1 8
Marital status
Married 5 22.7 4 22.2 13 27.1 9 20.9 31 237
Single 16 72.7 14 77.8 31 64.6 31 72.1 92 702
Divorced 1 45 0 0 4 8.3 3 7.0 8 6.1
Average cell usage time
Less than 1 hour 1 45 0 0 1 2.1 0 0 2 15
1-3 hours 5 22.7 4 22.2 13 27.1 10 23.3 32 244
3-6 hours 8 36.4 13 72.2 18 37.5 16 37.2 55 42.0
More than 6 hours 8 36.4 1 5.6 16 33.3 17 395 42 321
Previous psychiatric
support
Yes 6 27.3 6 33.3 15 31.3 9 20.9 36 275
No 16 72.7 12 66.7 33 68.8 34 79.1 95 725
Previous psychologist
support
Yes 10 455 6 333 15 31.3 18 41.9 49 374
No 12 54.5 12 66.7 33 68.8 25 58.1 82 62.6
Previous diagnosis of
psychological disorder
Yes 5 22.7 2 111 8 16.7 8 18.6 23 176
No 17 77.3 16 88.9 40 83.8 35 81.4 108 824
Student
Yes 10 45.5 9 50 20 41.7 18 41.9 57 435
No 12 54.5 9 50 28 58.3 25 58.1 74  56.5
Employment
Yes 10 45.5 11 61.1 25 52.1 21 48.8 67 511
No 12 54.5 7 38.9 23 47.9 22 51.2 64 48.9
Educational status
High school 2 9.1 1 5.6 8 16.7 1 2.3 12 9.2
Vocational school 0 0 1 5.6 2 4.2 1 2.3 4 3.1
University 15 68.2 12 66.7 22 45.8 26 60.5 75 573
Master’s degree 3 13.6 3 16.7 13 27.1 15 34.9 34 26.0
Doctoral degree 2 9.1 1 5.6 3 6.3 0 0 6 4.6
Residence type
With my family 19 86.4 12 66.7 34 70.8 29 67.4 94 7138
With my friends 0 0 2 11.1 3 6.3 3 7.0 8 6.1
Solitary 1 4.5 1 5.6 10 20.8 9 20.9 21 16.0
Stay at dorm 2 9.1 3 16.7 1 2.1 2 4.7 8 6.1
Emotional support
Yes 21 95.5 16 88.9 41 85.4 40 93.0 118 90.1
No 1 4.5 2 11.1 7 14.6 3 7.0 13 9.9
Emotionally affecting
event in 1-2 weeks
Yes 15 68.2 10 55.6 34 70.8 29 67.4 88 67.2
No 7 31.8 8 44.4 14 29.2 14 32.6 43 328
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2.2. Materials
Data were collected via Qualtrics throughout the research. The Qualtrics link, where
participants can access the scales, was shared via social media (see Appendix 1).

2.2.1. Informed consent form
Participants were required to approve the informed consent form stating that they
voluntarily participated in the study and accepting that they shared their personal information

such as mobile phone number (see Appendix 2).

2.2.2. Demographic information form

Demographic information form was used to obtain the socio-demographic information
of the participants (see Appendix 3). In the demographic information form, the participants
were asked questions such as whether they use mobile phones, how long they use mobile
phones on average, whether they receive support from a psychologist or psychiatrist, and
whether they use a psychiatric drug. The questions were asked to the participants in this form

were prepared on the basis of a previous study on depression in the literature (Ozgirak, 2015).

2.2.3. Beck Depression Inventory

The Beck Depression Inventory (BDI) was developed by Beck et al. (1961) to
determine the depressive symptoms and the severity of these symptoms. BDI was translated
into Turkish by Hisli (1984). In order to identify depression-specific behaviors, individuals
evaluate how they have felt in the past week on a 21-item scale ranging from 0 to 3. The
scores that can be obtained from the scale range from a minimum of 0 to a maximum of 63.
Depression levels indicated by the scores obtained from the scale are as follows; a score of
0 to 9 is defined as normal or minimal depression, 10 to 16 mild depression, 17 to 29
moderate depression, 30 to 63 severe depression. Examples of depression-specific behaviors
measured by scale items are as follows; depressed mood, pessimism, sense of failure,
dissatisfaction, self-hatred, self-blame, cravings for punishment, crying spells, irritability,
social withdrawal. An example item of the scale is as follows: (0) | do not feel sad, (1) | feel
blue or sad, (2) |1 am blue or sad all the time and I can't snap out of it, (3) | am so sad or
unhappy that | can't stand it. There is no reverse item in the scale (see Appendix 4).

Permission was obtained from Prof. Dr. Nesrin Hisli Sahin to use the scale.

The validity and reliability studies of the scale were performed by Hisli (1989), and
the split-half reliability was found to be .74, and the Cronbach’s Alpha coefficient was found
to be .80. In this study, individuals were asked to respond by thinking about how they felt
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during the 1-month period while filling out the BDI, since an intervention was made for 1

month. In the current study, the internal consistency was .63 for BDI.

2.2.4. Beck Anxiety Inventory

Beck Anxiety Inventory (BAI) is a 21-item scale developed by Beck et al. (1988) to
measure the anxiety symptoms of individuals and to determine the severity of these
symptoms. The scale was first translated into Turkish by three different psychologists and
then back translated by three independent instructors from Bilkent University English
Department (Ulusoy et al., 1998). The items of the scale evaluate how much the symptoms
bothered the people when they feel anxious and worried. Scale items are scored as 0 = not
at all, 1 = mildly, 2 = moderately, and 3 = severely. The lowest score that can be obtained
from the scale is 0, and the highest score is 63. Anxiety levels indicated by the scores
obtained from the scale are as follows; a score of 0 to 7 is defined as normal or minimal
anxiety, 8 to 15 mild anxiety, 16 to 25 moderate anxiety, 26 to 63 severe anxiety. Some
examples of scale items are as follows; numbness or tingling, fear of dying, hot sweats, heart
pounding, and fear of losing control. There is no reverse item in the scale (see Appendix 5).

Permission was obtained from Prof. Dr. Nesrin Hisli Sahin to use the scale.

Ulusoy et al. (1998) conducted the validity and reliability studies of the scale. The
internal consistency coefficient of the scale was found to be .93. The correlation of the scale
with BDI was found to be .46. In this study, individuals were asked to evaluate how much
the symptoms bothered them in the last 1 month while completing the BAI, since a 1-month
intervention was made. In the current study, the internal consistency was .90 for BAI.

2.2.5. The Positive-Negative Affective Schedule

The Positive-Negative Affect Schedule (PANAS), developed by Watson et al. (1988),
evaluates 10 positive and 10 negative affect items on a scale of 1 (very slightly or not at all)
to 5 (extremely). Items 1, 3, 5, 9, 10, 12, 14, 16, 17 and 19 of the scale express positive
affect, while items 2, 4, 6, 7, 8, 11, 13, 15, 18 and 20 express negative affect. The lowest
score that can be obtained from the scale each for positive and negative affect is 10, and the
highest score is 50. There is no reverse item in the scale. Positive affect items measure how
interested, excited and strong the person feels, while negative affect items measure how

distressed, unhappy and guilty the person feels (see Appendix 6).

The validity and reliability study for the Turkish adaptation of the scale was carried

out by Geng6z (2000). The internal consistency of the scale was .83 and .86 for positive and
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negative affect, respectively. While the correlations between positive and negative affect and
BDI were found as -.48 and .51, respectively, with BAI it was found as -.22 and .47,
respectively. In the current study, the internal consistency was .82 and .84 for positive and
negative affect, respectively. Permission was obtained from Prof. Dr. Tiilin Geng6z to use

the scale.

2.2.6. Text messages

For the current study, the messages used in the study were created by the researcher.
While preparing the messages, each of the BDI items were taken as the basis. Except that,
in a similar study conducted to reduce the depression symptoms, messages containing CBT
components were created and used by Agyapong et al. (2012). These messages used in
Agyapong’s study also formed a basis for preparation process of the messages to be used in
the current study in addition to the BDI items. Before starting to create the messages in this
study, Dr. Vincent Agyapong was contacted, and necessary permission was obtained to use
the messages he created as a guide.

While creating the messages, the order and course of the topics to be discussed in the
CBT sessions were taken as a basis. For example, very simply, from the first session,
automatic thoughts are explained, in the following sessions, the client tries to find one’s own
automatic thoughts, then the reality of these automatic thoughts is tested, then the emotions
created by the automatic thoughts are tried to be found, and then the behaviors that these
feelings cause are discussed. This trajectory of CBT was taken into account when creating
and queuing messages. In addition, information such as cognitive distortions presented to
the client during CBT sessions and messages about methods such as behavioral activations,
goal setting or miracle questions were added. Some messages, on the other hand, are
informative about depression. In addition, some of them are more about the way people think
and their content. An example text message is: “During the day, many thoughts
automatically come to our minds. Many of these automatic thoughts tend to be negative.
When we pretend that these negative automatic thoughts are real, we may act based on faulty
assumptions. When you experience sudden mood changes, when you are happy and suddenly
feel restless, anxious, or bad, stop first. Try to find out what negative automatic thoughts are
running through your mind.” (Giin igerisinde aklimiza otomatik olarak bir siirii diigiince
gelip gitmektedir. Bu otomatik diigiincelerin ¢ogu olumsuz olma egilimindedir. Bu olumsuz
otomatik diistinceler ger¢ekmis gibi davrandigimizda hatali varsayimlara dayali bir sekilde

hareket edebiliriz. Ani duygu degisimleri yasadiginiz, mutluyken bir anda huzursuz, kaygili
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va da kotii hissettiginiz anlarda once bir durun. Aklmmizdan hangi olumsuz otomatik

diisiincelerin gectigini bulmaya ¢alisin.)

In the process of creating the messages, feedback on the content, structure and layout
of each message was received from four different clinical psychologists with PhD and two
different psychologists working in the field with CBT training. Messages were arranged in
line with these feedbacks and presented to them again. After each one approved the edited

version, the final version of the messages was created (see Appendix 7).

2.3. Procedure

2.3.1. Baseline

After obtaining the necessary permission from Baskent University Ethics Committee,
the data collection process started. First, the Qualtrics link was shared with the participants
on social media. Participants were told that if they followed all the guidelines of the study,
at the end of the study, 5 people to be determined by random drawing would be given a 50
TL Migros gift voucher incentive. Participants who approved the informed consent form
completed the demographic information form, BDI, BAI, and PANAS scales. In line with
the inclusion and exclusion criteria of the current research, the questionnaire of the
participants who answered ‘no’ to the question of ‘Do you use a mobile phone’, ‘yes’ to the
question of ‘Are you currently receiving support from a psychiatrist? or ‘Are you currently
receiving support from a psychologist?’, and ‘yes’ to the question of ‘Are you currently
using a psychiatric medication?” were end directly without going over to other questions.
BAI and PANAS were also applied because depression and anxiety were known to have
high comorbidity and to see if the message intervention had an effect also on the participants’
anxiety symptoms or their affect. After filling the survey, the BDI scores of the participants
were evaluated by the researcher and those whose BDI score is between 10-29 were included

in the study.

First of all, the people participating in the research were divided into two groups
according to their BDI scores. Whose score is between 10 and 16 were assigned to mild
depression, and those who score between 17-29 were assigned to moderate depression
groups. Then they were randomly assigned to either experimental or control group. As a
result of the assignment process, 4 groups were obtained: mild depression experimental
group, moderate depression experimental group, mild depression control group and

moderate depression control group.
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2.3.2. Intervention

Before the assignment process, the time (either 9.00, 12.00, 15.00 and 18.00) at which
the messages would be sent was randomly determined by a random drawing application. The
times at which messages were sent have been determined by considering previous studies
on this subject in the literature (Singleton et al., 2021). Immediately after the assignment
process, an informative message was sent to the participants about when the message
intervention would start, depending on which group (experimental or control) they were in
(see Appendix 8). Participants who get 30 or more from BDI were directed to psychological
support. Because it has been reported that as the severity of depression increases, cognitive
functions such as memory and executive functions decrease (McDermott & Ebmeier, 2009).
This suggests that working with cognitive and behavioral assignments may be easier and
more productive in people with mild and moderate depression than in people with severe

depression.

For this research, a separate line was purchased, and a WhatsApp account was opened
with this line. To send messages, a software in Python language was developed for
WhatsApp application by using the PyCharm community edition 2022.2.3 program by a
mechanical engineer. This developed software has enabled messages to be sent
automatically to specified people at specified times. Thus, the messages reached all
participants in about 1 minute. In a nutshell, text messages were sent by the researcher using
the software over the WhatsApp application to the participants assigned to the experimental

groups for 30 days at randomly determined hours.

The day after the last message was sent to the experimental group, all participants,
including the participants in the control group, filled in the BDI, BAI, and PANAS scales
again. To ensure that the conditions are equal in each group, and since the participants in the
control group were informed that the intervention would be made at the beginning of the
study, the participants in the control group were also be given a text message intervention
for 30 days. After the message intervention was completed in all groups, participants were
asked to give feedback on the messages received throughout the research and the effects of
these messages on themselves. Participants were given a debrief form at the end of the
feedback process (see Appendix 9). In addition, feedback from the participants can be seen
in Appendix 10. A flow was given in Figure 2 below in which the stages are explained

visually for a better understanding of the procedure process.
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Figure 2. Flow of the intervention process
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3. RESULTS

The data of 131 people who met all the criteria were downloaded from Qualtrics and
transferred to the IBM SPSS Statistics 24.0 for statistical analysis. First, it was checked
whether there was any missing value in the hole data, and it was determined that there was
not any missing value. To determine outliers in the data univariate and multivariate outlier
analyses were performed, and box plot analyses were also examined. As a result of all these
analyses, no outliers were found in the data. The skewness and kurtosis values were
calculated to check the normality of the data. According to Tabachnik and Fidell (2013),
when the skewness and kurtosis values are between -1.5 and +1.5, the data is considered to
provide normality. In the current study, it was determined that the skewness and kurtosis
values of each scale filled by the participants were between -1.5 and +1.5, thus the data
provided normality. In addition, homogeneity between variances was checked. The result of

Levene's test is not significant, therefore homogeneity between variances was assumed.

3.1 Descriptive Statistics

Out of a total of 131 participants, 40 (30.5%) of these participants have mild depression
(M =12.40, SD = 1.97) and 91 (%69.5) of them have moderate depression (M = 23.16, SD
= 3.32). There were 70 (53.4%) people in the experimental group and 61 (46.6%) in the
control group. As a result of the assignment to groups, 4 groups were obtained. There were
22 (16.8%) people in the mild depression experimental group, 48 (36.6%) in the moderate
depression experimental group, 18 (13.7%) in the mild depression control group, and 43
(32.8%) in the moderate depression control group. The mean and standard deviation values
of the pre-intervention BDI, BAIl and PANAS scales of the groups can be found in Table 2

and the post-intervention values can be seen in Table 3.
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Table 2. Means and Standard Deviations of Scores at Pre-Intervention Measurement

Scale Mild Mild Moderate Moderate
experimental control experimental control
M SD M SD M SD M SD
BDI 1236 2.01 1244 1.98 23 3.61 2334 3
BAI 1495 1142 11.67 8.67 2152 10.08 2166 10.44
PANAS

Positive affect 27.27 8.05 24.83 5.02 21.13 4.72 21.63 5.70
Negative affect 691 534 5.17 460 10.06 5.09 10.07 497

Note. BDI = Beck Depression Inventory; BAI = Beck Anxiety Inventory; PANAS =
Positive Negative Affect Schedule.

Table 3. Means and Standard Deviations of Scores at Post-Intervention Measurement

Scale Mild Mild Moderate Moderate
experimental control experimental control
M SD M SD M SD M SD
BDI 895 6.32 1444 8.07 1496 860 2258 6.40
BAI 768 7.68 1283 11.89 1454 988 2193 10.33
PANAS

Positive affect 3055 890 24.33 723 2535 826 2158 7.11
Negative affect 18.86 7.67 23.72 824 2035 695 25.67 7.34

Note. BDI = Beck Depression Inventory; BAI = Beck Anxiety Inventory; PANAS =
Positive Negative Affect Schedule.

Chi-square test and t-test were performed to examine whether the groups differed in
terms of sociodemographic variables and pre-test BDI, BAl and PANAS scores. According
to the Chi-square test results the mild experimental and mild control groups were not
significantly different in terms of gender [}%(2, N = 40) = 5.21, p =.07], marital status [*(2,
N = 40) = .85, p = .65], previous diagnosis of psychiatric disorder [x*(1, N = 40) = .93, p =
.34], being a student [y(1, N = 40) = .08, p = .78], employment [*(1, N = 40) = .97, p = .32],
educational status [y(4, N = 40) = 1.62, p = .81], residence type [y*(3, N = 40) = 3.42, p =
.33], and social support [*(1, N = 40) = .62, p = .43]. According to t-test results the mild
experimental and mild control groups were not significantly different in terms of age [t(38)
= .52, p =.19], BDI [t(38) = -.13, p = .88], BAI [t(38) = 1.01, p = .20], PANAS positive
affect [t(38) = 1.12, p = .05], and PANAS negative affect [t(38) = 1.09, p = .78]. Same tests
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were performed for the moderate experimental and moderate control groups. According to
the Chi-square test results the moderate experimental and moderate control groups were not
significantly different in terms of gender [*(1, N = 91) = .00, p =.95], marital status [y*(2, N
=91) =.60, p =.74], previous diagnosis of psychiatric disorder [y*(1, N = 91) = .06, p = .81],
being a student [y*(1, N = 91) = .00, p = .99], employment [/*(1, N = 91) = .10, p = .76],
educational status [y*(4, N = 91) = 9.01, p = .06], residence type [*(3, N =91) = .51, p =
.92], and social support [*(1, N = 91) = 1.34, p = .25]. According to t-test results the
moderate experimental and moderate control groups were not significantly different in terms
of age [t(89) = .23, p = .59], BDI [t(89) = -.50, p = .25], BAI [t(89) =-.06, p = .98], PANAS
positive affect [t(89) = -.46, p = .21], and PANAS negative affect [t(89) =-.01, p = .68].

3.2. Correlations Among Measurements
To examine the correlation of the BDI, BAI and PANAS scales used in the study, a
bivariate Pearson’s correlation coefficient was calculated for the groups and was presented

in Table 4.

Table 4. Correlation Among Variables for Groups

Variables 1 2 3 4 5 6 7 8
1. Pre-BDI -
2. Pre-BAI A4%* -

3. Pre-PANAS-pstv - 31** .01 -

4. Pre-PANAS-ngtv A4** - QhF* -.01 -

5. Post-BDI A0*%*  23** -.00 21* -

6. Post-BAI B1F* 45** .03 A4F* 70** -

7. Post-PANAS-pstv -.19* .02 35** .01 -54%* - 33** -

8. Post-PANAS-ngtv A3 29%* A3 206%F  72%% g9F*F - 32**

Note. Pre and Post = measurement before intervention and measurement after intervention
respectively; BDI = Beck Depression Inventory; BAI = Beck Anxiety Inventory; PANAS-
pstv = Positive Negative Affect Schedule positive affect; PANAS-ngtv = Positive Negative
Affect Schedule negative affect.

*p < .05. **p < .01.
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According to the results from the correlation analysis for groups there was a positive
correlation between pre-BDI and pre-BAIl (r = .44, p < .01). Which means that in
measurement before intervention when depression increases, anxiety also increases. Also,
there was a negative correlation between pre-BDI and pre-PANAS-positive affect (r = -.31,
p < .01) and a positive correlation between pre-BDI and pre-PANAS-negative affect (r =
44, p <.01). This result indicates that in measurement before intervention when depression
increases, positive affect decreases and negative affect increases. The results of pre-BAl
showed that, there was a positive correlation between pre-PANAS-negative affect (r = .95,
p < .01). Which means that in measurement before intervention when anxiety increases,
negative affect also increases.

When the correlation of measurement after intervention for the groups was examined,
it was seen that the post-BDI scores are positively correlated with the post-BAI scores (r =
.70, p <.01). In addition, post-BDI scores negatively correlated with post-PANAS-positive
affect (r =-.54, p <.01) and positively correlated with post-PANAS-negative affect (r =.72,
p < .01). Post-BAlI scores appear to be negatively correlated with post-PANAS-positive
affect (r =-.33, p <.01) and positively correlated with post-PANAS-negative affect (r = .69,
p <.01). These results indicate that in measurement after intervention, when anxiety scores

increase positive affect scores decrease and negative affect scores increase.

3.3. Repeated Measures ANOVA for BDI

To test the first hypothesis repeated measures ANOVA was conducted to compare the
effect of (IV) text message intervention on (DV) BDI score of experimental and control
groups, before and after the intervention. The main effect of time [F (1,129) = 22.72, p =
.00; Wilk’s 1 = .85, np? = .15] and the main effect of intervention [F (1,129) = 13.54, p = .00;
ne> = .10] on the BDI scores of the experimental and control groups are statistically
significant. There was a significant time*intervention interaction effect on BDI scores
among groups, [F (1,129) = 23.41, p = .00; Wilk’s /. = .85, 5> = .15]. The findings showed
that compared to pre-BDI scores (M = 19.66, SD = 5.90) of the experimental group, the post-
BDI scores (M = 13.07, SD = 8.39) were decreased. Compared to the pre-BDI scores (M =
20.12, SD =5.71) of the control group, the post-BDI scores (M = 20.18, SD = 7.81) remained
almost the same and even increased really slightly. Detailed information about the mentioned

variables was given in Table 5.
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Table 5. Repeated Measures ANOVA for BDI

Measure Experimental Control F(1,129) ;7,,2

M SD M SD
Pre-BDI 19.66 5.90 20.12 571 23.41%** 15
Post-BDI 13.07 8.39 20.18 7.81 23.41%** 15

Note. Pre and Post = measurement before intervention and measurement after intervention
respectively; BDI = Beck Depression Inventory; np? = partial eta squared.
***n <.001.

To test the second hypothesis a repeated measures ANOVA was conducted to compare
the effect of text message intervention on BDI scores, before and after the intervention in
mild experimental, moderate experimental, mild control and moderate control conditions.
For the analysis, 4 (group) X 2 (time) mixed-model repeated measures analysis of variance
was applied; groups (mild experimental, moderate experimental, mild control and moderate
control) were considered as the between-group factor, and time (pre-test and post-test) as the
within-group factor. When the effect of the text message intervention on the BDI scores of
the groups was examined, the main effect of group [F (3,127) = 49.68, p = .00; 7> = .54],
the main effect of time [F (1,127) = 12.21, p = .00; Wilk’s 2 = .91, o> = .09] and the effect
of the time*group interaction on the post-test BDI scores of the individuals was found to be
statistically significant [F (3,127) = 10.50, p = .00; Wilk’s A = .80, 5> = .20]. The results of

the mixed-model repeated measures ANOVA were shown in Table 6 in detail.

Table 6. Mixed-Model Repeated Measures ANOVA for BDI

BDI df F p o’ Power
Between-subjects effect
Group 3 49.68  .000 54 1.00
Within-subjects effect
Time 1 1221 .001 .09 .93
Time X Group 3 10.50  .000 .20 .99

Note. np? = partial eta squared; Power = observed power computed using a = .05.
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The mixed-model repeated measures ANOVA for BDI results indicates that the
average BDI score of the mild experimental group in the post-test (M = 8.96) is lower than
the pre-test (M = 12.36), and the post-test score (M = 14.96) of the moderate experimental
group is lower than the pre-test (M = 23.00). There was no significant difference between
the pre-test (M =12.44) and post-test (M = 14.44) BDI scores of the mild control group and
the pre-test (M = 23.35) and post-test (M = 22.58) scores of the moderate control group. The

graph of these results was presented in Figure 3.

Figure 3. BDI score graph of the groups

25 ~

Mild experimental
20 -
= |\/oderate experimental
e \lild control

15 Moderate control

BDI score

Time

In Table 7, the differences in the mean BDI scores of the groups before and after the
intervention were given. According to the results of the pairwise comparison of the pre-test
and post-test scores of the groups obtained from the mixed-model repeated measures
ANOVA analysis, the difference between the mean pre-test and post-test scores (MD = 8.04,
p < .05) of the moderate experimental group is greater than the difference between the mean
pre-test and post-test scores (MD = 3.45, p < .05) of the mild experimental group. There was
no statistically significant difference in the mean BDI scores of the mild control and

moderate control groups before and after the intervention.
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Table 7. Pairwise Comparisons of Pre-test and Post-test BDI Scores Between Groups

Group Mean Difference Std. Error p
(pre-test—post-test)
Mild experimental 3.45% 1.64 .04
Mild control -2.00 1.81 27
Moderate experimental 8.04* 1.11 .00
Moderate control a7 1.17 51
*p < .05.

Since the message intervention was statistically significant on BDI scores between
groups, a post hoc test was performed to find out in which group the intervention was more
effective. According to the multiple comparisons of the Tukey post hoc test, there is a
statistically significant difference between the moderate experimental group and the
moderate control group (p = .00). On the other hand, in the mild experimental group, there
is not a statistically significant difference with the mild control group (p = .17). Details of

post hoc analysis can be found in Table 8.

Table 8. Post Hoc Tukey Test Multiple Comparisons for BDI

Group (1) Group (J) Mean Difference  Std. Error p
(1-9)
Mild experimental Moderate experimental -8.32* 1.09 .00
Mild control -2.79 1.34 A7
Moderate control -12.31* 111 .00
Moderate experimental Mild experimental 8.32* 1.09 .00
Mild control 5.53* 1.17 .00
Moderate control -3.99* .89 .00
Mild control Mild experimental 2.79 1.34 A7
Moderate experimental -5.53* 1.17 .00
Moderate control -9.52* 1.19 .00
Moderate control Mild experimental 12.31* 1.11 .00
Moderate experimental 3.99* .89 .00
Mild control 9.52* 1.19 .00
*p < .05.
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3.4. Additional Analyses
Although the main purpose of this study was not included to intervene in the anxiety
symptoms and affects of individuals, analyzes were also conducted to see whether the

intervention had any effect on anxiety symptoms and affect.

3.4.1. Repeated Measures ANOVA for BAI

A mixed model repeated measures ANOVA was conducted to see if text messages had
any effect on the BAI scores of the individuals in experimental and control groups. The
time*intervention interaction on the BAI scores of the individuals was found to be
statistically significant [F (1,129) = 15.88, p = .00; Wilk’s . = .89, n,*> = .11]. This result
indicates that the average BAI score of the mild experimental group in the post-test (M =
7.68) is lower than the pre-test (M = 14.96), and the post-test score (M = 14.54) of the
moderate experimental group is lower than the pre-test (M = 21.52). There was no significant
difference between the pre-test (M =11.67) and post-test (M = 12.83) BAI scores of the mild
control group and the pre-test (M = 21.65) and post-test (M = 21.93) scores of the moderate
control group. This shows that BAI scores in the experimental groups decreased due to the
message intervention, while there was no change in the control groups. The differences
between the pre-test and post-test BAI scores of the groups were given in Table 9. The results
of the mixed-model repeated measures ANOVA were shown in Table 10 in detail.

Table 9. Pairwise Comparisons of Pre-test and Post-test BAl Scores Between Groups

Group Mean difference Std. Error p
(pre-test—post-test)
Mild experimental 7.27* 2.34 .00
Mild control -1.17 2.59 .65
Moderate experimental 6.98* 1.59 .00
Moderate control -.28 1.68 .88
*p < .05.
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Table 10. Mixed-Model Repeated Measures ANOVA for BAI

BDI df F p o’ Power
Between-subjects effect
Group 3 9.84 .00 15 1.00
Within-subjects effect
Time 1 9.36 .00 .07 .86
Time X Group 3 5.25 .00 A1 92

Note. np? = partial eta squared; Power = observed power computed using a = .05.

Since the message intervention was statistically significant on BAI scores between
groups, a post hoc test was performed to find out in which group the intervention was more
effective. According to the multiple comparisons of the Tukey post hoc test, there is no
significant difference between neither mild experimental and mild control (p = .99) groups,
nor moderate experimental and moderate control (p = .16) groups. Details of post hoc

analysis can be found in Table 11.

Table 11. Post Hoc Tukey Test Multiple Comparisons for BAI

Group (1) Group (J) Mean Std. Error p
Difference (I-J)
Mild experimental Moderate experimental -6.71* 2.19 .01
Mild control -93 2.71 .99
Moderate control -10.47* 2.23 .00
Moderate experimental Mild experimental 6.71* 2.19 .01
Mild control 5.78 2.35 .07
Moderate control -3.76 1.79 .16
Mild control Mild experimental .93 2.71 .99
Moderate experimental -5.78 2.35 .07
Moderate control -9.54* 2.39. .00
Moderate control Mild experimental 10.47* 2.23 .00
Moderate experimental 3.76 1.79 .16
Mild control 9.54* 2.39 .00
*p < .05.
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3.4.2. Repeated Measures ANOVA for PANAS

A mixed model repeated measures ANOVA was conducted to see if text messages had
any effect on the PANAS scores of the individuals in experimental and control groups. The
time*intervention interaction on the PANAS-positive affect scores of the individuals was
found to be statistically significant [F (1,129) = 8.13, p = .01; Wilk’s /. = .94, np>= .06]. The
score of PANAS-positive affect of the experimental group increased after the intervention
(M =26.99) compared to before the intervention (M = 23.06). The score of PANAS-positive
affect of the control group slightly decreased after the intervention (M = 22.39) compared to
before the intervention (M = 22.57). The time*intervention interaction on the PANAS-
negative affect scores of the individuals was found to be statistically significant [F (1,129)
=17.42, p = .00; Wilk’s /. = .88, ny> = .12]. The score of PANAS-negative affect of both the
experimental group and control group increased after the intervention (M = 19.89, M =
25.10) compared to before the intervention (M = 9.07, M = 8.62) respectively. The results
showed that the positive and negative affect of the people were changed according to the
text message intervention.

Since the message intervention was statistically significant on PANAS scores between
groups, a post hoc test was performed to find out in which group the intervention was more
effective. According to the multiple comparisons of the Tukey post hoc test, there is no
significant difference between neither mild experimental and mild control groups, nor

moderate experimental and moderate control groups.
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4. DISCUSSION

In this section, evaluations, and discussions about the results of the analyses to test the
hypotheses mentioned in the introduction section were given. In light of the relevant
literature, the results were interpreted. The evaluations of the results were made according
to the ranking given in the results section. In other words, firstly the correlations among
variables, and secondly the mixed-model repeated measures ANOVA results were
discussed. Finally, the clinical inferences, strengths, and limitations of the research have

been discussed and suggestions for future studies were given.

4.1. Correlations Among Variables

Pearson correlation analysis was performed to examine the relationships between
variables. Results showed that both for experimental and control groups, both pre and post-
BDI and BAI have a significant positive correlation indicating that as people's depression
increases, their anxiety also increases. Similar results were found in previous studies
examining the correlation between BDI and BAI (Beck et al., 1988; Fydrich et al., 1992;
Ulusoy et al., 1998). Thus, this finding is consistent with the literature and quite common.
As stated before, there are studies in different countries and with different samples indicating
that depression is highly comorbid with anxiety. For example, according to the Netherlands
Study of Depression and Anxiety, it was reported that 67% of people diagnosed with
depression already had an anxiety disorder, and 75% had a lifetime anxiety disorder (Lamers
et al., 2011). Moreover, in the US National Comorbidity Survey Replication, it has been
reported that 57.5% of people diagnosed with major depression have at least one anxiety
disorder (Kessler et al., 2007). In another study conducted with a Swedish sample, it was
stated that 8.3% of 1201 people had comorbid depression and anxiety (Johansson et al.,
2013). Therefore, the positive correlation between depression and anxiety was expected, and

this is how it was found in this study.

When the correlation between PANAS and BDI was examined, it was found that
PANAS positive affect was negatively correlated with BDI, and PANAS negative affect was
positively correlated with BDI in both before and after the intervention in all groups.
However, there was no correlation between PANAS positive affect with BAI in pre-
intervention. This result is also consistent with the literature. Other studies in the literature
analyzing the correlation of these three scales with each other found similar results (Beck et
al., 1979; Gengoz, 2000). The correlation of PANAS with BDI for positive and negative
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affect, and correlation with BAI only with negative affect can be explained as follows; Clark
and Watson (1991) explain the similarities and differences of depression and anxiety. The
similar feature is that negative affect is seen as common in both depression and anxiety.
However, the distinctive aspect is that the decrease in positive affect is seen only in
depression. Unlike what is stated here, a statistically significant negative correlation was
found between the post-PANAS-positive affect score and the post-BAIl score of the
experimental group in this study. However, there was no such result for the control group.
This result can be explained as follows; the aim of this study is to reduce depressive
symptoms by increasing the positive affect of people. For this purpose, a text message
intervention with content that helps to increase their positive affect was applied to the people
in the experimental group. Therefore, it is quite normal for people in the experimental group
to increase their positive affect while their anxiety decreases because they receive the

intervention.

4.2. Repeated Measures ANOVA for BDI

To test the first hypothesis a one-way repeated measures ANOVA was conducted to
compare the effect of text message intervention on BDI score of experimental and control
groups, before and after the intervention. The results of the analysis show that the main effect
of time, intervention and the interaction effect of time and intervention were statistically
significant. Accordingly, it can be said that the message intervention makes a difference in
the BDI scores in terms of groups (experimental and control) in which the participants were
randomly assigned. There was a statistically significant decrease in the BDI scores of the
experimental, compared to the BDI scores of the control group after the intervention.

Therefore, the first hypothesis was confirmed.

As stated before, the messages used in this study include the components of CBT and
the methods used in CBT sessions because CBT is one of the most investigated and
empirically supported therapy approach to reduce the symptoms of depression (Ciharova et
al., 2021; Dobson, 1989; Fenn & Byrne, 2013). Thus, CBT is effective in depression
(Embling, 2002; Hauksson et al., 2017; Honyashiki et al., 2014; Oud et al., 2019; Rupke et
al., 2006; Twomey et al., 2014) and CBT-containing text messages is also effective in
reducing symptoms of depression (Aguilera & Berridge, 2014; Aguilera et al., 2017;
Aguilera & Muench, 2012; Aguilera & Mufioz, 2011; Agyapong et al., 2017; Hartnett et al.,
2017; Richmond et al., 2015; Whittaker et al., 2012). For this reason, it was thought that the

text messages used in the study would have a reducing effect on the depressive symptoms
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of the individuals, and as expected, there was a statistically significant reducing effect as a

result.

The reducing effect of the text messages may be related to the fact that CBT is a
problem-focused and structural therapy approach, and naturally, the structure of text
messages was in this manner. Each session and the whole process is structured in CBT so
that the treatment can be more beneficial (Fenn & Byrne, 2013). It is also easy to learn and
apply because it has a systematic structure. While determining the order of the messages, the
session structure of CBT, and the order of the discussed subjects in each session, were taken
as a basis. The progression of the messages according to this system and structure may have
been useful in terms of teaching people a certain mindset and enabling them to think in this
way day by day. One participant mentioned about this subject as follows; "The suggestions
you have written are topics that we can easily apply in our daily life and that will make our
life easier. I will try to apply them as much as | can". In short, it was tried to teach people
what is taught in CBT sessions. The structural model that CBT establishes between emotion,
thought, and behavior may naturally affect people's minds to start thinking in this structure.
For example, in the current study one participant mentioned that, "The fact that our negative
or positive thoughts on that day affect whether our decisions are wrong or right.”. This may
indicate that this person understands the mentality of the cognitive model. In short, the
systematic cognitive behavioral thinking mindset of CBT may have had an influence on the

decrease in the symptoms of depression.

In CBT people take an active role in their own treatment and try to become their own
therapists over time (Leahy, 2017). This could be another reason for the effectiveness of the
intervention in the current thesis. Therapists try to teach people how to find their automatic
thoughts and test their reality and educate them to replace their core beliefs and automatic
thoughts with more functional ones (Flynn & Warren, 2014). This feature of CBT was at the
core of the text messages used in this study to reduce the symptoms of depression. In short,
people were encouraged to become their own therapists. The fact that people try to realize
their automatic thoughts, emotions, and beliefs through their own efforts and try to change
them may have made people feel better. For instance, one participant said, "Sometimes I
calmed myself by reading these messages and they made me realize some things." Another
participant said, "l did some of the suggested techniques and it made me feel better.” In
addition, they may have realized that they are trying to cope with their problems and that

they have achieved it. For instance, one participant said, "It helped me figure out how to deal
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with negative situations and thoughts." Thus, they may have felt that they had become their

own therapists. As a result, there may be a decrease in their symptoms of depression.

Maybe the intervention was effective because of another feature of CBT including the
emphasis on the here and now and monitoring oneself (Fenn & Byrne, 2013; Kobak et al.,
2015). For people to acquire skills they have learned during the session such as emotion
regulation and being here and now, they must be able to practice these skills between
sessions and adapt them to their daily lives (Aguilera & Munoz, 2011). This is the biggest
reason why messages were sent regularly every day at specific times for thirty days. No
matter what time the messages are read, as soon as people read the message, they may have
moved away from the chaos of that day and focused on that message. Some messages may
have brought them here and now. For example, one participant gave feedback about being
here and now as " Incoming messages made me think and feel comfortable at that moment™.
When people try to practice what is written in the messages, they may try to integrate it into
their daily life. Even if the person does not do what is written in the message, at least a certain
time in a part of the day, the person may have taken time for oneself. More than one
participant gave feedback on this subject as "It made me stop and think for a moment”, “It
made me evaluate my feelings at that moment”, “It created an instant awareness” and “It
helped me regulate my emotions at that moment". Trusting, accepting, taking care of, and
taking responsibility for oneself are important in the treatment of depression. In fact, Dorothy
Rowe (1996) described depression as a prison and said that one way to get rid of this prison
IS to take one’s own responsibility. Even said that the person should only “be oneself”. This
is exactly what messages tried to do. To encourage people to think about themselves during
the day. In fact, one participant said, "I remember talking to a few of my friends about the
messages and exchanging ideas. As a result of some of the information you provided, |
researched things. It prompted me to research.” This may show that this person has started
to think about one’s own needs. In fact, this person does research about them, and has taken
a responsibility about it. Sometimes people cannot find a single moment to think about their
own needs during the day. However, when they read the message, they may stop to think
about themselves and take time for themselves. Thus, there may have a decrease in their

depressive symptoms.

Another important factor for self-monitoring in the treatment of depression is
homework. Studies showed that self-monitoring has a huge impact on behavioral change

(Cohen et al., 2013; Michie et al., 2009). The ability of people to monitor themselves is
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provided by homework. According to a meta-analysis, people who do their homework
regularly are associated with more significant results from CBT than those who do not
(Kazantzis et al., 2000, 2016). Because homework provides a bridge between the therapy
session and the time outside of therapy. In addition it is also a reminder. It allows people to
practice what they have learned in the time between therapy sessions, think about their
thoughts and feelings by self-monitoring, and test how they can cope with difficulties
without therapy (Garland & Scott, 2002). One participant gave feedback as "I already knew
the techniques written in the messages. However, learning alone is not enough. It was very
good for me to practice that the messages reminded me of the techniques and asked small
facilitating questions”. This feedback indicates that even though therapy techniques have
been learned, the messages are a reminder to practice them outside of therapy.

The messages used in this study can be thought of as the same as homework. Because
the content of the messages includes behavioral activation, behavior experiments, or goal
setting which were given as homework in CBT sessions. In addition, the messages are a
reminder for people to take a break from what they are doing, to think about themselves, to
monitor their feelings and thoughts, and to make the instructions written in the messages.
Some participants mentioned that "The messages were a good reminder for me to apply the
techniques | know" and "The messages were a good reminder for me to catch and notice the
negative automatic thoughts and thought errors that crossed my mind during the day”. In
the literature, it shows that daily text messages added to psychotherapy are especially useful
in reminding the homework given in therapy, enabling people to monitor themselves, build
skills and develop self-awareness (Aguilera & Berridge, 2014; Aguilera & Muench, 2012).
It was reported that for people who received text messages in additionally their CBT
treatments, their participation in the sessions increased. In addition, they practiced skills that
have learned in the session throughout the week and felt more supported and motivated when
compared to those who did not receive text messages (Aguilera et al., 2017). Since messages
are sent regularly every day, even if people forget what they wrote in the previous message,
the new message may have been a reminder of the previous messages. Moreover, the fact
that messages were sent in an environment that will never be lost or deleted and where people
can go and read the messages again and again whenever they want. More than one participant
stated, "Since the messages were sent via the WhatsApp application, I did not miss any of
them. | could read the message whenever | wanted”, “I went back and looked again the

messages”, and “I still open and read it when | need it". This may have enabled people to
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have constant access to what is written in the messages and accordingly, to gain

psychological thinking skills and develop self-awareness in time.

Messages may have an impact on symptoms of depression, as people may feel like
someone was taking care of them. As Rogers (1957) stated, three elements are necessary and
sufficient for behavior change in therapy. These are empathy, genuineness, and
unconditional positive regard. These elements are common features required for all
psychotherapy approaches. In a study, participants who received messages regularly for a
week reported feeling cared for and supported (Aguilera & Berridge, 2014). The following
feedback was received from the participants; “I can also say it was nice to have someone
feel interested in me and my thinking process every day”, “Getting messages was like an
invisible support for me”, “It made me feel happy and safe to know that someone is trying to
encourage me”, “It was very good for me to have someone who reminds me to check myself,
motivate me and normalize things for me". The content of the messages used in the current
study was designed to not judge people, to make them feel understood, and to accept them
unconditionally. An example message would be: "Anyone can make mistakes in life. What
matters is your reaction to the mistake. That thing happened and it's over. Be kind to
yourself, you may not always be able to act in the right way. Remember, you've made
mistakes so far." Therefore, people may have thought that they were empathized with, felt
supported, and accepted. Even if the messages were sent automatically, people may have felt
that these messages were sent by their therapist and that there was someone taking care of

them. For these reasons, there may have a decrease in the symptoms of depression.

The effect of messages on depression symptoms may be related to the expectation that
people will be treated by an expert. According to llardi & Craighead (1994), when a
depressed person hears about the treatment process from a therapist who is seen as an
‘expert’, may develop positive expectations for recovery. The expectation can create hope in
that person and lead to improvements in the emotional state and naturally in the symptoms
of depression. Lambert (1992) has studied the therapeutic factors that enable people to
improve in psychotherapy. As a result, he attributed 15% of the improvement to the
expectation effect, which means the knowledge that the person is being treated. Other studies
have also found that clients' expectations from the therapist (for example, knowing that the
therapist will help them solve their problems) are effective on therapy outcomes (Greenberg
et al., 2006; Patterson et al., 2014). For instance, in a study, a client said, "I had an

expectation that my therapist would help me dig into my problems. When s/he did this, | felt
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satisfied” (Westra et al., 2010). In the invitation message in the current study, the participants
were informed that the researcher is a clinical psychology graduate student, the study aimed
to reduce the symptoms of depression and some messages will be sent at specific times for
thirty days. This information may have created an expectation that the researcher will make
them feel better through the messages. In the current study, the following feedback was
received from the participants that they had expectations; "Because I'm used to receiving
messages, | have waited every day for the message to come. | was a little relieved when |
saw it", "The messages made me wonder every day what kind of message will come today",
"Sometimes | wait for the message to come”, "For about one month, I sometimes waited for
the messages. It was an enjoyable period”, "I looked forward to receiving messages every
day." These feedbacks show that the expectations of the participants were formed. They both
expect to receive a message from their therapist (the researcher), and they also have an
expectation about the content of the message. As mentioned earlier, these expectations of

the participants may have contributed to the reduction of their depressive symptoms.

Lewinsohn's theory (1985) has another perspective on the treatment of depression.
According to this theory, one of the factors that cause people to continue their depressive
states is a lack of positive social reinforcement and social interaction. As the positive
reinforcements from the people's environment decrease, people become more depressed.
Depression is a vicious cycle in which people cannot receive positive reinforcements from
the environment because they give up doing positive activities and they do not want to do
these activities because they cannot receive positive reinforcements. For this reason,
depressed people should be directed to positive activities that will keep them active, and as
a result, they should be provided with positive reinforcements by engaging in social
interactions. In this study, the content of the messages was also intended to activate people,
encourage positive activities, and give positive reinforcements. For example, one of the
messages sent to reactivate people is as follows; “Set small and step-by-step goals for your
future self. That goal might be to drink a glass of water as soon as you wake up tomorrow
morning. The other day's goal may be to wash your face after drinking water. You will feel
good when you see that you can achieve these goals”. The following message can be an
example of encouraging people to do positive activities; “You may feel that activities you
used to enjoy are not giving you pleasure now. Write down three of the activities that are
good for you on a piece of paper. Choose one of them. Make a plan for your chosen activity.

For example, you may like to listen to music. You can open and listen to your favorite song
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or start making a new list of different songs”. An example of messages that aim to give
positive reinforcement to people can be: “Stand up and look in the mirror. Find three parts
of your body that you like the most. Check out these three parts. Why did you choose these
parts? Try to discover what you like the most. Then make the most ridiculous face against
the mirror! Laugh at yourself. Everything is fine”. These features of the messages may have
activated the people in the experimental group and enabled them to do positive activities and
thus to engage in social interaction. As a result, they may have received positive
reinforcement from their environment. Therefore, there may have been a decrease in

depressive symptoms.

In the second hypothesis it was expected that at the end of the text message
intervention, the depression scores of people with moderate depression in the experimental
group will decrease more than those with mild depression. To test the second hypothesis the
mixed-model repeated measures ANOVA for BDI was conducted. When the effect of the
text message intervention on the BDI scores of the groups was examined, the main effect of
group, the main effect of time, and the effect of the time*group interaction on the post-test
BDI scores of the individuals were statistically significant. These results show that message
intervention is also effective between groups (mild experimental, moderate experimental,
mild control, and moderate control). Considering the main effect of time, pairwise
comparisons of the analysis showed that there is a statistically significant decrease in post-
BDI scores compared to the pre-BDI scores of the mild experimental and moderate
experimental groups. However, the mean difference between the pre-BDI and post-BDI
scores of the moderate experimental group was greater than that of the mild experimental
group. There is no statistically significant difference was found in the mild control and
moderate control groups. Since the message intervention was statistically significant on BDI
scores between groups, a post hoc test was performed to find out in which group the
intervention was more effective. According to the multiple comparisons of the Tukey post
hoc test, considering the interaction effect of time*group, there is a statistically significant
difference between the moderate experimental group and the moderate control group.
However, there is no significant difference between the mild experimental group and the
mild control group. This shows that receiving messages helped people with moderate
depression to reduce their depressive symptoms. However, messages did not have a
statistically significant effect on the reduction of depression symptoms in people with mild

depression. Therefore, based on this result, although no effect was found in mild depression,
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the second hypothesis was confirmed since the intervention had a reducing effect on

depression symptoms in moderate depression.

As mentioned before, there are studies in the literature stating that as the level of
depression increases, the efficiency of therapy increases (Bower et al., 2013; de Maat et al.,
2007; Karyotaki et al., 2021). However, some outdated studies are showing that
psychotherapy, especially CBT, is better for people with less severe depression, but these
studies generally compared psychotherapy and medication treatment (Elkin et al., 1995;
Thase et al., 1991). Even these studies’ findings about which level of depression patients
benefit more from a single treatment method are not very clear. Similar to the findings of the
current study, a meta-analysis reported that people with moderate depression had a
significant decrease in their depressive symptoms when they received only psychotherapy
or both psychotherapy and medication, but no difference was found in people with mild
depression (de Maat et al., 2007). Otherwise, a concept that can be considered as "low-
intensity treatment” has been introduced recently in the literature (Bower & Gilbody, 2005).
The term low-intensity treatment includes less usage of the specialist therapist's time in a
more cost-effective way. It is generally based on CBT and delivered through health
technologies with the limited guidance of therapists (Bower et al., 2013). That is, low-
intensity treatment includes internet-based CBT, self-help books, group therapies,
informative videos, interactive interventions, and advice clinics (Bennett-Levy et al., 2010;
Bower et al., 2013). As stated before, there are many studies show that internet-based
interventions are effective in reducing symptoms of depression (Agyapong et al., 2017;
Aguilera & Mufioz, 2011; Hartnett et al., 2017; Richmond et al., 2015; Whittaker et al.,
2012). When low-intensity treatments were investigated, it was found that people with high
levels of depression in the baseline benefited more from the treatment than those with lower
levels of depression (Bower et al., 2013). In a more recent meta-analysis with similar
findings, it was stated that receiving internet-based CBT, which can be considered low-
intensity treatment, provided a significant reduction in depressive symptoms in people with
moderate depression, and there was no difference in people with mild depression (Karyotaki
et al., 2021). The intervention in this study can also be considered a low-intensity treatment,
as it is a written, mobile phone, and internet-based intervention with limited therapist
support. Thus, in the current study, similar results were found in the other studies in the

literature.

46



Considering the possible reasons why the message intervention in the present study
was effective in moderate depression but not effective in mild depression, more than one
factor comes to mind. As mentioned before, the intensity of depressive symptoms of people
with mild depression according to DSM-5 is distressing but manageable, and these people
have few symptoms (APA, 2013). At the same time, it affects the functionality of people in
daily life at a quite low level. Therefore, people with mild depression can continue to do the
things they do on a daily basis, as their functionality is not impaired. They can continue to
do most of the activities they enjoy. They may already have people who provide social
support to them and continue to meet with these people and share personal and emotional
problems with them. When asked, they may say that they are just in a low mood and
sometimes feel down, or reluctant. The person may not even be aware that they are
depressed. Since the research was conducted with people living in Tiirkiye, the economic
crisis, the increase in the rate of violence against women, the inability to find a job, and the
devastating natural disasters should also be taken into consideration. Before the intervention
began, the participants were asked whether they had experienced any emotionally
challenging event in the last 1-2 weeks, and most of the participants mentioned the terrorist
incidents in the country, economic difficulties, and terrifying events in the media. That is
why it is very unlikely that a person living in Tiirkiye will not have at least a few of the
symptoms of depression. For a person living in Tiirkiye, some depressive symptoms such as
feeling sad or hopeless, no longer enjoying the activities that were enjoyable before, fatigue,
and difficulties in concentration have become normal. In summary, mild depression is now
normalized in Tiirkiye. However, despite all this, most people living in Tiirkiye continue to
maintain their lives as before. For this reason, it is not an unexpected result that the message
intervention did not have any effect on the symptoms of mildly depressed people living in

Tiirkiye and are now accustomed to living with these symptoms.

Moreover, we cannot expect anyone to have a zero depression score. Everyone has a
certain amount of depression. People with mild depression already had a low depression
score from the very beginning and their functioning was not as impaired as those with
moderate depression. For this reason, even though people with mild depression voluntarily
participated in the research, they may have never applied or even read the messages, because
they thought that they did not need to do the things written in the messages, or thought that
they were already doing what is written there. In short, they may not even feel depressed

enough to need the message intervention. In this situation, it would not be logical to expect
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a significant decrease in mild depression, even if the message intervention has been applied.
However, it is more possible to expect the intervention to be effective in moderate depression
because more depressive symptoms are seen in moderate depression. Although not as
significant as in severe depression, the functionality of these people is severely impaired and
people have difficulty in managing these symptoms. People with moderate depression may
need a push to get back to functioning in their life, need normalization of their feelings and
thoughts to feel better, and want to know that someone is taking care of them and
understanding them. They may be waiting for someone to show a way to find solutions to
their problems and a shred of hope from someone that everything will get better. The fact
that the nature of the messages is informative about depression and depression symptoms,
supportive of the problems people experience, offering some ways to find solutions, and
enabling people to take action may have been effective on the depressive symptoms of

people with moderate depression.

4.3. Additional Analyses

4.3.1. Repeated Measures ANOVA for BAl and PANAS

A mixed model repeated measures ANOVA was conducted to see if text messages had
any effect on the BAI and PANAS scores of the individuals in different groups. The
time*group interaction on the post-test BAl and PANAS scores of the individuals was found
to be statistically significant. However, when groups were compared, no difference was
found between the experimental and control groups for BAI and PANAS scores. This can
be explained as follows, as mentioned before, depression and anxiety are disorders with high
comorbidity (Lamers et al., 2011). Although the main purpose of the study is to reduce the
depressive symptoms of people, there are also purposes such as improving the well-being of
people, supporting them, and gaining new and functional cognitive skills. For this reason,
the anxiety symptoms of people who receive messages may also naturally decrease after the
intervention. In addition, there was an increase in the PANAS-positive affect of each
experimental group after the intervention. This is an expected result, just like the decrease
in anxiety, because the positive affect of the people was tried to be increased via messages
in the study. However, no difference was found between the experimental and control groups
for PANAS-negative affect scores. The reason for the increase in PANAS negative affect
scores in each group after the intervention may be due to the economic problems experienced
in our country or other stress factors such as exams or work that individuals have difficulty

with individually.
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4.4. Clinical Implications

The greatest importance of the current study in terms of clinical implications is that it
shows that there can be an alternative intervention method other than traditional face-to-face
therapies or medication in the treatment of depression. As mentioned before, traditional face-
to-face therapies have limitations that prevent people from reaching these therapies, although
there is an existing therapy that can treat them (Kohn et al., 2004; Mohr et al., 2006). These
limitations are summarized as follows; not being able to find time to go to therapy, not being
able to afford the therapy fees, it takes too much time to go to the therapy session, fear of
being stigmatized, being afraid of the reactions from the social environment, having a
relative to take care of at home, and so on (Barney et al., 2009; Collins et al., 2004; Delgadillo
et al., 2018; Khazaie et al., 2016; Roe et al., 2006). On the other hand, the message-based
intervention method used in this study is capable of preventing these barriers in terms of
many features. The method used in this study is easy and fast to apply, people do not have
to go from place to place to receive this intervention, it reaches people as long as they have
a phone and internet access, it is low-cost compared to face-to-face therapies, it takes less
time of both the person receiving the therapy and the specialist, it is a more confidential
method, people do not need to be afraid of going to therapy and being excluded by their
environment. In summary, an intervention has been developed that will constitute the first
step of a treatment method that can be applied to people who cannot reach psychological

help for any reason.

Another clinical outcome is that by using this method, people can be intervened before
their depression worsens. As with any physical health problem, it is important to intervene
with depression in the early stages and before it becomes chronic. Because as the level of
depression becomes more severe, seeking and continuing treatment decreases, and it takes
much longer for the person to benefit from treatment (Zimmerman et al., 2018). The message
intervention used in this study can be considered as first aid. When people seek treatment
while their depression is still mild, this method can be intervened directly and their
psychological health can be stabilized. Since this method requires a short amount of time, it
is also faster and easier to apply, it is possible to prevent depression become more severe by

intervening at the beginning of depression.

In the literature, there are studies in which text message intervention was added in
addition to an existing treatment method such as psychotherapy or medication, and this

intervention supports the existing treatment, increases the participation of people in
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treatment and their willingness in therapy (Aguilera et al., 2017; Aguilera & Berridge, 2014;
Aguilera & Muioz, 2011). Since the message intervention used in this study was effective
in reducing the symptoms of depression, it can be used in addition to psychotherapy or

medication to support the treatment processes of people who are already in for depression.

Although there are controversial findings in the literature about which level of
depression benefits more from therapy, it was found that people with moderate depression
benefit more from low-intensity treatment such as internet or mobile phone-based CBT
(Bower et al., 2013; Karyotaki et al., 2021). In the current study, mobile phone-based
message intervention, which can be considered a low-intensity treatment, was performed
and it was found that people with moderate depression benefited more from this intervention.
In short, it supports the findings in the literature. Therefore, when this intervention method
is going to be used, it may be preferable to use it primarily for people with moderate
depression compared to people with mild depression. Apart from these, in order to be
diagnosed with major depressive disorder, the person must meet 5 of 9 DSM-5 diagnostic
criteria. People with less than 5 symptoms cannot be diagnosed. However, having fewer than
5 symptoms does not mean that they do not have depression. These people can be overlooked
because they are diagnosed with depression according to the DSM-5. Because people cannot
get the diagnosis of depression, they may not receive the necessary medication or
psychotherapy treatment. People with moderate depression stay below the threshold because
they do not meet the necessary 5 criteria and therefore may not be diagnosed. Therefore, it

is an important finding that this intervention is effective in moderate depression.

In addition to all these, although the main purpose of the study did not include reducing
anxiety symptoms, it was observed that the intervention had a reducing effect on anxiety
symptoms as well as depression symptoms. Since depression and anxiety were highly
comorbid, it was an expected result that while the symptoms of depression decreased, the
symptoms of anxiety also decreased. When viewed from a perspective above the diagnoses,
instead of developing a separate intervention method for each diagnosis, this intervention

can be used to reduce both depression and anxiety symptoms of people.

4.5. Strengths and Limitations of the Current Study, and Suggestions for Future
Studies

It is thought that the current study contributes to the literature in several ways. First,
the a priori power analysis determined the number of required participants as 128 for the
current study. However, 131 people were reached. This number is even higher than the
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number of people determined by the power analysis. Secondly, the messages in the message
intervention were sent from an environment that will never be deleted or lost. This feature
gave people the opportunity to open and read the message at any time and even go back and
read old messages. Third, as mentioned before, according to Digital 2022 Global Overview
Report, 95.5% of people in Tiirkiye have access to the internet from their mobile phones
(We Are Social, 2022). WhatsApp application was chosen for sending messages because
WhatsApp application was the most used application with a rate of 93.2% in recent years.
Before this application was chosen, it was observed that people did not check their text
message boxes or even did not open them at all. However, they open the WhatsApp
application to communicate with their relatives at any time of the day, even for a short time.
Even, according to The British Chamber of Commerce Tiirkiye (2017) people check their
phones 78 times a day, which means every 13 minutes in Tirkiye. Moreover, due to the
nature of the WhatsApp application, people do not have a chance to pass without seeing a
message coming to them. In fact, when the application is opened, some of the message
content appears on the phone screen, even with a small number of words. This prevents
people from not seeing the messages at all. In addition, the participants were asked to turn
on the read receipt of messages (two blue check marks) on the WhatsApp application before
the study started and people who did not agree to turn on this feature were not included in
the study. At the end of the intervention process, there was no participant who did not turn
on the blue check marks feature. Thus, the possibility of people not reading the messages is

prevented.

One of the strengths of the study is that there is only a pilot study (Sakarya et al., 2013)
and a master's thesis (Onus, 2019) conducted in Tiirkiye on this subject. In the pilot study,
message intervention was examined in addition to the treatment of people using a
medication, but statistical analyses could not be made due to the small number of
participants. In addition, in the master's thesis, anxiety, and depression symptoms of first-
time fathers were studied. In this respect, the present study is the first study that aims to
reduce depression symptoms by using message intervention in Turkish participants with
depression symptoms. In other studies, in the literature on message interventions, generally,
the effect of message intervention has been examined in addition to the existing therapy
processes of individuals (Aguilera et al., 2017; Jurinec & Schienle, 2022; Richmond et al.,
2015). Other studies have looked at the effect of the intervention on depression with

comorbid psychological disorders such as anxiety, substance use disorder, or psychosis
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(Aguilera et al., 2021; Agyapong et al., 2020; Alvarez-Jimenez et al., 2014). In others, the
effect of message intervention was examined to reduce mothers' anxiety and depression
symptoms before or after pregnancy (Barrera et al., 2021; Hussain-Shamsy et al., 2020).
Therefore, according to the researcher's knowledge, this study is the first to work with a
message-based intervention aimed at reducing the symptoms of depression in people who

have not received any treatment, such as psychotherapy or medication.

Another strength of the present study is that; the method used in the present research
is applicable in the clinical setting, as well as in companies, business environments, or
occupational settings, which are the fields of expertise in industrial psychology. For instance,
depression has a negative impact on employees' focus on work, regular attendance,
functionality, and productivity at work (Birnbaum et al., 2010; Lerner et al., 2004). Thus, as
employees' productivity decreases, companies are naturally adversely affected by this.
Moreover, there is evidence that even a minor level of depression negatively affects people's
work performance (Beck et al., 2011). Companies facing these problems can use the message
intervention in the current study to control their employees' depression in a cost-effective,
easy, and rapid way. In this way, the depression of the employees can be prevented from
reaching more severe levels with the message intervention and thus, the decrease in the
productivity and work performance of the people is prevented. Apart from this, a different
area where message intervention can be used may be people who apply to hospitals and have
chronic diseases. For example, this intervention can be given to support people with diseases
such as cancer, where their body immunity is low and people are not very comfortable going

out.

In this part, the limitations of the study and suggestions for future research are given
together. Despite the strengths, the current study also has some limitations. Depression is
one of the psychological disorders with a high probability of relapse. It has been observed
that depression, which cannot be fully treated, relapses within approximately 9 months or 1
year (Paykel, 2008). In fact, as the level of depression worsens, relapse can be seen sooner
(Taylor et al., 2004). That's why it's important to follow-up on people even if the treatment
is over. One of the limitations of the current research is that there was no follow-up
measurement. For this reason, a follow-up study can be done with the same sample in the
future, or studies using message intervention in the future can add a follow-up to the

research.
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This study was mainly conducted on symptoms of depression. Although the messages
were designed to target depression, reduction in anxiety symptoms was also seen. This result
is an expected result since depression and anxiety have high comorbidities. However, this
result brings to mind the idea that a similar intervention can be developed for anxiety in
future studies. In addition, it can be examined whether the messages that will be designed
by targeting anxiety will similarly affect depression. In addition, personality traits can be
measured while making message interventions. If interventions are found to be more
effective in people with certain personality traits, this finding will be valuable for targeting

message interventions.

In this study, the reasons for the decrease in depression scores of individuals were
discussed in light of the literature and interpreted in line with the feedback of the participants.
However, what other factors cause this decrease in depression symptoms has not been
investigated. Future studies may add variables such as quality of life, activity level, nature-
relatedness, social relationships, self-perception, cognitions, beliefs, coping strategies, or
subjective well-being to reveal these reasons. If these variables will be added, mediator and

moderator analyses can be performed to understand how the variables affect the result.

Although the most widely used and researched scales in the field of psychology were
used in the current research, the fact that all scales are self-report scales can be seen among
the limitations of the research. The internal consistency coefficient of the BDI scale
completed by the participants before the intervention was found to be lower than .70. This
should be considered as a limitation of the study. Another limitation of the study may be;
the sample of this study did not include people who were diagnosed, took medication, or
continued psychotherapy, and because of that this study is the first of its kind. Although
message intervention added to the treatment of depression is a subject that is already being
researched in the world, it is an important issue that needs to be continued to be studied.
Moreover, it should also be researched in Tiirkiye because nowadays the technology is
highly developed, the importance of such internet-based applications has increased and the

need for these applications has also increased.
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APPENDICIES

APPENDIX 1: SOCIAL MEDIA ANNOUNCEMENT

Merhaba! Depresyon belirtilerini azaltmaya yonelik bir kisa mesaj miidahalesi ¢calismasina
davetlisiniz! Calismada sizden bazi 6lgekler doldurmaniz istenecektir. Calisma yaklasik 10
dakika siirmektedir. Paylasacaginiz bilgiler anonim olacak ve tamamen gizli tutulacaktir.
Calismaya katilmak i¢in 18 yasindan biiyiik olmaniz, ana dilinizin Tiirk¢e olmasi, herhangi
bir psikiyatrik ilag kullanmiyor, su an bir psikolog ya da psikiyatrist destegi almiyor olmaniz
ve cep telefonu kullaniyor olmaniz gerekmektedir. Bilimin gelismesine katkida

bulunacaginiz i¢in simdiden tesekkiirler.
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APPENDIX 2: INFORMED CONSENT FORM

Sayin Katilimci,

Bu ¢alisma Baskent Universitesi Klinik Psikoloji Yiiksek Lisans programi 6grencisi
Ozlem Ilkay tarafindan Prof. Dr. Okan Cem Cirakoglu danismanliginda yiiriitiilmektedir.
Calismaya katilmak i¢in 18 yasindan biiyiik olmaniz, ana dilinizin Tiirk¢e olmasi, herhangi
bir psikiyatrik ila¢ kullanmiyor, su an bir psikolog ya da psikiyatrist destegi almiyor olmaniz,
cep telefonu kullaniyor olmaniz, cep numaramz arastirmaciyla goniillii bir sekilde
paylasiyor olmanmiz, WhatsApp uygulamasinda mesajlarin okundu bilgisini agmay1 kabul
ediyor olmaniz gerekmektedir. Calismanin amaci kisa mesajlarin, kisilerin duygu durumlari
tizerindeki etkisini incelemektir.

Arastirma kapsaminda Oncelikle katilimcilardan gesitli  Glgekler doldurmasi
istenecektir. Doldurulan 6l¢eklerden alinacak puanlara gore katilimcilarin arastirmaya
dahil olup olmayacagi belirlenecektir. Arastirmaya dahil olan katihmecilarin cep
telefonu numaralarina arastirmanin baslayacagr giin ile ilgili kisa mesaj
gonderilecektir. Arastirmaya dahil olundugu takdirde katihmecilarin verdigi telefon
numarasina 1 ay boyunca, saat 9.00, 12.00, 15.00 ya da 18.00 saatlerinden herhangi
birinde, WhatsApp uygulamasi iizerinden giinde 1 defa kisa mesaj gonderilecektir. 1
ayhik siirecin sonunda, en son kisa mesaj gonderildikten sonra, sonraki giin
katihmcilarin cep telefon numarasma bir link gonderilecek ve en basta doldurulan
olcekleri tekrar doldurmasi istenecektir. Calisma katilimcilar icin herhangi bir risk
faktorli ya da rahatsiz edecek bir soru icermemektedir. Bu ¢alismanin sonunda katilimcilar

arasindan gekilisle belirlenecek olan 5 kisiye 50 TL’lik Migros hediye ¢eki verilecektir.

Bu ¢alismada katilimcilardan telefon numarasi hari¢ kimlik belirleyici higbir bilgi
istenmemektedir. Katilimcilarin arastirma sirasinda verdileri cep telefonu numarasi bilgisi
tamamen gizli tutulacak, veriler anonim olarak analiz edilecek ve hi¢ kimseyle
paylasilmayacaktir. Calismaya katilmak tamamen goniilliiliik esasina dayanmaktadir.
Katilimcilar bir sebepten dolay1 kendini rahatsiz ederse ¢calismadan ¢ekilmek ya da ¢calismay1

yarida birakmak konusunda serbestlerdir.

*Calismadan c¢ekilen katilimcilarin verileri analize dahil edilmeyecek ve cekilen
katilimcilara hediye ¢eki verilmeyecektir. Hediye ¢eki kazanabilmek i¢in arastirma boyunca

tiim yonergelere uyarak aragtirmanin tamamlanmasi gerekmektedir.
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Calisma hakkinda daha fazla bilgi almak ya da herhangi bir soru sormak i¢in Ozlem
[lkay ile iletisim kurabilirsiniz.

Bu formu imzalayarak yukaridaki bilgileri okudugunuzu ve bu c¢alismaya tamamen
gontlliliik esastyla katildiginizi kabul etmis olacaksiniz. Bu caligmaya katildiginiz icin

simdiden tesekkiir ederiz.

o Okudum, aragtirmaya katilmay1 kabul ediyorum.

Arastirmaya katilabilmeniz i¢in arastirmaci ile cep telefonu numaranizi paylastyor
olmaniz ve WhatsApp uygulamasinda mesajlarin okundu bilgisini agmay1 kabul ediyor
olmaniz gerekmektedir. Cep telefonu numaramz sadece 30 giin boyunca mesaj
gonderme amach kullanilacak, tamamen gizli tutulacak ve hi¢ Kkimseyle
paylasilmayacaktir. Arastirmaya dahil oldugunuz durumda verdiginiz numara {izerinden

aragtirmaci sizinle iletisime gegecektir.

Cep telefonu numaraniz:
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APPENDIX 3: DEMOGRAPHIC INFORMATION FORM

1. Cinsiyetinizz Kadin Erkek Diger Belirtmek Istemiyorum

3. Medeni durumunuz:  Evli Bekar Bosanmis Dul

4. Cep telefonunuzu bir giinde ortalama ne kadar siire kullantyorsunuz?
() lsaattenaz ()1-3saat () 3-6saat () 6 saatten fazla

5. Giin igerisinde cep telefonunuza gelen WhatsApp mesajlarint kontrol ediyor musunuz?

Evet Hayir

6. Su an bir psikiyatrist destegi aliyor musunuz? Evet Hayir

7. Su an bir psikolog destegi aliyor musunuz? Evet Hayir

8. Su an kullanmakta oldugunuz psikiyatrik bir ila¢ var m1? Evet var Hayir yok

9. Daha 6nce bir psikiyatrist destegi aldiniz mi1? Evet Hayir
10. Daha 6nce bir psikolog destegi aldiniz m1? Evet Hayir
11. Daha 6nce herhangi bir psikiyatrik bozukluk tanis1 aldimiz m1? Evet Hayir

12. Tan1 aldiysaniz ne tanist aldimz? .......................

13. Daha 6nce psikiyatrik bir ilag kullandiniz m1? Evet Hayir

14. llag kullandiysaniz ne kullandimz?...........................

15. Egitim Durumunuz / Ogrenciyseniz devam etmekte oldugunuz egitim kurumu:
Okur-Yazar

Ilkokul

Ortaokul

Lise

Yiiksekokul
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Universite
Yiksek Lisans
Doktora

16. Calistyor musunuz? Evet  Hayir

17. Kimle birlikte yasamaktasiniz?

Ailem ile birlikte

Arkadaslarla 6grenci evinde

Evde tek basima

Yurtta

18. Cevrenizde kendinizi yakin hissettiginiz, bir seyler paylasabildiginiz biri veya birileri

var m1? Evet Hayir

19. Son 1-2 hafta igerisinde sizi duygusal olarak etkileyen bir olay oldu mu? Evet  Hayir

21. Aragtirma siiresi boyunca (30 giin) WhatsApp uygulamasinda mesajlarin okundu bilgisi

0zelligini agmay1 kabul ediyor musunuz?

Evet  Hayir
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APPENDIX 4: BECK DEPRESSION INVENTORY

Asagida, Kisilerin ruh durumlarim ifade ederken kullandiklar1 bazi ciimleler
verilmistir. Her madde bir ¢esit ruh durumunu anlatmaktadir. Her maddede o ruh
durumunun derecesini belirleyen 4 secenek vardir. Liitfen bu secenekleri dikkatle
okuyunuz. Son bir hafta icindeki (su an dahil) kendi ruh durumunuzu goz éniinde
bulundurarak, size en uygun olan ifadeyi bulunuz. Daha sonra, o maddenin yamindaki
harfin iizerine (X) isareti koyunuz.

1) a. Kendimi tlizgiin hissetmiyorum
b. Kendimi {izgiin hissediyorum
c. Her zaman i¢in iizgiiniim ve kendimi bu duygudan kurtaramiyorum
d. Oylesine iizgiin ve mutsuzum ki dayanamiyorum

2) a. Gelecekten umutsuz degilim
b. Gelecek konusunda umutsuzum
c. Gelecekten bekledigim hig bir sey yok
d. Benim i¢in bir gelecek olmadig1 gibi bu durum degismeyecek

3) . Kendimi basarisiz gérmiiyorum
. Herkesten daha fazla basarisizliklarim oldu sayilir
. Geriye doniip baktigimda, pek ¢ok basarisizliklarimin oldugunu goériiyorum

. Kendimi bir insan olarak tiimiiyle basarisiz gériiyorum

=N e I © R

4) . Her seyden eskisi kadar doyum (zevk) alabiliyorum
. Her seyden eskisi kadar doyum alamiyorum
. Artik hi¢bir seyden gercek bir doyum alamiyorum

. Bana doyum veren higbir sey yok. Her sey ¢ok sikici

a0 O o

5) . Kendimi suclu hissetmiyorum
. Arada bir kendimi suglu hissettigim oluyor
. Kendimi ¢ogunlukla suclu hissediyorum

. Kendimi her an i¢in suglu hissediyorum

o0 T o

6) . Cezalandirilryormusum gibi duygular i¢inde degilim
. Sanki bazi seyler i¢in cezalandirilabilirmisim gibi duygular i¢indeyim
. Cezalandirilacakmisim gibi duygular yasiyorum

. Baz1 seyler icin cezalandiriliyorum

00 o

7) . Kendimi hayal kirikligina ugratmadim
. Kendimi hayal kirikligina ugrattim
. Kendimden hi¢ hoslanmiyorum

. Kendimden nefret ediyorum

O 0 o o

8) a. Kendimi diger insanlardan daha kotii durumda gérmiiyorum
b. Kendimi zayifliklarim ve hatalarim i¢in elestiriyorum
c. Kendimi hatalarim i¢in her zaman sugluyorum
d. Her kétii olayda kendimi sugluyorum

9) a. Kendimi 6ldiirmek gibi diistincelerim yok
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10)

11)

12)

13)

14)

15)

16)

17)

18)

19)

a0 o OO O o oo o

a0 T o

a.
b.

. Bazen kendimi dldiirmeyi diisiiniiyorum ama boyle bir sey yapamam
. Kendimi 6ldiirebilmeyi ¢ok isterdim
. Eger bir firsatin1 bulursam kendimi 6ldiirtirtiim

. Herkesten daha fazla agladigimi sanmiyorum

. Eskisine gore simdilerde daha ¢ok agliyorum

. Simdilerde her an agliyorum

. Eskiden aglayabilirdim. Simdilerde istesem de aglayamiyorum

. Eskisine gore daha sinirli veya tedirgin sayilmam
. Her zamankinden biraz daha fazla tedirginim

Cogu zaman sinirli ve tedirginim

. Simdilerde her an i¢in tedirgin ve sinirliyim

. Diger insanlara kars1 ilgimi kaybetmedim

. Eskisine gore insanlarla daha az ilgiliyim

. Diger insanlara kars1 ilgimin ¢ogunu kaybettim
. Diger insanlara kars1 hi¢ ilgim kalmadi

. Eskisi gibi rahat ve kolay kararlar verebiliyorum

. Eskisine kiyasla simdilerde karar vermeyi daha ¢ok erteliyorum
. Eskisine gore karar vermekte oldukga giicliik ¢cekiyorum

. Artik hi¢ karar veremiyorum

Eskisinden daha kotii bir dis goriiniisiim oldugunu sanmiyorum
Sanki yaslanmis ve ¢ekiciligimi kaybetmisim gibi diisliniiyor ve tiziiliiyorum

c. D1s goriiniisiimde artik degistirilmesi miimkiin olmayan ve beni ¢irkinlestiren

o

0 0 o

0 O A0 O 00 o o

(o)

degisiklikler oldugunu hissediyorum

. Cok ¢irkin oldugumu diistinliyorum

. Eskisi kadar 1y1 ¢alisabiliyorum

. Bir ige baslayabilmek i¢in eskisine gore daha ¢ok ¢aba harciyorum
. Ne olursa olsun, yapabilmek i¢in kendimi ¢ok zorluyorum

. Artik hi¢ ¢alisamiyorum

. Eskisi kadar kolay ve rahat uyuyabiliyorum

. Simdilerde eskisi kadar kolay ve rahat uyuyamiyorum

. Eskisine gore bir veya iki saat erken uyantyor, tekrar uyumakta giicliik ¢ekiyorum
. Eskisine gore ¢cok erken uyaniyor ve tekrar uyuyamiyorum

. Eskisine gore daha ¢abuk yoruldugumu sanmiyorum

. Eskisinden daha ¢abuk ve kolay yoruluyorum

. Simdilerde neredeyse her seyden, kolayca ve ¢cabuk yoruluyorum
. Artik hicbir sey yapamayacak kadar yorgunum

. Istahim eskisinden pek farkli degil

. Istahim eskisi kadar iyi degil

. Simdilerde istahim epey kotii

. Artik hi¢ istahim yok

. Son zamanlarda pek fazla kilo kaybettigimi/aldigimi sanmiyorum
. Son zamanlarda istemedigim halde iki bucuk kilodan fazla kaybettim/aldim
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20)

21)

c. Son zamanlarda bes kilodan fazla kaybettim/aldim
d. Son zamanlarda yedi buguk kilodan fazla kaybettim/aldim

a. Saglhigim beni pek endiselendirmiyor

b. Son zamanlarda agr1, s1z1, mide bozuklugu, kabizlik gibi sikintilarim var

c. Agri s1z1 gibi bu sikintilarim beni ¢ok endiselendiriyor

d. Bu tiir sikintilar beni dylesine endiselendiriyor ki baska bir sey diisiinemiyorum

a. Son zamanlarda cinsel yasantimda dikkatimi ¢eken bir sey yok
b. Eskisine gore cinsel konularla daha az ilgileniyorum

c. Simdilerde cinsellikle pek ilgili degilim

d. Artik cinsellikle hi¢ bir ilgim kalmadi
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APPENDIX 5: BECK ANXIETY INVENTORY

Asagida insanlarin kaygih ya da endiseli olduklar1 zamanlarda yasadiklar1 baz
belirtiler verilmistir. Liitfen her maddeyi dikkatle okuyunuz. Daha sonra, her
maddedeki belirtinin, bugiin dahil son bir haftadir sizi ne kadar rahatsiz ettigini
asagidaki olcekten yararlanarak, maddenin yanindaki uygun yere (X) isareti koyarak

belirleyiniz.

Sizi ne kadar rahatsiz etti?

Hic Hafif Orta Ciddi
Derecede | Derecede | Derecede

1. Bedeninizin herhangi bir yerinde uyusma

veya karincalanma 0 1 2 3
2. Sicak/ ates basmalari 0 1 2 3
3. Bacaklarda halsizlik, titreme 0 1 2 3
4. Gevseyememe 0 1 2 3
5. Cok kotii seyler olacak korkusu 0 1 2 3
6. Bag donmesi veya sersemlik 0 1 2 3
7. Kalp carpintisi 0 1 2 3
8. Dengenizi kaybedeceginiz duygusu 0 1 2 3
9. Dehsete kapilma 0 1 2 3
10. Sinirlilik 0 1 2 3
11. Boguluyormus gibi olma hissi 0 1 2 3
12. Ellerde titreme 0 1 2 3
13. Titreklik 0 1 2 3
14. Kontrolii kaybetme duygusu 0 1 2 3
15. Nefes almada giigliik 0 1 2 3
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16. Oliim korkusu

17. Korkuya kapilma

18. Midede hazimsizlik veya rahatsizlik hissi

19. Bayginlik

20. Yizin kizarmasi

21. Terleme (sicaga bagli olmayan)
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APPENDIX 6: POSITIVE NEGATIVE AFFECTIVE SCHEDULE

Bu 6l¢ek farkli duygulari tanimlayan bir takim soézciikler igermektedir. Son iki hafta nasil
hissettiginizi disliniip her maddeyi okuyun. Uygun cevabi her maddenin yaninda ayrilan
yere (puanlari daire icine alarak) isaretleyin. Cevaplarinizi verirken asagidaki puanlari
kullanin.

Cok az veya hig
Biraz

Ortalama
Oldukga

Cok fazla

orwdPE

) ilgili_
. Sikintili

. Heyecanlh

. Mutsuz

. Giiglii

1

1

1

1

1

Suclu 1
. Urkmiis 1
1

1

1

1

1

. Diismanca

© 0 N A L A W N~

. Hevesli

10. Gururlu
11. Asabi
12. Uyanik
(dikkati ag1k)

13. Utanmis _ 1 2 3

14. Ilhamli___ 1 2
(yaratic diisiincelerle dolu)

NN NN NN NN NN NN
W W WwWwWwWwWwWwWw W W
e N B £ T S B B B B N
(2 N (@ 2 T (@ » NN (@ 2 N (@ 2 NS (@ 2 N (@ 2 N (@ 2 B (& 2 NN (& 2 IR (&2 RN (8

SN
ol

w
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15. Sinirli 1 2 3 4 5
16. Kararh __ 1 2 3 4 )
17. Dikkatli __ 1 2 3 4 5
18. Tedirgin _1 2 3 4 5
19. Aktif 1 2 3 4 5
20. Korkmus _1 2 3 4 )
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APPENDIX 7: TEXT MESSAGES

Giin igerisinde aklimiza otomatik olarak bir siirii diisiince gelip gitmektedir. Bu otomatik
diistincelerin ¢ogu olumsuz olma egilimindedir. Bu olumsuz otomatik diistinceler ger¢ekmis
gibi davrandigimizda hatali varsayimlara dayali bir sekilde hareket edebiliriz. Ani duygu
degisimleri yasadiginiz, mutluyken bir anda huzursuz, kaygili ya da koti hissettiginiz
anlarda once bir durun. Aklinizdan hangi olumsuz otomatik diisiincelerin gectigini bulmaya
calisin.

Bir durum sirasinda aklimiza gelen olumsuz otomatik diisiinceler nasil hissettigimizi,
hissettigimiz sey de davranis seklimizi etkiler. Oncelikle durup aklimizdan gecen olumsuz
otomatik diisiinceyi belirleyin. Daha sonra bu diisiincenin ger¢ekligini arastirin. Ornegin bir
arkadasiniz ayn1 durumda olsa ve sizin diislindiiglinliz gibi diisiiniiyor olsayd: ona ne
sOylerdiniz?

Kendinizi kotii hissetmenize sebep olacak bir olay oldugunda akliniza “beni sevmiyor,
basarisiz biriyim ya da ¢ok beceriksizim” gibi diisiinceler gelebilir. Boyle diisiincelerinizi
fark ettiginizde bu diisiincenizi destekleyen kanitlar bulun. Sonrasinda ise bu diislincenizi
desteklemeyen birka¢ kanit bulun. Son olarak en basta akliniza gelen diisiincenin daha
gercekei, alternatif bir diislincesi ne olabilir diye diislinlin. Bunu yaptigiizda en bastaki
kadar kotii hissetmediginizi goreceksiniz.

Mutlulugunuz giin igerisinde neler disiindiigiiniize, hissettiginize ve neler yaptiginiza
baglidir. Daha mutlu hissetmek i¢in olumsuz otomatik diisiincelerinizin farkinda olmali ve
bu diisiincelerin size ne hissettirdigini bulmaya ¢alismalisiniz. Diisiinceleriniz ve hisleriniz
sonucunda yaptiginiz sey duygu durumunuzu nasil etkilemis olabilir?

Diisiince hatalar1 islevsel olmayan ve gercege dayanmayan diisiince kaliplaridir. Ornegin
genellikle zihin okuma diislince hatasina diiserek birinin ne diisiindiiglinii bildigimizi saniriz.
Sonug olarak diisiince hatalari, olaylara gergekte oldugundan daha olumsuz bakmaniza
neden olur. Her insan zaman zaman, 6zellikle kendini kotii hissettigi zamanlarda diisiince
hatalar1 yapar. Cilinkii bu insan olmanin bir parcasidir. Ancak diisiince hatalar1 siklasirsa
psikolojik sagligimiz bu sebepten dolay1 kétii etkilenebilir.

Kendiniz hakkinda kotii hissetmeniz bunun dogru oldugu anlamina gelmez. Ornegin bir
kiginin bir testten basarisiz olmasi onun beceriksiz biri oldugu anlamina gelmez. Belki de
sadece ¢alismak i¢in yardima ihtiyaci vardir. Olumsuz otomatik diistincelerinizin farkinda

olun ve bu diisilincelere alternatif, daha gercekei diisiinceler tiretin.

85



10.

11.

12.

13.

14.

Hissettiklerinizi kendimize saklamak ve ifade etmemek yerine bir ifade yolu bulmak daha
faydali olabilir. Ornegin yazmak, hissettiklerimizi ifade etmek konusunda faydali bir arag
olabilir. Bir kagit ve kalem alin. Sorunlari yazmaya baslayin. Sorunlar yazildiginda ve
duygular ifade edildiginde yonetilmesi daha miimkiin hale gelir. Tabi ki dilerseniz
sonrasinda bu kagid1 yirtip atabilirsiniz.

Kontrol edemedigimiz kotii seyler oldugunda, genelde degistiremeyecegimiz seylere
odaklaniriz. Bugiin kendinize yardimci olmak i¢in yapmaniz gereken tek sey kontrol
edebileceginiz seylere odaklanmak. Olumsuz otomatik diislincelerinizin ve yaptiginiz
diisiince hatalarinin farkinda olup onlar1 kontrol edebilirsiniz.

Bir sabah uyandiginizda bir mucize gerceklestigini hayal edin. Sikintilarinizin tamamen
ortadan kalkmis ve tiim problemler bir anda ¢6ziilmiis. Tiim sikintilarinizin bittigini fark
etmenizi saglayacak en basit ve kiiciik sey ne olurdu? Daha sonra ne yapardiniz?

Uzgiin hissettiginiz anlarda yaptiginiz seyleri birakin ve gdzlerinizi kapatin. Kendinizi mutlu
ve glivende hissettiginiz bir yeri hayal edin. Neredesiniz, yaninizda kimler var kafanizda
canlandirmaya c¢aligin. Bir siireligine burada kalin ve her {izglin hissettiginizde bunu
tekrarlayin.

Gelecekteki haliniz i¢in kendinize adim adim ¢ok kii¢lik hedefler belirleyin. Bu hedef yarin
sabah uyanir uyanmaz bir bardak su icmek olabilir. Diger giinkii hedef ise su ictikten sonra
ylziinlizii yikamak olabilir. Bu hedefleri gerceklestirebildiginizi gordiikkce 1iyi
hissedeceksiniz.

Elinize kagit, kalem alin ve bir liste yapin. Bugiine kadar basarili oldugunuzu diistindiigiiniiz
en az 3 sey yazin. Ornegin birinin arkadas1 olmakta basarili olmus olabilirsiniz. Bir yemegi
yapmak, bir yere gitmek ya da canmizin istedigi herhangi bir seyi yapmak konusunda
basarili olmus olabilirsiniz.

Eskiden keyif aldiginiz aktivitelerin su an size zevk vermedigini hissediyor olabilirsiniz.
Yapmaktan hoslandiginiz, size iyi gelen aktivitelerden 3 tanesini bir kagida yazin. Iginden
bir tanesini se¢in. Sectiginiz aktiviteyle ilgili bir plan yapin. Ornegin miizik dinlemeyi
seviyor olabilirsiniz. En ¢ok sevdiginiz sarkiyr agip dinleyebilir ya da farkli sarkilardan

olusan yeni bir liste yapmaya baslayabilirsiniz.

Her an iyi hissetmek zorunda degilsiniz. Kendinizi {izgiin, yorgun, suclu ya da pigman
hissediyor olabilirsiniz. Bunun i¢in kendinizi suglamayin. Boyle hissettiginizde yaptiginiz

seyi durdurup rahat bir oturusa ge¢in ve yavasga gozlerinizi kapatin. 2 saniye boyunca nefes
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15.

16.

17.

18.

19.

20.

21.

22,

alin, 1 saniye tutun, 4 saniyede bosaltin ve sonra 1 saniye durun. Bunu yaklasik 2-3 dakika

boyunca tekrarlayin. Kendinizi kotii hissettiginiz her an bunu yapabilirsiniz.

Gegmiste bazi hatalar yapmis olabilirsiniz. Kendinizi cezalandirmak yerine hata yapmanin
insan olmanin bir pargast oldugunu hatirlaym. Gegmisin ge¢cmiste kaldigini ve asil bundan
sonra ne yapacaginizin énemli oldugunu unutmayin. lyilesme siirecinizi hayatinizda yeni

¢Ozlimler bulmak i¢in bir firsat olarak diisiiniin.

Giiclii yonlerinizi disiiniin. Hangi konularda kendinizi basarili hissediyorsunuz, hangi
yonlerinizi takdir ediyorsunuz, ne yapmakta iyisiniz? En az 3 tanesini bir kagida yazin ve bu

kagid1 gorebileceginiz bir yere koyun.

Hayatta herkes hata yapabilir. Onemli olan hataya verdiginiz tepkidir. O sey oldu ve bitti.
Kendinize sefkatli davranm, her zaman en dogru sekilde hareket edemeyebilirsiniz.
Unutmayin bugiine kadar hata yapa yapa geldiniz.

Kendinize zarar vermek gibi diisiinceleriniz ya da buna yonelik bir planiniz varsa bunu en
yakin hissettiginiz kisiyle paylasin ve bir uzmana basvurun. Herkes hayatinin bir asgamasinda
baskalarinin destegine ihtiya¢ duyar. Yalniz degilsiniz. Destek almak kotii bir sey degildir.
Zaman zaman bazi duygularimizi daha yogun yasariz. Bazi zamanlarda eskisinden daha sik
aglamak ya da aglama ndbetleri yasamak normaldir. Boyle zamanlarda kullanmak igin bir
"basa ¢ikma kiti" hazirlayn. Bu kite kendinizi daha iyi hissetmenize yardimci olacak saglikli
seyler ekleyin. Ornegin, sizi mutlu eden bir sarki, ilham verici mesajlar veya bir
arkadasinizin telefon numarasi gibi.

Su anda nasil hissettiginizi adlandirmaya calisin (iizgiin, kizgin, stresli, sinirli, endiseli...).
Hangi diistinceler bu duygunuzun ortaya ¢ikmasina sebep olmus olabilir? Bu diisiinceler
%100 dogru mu? Aksini ispatlayabilecek karsit kanitlar mevcut mu?

Bazen yalniz kalmaya ihtiya¢ duyabilir ve yalniz olmaktan keyif alabilirsiniz. Ancak ¢ogu
zaman birileriyle olmak, onlarla bir seyler paylagsmak, birlikte bir seyler yapmak bizi iyi
hissettirir. Yaninda iyi hissettiginiz, size en yakin olan bir ya da iki kisi belirleyin. Birlikte
vakit gecirmek i¢in bir plan yapin.

Bazen secim yapmakta ya da bir seylere karar vermekte zorlaniriz. Boyle zamanlarda karar
vereceginiz seyle ilgili art1 eksi tablosu yapmak karar vermenizi kolaylastirabilir. Kagidin
sol tarafina artilar1 sag tarafina eksileri yazarak siralaym. Hangi tarafta daha c¢ok sey

yaziyorsa karariizi o yonde verin.
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23.

24,

25.

26.

27.

28.

29.

30.

Ayaga kalkin ve aynaya bakin. Viicudunuzda en ¢ok begendiginiz 3 yer bulun. Bu 3 yeri
inceleyin. Neden bu bolgeleri segtiniz? En ¢ok hosunuza giden taraflar1 neler kesfetmeye
calisin. Daha sonra aynaya karsi en sagma surati yapin! Kendinize giiliin. Her sey yolunda.
Her zaman bir seyler yapmak icin esit seviyede istekli ve hevesli olamayabiliriz. Bazen bir
ise baglamak bile goziimiizde biiylir. Boyle durumlarda yapacaginiz seyin sonuglarina
odaklanmak yerine o isle ilgili yapmaniz gereken en kiigiik seye odaklanin. Ornegin birini
aramaniz gerekiyor. Bu konusma sonucunda neler olacagina odaklanmak yerine sadece
elinize telefonu almaya odaklanin. Bu sekilde devam edin.

Uykuya dalmakta giicliilk ¢ekiyorsaniz yataga yattigimizda bir siire boyunca gevseme
egzersizi yapin. Ayaklarinizdan baslayarak yukariya, baginizin en tepesine dogru her bir
uzvunuzu sirayla 5-10 saniyeligine sikin ve birakin. ilk énce ayaklarinizi sikin ve birakin.
Daha sonra alt arka bacaklari, sonra dizleri, sonra iist bacaklari, karninizi, ellerinizi,
kollarinizi... Bu sekilde devam edin.

Her zamankinden daha yorgun ya da bitkin hissediyor olmanizin sebebi depresyon olabilir.
Fiziksel aktivite yapmak, duygu durumunuzla dogrudan ilgili bir beyin kimyasali olan
dopaminin salgilanmasini saglar. Kendinizi en az yoracak ama sizi iyi hissettirecek fiziksel
bir aktivite bulun. Ornegin kisa bir yiiriiyiise ¢ikin. Bu size iyi gelecek.

Kendimizi kotii hissettigimizde canimiz higbir sey yemek istemeyebilir. Ama bir seyler
yememek enerjimizin diismesine sebep olur. Dolayisiyla duygu durumuz daha da kétiilesir.
Daha iyi hissetmek i¢in az da olsa size iyi gelen ve sevdiginiz bir seyler yiyin.

Saglikli bir yagam tarzi siirmek onemlidir. Giin i¢inde yeterli beslenmeli, egzersiz yapmali
ve iyi uyumaliy1z. Bunlari giinliik rutininizin bir pargasi haline getirmeye calisin. Her giin
cok saglikli beslenemeyebilir, 1yi uyuyamayabilir ya da bunlar i¢in kendinizi yeterince
enerjik hissetmeyebilirsiniz. Bunun i¢in kendinize kizmayin. Yapmak i¢in ¢abaladiginizda
bir diizene oturdugunu goéreceksiniz.

Giin icerisinde her an kaygili olmak mide agrisi, kabizlik gibi bedensel saglik sorunlarina
yol agabilir. Akliniza endise verici diislinceler geldiginde yaptiginiz isi birakip 5-4-3-2-1
yontemini uygulaym. Etrafinizda gorebildiginiz 5 adet nesne sayin. Sonra 4 farkli seye
dokunun. Etraftan kulaginiza gelen 3 farkli sesi fark edin. Daha sonra 2 farkli seyi koklaymn.
Son olarak da dilediginiz 1 seyin tadina bakin. Bu egzersizi kaygilandiginiz anlarda
tekrarlayin.

Cinsel aktivitelere eskisi kadar ilgi duymuyor olabilirsiniz. Hepimiz hayatinin bir
boliimiinde boyle seylerle karsi karsiya kalabiliriz. Bunun i¢in kendinizi su¢lamayimn. Duygu

durumunuz iyilestik¢e ilgi kaybiniz da azalacak. Kendinize biraz zaman taniyin.
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APPENDIX 8: INFORMATIONAL MESSAGE

Pre-Measurement

Merhaba. Ben Baskent Universitesi klinik psikoloji yiiksek lisans 6grencisi Ozlem Ilkay.
Arastirmaya katildiginiz ig¢in tesekkiir ederim. Arastirma 20 Ekim 2022 Persembe
(experimental group) / 20 Kasim 2022 Pazar (control group) giinii baslayacaktir.

Telefon numaraniza 30 giin boyunca, saat 9.00, 12.00, 15.00, 18.00 saatlerinden herhangi
birinde, WhatsApp uygulamas: iizerinden giinde 1 defa kisa mesaj gonderilecektir. 30
giinliik siirecin sonunda, sonuncu kisa mesajdan sonraki giin cep telefonu numaraniza bir
link gonderilecek ve en basta doldurdugunuz Olcekleri tekrar doldurmaniz istenecektir.
Arastirma siiresi boyunca (30 giin) WhatsApp uygulamasinda mesajlarin okundu bilgisini

acik tutmaniz gerekmektedir. Liitfen size gonderilen mesajlara cevap vermeyiniz.

Bu c¢alismanin sonunda katilimcilar arasindan ¢ekilisle belirlenecek olan 5 kisiye 50 TL’lik
Migros hediye ¢eki verilecektir. Hediye ¢eki kazanabilmek i¢in aragtirma boyunca tiim

yoOnergelere uyarak arastirmanin tamamlanmasi gerekmektedir.
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APPENDIX 9: DEBRIEF FORM

Geri bildirimleriniz ve arastirmaya katildigiiz igin tesekkiir ederiz! Bu mesaj bu

arastirmanin yapilma amaciyla ilgili ayrintili bilgi vermek amaciyla sunulmaktadir.

Katilmis oldugunuz bu arastirma Prof. Dr. Okan Cem Cirakoglu danismanliginda
Baskent Universitesi Sosyal Bilimler Enstitiisi Klinik Psikoloji Yiiksek Lisans
programindan Ozlem Ilkay tarafindan yiiriitiilmektedir. Calismanin amac1 depresif belirtiler
gosteren ancak herhangi bir psikolojik ya da psikiyatrik destek almayan ve psikiyatrik bir
ila¢g kullanmayan kisilerin depresyon semptomlarini azaltici bir miidahalenin etkisine
bakmaktir. Katilimcilara bir ay boyunca giinde bir defa destekleyici ve bilgilendirici
mesajlar atilmis ve bunun depresyon belirtileri izerindeki etkileri incelenmistir. Katilimeilar
iki gruba ayrilmigtir. Bir grubun mesaj miidahalesi aninda baglatilmis diger grubun
miidahalesi ise bir aylik bekleme siiresi sonrasinda baslatilmistir. Bu sekilde, aninda
miidahale yapilan grup ile bekleme grubunu karsilastirmak hedeflenmistir. Yapilan bu kisa
mesaj miidahalesinin, kisilerin depresif belirtilerini azaltacagi hipotez edilmistir. Literatiirde
daha 6nce yapilmis calismalarda kisa mesaj miidahalesinin depresyon belirtilerini azalttig

goriilmiistiir (Agyapong et al., 2012; Agyapong et al., 2017; Hartnett et al., 2017).

Onceden belirtildigi gibi bu ¢alismaya katilmak géniilliiliik esasina dayanmaktadir.

Elde edilen bilgiler sadece bilimsel aragtirma ve yazilarda kullanilacaktir.

Arastirmanin sonuglarin1 6grenmek, daha fazla bilgi almak i¢in ya da bu ¢alismaya
katilmanizin bir sonucu olarak olumsuz bir reaksiyon ile karsilastiysaniz mesajlarin
gonderildigi telefon numarasi lizerinden aragtirmaciya ulagabilirsiniz. Bu arastirmaya

goniillii olarak katildiginiz ve bilime katkida bulundugunuz igin tekrar tesekkiir ederiz.
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APPENDIX 10: FEEDBACKS

Effective

Arastirma boyunca aldigim mesajlarin bana c¢ok iyi geldigini diisiinmekteyim. Ozellikle
olumsuz diigiincelerle ya da stresle savasirken tam o anda gelen mesajlarin kaygimi ve
lizlintiimi hafiflettigini diistinmekteyim.

Merhaba ilk basta mesajlarin tam benim ihtiyacima gore denk geldigini diisiiniiyordum
ama sonra lizerine diisiiniince aslinda herkesin ihtiyacina gore yorumlayabilecegini fark
ettim. Yani herkesin fayda gorebilecegi mesajlar oldugunu diisiiniiyorum. Ozellikle
kendime daha sefkatli yaklagmami ve teknikleri giin i¢cinde hatirlamami ve uygulamami
sagladi. WhatsApp’tan geldigi i¢in hi¢bir mesaj1 kacirmadim. Bir uygulamadan bildirim
geldiginde o an miisait degilsem bildirimi géremiyordum ama sizin mesajlarinizi o an
miisait degilsem ve okuyamayacaksam agmadim. Miisait olunca agtim ve uyguladim. Bu
anlamda verimli oldu. Birinin her giin nasil olduguma bakmami hatirlatmasi, motive
etmesi, bir seyleri normallestirmesi ¢ok iyi geldi. Her sey icin ¢ok tesekkiirler umarim
daha ¢ok kisiye iyi gelir. Ayrica ben gibi teknikleri 6nceden bilen ya da terapide 6grenen
kisiler i¢cin giin i¢inde uygulamayi ¢ok rahatlattigini diisiiniiyorum. Yani yalnizca
ogrenmek yetmiyor hatirlatmak ve ufak kolaylastirict sorular sorulmasi uygulamam i¢in
cok 1yi oldu. Hep mesajlar gelsin istedim ara ara eskiye doniip okuyacagim.

Giizel bir caligma yiiriittiigiiniizii diislinliyorum. Bazen gonderdiginiz mesajlar tam
olumsuzluk hissettigim anlarda bana ulasti. O durumlarda mesaj igerigine gore
degiskenlik gosterir sekilde duygularim hakkinda diisiinmeme ve kendimi diizenlememe
yardimer oldu. Bazi giinler sadece hak verip gececek kadar nétrdiim. Kimi zaman
iizerinde diisiinmek istemeyecek kadar olumsuzdum ancak bir aylik siire¢ benim i¢in
giizel bir deneyimdi. Calismanizda basarilar diliyorum. Iyi giinler.

Merhaba. Oncelikle bilgilendirmeler ve telkinleriniz igin tesekkiir ederim. Yazdigimiz
telkinler gilinliik yasantimizda kolaylikla uygulayabilecegimiz ve genel yasantimizi
kolaylastiracak konular, elimden geldigince uygulamaya calisacagim. Yazilarimizdan
yaptigim ¢ikarimi okudugum bir kitaptaki bilgiler ile eslestirmek isterim; 24 saatlik bir
zaman diliminde yaptigimiz sesli konusmalarimiz, diisiindiiklerimizin (kendimizle
konugsmamizin) %1 den ¢ok daha az. Yani birkag¢ saatlik derin uyku harig, 24 saatin
biiytik bir boliimiinii kendimiz ile konusarak gegiririz ve hayatimiza yon veren kararlarin

biiyiik bir kismin1 kendimizle konusarak aliriz. O gilinkii diislincelerimizin negatif veya
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pozitif olmasi, kararlarimiza da yanlis veya dogru etki ediyor. Yazdiginiz telkinler veya
Oneriler de giinliik yasantimizda negatif diisiincelerimizi pozitife g¢evirmek igin
kullanabilecegimiz araclar olacak. Tekrar tesekkiirler. Basarilar.

Hazirladigimiz metinlere cevap vermemek zor olmustu, boyle bir feedback talep etmeniz
1yl olmus :) Ciinkii diisiinsene ¢alisiyorsun odaklanmissin veya o an ge¢misle ilgili bir
diisiince var kafanda 'ping' mesaj geliyor ve sana bir seyleri hatirlatiyor ya da yeni bir
pencere agiyor, Ozetle hostu... Umarim arastirmanizin sonucunu verimli bir sekilde
alabilirsiniz. Neyse, asil gelelim benim gozlemledigim etkilere: Giiniin 3-4 farkli saatinde
geldi diye hatirliyorum mesajlari, giin igerisindeki duygu durum degisikligime gore
giiliimsettigi ve diisiindiirdiigii anlar oldu. Ogle aramda ana odaklanmakla ilgili bir mesaj
alip, cidden mesajin diisiincelerimi olumlu yonde etkiledigi hatta bir siireligine enerjimi
yikselttigi, ufak bir dis motivasyon kaynagi oldugu sdylenebilir. Serendipity konusunda,
o anlik rahatlatic1 ve farkindalig1 arttiracak bir etkisi oldugunu sdyleyebilirim. Birkag
arkadagimla mesajlarin iizerine konusup fikir alisverisi yaptigimi hatirlhiyorum. Bazi
verdigin bilgiler sonucunda da arastirdigim seyler oldu. Beni arastirmaya sevk ettigini
sOyleyebilirim. Sanirim keyifli ve olumlu bir etki birakti diyebilirim kisaca 6zetlemek
gerekirse...

Goremedigim farkinda olamadigim olaylara durumlara kars1 mesajlarinizla birlikte bakis
acim degisti. Tesekkiir ederim boyle bir ¢alismanin iginde olmaktan mutlu oldum.
Mesajlariniz ilham verici oldu ve her giine, dolayisiyla hayata daha olumlu bakabilmemi
sagladi. Verdiginiz onerileri uyguladim ve uygulamaya devam edecegim. Tesekkiirler.
Merhaba arastirma boyunca her giin gesitli saatlerde gelen mesajlar beni olumlu etkiledi.
Hatta zaman zaman yogun bir giiniin igerisinde bolca stresin oldugu bir zamanda
mesajlart okumak iyi geldi. Tesekkiirler.

Merhaba. Gelen mesajlar etkili yol gosterici. Bende durup diisiinme etkisi yaratti
yonergeleri de uygulayinca ise yariyor.

Cok bilgilendirici ve destekleyici mesajlardi. Ustiine diisiinmek ve mesajdaki seyleri
yapmak bana ¢ok 1yi geldi. Cok tesekkiir ederim.

Merhaba, arastirmaniza katildigim i¢in kendimi sansli hissediyorum ¢linkii siire¢ boyunca
mesajlar1 okumanin ve bu mesajlar lizerine diistinmenin bana ¢ok katkis1 oldugunu
diistinliyorum. Bastan sona keyifli bir siirecti. Tesekkiir ederim.

Mesajlar giin igerisinde kendime doniip duygularimi degerlendirmeme yardimer oldu.
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Kisa siireli etkileri oldugunu soyleyebilirim, anlik bir farkindalik yaratti. Alandan biri
olmamla alakal1 da olabilir. Herhangi biri iizerinde daha etkili olacagini diistinliyorum.
Cogu zaman kotii hissettigimde, tesadiifen mesajinizin bildirimi geliyor telefonuma.
Okuyorum ve gercekten iyi hissediyorum. Bazen kendimi bu mesajlar1 okuyarak
sakinlestirdim ve baz1 seyleri fark etmemi sagladilar.

Onerilen tekniklerin bazilarmi uyguladim ve kendimi daha iyi hissetmeme sebep oldu.
Hayata daha genis bakma ve umutlu hissetmemi sagladi. Emekleriniz i¢in tesekkiir eder
calismalarinizda basarilar dilerim

Mesajlarin her giin gelmesini dort gozle bekledim. Benim {izerimde etkisi olumlu yonde
oldu. Motivasyonumu gelistirmede ve hayata bakis acimi degistirmede yarar1 dokundu.
Mesaj ve yonergeler olumlu ve pozitifti. Bu durum bana, herhangi bir olumsuz durumda
daha serinkanli, Ongoériilii ve kontrollii durus kazandirdi. Cok istedigim halde
bulundugum bolge ve ekonomik sartlar sebebi ile profesyonel psikolojik destek
alamadim. Ki bu noktada (farkli egitim alip lisans distii psikoloji alip yeterlilik
sagla/madan/yamadan bu isi yapan mecradaki kisiler yiiziinden) kafa karigikligi
yiiziinden alabilecek durumda bile olsam dogru kisiyi bulabilir miydim, pek sanmiyorum.
Ez climle, bu mesajlarla bile olumlu bir adim atabiliyorsam, profesyonel bir yardimla ¢ok
daha biiylik adimlar atabilecegimi gormiis oldum. PS: nefes tutma egzersizi ve benzeri
onerilerinizi gerceklestirmedim, kendi olusturdugum bazi alternatifler var ve bende ise
yariyor

Kendimi ¢ok kotii hissediyorum. Depresif halimden sadece kisa siirelerde
kurtulabiliyorum ve bu durum yiiziinden olaylardan kagma, isleri erteleme gibi kagislar
yapiyorum istemsizce. Mesajlarmiz ilk iki hafta kadar ¢ok isime yaradi, dediklerinizi
yapabildim. Fakat sonrasinda dediklerinizi yapamamaya basladim ve bir katkisi
olmadigin diisiindiim. Yine de mesaj almak, hi¢ mesaj almamaktan daha 1yi geldi, daha
iyl hissettirdi beni. Mesajlarinizt sonrasi i¢in kendime sakladim, arada hala acip
okuyorum. Tesekkiir ederim.

Her giin hayata dair olumlu mesajlar almak hatta bazi giinler i¢inde bulundugun durumu
bilircesine motive edici olmalar1 ¢ok gilizeldi. Cok faydalandim. Emeginize saglik ¢cok
tesekkiir ederim. Basarilariniz daim olsun.

Birkag giin boyunca ayni konseptte mesajlar gelmesi 6zellikle giizeldi. Her giin farklh

konuda mesaj gelmesi etkiyi disiiriyor bence. Bir konuyu boliimlere ayirip
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asamalandirabilirsiniz. Telefonumda bir anda beklenmedik pozitif bir mesaj gérmek bana
iyi geldi.

Bazi zamanlar 6zellikle de kendimi kotii hissettigim zamanlarda motive edici mesajlar
almak beni bir seylere tesvik etmeye calisan birilerinin oldugunu bilmek mutlu ve
giivende hissettirdi mesajlardaki tavsiyelerin ¢oguna uyuyorum ve uymaya devam
ediyorum her sey i¢in tesekkiirler.

BDT hakkinda 6n bilgim oldugu i¢in mesajlarda yazanlar bildigim fakat biliyor olsam da
cogu zaman uygulamadigim seylerdi. Giinliik hayatta ansizin bu bilgilerin bana
hatirlatilmas: bazen duygularimi diizenlememe yardim etti. Ornegin hatalarimla ilgili
kendimi ¢ok yargiladigim ve kotii hissettigim bir anda herkesin hata yapabilecegi ile ilgili
bir mesaj gelmisti. Onun diginda giin i¢inde aklimdan gegen olumsuz otomatik
diisiinceleri ve diisiince hatalarimi yakalayip fark etme konusunda benim i¢in iyi bir
hatirlatici oldu.

Merhaba. Emeginiz i¢in tesekkiir ederim oncellikle. Yaklasik 1 ay boyunca bazen
mesajlar1 sabirsizlikla bekledigim bazen unuttugum oldukca keyifli bir siirecti. Benim
icin tamamen “goriinmeyen bir destek” gibiydi. Gelen bazi mesajlar o anda yasadigim
siiregle oldukga iliskiliydi. Cogu teknigi denemeye calistim. Ozellikle ayna etkinligi igin
tesekkiir ederim. Calismanizda kolayliklar dilerim.

Bazen kotii bir glin geciriyorken gelen mesajlari okuyunca sadece kendimin bdyle
hissetmedigini diistinmek 1yi geldi.

Merhaba, bazi gilinler bazi mesajlar1 okumaya gercekten de ihtiyacim varmis gibi
hissettirmisti. Ancak santyorum ki her giin uygulanmasi gereken belli faaliyetleri igerdigi
icin bazen biraz bunaltic1 geldigi anlar da oldu diyebilirim. Diiriist olmak gerekirse her
faaliyeti her giin uygulayamadim. Bu belki mesaj siklig1 ile alakali olabilir, ama tabii Ki
benimle de ilgili olabilir. Yine de kendimi gbzden gecirmeye tesvik eden bir calisma
stireci oldugunu diislinliyorum. Ayrica her giin birinin benimle ve diisiince yapimla
ilgilendigini hissettirmesi de oldukc¢a hostu diyebilirim. Tesekkiir ederim. Cok degerli bir
caligmaniz var, umarim pek ¢ok insana katki saglayabilecek bir sonu¢ elde edersiniz.
Kolayliklar dilerim.

Bana farkli ve iyi bakis ac¢ilar1 kazandirdi. Giizel hissettirdi. Tesekkiirler.

Nasil hissettigim ve diisiindiigiim konusunda diizenleyici oldu diyebilirim. Biiyiik oranda
gonderilen saatlerde okumaya gayret ettim. Sikint1 duydugum anlarda yeniden okudugum

da oldu. Tesekkiirler.
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Mesajlarin hepsini okudum, olumlu hisler uyandirdi. Bazi durumlarin, diisiincelerin
olagan oldugunu hissettirdi ve olumsuz durumlarla, diisiincelerle nasil basa ¢ikmam
gerektigiyle ilgili yardimci oldu. Tesekkiir ediyorum katkilarinizdan dolay.

Glinliik olarak motivasyonumu saglamaya katki sagladi. Genel duygularim konusunda
biiytlik degisiklikler yapmasa da o anlik rahatlatt1 ve diisiindiirdii.

Kendim BDT terapisti oldugum i¢in mesajlardaki bilgiler benim i¢in yeni degildi. Ama
mesajlar bildigim teknikleri izerimde uygulamam i¢in iyi birer hatirlatict oldular.

Basta hosuma gitmisti. Giizel bir etkinlik gibiydi her giin bir mesaj almak. Arada yazilan
Onerileri de yapmaya calistim. Yapabildiklerim yardimei oldu bazi konularda. Maalesef
cogunlugunu erteledim. Yine de daha sonra yapacagim umarim. Sonra ¢ok kotii bir an
yasarken lstline mesajiniz geldi ve orda her sey anlamsizlasti. Cok sinirliydim ve yazilan
seyler samimiyetsiz gelmeye basladi. Anlatabildim mi bilmiyorum :)

1 ay boyunca gelen mesajlar sanki tam da o anda duymam gereken seyleri sOyliiyor
gibiydi. Ihtiyacim oldugunda hala déniip ayn1 mesajlar1 okuyorum. Bazen bdyle seyleri
duymaya ihtiyacim oldugunu fark ettim.

Mesajlar icin ¢ok tesekkiir ederim. Gelen mesajlarin igerigi bazen benimle oldukga ilgili
bazense alakasizdi. Ancak genel olarak oldukga 6gretici, ilham verici ve motive ediciydi.
Igerikler gogunlukla kendimizi tanimamiz ve saglikli bir rutin olusturmak iizeydi.
Verdiginiz tavsiyeleri hayatima uygulamaya ¢alisacagim ve yakin ¢cevreme de iletecegim.
Mesajlarin saatleri bazen benim giinliik rutinim i¢inde ¢ok ters saatlerde geldi. Bu yiizden
bazi mesajlar1 kacirdim. Ancak ¢cogu mesaj1 okuyup kendimle iliskilendirmeye caligtim.
Calismaniz i¢in tebrik eder, basarilarinizin devamini dilerim.

Merhaba. Arastirma boyunca atilan mesajlar sayesinde giin i¢inde modum etkilenebildi.
Ornegin, modumun diisiik oldugu giinlerde tavsiye gibi olan mesajlar iyi hissetmemi
sagladi. Bazen mesajlar1 bekler hale geldim :) Arastirmaya kabul ettiginiz i¢in
tesekkiirler. Basarilar dilerim.

Gergekten 6grendigim giizel teknikler oldu her giin 1yi veya kotii hissettigim anlarda
beklemedigim saatlerde giizel mesajlar almak benim i¢in giizel bir tecriibe oldu tesekkiir

ederim.
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Not effective

e Mesajlarin ¢coguna tam dikkatli bakamadim. Bir¢cogunu tam okuyamadim. Gonderdiginiz
saatler tam is saatleriydi ya da benim i¢in dyleydi. Yeterince verim aldigimi sdyleyemem.
Elinize saglik her sey igin.

e Mesajlarin benim iistiimde herhangi bir etkisi olmadi. Mesajlar, kisa bir siire bile olsa
psikolog veya psikiyatristten danismanlik almis herkesin bildigi seyler. Mesajlarin bana
yarar1, ifade etmekte zorlandigim belli konularin bazilarinin daha iyi ifade edilmis halini
okumak oldu.

e Pek bir etkisi oldugunu sdyleyemem. Mesaj bildirimi geldiginde herhangi bir motivasyon
uygulamasindan gelen otomatik bir bildirim gibi hissettirdi. Evet bir mesaj cok sey
degistirebilir ama olay mesajin igerigi degil maalesef. Katilmak giizeldi tesekkiir ederim.

e Mesajlar geldikge belki 1 2 dakika iistiine diisiindiim. Kendi hayatimdaki isleyise baktim.
Sonrasinda 1 2 giin etkisini gérmiis olabilirim ama daha sonrasinda hayatima higbir etkisi
olmadi.

e Merhaba. Bana gelen mesajlarin icerigini eyleme dokmenin gercekten 6nemli oldugunu
diislinliyorum. Ancak gilin i¢inde gelen bu tip mesajlarin benim iizerimde etki
uyandirmadigini diistinliyorum. Bazi paylasilan bilgiler ¢ok dnemliyken bazilar1 6nemsiz
geldi goziime. Ayrica gilin i¢inde gonderilen mesajlarin bir cogu arada kaynadi. Goz
ucuyla okuyup unuttugum giinler oldu. Genel anlamda benim 6zelimde etkisiz oldugu
kanaatindeyim ancak bu gelistirilebilir olmadig1 anlamima gelmez. Bir dahaki sefere
kisinin belirttigi problemler 6zelinde mesajlar gelirse kisi bu mesajlart okumak ve
uygulamak adina daha hevesli olabilir.

e Hayatimda bir degisiklik yaratmadi. Yazilan hi¢bir sey aklimda kalmadi. Gordiigiim an
iizerine biraz diisiinlip unuttum ve giindelik hayatima etkilenmemis bir sekilde devam
ettim.

e Genel olarak mesajlar diisinmemi sagladi, her giin bugiin ne mesaji gelecek diye
meraklanmami sagladi, onun disinda ¢ok biiyiik bir etkisi olmadi.

e Uziilerek sdylityorum ki pek bir etkisi olmadi basarilar diliyorum yolunuz acik olsun.
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Neither effective nor not effective

Arastirmanizin bir parcgasi oldugum igin tesekkiir ederim. Ancak beklentilerimin aksine
maalesef olumlu ya da olumsuz yonde bir etki goremedim. Iyi calismalar dilerim.
Genelde daha 6nceden benzerini okudugum, tahmin ettigim tavsiyeler olmakla birlikte
strekli dikkate alindiginda faydasi olacagina inanmiyorum. Ben (birkagt haric)
uygulayamadigim i¢in net bir fikir veremeyecegim.

Ruh halim {izerinde biiyiik bir etkisi olmadi ama mesaj gelmesine alistigim i¢in mesajin

gelmesini her giin bekledim, geldigini goriince biraz da olsa rahatliyordum.
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