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Dear Colleagues,

Conflicts and wars, which are as old as human history itself, inevitably occupy our agenda today due to the geography in which we live. 
Despite the remarkable progress humanity has achieved in the fields of art, education, law, and science, making sense of the persistence 
of such a seemingly primitive act as “war” by those in power requires a profound personal struggle. This is because we are compelled to 
live with the consequences of wars whose legitimacy we often question.

Wars constitute a series of traumatic events that leave profound and lasting effects on the mental health of individuals and societies. 
Characterized by experiences such as intense violence, death or the threat of death, loss, displacement, and uncertainty, wars not only 
damage our individual psychological integrity but also undermine the collective psychological well-being of societies. War does not 
merely cause physical destruction; it also negatively affects individuals’ emotional, cognitive, and behavioral functioning.

It is evident that war does not only lead to psychological problems among those who are directly exposed to conflict environments. 
Conditions such as displacement, migration, and refugeehood also create significant challenges for individuals in terms of their sense 
of identity, belonging, and social life. Children and adolescents, in particular, are even more vulnerable to the devastating effects of war 
due to being in a sensitive developmental stage.

Today, witnessing acts of violence occurring in war has become possible even for individuals living in geographically distant regions 
through social media. Such exposure can undermine our perceptions of security and justice, weaken our ability to remain hopeful about 
humanity, and increase concerns about the proliferation of terror and violence. Thus, war and violence affect not only the mental health 
of people living in conflict zones but also that of sensitive individuals across the world.

Among individuals exposed to war environments, the most common psychological problems include post-traumatic stress disorder, 
depression, anxiety disorders, and adjustment difficulties. Continuous perceptions of threat, exposure to violent events, and the loss of 
loved ones significantly intensify feelings of fear, helplessness, and insecurity. In this context, mental health professionals are required 
not only to protect their own psychological well-being but also to provide treatment and rehabilitation services to individuals—and 
even societies—affected by war.

In conclusion, it can be stated that all wars universally affect mental health and impose severe costs on societies. Wars do not produce 
true winners; rather, there are only those who lose less. In this sense, perhaps our most important responsibility is to support policies 
that promote peace. The words of our great leader, Mustafa Kemal Atatürk, “Peace at home, peace in the world,” may be regarded as a 
fundamental philosophical principle of preventive mental health services.

	 Prof. Dr. Semra Karaca

EDITORIAL

V



A group process: long-term art psychotherapy process in 
individuals with eating disorders

Eating disorders are defined as serious public health issues 
involving adverse physical and psychological consequenc-

es and are common among adolescents and young adults.[1,2] 
Eating disorders, which fall under the categories of anorexia 
nervosa, bulimia nervosa, and binge eating disorder, are psy-

chiatric disorders characterized by abnormal eating behav-
iors, obsessive thoughts about weight, and a deteriorated 
perception of body image or appearance.[3]

Eating disorders are a response to dissatisfaction with body 
weight and a preoccupied, distorted body image, resulting in 

Objectives: Eating disorders are a serious public health problem prevalent among adolescents, young adults, and 
women, and they have negative physical and psychological consequences. Art therapy can offer a safe space to under-
stand the underlying dynamics of eating disorders and promote resilience. This study aims to examine the long-term 
group art psychotherapy process in individuals diagnosed with eating disorders and the problems experienced by 
these individuals through the artworks they produce.
Methods: The study was conducted with 11 female patients with anorexia nervosa, bulimia nervosa, and binge eating 
disorder. Art therapy lasted for two years and consisted of a total of 58 sessions, held for 2 hours per week. The art psy-
chotherapy interventions used were semi-structured and planned. Qualitative data were evaluated through artworks, 
video recordings, and session reports. The approach in this study was used as a psychotherapy method to activate 
various senses and facilitate the symbolic expression of emotions and thoughts, helping to uncover the underlying 
conflicts generating the symptoms and thereby supporting psychological growth and recovery.
Results: Group interactions and artworks produced during therapy initially focused on symptoms but evolved into 
more in-depth individual sharing in the later phase. Through the artworks created during art psychotherapy, themes 
such as distorted body image, negative self-perception, loneliness, inhibited emotional expression, depressive mood, 
high anxiety, feelings of guilt, obsessive thinking, low functioning, relationship problems, sociocultural pressures on 
the body, cognitive distortions related to the body, and denial of sexuality emerged. By understanding these themes 
reflected in the artworks and their connections to symptoms during psychotherapy sessions, these problems could be 
addressed psychotherapeutically.
Conclusion: Patients developed in-depth awareness of both themselves and others. It was observed that their func-
tioning increased in various areas of life, such as returning to work and school. The study contributes to clinical practice 
by enhancing understanding of eating disorders and informing the development of effective psychological treatments.
Keywords: Art psychotherapy; art psychotherapy process; eating disorders; group psychotherapy; psychodynamic 
psychotherapy

 Pervin Tunç,1  Nurhan Eren2
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compensatory behaviors such as dieting, use of diuretics/lax-
atives, extreme levels of exercise, vomiting, and starvation, all 
of which can be life-threatening.[4,5] The behaviors individuals 
engage in to manage their bodies are prominent in the etiol-
ogy of the pathology and therefore are the primary targets of 
treatment.[6] They also tend to have perfectionistic, impulsive, 
obsessive, and distorted patterns of thinking, experience diffi-
culties in emotion regulation, and suffer from psychological is-
sues such as loneliness, intolerance of negative emotions, and 
intense anger.[7,8] Patients with anorexia nervosa have limited 
awareness and understanding of their own emotions.[9,10]

The treatment of eating disorders typically requires a multi-
disciplinary approach and can take a long time.[11] Difficulties 
in recognizing, organizing, and symbolizing emotions are 
among the most common symptoms associated with eating 
disorders. Therefore, gaining awareness of both the body 
and emotions is a key factor in supporting patient develop-
ment. Instead of focusing mainly on eating behavior, holistic 
approaches that involve various disciplines and target eating 
disorder-related problems across these domains can yield 
more positive treatment outcomes. There are two important 
goals in treatment: (1) to resolve the patient’s physical prob-
lems and ensure survival, and (2) to understand the under-
lying issues responsible for the eating disorder symptoms. 
In the treatment process, psychotherapies that examine the 
meaning of symptoms, in addition to medical treatment, are 
of fundamental importance.

Theoretical Framework
Art Psychotherapy for Eating Disorders

Art is used as a psychotherapy method to activate various 
senses and facilitate the symbolic expression of emotions 
and thoughts, helping to uncover the underlying conflicts 
generating symptoms and thereby supporting psychologi-
cal growth and recovery.[9,12,13] Art psychotherapy, a method 
based on creating artwork, facilitates the establishment of 
spontaneous and creative communication, thus activating 
pre-verbal processes that serve as a foundation for address-
ing the underlying causes of patients’ maladaptive behaviors 
and unraveling their rigid defenses, whereby new and more 
satisfying ways of interacting with others can be developed.
[9,12,14,15] Through the use of art in psychotherapy, it is possible 
to observe the patient’s creative process, examine their atti-
tudes and behaviors, and understand underlying dynamics by 
analyzing the resulting artworks.[12,16]

The expressive techniques used in art psychotherapy are 
particularly beneficial in the treatment of eating disorders, 
as they can reveal patients’ hidden feelings and memories 
embedded in bodily experiences. Psychodynamic therapies, 
especially expressive and experiential art psychotherapies, 

have been shown to yield positive outcomes for individuals 
with eating disorders, as they provide a framework for ana-
lyzing the effects of emotions, thoughts, and behaviors on 
eating attitudes.[14,17–19] Art psychotherapy enables patients to 
externalize conscious and unconscious aspects of their inner 
world into artwork and to explore and understand these as-
pects with the support of a therapist. These aspects can then 
be re-internalized and transformed into healthier forms.[12,20]

An increased ability to express non-verbal representations of 
the self through various art forms is valuable for therapeutic 
interactions. In this approach, artwork mediates the relation-
ship between the patient’s inner and outer world, that is, be-
tween the patient and the therapist, and may temporarily and 
unconsciously substitute the use of food as a transfer object. 
Unlike the “transitional object” (Winnicott, 1971) and “trans-
formational object” (Bollas, 1987), a transactional object does 
not initially carry symbolic meaning but rather a concrete one.
[21,22] Schaverein (1994) states that in art therapy with patients 
with anorexia nervosa, painting facilitates gradual movement 
toward symbolization through the use of art materials and 
their functions, creating a concrete space to address the inner 
world and eating-related obsessions.[23]

Art psychotherapy also enhances the capacity for subli-
mation. Experiences laden with libidinal or aggressive im-
pulses are visualized through artworks and transformed 
into expressions acceptable to the ego.[24] Additionally, art 
psychotherapy addresses common experiences among in-
dividuals with eating disorders—such as insecurity, shame, 
fear, inadequacy, lack of insight, sensitivity to rejection, 
perfectionism, and negative interpersonal feedback—in a 
non-threatening manner, enabling individuals to recognize, 
understand, and integrate these experiences into their in-
ner world.[14] Black (2003) states that creative art processes 
provide individuals with eating disorders with an alternative 

What is presently known on this subject?
•	 Long-term art-based group psychotherapies are considered beneficial 

for individuals with eating disorders; however, the literature provides 
very limited descriptions of how group dynamics, symbolic expression, 
and therapeutic mechanisms evolve throughout extended treatment 
processes.

What does this article add to the existing knowledge? 
•	 This study offers a detailed, stage-by-stage analysis of a two-year psy-

chodynamic art psychotherapy group involving patients diagnosed 
with eating disorders. It uniquely documents how symbolic expression, 
emotional awareness, group cohesion, and the depth of psychological 
work transform over time, illustrating clinical change mechanisms rarely 
captured in previous research.

What are the implications for practice?
•	 Findings demonstrate that structured long-term group art psychother-

apy enhances emotion regulation, body awareness, interpersonal func-
tioning, and real-life functioning (e.g., return to work/school). The results 
provide clinicians with a replicable intervention model and highlight the 
importance of integrating art-based group psychotherapy into multidis-
ciplinary treatment programs for eating disorders.
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means of expression in their relationship with food and their 
bodies.[25] Furthermore, this approach allows unexpressed 
emotions to emerge symbolically and become understand-
able over time.[10] Applying expressive and creative psycho-
therapy techniques to individuals with eating disorders is 
also a useful tool for reducing obsessive thoughts related to 
food and body image.[26]

Group Psychotherapy for Eating Disorders

In the treatment of eating disorders, group therapy is used 
alongside individual therapy.[27] Difficulties related to family, 
siblings, parental figures, and peer groups—often addressed 
in individual therapy—can also be explored and resolved 
within group settings. Complex or contradictory emotions 
and strong indecisiveness are central features of eating disor-
ders and can significantly affect individuals’ lives.[28]

Group art psychotherapy provides patients with oppor-
tunities to work collaboratively through shared use of art 
materials, connect with their emotions, and express these 
emotions through interpersonal interaction. Individuals 
with eating disorders may actively resist help, struggle with 
treatment adherence, and frequently discontinue treatment.
[29] Although the number of studies is limited, existing re-
search indicates that group psychotherapies for individuals 
with eating disorders yield positive outcomes.[30,31] However, 
further research is needed to better understand the thera-
peutic mechanisms involved in group art psychotherapy and 
to evaluate its effectiveness.

This study aims to explore and describe the therapeutic pro-
cesses and mechanisms of change in a long-term psycho-
dynamic group art psychotherapy program conducted with 
individuals diagnosed with eating disorders, and to examine 
how symbolic expression, group dynamics, and emotional 
awareness evolve throughout the two-year treatment process.

Method

Clinical Context

This study was conducted at Istanbul University (IU), Istanbul 
Medical Faculty (ITF), Department of Mental Health and Dis-
eases between 2019 and 2020. This study was approved by 
the Ethics Committee for Non-invasive Clinical Studies of the 
Department of Mental Health and Diseases, Istanbul Universi-
ty, Istanbul Faculty of Medicine (approval no: 2018/951, date: 
06/07/2018), and was conducted in accordance with the prin-
ciples of the Declaration of Helsinki. The sample consisted of 
11 female patients aged 16–55 years, diagnosed with anorex-
ia nervosa, bulimia nervosa, and binge eating disorder, who 
were receiving routine medication and medical follow-up in 
the eating disorders unit and were referred to the art psy-

chotherapy program. Patients with comorbid alcohol or sub-
stance use disorders, psychosis, or those currently undergoing 
psychotherapy were not included in the study.

At the beginning, 2–3 pre-interviews were conducted with 
patients referred to the art psychotherapy program. This pro-
cess aimed to provide information, enhance motivation, and 
establish a contract regarding the treatment framework. The 
interviews addressed issues related to the group therapy 
framework, such as continuity, confidentiality, and inter-mem-
ber relationships, identified treatment targets based on pa-
tient needs, and provided information about the functioning, 
goals, limits, and expected outcomes of art psychotherapy.

Description of the Group

Art group psychotherapy was planned as a long-term inter-
vention lasting two years, during which a total of 58 sessions 
were conducted. In the preparation phase, the first four ses-
sions of a pilot art psychotherapy group were carried out 
with the study participants. These sessions provided an en-
vironment for participants to freely express their problems 
through art.

A pilot study was conducted, and a semi-structured plan 
was developed based on the data obtained. During the pilot 
study, four sessions were video-recorded. These recordings 
were transcribed into written text, and the emerging themes 
were coded, resulting in the identification of 13 main themes. 
A “Semi-Structured Art Psychotherapy Program in Eating Dis-
orders,” consisting of these 13 main themes, was developed by 
the researchers using data from the pilot study and findings 
from the literature review (Table 1). The long-term art-based 
group psychotherapy model used in this study is based on a 
structured process shown to be effective in previous clinical 
studies involving patients with eating disorders.[17]

The program, planned to last 58 weeks, was designed so that 
each session would include the following components: (1) the 
main theme, (2) study format and required materials, and (3) 
goals. This structured plan was revised based on the opinions 
of five experts (one psychiatrist, one clinical psychologist, two 
art therapists, and one psychiatric nurse) working in the fields 
of art psychotherapy and eating disorders, and the final ver-
sion presented in Table 1 was used in the study (Table 1).

Who:

The art psychotherapy group was conducted by a clinical psy-
chologist (PhD) who had completed the art psychotherapy 
certificate program offered by the Istanbul University Faculty 
of Medicine, and a visual arts instructor who had completed 
the same training. The process was supervised by a psycho-
therapist experienced in psychodynamic art psychotherapy 
and eating disorders.
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Table 1. A semi-structured art psychotherapy program for eating disorders

Main Themes Working Methods and Materials Goals

Self-focus and 
self-expression
 
(5-6 sessions)

Acquaintance,
Creating a group contract together
Warm-up activities in the open area or workshop
Improvised individual and group activities
Painting and collage materials
Getting familiar with the materials
Attempts to discover creativity

Introduction of group members and the program
Feeling safe in the group
Self-recognition and self-expression through art
Noticing others
Recognizing similarities and differences

Interaction and 
relationship

(5-6 sessions)

Warm-up together,
Body and sound usage
Home, room, garden, doors
Interior and exterior designs
Painting materials: pastel, watercolor, acrylic
Individual work in the group
Common group painting, co-production

Awareness of other people
How other people express themselves
How do I perceive others
Expression differences and similarities between myself 
and others
Realizing the way, the group expresses itself
Borders, privacy, relational trust, awareness of expecta-
tions

Socialization and 
function of the other

(5-6 sessions)

Family, friends, working life
Attempts to interact properly with group members
Imagination, reconstruction, animation with body and 
rhythm,
Creating visual imagery; painting, collage, clay works

Reviewing the relationship between family, friends, and 
social environment
Awareness of their approach and attitude towards the 
outer world
Gaining social skills

Feelings, emotion 
expression and 
regulation

(6-7 sessions)

Works regarding the rhythm of emotions and its expres-
sion and image in the body
Emotional exercises with dance, rhythm, and painting
Recognizing the feeling of intra-group interactions,
Pairwise or threesome intra-group emotional interac-
tions
Mask: what’s inside and what’s shown

Realizing emotional expression characteristics
Discovering repressed and suppressed feelings, desires, 
and fears, 
Arranging emotions
Sharing negative emotions
Emotional repair

Body image and its 
representations

(6-7 sessions)

Working on various expressions with body, music, and 
rhythm,
Animating body expression in the roles of child, woman, 
man, and parent 
Games that activate sensations in different body parts
How is my face, arms, legs, back, and body, what’s going 
on there?
Drawing and reconstructing the body map on a large 
paper, repairing the damaged parts
Painting materials: dry paints, watercolor, crayons, clay, 
large paper

Getting to know the body and its different parts
Realizing the integrity of the body
Noticing the relationship between emotions and their 
expressions in the body
Realizing the relationship between eating behavior and 
body
Raising awareness about body identity and ideal self

Continuity: the past 
and the future
(3-4 sessions)

Imagination, fiction, and animations focused on child-
hood, memories, happy and unhappy experiences, 
dreams, and change.

Providing stability together with change
Focus on the here and now
Realizing the effects of the past on the present
Recognizing future expectations, desires, and anxieties

Adaptation to reali-
ty: Coping skills
(4-5 sessions)

Working on the subjects targeted by group members for 
themselves using painting, clay, and puppet materials,
Creating animations and visualizations focused on dis-
ruptive difficulties

Setting goals
Gaining skills of decision making and implementation
Developing a sense of control
Developing a sense of self-confidence
Increasing self-esteem

Neurocognitive 
functions
(4-5 sessions)

Creating artistic products by using a variety of materials 
on the given problem-oriented themes

Developing a sense of attention and control
Developing problem solving skills
Finding creative solutions

Sexuality and 
intimate / romantic 
relationships
(5-6 sessions)

Artistic expression about real and imaginary relation-
ships,
Creating and illustrating a story, including oneself,
Wish tree, letter to lover, etc.

Noticing bodily senses
Artistic expression of sexuality: desires, prohibitions, fears
Being able to talk about romantic relationships
Raising awareness of loneliness and attachment levels
Being able to identify romantic relationship requirements

Spontaneity, flow, 
and creativity 
(6-7 sessions)

Body, music, and improvisation exercises,
Trying materials and colors they have not tried before,
Experiencing the flow with artistic materials

Stretching physical and mental rigidity,
Being able to focus on the moment and have satisfaction
Having happy experiences
Trust yourself, trust the future
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When

Session Structure

Each session began with an “Introduction” phase lasting 10–
15 minutes, during which participants were invited to verbally 
express the feelings and thoughts they brought to the group. 
This was followed by the “Warm-up” phase, also lasting 10–15 
minutes, which aimed to prepare participants for the creative 
process. The warm-up enabled participants to focus on their 
senses through various body, breathing, and rhythm exercis-
es. These body movements, breathing exercises, and group 
activities were used to reduce possible feelings of anxiety, in-
security, and isolation among group members.

The “Main work” phase, which focused on creating artwork 
related to the themes identified above, lasted 30–40 min-
utes. During this phase, group members became familiar 
with art materials. Under the semi-structured instructions 
outlined above, participants were encouraged to creative-
ly use and transform art materials into artworks by cutting, 
painting, pasting, drawing, making puppets, creating plays 
and animations, working with clay, and similar activities. 
Art therapy provides patients with both motivation and a 
channel to redirect obsessive thoughts about food toward 
creative activities. As Pellicciari et al.[32] reported, patients are 
encouraged to recognize through their artworks that there is 
more to the external world than food.

The final phase, “Sharing,” aimed to promote insight and 
awareness. During this phase, participants gathered in a circle, 
observed the artworks from an external perspective, and dis-
cussed them. Each session concluded with sharing, allowing 
participants to express and release unarticulated emotions.

Where:

Place and Art Materials

The study was conducted in the Social Psychiatric Service, in a 
large and well-lit art psychotherapy workshop with access to 
a small garden.

What:

Various materials were used to create artworks, including 
papers of different sizes and weights, dry, pastel, and felt-tip 
crayons, acrylic and watercolor paints, adhesives, scissors, 
magazines or magazine images for collages, boards and tape 
for displaying artwork, a music player, and fabric. Multiple 
forms of artistic self-expression were available, such as paint-
ing, drawing, coloring, collage, sculpture, ceramics, clay work, 
photography, mask and puppet making, dance, and drama-
tization. Classical and instrumental music accompanied the 
sessions to support participants in engaging with their imagi-
nation and internal processes during artistic creation.

Group Members

The study included a total of 11 female patients: eight with 
anorexia nervosa, one with bulimia nervosa, and two with 
binge eating disorder. Pre-group interviews revealed that par-
ticipants experienced intense anxiety related to eating behav-
iors and were receiving follow-up care for physical complica-
tions in non-psychiatric clinics, such as neurology and internal 
medicine, due to the effects of their disorders. Furthermore, 
interviews indicated that three participants had severe weight 
loss (between 39–40 kg) accompanied by strong weight-loss 
obsessions, while three others had significant weight gain and 
reported an inability to stop eating.

The mean age of the patients was 24 years (min:16, max:53), 
and the majority held a bachelor’s degree. Except for one 
participant with a part-time job, all participants were un-
able to work or attend school prior to the art psychother-
apy program due to the severity of their symptoms. By the 
end of the program, seven participants had either started 
working or returned to education. Although four partici-
pants continued to experience mild difficulties with work or 
school attendance, their overall functional levels improved. 
Cases with anonymized identity information are briefly pre-
sented in Table 2.

Results from the Art Therapy Group Process
Pilot Group Art Psychotherapy

Several common themes emerged during the four-session pi-
lot study. The data obtained from session reports and video re-
cordings were transcribed into written text and evaluated by 
five experts (one psychiatrist, two psychiatric nurses, one clini-
cal psychologist, and one art therapist). Thirteen main themes, 
expressed through the artworks produced in the sessions and 
forming the focus of interactions occurring through these 
products, were identified. These themes were: (1) deteriora-
tion in body image, (2) negative self-perception, (3) loneliness, 
(4) limited emotional expression, (5) depressed mood, (6) high 
anxiety, (7) guilt, (8) obsessive thoughts, (9) low functioning, 
(10) relationship issues, (11) sociocultural pressures regarding 
body image, (12) body-related cognitive distortions, and (13) 
denial of sexuality.

Description of Session Content

The session excerpts and artworks presented in this section 
were selected from typical and clinically meaningful exam-
ples that best represent the therapeutic change and devel-
opment observed throughout the group process, including 
the initial, deepening, and termination phases. The art psy-
chotherapy process was defined in various stages according 
to characteristics such as verbal and artistic expression, in-
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teraction between members, group cohesion, resistance or 
openness, deepening, and exploration beyond symptoms, 
as well as understanding and integration. These stages were: 
“Initial phase: Limited participation,” “Formation of group co-

hesion: I and others,” “Meaning of symptoms: What does my 
illness tell me?,” “Imaginary expression of internal processes,” 
and “Integration, separation, and termination.” These stages 
are described in detail below.

Table 2. Diagnosis and socio-demographic characteristics of patients

Patients* Diagnosis Characteristics of patients

ELA
Bulimia nervosa

She is a 22-year-old, single, university student, who cannot attend school due to treatment for and 
multiple suicide attempts. The suicide attempts have resulted in multiple bone fractures and overall 
physical disability, for which she continues to receive physical therapy. She lives with her parents and 
one sibling. At the end of art group therapy, she started her lectures at the open education university

HALE Anorexia nervosa She is 35 years old and single, and worked as an engineer for 7 years, but currently she is unable to 
work. She was hospitalized for 2 months. She lives alone in Istanbul and has complaints of intense 
stress, excessive fatigue, inability to get out of bed, self-isolation, and food obsession. She engages in 
excessive sports and exercise and goes from not eating at all to excessive eating. At the end of group 
therapy, she started working and became able to recreate her hobbies.

IŞIK Binge eating 
disorder

She is 53 years old, divorced, and retired from working life, currently works in part-time jobs irregularly. 
She lives with her boyfriend. She has been suffering from eating disorders for 10 years. At the end of 
group therapy, she started working part-time, playing the instrument she wanted and singing in the 
choir.

BERİL Anorexia nervosa She is 20 years old. She was hospitalized for some time due to the diagnosis of anorexia neurosis and 
associated complaints at the time of her professional sports life, which she subsequently had to sus-
pend. She lives with her family. At the end of the group therapy, she returned to her university educa-
tion.

BİRGÜL Anorexia nervosa She is 28 years old. She received a religious education and was hospitalized for a time due to the diag-
nosis of anorexia nervosa after graduation. She is afraid of gaining weight and cannot go out or travel 
alone. She lives with her family. At the end of group therapy, she started traveling alone and eating at a 
restaurant.

ZELİHA Anorexia nervosa She is a 21-year-old university student, who became unable to go to school due to the diagnosis of an-
orexia nervosa. She lives with her family. She left the therapy at the 19th session because of the school 
attendance requirement.

HEDİYE Anorexia nervosa She is a 25-year-old, 7-year university student, who has not been able to go to school, study, or focus 
on what she has read due to the diagnosis of anorexia. She lost 20 kg by doing sports activities that she 
started to follow online 3 years ago. One and half years ago, she dropped from 70 kg to 52 kg from go-
ing the gym and after, started dieting but failed to manage her weight. This led to vomiting, which fur-
ther dropped her to 40 kg during this period and led to her eventual hospitalization. She lives with her 
family. At the end of group therapy, she started to focus on her classes and graduated from university.

SU Binge eating disorder She is a 24-year-old senior university student, who applied to the clinic due to the discomfort she ex-
perienced from eating attacks and was diagnosed with binge eating disorder. Her parents are divorced, 
and she is currently living with her mother and grandmother. After group therapy, she had a boyfriend 
and was able to form a romantic relationship with him.

SEVGİ Anorexia nervosa She is a 16-year-old high school student who lives with her family. She has been undergoing treatment 
in the psychiatric clinic due to the diagnosis of anorexia nervosa. Her twin sister was also diagnosed 
with anorexia nervosa. She reported feelings of emptiness and constant depression. She was able to 
return to school in the second year of group therapy.

NEHİR Anorexia nervosa She is a 21-year-old university freshman who is unable to attend school due the diagnosis of anorexia 
nervosa, for which is receiving follow-up care. She started having problems with eating disorders at 
the age of 20 and eventually lost 30 kg, which dropped her to 39 kg, at which point she sought medical 
aid. Now, she cannot sleep at night and is only able to fall asleep towards the morning, she has anxiety 
about the future and reports conflicts in her family relationships. 
He left the therapy in the 39th session on the grounds that his anxiety decreased and it was sufficient 
for him.

BAŞAK Anorexia nervosa She is 21 years old, a medical school student, and lives with her family. She has been undergoing 
treatment in the psychiatry clinic due to the diagnosis of anorexia nervosa and is continues to receive 
follow-up care in internal medicine due to her physical problems. She reported to have communication 
problems and lack of self-confidence and expressed that she is only able to focus on the future instead 
of living in the present and wants to control everything. He returned to university education, who was 
left incomplete during the group therapy process.

*: Patient names were changed and permission was obtained.
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Initial Stage: Limited Participation

The first four to five sessions focused strictly on participants’ 
eating behaviors, body image, and disease-related limitations, 
and the artworks functioned as mirrors of their symptoms. In 
the first session, following the introduction, all patients verbal-
ly expressed their symptoms and reported perceiving them-
selves as captive to their eating behaviors and body image. 
After the warm-up and creative work phases, the group was 
asked to create collages reflecting themselves. Sevgi, Birgül, 
Nehir, Hale, and Işık titled their collages “Sports Girl and Two 
Birds” (Sevgi), “Family and Being in a Café” (Birgül), “The Wom-
an and the Volcano” (Nehir), “The Photographer Touring the 
City and the Sportswoman” (Hale), and “The Sky Meeting the 
Earth and Swimming” (Işık). These works focused on themes 
describing how their eating problems limited their lives and 
what they wished to change. The following four to five ses-
sions continued to focus on experiences related to body im-
age, dieting difficulties, and eating behaviors.

Formation of Group Cohesion: I and Others

The theme of “self and others in relationships,” introduced 
in the fifth session to challenge participants’ perception 
of being trapped by body image and eating, helped them 
shift their focus outward. In this session, Ela depicted her-
self as “a refrigerator that needs to be filled” and described 
constantly fluctuating between feeling weak and feeling 
overweight in her relationships with others. Birgül illus-
trated a house with a small door in which she was trapped, 
separated by a black line from others on the outside. Işık, 
whose painting was titled “Me and People Without Faces,” 
stated that it represented her perception of being different 
from others (Fig. 1a). Betül depicted herself as a flightless 
bird in a vicious cycle (Fig. 1b), indicating that others lived 
free and fulfilling lives, whereas she experienced a heavy 
and suffocating existence (Figs 1a, b).

Meaning of Symptoms: What Does My Illness Tell Me?

At this stage (third month), the therapist’s semi-structured 
approach, focusing on themes that revealed relational pat-
terns and modes of interaction through artistic expression, 
enabled participants to explore boundaries between them-
selves and others, power and competition-related conflicts, 
and needs for support and safety. The use of art therapy in 
the group process accelerated the development of a healthy 
group dynamic and facilitated group cohesion, both essen-
tial for effective therapy. Participants began to engage with 
each other’s emotions and demonstrated curiosity about 
one another. During this phase, when describing emotions 
associated with their problems, almost all participants iden-
tified anger as the dominant feeling (ninth session), often 
symbolized as a volcano (Fig. 2).

Imaginary Expression of Internal Processes

Themes of aggression toward self and others, inadequacy, 
shame, conflicting attitudes toward sexuality, desire, and 
longing emerged in subsequent sessions. During this pro-
cess, collaborative painting, group mandala creation, and 
sharing common emotions through symbolic meanings of 
artworks contributed to recognizing similarities and differ-
ences and developing insight into relational patterns. From 
the 23rd session onward, participants shifted away from 
focusing on eating behaviors and began exploring differ-
ent representations of the body. Themes of family conflict, 
sexuality, sexual representation of the body, relationships 
with the opposite sex, and temporal perspectives (past 
and future) became prominent, deepening throughout the 
therapy process.

The artworks produced during this stage reflected how partic-
ipants distanced themselves from fears and conflicts embod-
ied in their physical selves. For example, Hale depicted a rope 
wrapped around her body to represent constraints prevent-

Figure 1. (a) Me and people without faces, (b) Flightless bird and vicious circle.

a b
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ing the expression of her desires and fears (Fig. 3a). Ela illus-
trated symbolic representations of replacing food, including 
nightmares of being assaulted by a devil figure and feelings of 
shame related to her father (Fig. 3b) (Fig. 3).

Integration, Separation, and Termination
In the final 10–15 sessions of group art psychotherapy, par-
ticipants demonstrated increased capacity for improvisa-
tion, deeper understanding of symbolic content emerging 

Figure 2. (a) My anger is like a volcano, (b) Volcano and kayak, (c) My 
erupting anger.

a

c

b

Figure 3. (a) I have to tie my body,  (b) My body is full of food in the daytime and scary dreams at night.

a b
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through their artworks, and greater integration of previously 
unaccepted desires and fears into their sense of self, while 
also focusing on future goals. In the 48th session, which in-
volved working with three-dimensional materials, partici-
pants were able to position their bodies upright and tolerate 
observing them, albeit cautiously (Fig. 4).

Discussion
It was observed that long-term psychodynamic-based group 
art psychotherapy conducted with female patients diagnosed 
with eating disorders had a healing effect and improved pa-
tient functioning. The psychotherapy process, in which art 
was used, contributed to enriching the expressions of patients 
who were confined within their symptoms, enabling more cre-
ative and diverse forms of expression and encouraging them 
to confront the fears and desires underlying these symptoms. 
In this study, expressing emotions through artworks and ad-
dressing them therapeutically contributed to increased emo-
tional awareness. Although painting is an individual activity, 
sharing it within the group, recognizing similarities with oth-
ers’ experiences, and receiving support through group cohe-
sion enabled patients to benefit from universality, a key thera-
peutic factor, throughout the process.

Expressing emotions in a group setting through artistic ma-
terials—initially perceived as difficult or even embarrass-
ing—enhanced interaction among members, strengthened 
group cohesion, and deepened the therapeutic process. Par-

ticipants were able to express their emotions and thoughts 
through artistic means, allowing unconscious conflicts to 
become conscious through concrete visual representations, 
thereby facilitating understanding, sharing, and catharsis. Art 
serves as an effective system for the communication of im-
plicit knowledge.[33] According to Malchiodi (2006), art-mak-
ing involves creating, observing, reflecting, and generating 
meaning.[34] Such experiences promote change and insight 
in art-based psychotherapies by providing a creative space to 
contain implicit processes. Sporild and Bonsaksen emphasize 
that group art therapy for patients with eating disorders offers 
various benefits, including providing a platform for expressing 
themes that may remain unarticulated in verbal communica-
tion, thereby facilitating interaction among group members.
[18] The patterns of change observed in this study are consis-
tent with previous findings indicating that long-term art-
based group therapy enhances motivation for recovery and 
emotional integration.[17]

Although participation was limited during the initial ses-
sions, patients gradually became more confident and able 
to express themselves through art therapy, share their fears 
and desires through their artworks, reflect on the impact of 
eating behaviors on their body image, emotions, and rela-
tionships, and develop positive transference toward the 
group. During these sessions, participants openly shared 
maladaptive coping behaviors—such as excessive exercise, 
binge eating, food restriction, and social withdrawal—which 
they commonly used to avoid challenging relational situa-
tions and the expression of anger.

Hopelessness and resistance are among the main challenges 
in treating patients with eating disorders.[35] Therefore, estab-
lishing a cohesive group environment is essential to promote 
cooperation and sustain long-term group psychotherapy. In 
this study, the use of art therapy and the sharing of experi-
ences through artworks facilitated this process by fostering a 
sense of belonging and reducing feelings of isolation. Partic-
ipants reported satisfaction with the group art psychothera-
py process and valued having a safe environment in which to 
express their difficulties. Interaction among group members 
through artworks created a non-threatening dynamic that fa-
cilitated sharing. At the same time, participants gained more 
realistic insights into themselves and others.

Group art psychotherapy and classical treatment approaches 
can be integrated within a multidisciplinary framework in the 
treatment of eating disorders to enhance patients’ self-aware-
ness and enable more effective treatment. By using group 
art psychotherapy, it is possible to strengthen ego structure 
and improve self-perception. Art psychotherapy can increase 
patients’ self-confidence, encourage reintegration into social 
environments, and promote calmer attitudes by providing 

Figure 4. I sing my song.
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a safe and supportive space for self-expression.[14,25,36] In this 
study, patients reported decreased dissatisfaction with life 
and increased engagement in daily activities at the end of 
the art psychotherapy sessions. One of the main goals of art 
psychotherapy is to improve spontaneity by reducing over-
ly controlling attitudes. Participants also reported increased 
spontaneity and flexibility. A positive change in motivation for 
recovery plays a key role in patients with anorexia nervosa.[37] 

Participants were able to express themselves freely and felt a 
sense of belonging to the group, which positively influenced 
their quality of life. Most patients were able to return to their 
university education, which they had previously discontinued.

In this study, the psychodynamic processes emerging during 
art psychotherapy increased information exchange among 
group members and contributed to both medical and hos-
pital-based treatment, supporting the implementation of a 
more holistic treatment approach focused on both the ap-
parent and underlying needs of patients. By moving beyond 
merely treating symptoms, this program enabled the explo-
ration of the individual dynamics underlying eating disorder 
symptoms during the treatment process.

The art psychotherapy process also provides detailed insight 
into the core symptoms of disordered eating behaviors. It 
serves as a therapeutic space capable of addressing patients’ 
obsessive thoughts about eating. Schaverien (1994) empha-
sizes the functional role of painting in art therapy for patients 
with anorexia nervosa, noting that the artwork functions as a 
concrete object for projections of both patient and therapist 
and facilitates a gradual shift from concrete eating-related ob-
sessions toward symbolic use of art materials.[23] Art psycho-
therapy allows individuals to move beyond the “patient” role 
through creative improvisation and to develop more adaptive 
ways of expressing themselves through various self-repre-
sentations. Rehavia-Hanauer (2003) also discussed conflicts 
emerging in art psychotherapy for patients with anorexia ner-
vosa, emphasizing that resistance, desires, dependent object 
relations, internalized negative maternal representations to-
ward the body, and control-related conflicts associated with 
eating behaviors are reflected in artworks.[38]

In this study, group members provided feedback during the 
sharing phase at the end of sessions, where they were able 
to express themselves freely without embarrassment related 
to their illness. Problems such as rigidity, insecurity, and per-
fectionism, which often hindered self-expression, gradually 
decreased throughout the art psychotherapy process as par-
ticipants recognized shared difficulties and developed aware-
ness of these patterns.

Participants demonstrated significant improvements in multi-
ple areas, including self-recognition, insight into the relation-
ship between behaviors and emotional responses, acceptance, 

support, catharsis, and awareness of family relationships, facil-
itated through the therapeutic interaction among therapist, 
group members, and artworks. Additionally, patients’ personal 
resources were strengthened, and their psychosocial and oc-
cupational functioning improved. Art psychotherapies appear 
to offer more than cognitive restructuring and behavioral ac-
tivation, and psychodynamic art psychotherapy not only alle-
viates symptoms but also enhances individual capacities and 
resources.[17,18,39,40]

During treatment and recovery, individuals with eating dis-
orders often struggle to avoid maladaptive behaviors such 
as restrictive eating or excessive exercise while being encour-
aged to engage in challenging behaviors, such as increasing 
food intake. This may lead to resistance. In this context, the 
functional importance of group art psychotherapy becomes 
particularly evident in patients with treatment-resistant eat-
ing disorders. Art psychotherapy provides a space where indi-
viduals can express their problems, representing a critical first 
step toward change and the integration of different aspects of 
the self through artistic expression.

This study has some limitations. Since research on group art 
psychotherapy for individuals with eating disorders in Türki-
ye is primarily limited to case-level studies, comparative data 
were not available. Furthermore, the limited number of long-
term group art psychotherapy studies in the international lit-
erature makes direct comparison difficult. Nevertheless, the 
findings of this study provide valuable data on the application 
of art psychotherapy in eating disorders and contribute to its 
more effective integration into clinical practice.

Limitations and Strengths of the Study

This study was conducted with a small, all-female sample from 
a single clinical center, which limits the generalizability of the 
results. The lack of comparable national data and the limited 
number of long-term group art psychotherapy studies in the 
international literature restricted cross-study comparisons.

Despite these limitations, the study provides a rare and de-
tailed description of a two-year psychodynamic group art 
psychotherapy process for eating disorders. The semi-struc-
tured program, developed based on pilot data and expert re-
view, strengthens the methodological rigor of the study. The 
rich qualitative findings offer valuable insights into symbolic 
expression, emotional awareness, group cohesion, and func-
tional gains, contributing meaningful evidence to a field with 
limited long-term research.

Conclusion
In light of these strengths and limitations, the findings of this 
study should be interpreted within the context of its method-
ological scope. Both the psychopathological features of eating 
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disorders and participants’ illness experiences were examined 
in depth during the group art psychotherapy process, allow-
ing qualitative gains to be evaluated. Specifically, the findings 
indicated the following: First, the symptom-centered focus on 
eating behaviors and body control decreased over time. While 
early sessions were dominated by restrictive eating, binge eat-
ing, excessive exercise, and weight-related preoccupations, 
participants gradually shifted from symptom-focused narra-
tives toward symbolic exploration of emotions, relationships, 
sexuality, and identity. This reduction in symptom salience is 
considered a central marker of recovery in eating disorders.

Second, body image integration and tolerance improved. 
Participants who initially avoided bodily representations or 
depicted the body as fragmented, restricted, or threatening 
became increasingly able to symbolize the body more coher-
ently, tolerate bodily imagery, and engage with three-dimen-
sional body representations without avoidance. This reflects 
improvement in body image disturbance, a core diagnostic 
feature of eating disorders.

Third, emotion recognition and regulation increased. Partic-
ipants demonstrated improved awareness and verbalization 
of emotions such as anger, shame, guilt, and fear—emotions 
that had previously been managed through disordered eating 
behaviors. This suggests reduced reliance on eating disorder 
symptoms as a primary affect regulation strategy.

Fourth, psychosocial and functional recovery was observed. In 
line with established recovery models, improvements in dai-
ly functioning were evident, including return to work or ed-
ucation, increased social participation, and enhanced overall 
functioning.

Fifth, motivation for recovery and engagement with treatment 
increased. Reduced resistance, increased spontaneity, and 
greater willingness to confront previously avoided themes 
(e.g., interpersonal closeness, sexuality, future orientation) 
were observed in later stages of the group process.

The findings showed that participants developed increased 
awareness of both themselves and their illness beginning 
from the first session and demonstrated positive behavioral 
changes throughout the process. Art psychotherapy enabled 
participants to symbolically externalize conflicts related to 
body image arising from eating disorders and to interpret and 
transform these into verbal expressions by providing a safe 
therapeutic space to address their difficulties and functioning. 
At the end of the group art psychotherapy process, partici-
pants’ problems decreased, and their social/professional func-
tioning and work/school performance improved.

As a result, art psychotherapy was effective in helping individ-
uals with eating disorders appropriately channel their internal 
conflicts beyond the body. Based on these findings, several 
recommendations can be made for clinical practice and future 

research. Long-term group art psychotherapy may be consid-
ered a valuable complementary intervention within multidis-
ciplinary treatment programs for eating disorders, particularly 
for patients who demonstrate resistance to verbally oriented 
therapies. Clinicians are encouraged to integrate structured, 
theme-based art psychotherapy approaches to facilitate emo-
tional expression, body awareness, and symbolic processing. 
Future studies may benefit from incorporating mixed-method 
designs, larger and more diverse samples, and standardized 
outcome measures to further evaluate symptom change and 
therapeutic effectiveness over time.
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Decision-making processes in help-seeking following sexual 
violence: A qualitative study

Sexual violence is a traumatic experience for those who en-
dure it. Although women constitute the majority of survi-

vors, sexual violence can also affect children and men. Sexual 
violence refers to any sexual activity carried out without con-
sent through coercion, threats, or physical force, ranging from 
verbal harassment to forced sexual intercourse. Such acts may 
be perpetrated by known or unknown individuals and can 
occur in various settings, including homes and workplaces.
[1–3] In essence, sexual violence involves the violation of bodily 
autonomy and the exertion of power and control over the vic-
tim, regardless of context or relationship.

Global estimates from the World Health Organization indicate 
that approximately one in three women (35%) worldwide 
have experienced physical and/or sexual violence during 
their lifetime, perpetrated by a partner or non-partner. Fur-
thermore, about 30% of women who have been in intimate 
relationships report experiencing physical or sexual abuse by 
their partner.[4] In the United States, one in five women and 
one in 71 men have been raped, with nearly one in ten wom-
en reporting rape by an intimate partner, including forced or 
attempted sexual intercourse.[5] Data from[6] further indicate 
that one in ten men in the United States experience sexual 

Objectives: Sexual violence remains widely underreported, often described as the “tip of the iceberg,” due to survivors’ 
fear, stigma, and uncertainty about seeking help. Although reporting rates in Indonesia have increased, the processes 
through which survivors decide to seek support remain insufficiently understood. This study aimed to explore the de-
cision-making experiences of survivors of sexual violence in seeking help.
Methods: A qualitative descriptive design was employed using purposive sampling. Participants were survivors of 
sexual violence who had sought help and had been screened for post-traumatic stress disorder (PTSD). Data were col-
lected through in-depth interviews and analyzed using thematic analysis.
Results: Seven interrelated themes emerged, including the chronological context of sexual violence experiences, 
survivors’ initial ignorance of sexual violence, multidimensional life changes following trauma, self-denial after sexual 
violence, decision-making processes driven by the refusal to fall into depression, the role of support from trusted indi-
viduals, and survivors’ experiences after seeking help.
Conclusion: This study highlights the complexity of survivors’ help-seeking decision-making and underscores the im-
portance of trauma-informed and culturally sensitive mental health nursing care. Strengthening community education 
on sexual violence, supporting families in responding appropriately to disclosure, and developing targeted nursing 
interventions may facilitate survivors’ recovery and engagement with professional services. Future research should 
further examine factors influencing help-seeking and evaluate the effectiveness of nursing interventions for survivors 
experiencing PTSD.
Keywords: Decision-making; mental health nursing; seeking help; sexual violence survivors
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or physical violence, with more than half of these incidents 
occurring before the age of 25. Despite these figures, fewer 
than 5% of attempted rape and rape cases are reported to law 
enforcement. Underreporting may occur for several reasons, 
including survivors’ uncertainty about whether their experi-
ences constitute sexual violence.[7]

In Indonesia, reported cases of sexual violence reached 
348,448 in 2017, increased to 406,178 in 2018, and rose fur-
ther to 431,471 in 2019. The highest prevalence of violence 
against women was reported in West Java (2,738), Central Java 
(2,525), and DKI Jakarta (2,222). Incest accounted for the larg-
est proportion of cases in the personal domain with 822 cases, 
followed by rape, with 792 cases; sexual intercourse under co-
ercion, 503 cases; sexual abuse, 206 cases; sexual exploitation, 
192 cases; sexual harassment, 137 cases; marital rape with 
100 cases; cybercrime-related sexual violence 35 cases; forced 
abortion 18 instances; sexual slavery and attempted rape one 
case.[8] The increase in reported cases reflects a growing will-
ingness among survivors to disclose their experiences, despite 
the persistence of stigma and negative societal perceptions.

Help-seeking and reporting sexual violence are complex 
processes that often unfold over extended periods. Previ-
ous studies examining the #MeToo movement have shown 
that survivors may eventually disclose their experiences 
when they perceive social support and validation.[9–11] Oth-
er factors influencing reporting decisions include survivor 
and perpetrator characteristics. For example,[12] found that 
survivors under the age of 16 are less likely to report sex-
ual violence, potentially due to limited legal awareness 
and difficulties in interpreting their experiences as crim-
inal acts. Conversely, older survivors who possess greater 
knowledge of sexual violence may be more likely to seek 
help or report incidents. Given the multifaceted nature of 
these influences, examining the decision-making processes 
of sexual violence survivors in seeking help is both timely 
and essential. It is interesting for the researcher to explore 
the decision-making experiences of sexual violence victims 
in seeking help after sexual violence.

Materials and Methods
Study Design

This study employed a qualitative descriptive design to pro-
vide a comprehensive summary of a phenomenon as expe-
rienced by the participants. Descriptive qualitative research 
is characterized by an eclectic use of design and methods 
grounded in a constructivist inquiry framework.[13] This ap-
proach allows researchers to explore participants’ experiences 
directly through in-depth interviews, followed by systematic 
analysis and thematic description of the phenomena under 
investigation.[14]

Participants

Participants in this study were survivors of sexual violence 
who had sought help by reporting the incident to authorities, 
family members, or trusted individuals. All participants had 
experienced more than one incident of sexual violence and 
had been screened for post-traumatic stress disorder (PTSD). 
PTSD screening was conducted using the PTSD Checklist for 
DSM-5 (PCL-5), which had previously been translated and 
validated in Indonesian populations.[15] Participants included 
individuals with mild or no acute PTSD symptoms to ensure 
clinical stability during the interview process.

Sample Size and Rationale

In qualitative descriptive research, sample adequacy is deter-
mined by the information richness of participants’ accounts 
and the point at which additional interviews no longer contrib-
ute meaningfully new insights. Consistent with the concepts of 
information power and thematic saturation, recruitment and 
interviewing proceeded until the developing analysis indicat-
ed that the themes were sufficiently elaborated and repeated 
across accounts, and further data collection was unlikely to 
substantially extend interpretation. As such, the final sample 
(n=5) is presented as adequate for in-depth, experience-fo-
cused qualitative inquiry; however, the findings are intended 
for analytic transferability rather than statistical generalization.
[16,17] The limited number of participants was not the result of in-
adequate recruitment efforts, but rather reflected ethical and 
contextual challenges inherent in sexual violence research. 
Prior to social media recruitment, the researchers attempted 
to collaborate with multiple sexual violence service organiza-
tions and hospitals to identify potential participants. However, 
access was not granted due to institutional confidentiality pol-
icies and concerns regarding survivor protection. Given these 
constraints, alternative recruitment strategies were required to 
ensure participant safety and voluntary engagement.

Data Collection

Participants were recruited via social media using an electron-
ic flyer to increase reach and accessibility for a population that 

What is presently known on this subject?
•	 This qualitative study examines survivors' decision-making processes in 

help-seeking following sexual violence. 
What does this article add to the existing knowledge? 
•	 Seven interrelated themes reveal how chronological context, psycho-

logical responses, and relational factors shape help-seeking decisions. 
•	 Survivors experienced substantial psychological, behavioral, and rela-

tional changes after sexual violence. 
What are the implications for practice?
•	 Recognition of injustice and the desire for recovery emerged as key driv-

ers of decision-making to seek support. 
•	 Findings highlight the critical role of trauma-informed mental health 

nursing care and early education on sexual violence. 
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may be difficult to approach through formal institutions due 
to stigma, privacy concerns, and fear of disclosure. Social me-
dia recruitment was used as a low-threshold entry point that 
allowed potential participants to initiate contact voluntarily, 
thereby supporting autonomy and perceived control. To min-
imize risk, all follow-up communication occurred privately, 
participation was opt-in, interviews were scheduled at the 
participant’s preferred time and platform (Zoom or WhatsApp 
video call), and confidentiality protections were reiterated pri-
or to and during the interview process. Given the sensitivity of 
sexual violence research, we adopted trauma-informed prin-
ciples, including allowing participants to pause or stop the 
interview, avoiding unnecessary probing, and providing in-
formation on support services when needed.[18] It is acknowl-
edged that recruitment through social media may influence 
who feels sufficiently safe to participate and may over-repre-
sent survivors who are digitally connected, have greater readi-
ness to disclose, or have prior help-seeking experiences. These 
methodological implications are addressed in the limitations 
section to enhance transparency.[19]

During recruitment, approximately 10–15 individuals initially 
expressed interest in participating. However, during follow-up 
contact, several potential participants withdrew their consent 
prior to the interview. This withdrawal reflects the emotion-
al complexity of revisiting traumatic experiences, concerns 
about retraumatization, and ongoing issues related to safety, 
trust, and privacy. Ultimately, five participants consented and 
completed the in-depth interviews. This pattern underscores 
the vulnerability of sexual violence survivors and highlights 
how recruitment strategies may shape who feels sufficiently 
safe to participate in research. These considerations are fur-
ther discussed in the limitations section to enhance method-
ological transparency.

Interview Questions and Content

A semi-structured interview guide was developed to ex-
plore survivors' experiences of sexual violence and their de-
cision-making processes in seeking help. A total of five par-
ticipants were interviewed. The interview questions focused 
on participants' understanding of the sexual violence experi-
enced, emotional, behavioral, and psychological changes fol-
lowing the incident, factors influencing decisions to disclose 
and seek help, sources of support, and perceived responses 
after seeking help. Open-ended questions were used to allow 
participants to describe their experiences freely, and probing 
questions were applied when necessary to clarify meanings 
and deepen exploration of relevant issues.

Data Analysis

Data were analyzed using thematic analysis. This method in-
volves identifying patterns of meaning through systematic 

coding and theme development across the dataset. The anal-
ysis followed the six-step framework proposed by:[20] familiar-
ization with the data, generation of initial codes, searching for 
themes, reviewing themes, defining and naming themes, and 
producing the final report.

Following each interview, audio-visual recordings were tran-
scribed verbatim. The researcher repeatedly reviewed the 
transcripts while listening to the recordings to ensure accu-
racy and immersion in the data. Meaningful units of text were 
highlighted and assigned initial codes representing key ideas. 
Codes with similar meanings were then grouped into broad-
er categories, from which themes were developed. The final 
themes were refined through iterative comparison across 
transcripts and subsequently presented in the results section.

Trustworthiness

To ensure rigor and trustworthiness, this study adhered to es-
tablished criteria for qualitative research,[21] including credibil-
ity, dependability, confirmability, transferability, and authen-
ticity. Credibility was enhanced through repeated transcript 
checking and comparison with audio recordings and field 
notes. Dependability was supported by involving addition-
al researchers who audited the research process, including 
problem formulation, data collection, analysis, and validation 
procedures. Confirmability was ensured by maintaining trans-
parent documentation of transcripts, field notes, and thematic 
analysis tables, which were reviewed and discussed collabora-
tively among the research team. Transferability was support-
ed through detailed and systematic reporting of the research 
context and findings, enabling readers to assess applicability 
to similar settings. Authenticity was addressed by presenting 
participants' experiences in rich, descriptive narratives that 
accurately reflect their lived experiences.

Ethical Considerations

All research procedures were conducted in accordance with 
ethical principles for research involving human participants. 
Prior to data collection, participants were provided with de-
tailed information about the study’s purpose and procedures 
and gave informed consent. Participant autonomy, confiden-
tiality, and non-maleficence were strictly maintained through-
out the study. Ethical approval was obtained from the Ethics 
Committee of Universitas Indonesia (ethical clearance num-
ber: 163/UN2.F12D1.2.1/PPM2021), confirming that the study 
met established ethical standards and was deemed appropri-
ate for implementation.

Results
Five survivors participated in this study (age range 20–47 
years), including both women and men. Participants report-
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ed experiences of rape, attempted rape, sexual abuse, and 
rape involving alcohol. Two participants experienced sexual 
violence during childhood or school-age years, whereas three 
first experienced sexual violence in adulthood. Most perpe-
trators were individuals known to the participants, such as 
friends or family members. Participant characteristics are sum-
marized in Table 1. To protect confidentiality and minimize the 
risk of identification, only essential demographic information 
was collected and reported.

Themes

This study develops seven essential themes, including the 
chronological context of sexual violence experiences, the 
victim’s ignorance of sexual violence, life changes following 
sexual violence, self-denial after trauma, refusing to fall into 
depression as a driver of decision-making, finding support 
from trusted individuals, and positive responses received after 
seeking help. Each theme will be explained below.

Theme 1: When It Began – The Chronology of Sexual 
Violence Experiences

Participants described sexual violence experiences occurring 
at different stages of life, ranging from childhood to adult-
hood. Several participants reported that the first incident oc-
curred during their elementary school years, whereas others 
experienced sexual violence during adolescence or young 
adulthood. The age at first exposure was analytically signifi-
cant, as participants who experienced sexual violence in child-
hood described limited understanding of the event at the 
time and only later recognized it as sexual violence.

“It happened when I was in elementary school, in second or 
third grade, so I only remember it from when I was little.” (P1)

“It was about a year ago, just before COVID, it was late 2019 or 
early 2019, something like tha.” (P2)

“Hmm, I was 9 years old at the time.” (P3)

“I think it happened in October 2020.” (P4)

“It occurred several years ago, I think around five years ago if 
I’m not mistaken.” (P5)

The incidents occurred within routine daily contexts, includ-
ing daytime, nighttime, and weekends.

“That’s where it usually happens during the day.” (P1)

“Where it all started. I happened to be there on the weekend, 
on Saturday.” (P2)

“At first, when it was nighttime, he liked to go to the bed-
room.” (P3)

Perpetrators were consistently described as individuals known 
and trusted by participants, such as friends, close peers, or 
family members. This familiarity contributed to confusion, 
disbelief, and delayed recognition of the violence, particularly 
when the perpetrator was perceived as a sibling-like figure or 
a trusted adult.

“There was a boy who lived next door to my house, a friend 
of my brother’s. He was a year or two older than my brother. 
When I was in third grade, my brother was in seventh grade, 
so he was in eighth or ninth grade.” (P1)

“When I was in college, I had a best friend on campus, so we 
were part of a group, he considered my brother like a real 
brother, there was no such thing as linking him.” (P2)

“The perpetrator was my uncle.” (P3)

Sexual violence frequently took place in private or familiar 
settings, including homes, bedrooms, workspaces within the 
home, or vehicles—spaces initially perceived as safe. Situa-
tional factors such as being alone, lack of supervision, and lim-
ited ability to seek immediate help heightened participants’ 
vulnerability at the time of the incidents. These chronological 
and contextual elements shaped participants’ early respons-
es to the violence and influenced subsequent psychological 
reactions, disclosure patterns, and help-seeking trajectories.

“He liked to take me to the back room of my father’s office to 
draw pictures, so that’s where it happened. So, in my dad’s of-
fice, which was in the back room, was usually where my dad 
worked.” (P1)

“At that time, I played at his house because it was close by, 
and his parents told me to come and play because it was close 
to my boarding house, so his parents went to work, and his 

Table 1. Participants characteristics

Code Participants Information Perpetrator relation with 
the victim

Type of sexual violence Time of occurrence PTSD 
score

P1 23 years old, female, single Friend Rape Elementary school (grade 
2 or 3)

53

P2 27 years old, female, single Friend Attempted rape At the beginning/ the end 
of 2019

59

P3 47 years old, female, widow Uncle Sexual abuse Nine years old 17

P4 20 years old, male, single Newly acquainted individuals Rape with alcohol October 2020 41

P5 28 years old, male single Newly acquainted individuals Sexual exploitation Five years ago, 39



17Hasibuan, Help-seeking after sexual violence / dx.doi.org/10.14744/phd.2026.53496

older sister happened to invite her younger sister to go to the 
salon together. And coincidentally, our friend, for some rea-
son, didn’t show up that day.” (P2)

“At first, he would go to my bedroom at night, I couldn’t lock 
the door because I wasn’t sleeping alone, I slept with his child, 
my cousin. I don’t know why I couldn’t lock the door back 
then.” (P3)

“I remember the incident at my boarding house, at that time I 
was under the influence of alcohol.” (P4)

“At that time, I remember being taken to the back of the 
house, where there were bushes.” (P5)

Theme 2: The Victim’s Ignorance of Sexual Violence

The victim’s ignorance of sexual violence is seen in the victim’s 
responses to experiencing sexual violence, the victim’s inabil-
ity to fight back, and the victim’s unawareness of the sexual 
violence incident. The victims’ responses when experiencing 
sexual violence differ from each participant, as shown in the 
following statements.

“I was quiet; I also do not know why I am quiet. There’s noth-
ing I can do even to fight back; there’s nothing I do.” (P1)

“I was angry; I fought back, but honestly, because it took too 
long to fight him and he kept fighting with me, I became in-
creasingly unable to fight; even when I gave up, just to stand 
up, I couldn’t, I wanted to fall.” (P2)

“Maybe, I want to refuse, but I can’t.” (P4)

The victim’s inability to fight back is explained in the following 
statements.

“Our life depends on him, so she (the trusted person) (the par-
ticipant was silent for a moment) she can do nothing.” (P3)

“The lust is there, especially if someone has been influenced 
by alcohol like that.” (P4)

“Yeah, I was a teenager, so with a little seduction, then I want.” 
(P5)

The following statements describe the victim’s unawareness 
of the sexual violence incident.

“I didn’t know, so I am not aware of it.” (P1)

“Actually, I am confused whether it is included in the (sexu-
al) harassment or just (sexual) abuse because I am confused 
about what makes them different and what makes them the 
same, I am confused.” (P2)

“Because I was still a kid, and at that age, kids didn’t know 
sexual education.” (P3)

Theme 3: Life Changes in All Aspects After Sexual 
Violence

The changes after sexual violence occur in all aspects of the 
victim’s life, such as the physical, behavioral, and psychologi-

cal changes experienced by the participants after they experi-
enced the rape incident. They find it difficult to sleep and eat, 
are unfocused, sick, and even infected with HIV. This is demon-
strated in the following statements:

“Sometimes at night, I think about it (sexual violence inci-
dent), so it makes it difficult to sleep.” (P1)

“Because, when I am working, I feel like my life is everywhere, 
not focused. Then I go home, work again, and so on. And 
when someone invites me, I always don’t want to, always 
can’t, always refuse.” (P2)

“I don’t dare to sleep.” (P3)

“I don’t like to eat.” (P4)

“After that incident, on January 23, I did a test for HIV. I got the 
result on January 28 or 29, and it was positive.” (P4)

Behavioral changes also occur in the participants, as stated in 
their statements:

“From that moment, I became less confident.” (P1)

“I’m a bit more introverted, keeping myself busy. I prefer to 
learn to take my mind off things that make me stressed.” (P1)

“I was really depressed, very depressed; it can be said that for 
almost a year, I didn’t open up to people. I just worked and 
went home.” (P2)

Psychological changes are also experienced by the victims, 
where they blame themselves, get angry, cry, introspect, and 
feel broken. This is explained with the following statements:

“I am more blaming myself and feel embarrassed, but the 
worst thing is I am blaming myself.” (P1)

“I had time to blame myself; at that time, I was so close to that 
person, am I too flirty?” (P2)

“So, whether I want to believe it or not, maybe there is some-
thing from us (the victims), I don’t know whether it’s true or 
not, we feel that there is ‘something wrong with me, is there 
a magnet that makes me like this, is there something wrong 
with myself until I was made like this?” (P3)

“The feeling, broken and wondering, why should it be me, 
why me, while your friends that are together with you, why 
not them? Why me?” (P4)

Theme 4: Self-Denial After Sexual Violence

The ongoing impact experienced by the victims makes them 
deny themselves, where they refuse to remember the sexual 
violence incident and are overshadowed by the sexual vio-
lence experience. This is stated in the following statements:

“There is something that makes me feel disgusted with my-
self.” (P2)

“I can’t serve sexually well because of the impacts from this 
sexual abuse.” (P3)
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“While hiding this one, I try not to overthink about it, by keep-
ing myself busy. When someone is working, I’m working too, 
with the hope I could forget the incidents.” (P5)

All participants experience the feeling of being overshad-
owed by the sexual violence experience. This is stated in the 
following statements:

“I don’t know, what I feel is still scared when I meet that broth-
er.” (P1)

“If it is said PTSD, maybe it’s because of the perpetrator.” (P1)

“Even to share like this, I’m fluttering, flutter to remember the 
incidents.” (P1)

“For example, like yesterday, suddenly we must remember 
that incident, it can suddenly burst into tears.” (P2)

“Even to share with this one, seriously, I’m shaking.” (P2)

“My mental is affected, so I have anxiety, I have severe anxiety, 
I’m easy to get panic and anxiety.” (P3)

“So, right now, I feel like there is a trauma if there is someone 
who comes close.” (P4)

“I’ve tried suicide and wanted to try; it looks like the scars are 
still there (the participant showed the scars from the suicide 
attempt she did on her left hand), so I cut my hand when I was 
alone at home.” (P1)

“If the self-destructive actions, such as punching the wall, if 
I’m angry, I bite my hand until it hurts, I kick the door until I’m 
bruised, something like that happens several times.” (P1)

Theme 5: Refusing to Fall into Depression as a Driver of 
Decision-Making

The victim’s decision-making in seeking help occurs when 
they refuse to become down, encouraging them to seek help. 
The desire to recover and a feeling of being treated inappro-
priately make them refuse to fall into depression. The partici-
pants express this through the statements below.

“I want to heal; I want to be strong.” (P1)

“How about my future, how will I have a boyfriend, what do 
I need to do, is there a person that accepts me as I am, then 
do I need to tell this to the family, what …. (the participant 
stopped for a while) wait (the participant looked up and took 
a deep breath, the voice trembles) what will happen if I tell 
this to the family, even if later on I have a boyfriend, was it 
before… previously started a serious relationship, or later on 
I and he talk first, or after I believe first then I talk, how.” (P1)

“I want to stay in my bedroom all day long; I won’t let my 
sadness linger, so I don’t like men. I’m working too because 
I always work in the IT field, which is generally men. If I make 
it too much, too instilled, no man can be trusted at all in this 
world. If that is the case, I cannot move forward in my job. 
Also, I cannot progress in my daily life; I will not be able to 
move forward, even if I cannot have a boyfriend.” (P2)

“Disturbed, the first one is disturbed, disgusting, and dis-
turbed.” (P3)

“Because I’m the type of person who can’t keep this to myself, 
I’ll be sure to share, whether it is in a few months, a few days, or 
a few weeks. Even now, if I want to share with people, it’s ok. If 
you want to tell anyone, it’s ok, so that’s why I shared with my 
cousin because I believe in her, she will not say to anyone.” (P4)

“During that time, it became a burden, remembering the 
thing that was done, oh yes it’s wrong, how’s the solution, do I 
have to be quiet and keep it hidden, do I need to tell a person 
that I believe when I have the decision and courage to share, 
finally I shared, more or less after two years, there was cour-
age to share because during that time I kept thinking, how 
is this, should this be kept by myself or shared with someone 
that I feel I believe.” (P5)

The feeling of being treated inappropriately becomes one of 
the facts that the victims understand about the incident expe-
rienced. This is also one of the reasons why the victims finally 
decided to seek help. This is stated in the statements below.

“So, after that, that lesson, I was devastated, more stressed 
because I thought it had happened because I had dreamed 
about it several times.” (P1)

“In my opinion, it’s almost the same as rape, there was no one 
there, and I didn’t want it.” (P2)

“I started to feel something is wrong after he threatened.” (P3)

“Now it’s the victim who is harmed, because we who were 
healthy, now we must follow therapy for the rest of our lives.” 
(P4)

“I feel like it is something wrong, and I think he just wants the 
fun things, and it’s just nonsense, just nonsense.” (P5)

Theme 6: Finding Support from the Closest People

The closest and trusted person is one of the supports sought 
by the victims in seeking help and being the first to hear the 
story or report. This is shown in the following statements:

“Finally, I talked to my senior because I cried until it was like 
she was scared, and she asked, ‘What is wrong with you? Why 
are you crying like that?’ She brought me from the bathroom, 
then moved me to the bedroom.” (P1)

“Finally, I shared with a woman, but she is so far, she moved to 
Solo, so we just share virtually.” (P2)

“I told my grandmother.” (P3)

“With my cousin, I shared all the incidents that I experienced 
in that boarding house.” (P4)

“The first time I shared was with a friend; he is a best friend, 
not just a friend.” (P5)

The closeness of the victim with the person they first told in-
fluences the victim in seeking help.
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“The one who ordered me to consult is my best friend.” (P1)

“Because of all of them, I’m also close to her. I can’t stop myself 
from talking.” (P2)

“Because my grandma and I are so close, so I talk about every-
thing to her.” (P3)

“So, with my cousin, I talked to her in February, why I could 
share with her, because she knows my position, she knows 
what my family is like.” (P4)

“A best friend, and he is trusted, can be accounted for what 
I tell, will not be said to anyone. I’ve also told a lot, starting 
from the small things until that incident, and I tell him he can 
keep the secret.” (P5)

Theme 7: Positive Responses Received After Seeking Help

The victims' positive responses after seeking help can be seen 
from the acceptance of the closest people and the victims’ feel-
ings after they seek help. This is shown in the statements below:

“So, their acceptance of me makes me feel that they still ac-
cept me even with my current condition. That acceptance 
made me calmer, and at that time, I knew that I needed ac-
ceptance; I needed acceptance. At that time, finally, I knew 
that I needed acceptance.” (P1)

“There is no judgment too, it’s more like, ‘Are you ok? But you 
are ok, right?’” (P2)

“Finally, my cousin brought me to a psychologist.” (P4)

“After I shared this with that person, he gave advice; he said, 
‘Ok, don’t overthink about it, what has already been done, 
just let it go, now it’s time to change, don’t let that incident 
happen again.’” (P5)

The victims feel the feeling of relief; this is stated in their state-
ments:

“After I shared until I felt sick, it turns out it is relieving.” (P1)

“When I shared with this older sister, even if it’s only a short 
time, I felt more relief.” (P2)

“There is still a person who cares for me, there is still a person 
who can accept me no matter what and doesn’t stay away 
from me, so it doesn’t burden me too much; there is a person 
I can share with.” (P4)

“It is very relieving; it turns out I didn’t choose the wrong per-
son to share with me my bitter life experience.” (P5)

DISCUSSION

Theme 1: When It Began – The Chronology of Sexual 
Violence Experiences

The findings of this study highlight the importance of un-
derstanding the chronological context of sexual violence ex-
periences in shaping survivors’ psychological responses and 

help-seeking trajectories. Consistent with previous research, 
participants who experienced sexual violence during child-
hood reported limited capacity to interpret the experience as 
violence at the time it occurred, which contributed to delayed 
recognition and prolonged silence.[22,23] Early exposure to sex-
ual violence has been associated with disruptions in cognitive 
and emotional development, increasing vulnerability to long-
term psychological distress.

The timing and situational context of the incidents further il-
lustrate that sexual violence often occurs within ordinary daily 
settings rather than extreme or overtly dangerous situations. 
Similar findings have been reported in prior studies indicating 
that sexual violence frequently takes place in familiar environ-
ments and is perpetrated by known individuals, which com-
plicates survivors’ ability to resist, disclose, or seek immediate 
help.[24,25] The presence of trust and emotional closeness with 
perpetrators may intensify confusion, self-blame, and disbe-
lief, particularly among survivors who initially perceived the 
relationship as safe.

These findings also support evidence that the age at first ex-
posure to sexual violence plays a critical role in shaping survi-
vors’ later help-seeking behaviors. Survivors who experienced 
violence during childhood often require extended periods to 
reinterpret the experience as unjust and harmful, which may 
delay disclosure and engagement with professional support 
services.[12,26] In contrast, survivors who experienced sexual vi-
olence in adulthood may demonstrate greater awareness of 
the violation but still encounter substantial emotional and re-
lational barriers to seeking help.

From a mental health nursing perspective, recognizing the 
chronological and contextual dimensions of sexual violence is 
essential for delivering trauma-informed and developmental-
ly sensitive care. Nurses working with survivors should assess 
not only current symptoms but also the timing of trauma ex-
posure and relational context in which the violence occurred. 
Understanding these factors can inform individualized inter-
ventions, facilitate empathetic communication, and support 
survivors’ meaning-making and recovery processes.[18,27]

Theme 2: The Victims’ Ignorance of Sexual Violence

When the sexual violence occurred, participants described 
varied immediate responses, including remaining passive, at-
tempting to resist, feeling disturbed, and being unable to re-
fuse. These reactions can be understood within the framework 
of tonic immobility, a catatonic state characterized by muscu-
lar rigidity or hypotonia, trembling, reduced vocalization, an-
algesia, and diminished responsiveness to external stimuli.[28] 
Tonic immobility has been widely reported among survivors 
of rape and sexual violence and often manifests as an inability 
to resist or respond despite internal distress. Consistent with 
previous research, participants in this study described being 
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unable to fight back or refuse the perpetrator’s actions.[29] Al-
cohol use by perpetrators also contributed to vulnerability, 
as described by one participant. According to,[24] perpetrators 
may engage in sexual violence when they perceive reduced 
accountability for their actions, particularly in contexts involv-
ing substance use.

These reactions contributed to survivors’ delayed help-seek-
ing, as many participants initially did not recognize their ex-
periences as sexual violence. Feelings of confusion, lack of 
understanding, and difficulty distinguishing between sexual 
harassment, abuse, and rape were common. This is in line with 
research by,[9] who reported that some survivors, particularly 
those who experienced sexual violence at a young age, strug-
gled to label their experiences accurately. Similarly,[23] found 
that delayed recognition of sexual violence often complicates 
later meaning-making and disclosure. In the present study, 
participants who experienced sexual violence during child-
hood required considerable time to interpret and acknowl-
edge the incident as rape, which influenced their silence and 
inability to resist at the time of the event.

Theme 3: Life Changes in All Aspects After Sexual 
Violence

This study identified significant life changes across physical, 
behavioral, social, and psychological domains following sexu-
al violence. Participants reported sleep disturbances, appetite 
loss, difficulty concentrating, illness, and, in one case, HIV in-
fection. These findings are consistent with prior studies indi-
cating that survivors of sexual violence are at increased risk 
of physical health problems, including sexually transmitted 
infections.[2,24,30] This aligns with studies from,[31,32] which found 
that the impact of sexual violence on women is that the victim 
becomes challenged to concentrate, often daydreams, and 
has an empty mind.

Behavioral and social changes were also evident, including so-
cial withdrawal, reduced self-confidence, and difficulties form-
ing relationships, particularly with men. These findings align 
with previous research showing that sexual violence can dis-
rupt survivors’ sense of safety and trust, especially when the 
perpetrator is a known and trusted individual.[33,34] The betray-
al of trust inherent in such experiences often leads survivors 
to generalize fear and avoidance toward others who resemble 
the perpetrator, thereby affecting social functioning.

Psychologically, participants described intense self-blame, 
anger, sadness, and feelings of brokenness. These emotional 
responses have been widely documented among survivors 
of sexual violence and are associated with long-term men-
tal health consequences, including depression and anxiety.
[31,32,34–36] Persistent self-blame, in particular, may exacerbate 
psychological distress and contribute to the development or 
maintenance of post-traumatic stress symptoms.

Theme 4: Self-Denial After Sexual Violence

Self-denial emerged as a central theme reflecting the ongoing 
psychological burden experienced by participants following 
sexual violence. Survivors described avoiding memories of 
the incident, experiencing intense self-disgust, engaging in 
sexual avoidance, and struggling with anxiety, depression, 
and post-traumatic stress symptoms. In extreme cases, partic-
ipants reported self-harm and suicide attempts, underscoring 
the profound impact of the trauma.

Survivors’ avoidance of intimacy and persistent self-blame 
contrasts with studies suggesting that some survivors engage 
in high-risk sexual behaviors following sexual trauma.[37–39] This 
divergence highlights the importance of sociocultural context 
in shaping post-trauma responses.

Participants’ experiences of self-denial, shame, and sexual 
avoidance cannot be understood solely as individual psycho-
logical responses to trauma. These experiences are also shaped 
by broader sociocultural and religious norms that frame sexu-
ality as taboo, morally regulated, and closely tied to personal 
worth and family honor. Within such contexts, survivors may 
internalize blame and perceive themselves as morally com-
promised, intensifying self-denial and avoidance of intimate 
relationships. Rather than facilitating disclosure, these norms 
may reinforce silence and emotional suppression, particular-
ly when sexual violence is perpetrated by trusted individu-
als. Anticipated stigma, fear of victim-blaming, and concerns 
about social judgment may delay disclosure and professional 
help-seeking, thereby prolonging psychological distress.[25,27]

Consistent with previous research, many participants in this 
study exhibited symptoms indicative of PTSD, including intru-
sive memories, avoidance, heightened anxiety, and emotional 
numbing.[2,24,32,38,40,41] In severe cases, self-harm and suicide at-
tempts were reported, reflecting the compounded effects of 
trauma and persistent self-blame. These findings reinforce the 
critical need for trauma-informed mental health interventions 
that address both psychological symptoms and the sociocul-
tural contexts that shape survivors’ recovery trajectories.[24,31,42]

Theme 5: Refusing to Fall into a Depression as a Driver of 
Decision-Making

Participants' decisions to seek help were often driven by a 
conscious refusal to remain overwhelmed by psychological 
distress. The desire to recover and a growing recognition that 
the experience was unjust and harmful motivated survivors 
to reconsider silence and seek support. According to,[26] be-
fore the survivors seek help, they label the action as a criminal 
act; the existence of motivational factors and understanding 
of the incident ultimately enables the survivors to mark the 
action as a crime and finally decide to seek help. In this study, 
the survivors were motivated or had reasons to seek help. The 
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survivors' motivation includes the desire to recover, the un-
derstanding of the sexual violence experienced, and the feel-
ing of being treated inappropriately.

In this study, labeling the experience as sexual violence re-
quired time and reflection, particularly in contexts where rape 
culture and victim-blaming narratives are prevalent.[22] Survi-
vors described prolonged internal deliberation, questioning 
whether the incident should be disclosed or kept hidden. 
Once survivors recognized the injustice of the act and its long-
term impact on their lives, the desire for recovery outweighed 
fear and hesitation.

The survivors seek help after being sure that the sexual vio-
lence experienced is a criminal act. This aligns with the theory 
[26] that before the survivors seek help or report the incident, 
they label it as a criminal act. In this study, the factors that led 
survivors to decide to seek help were the desire to recover and 
the feeling of being treated inappropriately. Research[43] stated 
that the factors motivating survivors to report sexual abuse 
are deep psychological pressure, the desire to prevent more 
victims, and receiving effective responses from the authorities.

In their research,[44] stated that the seriousness of the crime 
would affect the survivor’s decision to report the criminal act 
experienced; the greater the losses suffered, the more likely 
they are to seek help. In this study, the survivors felt aggrieved 
by the actions of the perpetrator, questioning their future, feel-
ing disturbed, and burdened by their own minds. These factors 
led the survivors to believe that the rape they experienced was 
a severe criminal act, ultimately prompting them to seek help.

Theme 6: Finding Support from the Closest People

In this study, the survivors sought support from a trusted person, 
someone they knew, had a close relationship with, and chose as 
their helper. Talking about or seeking help is one way for others 
to stop victimization. In their study,[45] stated that victims want to 
share their experiences because they have a close relationship 
with someone, receive emotional support, and have an under-
standing of the facilities that support the survivors.

When the survivors seek help or talk about the incident, they 
choose a trusted person. In this study, the survivors told or 
sought help from a trusted person.[46] stated that victims 
would reveal the sexual abuse they experienced to their trust-
ed peers. These people motivate them to talk to their parents 
or professionals. In this study, participants shared their expe-
riences with a trusted person; for instance, one participant’s 
friend suggested she seek counseling to get treatment for her 
mental health. Trust from others is an essential aspect of the 
process, as it helps the survivors tell or seek help. The trust giv-
en can enable the survivors to pass this process well. Victims’ 
hesitation in telling or seeking help may result in delays in re-
ceiving mental health services.[46]

Theme 7: Positive Response Received After Seeking Help

The results of decision-making in seeking help received by 
the survivors can be seen from the helper’s actions and the 
survivor’s feelings after deciding to seek help. The helper ac-
cepts the condition, does not judge, takes the survivor to a 
psychologist, and gives advice; these responses are positive 
responses that the survivors receive, and the feelings felt af-
ter telling the incident experienced can help the survivors in 
their recovery process. This study received both positive and 
negative responses from the survivor’s helper. In two partici-
pants, the helper gave positive responses, which helped the 
survivors in the recovery process. Unlike other participants, 
the survivor’s helper was shocked and asked not to report the 
incident to others.

In their research,[9] also found the theme of the closest per-
son’s responses after the survivors shared their experiences of 
sexual violence. The helper responds positively, supports, and 
loves them. When the survivors receive support, it helps them 
shift negative thoughts to positive ones. This support helps 
survivors form coping strategies and become more coura-
geous in living their lives.[35]

Strengths and Limitations

This study provides an in-depth description of how survivors 
of sexual violence navigate the decision-making process to 
seek help, including the progression from limited early recog-
nition to disclosure and perceived outcomes after help-seek-
ing. The inclusion of both women and men and the use of 
participants’ verbatim accounts strengthen the credibility of 
the findings. Several limitations should be considered. First, 
the sample size (n=5) and purposive recruitment support 
depth rather than representativeness; therefore, findings 
should be interpreted as transferable to comparable contexts 
rather than generalizable. Second, recruitment through social 
media may have introduced self-selection bias by preferen-
tially reaching survivors who are digitally connected and feel 
sufficiently safe and ready to disclose, potentially under-rep-
resenting individuals with higher safety concerns or limited 
access to online platforms. Third, although we provided basic 
participant characteristics, richer sociodemographic details 
(e.g., education, socioeconomic context, and religious/cultur-
al background) could further enhance contextual interpreta-
tion; future studies should incorporate these elements while 
maintaining confidentiality. Finally, while cultural and reli-
gious norms emerged as relevant to shame, self-blame, and 
disclosure, the present design did not aim to systematically 
compare these influences across diverse subcultures; future 
research could explicitly examine how socioreligious norms 
shape sexual self-concept, disclosure pathways, and engage-
ment with professional services.
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Conclusion
This qualitative study elucidates the complex decision-mak-
ing processes of survivors of sexual violence in seeking help, 
highlighting how meaning-making, emotional struggle, and 
social context intersect over time. Drawing on the lived expe-
riences of five survivors, the findings reveal that help-seeking 
is not a single event but a gradual and often prolonged pro-
cess shaped by limited early recognition of sexual violence, 
profound psychological and behavioral changes, and per-
sistent self-denial following trauma.

Across participants’ narratives, the transition toward 
help-seeking emerged when survivors began to reframe their 
experiences as unjust and harmful, alongside a growing de-
sire for recovery and self-preservation. The presence of trusted 
individuals and the receipt of non-judgmental, supportive re-
sponses played a critical role in facilitating disclosure and en-
gagement with professional assistance. These findings were 
synthesized into seven interrelated themes encompassing 
cognitive, emotional, and relational dimensions of post-trau-
ma decision-making.

Overall, this study underscores the importance of trauma-in-
formed and culturally sensitive mental health nursing practic-
es that acknowledge the delayed and nonlinear nature of sur-
vivors’ help-seeking trajectories. By illuminating the processes 
through which survivors come to seek support, the findings 
contribute to a deeper understanding of post–sexual violence 
recovery and provide an empirical foundation for strength-
ening nursing interventions, early sexual violence education, 
and survivor-centered mental health services.

Implications and Future Directions

The findings of this study highlight the need for mental 
health services to adopt trauma-informed and survivor-cen-
tered approaches when working with individuals who have 
experienced sexual violence. Mental health nurses play a piv-
otal role in recognizing the delayed and nonlinear nature of 
survivors’ help-seeking processes, particularly among those 
who initially struggle to label their experiences as sexual 
violence or who experience intense shame and self-blame. 
Nursing care should therefore prioritize emotional safety, 
non-judgmental communication, and psychoeducation that 
explicitly addresses myths surrounding sexual violence, con-
sent, and responsibility.

In addition, nurses are well-positioned to provide family-fo-
cused education by guiding family members on appropri-
ate responses when survivors disclose their experiences. 
Supportive, validating, and non-blaming family reactions 
may reduce survivors’ psychological distress and facilitate 
engagement with professional mental health services. 
Community-based sexual violence education, delivered 

in culturally sensitive ways, is also essential to increase 
public understanding, reduce stigma, and promote early 
help-seeking behaviors.

Future studies are encouraged to explore factors that influ-
ence survivors’ decisions to seek help using broader and more 
diverse participant characteristics, including variations in age, 
sociocultural background, and pathways to disclosure. Given 
that not all survivors feel safe or ready to speak openly about 
their experiences, alternative recruitment strategies and 
mixed qualitative approaches may help capture underrepre-
sented perspectives.

Further research is also needed to examine the effective-
ness of specific mental health nursing interventions—such 
as trauma-focused psychoeducation, supportive counseling, 
and family-based interventions—in reducing post-traumat-
ic stress symptoms and strengthening survivors’ coping and 
recovery processes. Longitudinal and intervention-based de-
signs would be particularly valuable in clarifying how nursing 
care can support sustained recovery following sexual violence.
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Effect of psychiatric nurses' counseling on exercise behavior 
in individuals diagnosed with psychiatric disorders: 
A transtheoretical model-based randomized controlled trial

On average, life expectancy is reduced by about one to two 
decades in individuals diagnosed with psychiatric disor-

ders.[1–3] This disparity is largely attributed to adverse lifestyle 
behaviors such as social exclusion, alcohol consumption, and 
smoking, as well as negative physical health behaviors, includ-

ing obesity, inadequate nutrition, lack of exercise, and sleep 
disorders.[4–6] Antipsychotic medications contribute to met-
abolic disturbances (e.g., increased lipid levels and impaired 
glucose regulation), thereby compounding the elevated car-
diovascular risk observed in people with psychiatric disorders.

Objectives: Insufficient physical activity, which is one of the unhealthy lifestyle behaviors, is more common in individ-
uals diagnosed with psychiatric disorders. This experimental study aimed to examine the effect of psychiatric nurses’ 
counseling role on improving exercise behavior in individuals diagnosed with psychiatric disorders through the TTM 
framework.
Methods: This randomized controlled trial, with pretest, posttest, and follow-up assessments, included 61 patients 
from a community mental health center (intervention, n=30; control, n=31). The study data were collected using the 
“Information Form”, “Exercise Change Stages Scale”, “Exercise Processes of Change Scale”, “Exercise Self-Efficacy Scale”, 
and “Exercise Decisional Balance Scale”.
Results: The proportion of participants in the "preparation" phase after the intervention increased (n=15, 48.4%) in the 
intervention group, while the rate of participants in the "preparation" phase remained the same in the control group 
(n=8, 26.7%). The intervention group showed increases in the “Exercise Self-Efficacy Scale” and “Exercise Decisional Bal-
ance Scale” pros scores from baseline to post-intervention, with these gains persisting at follow-up. As a result, it was 
observed that the counseling role of psychiatric nurses through the Transtheoretical Model was effective in improving 
exercise behavior and physical health conditions of individuals diagnosed with psychiatric disorders.
Conclusion: The counseling role of psychiatric nurses based on the Transtheoretical Model has been found to be ef-
fective in improving exercise behavior among individuals diagnosed with psychiatric disorders, thereby reducing risks 
associated with physical illnesses. Additionally, the findings suggest that Transtheoretical Model-based counseling can 
be effectively utilized in the independent practices of psychiatric nurses, thereby strengthening their counseling role.
Keywords: Counseling; exercise; individuals diagnosed with psychiatric disorders; physical health; psychiatric nursing; 
transtheoretical model
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[5,7] Furthermore, the sedative effects of antipsychotic medica-
tions, along with the negative symptoms of psychosis, signifi-
cantly diminish patients’ ability and motivation to engage in 
physical exercise.[4,8,9]

Depressive symptoms, diminished self-confidence, and ten-
dencies toward social isolation can lead to reduced physical 
activity in individuals diagnosed with psychiatric disorders.[1,4] 
However, regular exercise programs have been shown to miti-
gate these symptoms and enhance overall physical health. Ev-
idence from systematic reviews shows that exercise interven-
tions are effective for schizophrenia populations and confer 
measurable physical and mental health benefits.[10] In research 
conducted by Bailey et al., patients with psychosis were found 
to recognize the importance of reducing sedentary behaviors, 
but increasing physical activity was not always their primary 
concern.[7] Nevertheless, counseling interventions that en-
courage regular physical exercise are associated with mean-
ingful mental and physical health benefits.

In an era of widespread access to information, the main obsta-
cle to improving the life expectancy of individuals diagnosed 
with psychiatric disorders is the gap between knowledge and 
implementation. Addressing this gap requires prioritizing evi-
dence-based interventions. The World Health Organization[11] 
has emphasized that best practice recommendations incorpo-
rating a person-centered approach and effective management 
of physical healthcare are essential in bridging this implementa-
tion gap. Through their counseling responsibilities, psychiatric 
nurses can implement various interventions, such as support-
ing patients and their families, offering advice and teaching 
behavioral change strategies, as well as sharing essential 
health-related information. The Transtheoretical Model (TTM) is 
one of the most commonly employed frameworks for concep-
tualizing and supporting health behavior change. Developed 
by James Prochaska and Carlo DiClemente,[12] the TTM concep-
tualizes behavior change as a process rather than an outcome. 
It emphasizes the necessity of stage-matched interventions to 
facilitate sustainable modifications.[13] Prochaska and DiClem-
ente[12] argue that behavior change proceeds through a volun-
tary, progressive series of stages. This makes stage-appropriate, 
individualized intervention planning essential.

As a structured approach, the TTM serves as a valuable tool 
in guiding nurses in promoting healthy lifestyle behaviors.
[12,13] Within nursing care, it can be utilized as a framework to 
identify individuals at different stages of change, plan person-
alized goals and strategies for nursing interventions, and as-
sess the effectiveness of these interventions.[14] While the TTM 
has been used to explain the motivational determinants of 
physical activity (PA), limited evidence exists regarding its ap-
plicability to individuals diagnosed with psychiatric disorders. 
Romain and Abdel Baki[15] demonstrated a positive correlation 

between PA and the processes of change, as well as perceived 
benefits. They found that physically active individuals exhib-
ited higher levels of behavioral change processes and per-
ceived benefits compared with inactive individuals diagnosed 
with psychiatric disorders. Furthermore, Anastopoulou et al.[16] 
examined the effect of TTM on dietary behaviors in individu-
als diagnosed with psychiatric disorders. Those receiving the 
TTM-based intervention (n=30) demonstrated healthier di-
etary behaviors and greater weight reduction compared with 
the control group (n=30), indicating preliminary support for 
the model's effectiveness in behavior modification.

In Türkiye, a variety of descriptive and experimental studies 
have been conducted using the Transtheoretical Model (TTM) 
in patient groups other than those with psychiatric diagnoses.
[17–19] However, research applying the TTM to psychiatric pop-
ulations remains limited. Mansuroğlu and Kutlu[20] delivered 
a TTM-based psychoeducation program to individuals diag-
nosed with psychiatric disorders in a group setting and evalu-
ated its impact on healthy lifestyle behaviors. They reported a 
moderate improvement in physical exercise. Similarly, Fırıncık 
et al.[21] examined the effects of a nutrition education program 
integrated with physical exercise on individuals diagnosed 
with schizophrenia, finding increased physical activity lev-
els following a four-session group intervention. Against this 
background, the present study contributes to the literature by 
offering an explicitly model-driven, stage-matched TTM inter-
vention delivered via personalized one-to-one nursing coun-
seling. The study targets individuals with severe psychiatric 
disorders and employs an experimental design that includes 
pretest, posttest, and follow-up assessments. These features 
constitute the study's originality and contribution.

A review of the literature reveals that studies focusing on ex-
ercise behavior and using the Transtheoretical Model (TTM) 
in individuals diagnosed with psychiatric disorders have pre-

What is presently known on this subject?
•	 Individuals diagnosed with psychiatric disorders experience significant-

ly lower levels of physical activity, contributing to poorer physical health 
outcomes and reduced life expectancy. There is a recognized need for 
effective interventions to promote exercise in this population.

• Mental health nurses are uniquely positioned to advance integrated 
mental and physical health in individuals with psychiatric conditions.

What does this article add to the existing knowledge? 
•	 Psychiatric nurses can offer a range of initiatives, including providing 

training on exercise behavior change to patients and sharing informa-
tion, within their counseling role.

• Psychiatric nurses can improve and protect exercise behavior in individu-
als diagnosed with psychiatric disorders by performing a counseling role.

• The biggest obstacle to increasing the life expectancy of individuals di-
agnosed with psychiatric disorders is not a lack of knowledge, but a gap 
in practice.

What are the implications for practice?
•	 Individuals enrolled in Community Mental Health Centers (CMHCs) who 

are at elevated physical health risk should be identified, and individual-
ized physical activity interventions should be planned and implemented.
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dominantly been conducted in Western countries, with limit-
ed research conducted in Eastern and Asian contexts. Given 
Türkiye’s geographical position between Asia and Europe, this 
study sets an important precedent for future research in this 
area. Considering the cognitive impairments and lack of so-
cial agency that may hinder autonomous decision-making in 
this population, it is essential to develop culturally sensitive 
approaches to promoting exercise behaviors.

The objective of this experimental study was to examine the 
effect of psychiatric nurses’ counseling role on improving ex-
ercise behavior in individuals diagnosed with psychiatric dis-
orders through the TTM framework. By integrating TTM-based 
counseling strategies, psychiatric nurses can adopt a more ho-
listic approach to care, addressing the physical health needs 
of this population, which are often overlooked. By encourag-
ing patients to initiate or increase their physical activity levels, 
nurses can facilitate improvements in overall well-being and 
life expectancy. One of the primary barriers to regular exercise 
among overweight and obese individuals is the stigma asso-
ciated with weight.[22,23] Individuals diagnosed with psychiatric 
disorders often face dual stigmatization due to their condition 
and weight status. Making physical exercise a regular part of 
everyday life may lessen stigmatization and support more 
positive health outcomes.

Hypotheses

To determine the effect of psychiatric nurses’ counseling role 
on improving exercise behavior in individuals diagnosed with 
psychiatric disorders through the TTM, the following hypoth-
eses were proposed:

Hypothesis 1. Individuals diagnosed with a psychiatric disor-
der who receive counseling based on the TTM are expected to 
show a significant difference on the “Exercise Change Stages 
Scale” compared with the control group.

Hypothesis 2. Individuals diagnosed with a psychiatric dis-
order who receive counseling based on the Transtheoretical 
Model (TTM) are expected to show significant differences on 
the “Exercise Change Processes Scale”, “Self-Efficacy Scale”, and 
“Decision Balance Scale” compared with the control group.

Materials and Method
Study Design

A single-blind, randomized controlled design was used. This 
study was guided by the CONSORT checklist. Reporting was 
performed in accordance with CONSORT principles.

Place and Date

The study was conducted between June 2018 and December 
2020 in an industrial, metropolitan city in Türkiye, with a local 

population of approximately 2 million. There are two Commu-
nity Mental Health Centers (CMHCs) in this metropolitan city. 
The CMHC where the research was conducted is located in 
the city center and is easily accessible. Patients enrolled in the 
CMHC were generally diagnosed with “schizophrenia spec-
trum and other psychotic disorders”, while a small proportion 
were diagnosed with “mood disorders” or “mood disorders” 
accompanied by “intellectual disability”. The CMHC is activi-
ty-centered, with regular course schedules (including cogni-
tive exercise, occupational therapy, drama, choral work, folk 
dance, music therapy, and horse therapy) from 09:00 to 16:00 
on weekdays. Patients diagnosed with psychiatric disorders 
and their families are informed about the course programs 
and encouraged to participate.

Participants and Sample Size

The study was conducted in a CMHC affiliated with a state 
hospital. A total of 396 patients are registered at the CMHC. 
The sample size was calculated using a priori power anal-
ysis with the G*Power 3.1.9.2 program. For the analysis, F 
tests/ANOVA for repeated measures (group × time inter-
action; within–between interaction) were selected for the 
randomized controlled experimental design, which includ-
ed two groups (intervention–control) and three time points 
(pretest–posttest–follow-up). The power analysis was per-
formed based on the primary outcome measure, the total 
score of the Exercise Self-Efficacy Scale (ESES). Parameters: 
effect size=0.185; α=0.05; power=0.80. Accordingly, it was 
determined that a minimum of 50 participants (25 in each 
group) should be included in the study. From a total of 396 
patients, 61 who met the eligibility criteria and agreed to 
participate were selected as the study sample (Fig. 1). To 
anticipate possible attrition, 31 participants were placed 
in the intervention group, while 30 were allocated to the 
control group.

Inclusion Criteria

Participants met the following inclusion criteria: DSM-5–de-
fined schizophrenia spectrum or other psychotic disorder; 
current use of antipsychotic medication; age between 18 and 
70 years; and BMI≥25kg/m².

Exclusion Criteria

Exclusion criteria were as follows: having an intellectual dis-
ability; being in the postpartum period; having a diagnosed 
eating or feeding disorder; having psychosis due to general 
medical conditions; being pregnant; having an orthopedic 
condition that prevents walking; experiencing visual or audi-
tory impairments; or having a diagnosis of diabetes, respirato-
ry system disorder, or hypertension.
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Randomization and Blinding

The first author assessed patients' medical records and con-
sulted with healthcare professionals involved in patient care 
to determine whether they met the study eligibility criteria. 
Of 396 patients assessed for eligibility, 252 were excluded 
because they either did not meet the inclusion criteria or de-
clined participation. Sixty-one participants were randomized 
(computer-generated sequence; stratified by gender and age; 
concealed envelopes) to the intervention (n=31) or control 
(n=30) groups. The randomization was conducted by a third 
party not involved in the research team (see Fig. 1 for the CON-
SORT diagram summary of the trial design).

Data Collection Tools

Questionnaire: Drawing on previous studies, the research 
team designed the questionnaire.[5,22,24] Minor revisions were 
made based on expert opinions. The final questionnaire 
consisted of 24 questions (yes/no questions in the form of 
open-ended and visual analogue scales) under the headings 
of “Individual Characteristics”, “Features Associated with Physi-

cal Health”, and “Features Associated with Psychiatric Disease”.

Exercise Stages of Change Scale: This scale was formulated 
by Prochaska and DiClemente[12] as part of smoking cessation 
studies. Marcus et al.[25] adapted the “Stages of Change Scale” 
for exercise. The scale is used to categorize individuals into 
five distinct stages of exercise behavior change through an 
algorithmic approach. Classification is based on a single ques-
tion assessing exercise behavior, with responses determining 
the individual’s current stage of exercise behavior. Each stage 
represents a more advanced level compared with the previ-
ous one in terms of an individual's awareness, motivation, and 
actions related to exercise behavior. In a further adaptation for 
Turkish society, Gümüş and Kitiş[26] validated the scale, report-
ing a Cronbach’s alpha value of 0.79 for reliability. Cronbach’s 
alpha for the scale in our sample was 0.94.

Exercise Processes of Change Scale: This was formulated 
by Marcus et al.[25] and reflects the experiences used by in-
dividuals in the process of transitioning to the next stage 
of change. It consists of 40 items measured on a five-point 
Likert scale (never, rarely, occasionally, often, very often). 

Figure 1. CONSORT flow diagram of the study.
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Higher scores on the scale indicate a greater likelihood of 
success in achieving change.[26] The scale consists of ten sub-
dimensions grouped under two main categories. Cognitive 
processes include “consciousness raising, dramatic relief, en-
vironmental reevaluation, self-reevaluation, and social liber-
ation”. Behavioral processes consist of “counter-conditioning, 
helping relationships, contingency management, self-libera-
tion, and stimulus control”. The Cronbach’s alpha value was 
reported as 0.97, and the scale was translated into Turkish 
by Gümüş and Kitiş.[26] In the study adapted by Ay and Bayık 
Temel,[27] the Cronbach’s alpha value was reported as 0.95. 
Cronbach’s alpha for the scale in our sample was 0.90.

Exercise Self-Efficacy Scale: This was formulated by Marcus 
et al.[25] It is a five-item Likert-type scale that measures individ-
uals' self-confidence in exercising. A high total score indicates 
that the individual has high self-confidence in exercise. In the 
study adapted by Ay and Bayık Temel,[27] the Cronbach's alpha 
value was reported as 0.90. Cronbach’s alpha for the scale in 
our sample was 0.96.

Exercise Decision-Balance Scale: Developed by Marcus et 
al.,[25] the scale comprises 16 items rated on a five-point Likert-
type scale (“not important” to “highly important”). The scale, 
which reveals the benefits and harms of changing behavior, 
consists of two subdimensions: perception of benefit and per-
ception of harm. High benefit and harm subscale scores in-
dicate that the individual is aware of the benefits and harms 
of exercise behavior and has a greater likelihood of making 
informed decisions about change. The Cronbach’s alpha of the 
scale was reported as 0.82 by Gümüş and Kitiş.[26] In our study, 
the Cronbach's alpha value was 0.92.

My Physical Health Chart: This is a concrete tool prepared 
by the researcher in which the goals that participants should 
achieve during their exercise training are determined. This 
chart was completed by the researcher and the patient to-
gether and was evaluated with the patient before and after 
each interview.

Exercise by Stages of Change Brochure: For each stage of 
change outlined in the TTM, a brochure was designed and dis-
tributed to the intervention group, offering both written and 
visual guidance to encourage exercise. Before being provided 
to the patient, the brochure was introduced by the researcher, 
and the patient’s stage of change was identified using the bro-
chure and reviewed together with the patient.[28,29]

Data Collection Process

In the pretest, posttest, and follow-up phases, the stage of 
change in exercise behavior for participants in both groups 
was determined using the “Exercise Stages of Change Scale” 
algorithm.

Data Collection Process – Preliminary Stage

To conduct the study in a qualified and effective manner, a 
quiet and simple room was selected and used exclusively by 
the researcher. Participants randomized and blinded into both 
groups were introduced to the study forms and scales, which 
were administered via face-to-face interviews. All participants 
received information about the study timeline and program, 
including the intervention group (one training session per 
week for eight weeks) and the control group (two sessions 
over the same period). Exercise counseling targeted planned, 
purposeful, and repetitive activities (i.e., exercise), primarily 
walking and simple home-based exercises, in line with partici-
pants' functional capacity and safety considerations.

Intervention Group Implementation Stage

Each interview lasted approximately 45–60 minutes and was 
conducted weekly for eight weeks. Before each interview, 
the “Exercise Stages of Change Scale” was used to determine 
the stage of the patients (precontemplation, contemplation, 
preparation, action, maintenance). Based on these assess-
ments, the intervention approach was guided by the “Goals, 
Processes, and Strategies for the Exercise Stages of Change” 
Table 1. During the precontemplation stage, patients were in-
formed about the benefits of regular exercise to raise aware-
ness. In the contemplation stage, brochures were provided to 
enhance patients' confidence in making changes, goal-setting 
activities were conducted, and these goals were recorded in 
the “My Physical Health” follow-up form. For patients in the 
preparation stage, individualized planning was carried out, 
an exercise initiation date was determined, and support was 
provided throughout the change process. Informative mate-
rials (brochures, charts, etc.) containing exercises (walking + 
home-based exercises) that patients in the action phase could 
perform at home were provided. The exercises in the brochure 
were demonstrated to the patient one-on-one during the 
consultation, and patients were asked to practice them. They 
were encouraged to keep regular records. In the maintenance 
stage, positive reinforcement was provided to ensure the sus-
tainability of achievements, and strategies were developed to 
prevent the influence of negative stimuli.

After the “Goals, Processes, and Strategies for the Stages of 
Exercise Change” table was developed, input on the program 
was obtained from five experts: one Professor, two Associate 
Professors, and one Assistant Professor in Psychiatric and Men-
tal Health Nursing, as well as one clinical psychologist who is 
a member of the Motivational Interviewing Network of Train-
ers. Based on expert feedback, the program was revised and 
subsequently piloted with two individuals diagnosed with 
psychiatric disorders, after which it was finalized. Participant 
feedback and scale scores indicated that the program was 
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feasible and appropriate. Data from the pilot implementation 
were not included in the main analysis.

The educational sessions were delivered individually and 
face-to-face by the first author, who has formal training in 
motivational interviewing and clinical experience working 
with acute psychiatric patients. The counseling process was 
tailored to participants’ needs, and a target date for behavior 
change was established. The program emphasizes the pivotal 
role of nurses in improving the physical health of individuals 
diagnosed with psychiatric disorders.

Control Group Application

Data were collected by administering all forms and scales 
through face-to-face interviews. A total of two interviews (over 

nine weeks) were conducted for approximately one hour, in 
the form of questions and answers about exercise and its ben-
efits. No individualized exercise prescription, stage-matched 
counseling, behavioral rehearsal, goal-setting, or monitoring 
tools were provided.

Ethical Responsibilities

Ethical approval was granted by the Kocaeli University Ethics 
Committee (approval date: 10 March 2018; reference 2018/267), 
and all procedures adhered to the Declaration of Helsinki. With 
permission from the ethics committee, the necessary approval 
was obtained from the Kocaeli Governorship Provincial Health 
Directorate for conducting the research in the relevant institu-
tion (Approval Number: 08-01-2018, 34059705-799).

Table 1. Goals, processes and strategies for exercise change stages

Stages Goals Change processes Strategies for supporting change

Pr
e-

co
nt

em
pl

at
io

n Raising 
awareness for 
the need for 
change

Raising awareness
Emotional arousal
Re-evaluating the 
environment

The impact of excess weight on health and body image, identifying barriers to regular 
exercise
The effects of regular exercise on life, encouraging consideration of change
Identifying enjoyable activities, understanding behaviours and feelings about exercise
Understanding thoughts about exercise
Discussing what movement and inactivity mean to the individual or family, and how they 
contribute to their lives
Providing personalised information about the benefits of starting an exercise programme

Co
nt

em
pl

at
io Increasing 

confidence in 
change and 
motivation

Raising awareness
Re-evaluating the 
environment
Emotional arousal

Identifying questions about exercise, continuing education on the health effects of not 
exercising and the health benefits of exercising
Identifying barriers to regular exercise, offering solutions
Identifying social support, determining enjoyable activities
Planning to be active, identifying situations where there is indecision about exercising, 
raising awareness and emphasising, mentioning avoiding lifts and using fewer vehicles in 
daily life activities
Setting aside time for exercise and encouraging implementation
Encouraging reflection on how inactivity affects their lives
Showing real events and people to illustrate how inactivity affects their lives

Pr
ep

ar
at

io
n Preparing an 

exercise plan
Self-reevaluation
Coming to terms 
with oneself

Providing information about the benefits of physical activity and the personal risks of 
physical inactivity
Supporting them in creating a new image for themselves, Motivating their belief in 
change, adapting
Identifying alternatives for exercising and making plans, facilitating the involvement of 
other support systems
Identifying areas where they can be successful and encouraging behavioural change for 
this purpose
The physical and psychological benefits of regular exercise, discovering sports activities 
that interest them
Setting goals, determining dates, drawing up a behaviour contract

Ac
tio

n Reviewing 
the exercise 
initiation and 
implementation 
plan

Reinforcement
Supportive rela-
tionships
Stimulus control, 
Countercondition-
ing

 Provide frequent positive reinforcement,
Mobilise social support to participate in or support the process
Always record exercise activities
Praise success, review exercise benefits and the current programme
Develop a plan to continue, maintain motivation
 Support confidence, identify social support

M
ai

nt
en

an
ce Reversal/

Finding a solu-
tion to prevent 
potential immo-
bility

Stimulus control Planning for triggers that could disrupt exercise, 
Joining support groups or finding friends who can support you while exercising
Rewarding yourself meaningfully for completing regular exercise
Reiterating the benefits, recommendations for staying healthy and avoiding injury
Re-evaluate goals, examine success and failure, provide desired information and feedback
Practise empathy and teach how to prevent relapse, Identify sources of social support
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Participation in the study was voluntary. Partic-
ipants received an explanation of the study ob-
jectives and provided both verbal and written 
informed consent. Throughout the study, par-
ticipants in both groups were informed that ad-
ditional time would be provided for procedures 
if needed. During the sessions, patient care staff 
(nurse, health officer, occupational therapist, 
social worker, psychologist) were identified to 
intervene in case of adverse situations (e.g., in-
creased psychotic symptoms, pain, disability) 
that might occur during exercise.

Data Analyses

IBM SPSS Statistics v24.0 (IBM Corp., Armonk, NY, 
USA) was used for all data analyses. Descriptive 
statistics summarized participant characteristics. 
For normally distributed data, parametric tests 
were conducted. The independent samples t-test 
was used to compare two independent groups, 
and repeated measures tests were used to eval-
uate three or more dependent groups, with the 
Bonferroni correction applied for significant 
pairwise differences. For non-normally distribut-
ed data, the Mann–Whitney U test was used for 
independent group comparisons, whereas the 
Friedman test was used to assess within-group 
differences across three or more repeated mea-
surements. Bonferroni correction was also ap-
plied for pairwise comparisons when significant 
differences were detected.

Results
The mean ages were 39.23±8.08 years for the 
intervention group and 43.57±7.39 years for the 
control group. Nearly all participants were mid-
dle-income and smokers. Alcohol and substance 
use were not reported in either group. Partici-
pants in both groups did not have regular health 
checkups, did not exercise regularly, and stated 
that their physical and mental health were at a 
moderate level. They reported that their percep-
tion of the effect of mental health on physical 
health was moderate (visual analogue scale be-
tween 0 and 10). The groups were similar across 
these characteristics (p>0.05) (Table 2).

Pre-intervention, both groups showed similar 
distributions in their exercise stage of change 
status (p>0.05). After the intervention, the distri-
bution of stages differed significantly between 
the groups (χ²=11.736, df=4, p=0.019). In the Ta
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intervention group, more participants progressed through 
the preparation, action, and maintenance stages at both the 
posttest and follow-up (Fig. 2). These findings are consistent 
with Hypothesis H1.

Table 3 shows significant between-group differences in the 
Exercise Processes of Change Scale (EPCS) in consciousness 
raising (cognitive processes) and counterconditioning (behav-
ioral processes) at all three time points (baseline, post-inter-
vention, and follow-up; all p<0.05), with consistently higher 
scores in the intervention group. Notably, these group differ-
ences were sustained over time.

At baseline, the groups did not differ in the remaining EPCS 
subscales—dramatic relief, environmental reevaluation, self-re-
evaluation, social liberation, helping relationships, contingency 
management, self-liberation, and stimulus control (all p>0.05). 
However, at both post-intervention and follow-up assess-
ments, the intervention group scored significantly higher than 
the control group across each of these domains (all p<0.05).

Within-group analyses indicated that, in the intervention group, 
post-intervention and follow-up scores were significantly high-
er than baseline for consciousness raising, dramatic relief, 
self-reevaluation, social liberation, helping relationships, con-
tingency management, self-liberation, and stimulus control. 
Environmental reevaluation increased significantly from base-
line to post-intervention and remained higher at follow-up, 
while counterconditioning also showed significant improve-
ments over time (Table 3). In the control group, no meaning-
ful within-group change was observed, with the exception of 
helping relationships, which increased at follow-up compared 
with baseline. Overall, these results support Hypothesis H2.

At baseline, total Exercise Self-Efficacy Scale (ESES) scores were 
comparable between the intervention and control groups 
(p>0.05). In contrast, at both post-intervention and follow-up, 
the intervention group exhibited significantly higher ESES 
scores than the control group (both p<0.05; Table 4).

For the Exercise Decisional Balance Scale (EDBS), statistical-
ly significant between-group differences were observed for 
both Pros and Cons at all assessment points (baseline, post-in-
tervention, and follow-up; all p<0.05). Although the interven-
tion group had lower Pros scores at baseline than the control 
group, it surpassed the control group at post-intervention and 
follow-up, while maintaining consistently lower Cons scores 
across all measurements (Table 4).

Within-group analyses showed no significant change over 
time in ESES scores in the control group (all p>0.05). However, 
the control group demonstrated significant temporal changes 
in EDBS Pros and Cons (both p<0.05): Pros scores were lower 
at follow-up than at baseline, and Cons scores at baseline and 
follow-up were higher than those at posttest (Table 4). In the 
intervention group, ESES and both EDBS subscales changed 
significantly over time (all p<0.05): posttest and follow-up ESES 
and EDBS Pros scores increased relative to baseline, whereas 
posttest EDBS Cons scores decreased compared with baseline 
(p<0.01). Collectively, these results support Hypothesis H2.

Discussion
The increased risk of physical health problems in individuals 
diagnosed with psychiatric disorders is a problem that can-
not be solved by information alone; it requires structured ap-

Figure 2. Exercise stage of change scale- intergroup comparison (n=61).
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proaches that support sustainable behavioral change. There-
fore, demonstrating the effect of theory-based counseling 
interventions provided by nurses on exercise behavior is im-

portant for clinical practice. In this context, this experimental 
study aimed to examine the effect of psychiatric nurses’ coun-
seling role on improving exercise behavior in individuals diag-

Table 3. EPCS- cognitive and behavioral processes comparison of subgroup scores-intergroup and ingroup (n=61)

EPCS-Cognitive 
processes

Intervention 
Group (n=31)

Control 
Group (n=30)

EPCS-Behavioral 
Processes

Intervention 
Group (n=31)

Control 
Group (n=30)

Values Values p Values Values p

Consciousness raising Counterconditioning

Pre-test (1) 8,16±2,84 6,80±2,33 Z=-2,014
p=0,044

Pre-test (1) 7,65±2,82 6,03±1,69 Z=-2,284
p=0,022

Post-test (2) 10,00±2,46 7,97±2,59 Z=-3,037
p=0,002

Post-test (2) 9,10±2,69 6,30±2,00 Z=-3,983
p=0,000

Follow-up test (3) 10,03±2,94 7,62±2,19 t=3,561
p=0,001

Follow-up test (3) 8,83±2,45 6,31±1,97 Z=-3,776
p=0,000

p F=15,839
p=0,000[1-2,3]

χ2=5,442 
p=0,066

P valuıe χ2=9,976
p=0,007[ 1-2]

χ2=1,012 
p=0,603

Dramatic relief Helping relationships

Pre-test (1) 9,03±2,89 9,10±2,83 t=-0,092
p=0,927

Pre-test (1) 7,90±3,11 6,40±2,67 Z=-1,957
p=0,051

Post-test (2) 11,71±3,24 8,67±2,52 Z=-3,829
p=0,000

Post-test (2) 9,90±3,07 6,83±2,70 Z=-3,934
p=0,000

Follow-up test (3) 11,37±3,24 7,93±2,02 Z=-4,509
p=0,000

Follow-up test (3) 9,67±2,97 7,55±2,72 t=-2,715
p=0,007

p χ2=32,019
p=0,000 [1-2,3]

χ2=5,570 
p=0,062

p F=11,584
p=0,000 [1-2,3]

χ2=8,458
p=0,015 [1-3]

Environmental reevaluation Contingency management

Pre-test (1) 9,81±2,96 8,93±2,94 t=1,156
p=0,252

Pre-test (1) 7,55±3,00 6,87±2,15 Z=-0,642
p=0,521

Post-test (2) 11,52±3,21 7,93±2,61 Z=-4,157
p=0,000

Post-test (2) 10,61±3,15 6,93±2,32 Z=-4,264
p=0,000

Follow-up test (3) 10,90±3,47 8,90±2,98 t=2,376
p=0,021

Follow-up test (3) 10,97±3,64 7,59±2,78 Z=-3,655
p=0,000

p χ2=13,767
p=0,001[1-2]

F=2,301
p=0,110

p χ2=24,718
p=0,000 [1-2,3]

χ2=1,838 
p=0,399

Self-reevaluation Self-liberation

Pre-test (1) 9,32±3,05 9,03±2,54 t=0,402
p=0,689

Pre-test (1) 8,26±3,14 8,07±2,55 Z=-0,168
p=0,867

Post-test (2) 11,32±3,16 8,40±2,47 Z=-3,895
p=0,000

Post-test (2) 11,51±3,59 7,57±2,7 Z=-4,193
p=0,000

Follow-up test (3) 11,17±3,06 8,66±2,65 Z=-3,445
p=0,001

Follow-up test (3) 11,07±3,42 7,07±2,58 Z=-4,324
p=0,000

p χ2=23,096
p=0,000[1-2,3]

F=0,973 
p=0,384

p χ2=28,500
p=0,000[1-2,3]

χ2=3,780 
p=0,151

Social liberation Stimulus control

Pre-test (1) 7,77±2,73 6,73±1,91 Z=-1,577
p=0,115

Pre-test (1) 7,52±3,09 6,33±1,92 Z=-1,314
p=0,189

Post-test (2) 9,84±2,65 6,90±1,71 Z=-4,303
p=0,000

Post-test (2) 9,90±2,91 6,73±2,65 Z=-3,867
p=0,000

Follow-up test (3) 9,23±2,27 7,38±2,01 Z=-3,394
p=0,001

Follow-up test (3) 10,00±2,75 6,86±2,28 Z=-4,196
p=0,000

p χ2=17,896
p=0,000[1-2,3]

χ2=2,020 
p=0,364

p χ2=26,640
p=0,000[1-2,3]

χ2=2,022 
p=0,364

* t: Independent Sample-t test ; **Z: Mann-Whitney ; *** χ2: Friedman; ****: F.Repeated Measure. EPCS: Exercise processes of change scale
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nosed with psychiatric disorders through the TTM framework. 
This approach contributes significantly to the literature.

Counseling effectiveness studies on TTM-based comprehen-
sive exercise have often been conducted for other medical 
conditions (diabetes, heart diseases, chronic pain, obesity, 
etc.). Kaplan Serin and Citlik Saritas[14] found that three-quar-
ters (75%) of individuals with type 2 diabetes advanced in 
stage following a TTM-informed exercise counseling program. 
Likewise, Wen et al.[30] noted higher proportions of ostomy pa-
tients in the intervention arm reaching the action or mainte-
nance stages compared with controls.

Consistent with evidence from non-psychiatric samples, this 
study found that participants in the intervention group pro-
gressed to more advanced stages of change both immedi-
ately after the intervention and at the follow-up assessment. 
This between-group difference may be attributable to TTM-
based nursing counseling. The observed stage advancement 
was supported by the individualized implementation of TTM 
principles, whereby stage-specific goals were set and stage-
matched strategies (e.g., consciousness raising, self-reevalua-
tion, counter-conditioning, and reinforcement management) 
were applied to facilitate change and sustain motivation.

Similarly, Karlsson and Danielsson[31] highlighted that setting a 
goal during exercise enhances its perceived meaning, noting 
that striving toward a goal makes the activity more purpose-
ful. Achieving goals creates a sense of pride in patients and 
encourages them to explore their goals, providing a person-

alized response rather than general advice about physical ac-
tivity or exercise. They note that an exercise plan design could 
be more effective.[31]

Researchers have examined which theoretical determinants 
are most strongly associated with physical activity among in-
dividuals diagnosed with schizophrenia. Consistent with our 
findings, numerous studies indicate that TTM-based motiva-
tional interviewing effectively facilitates exercise engagement 
and progression across the stages of change.[14,15,26,31] A period 
of at least six months is generally recommended for a new life-
style behavior to become sufficiently integrated, after which 
the emphasis can shift toward sustaining the habit.[31,32] The 
importance of long-term intervention, follow-up, and regular 
monitoring should be considered in our study.

Concurrently, more patients progressed into the preparation, 
action, and maintenance stages. While TTM-based interven-
tion research in psychiatric cohorts remains limited, findings 
from other clinical groups indicate that individuals situated in 
higher stages (precontemplation → maintenance continuum) 
typically display elevated self-efficacy scores.[19,20] In this con-
text, rising self-efficacy is considered an expected precursor 
and facilitator of action.

The absence of an increase in posttest and follow-up “con-
sciousness raising” scores (EPCS) in the intervention group 
suggests that healthier alternative behaviors were not suf-
ficiently substituted for unhealthy behaviors. Our study 
focused solely on exercise. In studies addressing broader 

Table 4. Comparison of ‘exercise self-efficacy scale’ scores and ‘exercise decisional balance scale’-pros and cons subgroup scores-
ıntergroup and ıngroup (n=61)

Scales Pre-test (1) Post-test (2) Follow-up test (3)

Interven-
tion group 
(n=31)

Control 
Group 
(n=30)

p Interven-
tion group 
(n=31)

Control 
group 
(n=30)

p Intervention 
Group (n=31)

Control 
group 
(n=30)

p p

ESES 6.97±2.21 7.00±2.27 Z=-
0.177
p=0.859

11.42±3.66 8.07±3.40 Z=-3.594
p=0.000

10.87±21.91 6.83±2.54 Z=-3.748
p=0.000

χ2=35.188 
p=0.000a

(1-2.3)
χ2=2.966 
p=0.227

Pros 
(EDBS)

23.97±7.64 28.20±6.68 Z=-
2.327
p=0.020

30.81±6.43 25.13±7.27 Z=-3.346
p=0.001

29.07±6.46 24.86±6.71 Z=-2.801
p=0.005

χ2=39.056 
p=0.000a

(1-2.3) 
χ2=10.954 
p=0.004b

(1-3)

Cons 
(EDBS)

15.16±6.21 17.50±3.25 Z=-
2.211
p=0.027

12.61±5.01 15.73±4.74 Z=-2.696
p=0.007

13.07±3.89 17.66±2.09 Z=-5.030
p=0.000

χ2=9.189 
p=0.010a

(1-2) 
χ2=7.505 
p=0.023b

(2-1.3)

Z:Mann-Whitney U; χ2: Friedman; F.Repeated Measure; a: Intervention group-within-group comparisons; b: Control group-within-group comparisons. ESES: Exercise self-efficacy 
scale: EDBS: Exercise decisional balance scale.
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health behaviors, such as healthy nutrition and smoking ces-
sation programs, the EPCS “consciousness raising” test score 
may also increase.

Moreover, the control group’s EDBS Pros score decreased 
from the pretest to the follow-up (Table 3), indicating that 
the determination to maintain exercise among individuals di-
agnosed with psychiatric disorders may decrease over time, 
possibly due to the 8-month gap between the pretest and 
follow-up assessments. To prevent this decline, shorter sup-
portive contacts or follow-up calls are recommended. One of 
the most significant obstacles to the long-term adoption of 
positive lifestyle behaviors is the inability to sustain initial mo-
tivation. In their study of 43 overweight patients with severe 
psychiatric disorders, Romain et al.[15] found that the perceived 
benefits of physical activity were higher among physically ac-
tive participants compared with those who were inactive.

Studies indicate that utilizing motivational resources makes 
it easier for psychiatric patients to maintain a high level of 
physical activity and adapt to an exercise program.[19,29] In our 
study, the high follow-up score on the EPCS “self-liberation” 
subscale in the intervention group indicates that participants 
strengthened their motivational commitment to sustaining 
exercise behavior (Table 3). This intervention is potentially 
feasible for routine CMHC practice because it relies on brief, 
structured, stage-matched counseling delivered by psychiat-
ric nurses and supported by low-cost materials (stage-specific 
brochures and an individualized goal/monitoring chart).

The EDBS subscale scores differed between the groups from 
the outset (Table 4). For the intervention to be effective, it is 
crucial to observe that participants’ EDBS Pros levels and ESES 
scores increased after the intervention. In contrast, the control 
group exhibited higher levels of perceived benefits of exer-
cise, which persisted during the follow-up period. Similar to 
our study, Gorczynski and Faulkner[33] conducted a descriptive 
study using the TTM with 54 patients aged 18–70 years who 
had severe psychiatric disorders. They found that the EDBS 
Pros scores for physical activity increased significantly as pa-
tients progressed toward the action and maintenance stages.

This study differs from others in that the structured coun-
seling conducted by a psychiatric nurse is adapted to the 
stages of the TTM (stage-matched), providing a framework 
that is applicable in the CMHC context, individualized, and 
includes follow-up. It targets not only exercise recommen-
dations but also TTM components such as self-efficacy, de-
cisional balance, and processes of change. Future pragmatic 
studies should test simplified delivery models (group-based 
sessions, hybrid follow-up) and incorporate objective activi-
ty measures (accelerometry/pedometer) to support scalabil-
ity and reduce self-report bias.

Limitations

This study is subject to several limitations. Participant aware-
ness of the intervention focus may have introduced reactivity 
(Hawthorne effect) or social desirability bias. The pre-inter-
vention administration of the assessment scales may have 
produced measurement reactivity (testing effects), potential-
ly inflating or suppressing subsequent changes. Additionally, 
unmeasured temporal shifts in psychological status, physical 
health, or concurrent medical treatments could have acted 
as uncontrolled confounders. Furthermore, the control and 
intervention groups were registered at the same CMHC, and 
discussions with the control group about exercise and its ben-
efits were conducted twice (over eight weeks), which may 
have increased participants’ awareness. The feasibility of exer-
cise, the length of the scales, the administration of all scales on 
the same day, and the possibility of participants providing so-
cially desirable responses were also considered. Finally, exer-
cise outcomes were assessed using self-reported instruments 
rather than objective measures. Therefore, this may have led 
to misclassification of exercise behavior and over- or underes-
timation of change.

A key limitation is the absence of prospective trial registration, 
which may reduce transparency and limit comparison with 
other registered trials.

Conclusion and Recommendations
This study aimed to determine the effect of the counseling 
role of psychiatric nurses on the development of the physical 
health status of individuals diagnosed with psychiatric disor-
ders through the TTM. The results from the pretest, posttest, 
control groups, and repeated-measures design showed that 
the counseling provided by psychiatric nurses through the 
TTM was effective in improving participants’ exercise behav-
ior. After the counseling program, the positive feelings and 
thoughts of the participants about the intervention, their de-
sire to continue the program, and the increase in their daily 
physical activity provide further subjective evidence of the 
effectiveness of the intervention.

Community Mental Health Centers (CMHCs)—regular points 
of follow-up and rehabilitation for individuals diagnosed with 
psychiatric disorders—play a pivotal role in safeguarding and 
promoting patients’ physical health. Systematic identification 
of patients at CMHCs who either exhibit physical health risk or 
suboptimal activity levels is essential, followed by the imple-
mentation of structured, stage-appropriate interventions to 
encourage sustained physical activity. Given the central role 
of exercise in mitigating cardiometabolic risk and improving 
overall quality of life among individuals diagnosed with psy-
chiatric disorders, our TTM-based intervention—incorporat-
ing individualized education and follow-up—demonstrated 
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that exercise routines are modifiable through a theoretically 
grounded, nurse-delivered framework. The feasibility ob-
served in the Turkish context suggests potential for broader 
adoption both nationally and internationally, including exten-
sion to populations with other chronic medical conditions. To 
enable consistent translation into routine practice, the devel-
opment of pragmatic nursing guidelines (covering readiness 
assessment, stage-matched strategies, motivational reinforce-
ment, and follow-up scheduling) is warranted.
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Technology addiction in the modern age: Depression, 
anxiety, and stress among nursing students

Addiction is defined as the continued use of a substance 
or engagement in a behavior despite its psychological, 

physical, or social harms, the inability to quit despite the de-
sire to do so, and difficulty controlling the urge to engage in 
the behavior.[1] Although technology-related addictions are 
not yet fully recognized as formal diagnostic categories in the 
DSM-5, the manual emphasizes the need for further research 
in this area.[2] Concepts such as internet addiction, social me-
dia addiction, and smartphone addiction are frequently dis-
cussed within the broader framework of technology addiction 
and continue to attract growing scientific attention.[3]

Rapid technological advancements have profoundly influ-
enced many professional fields, including healthcare. In nurs-
ing practice, the use of digital systems for documentation, 
patient education, communication, and simulation-based 

training has become an integral component of care deliv-
ery and education.[4–6] Consequently, nursing students are 
required to engage extensively with technological devices 
throughout both their academic and clinical training.

Today, nursing education is shaped not only by intensive 
academic workload and demanding clinical experiences 
but also by the pervasive presence of digital technologies.
[7,8] While technology facilitates access to information and 
enhances learning opportunities, excessive or uncontrolled 
use may lead to problematic patterns. Technology addiction 
has increasingly been reported among university students, 
including nursing students.[9,10] Excessive engagement with 
technological devices and digital platforms may reduce 
study time, impair academic performance, and negatively 
influence psychological health.[11]

Objectives: This study aimed to examine the levels of technology addiction, depression, anxiety, and stress among 
nursing students in relation to certain variables.
Methods: This analytical cross-sectional study included 251 nursing students. Data were collected using the Personal 
Data Form, the Technology Addiction Scale (TAS), and the Depression, Anxiety, and Stress Scale (DASS).
Results: The average daily internet usage time of the students was 3.24±0.8 hours. The most common reason for 
connecting to the internet was to use social media applications (91.6%). The mean TAS score of the students was 
49.07±13.96, the mean DASS score for depression was 14.17±4.99, for anxiety was 12.92±3.95, and for stress was 
14.73±5.01. Male students' use of online games and websites was higher than female students (p=0.017, t=5.776). 
First-year students had significantly higher mean scores on the TAS (p=0.001, F=5.494) and the stress scale (p=0.001, 
t=8.755) compared to other grades.
Conclusion: Based on these findings, it is recommended that universities implement preventive and educational pro-
grams to enhance mental health and reduce technology addiction.
Keywords: Anxiety; depression; nursing students; stress; technology addiction
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Previous studies have identified several individual and fami-
ly-related risk factors associated with problematic technology 
use, including male gender, living alone, weak family relation-
ships, perceived lack of familial support, low socioeconomic 
status, insecure attachment patterns, and increased time 
spent online.[12–14] Furthermore, problematic technology use 
has been associated with higher levels of depression, anxiety, 
and stress in university populations.

Given the demanding and emotionally intensive nature of 
nursing education, the coexistence of technology addiction 
and psychological distress may pose additional risks for stu-
dents’ mental health. However, studies specifically examining 
the relationship between technology addiction and depres-
sion, anxiety, and stress among nursing students remain limit-
ed. Therefore, investigating these relationships is essential to 
better understand the psychological implications of technol-
ogy addiction in this population and to inform preventive and 
supportive interventions within nursing education.

Problematic technology use among nursing students may 
negatively affect psychological functioning and adaptive ca-
pacities. A cross-sectional study reported that higher levels of 
technology addiction were associated with lower life satisfac-
tion and reduced psychological flexibility in nursing students, 
suggesting potential vulnerability in coping with academic 
and clinical stressors Aslan et al.[15]. In addition, an intervention 
study demonstrated that training on technology addiction 
significantly improved students’ perspectives and reduced 
addiction levels, indicating that technology addiction is both 
prevalent and modifiable in this population. These findings 
underscore the importance of examining the relationship 
between technology addiction and depression, anxiety, and 
stress among nursing students. Given that nursing education 
requires effective emotional regulation, clinical judgment, 
and adaptive coping in stressful environments, technology 
addiction may indirectly compromise students’ academic en-
gagement and professional development.

Accordingly, the present study aimed to examine technology 
addiction and levels of depression, anxiety, and stress among 
nursing students and to investigate the relationships between 
these variables.

The study sought to answer the following research questions:

1.	 What are the technology addiction levels and depression, 
anxiety, and stress among nursing students? 

2.	 What are the variables affecting technology addiction lev-
els? 

3.	 What are the variables affecting depression, anxiety, and 
stress levels? 

4.	 Is there a relationship between technology addiction and 
depression, anxiety, and stress levels? 

Materials and Method
Aim and Type of the Study

This cross-sectional analytical study aimed to examine the 
levels of technology addiction, depression, anxiety, and stress 
among nursing students in relation to personal and academic 
variables.

Population and Sample of the Study

The study population consisted of 480 nursing students en-
rolled in the Faculty of Health Sciences at a state university 
during the 2024–2025 academic year. The minimum required 
sample size was calculated as 214 students using G*Power with 
a 95% confidence level and a 5% margin of error. The study 
aimed to reach the entire population, and all students were in-
vited to participate. A total of 251 students participated in the 
study. Data were collected between January and February 2025.

Data Collection Tools

The data were collected using questions on participants’ de-
scriptive characteristics (such as age, gender, year of study, 
place of internet access, purpose, device used, and daily in-
ternet usage time), the Technology Addiction Scale, and the 
Depression, Anxiety, and Stress Scale.

•	 Technology Addiction Scale (TAS): It was developed based 
on Young’s Internet Addiction Test criteria and Griffiths’ 
(2005) six-component model of addiction. The Turkish va-
lidity and reliability analysis of the scale was conducted by 
Aydın, and the scale consists of 24 items and 4 dimensions. 
The sub-dimensions of the scale are using social network-
ing, instant messaging, playing online games, and using 
websites. The total score of the Technology Addiction Scale 
ranges from a minimum of 24 to a maximum of 120. The 
interpretation of the overall scale scores is as follows: 0–24 
points indicate "Not addicted," 25–48 points "Low-level ad-
dicted," 49–72 points "Moderately addicted," 73–96 points 
"Highly addicted," and 97–120 points "Fully addicted." The 
Cronbach's alpha values of the scale are 0.79, 0.81, 0.90, and 
0.86, respectively.[16] In this study, the Cronbach's alpha val-
ues of the scale were 0.72, 0.78, 0.89, and 0.87, respectively. 

What is presently known on this subject?
•	 Excessive technology use has been associated with increased levels of 

depression, anxiety, and stress, and university students are considered a 
particularly vulnerable group.

What does this article add to the existing knowledge? 
•	 This study contributes by examining technology addiction and mental 

health indicators specifically among nursing students, highlighting the 
influence of gender and year of study on these relationships.

What are the implications for practice?
•	 The findings provide evidence to support the development of preven-

tive and educational programs in universities to reduce technology ad-
diction and promote students’ mental health.
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•	 Depression, Anxiety, Stress Scale (DASS-21): The Turkish re-
liability and validity study of the scale developed by Lovi-
bond and Lovibond was conducted by Yılmaz, Boz, and 
Arslan in 2017.[17] The DASS-21 has three sub-dimensions: 
depression, anxiety, and stress; each dimension has seven 
questions. The scale is a 4-point Likert-type scale. Items 3, 
5, 10, 13, 16, 17, and 21 measure depression; items 2, 4, 7, 
9, 15, 19, and 20 measure anxiety; and items 1, 6, 8, 11, 12, 
14, and 18 measure stress. The total score for each subscale 
ranges from a minimum of 0 to a maximum of 21. The nor-
mal value range is 0-9 points for depression, 0-7 points for 
anxiety, and 0-14 points for stress. Mild depression score 
is 10-13, anxiety score is 8-9, stress score is 15-18; moder-
ate depression score is 14-20, anxiety score is 10-14, stress 
score is 15-18; severe depression score is 21-27, anxiety 
score is 15-19, stress score is 26-33; very severe depression 
score is 28 and above, anxiety score is 20 and above, stress 
score is 34 and above. The Cronbach's alpha coefficients of 
the Turkish version of the scale are 0.82 for depression, 0.81 
for anxiety, and 0.76 for stress. The internal consistency re-
liabilities are 0.90 for depression, 0.86 for anxiety, and 0.88 
for stress. For this study, the Cronbach's alpha coefficients 
are 0.86 for depression, 0.72 for anxiety, and 0.62 for stress. 

Ethical Aspects of the Study

Ethical approval for this study was obtained from the Ethics 
Committee of the Graduate Education Institute at Çanakkale 
Onsekiz Mart University (Approval No: 2024-YÖNP-5475; Date: 
09 January 2025). Written permission to conduct the study 
was obtained from the Department of Nursing, Faculty of 
Health Sciences, Çanakkale Onsekiz Mart University. All par-
ticipants were informed about the purpose of the study and 
the data collection tools, and written informed consent was 
obtained from those who agreed to participate. The study was 
conducted in accordance with the Declaration of Helsinki.

Limitations of the Study

The cross-sectional design prevents causal interpretation of 
the findings. Data were collected through self-report mea-
sures, which may be subject to response bias. Additionally, the 
study was conducted at a single institution, which may limit 
the generalizability of the results to other student populations.

Data Analysis Method

The data obtained in this study were analyzed using SPSS 23 
software. Skewness and kurtosis values, along with the Kolm-
ogorov-Smirnov test, were used to determine the normality 
of the data distribution. Descriptive statistics, independent 
samples t-test for paired groups, one-way ANOVA for groups 
of three or more, and Pearson correlation analysis were used 
to examine the relationships between variables. The statistical 
significance limit value was accepted as p<0.05.

Results
The mean age of the participants was 20.74 years; most were 
female (84.1%) and had a GPA between 2.00 and 2.99. Overall, 
students demonstrated moderate levels of technology addic-
tion, depression, and anxiety, while stress levels were within 
normal limits (Table 1).

Gender, grade level, GPA, and internet-use characteristics 
were significantly associated with specific subdimensions of 
technology addiction. Male students reported higher levels of 
online game playing, whereas female students scored higher 
on website usage. First-year students demonstrated higher 
website use, while second-year students showed higher social 
networking levels. In addition, instant messaging differed sig-
nificantly according to GPA (Table 2).

Daily internet use duration and place of internet access were 
also significantly associated with several technology addic-
tion subdimensions. Students accessing the internet primarily 
at the faculty had higher instant messaging scores, whereas 
those connecting from home or dormitories had higher social 
networking, online gaming, and website usage levels (Table 3).

When personal and academic variables were examined in re-
lation to psychological outcomes, only grade level and GPA 
were significantly associated with depression. First-year stu-
dents and those with lower GPAs reported higher depression 
levels (Table 4). Most students reported social media as their 
primary reason for internet use, with an average daily usage 
time of 2–4 hours and mobile devices being the most com-
mon access tool (Table 5).

Finally, correlation analysis revealed a significant positive re-
lationship between technology addiction and both depres-
sion and stress, whereas no significant association was found 
with anxiety (Table 6).

Table 1. Students’ TAS and DASS-21 values

Characteristics Mean±SD Min-Max

TAS Total 49.07±13.96 25-82

TAS Sub-Dimensions                                              

Social Networking 13.43±4.57 6-26

İnstant Messaging 12.50±5.04 6-30

Online Gaming 9.46±5.05 6-26

Website Usage 13.66±6.03 6-30

DASS-21 Sub-Dimensions

Depression 14.17±4.99 7-28

Anxiety 12.92±3.95 7-25

Stress 14.47±4.37 8-27

TAS: Technology Addiction Scale, DASS: Depression, Anxiety, Stress Scale, SD: Stan-
dard deviation.
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Discussion
Although the present study primarily examined technology 
addiction in relation to students’ daily digital behaviors, these 
findings should be interpreted within the broader context of 
nursing education. Nursing education increasingly integrates 

digital learning platforms, simulation technologies, and on-
line resources. Therefore, students’ patterns of technology use 
in their private lives may indirectly influence their academic 
engagement, concentration, and professional development. 
From this perspective, technology addiction is not merely a 

Table 2. Comparison of TAS sub-dimensions’ means based on students’ personal and academic variables

TAS Sub-Dimensions

Variables Social Networking
(Mean±SD)

Instant Messaging
(Mean±SD)

Online gaming
(Mean±SD)

Website Usage
(Mean±SD)

Gender Female (n=211) 13.65±4.62 12.72±5.06 8.59±4.54 13.91±6.19

Male (n=40) 12.27±4.18 11.32±4.80 14.07±5.15 12,37±5.03

t 2.616 0.024 5.776 5.722

p 0.107 0.877 0.017* 0.017*

Grade First grade (n=74) 13.74±5.17 12.9±5.25 10.70±6.72 15.75±5.70

Second grade (n=54) 14.81±3.51 12.72±4.26 9.27±4.96 14.68±5.51

Third grade (n=70) 13.14±4.43 11.91±5.66 8.42±3.54 12.08±5.94

Fourth grade (n=53) 12.0±4.49 12.47±4.66 9.30±3.72 11.79±6.11

F 3.692 0.528 2.549 7.280

p 0.013* 0.663 0.056 0.000*

GPA 1-1.99 (n=10) 13.70±5.65 8.9±2.18 10.40±2.50 15.90±7.06

2-2.99 (n=185) 13.43±4.76 13.1±5.12 9.78±5.34 13.96±6.01

3-4 (n=56) 13.41±3.74 10.96±4.57 8.23±4.19 12.26±5.75

F 0.017 7.090 2.239 2.445

p 0.983 0001* 0.109 0.089

*: p>0.05 significance level, t: Independent Groups T-Test, F: One-Way Analysis of Variance (ANOVA), n: number, SD: standard deviation.

Table 3. Comparison of TAS sub-dimensions’ means based on variables related to students’ internet usage

TAS sub-dimensions

Variables Social Networking
(Mean±SD)

Instant Messaging
(Mean±SD)

Online Gaming
(Mean±SD)

Website Usage
(Mean±SD)

Internet Connection 
Purpose

Social Media (n=231) 13.37±4.50 12.54±4.98 9.45±5.04 13.69±6.06

Non-Social Media (n=20) 14.15±5.48 12.00±5.83 9.60±5.35 13.35±5.84

t 3.755 1.685 0.314      0.168

p 0.054* 0.195 0.576      0.682

Daily Average Internet 
Usage Time

0-2 hours (n=51) 10.17±3.79 9.78±4.50 9.31±4.68 11.50±5.91

2-4 hours (n=123) 13.24±3.94 12.62±4.41 9.33±4.83 13.22±5.80

4-6 hours (n=61) 15.60±4.64 14.21±6.12 10.62±6.06 15.85±5.77

6 hours and above (n=16) 17.06±4.32 13.75±3.04 6.56±1.03 6.56±1.64

F 20.481 8.291 2.935      5.905

p 0.000* 0.000* 0.034*      0.001*

Internet Connection 
Location

Home or dormitory (n=58) 14.41±5.05 13.44±5.31 10.24±5.21 16.60±6.10

Faculty (n=10) 13.50±6.73 15.30±7.48 9.30±5.47 13.60±7.19

Mobile (n=183) 13.12±4.26 12.05±4.73 9.22±4.98 12.73±5.67

F 1.754 3.339 0.887      9.652

p 0.175 0.037 0.413      0.000

*: p>0.05 significance level, t: Independent Groups T-Test, F: One-Way Analysis of Variance (ANOVA), n: number, SD: standard deviation.
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personal lifestyle issue but a factor that may shape learning 
behaviors, academic performance, and professional readiness.

In this study, nursing students demonstrated moderate levels 
of technology addiction. While moderate levels may appear 
non-critical, they may represent a transitional stage toward 

problematic digital engagement, particularly in a population 
that is already heavily exposed to digital environments. Previ-
ous studies similarly report moderate addiction levels among 
nursing students,[6,15,18] and Zhang et al.[19] emphasized that 
nursing students are at risk of uncontrolled internet use. Ac-

Table 4.  Comparison of DASS-21 sub-dimensions’ means based on students’ personal and academic variables 

DASS-21 sub-dimensions

Variables Depression
(Mean±SD)

Anxiety
(Mean±SD)

Stress
(Mean±SD)

Gender Female (n=211) 13.89±4.79 12.89±3.90 14.79±5.17

Male (n=40) 15.67±5.77 13.12±4.24 14.45±4.11

t 1.822 0.093 0.437

p 0.178 0.760 0.509

Grade First grade (n=74) 16.54±5.11 13.62±4.75 15.66±4.45

Second grade (n=54) 13.20±4.78 11.88±3.30 15.27±6.47

Third grade (n=70) 12.88±4.53 13.12±3.53 13.84±4.83

Fourth grade (n=53) 13.58±4.58 12.75±3.69 14.07±4.03

F 8.755 2.127 2.124

p 0.000* 0.097 0.098

GPA 1-1.99 (n=10) 15.20±3.42 13.80±2.09 16.40±4.85

2-2.99 (n=185) 14.94±5.16 13.11±4.26 14.83±5.40

3-4 (n=56) 11.48±3.57 12.14±2.93 14.10±3.45

F 11.389 1.572 1.028

p 0.000* 0.210 0.359

*: p>0.05 significance level, t: Independent Groups T-Test, F: One-Way Analysis of Variance (ANOVA), n: number, SD: standard deviation.

Table 5. Comparison of DASS-21 sub-dimensions’ means based on the variables related to students’ internet usage

DASS-21 Sub-Dimensions

Variables Depression
(Mean±SD)

Anxiety
(Mean±SD)

Stress
(Mean±SD)

Internet
connection
purpose

Social Media (n=231) 14.10±4.98 12.84±3.88 14.78±5.06

Non-Social Media (n=20) 15.05±5.22 13.90±4.65 14.20±4.49

t 0.020 1.546 0.309

p 0.889 0.215 0.579

Daily average
internet usage
time

0-2 hours (n=51) 14.09±4.62 12.82±4.49 13.72±3.87

2-4 hours (n=123) 14.08±4.82 12.54±3.41 14.52±4.26

4-6 hours (n=61) 13.57±5.02 14.04±4.12 14.86±4.97

6 hours and above (n=16) 17.50±6.42 11.93±4.72 19.12±9.90

F 2.730 2.409 5.101

p 0.045* 0.068 0.002*

Internet
connection
location

Home or Dormitory (n=58) 14.50±5.64 13.20±4.28 16.15±6.60

Faculty (n=10) 14.20±5.99 14.30±6.37 15.20±6.01

Mobile (n=183) 14.07±4.74 12.76±3.67 14.26±4.26

F 0.157 0.902 3.236

p 0.855 0.407 0.041*

*: p>0.05 significance level, t: Independent Groups T-Test, F: One-Way Analysis of Variance (ANOVA), n: number, SD: standard deviation.
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cording to data from the Turkish Statistical Institute, the 16–24 
age group has the highest internet usage rate in Türkiye.[20] 
Since most nursing students fall within this age range, their 
developmental vulnerability combined with academic de-
mands may increase the risk of problematic digital behaviors. 
In the context of nursing education, even moderate addiction 
levels may negatively affect attention span, time manage-
ment, and academic productivity.

Technology addiction differed significantly according to per-
sonal and academic variables. Male students reported higher 
levels of online gaming, whereas female students reported 
higher website and social media use. Previous studies sup-
port these gender-based behavioral differences.[21–24] From 
an educational perspective, these subdimensions may have 
different academic implications. For example, excessive on-
line gaming may interfere with structured study time, while 
excessive social media use may fragment attention and re-
duce sustained academic focus. Thus, technology addiction 
should be evaluated not only in terms of frequency but also 
in terms of its qualitative patterns and their potential aca-
demic consequences.

Daily internet use duration was another important factor. Most 
students reported using the internet for 2–4 hours or more per 
day. Recommendations within Türkiye’s Fight Against Addic-
tion program, coordinated by Yeşilay, suggest limiting screen 
exposure to 120 minutes per day for individuals over the age 
of 12.[25] Exceeding this duration may weaken self-regulation 
skills and promote habitual use. For nursing students, pro-
longed screen time outside academic purposes may reduce 
effective study time and impair sleep quality, indirectly affect-
ing academic performance and clinical preparedness.

The relationship between internet use duration and psy-
chological outcomes is particularly important. In this study, 
longer internet use was associated with higher depression 
and stress levels. Previous research similarly indicates that 
prolonged internet exposure increases depression and 
stress among students.[26] In nursing education, where emo-
tional resilience and interpersonal communication skills are 
essential, increased psychological distress may negatively 
influence both academic success and clinical performance. 
Technology addiction may therefore function both as a mal-

adaptive coping strategy and as a factor that reinforces psy-
chological vulnerability.

Consistent with previous research, depression levels differed 
according to grade level and GPA. First-year students exhibit-
ed higher depression levels, possibly due to adaptation chal-
lenges. Moreover, students with lower GPAs had significantly 
higher depression scores.[27–30] These findings are particularly 
relevant to nursing education. Academic achievement in nurs-
ing is closely linked to clinical competence and patient safety. 
If technology addiction contributes to decreased academic 
performance through distraction, time mismanagement, or 
sleep disturbance, it may indirectly affect professional compe-
tence. Therefore, technology addiction should be considered 
within academic counseling and student support systems.

Students primarily used the internet for social media and 
accessed it mostly via mobile devices.[31–33] Mobile accessibil-
ity increases continuous connectivity and habitual checking 
behaviors. Differences according to the place of connection 
suggest that unstructured environments such as home or 
dormitories may allow more uncontrolled website use, which 
was also associated with higher stress levels. This contextual 
pattern highlights that environmental regulation and digital 
self-discipline may be important areas for educational inter-
vention.

Finally, technology addiction showed a positive correlation 
with depression and stress. Previous studies indicate that de-
pression and anxiety are both risk factors and consequences 
of technology addiction.[34–38] This bidirectional relationship 
suggests that psychological vulnerability and problematic 
technology use may reinforce one another. For nursing stu-
dents, who are expected to develop therapeutic communica-
tion skills and emotional regulation abilities, this interaction 
may have both academic and professional implications.

Conclusion
This study provides empirical evidence that technology addic-
tion among nursing students is associated with psychological 
distress and academic indicators. By evaluating overall tech-
nology addiction together with its specific subdimensions 
and GPA, the findings offer a multidimensional perspective 
that contributes to a relatively limited body of research in this 
population. The results highlight the need to address technol-
ogy addiction not only as a behavioral concern but also as a 
mental health and educational issue within nursing programs.

Furthermore, the present findings establish a foundation for 
future longitudinal and interventional studies aimed at clari-
fying the causal direction between technology addiction, de-
pression, and stress, and at developing targeted prevention 
and intervention strategies for nursing students.

Table 6. Relationships between TAS and DASS-21 
sub-dimensions

TAS

DASS-21 p r

Depression 0.007 0.624

Anxiety 0.179 -0.342

Stress 0.000 0.772
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Effectiveness of psychoeducational and supportive therapy 
on the resilience of families with mental disorders

The prevalence of households with members experiencing 
severe mental disorders in Indonesia is quite significant, 

reported at 6.7% or around 282,654 households.[1] Mental 
disorders are a major global public health problem, affecting 
the quality of life of individuals and the functioning of fam-
ilies more broadly. With the paradigm shift in mental health 
services from an institutional approach to a community-based 
approach, families have become the primary caregivers re-
sponsible for care, monitoring of symptoms, and mainte-
nance of patient stability. As a result, families directly experi-
ence substantial psychological, social, and economic burdens 
during the caregiving process.[2]

Mental disorders place a heavy psychosocial and economic 
burden on families as the primary care unit.[3] Families with 
mental disorders often experience prolonged stress, anxiety, 
emotional exhaustion, and limited social interaction. The re-
lationship between caregiving burden and caregivers' mental 
health has been well documented, with caregivers exhibiting 
higher levels of depression and fatigue than the general pop-
ulation.[4] When families do not receive adequate support and 
knowledge, their ability to adapt to prolonged stress decreas-
es, which can affect family resilience.

Family resilience is defined as the ability of the family system 
to survive, adapt, and thrive in the face of crises, including 

Objectives: This study aims to evaluate the effectiveness of Psychoeducational and Supportive Therapy (PeSo) on the 
resilience of families with members suffering from mental disorders.
Methods: This study employed a quasi-experimental pre-test and post-test control group design. A total of 120 families 
were recruited and divided into two groups: the intervention group (n=60) and the control group (n=60). The interven-
tion group received the Psychoeducational and Supportive Therapy (PeSo) module, which was conducted in 6 sessions. 
Data were collected using a Family Resilience Questionnaire and analyzed using dependent and independent t-tests.
Results: In the intervention group, the mean family resilience score before therapy was 1.87 (SD=0.676), increasing 
to 2.57 (SD=0.500) after therapy, with a mean difference of 0.700 (SD=0.591), a 95% confidence interval ranging from 
0.853 to 0.547, and a p-value<0.001. In the control group, the mean score before therapy was 1.85 (SD=0.685) and 1.97 
(SD=0.610) after therapy, with a mean difference of 0.117 (SD=0.415), a 95% confidence interval of 0.224 to 0.009, and 
a p-value=0.034, indicating a statistically significant improvement in both groups. However, the intervention group 
showed a much more significant improvement compared to the control group (p<0.001).
Conclusion: Psychoeducational and Supportive Therapy (PeSo) significantly improves the resilience of families with 
mental disorders. This therapy is recommended as an effective nursing intervention to be integrated into community 
mental health services to support family caregivers.
Keywords: Mental disorders; psychoeducation; resilience family; supportive therapy
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mental health issues.[5] This includes effective communication, 
internal social support, problem-solving skills, and strong col-
lective expectations. A high level of family resilience can re-
duce negative psychosocial impacts and improve the overall 
well-being of both the family and the patient.[6]

McCubbin and McCubbin state that family resilience is a com-
bination of positive behavior patterns and functional com-
petencies possessed by each individual in the family and the 
family unit as a whole. These positive behaviors and individual 
competencies are needed to respond to stressful and harmful 
environments (such as significant life events). In addition, this 
also determines the family's ability to recover by maintaining 
its integrity as a unit while maintaining and improving the 
well-being of family members and the family unit as a whole.[7]

To address these challenges, family psychoeducation has 
been recognized as an important intervention. Family psy-
choeducation improves families' understanding of the client's 
condition, enhances caregiving skills, and encourages a pro-
active role in care.[8] However, knowledge alone is often not 
enough. Family support (supportive therapy) also plays a key 
role by providing emotional and instrumental support, which 
reduces psychological stress.[9] Existing psychosocial data con-
firm that positive social support increases resilience through 
adaptive coping mechanisms.[6]

Although each of these therapies has its benefits, the use of a 
single method often has limitations. Psychoeducation increas-
es knowledge but is not sufficient to overcome severe emo-
tional exhaustion. Conversely, supportive therapy provides 
emotional support but lacks structured caregiving guidance. 
Therefore, there is a need to combine psychoeducational ther-
apy and supportive therapy in both theory and practice. The-
oretically, this combination of therapies is in line with family 
systems theory, which emphasizes that family resilience arises 
from the interaction between increased knowledge through 
psychoeducation, emotional regulation, and relational sup-
port provided by supportive therapy.[6]

Based on this theoretical framework, researchers developed 
an integrated intervention model called PeSo Therapy (Psy-
choeducation–Supportive Therapy). This therapy focuses on 
families with members experiencing mental disorders and is 
highly relevant to community-based mental health care, us-
ing a holistic approach. By combining educational and sup-
portive aspects into a single intervention, PeSo Therapy aims 
to improve feasibility and sustainability compared to using a 
single therapy.[5]

Study Aim and Hypothesis

This study aims to evaluate the effectiveness of Psychoeduca-
tional and Supportive Therapy (PeSo) on family resilience in 
caring for patients with mental disorders.

The hypothesis proposed in this study is:

H1: Psychoeducation and supportive therapy are effective in 
improving the resilience of families with mental disorders.

Materials and Method
Study Design

This research is a quasi-experimental study with a pre-
test-posttest control group design, conducted between July 
and October 2024 at two primary healthcare centers: Mungk-
id Health Center and Sawangan Health Center in Magelang, 
Indonesia.

Sample

The target population for this study includes nuclear families 
residing in the working areas of Mungkid Health Center and 
Sawangan Health Center who live with and care for a fami-
ly member diagnosed with a mental disorder and who have 
experienced a relapse. According to data obtained from the 
mental health program in both primary healthcare centers, 
the total population consisted of 160 eligible families.

A total of 120 respondents were selected as the study sam-
ple, consisting of 60 families in the intervention group and 
60 families in the control group. The sample size was calcu-
lated using a formula to compare two independent means. 
The calculation was based on a moderate effect size (Cohen’s 
d=0.5), which is generally recommended for psychosocial and 
behavioral interventions when previous population-based 
estimates are limited.[10,11] This assumption of a moderate ef-
fect size is further supported by previous quasi-experimental 
studies reporting comparable intervention effects.[12] With a 
significance level (α)=0.05 and 80% statistical power, the mini-
mum sample size required is 60 families per group.

What is presently known on this subject?
•	 The family is the unit closest to the patient and is the primary care-

giver. The family plays a role in determining the care needed by the 
patient. Long-term treatment often leads to family members feeling 
overwhelmed and struggling to accept the patient's condition, which 
ultimately puts the patient at risk of relapse. The combination of psycho-
educational and supportive therapy provides families with knowledge 
in caring for patients and optimizes the support needed for families to 
become resilient in caregiving.

What does this article add to the existing knowledge? 
•	 The combination of psychoeducational and supportive therapy to en-

hance family resilience in caring for patients with mental disorders has 
not previously been implemented in Indonesia. This combination ther-
apy is expected to enhance knowledge and skills in patient care, utilize 
support systems from both within and outside the family, and thereby 
create resilient families in caring for patients.

What are the implications for practice?
•	 This research provides evidence of the need for interventions to en-

hance family resilience in caring for patients with mental disorders. Fam-
ily resilience is necessary to prevent relapse in patients with mental dis-
orders. These findings can guide nurses in enhancing family resilience in 
the community through psychoeducational and supportive therapy.
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The intervention and control groups were determined based 
on the treatment to be evaluated in the study, whereby the 
intervention group received the treatment being studied, 
namely PeSo therapy (family psychoeducation and support-
ive therapy), and the control group received standard care, 
with the main objective being to compare the effects. Group 
allocation was performed using a non-random approach. Re-
spondents who met the inclusion criteria were assigned to ei-
ther the intervention group or the control group based on the 
order in which they were numbered.

Participants were required to attend all six PeSo therapy ses-
sions to ensure the integrity of the intervention. Criteria for 
withdrawal from the study included: (1) absence from more 
than two consecutive sessions, (2) moving out of the study 
area, (3) hospitalization during the intervention period, or (4) 
voluntary withdrawal by the respondent. Participants who 
withdrew were excluded from the final analysis.

Inclusion and Exclusion Criteria

Inclusion Criteria:

•	 Nuclear families living in the same household as a family 
member with a mental disorder.

•	 Families residing in the working area of Mungkid Health 
Center and Sawangan Health Center.

•	 Families who have previously experienced a relapse epi-
sode of the family member with a mental disorder.

Exclusion Criteria:

• Patients with mental disorders who do not live with family.

• Families with members who have physical disabilities that 
hinder participation in therapy sessions.

Ethical Considerations

The Health Research Ethics Committee of the Faculty of Health 
Sciences, Muhammadiyah University Magelang, granted ap-
proval for this research on August 30, 2024 (Number: 005/
KEPK-FIKES/II.3.AU/F/2024). All procedures were conducted in 
accordance with the principles of the Declaration of Helsinki. 
Respondents were informed about this research and provided 
their consent both in writing and verbally.

Intervention Protocol and Procedure

The intervention used in this study was Psychoeducational and 
Supportive Therapy (PeSo), using a module as a guideline. This 
module was developed by the researchers and validated by 
psychiatric nursing experts before implementation. The inter-
vention was administered by mental health nursing specialists.

The structure and rules of PeSo therapy consisted of six sessions 
conducted over three weeks (two sessions per week). Each ses-

sion lasted approximately 60 minutes. Participation in all ses-
sions was mandatory for inclusion in the final analysis. Partici-
pants were excluded from the study if they missed more than 
two consecutive sessions or voluntarily withdrew their consent.

Intervention Phase

This therapy combines educational methods (lectures, book-
lets) with supportive techniques (group sharing, emotional 
venting). The content of the six sessions is as follows:

1.	 Identifying the problems of the patient and family
Facilitators help families recognize the health problems 
of patients and family members and identify support sys-
tems within and outside the family. 

2.	 Addressing the patient's mental health issues
In this session, families are given the opportunity to share 
their experiences in caring for patients, and facilitators 
train families on how to care for patients and utilize sup-
port systems. 

3.	 Managing family stress
In this session, the facilitator identifies the family's experi-
ences in stress management and then trains the family to 
manage stress through relaxation exercises and the use of 
support systems. 

4.	 Managing family burden
In this session, the facilitator identifies the family's experi-
ences in managing family burden, trains the family to man-
age these burdens, and utilizes support systems. 

5.	 Preventing patient relapse
Facilitators educate families about the meaning, causes, 
stages of relapse, and its signs and symptoms, and train 
families on how to prevent relapse. 

6.	 Conducting monitoring and evaluation of 
implementation and benefits
In the final session, the facilitator evaluates the family's 
abilities and the benefits of PeSo therapy. 

Data Collection Tools

The data collection instrument consists of two parts. Part A 
is a demographic data sheet designed to obtain information 
about the family, including age, gender, education, and rela-
tionship to the patient. This data is similar to the questionnaire 
conducted by.[13] Regarding respondent characteristics, this 
includes age, gender, education, marital status, and relation-
ship to the patient. The same was also reported by[14] regard-
ing the personal information of the patient's family.

Part B consists of the Family Resilience Questionnaire. This 
instrument was developed and adapted by the researchers 
based on the dimensions of the Family Resilience Model 
proposed by McCubbin and McCubbin.[15] These items were 
specifically modified to align with the Indonesian cultural 
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context and the specific conditions of families caring for pa-
tients with mental disorders.

Because the instrument was adapted for this study, the re-
searchers conducted validity and reliability tests prior to data 
collection. A pilot study was conducted on 30 respondents 
who had similar characteristics to the research population but 
were not included in the final sample. The validity of the in-
strument was assessed using Pearson's Product Moment cor-
relation, and the results showed that all 25 items were valid 
p<0.05 (rcount>rtable). The reliability test showed excellent 
results, with a Cronbach's Alpha coefficient of 0.982.

Statistical Evaluation

Data Analysis

Data analysis was performed using SPSS software version 
25.0. The analysis consisted of univariate and bivariate anal-
yses. Univariate analysis was performed to describe the 
characteristics of the respondents, including age, gender, 
education level, and relationship with the patient. These 
variables were presented as frequency distributions and 
percentages.

Prior to hypothesis testing, a normality test was performed 
to determine the distribution of the data. Since the data were 
normally distributed, parametric tests were used. Bivariate 
analysis was performed using two statistical tests:

1.	 Paired t-test: This test was used to analyze the difference 
in average resilience scores before and after the interven-
tion in each group (intervention and control). 

2.	 Independent samples t-test: This test was used to com-
pare the difference in average resilience scores between 
the intervention group and the control group. 

The statistical significance level was set at p<0.05.

Results
Table 1 presents the demographic characteristics of the re-
spondents. The majority of participants were female, aged 
41–50 years, with a high school education, with children as 
caregivers, and family resilience in the moderate category.

Table 2 shows changes in family resilience scores in the in-
tervention and control groups. Paired sample t-test results 
show a significant increase in resilience scores in both groups 

Table 1. Study participants characteristics

No Variabel Category Frequency Percentage

1 Age 20-30 years old
31-40 years old
41-50 years old
51-60 years old
≥ 61 years old

20
9
57
29
5

16.7
7.5
47.5
24.2
4.2

2 Gender Man
Woman

35
85

29.2
70.8

3 Eduction Elementary School
Junior high School
Senior High School
Bachelor

10
33
67
10

8.3
27.5
55.8
8.3

4 Family relationships Couple
Parent
Children
Sibling

12
47
50
11

10
39.2
41.7
9.2

5 Family Resilience Low
Middle
High

37
63
20

30.3
51.6
16.4

Table 2. Effectiveness of PeSo therapy on family resilience scores: Analysis within and between groups 

Group Pre-test 
mean (SD)

Post-test 
mean (SD)

Within-group 
p-valuea

Mean difference  
(Pre-Post)

Between-group 
p-valueb

Intervention (n=60) 1.87 (0.676) 2.57 (0.500) <0.001 0.700 <0.001

Control (n=60) 1.85 (0.685) 1.97 (0.610) 0.034 0.117
a: Analysis using paired sample t-tests (to compare pre- and post-test scores within each group, b: Analysis using independent sample t-tests (to compare post-test scores between 
the intervention group and the control group. p-value <0.05 is considered statistically significant.
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after therapy. In the intervention group, the average score 
increased from 1.87 in the pre-test to 2.57 in the post-test 
(p<0.001), while the control group showed a statistically sig-
nificant increase from 1.85 to 1.97 (p=0.034) but to a lesser ex-
tent. Further analysis using an independent t-test revealed a 
significant difference between the groups, with the interven-
tion group showing a higher mean difference (Δ=0.700) com-
pared to the control group (Δ=0.117; p<0.001). These results 
indicate that PeSo therapy is more effective than standard 
community care in improving family resilience.

Discussion
The findings of this study confirm that Psychoeducational and 
Supportive Therapy (PeSo) significantly improves the resil-
ience of families caring for patients with mental disorders. The 
results of the analysis show that both groups exhibited chang-
es in resilience over time, but families who received PeSo ther-
apy achieved significantly higher post-intervention resilience 
scores compared to the control group. This supports the hy-
pothesis that integrated interventions combining knowledge 
and emotional support are more effective than standard care 
in helping families care for patients.

These results are consistent with previous studies that suggest 
family-based interventions are crucial for psychosocial prob-
lems. Consistent with the findings, our study validates that 
increasing family knowledge through psychoeducation helps 
reduce anxiety and confusion about the patient's condition.
[16,17] Furthermore, our results support findings emphasizing 
that resilient families tend to have open communication and 
strong emotional support.[18] However, this study expands on 
previous knowledge by demonstrating the synergistic effects 
of the PeSo module. Families often face complex challenges, 
including stigma, isolation, and emotional distress, which can-
not be resolved with a single, non-specific intervention.[3,4] By 
integrating psychoeducation (to address lack of caregiving 
knowledge and skills) with supportive therapy (to facilitate 
emotional venting and stress management), PeSo therapy 
provides a holistic approach. This combination likely explains 
why the intervention group showed superior resilience com-
pared to the control group, as it empowered families to mobi-
lize internal and external resources.[5,6]

The role of psychoeducation in improving resilience observed 
in this study can be attributed to the educational component 
of the PeSo module. Families of patients with mental disorders 
often experience high levels of stress due to a lack of knowl-
edge about symptom management and treatment adher-
ence. These findings reinforce recent studies which highlight 
that family psychoeducation effectively reduces caregiver 
burden by correcting misconceptions and providing prac-
tical caregiving strategies.[9,19] When families understand the 

disease trajectory, it enables them to develop a more resilient 
outlook and better problem-solving skills.[20]

Supportive therapy plays an important role in strengthening 
the emotional stability of families in PeSo therapy. Caregivers 
often face social isolation and emotional exhaustion, which 
erode family resilience. Our findings align with studies that 
found interventions facilitating emotional venting and peer 
support significantly reduced emotional distress within fam-
ilies.[13] By providing a safe space to express frustration and 
anxiety, PeSo therapy likely enhances families' adaptive cop-
ing mechanisms, as supported by evidence emphasizing that 
emotion regulation is a core component of resilient caregiv-
ing systems.[21]

The effectiveness of PeSo therapy observed in this study also 
highlights important clinical implications. As noted in the lit-
erature, such interventions can reduce the risk of relapse and 
potentially lower treatment costs.[17] Because families play an 
important role in the rehabilitation and social reintegration of 
patients,[2,17] integrating PeSo therapy into community mental 
health services is highly recommended. This strategy offers a 
practical way for nurses to shift from patient-centered care to 
a family-centered approach, ensuring that caregivers are not 
“forgotten patients” but active and resilient partners in the re-
covery process.

This synergistic intervention expands the existing literature 
by demonstrating the combined effects of the two approach-
es. While single-component interventions often address only 
one aspect of care, the integration of psychoeducation and 
supportive therapy in PeSo provides holistic benefits. This is 
consistent with the latest recommendations for mental health 
nursing, which advocate family-centered care.[22] This com-
prehensive approach explains why the intervention group 
showed superior resilience compared to the control group.

Limitations

Although the findings are positive, several limitations should 
be acknowledged. First, this study was conducted in a specif-
ic region, which may limit the generalizability of the findings 
to other populations with different cultural or socioeconomic 
contexts. Second, data collection relied on self-administered 
questionnaires, which may be subject to social desirability 
bias. Finally, this study only evaluated the immediate post-in-
tervention effects; therefore, the long-term sustainability of 
the increase in family resilience remains unknown and re-
quires further longitudinal research.

Conclusion 
This study concludes that Psychoeducational and Supportive 
Therapy (PeSo) is effective in significantly improving the resil-
ience of families caring for patients with mental disorders. The 
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findings show that the PeSo intervention produces superior 
results compared to standard community care alone. The inte-
gration of psychoeducation and supportive therapy has been 
proven to be an important strategy in helping families adapt 
to the challenges of caregiving.

Based on these results, it is recommended that community 
mental health services integrate the PeSo therapy module 
as a complementary nursing intervention to strengthen the 
family support system. Furthermore, given the limitations of 
the study regarding short-term evaluation and specific demo-
graphics, future research should use a Randomized Controlled 
Trial (RCT) design with a longitudinal approach to evaluate 
the long-term sustainability of the intervention’s effects across 
different populations.
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Determination of psychosocial care competence, therapeutic 
alliance and burnout levels in nurses

When the harmony among the physical, social, and psy-
chological aspects of life is disrupted, individuals may 

display emotional reactions such as anger, grief, and hope-
lessness, as well as behavioral reactions such as refusing treat-
ment, hiding one’s illness, and social isolation.[1,2] Psychosocial 
reactions negatively affect the course of the illness and the 
treatment process, prolonging hospital stay durations, in-
creasing mortality and morbidity rates, and making it difficult 
to develop effective coping methods for the illness.[3,4] Nurses 

undertake important responsibilities in preventing these risks 
and providing psychosocial care within the scope of holistic 
care.[5] Being able to assess the psychosocial dimension of a 
patient’s condition first requires knowing the criteria of psy-
chosocial care.[6] Nurses identify the psychological symptoms 
of a patient through observation and effective communica-
tion and provide psychosocial support.[7] Psychosocial care 
aims for the individual to be well in every aspect, recognize 
their strengths, and improve their quality of life.[8] Previous 

Objectives: This study aims to determine the psychosocial care competence, therapeutic alliance, and burnout levels 
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studies have shown that nurses fall short in psychosocial care, 
experience difficulties, and encounter various barriers in prac-
tice.[9–12] The insufficient adoption of psychosocial assessment 
in nursing practices and the belief that it is primarily the duty 
of psychiatric nurses are among the main barriers.[6] Psycho-
social care reduces hospital stay and healthcare expenditures 
while increasing care satisfaction and reducing the anxiety 
and stress levels of patients.[4,13] Nurses should know the im-
portance of psychosocial care, recognize the behavioral and 
emotional reactions of patients, and be competent in demon-
strating an appropriate approach.[14] Factors like professional 
experience, professional attitudes, higher education, inter-
personal communication, and closely following technological 
developments affect competence.[15] Skills related to identify-
ing, planning, and implementing psychosocial care reflect the 
competence level of a nurse.[16] Moderate levels of psychoso-
cial care competence have been found among nurses.[17–19]

Psychosocial care includes nursing interventions such as ac-
tive listening, establishing empathy, ensuring the therapeutic 
relationship and forming the alliance, and teaching the patient 
coping methods for stress.[1] The successful implementation of 
psychosocial care is possible through a therapeutic alliance 
based on mutual trust between the nurse and the patient.[20,21] 
Therapeutic alliance is defined as the patient and counselor 
reaching an agreement on the goals and tasks of the treat-
ment process and establishing an emotional bond during this 
process.[22] Establishing a strong therapeutic alliance supports 
the developmental process of the patient, improves clinical 
outcomes, and prevents treatment from remaining incom-
plete by facilitating the patient’s participation and adherence 
to treatment.[22,23] Therapeutic alliance initially focuses on the 
uniqueness of the individual and initiates the helping rela-
tionship, then becomes the star component of care and en-
ables the main practices to take place. It also enables nurses 
to better understand the events patients have experienced 
throughout their lives and becomes a valuable nursing care 
tool that is effective in care and decision-making stages relat-
ed to the patient.[24] Additionally, it allows qualified nursing in-
terventions to be included in care.[25] In interventions, a strong 
nurse-patient alliance is not only limited to improvements in 
clinical outcomes and patient care satisfaction but also con-
tributes to reducing the stress levels of nurses.[26]

Burnout, which is considered to be inversely proportional to 
psychosocial care and therapeutic alliance, emerges in pro-
fessions requiring intense human interaction and emotion-
al connection, and chronic work stress causes individuals 
experiencing burnout to become desensitized toward the 
people they serve.[27,28] In the healthcare sector, nurses have 
to struggle with burnout more than other healthcare per-
sonnel.[28] According to a meta-analysis, emotional exhaus-
tion is seen at a rate of 24%, depersonalization is seen at a 

rate of 30%, and low personal accomplishment is observed 
at a rate of 28% among nurses working in palliative care.[29] 
In a study conducted by Yazıcı et al.[30] in Türkiye, burnout 
levels of nurses working in neonatal units were found to be 
76.1%. Equipment and personnel shortages, negative be-
haviors of patients and their relatives, unclear job descrip-
tions, financial issues, shift work, unit characteristics, the 
course of the illness, and individual factors lead to burnout 
in nurses.[31–34] Burnout reduces the quality of healthcare ser-
vices and negatively affects patient safety, work continuity, 
institutional functioning, psychosocial care quality, and the 
nurse-patient alliance.[35,36] To reduce the burnout levels of 
nurses and improve the quality of care, it is important for 
healthcare institutions to include psychosocial care in pa-
tient care processes and provide training aimed at improving 
the coping, communication, and awareness skills of nurses.
[28] In this study, it was aimed to investigate the psychoso-
cial care competence, therapeutic alliance, and burnout 
levels of nurses and determine the relationships between 
these variables. Since nurses have difficulty integrating psy-
chosocial care and therapeutic alliance into the necessary 
diagnosis, planning, and implementation processes in line 
with the care needs of patients, determining the relation-
ships between psychosocial care competence, therapeutic 
alliance, and burnout is highly important for creating aware-
ness among nurses and reducing burnout rates.

Research Questions

•	 What are the levels of psychosocial care competence, ther-
apeutic alliance, and burnout levels of nurses, and what 
are the relationships between them? 

•	 Do the sociodemographic characteristics of nurses affect 
their psychosocial care competence, therapeutic alliance, 
and burnout levels? 

Materials and Method
Design

This is a descriptive correlational study.

What is presently known on this subject?
•	 Although there are studies examining the psychosocial care compe-

tence, therapeutic alliance, and burnout levels of nurses separately, no 
comprehensive study investigating the relationships between them has 
been encountered.

What does this article add to the existing knowledge? 
•	 The results revealed that when psychosocial care competence and ther-

apeutic alliance/bond levels were considered together in nurses, they 
had a protective effect on burnout.

What are the implications for practice?
•	 The results of this study may guide practices that will improve the ability 

of nurses to provide psychosocial care and establish a therapeutic alli-
ance, creating an effective intervention area in preventing and manag-
ing burnout.
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Time and Setting

The study was conducted at Malatya Turgut Özal Medical 
Center (Turgut Özal Tıp Merkezi, TÖTM) between January and 
April 2025.

Population and Sample

The sample of the study consisted of nurses working at TÖTM 
who met the inclusion criteria. The minimum required sample 
size for the study was determined as 213 people in a power 
analysis conducted based on 0.95 power, an error margin of 
0.05, and a 0.25 effect size.[37] Individuals who met the inclusion 
criteria were enrolled in the sample using a non-probability 
sampling method until a sufficient sample size was reached. 
The study was completed with a total of 226 individuals.

Inclusion Criteria
•	 Being open to communication and cooperation,
•	 Being 18-65 years old.

Exclusion Criteria
•	 Being on long-term leave or sick leave during the study 

period,
•	 Working in administrative units. 

Variables

Dependent Variables:

•	 Psychosocial Care Competency Levels,
•	 Therapeutic Alliance Levels, 
•	 Burnout Levels. 
Independent Variables:

•	 Age,
•	 Marital Status, 
•	 Education Level, 
•	 Unit of Employment, 
•	 Years of Experience as a Nurse, 
•	 Income Status, 
•	 Working Schedule, 
•	 Average Weekly Working Hours. 

Data Collection Instruments

A Sociodemographic Information Form, the Psychosocial Care 
Competence Self-Assessment Scale, the Brief Revised Working 
Alliance Inventory, and the Maslach Burnout Inventory were 
used to collect data.

Sociodemographic Information Form

The form was prepared based on the review of the relevant 
literature conducted by the researcher. It consisted of 8 ques-
tions about participant characteristics, including age, marital 
status, education level, unit of employment, years of experi-

ence working as a nurse, income status, working schedule, 
and average weekly working hours.[38]

Psychosocial Care Competence Self-Assessment 
Scale (PCC-SAS)

The scale was created to measure the psychosocial care com-
petence levels of nurses. The Turkish validity and reliability 
study of the scale was conducted by Karataş and Kelleci (2021). 
Each item of the 5-point Likert-type scale is scored as ‘Does 
not describe me at all (1)’, ‘Describes me a little (2)’, ‘Undecided 
(3)’, ‘Describes me well (4)’, or ‘Describes me very well (5)’. Some 
items of the 44-item scale (items 6, 12, 39, and 40) are scored 
in reverse. The range of total scale scores is 44-220. Higher 
scores indicate that the respondent has a higher self-assess-
ment of their psychosocial care competence. In the validity 
and reliability study of the scale, some items were removed, 
similar results to those in the original version were obtained, 
and the number of items was reduced to 18. The scale consists 
of 4 dimensions: ‘Symptom Identification’, ‘Use of Knowledge’, 
‘Intervention’, and ‘Diagnosis’. The Cronbach’s alpha coefficient 
of the scale was reported as 0.93.[4] In this study, Cronbach’s 
alpha coefficient was found to be 0.96.

 Brief Revised Working Alliance Inventory (BR-WAI)

The original version of the scale was created by Horvath and 
Greenberg (1989). Later, Soygüt and Işıklı (2008) conducted 
the Turkish validity and reliability study of the scale. The scale 
consists of 36 items, and it has two forms: patient and therapist. 
Prepared in line with Bordin’s theory on the conceptualization 
of therapeutic alliance, the scale consists of 3 dimensions: task, 
goal, and bond, each containing 12 items. A total score for the 
overall scale or a separate score for each dimension can be ob-
tained and interpreted. The range of total scale scores is 12-
84. Higher total scores indicate a strong therapeutic alliance 
established with the patient. The Brief Revised Working Alli-
ance Inventory (BR-WAI) consists of a total of 12 items based 
on the Working Alliance Inventory. It is a 7-point Likert-type 
scale. While creating the short form of the scale, Tracey and 
Kokotovic (1989) selected 4 items from each dimension that 
would yield similar results to the original scale. The Cronbach’s 
alpha coefficient of the patient form varied between 0.90 and 
0.92, while the Cronbach’s alpha coefficient of the overall scale 
was 0.98.[39] In this study, only the bond dimension (items 3, 5, 
7, and 9) of the scale was used, and the Cronbach’s alpha coef-
ficient of this dimension was found to be 0.89.

The items in the bond dimension are as follows:

•	 I believe my patient feels close to me. 
•	 I believe I can help my patient. 
•	 I appreciate my patient. 
•	 My patient and I trust each other.
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Maslach Burnout Inventory (MBI)

The first form of the scale was created by Maslach in 1981. The 
validity and reliability study of the scale in Turkish was con-
ducted by Ergin in 1992. It is a 5-point Likert-type scale with 
response options scored from 0 to 4. The scale has 3 dimen-
sions: depersonalization, emotional exhaustion, and personal 
accomplishment, and consists of 22 items. Five items consti-
tute the depersonalization dimension, 9 items constitute the 
emotional exhaustion dimension, and 8 items constitute the 
personal accomplishment dimension. While the scoring of 
the depersonalization and emotional exhaustion dimensions 
progresses from 0 to 4, the opposite applies for personal ac-
complishment. The score ranges of the dimensions are 0-36 
for emotional exhaustion, 0-20 for depersonalization, and 
0-32 for personal accomplishment. For emotional exhaustion, 
scores between 0 and 11 are considered low, those between 
12 and 17 are considered moderate, and those at or above 
18 are considered high risk. For depersonalization, scores be-
tween 0 and 5 are considered low, those between 6 and 9 are 
considered moderate, and those at or above 10 are considered 
high risk. For personal accomplishment, scores between 0 and 
21 are considered high, those between 22 and 25 are consid-
ered moderate, and those at or above 26 are considered low 
risk. While the items in the depersonalization and emotional 
exhaustion dimensions are negative statements, those in the 
personal accomplishment dimension are positive statements. 
Higher scores obtained from the depersonalization and emo-
tional exhaustion dimensions indicate increased burnout lev-
els, while low personal accomplishment is considered an indi-
cator of high burnout.[40–42] In our study, the Cronbach’s alpha 
coefficient of the scale was found to be 0.88.

Data Collection

The data were collected at TÖTM. Ethics committee approval 
and institutional permission were obtained for the study. The 
Google Forms platform was used to obtain consent from nurses 
who met the inclusion criteria and inform them about the study. 
The data were collected using 4 forms: a Sociodemographic In-
formation Form, PCC-SAS, BR-WAI/bond dimension, and MBI.

Data Analysis

The data were analyzed using the SPSS 23.0 program. Normal 
distribution assumptions were evaluated with the Kolmogor-
ov-Smirnov test (p<0.001). Since parametric test assumptions 
were not met, the Mann-Whitney U, Kruskal-Wallis, and Bon-
ferroni-corrected Mann-Whitney U tests were used. Categor-
ical data are presented as frequency and percentage values, 
continuous data are presented as mean, standard deviation, 
and min-max values, and the relationships between scale 
scores were examined with Spearman’s correlation test.

Ethical Aspect of the Study

Approval (04.02.2025) (2025/6901) was obtained from İnönü 
University Scientific Research and Publication Ethics Commit-
tee, and legal permission (20.01.2025) (E-68636013-544971) 
was obtained from Malatya Turgut Özal Medical Center. Nec-
essary permissions were obtained from the researchers who 
conducted the validity and reliability studies of the scales 
used in the study. Nurses who volunteered to participate and 
met the inclusion criteria were included in the study. Infor-
mation about the purpose, duration, and scope of the study 
and the explanation that participation was voluntary were 
provided online via Google Forms to nurses who agreed to 
participate. The ethical principles stated in the Declaration of 
Helsinki were followed throughout all procedures in the study.

Limitations

The results of this study are limited to the nurses in the sam-
ple and cannot be generalized. The limitations of the study 
included the fact that only nurses working at TÖTM were in-
cluded, and the information obtained regarding psychosocial 
care competence, therapeutic alliance, and burnout levels 
was based on self-reports.

Results
This section presents the results of the statistical analyses of 
the data collected from the participants.

It was determined that 60.6% (n=137) of the participants were 
18-30 years old, 53.1% (n=120) were single, 82.3% (n=186) 
had undergraduate degrees, 53.1% (n=120) were working in 
internal medicine clinics, 34.1% (n=77) had work experience 
longer than 8 years, 65.5% (n=148) had medium levels of in-
come, 77.4% (n=175) worked day and night shifts, and 49.6% 
(n=112) worked less than 40 hours per week. The ages of the 
participants ranged from 22 to 50, while their mean age was 
30.63±6.43 (Table 1).

In the comparisons of the mean total PCC-SAS scores of the 
participants based on their sociodemographic characteristics, 
significant differences were found in relation to their educa-
tion levels and income statuses. According to the results of 
the post hoc test (Bonferroni-corrected Mann-Whitney U test), 
this difference originated from the participants who had grad-
uate education, and the psychosocial care competence levels 
of those whose income levels were medium or high were also 
higher than those of the participants whose income levels 
were low (p<0.001). The mean BR-WAI/bond scores of the par-
ticipants significantly differed based on their education levels. 
According to the results of the post hoc test (Bonferroni-cor-
rected Mann-Whitney U test), the therapeutic alliance/bond 
dimension levels of the participants who had vocational 
health high school and associate degrees were higher than 
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those of the participants who had undergraduate education 
(p<0.001). There was no statistically significant difference in 
the mean total MBI scores of the participants based on their 
sociodemographic characteristics (p>0.001) (Table 2).

The mean total PCC-SAS score of the participants was 
67.37±13.83, which indicated moderate levels of self-assessed 

psychosocial care competence. This suggested that the partic-
ipants did not see themselves sufficiently competent in eval-
uating their patients psychosocially and providing psycho-
social care to their patients. The mean BR-WAI/Bond score of 
the participants was 20.04±4.45, which indicated above-mod-
erate levels of therapeutic alliance. This suggested that the 
participants were willing to establish the emotional bond 
necessary for a therapeutic alliance between the nurse and 
the patient. The mean total MBI score of the participants was 
35.45±12.64, which indicated above-moderate levels of burn-
out in general. It was determined that the mean scores of the 
participants were moderate for the emotional exhaustion di-
mension, moderate for the depersonalization dimension, and 
high for the mean personal accomplishment dimension. Ac-
cording to the results of the correlation analyses, as the emo-
tional exhaustion and depersonalization dimension scores of 
the participants increased, their levels of burnout increased, 
while as their scores in the personal accomplishment dimen-
sion increased, their levels of burnout decreased (Table 3).

A weak, negative, and statistically significant relationship was 
found between the PCC-SAS and MBI scores of the participants 
(r=-0.230), while there was a moderate, positive, and significant 
relationship between their PCC-SAS scores and BR-WAI/Bond 
scores (r=0.558), and there was a weak, negative, and signifi-
cant relationship between their BR-WAI/Bond scores and MBI 
scores (r=-0.293). It was determined that as the psychosocial 
care competence and therapeutic alliance/bond levels of the 
participants increased, their levels of burnout decreased, and 
as their therapeutic alliance/bond levels increased, their psy-
chosocial care competence levels increased (p<0.001) (Table 4).

Discussion
In this section, the data regarding the psychosocial care com-
petence, therapeutic alliance, and burnout levels of nurses are 
discussed along with the literature. It was determined that 
60.6% of the nurses participating in the study were 18-30 years 
old, 53.1% were single, and 82.3% had undergraduate degrees. 
It was found that 53.1% of the participants worked in internal 
medicine clinics, 34.1% had been working for more than 8 
years, 65.5% had medium income, 77.4% worked on day and 
night shifts, and 49.6% worked less than 40 hours per week.

Psychosocial Care Competence Levels of Nurses

Psychosocial care practices consist of steps that relieve, em-
power, encourage, and develop a sense of trust in the patient. 
Psychosocial care also helps maintain a comfortable life by 
enabling the patient to understand their self-worth, raising 
their hope, increasing their social interaction with other indi-
viduals, and opening new doors for overcoming difficult situ-
ations.[1] After psychosocial care provided by midwives/nurses 
to families experiencing perinatal loss, Xie et al.[43] observed fa-

Table 1. Sociodemographic characteristics (n=226)

Frequency 
(n)

Percentage 
(%)

Age (years)

18-30 137 60.6

31-45 75 33.2

46-65 14 6.2

Marital status

Married 106 46.9

Single 120 53.1

Education level

Vocational high school of health 12 5.3

Associate 10 4.4

Undergraduate 186 82.3

Graduate 18 8.0

Unit of employment

Emergency service 25 11.1

Internal medicine clinics 120 53.1

Surgical clinics 36 15.9

Intensive care 31 13.7

Operating room 14 6.2

Years of experience as a nurse

Less than 1 27 11.9

1-4 61 27.0

5-8 61 27.0

More than 8 77 34.1

Income status

Low 15 6.6

Medium 148 65.5

High 61 27.0

Very high 2 0.9

Working schedule

Day shift 50 22.1

Day+night shift 175 77.4

Night shift 1 0.4

Weekly average working hours
Less than 40 hours
40-50 hours
More than 50 hours

112
89
25

49.6
39.4
11.1

Mean±SD Min-Max

Age 30.63±6.43 22-50

Min: Minimum, Max: Maximum, SD: Standard deviation.
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Table 2. Comparisons of the Psychosocial Care Competence Self-Assessment Scale, Brief Revised Working Alliance Inventory/Bond 
Dimension, and Maslach Burnout Inventory scores of the participants based on their sociodemographic characteristics (n=226)

PCC-SAS BR-WAI/Bond MBI

Age Med (Min-Max) Mean±SD Med (Min-Max) Mean±SD Med (Min-Max) Mean±SD
18-30 70.0 (29.0-90.0) 67.04±13.49 20.0 (5.0-28.0) 19.66±4.54 39.0 (2.0-63.0) 35.86±12.37
31-45 70.0 (25.0-90.0) 67.12±14.64 20.0 (11.0-28.0) 20.61±4.30 35.0 (1.0-63.0) 35.41±12.86
46-65 74.0 (34.0-82.0) 70.35±13.14 21.50 (13.0-28.0) 20.71±4.26 35.0 (8.0-49.0) 31.71±14.38

KW 1.953 1.564 0.733
p 0.377 0.457 0.693
Marital status

Married 70.0 (25.0-90.0) 66.94±13.63 21.0 (11.0-28.0) 20.28±4.28 35.0 (2.0-59.0) 34.42±12.37
Single 71.0 (25.0-90.0) 67.56±14.05 20.0 (5.0-28.0) 19.83±4.61 37.50 (1.0-63.0) 36.36±12.86

MWU 6238.0 5982.0 5828.0
p 0.803 0.439 0.278
Education level
Vocational high school of 
health

75.0 (35.0-90.0) 70.66±17.33 23.0 (15.0-28.0) 22.83±3.78 32.50 (2.0-54.0) 29.75±15.37

Associate 77.50 (40.0-90.0) 73.80±15.81 23.0 (16.0-28.0) 22.80±4.34 38.50 (17.0-56.0) 37.80±12.56
Undergraduate 70.0 (25.0-90.0) 65.87±13.52 20.0 (5.0-28.0) 19.61±4.47 38.0 (1.0-63.0) 36.01±12.76
Graduate 76.0 (61.0-90.0) 75.88±9.08 21.50 (15.0-28.0) 21.11±3.49 30.50 (17.0-48.0) 32.16±8.19

KW 13.584 11.026 4.770
p 0.004* 0.012* 0.189
Unit of employment

Emergency service 67.0 (46.0-90.0) 66.12±11.99 19.0 (5.0-28.0) 18.80±5.12 37.0 (2.0-63.0) 36.28±13.62
Internal medicine clinics 71.50 (25.0-90.0) 68.82±12.97 20.50 (7.0-28.0) 20.20±4.46 40.0 (1.0-63.0) 36.55±12.62
Surgical clinics 70.50 (25.0-83.0) 65.88±13.66 20.0 (12.0-27.0) 19.47±3.90 34.0 (11.0-63.0) 34.69±11.51
Intensive care 70.0 (29.0-90.0) 66.19±16.40 20.0 (8.0-28.0) 20.58±4.81 41.0 (8.0-58.0) 35.38±13.38
Operating room 65.50 (29.0-90.0) 62.00±17.83 20.50 (17.0-28.0) 21.21±3.46 28.50 (9.0-39.0) 26.64±9.96

KW 3.783 3.513 9.293
p 0.436 0.476 0.054
Years of experience

Less than 1 72.0 (47.0-90.0) 70.55±10.87 20.0 (10.0-28.0) 20.59±4.97 40.0 (3.0-56.0) 36.29±13.75
1-4 69.0 (29.0-83.0) 64.91±12.44 20.0 (5.0-26.0) 19.37±3.92 34.0 (8.0-63.0) 34.18±11.66
5-8 70.0 (30.0-90.0) 68.14±14.27 20.0 (7.0-28.0) 20.09±4.80 39.0 (1.0-63.0) 36.85±13.17
More than 8 72.0 (25.0-90.0) 67.29±15.29 20.0 (8.0-28.09 20.33±4.40 35.0 (7.0-63.0) 35.06±12.69

KW 3.848 1.686 2.603
p 0.278 0.640 0.457
Income status

Low 59.0 (25.0-82.0) 57.20±16.39 16.0 (7.0-25.0) 17.00±5.39 39.0 (19.0-57.0) 39.33±11.14
Medium 70.0 (25.0-90.0) 67.49±13.29 20.0 (5.0-28.0) 20.04±4.50 39.0 (1.0-63.0) 35.44±13.28
High 72.0 (25.0-90.0) 69.62±13.26 20.0 (13.0-28.0) 20.80±3.82 34.0 (7.0-59.0) 34.40±11.51
Very high 55.0 (38.0-72.0) 55.00±24.04 19.50 (16.0-23.0) 19.50±4.94 39.0 (35.0-43.0) 39.00±5.65

KW 8.685 6.199 2.159
p 0.034* 0.102 0.540
Working schedule

Day shift 70.0 (25.0-90.0) 68.76±11.51 20.0 (11.0-28.0) 20.20±3.77 35.0 (12.0-59.0) 35.72±11.14
Day+night shift 71.0 (25.0-90.0) 66.85±14.46 20.0 (5.0-28.0) 20.02±4.64 38.0 (1.0-63.0) 35.30±13.07
Night shift - - - - - -

KW 0.226 1.236 1.433
p 0.893 0.539 0.488
Weekly working hours

Less than 40 70.0 (25.0-90.0) 68.05±11.70 20.0 (5.0-28.0) 20.04±4.18 35.0 (1.0-63.0) 34.44±12.34
40-50 70.0 (25.0-90.0) 66.70±15.74 21.0 (7.0-28.0) 20.40±4.62 40.0 (2.0-63.0) 36.22±12.99
More than 50 71.0 (34.0-89.0) 65.80±15.62 18.0 (10.0-28.0) 18.76±4.95 41.0 (8.0-59.0) 37.24±12.87

KW 0.064 2.685 2.292
p 0.969 0.261 0.318
*: p<0.001; PCC-SAS: Psychosocial Care Competence Self-Assessment Scale; BR-WAI/Bond: Brief Revised Working Alliance Inventory/Bond Dimension; MBI: Maslach Burnout Inven-
tory; Min: Minimum; Max: Maximum; Med: Median; X: Mean; SD: Standard deviation; KW: Kruskal-Wallis test; MWU: Mann-Whitney U test.
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vorable changes in the anxiety, depression, and posttraumatic 
stress disorder levels of families. Holistic care, which includes 
psychosocial care, contributes to increasing the professional 
expertise levels of nurses, strengthening their communication 
with colleagues and other individuals, increasing their profes-
sional satisfaction, motivation, and job satisfaction, and de-
veloping empathy and autonomy skills.[44] In this study, nurs-
es were found to have moderate levels of psychosocial care 
competence based on their self-assessments. There are stud-
ies reporting higher levels of psychosocial care competence 
among nurses in comparison to those found in this study.
[4,45] There are also studies that obtained results similar to this 
study.[46–48] Accordingly, it can be stated that the psychosocial 
care competence levels of nurses are moderate in general. The 
moderate levels of psychosocial care competence observed in 
this study may be attributed to the possibility that the partici-
pants saw themselves as insufficient in providing psychosocial 
care and were aware that psychosocial care should be includ-
ed in the care process, but due to heavy workload and other 
working conditions, only physical care could be provided.

Psychosocial Care Competence Comparisons 
According to the Sociodemographic Characteristics 
of Nurses

Psychosocial care is often overlooked, and physical care is pri-
oritized due to deficiencies in the education of student nurs-
es, disruptions in the mechanisms of healthcare institutions, 
or difficulties in understanding, internalizing, and maintaining 
psychosocial care. The reason for this is that tangible physi-
cal symptoms are easier to detect compared to psychological 

symptoms that require empathic skills.[4] In the study conduct-
ed by Arslan and Yazıcı with intensive care nurses, it was seen 
that 40% of the nurses consulted psychiatric services when 
evaluating their patients psychologically.[11] Psychosocial care 
should be included more in the curriculum of nursing students 
during undergraduate education, in-service training should 
be continued after starting the profession, and additionally, to 
eliminate the educational deficiencies that arise in initiating 
and maintaining psychosocial care, more importance should 
be given to consultation-liaison psychiatry nursing (CLPN) in 
hospitals, and job opportunities should be created.[3] In the 
study conducted by Abu Shosha et al.,[10] which included the 
experiences of nurses regarding the psychosocial care needs 
of children with thalassemia and their families, nurses stated 
that they needed training programs to provide better psycho-
social care to these children and their families. In this study, 
a significant difference was found in the psychosocial care 
competence levels of the participants based on their educa-
tion levels, and the source of this difference was the group 
of participants with graduate-level education. In the study 
performed by Altan Sarıkaya and Duva with nurses who had 
graduate education, the psychosocial care competence levels 
of nurses were above moderate.[2] There are also studies that 
did not find a significant relationship between the education 
status and psychosocial care competence of nurses.[6,7] Belhaj 
Haddou et al.[19] stated that when sufficient education was 
not available in identifying and evaluating psychosocial care 
needs, psychosocial skill levels worsened. In a study examin-
ing the psychosocial skill levels of nurses providing care to 
cancer patients, the skill levels of nurses with undergraduate 
and graduate education levels were found to be higher. Ad-
ditionally, nurses who had previously participated in training 
programs related to psychosocial care were reported to have 
higher skill levels.[49] In the study carried out by Arends et al.[50] 
to determine the psychosocial care needs of cancer patients, 
nurses were first asked to identify the psychosocial care needs 
of cancer patients before receiving training, they were then 
given psychosocial care training, and after the training, they 
saw themselves as more competent in this regard. It can be 

Table 3. Total scale and subscale scores of the participants (n=226)

Mean±SD Possible Min-Max

PCC-SAS 67.37±13.83 18-90

BR-WAI/bond 20.04±4.45 4-28 (bond dimension) 12-84 (total scale)

MBI 35.45±12.64 0-88

Emotional exhaustion 17.46±8.15 0-36

Depersonalization 7.27±4.41 0-20

Personal accomplishment 10.71±4.73 0-32

PCC-SAS: Psychosocial Care Competence Self-Assessment Scale, BR-WAI/Bond: Brief Revised Working Alliance Inventory/Bond Dimension, MBI: Maslach Burnout Inventory, Min: 
Minimum, Max: Maximum, X: Mean, SD: Standard deviation.

Table 4. Relationships between the scale scores of 
the participants (n=226)

MBI BR-WAI/Bond

PCC-SAS r -0.230** p<0.001 0.558**	 p<0.001

MBI r -0.293**	 p<0.001

**: p<0.001. PCC-SAS: Psychosocial Care Competence Self-Assessment Scale, BR-WAI/
Bond: Brief Revised Working Alliance Inventory/Bond Dimension, MBI: Maslach Burn-
out Inventory, r: Spearman’s Correlation.
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argued that as the education level of nurses increases, they 
see themselves as more competent in evaluating the patient 
psychologically and providing psychosocial care.

In recent years, the inadequate wages of nurses have caused a 
decrease in their motivation toward the service provided and 
led nurses to experience psychological problems. Erçevik et 
al.[51] reported that nurse salaries were not sufficient to meet 
their living expenses. Receiving salaries that are not at a level 
that provides satisfaction is an expected situation to affect the 
quality of care provided by nurses. In this study, a significant 
relationship was found between the income levels and psy-
chosocial care competence of the participants. The psychoso-
cial care competence of nurses with medium and high levels 
of income was found to be higher than that of those with low 
income. Yusefi et al.,[52] who addressed the quality of care pro-
vided by nurses in physical, psychosocial, and communication 
dimensions, reported that all dimensions were at moderate 
levels, and no statistically significant relationship was found 
between the quality of care provided by nurses and their in-
come levels. Contrary to this study, there are also studies that 
did not reveal a significant relationship between the income 
levels and psychosocial care competence of nurses.[4,6,7] The 
satisfaction of nurses with their salary may lead them to feel 
psychologically well and increase the quality of care provided 
by them due to their satisfaction with their jobs.

Therapeutic Alliance Levels of Nurses

Nurses, who hold a valuable position in the field of health, 
need to establish a healthy bond that includes strong and solid 
relationships with individuals to manage care and treatment, 
which are accepted as the cornerstone of the profession, es-
tablish the nurse-patient alliance, and fulfill their duties and 
responsibilities more effectively.[53] Establishing an emotional 
bond based on sincerity within mutual trust and respect is one 
of the conditions that must first be ensured for the formation 
of a therapeutic alliance.[54] The therapeutic bond is accepted 
as a fundamental element for ensuring the adaptation of the 
patient to their environment, understanding the needs of the 
patient, and acknowledging the influence of other aspects of 
their life.[55] This phenomenon contributes to the effectiveness 
of the psychosocial care process by influencing the interaction 
between the nurse and the patient and plays an important 
role in preventing burnout.[53] In this study, the therapeutic 
alliance/bond levels of the participants were moderate. In a 
study conducted with mental health nurses in Indonesia to 
evaluate the effects of sociodemographic characteristics on 
establishing a therapeutic alliance, the therapeutic alliance/
bond levels of the nurses were found to be above moderate.[56]

El Abidi et al.[25] examined the therapeutic relationship be-
tween the patient and the nurse in a study involving 234 pa-
tients and 58 nurses, and the therapeutic alliance/bond levels 

of the nurses were determined to be moderate, while nurses 
were more inclined toward the therapeutic relationship com-
pared to patients. Indeed, this is natural because the forma-
tion and management of the therapeutic alliance is primarily 
the responsibility of those who perform the therapeutic ap-
proach (e.g., therapist, physician, nurse).

Therapeutic Alliance Comparisons According to the 
Sociodemographic Characteristics of Nurses

The therapeutic bond, which emphasizes that effort must be 
made both to ensure that the bond established between the 
patient and the counselor is strong and to achieve agreement 
in treatment, also affects the ability of the counselor to under-
stand the problems of the patient, find solutions to their prob-
lems, and manage the treatment productively.[57] Establishing 
a solid therapeutic alliance may involve certain difficulties, as 
it requires having sufficient theoretical and technical knowl-
edge, being skilled in ensuring social interaction, being able 
to establish emotional bonds effectively, and being an ex-
pert in the field.[58] Overcoming the difficulties that may arise 
while forming the alliance, managing events and situations 
effectively, and ensuring and maintaining interpersonal rela-
tionships require the counselor to be competent in the field 
and have high awareness. This can only be achieved through 
education.[23] In this study, a significant difference was found 
in the therapeutic alliance/bond levels of the participants 
based on their education levels, and the difference was deter-
mined to originate from the participants who had vocational 
health high school and associate degrees. According to Ro-
viralta-Vilella et al.,[59] having higher levels of education was 
associated with establishing a better therapeutic relationship. 
Moreno-Poyato and Rodríguez-Nogueira reported that the 
therapeutic alliance/bond levels of nurses who had doctoral 
and master’s education were significantly higher than those of 
nurses who had undergraduate education.[57] In the study con-
ducted by Yosep et al.,[56] nurses with high levels of education 
were identified as more inclined to establish a therapeutic al-
liance. In the study conducted by Al-Shammari et al.[58] with 
nurses at a community mental health center in Hafar Al Batin, 
no significant relationship was found between the education 
levels and therapeutic alliance levels of nurses. The thera-
peutic alliance levels of the participants who had vocation-
al health high school and associate degrees may have been 
higher because the number of nurses with these education 
levels participating in the study was lower than the number of 
those with undergraduate or graduate education.

Burnout Levels of Nurses

Nurses experience decreases in productivity in both their 
work and private life because they encounter many nega-
tive factors throughout their professional life. The reason for 
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this is that nurses are the first authority exposed to the prob-
lems of patients and their relatives.[60] Taking precautions to 
overcome burnout and making positive adjustments in pro-
fessional life increase the quality of care provided by nurses. 
At the same time, this acts as a shield against problems such 
as weariness and indifference toward work and difficulties in 
concentrating on work.[61] In this study, the burnout levels of 
nurses were found to be moderate. In the study conducted by 
Kekeç and Tan, the burnout levels of nurses were found to be 
high.[33] Erçevik and Bahçecik also reported moderate levels of 
burnout in nurses.[51] The results of this study were consistent 
with the literature. The burnout levels of nurses can be eval-
uated based on the total score of the MBI, as well as based 
on separate dimension scores. In this study, the scores of the 
participants in the emotional exhaustion and depersonaliza-
tion dimensions of MBI indicated moderate levels of burnout, 
while their scores in the personal accomplishment dimension 
indicated low levels. Similar results were obtained in the study 
conducted by Uzun and Mayda.[27] In a study conducted with 
250 nurses in Saudi Arabia, nurses received high or moderate 
scores in the emotional exhaustion and depersonalization di-
mensions of MBI, while they received low scores in the per-
sonal accomplishment dimension.[62] It is thought that the rea-
sons for the high burnout levels of nurses include the lack of 
motivational resources that would increase their productivity 
in response to intense and stressful working conditions, their 
excessive workload, and the lack of clarity in job descriptions.

Burnout Comparisons According to the 
Sociodemographic Characteristics of Nurses

The most common symptoms of burnout in nurses involve 
them often describing themselves as exhausted, unwilling to 
go to work, physically and mentally worn out, indifferent to 
people who need help, experiencing sleep and appetite prob-
lems, and being depressive and tense.[28] It was stated that 
nurses who experienced excessive burnout symptoms in the 
early stages of their professional life were more prone to de-
pression, sleep disorders, and cognitive impairments.[63] In this 
study, no significant difference was identified in the burnout 
levels of the participants based on their age, marital status, 
education level, years of work, income status, working sched-
ule, or weekly working hours.

Relationships between the Psychosocial Care 
Competence, Therapeutic Alliance, and Burnout 
Levels of Nurses

The biopsychosocial model argues that to achieve per-
son-centered care, there must be an agreement based on 
alliance in the relationship between the counselor and the 
patient.[64] A solid relationship based on therapeutic alliance 
allows the establishment of a bond based on trust and in-

creases the quality of psychosocial care. Thus, the chance of 
psychological practices being included in care may increase.
[65] From this perspective, more studies are needed to under-
stand the effectiveness of the relationship established based 
on alliance in psychosocial practices and determine methods 
that will strengthen the nurse-patient relationship in the pro-
cess of improving care.[66] In this study, a positive correlation 
was observed between the psychosocial care competence 
and the therapeutic alliance/bond levels of nurses, which 
would indicate the important place of these variables in es-
tablishing the nurse-patient alliance. Windle et al.[67] conduct-
ed a systematic review and meta-analysis of 29 randomized 
controlled trials involving a total of 5294 individuals and re-
ported that when patients received the psychosocial care they 
desired, their therapeutic alliance scores also increased. In the 
study conducted by Bishop et al.,[68] a strong therapeutic al-
liance was found to increase patient satisfaction and reduce 
psychosocial problems. Integrating psychosocial care into the 
holistic care process evaluated by the nurse in line with the 
needs of the patient may contribute to the establishment of 
a high-quality emotional bond with the patient on the way to 
forming a healthy nurse-patient alliance.

When quality psychosocial care is not provided, undesirable 
outcomes may occur not only for patients but also for health-
care institutions and nurses. Problems such as nurses experi-
encing difficulties in establishing and maintaining effective 
communication with patients and their relatives, increased 
tension, and dissatisfaction toward work are just a few of 
these undesirable outcomes.[6] In one study, it was shown that 
increasing burnout levels negatively affected the quality of 
care provided to patients.[69] In this study as well, it was deter-
mined that as the burnout levels of the participants increased, 
psychosocial care was negatively affected. Tasks such as an-
swering phones in the clinic, addressing material shortages, 
and completing files and documents increase the burden on 
nurses, leading to diminished involvement in patient care and 
decreases in the quality of care provided, which may cause in-
creases in the burnout levels of nurses and shortcomings in 
psychosocial care.[28]

Burnout may weaken the therapeutic alliance and affect the 
creativity and alliance-building abilities of the counselor. This 
may affect the success of the therapeutic alliance, which plays 
the leading role in the counselor-patient relationship, and it 
may lead the counselor to feel inadequate in achieving suf-
ficient personal satisfaction.[70] In this study conducted with 
nurses, a negative relationship was found between burnout 
and therapeutic alliance. Rodriguez-Nogueira et al. associated 
a high-quality therapeutic alliance with low burnout levels.[71] 
In a study conducted at a mental health institution, increased 
burnout among mental health workers was associated with de-
creased therapeutic alliance levels.[72] The results of this study 
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were consistent with those of other studies in the relevant 
literature. The lack of suitability of professional working con-
ditions for performing skills such as active listening, providing 
feedback when the patient needs it, or giving necessary expla-
nations may increase burnout in nurses and hinder the estab-
lishment of an effective therapeutic alliance with the patient.[73]

Conclusion and Recommendations
In this study, which was conducted to determine the psycho-
social care competence, therapeutic alliance/bond, and burn-
out levels of nurses, the following results were obtained:

While the psychosocial care competence and burnout levels 
of nurses were found to be moderate, their therapeutic alli-
ance/bond levels were above moderate. As the psychosocial 
care competence and therapeutic alliance/bond levels of the 
nurses increased, their burnout levels decreased. As the ed-
ucation and income levels of the nurses increased, their psy-
chosocial care competence also increased. The nurses who 
had vocational health high school and associate degrees saw 
themselves as more competent in establishing a therapeutic 
alliance/bond with their patients compared to those who had 
undergraduate education.

In healthcare institutions, awareness-based training can be 
provided for nurses to include psychosocial care in the stage of 
providing care to their patients and improve their competence 
levels and communication skills. During the period when nurs-
es receive undergraduate education, topics related to evalu-
ating the patient psychosocially, providing care, and learning 
therapeutic communication techniques can be included more 
in the course curriculum. Adjustments can be made in working 
hours and the number of personnel to reduce the burnout lev-
els of nurses. Moreover, psychological support can be provid-
ed for nurses to develop effective coping strategies in the face 
of the problems they experience. Activities can be organized 
to increase the motivation of nurses for work. By improving 
working conditions, the levels of tension and stress experi-
enced by nurses due to work can be reduced. Future research 
should include experimental studies on this topic to clearly de-
termine the reasons why nurses place psychosocial care in the 
background compared to physical care when providing care 
to their patients, understand the stages of forming a therapeu-
tic bond based on alliance with the patient, better identify the 
situations that cause burnout, and resolve existing issues.
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Comparison of sexual self-consciousness, self-confidence, 
self-efficacy, satisfaction, and dyadic adjustment between 
people living with HIV and HIV-negative individuals: 
Case–control study

Sexuality is one of the most fundamental human needs 
and plays a central role in individuals’ physical, psycho-

logical, and social development.[1] An individual’s self-per-
ception, capacity to establish emotional intimacy, and the 
quality of interpersonal relationships are largely associated 
with the way sexuality is perceived and experienced.[2,3] How-

ever, engaging in sexual activity under unsafe conditions 
may increase the risk of transmission of sexually transmit-
ted infections, particularly HIV.[4] Therefore, sexual behaviors 
should be considered not only as a biological process but 
also as a multidimensional phenomenon encompassing psy-
chological and social aspects.[5,6]

Objectives: HIV is a sexually transmitted virus. After infection, the sexual lives of individuals and their compatibility with 
their partners may be adversely affected. This study aimed to compare sexual self-consciousness, self-confidence, self-ef-
ficacy, sexual satisfaction, and dyadic adjustment between People Living With HIV (PLWH) and HIV-negative individuals.
Methods: This case–control study was conducted with 52 PLWH and 225 HIV(-) individuals between June 1 and July 31, 
2022. All individuals were asked to complete the Introductory Information Form, the Sexual Self-Consciousness Scale, 
the Sexual Self-Confidence Scale, the Sexual Self-Efficacy Scale, the New Sexual Satisfaction Scale, and the Revised 
Dyadic Adjustment Scale.
Results: In PLWH, the mean scores of sexual self-confidence, sexual self-disclosure, sexual satisfaction, and self-cen-
tered sexual satisfaction were found to be significantly lower, whereas the mean score of sexual self-efficacy was higher 
than those of HIV(-) individuals. It was found that being single, living in an extended family, and living in a city center in-
creased exposure to HIV. It was determined that sexual self-disclosure reduced exposure to HIV, whereas sexual aware-
ness and sexual self-efficacy increased exposure to HIV. In PLWH, sexual self-consciousness was found to negatively 
affect sexual satisfaction; sexual self-confidence and dyadic adjustment were found to increase sexual satisfaction; and 
sexual satisfaction was found to positively affect dyadic adjustment.
Conclusion: Living with HIV negatively affects self-confidence and satisfaction related to sexuality. Awareness and self-
efficacy regarding sexuality increase, whereas sexual self-disclosure decreases after exposure to HIV. Integrating sexual 
health counseling that focuses on sexual self-confidence, self-disclosure, and couple dynamics into routine HIV care 
may contribute to improving sexual satisfaction and relationship adjustment in people living with HIV.
Keywords: HIV; people living with HIV; sexual life; sexuality
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The quality of an individual’s sexual behaviors is shaped by 
psychological constructs such as sexual self-consciousness, 
sexual shyness, self-expression, and sexual self-efficacy.[7–10] 
Sexual self-consciousness refers to individuals’ perceptions 
and evaluations of their own sexual life and sexual identity,[8,9] 
whereas sexual shyness is defined as difficulty in discussing 
sexual topics and an inability to openly express sexual feel-
ings.[8,9,11] Sexual self-efficacy reflects an individual’s belief in 
their ability to effectively manage sexual emotional responses 
and behaviors.[10,12] These constructs directly influence individ-
uals’ sexual decision-making processes, communication with 
partners, and their capacity to maintain safer sexual practices. 
Research indicates that individuals with high levels of sexual 
shyness tend to remain silent and conceal their sexual prob-
lems rather than sharing them.[13–15] This situation may lead to 
decreased individual sexual satisfaction as well as weakened 
communication between partners.[16,17] Particularly in soci-
eties where open discussion of sexuality is socially and cultur-
ally restricted, perceptions of sexuality as “sinful” or “shame-
ful” may contribute to the chronicity of sexual problems.[15,18] 
Such sociocultural pressures also negatively affect individuals’ 
ability to develop awareness regarding their sexuality and to 
seek help.[15,18,19] These psychological and cultural dynamics 
demonstrate that sexuality is not merely an individual expe-
rience but also a construct closely associated with health be-
haviors, risk perception, and interpersonal relationships.[20,21] 
Maintaining safer sexual behaviors is directly linked to sexual 
self-consciousness, the ability to express oneself, and per-
ceptions of self-efficacy.[22] In this context, understanding the 
psychological dimensions of sexuality holds particular impor-
tance in relation to sexually transmitted infections, especially 
chronic, stigma-related conditions such as HIV.[4,23,24]

An individual’s self-perception, capacity to establish emo-
tional intimacy, and the quality of interpersonal relationships 
are largely associated with the way sexuality is perceived and 
experienced.[25] However, engaging in sexual activity under 
unsafe conditions may increase the risk of transmission of 
sexually transmitted infections, particularly HIV.[4,26] Therefore, 
sexual behaviors should be considered not only as a biological 
process but also as a multidimensional phenomenon encom-
passing psychological and social dimensions.[27,28] The quality 
of an individual’s sexual behaviors is shaped by psychological 
constructs such as sexual self-consciousness, sexual shyness, 
self-expression, and sexual self-efficacy.[7–10,12,29,30] These con-
structs directly influence individuals’ sexual decision-making 
processes, communication with partners, and their capacity to 
maintain safer sexual practices.[31] Studies indicate that indi-
viduals with high levels of sexual shyness tend to remain silent 
and conceal their sexual problems rather than sharing them.
[32,33] This situation may lead to decreased individual sexual sat-
isfaction as well as weakened communication between part-

ners.[34] Particularly in societies where open discussion of sex-
uality is socially and culturally restricted, sexual problems may 
become chronic.[35,36] Such sociocultural pressures also nega-
tively affect individuals’ ability to develop awareness regard-
ing their sexuality and their help-seeking behaviors.[37,38] These 
psychological and cultural dynamics demonstrate that sexual-
ity is not merely an individual experience but also a construct 
closely associated with health behaviors, risk perception, and 
interpersonal relationships.[39] Maintaining safer sexual behav-
iors is particularly important in relation to individuals’ sexual 
self-consciousness, self-expression skills, and perceptions of 
self-efficacy.[40,41] In this context, understanding all dimensions 
of sexuality holds significant importance in relation to chronic 
and stigma-associated conditions such as HIV.

HIV/AIDS remains a major public health concern worldwide 
as one of the most significant sexually transmitted infections 
affecting individuals across all age groups. Current global esti-
mates indicate that approximately 40 million people are living 
with HIV worldwide and that millions of new infections are 
reported each year, highlighting that HIV continues to pose a 
substantial and ongoing global health burden.[4] This situation 
is important not only for understanding the medical impact of 
HIV but also for emphasizing the psychosocial and relational 
challenges experienced by people living with HIV (PLWH), par-
ticularly in the context of sexuality and intimate relationships.
[42,43] Risky sexual behaviors, such as inconsistent condom use 
and limited communication between partners, remain among 
the primary factors contributing to HIV transmission.[44] 
Although advances in antiretroviral therapy have transformed 
HIV into a manageable chronic condition and significantly re-
duced transmission risk, PLWH may continue to experience 
concerns related to sexual confidence, self-disclosure, stigma, 
and relationship dynamics.[45] Therefore, contemporary HIV 

What is presently known on this subject?
•	 There is a widespread perception that the sexual lives of people living 

with HIV (PLWH) are negatively affected and that couple compatibility 
may be impaired. In addition, due to the stigma associated with sexually 
transmitted infections, PLWH may tend to conceal their diagnosis and 
avoid open sexual communication within relationships.

What does this article add to the existing knowledge? 
•	 This study showed that PLWH had lower sexual self-confidence, higher 

sexual self-efficacy, and lower sexual satisfaction compared with HIV-
negative individuals. While awareness and self-efficacy regarding 
sexuality appeared to increase after diagnosis, sexual self-disclosure 
decreased. Moreover, higher levels of sexual self-consciousness were 
associated with reduced sexual satisfaction among PLWH, highlighting 
the complex psychosocial dimensions of sexuality in this population.

What are the implications for practice?
•	 The findings suggest that sexual health assessment in PLWH should ex-

tend beyond virological suppression, antiretroviral therapy adherence, 
and condom use. Comprehensive counseling approaches that include 
partners may help address reduced sexual self-confidence and satisfac-
tion. Integrating tailored sexual health education and psychosocial sup-
port into routine HIV care could improve overall sexual well-being and 
relationship dynamics.
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care increasingly extends beyond biomedical management 
and emphasizes holistic, biopsychosocial approaches that 
include sexual health counseling, partner involvement, and 
regular psychosocial assessments.[46,47] In this context, under-
standing the multidimensional aspects of sexuality—such as 
sexual self-consciousness, sexual confidence, sexual self-ef-
ficacy, sexual satisfaction, and dyadic adjustment—has be-
come critically important.

Global prevalence data indicate that the number of individ-
uals maintaining long-term intimate relationships while liv-
ing with HIV is increasing; this trend highlights the need for 
research that examines not only risky behaviors but also the 
psychological and relational dimensions of sexual well-being.
[48,49] This perspective provides an important theoretical frame-
work for the present study, which aims to contribute to a more 
comprehensive understanding of sexuality among people liv-
ing with HIV (PLWH).[50] In certain sociocultural contexts where 
open discussion of sexuality is limited, studies suggest that 
PLWH may experience social expectations or internalized be-
liefs that restrict sexual expression.[51] HIV-related stigma, fear 
of self-disclosure, and concerns about negative judgment may 
influence how PLWH perceive and express their sexuality, of-
ten leading to the concealment of sexual needs and reduced 
openness within intimate relationships.[52] Rather than being 
explained solely by individual preferences, this tendency is 
described in the literature as a psychosocial response shaped 
by stigma, discrimination, and cultural norms surrounding HIV 
and sexuality.[24,42] Although numerous studies have examined 
different dimensions of sexuality among PLWH, research that 
simultaneously investigates sexual self-consciousness, sex-
ual behaviors, and dyadic adjustment with a sexual partner 
within the same theoretical framework remains limited. The 
existing literature has largely focused on specific outcome 
variables such as sexual function, condom use, or risk behav-
iors, whereas psychological and relational dimensions have 
generally been addressed independently.[24] This fragmented 
approach makes it difficult to fully understand the dynamic 
and multilayered interaction between the psychological 
components of sexuality (e.g., sexual self-consciousness and 
sexual self-confidence) and relational processes (e.g., dyadic 
adjustment and partner interaction). Consequently, this gap 
in the literature restricts a holistic evaluation of sexual well-
being among PLWH and highlights the need for research that 
conceptualizes sexuality as a multidimensional construct. In 
line with this need, the present study was designed to exam-
ine sexual self-consciousness, sexual self-confidence, sexual 
self-efficacy, sexual satisfaction, and dyadic adjustment simul-
taneously, aiming to complement the fragmented perspec-
tive in the literature with a more holistic model. Furthermore, 
the case–control design of the study enables comparison with 
a control group sharing similar sociodemographic character-

istics with PLWH, thereby allowing clearer interpretation of 
observed differences. In this way, the study seeks to gener-
ate stronger and more comparative evidence to inform both 
clinical practice and sexual health counseling. Therefore, this 
study aimed to compare sexual self-consciousness, self-con-
fidence, self-efficacy, sexual satisfaction, and dyadic adjust-
ment between people living with HIV (PLWH) and HIV-nega-
tive individuals.

Research Questions

•	 Is there a significant difference in the total and subscale 
mean scores of the Sexual Self-Consciousness Scale (SCS) 
between PLWH and HIV-negative individuals?

•	 Is there a significant difference in the total and subscale 
mean scores of the Sexual Self-Confidence Scale (SSCS) be-
tween PLWH and HIV-negative individuals?

•	 Is there a significant difference in the mean scores of the 
Sexual Self-Efficacy Scale (SSES) between PLWH and HIV-
negative individuals?

•	 Is there a significant difference in the total and subscale 
mean scores of the New Sexual Satisfaction Scale (NSSS) 
between PLWH and HIV-negative individuals?

•	 Is there a significant difference in the total and subscale 
mean scores of the Revised Dyadic Adjustment Scale 
(RDAS) between PLWH and HIV-negative individuals?

•	 When considered together, how do sociodemographic 
characteristics; the total and subscale mean scores of the 
Sexual Self-Consciousness Scale; the total and subscale 
mean scores of the Sexual Self-Confidence Scale; the mean 
score of the Sexual Self-Efficacy Scale; the total and sub-
scale mean scores of the New Sexual Satisfaction Scale; 
and the total and subscale mean scores of the Revised 
Dyadic Adjustment Scale affect exposure to HIV?

•	 When considered together, how do sexual self-conscious-
ness, sexual self-confidence, sexual self-efficacy, and 
dyadic adjustment affect sexual satisfaction?

•	 When considered together, how do sexual self-conscious-
ness, sexual self-confidence, sexual self-efficacy, and sex-
ual satisfaction affect dyadic adjustment?

Materials and Method

Research Type

This is a case–control study.

Research Setting and Period

This study was carried out in the Infectious Diseases Outpa-
tient Clinic of Şanlıurfa Training and Research Hospital be-
tween June 1, 2022, and July 31, 2022.
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Research Variables

Dependent variables: The mean scores of the Sexual 
Self-Consciousness Scale, Sexual Self-Confidence Scale, Sex-
ual Self-Efficacy Scale, New Sexual Satisfaction Scale, Revised 
Dyadic Adjustment Scale, and living with HIV status.

Independent variables: Descriptive characteristics of PLWH 
and HIV-negative individuals.

Population and Sample

The study population consisted of individuals who applied to 
the Infectious Diseases Outpatient Clinic of the hospital. A to-
tal of 136 HIV-positive cases who applied to the clinic for treat-
ment between June 1, 2022, and July 31, 2022, were included 
in the study. The number of HIV-negative individuals who ap-
plied to the clinic during this period was 349. The sample size 
was calculated using G*Power version 3.1. In this case–control 
study, for the two-tailed comparison of mean values between 
two independent groups, a Type I error rate of 0.05, a statistical 
power of 0.80, and a medium effect size (Cohen’s d=0.50) were 
assumed. The group allocation ratio (N2(control)/N1(case)) was 
set at 4; accordingly, the minimum required sample size was 
calculated as 40 participants for the case group (PLWH) and 
160 participants for the control group, resulting in a total sam-
ple size of 200.[53,54] A total of 277 individuals were included, 52 
of whom were living with HIV in the case group and 225 were 
HIV(-) individuals in the control group. Each HIV(-) individual 
who was similar in terms of sex and age group variables, pro-
viding at least four times the number of individuals living with 
HIV, was selected using a simple randomization method and 
included in the control group. Data were collected through 
face-to-face interviews with individuals. The interviews with 
the participants lasted 15–20 minutes on average.

In case–control studies, especially when the case group is rare 
or difficult to access, increasing the size of the control group 
is a recommended sampling strategy to enhance statistical 
power. In epidemiological research, increasing the control-
to-case ratio up to 4:1 is known to contribute to more precise 
estimation of effect sizes, reduce standard error, and decrease 
the likelihood of Type II error. In the present study, the number 
of people living with HIV who were under regular follow-up 
during the study period was limited; therefore, it was not fea-
sible to expand the case group. Instead, the control group was 
intentionally enlarged to strengthen the power of between-
group comparisons and to ensure the stability of parameter 
estimates in regression analyses. During the G*Power analysis, 
the group allocation ratio (N2/N1) was set at 4, and the sam-
ple size was calculated based on this assumption. Accordingly, 
HIV-negative individuals with similar age and sex characteris-
tics were selected using a simple random sampling method, 
and the control group was formed to be at least four times 

larger than the case group. Thus, methodological efficiency 
was maintained while the statistical reliability of comparative 
analyses was improved despite the limited number of cases.

Inclusion and Exclusion Criteria

Inclusion criteria comprised people living with HIV (PLWH) 
who were aware of their HIV diagnosis, receiving regular an-
tiretroviral therapy, virologically suppressed, and not using 
antidepressant treatment, as well as HIV-negative individuals. 
All PLWH were under routine clinical follow-up; therefore, they 
were assumed to have received standard counseling and in-
formation regarding HIV infection as part of regular care. In-
dividuals who were married or had a sexual partner and who 
voluntarily agreed to participate were included in the study. 
Exclusion criteria comprised individuals who did not meet the 
inclusion criteria; those who were unaware of their HIV diag-
nosis or were not under regular clinical follow-up; individuals 
receiving antidepressant treatment; those without a spouse 
or sexual partner; individuals with communication difficulties 
that could interfere with completing the questionnaires; par-
ticipants who provided incomplete or insufficient responses 
in the data collection instruments; and those who declined to 
participate in the study. The flow chart of the inclusion process 
of the individuals is given in Figure 1.

Data Collection Tools

Introductory Information Form

This form, developed by the researchers, consists of a total of 
13 questions assessing the sociodemographic characteristics 
of individuals.

Sexual Self-Consciousness Scale (SCS)

This form was developed by van Lankveld et al.[9] and adapted 
into Turkish by Celik This scale consists of 12 items in a five-
point Likert-type format and includes two subdimensions 
(sexual shyness and sexual self-focus).[8,9] In the score calcula-
tion of the scale, a minimum score of 0 and a maximum score 
of 42 points can be obtained. Higher scores obtained from 
the scale indicate higher levels of sexual self-consciousness. 
Increased scores in the sexual shyness subdimension reflect 
greater sexual inhibition, whereas higher scores in sexual 
self-focus indicate increased attention toward one's own sex-
ual experiences. The Cronbach alpha coefficient was deter-
mined as 0.85 by van Lankveld et al.[9] and 0.83 by Celik in the 
Turkish version.[8,9] In this study, it was found to be 0.84.

Sexual Self-Confidence Scale (SSCS)

It was developed by Celik and is a four-point Likert-type scale 
consisting of 13 items and three subdimensions (self-disclo-
sure, courage, and awareness). In the score calculation of the 
scale, a minimum of 13 and a maximum of 52 points can be ob-
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tained.[29] Higher total scores indicate greater sexual self-con-
fidence. Higher scores in the subdimensions of self-disclosure, 
courage, and awareness reflect greater openness in sexual ex-
pression, increased sexual courage, and enhanced awareness 
regarding sexuality. The Cronbach alpha coefficient was re-
ported as 0.88 by Celik.[29] In this study, it was found to be 0.91.

Sexual Self-Efficacy Scale (SSES)

It was developed by Humphreys & Kennett and adapted into 
Turkish by Celik. This scale consists of five items and is a Likert-
type scale. A minimum of 5 and a maximum of 40 points can 
be obtained.[12,55] Higher scores obtained from the scale in-
dicate greater perceived sexual self-efficacy, whereas lower 
scores reflect reduced confidence in managing sexual situa-
tions. The Cronbach alpha value was determined as 0.83 by 
Humphreys & Kennett and 0.71 by Celik.[12,55] In this study, it 
was found to be 0.66.

New Sexual Satisfaction Scale (NSSS)

It was developed by Stulhofer et al.[56] and adapted into Turkish 
by Tuğut. This scale is a five-point Likert-type scale consisting 
of 20 items and two subdimensions (self-centered and spousal/

partner sexual activity–centered). In the score calculation of the 
scale, a minimum of 20 and a maximum of 100 points can be 
obtained.[57] Higher total scores represent higher levels of sex-
ual satisfaction. The self-centered and partner-centered subdi-
mensions reflect satisfaction related to individual sexual expe-
riences and partner-related sexual interaction, respectively. The 
Cronbach alpha value was reported as 0.95 by Stulhofer et al.[56] 
and 0.94 by Tuğut.[57] In this study, it was found to be 0.96.

Revised Dyadic Adjustment Scale (RDAS)

It was developed by Spanier[58] and revised by Busby et al.[59] This 
scale was adapted into Turkish by Bayraktaroğlu & Çakıcı.[58–60] 
This scale consists of 14 items and three subdimensions (sat-
isfaction, consensus, conflict). In the score calculation of the 
scale, a minimum of 14 and a maximum of 70 points can be 
obtained. Higher total scores indicate better dyadic adjustment 
and relationship quality. Increased scores in the satisfaction and 
consensus subdimensions reflect stronger relationship har-
mony, whereas higher conflict scores indicate lower relational 
compatibility. The Cronbach alpha value was found to be 0.87 
by Busby et al.[59] and 0.88 by Bayraktaroğlu & Çakıcı.[59,60] In this 
study, it was found to be 0.85.

Figure 1. Flow chart of the selection process of individuals included in the case and control group.

PLWH: People living with HIV.
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Statistical Analysis

Data were analyzed using SPSS 26.0 (IBM SPSS Statistics Ver-
sion 26, SPSS Inc., Chicago, Illinois, USA, 2019). Descriptive 
statistics were expressed as number (percentage) for cate-
gorical variables and mean±standard deviation for contin-
uous variables. The Kolmogorov–Smirnov test and visual 
inspections (histograms and normality plots) were used to 
evaluate the normality of continuous data distributions. For 
comparisons between two independent groups, the Inde-
pendent Samples t-test was used for normally distributed 
continuous variables. The chi-square test was applied to 
examine associations between categorical variables. Binary 
logistic regression analysis (enter method) was performed 
to identify factors associated with living with HIV status. In 
addition, regression analyses were conducted within the 
PLWH group to determine variables affecting sexual out-
comes. Before regression analyses, model assumptions were 
evaluated, including multicollinearity among independent 
variables. Results of regression analyses were reported using 
odds ratios (OR) with 95% confidence intervals (CI). All statis-
tical tests were two-tailed, and statistical significance was set 
at p<0.05 with a 95% confidence level.

Ethical Consideration

Ethics committee approval was obtained from the Muş Al-
parslan University Scientific Research and Publication Ethics 
Committee (Date: 31.05.2022, No: 8/19), and institutional per-
mission was obtained from Şanlıurfa Training and Research 
Hospital (Date: 12.04.2022). All procedures were conducted in 
accordance with the principles of the Declaration of Helsinki. 
All participants were fully informed about the purpose and 
procedures of the study, and written and verbal informed con-
sent was obtained prior to participation. The anonymity and 
confidentiality of all participants were carefully protected; no 
personal identifying information was collected, and the data 
were used solely for scientific purposes.

Results
It was determined that there was a significant difference be-
tween PLWH and HIV(-) individuals in terms of marital sta-
tus (p=0.01), family type (p=0.004), and longest-lived place 
(p=0.002). Accordingly, it was determined that PLWH were 
more likely to be single, have an extended family structure, 
and spend the longest time in the city center compared with 
HIV(-) individuals (Table 1).

A significant difference was determined between the SSCS, 
SSCS self-disclosure, SSES, NSSS, and NSSS self-centered 
mean scores of PLWH and HIV(-) individuals (p<0.05). Ac-
cordingly, the mean scores of sexual self-confidence, self-
-disclosure, satisfaction, and self-centered satisfaction of 

PLWH were found to be significantly lower, whereas the 
mean scores of sexual self-efficacy were higher than those of 
HIV(-) individuals (Table 2).

The results of logistic regression analyses between living 
with HIV, selected sociodemographic variables, sexual self-
consciousness, self-confidence, self-efficacy, satisfaction, and 
dyadic adjustment are shown in Table 3. A total of 47.0% of 
the dependent variable was explained by the independent 
variables (p<0.01). Accordingly, being single (OR=8.34), liv-
ing in an extended family (OR=2.90), living in a city center 
(OR=3.58), sexual awareness (OR=1.52), and sexual self-effi-
cacy (OR=1.16) had a positive effect on HIV-positive status, 
whereas sexual self-disclosure (OR=0.83) negatively affected 
HIV-positive status (p<0.05) (Table 3).

In PLWH, sexual self-consciousness was found to negatively af-
fect satisfaction (p=0.04), whereas self-confidence and dyadic 
adjustment positively affected satisfaction (p=0.01). It was 
also determined that satisfaction positively affected dyadic 
adjustment (p=0.01) (Table 4).

Discussion
In this study, people living with HIV (PLWH) were found to 
have lower levels of sexual self-confidence, sexual self-dis-
closure, and sexual satisfaction compared with HIV-nega-
tive individuals; however, no significant differences were 
observed between the groups in terms of mean scores for 
sexual self-consciousness and dyadic adjustment. Notably, 
the decrease in sexual satisfaction among the PLWH group 
was particularly pronounced in the ego-centered dimen-
sion, whereas partner-centered satisfaction remained at a 
similar level. Furthermore, the higher levels of sexual self-
-efficacy observed among PLWH suggest that the experi-
ence of living with HIV may have an empowering effect in 
certain areas related to sexual behaviors. These findings in-
dicate that the impact of HIV on sexuality and relationship 
dynamics is not unidirectional but may vary across different 
psychosocial dimensions.

Sociodemographic Characteristics and HIV Exposure

In this study, being single, living in an urban center, and hav-
ing an extended family structure were found to be associated 
with HIV exposure. Similarly, the literature suggests that un-
married individuals may be more prone to risky sexual behav-
iors due to greater partner turnover and broader social net-
works.[61–63] Living in urban centers is also considered a factor 
that may increase risk behaviors, as individuals have greater 
access to entertainment environments and more frequent 
social interactions.[64] These findings highlight not only be-
havioral risks but also the influence of sociocultural context 
on the way sexuality is experienced. In particular, limited pri-
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vacy within extended family structures may lead individuals 
to experience their sexual identity and relationships more 
privately, which can complicate the planning of safer sexual 
behaviors. From this perspective, the study contributes to the 
existing literature by demonstrating that HIV risk is associated 
not only with individual choices but also with characteristics 
of the social environment.

Sexual Self-Consciousness

In this study, no statistically significant difference was found 
between people living with HIV (PLWH) and HIV-negative in-
dividuals in terms of total sexual self-consciousness scores or 
subdimension means. This finding suggests that an HIV diag-
nosis may not always directly alter individuals’ internal aware-

Table 1. Comparison of sociodemographic characteristics of case and control group 

Sociodemographic characteristics Case = HIV(+) 
(n=52)

Control = HIV(-) 
(n=225)

Statistical 
analysis

% (n) % (n) Test p

Age, mean (±SD) 33.1 (±8.4) 31.5 (±7.2) t=1.3 0.16

Age group X2=3.13 0.20

25 and below 11.5 (6) 20.9 (47)

26-35 59.6 (31) 58.2 (131)

36 and over 28.8 (15) 20.9 (47)

Sex X2=0.19 0.65

Female 17.3 (9) 20.0 (45)

Male 82.7 (43) 80 (180)

Marital status X2=6.62 0.01
Married 67.3 (35) 83.1 (187)

Single 32.7 (17) 16.9 (38)

Family type X2=8.17 0.004
Nuclear 55.8 (29) 75.6 (170)

Extended 44.2 (23) 24.4 (55)

Longest lived place X2=12.80 0.002
City center 73.1 (38) 51.6 (116)

Town district 7.7 (4) 32.0 (72)

Village 19.2 (10) 16.4 (37)

Education status X2=2.96 0.81

Literate and below 3.8 (2) 7.1 (16)

Primary school 7.7 (4) 5.8 (13)

Middle school 15.4 (8) 10.7 (24)

High school 28.8 (15) 24.9 (56)

Two-year Undergraduate 9.6 (5) 15.1 (34)

Undergraduate 28.8 (15) 30. (68)

Master degree and above 5.8 (3) 6.6 (14)

Social security X2=0.11 0.73

Yes 80.8 (42) 78.7 (177)

No 19.2 (10) 21.3 (48)

Working status X2=0.22 0.63

Working 73.1 (38) 69.8 (157)

Not working 26.9 (14) 30.2 (68)

Income status X2=1.76 0.41

Income<Expense 26.9 (14) 25.8 (58)

Income=Expense 53.8 (28) 46.2 (104)

Income>Expense 19.2 (10) 28.0 (63)
p<0.05 is statistically significance value. t: Independent sample t test, X2=Chi-square, SD: Standard deviation. 
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ness of their sexuality. The literature indicates that sexual 
self-consciousness is shaped not only by illness experiences 
but also by broader psychosocial factors such as personali-
ty traits, sociocultural norms, and the meanings individuals 
attribute to sexuality.[15,65] Although stigma and anxiety pro-
cesses among PLWH have been proposed to influence sexual 
self-perception, individuals who receive regular treatment 
and remain under clinical follow-up may develop a more 
balanced perception of sexuality over time.[24,66] The fact that 
the study sample consisted of individuals receiving regular 
antiretroviral therapy and who were virologically suppressed 
may explain why sexual self-consciousness levels were simi-
lar to those of the HIV-negative group. This finding suggests 
that the transformation of HIV into a biomedically manage-
able chronic condition may limit potential negative effects on 
sexual self-perception. On the other hand, the absence of dif-
ferences in sexual self-consciousness scores does not imply 
that the psychological processes related to sexuality among 
PLWH remain entirely unaffected. Sexual self-consciousness 
is a multidimensional construct influenced by factors such as 
stigma, cultural norms, and partner relationships.[67–69] There-
fore, the lack of significant differences between groups in this 
study may indicate that sexual self-consciousness is more 
strongly associated with individual and sociocultural vari-
ables than with HIV status itself.

Sexual Self-Confidence

In this study, people living with HIV (PLWH) were found to 
have lower levels of sexual self-confidence compared with 
HIV-negative individuals. Sexual self-confidence is closely 
associated with an individual’s ability to express their sex-
uality, feel competent in sexual situations, and establish se-
cure communication with a partner.[29] Previous studies have 
shown that the experience of sexually transmitted infections 
may negatively affect sexual self-perception by increasing 
fear of stigma, feelings of guilt, and concerns about rejec-
tion.[42,65,70] In this context, the decrease in sexual self-con-
fidence following an HIV diagnosis may be related not only 
to physical health concerns but also to processes of social 
judgment and internalized stigma. After receiving an HIV di-
agnosis, individuals may feel a heightened responsibility to 
protect their partners and may adopt more cautious behav-
iors in sexual situations to avoid potential negative reactions. 
When considered alongside reduced sexual self-confidence, 
this suggests that HIV may exert a significant psychosocial 
impact on individuals’ sexual self-perception and interper-
sonal communication processes. In contrast, higher levels 
of sexual self-confidence among HIV-negative individuals 
may be explained by the absence of illness-related stigma 
and the experience of sexual communication as a less anxi-
ety-provoking process.

Table 2. Comparison of the mean scores of Sexual Self-Consciousness Scale, Sexual Self-Confidence Scale, Sexual Self-Efficacy 
Scale, New Sexual Satisfaction Scale and Revised Dyadic Adjustment Scale of case and control group

Scales Case = HIV(+) 
(n=52)

Control = HIV(-)
(n=225)

Statistical analysis

Mean (±SD) Mean (±SD) t Test p %95 CI

Lower Upper

SCS 22.4 (±9.8) 23.5 (±8.9) -0.77 0.44 -3.85 1.6

Sexual embarrassment 8.8 (±6.4) 9.1 (±5.8) -0.23 0.81 -2.02 1.5

Sexual self-focus 13.5 (±5.1) 14.4 (±4.9) -1.13 0.25 -2.37 0.63

SSCS 37.0 (±8.9) 39.7 (±7.6) -2.02 0.04 -5.36 -0.03

Sexual self-disclosure 18.4 (±5.9) 21.4 (±4.7) -3.46 0.001 -4.84 -1.29

Sexual courage 8.8 (±2.6) 8.9 (±2.3) -0.10 0.91 -0.78 0.70

Sexual awareness 9.7 (±1.9) 9.3 (±1.9) 1.36 0.17 -0.17 0.99

SSES 32.3 (±6.3) 27.0 (±6.1) 5.5 0.001 3.40 7.15

NSSS 67.7 (±20.3) 74.4 (±14.6) -2.24 0.02 -12.67 -0.74

Self-centered 33.7 (±11.0) 37.3 (±7.7) -2.27 0.02 -6.89 -0.44

Spousal/partner sexual activity centered 34.0 (±10.5) 37.0 (±8.1) -1.94 0.05 -6.17 0.08

RDAS 47.5 (±8.5) 48.5 (±7.6) -0.85 0.39 -3.38 1.33

Satisfaction 17.8 (±3.4) 18.5 (±3.2) -1.36 0.17 -1.70 0.30

Consensus 23.5 (±4.9) 23.6 (±4.5) -0.07 0.94 -1.44 1.34

Conflict 10.2 (±2.1) 10.4 (±1.9) -0.65 0.51 -0.80 0.40
p<0.05 is statistically significance value. SCS: Sexual self-consciousness scale, SSCS: Sexual self-confidence scale, SSES: Sexual self-efficacy scale, NSSS: New sexual satisfaction scale, 
RDAS: Revised dyadic adjustment scale, SD: Standard deviation, t: independent sample t test, CI: Confidence interval.
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In this study, people living with HIV (PLWH) were found to have 
statistically significantly lower levels of sexual self-disclosure 
compared with HIV-negative individuals. Sexual self-disclo-
sure refers to an individual’s capacity to share sexual feelings, 
thoughts, expectations, and boundaries with a partner and 
is considered a fundamental component of healthy relation-
ship dynamics and sexual satisfaction.[71] This finding sug-
gests that an HIV diagnosis may exert a constraining effect on 
individuals’ sexual communication processes. The literature 
indicates that HIV-related stigma, the obligation to disclose 
one’s status to a partner, fear of rejection, and concerns about 
transmission may reduce individuals’ willingness to express 
themselves in sexual contexts.[72] In this regard, PLWH may 
adopt a more cautious and controlled approach to sexual 
communication due to a perceived responsibility to protect 
their partners or to avoid potential negative reactions. This 
tendency can be interpreted as an important psychosocial 
mechanism contributing to reduced sexual self-disclosure. 
On the other hand, although sexual awareness levels in this 
study were associated with HIV exposure, the lower levels of 

self-disclosure suggest that increased awareness of sexual ex-
periences among PLWH does not always translate into open 
communication. While heightened awareness may be related 
to increased risk perception and more careful evaluation of 
sexual behaviors, societal stigma and internalized concerns 
may suppress the expression of this awareness at the level 
of communication. The higher levels of sexual self-disclosure 
observed among HIV-negative individuals may be explained 
by the absence of illness-related stigma, reduced fear of re-
jection, and the ability to establish partner communication 
within a less threatening context. This comparative finding 
highlights an important advantage of the case–control de-
sign and allows the specific effects of HIV on sexual commu-
nication processes to be more clearly understood.

Sexual Self-Efficacy

One of the notable findings of this study was that people 
living with HIV (PLWH) demonstrated higher levels of sex-
ual self-efficacy compared with HIV-negative individuals. 
Although studies directly examining sexual self-efficacy re-

Table 3. Binary Logistic Regression Analysis Between Status Living with HIV, Some Sociodemographic Variables, Sexual Self-
Consciousness, Sexual Self-Confidence, Sexual Self-Efficacy, Sexual Satisfaction and Dyadic Adjustment of Individuals

Factors associated with status living with HIV B p OR 95% CI

Lower Higher 

Age 0.05 0.10 1.05 0.990 1.122

Sex (male) -1.05 0.14 0.34 0.084 1.435

Marital status (single) 2.12 0.01 8.34 2.267 30.700

Family type (extended) 1.06 0.027 2.90 1.128 7.470

Where she/he spent the longest time of her life (city center) 1.27 0.01 3.58 1.362 9.443

Education status (high school and above) -0.21 0.70 0.81 0.269 2.442

Social security status (no) 0.17 0.78 1.19 0.334 4.258

Working status (no) -1.12 0.08 0.32 0.091 1.161

Economic status (income is equal to expense or more than expense) -0.07 0.88 0.93 0.350 2.470

Sexual self-consciousness: Sexual Embarrassment -0.03 0.38 0.96 0.880 1.050

Sexual self-consciousness: Sexual Self-Focus 0.006 0.90 1.006 0.916 1.105

Sexual self-confidence: Sexual Self-Disclosure -0.17 0.01 0.83 0.738 0.947

Sexual self-confidence: Sexual Courage -0.09 0.37 0.91 0.742 1.119

Sexual self-confidence: Sexual Awareness 0.41 0.01 1.52 1.120 2.062

Sexual self-efficacy 0.15 0.01 1.16 1.085 1.246

Sexual satisfaction: Self-Centered -0.06 0.12 0.94 0.873 1.016

Sexual satisfaction: Spousal/Partner Sexual Activity Centered -0.05 0.19 0.95 0.880 1.027

Dyadic adjustment: Satisfaction 0.31 0.27 1.36 0.778 2.394

Dyadic adjustment: Consensus 0.39 0.21 1.49 0.792 2.808

Dyadic adjustment: Conflict 0.14 0.65 1.15 0.622 2.137

Dyadic adjustment -0.28 0.36 0.75 0.410 1.382

Constant -6.28 0.01 0.002

Statistical analysis Chi-square=95.274, df=21, p<0.01, Nagelkerke R Square=0.470
p<0.05 is statistically significance value. OR: Odds ratio, B: Unstandardized coefficients, OR: Odds ratio, CI: Confidence Interval.
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main limited, research focusing on condom-use self-efficacy 
and safer sexual behaviors suggests that following an HIV 
diagnosis, individuals may develop enhanced self-regulation 
skills and increased awareness of risk management related to 
protective behaviors.[30,41] This finding indicates that the ex-
perience of living with HIV may reshape individuals’ cogni-
tive evaluations of their sexual behaviors. At first glance, this 
result may appear contradictory when considered alongside 
lower levels of sexual self-confidence; however, it can be ex-
plained by the fact that self-efficacy reflects a cognitive be-
lief associated with risk avoidance and behavioral control. 
Increased contact with healthcare services after diagnosis, 
participation in counseling and educational processes, and 
a heightened sense of responsibility to reduce transmis-
sion risk may strengthen perceptions of sexual self-efficacy 
among PLWH. In this context, higher sexual self-efficacy may 
reflect not greater confidence in sexual performance but 
rather a perceived capacity to maintain safer behaviors and 
protect one’s partner. Furthermore, the elevated self-efficacy 
levels observed among PLWH may be interpreted as an adap-
tive mechanism through which the experience of chronic ill-
ness enhances individuals’ sense of behavioral control. This 
interpretation underscores that sexuality in the context of 
HIV should be understood not only in terms of performance 
or satisfaction but also as a multidimensional construct relat-
ed to responsibility, risk management, and health behaviors.

Sexual Satisfaction and Relational Dynamics

In this study, people living with HIV (PLWH) were found to 
have lower overall levels of sexual satisfaction compared 
with HIV-negative individuals. When subdimensions were ex-
amined, a significant difference was observed particularly in 
ego-centered sexual satisfaction scores between the groups, 
whereas no significant difference was found in partner-cen-
tered sexual satisfaction. This finding suggests that the expe-
rience of living with HIV may influence individuals’ subjective 
evaluation of their sexual experiences, while not necessarily 
altering partner-focused relational perceptions to the same 
extent. The literature indicates that sexual satisfaction among 
PLWH may decrease due to experiences of stigma, concerns 
related to disclosing HIV status to a partner, fear of transmis-
sion, and relational stressors.[48,49,73] The lower levels of ego-cen-
tered sexual satisfaction, in particular, may reflect more critical 
internal evaluations of one’s body, performance, or sexual ad-
equacy following an HIV diagnosis. Increased self-monitoring 
tendencies and potential performance-related anxiety may 
reduce spontaneity in sexual experiences, thereby negative-
ly affecting individual satisfaction. In contrast, the absence of 
differences in partner-centered sexual satisfaction scores sug-
gests that emotional attachment, empathy toward the part-
ner, or perceptions of relational satisfaction among PLWH may 
remain comparable to those of HIV-negative individuals. This 
finding indicates that an HIV diagnosis does not necessarily 

Table 4. Findings related to multiple linear logistic regression analysis regarding sexual satisfaction and dyadic adjustment in case 
group (PLWH)

Independent variable Dependent variable = Sexual satisfaction

95% CI for B

B t p Lower Upper 

Sexual self-consciousness -0.17 -2.04 0.04 -0.719 0.005

Sexual self-confidence 0.35 3.82 0.01 0.381 1.226

Sexual self-efficacy 0.02 0.18 0.85 -0.524 0.627

Dyadic adjustment 0.55 5.78 0.01 0.869 1.795

Constant -1.41 0.16 45.668 8.002

Statistical analysis R=0.816 Adjusted R2=0.665 F=23.329 p<0.01, Durbin - Watson=2.020

Independent variable Dependent variable = Dyadic adjustment

95% CI for B

B t p Lower Upper 

Sexual self-consciousness 0.09 0.95 0.34 -0.09 0.263

Sexual self-confidence -0.06 -0.53 0.59 -0.296 0.171

Sexual self-efficacy 0.15 1.47 0.14 -0.073 0.472

Sexual satisfaction 0.74 5.78 0.01 0.204 0.421

Constant 3.44 0.01 8.431 32.153

Statistical analysis R=0.742 Adjusted R2=0.550 F=14.359 p<0.01, Durbin - Watson=1.688
p<0.05 is statistically significance value. B: Standardized coefficient, CI: Confidence Interval.
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weaken dyadic dynamics; in some cases, the sense of responsi-
bility to protect a partner and maintain relational commitment 
may help preserve partner-focused satisfaction. Indeed, the 
literature suggests that although chronic illness experiences 
may influence individual sexual perceptions, relational close-
ness and emotional bonds can remain relatively stable.[74] Fur-
thermore, within the PLWH group, sexual self-consciousness 
was found to negatively predict sexual satisfaction, whereas 
sexual self-confidence showed a positive effect. Higher sexual 
self-consciousness may increase individuals’ tendency to con-
tinuously monitor and evaluate themselves, thereby reducing 
ego-centered satisfaction; conversely, greater sexual self-con-
fidence may enhance both overall satisfaction and subjective 
sexual experience by fostering feelings of competence and 
acceptance. The higher levels of overall and ego-centered sat-
isfaction observed among HIV-negative individuals may be 
explained by the absence of chronic illness–related concerns 
and transmission responsibility. These findings demonstrate 
that sexual satisfaction is not a unidimensional construct; 
rather, individual perceptions and relational dynamics may be 
affected at different levels. Accordingly, interventions aimed 
at enhancing sexual satisfaction among PLWH should extend 
beyond biomedical treatment and incorporate psychological 
support that strengthens subjective sexual experiences, as 
well as couple-focused counseling approaches.

Dyadic Adjustment and the Contribution of a 
Multidimensional Approach

In this study, no statistically significant difference was found 
between people living with HIV (PLWH) and HIV-negative indi-
viduals in terms of total dyadic adjustment scores or the mean 
scores of dyadic adjustment subdimensions. This finding sug-
gests that an HIV diagnosis may not always directly and nega-
tively affect relational domains such as relationship satisfaction, 
partner consensus, emotional intimacy, and joint functioning. 
The absence of differences at the subdimension level is partic-
ularly noteworthy, as it indicates that the experience of living 
with HIV does not necessarily lead to simultaneous deteriora-
tion across all components of the couple relationship and that 
individuals may be able to maintain their relational dynamics. 
Dyadic adjustment is a multilayered construct reflecting dif-
ferent aspects of a relationship. In this context, it is important 
to evaluate dimensions such as partner consensus, emotional 
bonding, shared activities, and relational satisfaction sepa-
rately. The lack of differences in both total scores and subdi-
mension means in this study suggests that PLWH may have 
developed adaptive strategies within relational processes. The 
literature reports that partner support, open communication, 
and joint coping skills can play a protective role in maintain-
ing relationship adjustment among individuals living with HIV.
[67–69] Particularly among couples experiencing chronic illness, 

increased mutual understanding and shared responsibility are 
considered key factors in sustaining relational balance.[75] Ad-
vances in antiretroviral therapy and the transformation of HIV 
into a manageable chronic condition may have increased in-
dividuals’ ability to maintain long-term romantic relationships. 
Reduced uncertainty about the illness among individuals re-
ceiving regular treatment and clinical follow-up may support 
the development of more balanced partnerships. In this con-
text, the absence of differences in dyadic adjustment and its 
subdimensions suggests that an HIV diagnosis does not inevi-
tably impair relational functioning and that some couples may 
develop relational resilience over time. Although differences 
were observed in individual sexual variables such as sexual 
self-confidence, sexual self-efficacy, and sexual satisfaction, 
the similarity in dyadic adjustment scores indicates that the in-
dividual psychological dimensions of sexuality and relational 
adjustment do not always progress in parallel. In other words, 
even when an individual’s sexual perceptions or satisfaction 
levels change, the overall relationship adjustment of the cou-
ple may remain stable. This finding highlights that evaluating 
sexual health solely through individual-level measures may 
be insufficient and that the relational context should also be 
considered. The comparative structure provided by the case–
control design strengthens the interpretation of this finding 
regarding dyadic adjustment. Comparing groups with similar 
sociodemographic characteristics suggests that relationship 
adjustment cannot be explained solely by HIV status and may 
also be influenced by sociocultural factors, communication 
skills, and partner support. These results indicate that, within 
HIV care, not only individual-focused but also couple-based 
psychosocial support approaches may play an important role 
in maintaining relationship health.

Original Contribution of the Study and Clinical 
Interpretation

The findings of this study demonstrate that sexual life among 
people living with HIV (PLWH) cannot be understood within a 
unidimensional framework. The similarity of sexual self-con-
sciousness and dyadic adjustment scores between PLWH and 
HIV-negative individuals suggests that an HIV diagnosis does 
not necessarily lead to direct negative effects on sexual self-
-perception or relationship adjustment. However, the lower 
levels of sexual self-confidence and sexual self-disclosure 
observed in the PLWH group indicate that perceived stigma 
and communication-related anxieties associated with HIV 
may influence the psychosocial dimensions of sexuality. Fur-
thermore, the higher levels of sexual self-efficacy may reflect 
increased perceptions of responsibility toward protective be-
haviors and enhanced self-regulation skills following the ex-
perience of illness. In terms of sexual satisfaction, the lower 
levels of ego-centered satisfaction among PLWH suggest 
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that the individual pleasure dimension of sexual experience 
may be more strongly affected by psychological processes, 
whereas the absence of differences in partner-centered satis-
faction indicates that relational bonds may remain preserved.

These multidimensional findings highlight the importance of 
holistic interventions in HIV care that extend beyond biomed-
ical treatment and incorporate strategies aimed at strength-
ening sexual self-confidence, supporting self-disclosure skills, 
and addressing dyadic dynamics. By simultaneously examin-
ing sexual self-consciousness, sexual self-efficacy, sexual sat-
isfaction, and dyadic adjustment, this study represents one of 
the limited investigations that evaluate the psychological and 
relational aspects of sexuality among PLWH within a compre-
hensive framework, thereby offering an original contribution 
to the existing literature.

Limitations

This study has several limitations. First, the sample consisted 
only of individuals who applied to a single center, which may 
limit the generalizability of the findings. Second, HIV-negative 
participants may have had other underlying health conditions 
that were not fully controlled for in the study design. Third, 
all measurement tools were based on self-report, which may 
have introduced response bias. In addition, environmental 
and cultural conditions in which participants reside may have 
influenced their perceptions and responses; however, these 
contextual factors were not specifically controlled for within 
the research design. Therefore, the findings should be inter-
preted with caution in light of these limitations.

Conclusion and Recommendations
In this study, People Living With HIV (PLWH) were found to 
have lower sexual self-confidence, higher sexual self-efficacy, 
and lower sexual satisfaction compared with HIV-negative in-
dividuals. While awareness and self-efficacy regarding sexuality 
increased among PLWH, self-disclosure related to sexuality de-
creased. In addition, higher levels of sexual self-consciousness 
were found to negatively affect sexual satisfaction in this group.

These findings highlight the importance of a holistic eval-
uation of the sexual lives of individuals living with HIV, even 
when they are virologically suppressed, receiving regular an-
tiretroviral therapy, and consistently using condoms. Nurses 
and other healthcare professionals should integrate sexual 
health assessment into routine HIV care, provide individu-
alized counseling, and include partners in education and 
support programs when appropriate. Nursing interventions 
focusing on enhancing sexual self-confidence and sexual 
self-consciousness, reducing sexual shyness, and strengthen-
ing communication skills may contribute to improved sexual 
well-being and quality of sexual life among PLWH.

From a clinical practice perspective, structured sexual health 
education programs and counseling models led by nurses may 
help address the psychosocial and relational aspects of sexu-
ality that are often overlooked during routine follow-up. Mul-
tidisciplinary approaches that consider the emotional, cultural, 
and relational dimensions of sexuality are recommended.

Future studies should include multicenter and longitudinal 
designs to better understand causal relationships and cultural 
influences on sexuality among PLWH. In addition, qualita-
tive and mixed-method studies exploring partner dynamics, 
stigma, and communication patterns may provide deeper in-
sight into the factors affecting sexual satisfaction and sexual 
self-confidence in this population.
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The effect of emotional freedom technique on psychological 
distress in newly diagnosed multiple sclerosis patients: 
A randomized controlled trial

Multiple sclerosis (MS) is a chronic autoimmune and neu-
rodegenerative disease characterized by inflammation, 

demyelination, and axonal damage, affecting more than 2.8 
million people worldwide.[1] The uncertain clinical picture of 
MS creates many psychosocial problems that increase the psy-
chological distress of individuals diagnosed with MS.[2] Symp-
toms that occur with MS significantly affect the quality of life 
of individuals diagnosed with MS.[3] In addition to various psy-

chosocial risk factors, depression and anxiety may accompany 
individuals diagnosed with MS due to the biological processes 
associated with MS.[4] According to a study conducted with in-
dividuals diagnosed with MS, 48% of individuals show symp-
toms of stress, anxiety, and depression within the first year 
after diagnosis.[5] In a study conducted with individuals newly 
diagnosed with MS, it was found that individuals experienced 
anxiety, fear of death, and intense stress during the diagnosis 

Objectives: Multiple Sclerosis can lead to significant emotional and physiological challenges, especially during the 
initial phase following diagnosis. Emotional Freedom Technique, a self-administered intervention combining cognitive 
and somatic elements, may offer a complementary approach to conventional care.
Methods: This randomized controlled trial included 36 participants diagnosed with Multiple Sclerosis within the last 
three months. The study was registered at ClinicalTrials.gov (NCT number: NCT04969562). Participants were allocated 
using block randomization to either an intervention group (n=18), which received six sessions of Emotional Freedom 
Technique in addition to routine care, or a control group (n=18), which received routine care only. Blinding was main-
tained during the sampling, allocation, data collection, and data analysis stages. Cognitive function was assessed using 
the Symbol Digit Modalities Test, and psychological distress was measured using the Subjective Units of Distress Scale, 
with assessments conducted at baseline and after the intervention. Within-group differences were analyzed using the 
Wilcoxon signed-rank test, and between-group differences were evaluated using the Mann–Whitney U test. Effect sizes 
(r) were calculated for the outcome variables.
Results: No substantial differences were observed between the groups regarding depression, anxiety, or overall psy-
chological distress following the intervention. However, participants in the intervention group demonstrated modest 
improvements in cognitive function (r=0.54), indicating a moderate-to-large effect size.
Conclusion: The findings suggest that Emotional Freedom Technique may have positive effects on cognitive function-
ing and certain physiological indicators, even if its impact on emotional distress is limited in the short term.
Keywords: Cognition; distress; emotional freedom; multiple sclerosis
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process.[6] Distress, depressive symptoms, and anxiety in indi-
viduals diagnosed with MS may impair the individual's func-
tionality, negatively affect quality of life, and increase somatic 
symptoms.[7] These problems are felt intensely in the process, 
from finding out about the disease to its acceptance, and can 
directly affect the patient’s social functionality and relation-
ship with other people.[8] There are studies that have shown 
that individuals diagnosed with MS need help in coping and 
psychosocial support after being diagnosed.[9,10]

Multiple sclerosis (MS) is a chronic disease characterized not 
only by physical impairments but also by neuropsychiatric 
symptoms and cognitive deficits.[11] Cognitive problems are 
common in MS and negatively affect patients' daily function-
ing, including social interaction, work status, and quality of 
life.[12] Psychosocial and psychotherapeutic interventions play 
a crucial role in the management of psychological symptoms 
in individuals diagnosed with multiple sclerosis. Previous 
studies have shown that cognitive behavioral therapy, mind-
fulness-based interventions, and structured stress manage-
ment programs can effectively reduce depression, anxiety, 
and psychological distress, while also improving quality of 
life and cognitive functioning in individuals with MS.[2,11,13–15] 
In particular, brief and structured interventions have gained 
importance in the early stages following diagnosis, as newly 
diagnosed individuals often experience intense emotional 
distress and adjustment difficulties.[6,9] However, long-term 
psychotherapeutic interventions may not always be feasible 
due to fatigue, disease burden, and limited access to special-
ized mental health services. It is important to provide brief 
and effective intervention methods to reduce depression, 
anxiety, and psychological distress and improve the quality 
of life of individuals diagnosed with MS.[13] Emotional Free-
dom Technique (EFT) is an effective short-term intervention 
that is easy to implement and gives control to the patient.[16,17] 
Emotional Freedom Technique (EFT) is a psychophysiological 
intervention that integrates elements of cognitive behavioral 
therapy, exposure therapy, and somatic stimulation through 
acupressure applied to specific acupuncture points.[18,19] EFT is 
an intervention in which a person's physical or psychological 
awareness is focused on a specific topic and simultaneously 
stimulates selected acupuncture points along meridians in 
the body, especially on the head and upper body, by tap-
ping them with fingertips.[17] EFT is reported to be effective 
in various psychiatric disorders such as anxiety, depression, 
and post-traumatic stress disorder, and the effect persists 
over time.[18] In the literature, there are studies that show that 
depression and anxiety in individuals with MS are related 
to cognitive function impairment.[20–22] Therefore, providing 
brief and effective intervention methods to reduce depres-
sion, anxiety, and psychological distress and to improve the 
quality of life of individuals diagnosed with MS is of particular 

importance.[13] Emotional Freedom Technique (EFT) is a brief 
psychophysiological intervention that integrates elements of 
cognitive behavioral therapy, exposure therapy, and somatic 
stimulation through the stimulation of acupuncture points.
[16–19] EFT focuses on a specific physical or psychological con-
cern while selected acupuncture points, primarily on the head 
and upper body, are stimulated by fingertip tapping.[17] EFT 
has been reported to be effective in various psychiatric condi-
tions, including anxiety, depression, and post-traumatic stress 
disorder, with effects that may persist over time.[18] In the lit-
erature, several studies have demonstrated that depression 
and anxiety in individuals with MS are closely associated with 
impairments in cognitive functioning.[20–22]

Although the effectiveness of EFT has been examined in 
different populations, existing findings are not entirely con-
sistent, and reported effect sizes are often modest or con-
text-dependent. Systematic reviews and meta-analyses in-
dicate that while EFT may show beneficial effects for certain 
psychological outcomes, the magnitude and consistency of 
these effects vary across studies and populations.[23,24] To date, 
no study has investigated the effectiveness of EFT in individ-
uals newly diagnosed with MS, nor has its potential impact 
on cognitive functions been examined. Identification and 
intervention of depressive symptoms or anxiety levels of in-
dividuals diagnosed with MS are especially important in the 
treatment of newly diagnosed individuals. EFT is a short, easy, 
reliable, cost-effective, and self-administered method, and the 
fact that it is a self-administered method allows the individual 
to manage the disease.[16,17] However, it is stated that studies 
with a high level of evidence are needed to evaluate the effec-
tiveness of EFT.[24] Based on these requirements, it is thought 
that the results of this study, which was planned in a random-
ized controlled experimental design, can make an important 
contribution to both literature and practice, particularly by 
informing early supportive care approaches and comple-

What is presently known on this subject?
•	 Multiple sclerosis is associated with high rates of depression, anxiety, 

and psychological distress, particularly in the early period after diagno-
sis. Emotional Freedom Technique (EFT) has been studied in various pop-
ulations and shown potential benefits for anxiety, depression, and stress 
reduction. However, no prior studies have examined the effects of EFT in 
newly diagnosed MS patients, especially regarding cognitive outcomes.

What does this article add to the existing knowledge? 
•	 This study provides the first evidence on the use of EFT in newly diag-

nosed MS patients, showing that while short-term effects on distress, anx-
iety, and depression were limited, EFT improved cognitive functioning. 
The findings also demonstrate reductions in physiological markers such 
as blood pressure and pulse rate following EFT sessions. These results 
suggest a broader therapeutic role of EFT beyond emotional regulation.

What are the implications for practice?
•	 EFT may be considered as a safe, cost-effective, and self-administered 

complementary intervention to support cognitive and physiological 
well-being in MS patients. Integrating EFT into holistic nursing care could 
empower patients to actively manage their health. Future larger-scale 
trials are needed to confirm its utility and inform clinical guidelines.
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mentary intervention planning for individuals newly diag-
nosed with MS. From a psychiatric nursing perspective, such 
interventions may also have practical implications for clinical 
practice, as EFT can be integrated into psychoeducation and 
patient education programs delivered by nurses to support 
coping and psychological well-being in individuals with MS. 
Psychiatric nurses play a key role in the psychosocial care of 
individuals with chronic neurological conditions such as MS, 
particularly in the early stages following diagnosis. Nurse-led 
supportive interventions and psychoeducational approaches 
can contribute to improving coping strategies, reducing psy-
chological distress, and promoting patient self-management. 
Unlike previous studies examining EFT in various clinical or 
non-clinical populations, the present study focuses specifical-
ly on individuals newly diagnosed with MS and evaluates both 
psychological outcomes and cognitive functioning. By using 
a randomized controlled design, this study aims to provide 
higher-level evidence regarding the potential role of EFT as an 
early supportive intervention in MS care.

The aim of this study was to investigate the effect of EFT on 
depressive symptoms, anxiety, psychological distress levels, 
Symbol Digit Modalities Test (SDMT) scores, resting heart rate, 
and blood pressure of individuals with newly diagnosed mul-
tiple sclerosis.

Hypotheses

H1: Depressive symptom levels of individuals with newly di-
agnosed multiple sclerosis who receive Emotional Freedom 
Technique (EFT) will be lower following the intervention com-
pared with those in the control group.

H2: Anxiety levels of individuals with newly diagnosed multi-
ple sclerosis who receive Emotional Freedom Technique (EFT) 
will be lower following the intervention compared with those 
in the control group.

H3: Psychological distress levels of individuals with newly di-
agnosed multiple sclerosis who receive Emotional Freedom 
Technique (EFT) will be lower following the intervention com-
pared with those in the control group.

H4: Symbol Digit Modalities Test (SDMT) scores of individuals 
with newly diagnosed multiple sclerosis who receive Emo-
tional Freedom Technique (EFT) will be higher following the 
intervention compared with those in the control group.

H5: Resting heart rate levels of individuals with newly diag-
nosed multiple sclerosis who receive Emotional Freedom 
Technique (EFT) will be lower after the intervention compared 
to pre-intervention measurements.

H6: Blood pressure levels of individuals with newly diagnosed 
multiple sclerosis who receive Emotional Freedom Technique 
(EFT) will be lower after the intervention compared to pre-in-
tervention measurements.

Materials and Method
Design

This study was a randomized controlled experimental trial 
(Clinical Trials number NCT04969562). This randomized con-
trolled trial was reported in accordance with the CONSORT 
guidelines. The completed CONSORT checklist has been pro-
vided as Supplementary File (See CONSORT Checklist).

Settings and Participants

This study was conducted between February 2021 and Octo-
ber 2021 in newly diagnosed adult individuals with MS who 
received outpatient treatment in the MS treatment unit of a 
university hospital. The sample of the study consisted of indi-
viduals diagnosed with multiple sclerosis within the last three 
months. The inclusion criteria for the study were: being over 
the age of 18, being cooperative and oriented enough to follow 
the given instructions, having been diagnosed with MS in the 
last three months, receiving MS treatment for at least the past 
month, and having received 3 or more points on the Subjec-
tive Units of Distress Scale (SUD), which measures psycholog-
ical distress. The exclusion criteria for the study were: being at 
the flare-up stage of the psychiatric disease, using psychiatric 
medication for less than three months, and having MS attacks.

To determine the sample size, a power analysis was conduct-
ed based on a study examining the effectiveness of EFT in in-
dividuals with post-traumatic stress disorder.[25] According to 
the power analysis with a medium-level effect size, p<0.05, 
and power 0.80, a total of 36 individuals (18 individuals in 
each group) should be included in the study. During the re-
cruitment process, 48 individuals were assessed for eligibility. 
Of these, 12 individuals declined to participate due to lack of 
time to attend the sessions. Consequently, 36 individuals were 
randomized to the intervention (n=18) and control (n=18) 
groups. During the follow-up period, three participants in the 
intervention group were lost to follow-up (two withdrew from 
the study and one experienced an MS attack), and one partic-
ipant in the control group was lost to follow-up due to an MS 
attack. However, all randomized participants were included in 
the intention-to-treat analysis.

Randomization

Randomization was performed using a stratified block random-
ization method based on gender. Given that the prevalence of 
MS is higher in women than in men[26] and consistent with the 
distribution observed at the study center (three women to one 
man), randomization was stratified by gender in a 3:1 ratio. 
Block sizes of four were used. The randomization sequence was 
generated using a computer-based random number genera-
tor according to predefined block patterns and prepared in ad-
vance by a researcher not involved in participant recruitment, 
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data collection, or intervention delivery. The randomization 
procedure was conducted by an independent researcher, and 
the allocation sequence was placed in sealed envelopes and 
delivered to the researcher responsible for participant recruit-
ment. Participants were assigned to either the intervention (A) 
or control (B) group based on this sequence. The flow of partic-
ipants through the study is presented in Figure 1.

Data Collection

In the outpatient treatment unit, participants were allocated 
to two groups according to the randomization scheme by an 
independent researcher. Following allocation, baseline assess-
ments were conducted for both groups prior to the initiation 
of the intervention by a researcher who was not involved in 

the intervention process. EFT was applied to one of the groups, 
while the other group continued their routine treatment. For 
the EFT group, Subjective Units of Distress (SUD) ratings, rest-
ing heart rate, and blood pressure were assessed immediately 
before and immediately after each EFT session. Depression, 
anxiety, psychological distress, and cognitive function (Sym-
bol Digit Modalities Test; SDMT) were assessed at baseline (pri-
or to the first session) and immediately after completion of the 
sixth EFT session. For the control group, depression, anxiety, 
psychological distress, and cognitive function were assessed 
at baseline and at the end of the six-week period correspond-
ing to the intervention duration. The control group did not re-
ceive EFT and continued with routine medical care only. Physi-
ological measurements (resting heart rate and blood pressure) 

Figure 1. CONSORT flow diagram of the study participants.
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were assessed repeatedly only in the EFT group, as these mea-
surements were directly related to the intervention sessions.

Intervention

The individuals with MS in the intervention group participat-
ed in six sessions of Emotional Freedom Technique (EFT) at 
seven-day intervals, with each session lasting approximately 
30–45 minutes. In the first session, participants discussed the 
emotions experienced following their MS diagnosis. Subse-
quently, the EFT procedure was demonstrated step by step. 
The details of the intervention were reported according to the 
Template for Intervention Description and Replication (TIDi-
eR) checklist, and the procedure is presented in Supplemen-
tary Material 1 (Suppl 1). The intervention was delivered by 
a researcher who holds a certification in Emotional Freedom 
Technique. Prior to the main study, a pilot application was 
conducted to evaluate the feasibility and clarity of the inter-
vention procedures, and participants involved in the pilot 
study were not included in the final study sample.

Control Group

Participants assigned to the control group were asked to con-
tinue their routine treatment for six weeks. No EFT sessions 
were provided to this group during the study period. However, 
the same assessment procedures were applied to both groups. 
Upon completion of the study, participants in the control 
group were offered the opportunity to receive the Emotional 
Freedom Technique (EFT) intervention, consisting of six ses-
sions conducted at seven-day intervals, with each session last-
ing approximately 35–45 minutes, if they wished to participate.

Instruments

The data were collected using a sociodemographic data form, 
the Subjective Units of Distress Scale (SUDS), the HAD scale 
(Hospital Anxiety and Depression Scale), and the SDMT (Sym-
bol Digit Modalities Test). The scales and their administration 
methods are provided in Supplement 1.

Data Analysis

Data were analyzed using SPSS version 24.0. Normality of 
continuous variables was assessed using the Shapiro–Wilk 
test. Descriptive statistics were presented as mean±standard 
deviation or median (interquartile range), as appropriate. 
Given the relatively small sample size and the distributional 
characteristics of the data, non-parametric statistical methods 
were selected. Between-group comparisons at baseline and 
post-intervention were performed using the Mann–Whitney 
U test, while within-group pre–post comparisons were con-
ducted using the Wilcoxon signed-rank test. To estimate inter-
vention-related change between groups, post–pre difference 
(change) scores were calculated and compared using the 

Mann–Whitney U test. Repeated physiological measurements 
(blood pressure and pulse rate) within the intervention group 
were analyzed using the Wilcoxon signed-rank test. Categori-
cal variables were compared using the chi-square test. Analy-
ses were conducted according to the intention-to-treat (ITT) 
principle. Missing data were limited and were handled using 
the last observation carried forward (LOCF) method as a con-
servative approach. The primary outcome of the study was 
psychological distress. Other outcomes (depression, anxiety, 
cognitive function, and physiological indicators) were con-
sidered secondary and exploratory. Therefore, no formal cor-
rection for multiple comparisons was applied. A two-tailed p 
value <0.05 was considered statistically significant.

Ethical Considerations

Ethical approval for this study was obtained from the Non-in-
vasive Research Ethics Committee of Dokuz Eylul University 
(Date: 29.03.2021, Approval No: 2021/10-29). Institutional 
permission was also granted. Prior to participation, all indi-
viduals were informed about the purpose of the study. Both 
written and verbal informed consent were obtained from all 
participants. The ethics committee approved the use of verbal 
consent as part of the study protocol. Confidentiality and vol-
untary participation were strictly ensured throughout the re-
search process. This study was conducted in accordance with 
the Declaration of Helsinki.

Results
The results are presented in relation to the prespecified study 
hypotheses, including between-group differences in post–pre 
change scores and within-group changes over time.

The Characteristics of the Participants

There was no significant difference between the EFT group 
and the control group in terms of age, educational status, 
marital status, employment status, smoking, alcohol use, and 
having any other disease other than MS. Sociodemographic 
data are given in Table 1.

Comparison of the Depression Scores

It was determined in the comparison made with the Mann–
Whitney U test between the EFT group and the control group 
that the depression scores of the control group prior to the 
intervention were significantly higher compared to the EFT 
group (U=97.500, p=0.041). In the comparison made after the 
intervention, it was seen that there was no significant differ-
ence (U=145.000, p=0.586). The EFT group’s before and after 
intervention scores were compared within themselves, and it 
was determined that there was no statistically significant dif-
ference (Z=−1.369, p=0.171). The control group’s before and 
after intervention scores were compared within themselves, 
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and it was determined that there was a statistically significant 
difference. It was found that the scores of the control group 
decreased significantly at the end of the six-week period 
(Z=−3.354, p=0.001). According to the results of this analysis, 
it was determined that there is a significant difference be-
tween the two groups (U=99.500, p=0.046). It was found that 
the control group’s depression levels significantly decreased 
after the intervention. The results are given in Table 2.

Comparison of the Anxiety Scores

It was determined in the comparison made with the Mann–
Whitney U test between the EFT group and the control group 
that the anxiety scores of the control group prior to the in-
tervention were significantly higher compared to the EFT 
group (U=95.500, p=0.034). In the comparison made after the 
intervention, it was found there was no significant difference 
(U = 132.000, p=0.339). There was a difference between the 
first measurements of the EFT group and the control group; 
the difference prior to and after the application was evaluated 
with the Mann–Whitney U test. According to the results of this 
analysis, it was determined that there was a significant differ-
ence between the EFT group and the control group (U=99.000, 
p=0.045). The results are given in Table 2.

Comparison of the Psychological Distress Scores

There is no statistically significant difference between the 
psychological distress scores of the EFT group and the con-

Table 1. Sociodemographic characteristics of the EFT group 
and the control group

EFT group
(n=18)

Control
group (n=18)

Test value,
p value

Age1(Mean±SD) 30.00±8.43 32.78±9.27 U=136.000
p=0.419

Education status2

Primary Education
High School
University

1 (33.3%)
12(70.6%)
5 (31.3%)

2 (66.7%)
5 (29.4%)

11 (68.8%)

X²=5.466
df= 2

p=0.65

Marital status2

Married
Single
Divorced/died

7 (38.9%)
9 (50.0%)
2 (11.1%)

12 (66.7%)
6 (33.3%)
0 (0.0%)

X²=3.916
df= 2

p=0.095

Working status2

Working
Not working
Student

8 (44.4%)
3 (16.7%)
7 (38.9%)

11 (61.1%)
3 (16.7%)
4 (22.7%)

X²=1.292
df= 2

p=0.521
Other disease2

Yes
No

3 (16.7%)
15 (83.3%)

4 (22.2%)
14 (77.8%)

X2=0.177
df=1

p=0.674
1: Mann Whitney U Test; 2: Chi Squared Test. EFT: Emotional freedom technique, SD: 
Standard deviation.
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trol group prior to the intervention (U=150.000, p=0.697) and 
after the intervention (U=138.000, p=0.444). There is a signif-
icant difference between the EFT group’s before and after in-
tervention scores. The EFT group’s psychological distress level 
is significantly decreased after the intervention compared to 
baseline (Z=−3.198, p=0.001). In addition, the between-group 
comparison of post–pre change scores in psychological dis-
tress (SUDS) showed no statistically significant difference be-
tween the EFT and control groups (Mann–Whitney U=133.000, 
p=0.354). The results are given in Table 2.

Comparison of the Cognitive Function Scores

The between-group comparison of post–pre change scores in 
cognitive function, assessed using the Symbol Digit Modali-
ties Test (SDMT), revealed no statistically significant difference 
between the EFT group and the control group (Mann–Whit-
ney U=131.500, p=0.333). The results are presented in Table 2.

The comparison of the blood pressure and the pulse rate of 
the EFT group prior to and after the sessions:

Each systolic and diastolic blood pressure value was com-
pared within each session. There was no significant difference 
in the 1st, 2nd, and 3rd sessions, but there was a significant de-
crease in the 4th, 5th, and 6th session blood pressure measure-
ments after the intervention compared to before the interven-
tion (p<0.05). Table 3 shows the results of blood pressure and 
pulse rate measurements.

Discussion
The results of the study, which was carried out with the pur-
pose of examining the effect of Emotional Freedom Technique 
(EFT) on depression, anxiety, psychological distress levels, 
Symbol Digit Modalities Test (SDMT) results, resting heart rate, 
and blood pressure in individuals newly diagnosed with MS, 
were discussed in the light of the literature.

In the comparison of depression and anxiety scores between 
the EFT and control groups after the intervention, no sig-
nificant difference was observed between the two groups. 
Although the groups were randomly assigned, significant 
baseline differences in anxiety and depression scores were 
identified. Possible explanations for this finding, including 
the natural adaptation process following diagnosis and the 
effects of routine care, are discussed in detail below.

Since there is no study in the literature examining the effect 
of EFT on depression and anxiety in individuals diagnosed 
with MS, similar studies were examined. In these studies, EFT 
was found to have a statistically significant effect on anxiety 
and depression levels.[25,27,28] When the studies in the literature 
are examined, it is seen that fewer sessions were applied, and 
there was no control group in these studies.[28–31] For these 
reasons, it is recommended that studies evaluating the effec-
tiveness of EFT in patients newly diagnosed with MS should 
be conducted with a larger sample size and with patients at 
higher risk of anxiety and depression.

Table 3. Comparison of blood pressure and pulse parameters of the EFT group before and after each session

Before session 
(mean values±SD)

After session 
(mean values±SD)

p value Z value

Systolic 1st session 120.22 (13.58) 120.83 (14.21) 0.929 -0.089

Diastolic 1st session 75.94 (10.64) 74.22 (8.66) 0.117 -1.569

Pulse 1st session 85.83 (12.98) 81.67 (12.99) 0.005* -2.796

Systolic 2nd session 118.66 (11.18) 117.61 (14.07) 0.534 -0.621

Diastolic 2nd session 76.06 (8.49) 74.44 (9.38) 0.056 -1.908

Pulse 2nd session 89.22 (10.34) 83.83 (10.22) 0.028* -2.204

Systolic 3rd session 115.33 (12.58) 115.77 (15.29) 0.777 -0.283

Diastolic 3rd session 73.67 (11.08) 72.28 (9.36) 0.175 -1.357

Pulse 3rd session 88.17 (10.84) 84.39 (8.77) 0.043* -2.027

Systolic 4th session 114.88 (10.91) 115.55 (15.56) 0.581 -0.552

Diastolic 4th session 73.11 (8.91) 69.61 (8.86) 0.003* -2.930

Pulse 4th session 85.72 (11.85) 85.56 (12.29) 0.094 -1.673

Systolic 5th session 116.16 (9.79) 115.27 (14.03) 0.421 -0.805

Diastolic 5th session 73.33 (7.77) 69.94 (9.65) 0.004* -2.904

Pulse 5th session 85.89 (7.28) 82.61 (7.62) 0.006* -2.775

Systolic 6th session 117.33 (10.72) 116.22 (13.86) 0.006* -1.882

Diastolic 6th session 74.28 (7.23) 71.78 (6.29) 0.007* -2.677

Pulse 6th session 87.61 (7.63) 84.50 (7.52) 0.002* -3.087

Z: Wilcoxon test, p<0.05. *: p<0.05. EFT: Emotional freedom technique, SD: Standard deviation.
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In the literature, studies examining the effectiveness of EFT in 
different groups showed significant differences in psycholog-
ical distress scores between groups.[25,30,32,33] The results of our 
study were found to be different from the literature. The rea-
son for this difference is thought to be that the level of psycho-
logical distress experienced by individuals diagnosed with MS 
during the period when they were newly diagnosed decreased 
at the end of the six-week period in the study. Individuals di-
agnosed with MS who participated in the study were included 
in the first evaluation at a time when their diagnosis was final-
ized, and one month had passed since they started taking med-
ication. Then, groups were determined by randomization. The 
EFT group participated in sessions lasting six weeks, while the 
control group continued routine care for six weeks. It is thought 
that both the six-week period and the routine care had an effect 
on their getting used to the diagnosis and thus decreasing their 
psychological distress levels according to their initial assess-
ment. At the same time, when other studies are examined, it is 
seen that EFT is applied in a single session.[30,32] Applying EFT in 
a single session ignores time as a confounding factor.[23] In our 
study, six sessions of EFT were applied as recommended. Since 
a similar result was found in the results related to anxiety and 
depression, it is thought that the methodological weaknesses 
and recommendations mentioned above may be similar in the 
results of the SUD scores as well.

Although there was no significant difference with the control 
group in our study, the post-intervention cognitive function 
scores of the EFT group increased significantly compared to 
the pre-intervention cognitive function scores. When the lit-
erature was examined, no study examining the relationship 
between EFT and cognitive function scores was found. There 
are studies examining the effect of CBT and mindfulness in-
terventions on cognitive functions in individuals diagnosed 
with MS.[2,11,14,15] Since EFT is a CBT and mindfulness-based 
intervention, information was discussed using this literature. 
High anxiety and depressive symptoms have been associat-
ed with decreased information processing speed.[20] CBT and 
mindfulness-based interventions are thought to positively af-
fect cognitive functions and increase information processing 
speed.[15] Mindfulness-based interventions have been shown 
to lead to cognitive and mood-related benefits in neurologi-
cal diseases such as multiple sclerosis.[14] In our study, the in-
crease in cognitive function scores of the EFT group after the 
intervention is consistent with the literature. However, there 
was no change in the cognitive function scores of the con-
trol group. There is no study on the effect of EFT on cognitive 
functions. Therefore, it is recommended that studies evaluat-
ing the effectiveness of EFT to improve cognitive functions 
should be conducted. These findings should be interpreted 
cautiously, as they are based on within-group changes and 
were not supported by statistically significant between-group 

differences. Therefore, the observed cognitive improvements 
should be considered preliminary and exploratory.

In our study, systolic and diastolic blood pressure values and 
pulse rate values of the participants in the EFT group were com-
pared before and after the session. A significant decrease was ob-
served in diastolic blood pressure values after the sessions com-
pared to baseline, and pulse rate measurements also showed a 
statistically significant reduction following EFT. These findings 
are consistent with a previous study reporting that EFT may 
lead to reductions in blood pressure and pulse rate.[16] However, 
it should be noted that these physiological comparisons in the 
present study were based on within-group (pre–post) changes 
observed in the EFT group only. Moreover, these findings reflect 
short-term physiological responses and should be interpreted 
with caution, particularly given the absence of between-group 
comparisons and the potential influence of multiple testing.

Implications for Nursing & Health Policy

The findings of this study suggest that Emotional Freedom 
Technique (EFT) may be integrated as a supportive practice 
within holistic nursing care for individuals newly diagnosed 
with Multiple Sclerosis (MS). Despite limited short-term ef-
fects on emotional distress, improvements in cognitive func-
tion and physiological indicators highlight the potential value 
of EFT in enhancing patient well-being. As a non-pharmaco-
logical, cost-effective, and self-administered method, EFT may 
empower patients in their own care and support the shift 
toward more patient-centered and participatory models in 
healthcare. Policymakers and nursing administrators should 
consider the inclusion of EFT-based interventions in reha-
bilitation and mental health support programs, particularly 
in neurology clinics. Incorporating EFT training into nursing 
curricula and continuous professional development activities 
may also broaden the scope of therapeutic tools available to 
nurses working with chronically ill populations. The strengths 
of the current study include its randomized controlled design, 
the focus on individuals newly diagnosed with multiple scle-
rosis, and the use of both psychological and physiological out-
come measures. These strengths support the relevance of the 
findings and enhance the applicability of EFT as a supportive 
intervention in clinical nursing practice.

From a psychiatric nursing perspective, the expected out-
comes of EFT include supporting patients’ cognitive func-
tioning, reducing physiological stress responses, and en-
hancing self-management skills during the early period 
following MS diagnosis. Psychiatric nurses, who are in con-
tinuous and close contact with patients, are well positioned 
to deliver brief interventions such as EFT, provide guidance 
on self-administration, and monitor patients’ emotional and 
cognitive responses over time. Expanding nurse-led EFT in-
terventions in outpatient neurology and psychiatry settings 
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may increase accessibility to psychosocial support and con-
tribute to more comprehensive, patient-centered care.

Limitations of the Study

The sample size was finalized at the minimum estimated value 
due to the pandemic. The fact that the MS center where the 
study was conducted was a center with relatively good care 
may have affected the results.

Conclusion 
In our study, EFT applied to individuals with newly diagnosed 
MS had no effect on depression, anxiety, or psychological dis-
tress levels. There was a significant increase between the pre-
test Symbol Digit Modalities Test scores and post-test Symbol 
Digit Modalities Test scores of the EFT group. Resting heart 
rates and blood pressures of individuals in the EFT group were 
significantly lower after the session compared to before the 
session. These results may be related to the small sample size, 
differences in baseline measurements between the experi-
mental and control groups, and the fact that they were pa-
tients of a center offering relatively good routine care.

It is thought that large-sample, longitudinal, randomized 
studies with a high level of evidence are needed to examine 
the effectiveness of EFT in individuals diagnosed with MS. In 
terms of demonstrating the effectiveness of EFT, it is recom-
mended that future studies be conducted with higher-risk 
groups in terms of depression and anxiety levels. Conducting 
a qualitative study including the opinions of the participants 
regarding the EFT application may be instructive in terms of 
improving the EFT application.
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Current approaches to assessing and managing anger and 
aggression

Anger is an emotion experienced in relation to both per-
sonality structure and psychological problems.[1] Anger 

and its expression have become significant public health and 
mental health concerns, especially for children, adolescents, 
and young adults today. Epidemiological studies have shown 
that problems related to anger, such as oppositional behavior, 
verbal and physical aggression, violence, and irritability, are 
among the reasons children are referred to mental health ser-
vices.[2–4] The signs of anger are commonly observed among 

childhood and adulthood mental disorders, such as person-
ality disorders, attention deficit hyperactivity disorder, con-
duct disorder, oppositional defiant disorder, bipolar disorder, 
organic brain diseases, and various conditions resulting from 
trauma.[5] The type of anger most commonly encountered by 
clinical nurses in both inpatient and outpatient treatment set-
tings is uncontrolled anger.[6] In this study, the initial aim is to 
present the relevant literature on the structure of anger, the 
concepts of anger, hostility, and aggression, the expression of 

Objectives: This study aims to systematically review previously published studies conducted in Türkiye on the assess-
ment and management of anger and aggression among adolescents and young adults and to present the general 
characteristics of the selected studies.
Methods: This study examined theses and articles published in Türkiye between 2013 and 2023 on the subject among 
adolescents and young adults aged 14–25. Online search engines (Google Scholar, YÖK) were used to access the stud-
ies. The keywords "anger," "anger management," "anger management training," "anger control," "anger control training," 
and "aggression" were used when searching databases. The PRISMA checklist, preferred for systematic reviews and 
meta-analyses, was used when reviewing studies in this systematic review.
Results: A total of 1,354 studies were retrieved through electronic databases. Of these, 1,261 studies that did not meet 
the criteria were removed. Ultimately, 21 studies were systematically presented. It was found that the Trait Anger-Anger 
Style Scale is the most widely used measurement tool for assessing anger, while the Aggression Scale, the Reactive-Pro-
active Aggression Scale, and the Buss-Perry Aggression Scale have been used for assessing aggression. Cognitive-be-
havioral and skill-based approaches to managing anger and aggression in adolescents and young adults have been 
determined to be the most widely studied and empirically validated treatment approaches.
Conclusion: In conclusion, the results of this systematic review are crucial for mental health and psychiatric nurses to 
know and use appropriate assessment tools when assessing individuals with anger expression problems. Mental health 
and psychiatric nurses' knowledge of cognitive behavioral therapy-based anger management interventions and their 
ability to integrate these methods into nursing care will improve the quality of healthcare. Further studies utilizing 
techniques from different approaches to anger management are recommended.
Keywords: Aggression; aggression management; anger; anger management
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anger, risk factors, and the clinical aspects and consequences 
of anger. Subsequently, the measurement tools and interven-
tion approaches currently used in our country for the manage-
ment of anger and aggression are systematically presented.

The Structure of Anger
Raymond W. Novaco[7] describes anger as a primary emotion 
that has adaptive functions connected to survival mechanisms, 
which are inherently biological, psychological, and social in na-
ture. This emotion is initiated by cognitive processes such as the 
perception of threat and continues with physiological respons-
es, including mobilization of energy, muscle tension, increased 
heart rate, elevated blood pressure, and higher levels of adrena-
line and noradrenaline. While these physiological changes alone 
are not sufficient to result in aggressive or violent behavior, anger 
can trigger such behaviors when regulatory control mechanisms 
fail. Uncontrolled anger, in addition to being a risk factor for vi-
olence, can also impair social relationships, work performance, 
and health, manifesting itself in various social domains.[7–9]

Some researchers have stated that anger is a human emotion 
and that the arousal (activation) of anger is connected to the 
perception of threat and self-preservation. Therefore, anger 
can be seen as a fundamental human emotion programmed 
for survival and sustaining life.[7,10] As a normal human emo-
tion, anger can mobilize psychological resources in the face of 
distress, energize behaviors to solve problems, and foster de-
termination. Anger serves as a protector of self-esteem, func-
tions as a means of expressing negative emotions, strengthens 
the ability to voice complaints, and increases determination to 
overcome obstacles to happiness and desires.[11] In this sense, 
anger is a necessary emotion for sustaining one's life.

On the other hand, according to other researchers, anger is 
defined as a state of aroused hostility toward someone or 
something perceived as the source of a negative event or as 
a basic and subjectively experienced negative emotion that 
results from the obstruction of a goal or from provocation, 
such as verbal or physical attack.[7,9] The reason anger is classi-
fied as a negative emotion may stem from its association with 
aggression and hostility. In such problematic situations, the 
main feature of anger is its "uncontrolled" nature. The activa-
tion, expression, and experience of anger do not occur appro-
priately. Although this normal emotion does not automatical-
ly have the status of a problem, it becomes problematic due 
to its reciprocal links with life stress, psychopathology, and 
harmful behaviors, leading to negative outcomes for oneself 
and others.[11] Judging whether someone has an "anger prob-
lem" depends on observations and the sociocultural environ-
ment in which they are situated. Evaluation can be based on 
the anger patterns the individual uses (such as how often they 
get angry, the intensity of the anger experienced, how long 
the arousal lasts, and how the person behaves when angry).[11]

Anger, Hostility, and Aggression
Although the concept of anger is sometimes used inter-
changeably with hostility and aggression, there are significant 
conceptual distinctions and theoretical relationships among 
these three constructs.[9,12]

Anger is generally considered a simpler concept than hostili-
ty or aggression. Spielberger et al.[13] view the emotion of an-
ger in terms of both trait and state dimensions. According to 
them, state anger is an emotional condition that reflects ob-
jective feelings such as tension, irritation, annoyance, or rage 
in response to goal blocking or perceived injustice. Trait anger, 
on the other hand, refers to how frequently state anger is typ-
ically experienced. The concept of anger generally involves an 
emotional state that ranges in intensity from mild annoyance 
or irritation to intense fury.[13] Although hostility often includes 
feelings of anger, the term refers to attitudes made up of associ-
ations that motivate aggressive behaviors aimed at destroying 
objects or harming others.[9] In the Buss and Perry Aggression 
Questionnaire, the hostility subscale includes items that re-
fer to thoughts of being treated unfairly in life, while the an-
ger subscale contains items related to becoming angry easily 
and being unable to control anger.[14] Hostile thoughts include 
themes of cynicism, contempt, jealousy, distrust, resentment, 
suspicion, and injustice. Hostility can exist independently as a 
stream of thought that precedes a full anger response, or it can 
take the form of rumination. Hostile thoughts typically arise as a 
reaction to the perception that another person intends to cause 
harm. Some people react more strongly than others to certain 
types of social threats, such as injustice or situations that threat-
en their self-esteem.[9] While the concepts of anger and hostility 
refer to emotions and attitudes, the concept of aggression gen-

What is presently known on this subject?
•	 Anger is an emotion experienced in relation to both personality struc-

ture and psychological problems.
• Anger and its expression have become significant public health and 

mental health concerns, especially for children, adolescents, and young 
adults today.

• It is known that anger management training helps adolescents and 
young adults manage their levels of anger and ways of expressing anger.

What does this article add to the existing knowledge? 
•	 It is shown that anger management training has positive effects on ad-

olescents and young adults by reducing their levels of persistent anger, 
improving their ways of expressing anger, enhancing anger control skills, 
assertiveness, and communication abilities, as well as emotional regula-
tion skills, psychological resilience, social problem-solving abilities, con-
structive conflict resolution skills, and decreasing aggressive behaviors, 
tendencies toward violence, hostile thoughts, and submissive behaviors.

What are the implications for practice?
•	 The studies included in the systematic review confirm the effectiveness of 

Cognitive Behavioral Therapy-based interventions for anger management.
• It is observed that there is a need for intervention programs based on 

different theoretical approaches.
• It is determined that almost all programs are effective, but significant 

results are not achieved in some sub-problems.
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erally encompasses destructive or punitive behaviors directed 
toward other people or objects.[13] Aggression is defined as a 
behavior directed with the intent to harm someone.[9]

In conclusion, these three concepts can be considered as fol-
lows: “anger” as an emotion, “hostility” as a thought, and “ag-
gression” as a behavior. When these three dimensions come 
together, they form what is known as the AHA syndrome 
(Anger, Hostility, and Aggression). Anger hereby serves as 
the emotional component, hostile thoughts as the attitudinal 
component, and aggression as the behavioral component.[15]

Expression of Anger
Experiencing anger and expressing it are distinct matters. 
Most of the problematic aspects of anger are related to its 
mode of expression.[13,16] To experience anger is to feel an 
emotional state often accompanied by physiological reac-
tions. Anger expression, on the other hand, is the behavioral 
aspect of how a person manages and copes with their feelings 
of anger.[13] While expressing anger may be culturally frowned 
upon in some societies, it is perfectly normal to get angry and 
express it from time to time.[17] The expression of anger can 
take many forms, including violence, self-harm, and, more 
commonly, physical and verbal aggression. The expression of 
anger can also manifest in different ways depending on an in-
dividual's developmental age.[6] However, anger can provide 
valuable information and be constructive. A person may gen-
uinely experience disrespect, insult, or some other injustice. 
In some situations, the offender may have unintentionally 
caused provocation. Expressing a grievance can help repair a 
social relationship constructively. In certain cases, anger may 
be morally justified and serve to deter unethical behavior.[9]

Spielberger et al.[13] divide forms of anger expression into three 
categories: anger-in, anger-out, and anger control. Anger-in is 
defined as directing anger toward oneself, denying thoughts 
or memories related to the anger-provoking situation, or de-
nying the feeling of anger itself. The greatest risk of anger that 
is unexpressed and becomes chronic is its negative impact on 
an individual's health. Anger that is not properly expressed 
and is suppressed is found to be associated with gastrointes-
tinal symptoms[18] and postpartum depression.[19] Anger-out is 
defined as expressing anger toward another person or object 
in various ways, including physical actions, criticism, insult, 
or verbal abuse. When anger is not expressed appropriately 
and is directed outward, it is found to be significantly higher 
in clinical samples with emotional and behavioral problems 
compared to healthy controls.[20] It is determined that ele-
vated levels of both inwardly and outwardly directed anger, 
compared to healthy controls, predispose individuals to sui-
cide attempts and social anxiety disorder.[21,22] Anger control 
is defined as the effort to manage, control, and express feel-

ings of anger by using non-aggressive words while respecting 
the rights and feelings of others.[13] It is found that the level 
of anger control is lower in individuals with suicide attempts 
and social anxiety disorder than in healthy controls.[21,22] Pre-
venting and regulating uncontrolled anger should be among 
the priorities of mental health, as anger can have serious con-
sequences for physical and psychological well-being. There is 
no doubt about the relationship between anger and various 
behavioral, personality, and psychosomatic disorders.[23,24]

Risk Factors Related to the Level and 
Expression of Anger
It is determined that there are numerous factors influencing the 
level and expression of anger. Özmen et al.[25] have found that 
the most significant factors affecting adolescents’ anger levels 
and styles of expression are anxiety, gender, and family type. 
In a study on adolescents, Anjanappa et al.[26] determine that a 
child’s age, family structure, gender, and mother’s educational 
level are statistically significantly associated with adolescents’ 
levels of anger. It is also observed that males experience anger 
more frequently throughout the day compared to females.[26]

In a study conducted with adults, it is found that gender, 
ethnicity, income level, marital status, employment status, 
adverse childhood experiences (such as physical abuse and 
neglect), having a parent with behavioral problems, hav-
ing had a psychiatric illness in the past twelve months, and 
having a physically violent partner during adulthood are all 
associated with higher levels of anger. It is seen that among 
psychiatric illnesses, individuals diagnosed with bipolar disor-
der, substance use disorders, and psychotic disorders exhibit 
the highest levels of anger. It is determined that the likelihood 
of all personality disorders is also significantly higher among 
angry individuals. The personality disorders most frequently 
observed in this group are borderline, schizotypal, narcissistic, 
and dependent personality disorders. Individuals with high 
levels of anger are also found to have a significantly greater 
likelihood of using substances, alcohol, and tobacco com-
pared to those who are not angry.[27]

Karababa and Dilmaç[28] have identified human values, Ayyıldız 
and Ekin[29] have found attachment styles, and Kerman[30] has 
established alexithymia and emotional intelligence as factors 
related to the level and expression of anger.

Anger as a Clinical Problem and Its 
Consequences
In the Diagnostic and Statistical Manual of Mental Disorders, 
Fifth Edition (DSM-5), a mental disorder is defined as “a syn-
drome characterized by a clinically significant disturbance 
in an individual's cognition, emotion regulation, or behavior 
that reflects a dysfunction in the psychological, biological, or 
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developmental processes underlying mental functioning.”[5] 
Therefore, anger, which can lead to negative outcomes such 
as violence and incarceration, does not in itself constitute a 
mental disorder. However, aggressive or severe anger in-
creases the likelihood of significant dysfunction in actions, 
thoughts, or emotional control, making it maladaptive.

Anger is not classified as a separate diagnostic category in the 
DSM-5, unlike depression and anxiety. However, many disor-
ders in the diagnostic system list anger as a symptom.[5] On 
the other hand, anger is present as a symptom in many dis-
orders within the diagnostic classification system. Anger ex-
periences vary in intensity, ranging from occasional, everyday 
anger to clinical levels that lead to serious consequences such 
as physical aggression and violence.

When considering anger as a symptom accepted by psychiat-
ric classification systems, it should be recognized that uncon-
trolled anger indicates a disorder. Uncontrolled anger is defined 
as the inability to regulate anger, expressing it inappropriate-
ly, feeling it excessively, directing it toward unsuitable people 
or objects, or expressing it due to external motivations. When 
individuals experience and express anger in ways that are en-
tirely disproportionate to the triggering circumstances, anger 
becomes uncontrolled. In these scenarios, anger responses are 
not appropriate to the precipitating events or interpretations; 
what stands out is the magnitude and intensity of the individu-
al's anger reactions. A common feature of anger-related disor-
ders is excessive outward expression of aggression.[31]

Intense anger can lead to negative outcomes in various con-
texts, such as reactive aggression, child and spousal abuse, 
dangerous driving, road rage, assault, and even homicide.[9] 
Anger and closely related traits such as hostility and aggression 
are generally associated with an increased risk of chronic vas-
cular diseases and, more specifically, chronic heart disease.[32,33]

Whether anger is problematic can be measured by its frequen-
cy, intensity, duration, and mode of expression. Uncontrolled 
anger emerges in various personality, psychosomatic, and 
behavioral disorders, as well as in schizophrenia, mood disor-
ders, organic brain disorders, impulse control disorders, and 
conditions arising from trauma.[34,35] It is found in one study 
that destructive anger outbursts are associated with newly 
onset major depression, generalized anxiety disorder, panic 
disorder, and suicidal ideation.[36]

In psychopathologies, uncontrolled anger arises as a product of 
transdiagnostic processes such as selective attention, threat per-
ception, interpretation bias, rumination, and deficits in self-con-
trol. As defined by clinical staff and patients themselves, anger 
is a common issue among both inpatient and outpatient psy-
chiatric patients. In fact, it is seen that anger is related to violent 
behaviors before, during, and after psychiatric hospitalization.
[7] Individuals with various psychiatric disorders may suffer from 
feelings of anger that sometimes lead to maladaptive (e.g., ag-
gressive) behaviors. Persistent anger and anger attacks are linked 
to depressive and anxiety disorders, although the strength of 
this connection may differ between the two types of anger.[37,38]

Materials and Method

Study Protocol

The aim of this study is to introduce some of the commonly 
used measurement tools for the assessment and intervention 
of anger and aggression. In addition, this study systematical-
ly reviews previously conducted and published studies in our 
country regarding the management of anger and aggression 
in adolescents and young adults, presenting the general char-
acteristics of studies that meet the research criteria (type of 
study, year of study, sample size, profession of the practitioner, 
setting, underlying therapeutic approach, number of sessions, 
duration, frequency, study design, outcome variables, pres-
ence of effect size, follow-up, and level of evidence). Accord-
ingly, graduate theses and published research articles from 
our country have been examined. As a sample research pro-
tocol, the PRISMA checklist (PRISMA Checklist 2020), recom-
mended by Grove,[39] has been used for systematic reviews.[40] 
The PRISMA guideline is still considered the gold standard for 
reporting systematic reviews and meta-analyses.

Inclusion Criteria

The selection criteria for studies included in this systematic 
review have been determined according to PICO (sample, in-
tervention, comparison, and outcome) (Table 1).[41]

Exclusion Criteria

The excluded works include books, letters to the editor, sys-
tematic review studies, abstracts, posters, and conference 

Table 1. PICO Format

P (Participants) Adolescents and young adults aged 14–25

I (Interventions) Anger management training based on non-pharmacological therapy, anger control training

C (Comparison) Comparison with the group that did not receive anger management training, with pre-intervention status, 
and with other anger management interventions based on different approaches

O (Outcomes) Trait and state anger, anger expression styles, aggressive behavior

S (Study design) Experimental and quasi-experimental studies



94 Psikiyatri Hemşireliği Dergisi - Journal of Psychiatric Nursing

materials, other non-experimental or non-quasi-experimen-
tal studies, studies without full text, studies not published in 
Turkish, and studies not published in our country.

Research Questions
•	 What measurement tools are used in the assessment of an-

ger and aggression?
•	 What are the current approaches to the management of 

anger and aggression?

Data Collection Process

During the data collection process of the research, theses and 
articles in Turkish with full text available from 2013 to 2023 have 
been reviewed. If a thesis has also been published as a Turkish 
article, the article has been preferred. For the literature search, 
online search engines (Google Scholar, YÖK Thesis) have been 
used. Search keywords have been adjusted according to MeSH 
terms for health research. The search terms used include: “an-
ger,” “anger management” or “anger management training” or 
“anger control,” “anger control training,” and “aggression.”

The electronic database search has been conducted inde-
pendently by two authors (FKS, OUT). Any discrepancies have 
been resolved by consulting other researchers (NBD, BA, NK) 

for consensus. Through electronic databases and online sourc-
es, a total of 1,354 studies have been accessed. Of these, 1,261 
studies have been excluded because they are not relevant to 
the research. The remaining 93 theses and articles have been 
reviewed according to the inclusion and exclusion criteria. Fi-
nally, 21 documents have been systematically analyzed. The 
PRISMA flow diagram is shown in Figure 1.

Data Analysis 

After obtaining the full texts, the articles have been reviewed. 
The articles and theses have been categorized according to 
their authors, years, number of sessions, duration and fre-
quency, sample characteristics, intervention method, out-
comes, effect size, follow-up status, and level of evidence. The 
results of anger management training in the articles and the-
ses have been emphasized.

Results
Descriptive Characteristics of the Studies

While reviewing the studies, it is found that the total sam-
ple size was 48.19±34.97 (ranging from 18 to 147), 38.1% 
are doctoral theses, 57% of the studies are conducted be-

Figure 1. PRISMA Flow Chart.
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tween 2018 and 2023, 57.1% are quasi-experimental, fol-
low-up measurements are present in 52.4%, and effect size 
is not reported in 71.4%. Additionally, 57.1% are classified 
as Level III evidence, 23.8% include 10 sessions, 38.1% have 
session durations of 70–90 minutes, and 85.7% have ses-

sions held once per week. It is also determined that 47.6% 
of the interventions are carried out by specialist nurses, 
66.7% of the study settings are schools (high schools), and 
42.9% of the primary outcome variables measured are an-
ger control (Table 2).

Total sample size 18-147 48.19±34.97 

 n % 

Type of publication  

Doctoral dissertation 8 38.1 

Master’s thesis 7 33.3 

Article 6 28.6 

Year of study  

2013-2017 9 43 

2018-2023 12 57 

Design   

Quasi-experimental 12 57.1

Randomized controlled trial 9 42.9

Follow-up  

Yes 10 47.6 

No 11 52.4 

Effect size   

Yes 6 28.6 

No 15 71.4 

Level of evidence  

II 9 42.9

III 12 57.1 

Number of sessions  

2 sessions 1 4.8 

5 sessions 1 4.8 

6 sessions 4 19 

7 sessions 2 9.5 

8 sessions 4 19 

9 sessions 1 4.8 

10 sessions 5 23.8 

12 sessions 2 9.5 

30 sessions 1 4.8 

Session duration  

40-50 min. 5 23.8 

55-60 min. 4 19 

70-90 min. 8 38.1 

120 min. 3 14.3 

Not mentioned 1 4.8 

Session frequency  

Every two weeks 1 4.8 

Once a week 18 85.7 

Once-twice a week 1 4.8 

Twice a week 1 4.8 

Profession of the program implementer  

Specialist nurse 10 47.6 

Guidance and psychological
counseling specialist 9 42.9 

Clinical psychologist 2 9.5 

Environment where the study was conducted 

Penitentiary institution 2 9.5 

Children’s home 1 4.8 

School (high school) 14 66.7

School (higher education) 4 19

Aproaches  

CBT 9 42.9 

CBT and Rational Emotive Behavior 
Therapy 1 4.8 

CBT and Gross Emotion Regulation 
Model 1 4.8 

Rational Emotive Behavior Therapy 1 4.8 

Mindfulness 1 4.8 

Creative Drama 1 4.8 

Psychodrama 1 4.8 

Systemic Family Therapies 1 4.8 

Dialectical Behavior Therapy 1 4.8 

Acceptance and Commitment Therapy 1 4.8 

Solution-Based Approach 2 9.5 

Emotional Freedom Technique, Progres-
sive Muscle Relaxation Technique 1 4.8 

Outcome variable  

Trait anger/anger expression 8 38.1 

Anger Control 9 42.9 

Aggression 2 9.5 

Anger and aggression 2 9.5 

Scales used in the assessment of anger and aggression

Trait Anger/Anger Expression Scales 15 71.4 

Buss-Perry Aggression Questionnaire 1 4.8 

Reactive-Proactive Aggression
Questionnaire 1 4.8 

Aggression Questionnaire /Scale 2 9.5 

Brief symptom Inventory 1 4.8 

Multidimensional Anger Scale 1 4.8 

Table 2. Descriptive characteristics of the studies selected for systematic review

CBT: Cognitive Behavioral Therapy

 n % 

 Min-Max Mean±SD 
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Assessment of Anger and Aggression

When examining the measurement tools used to assess anger 
and aggression, it is found that the Trait Anger–Anger Expres-
sion Scales are used in 71.4% of the studies, while the Aggres-
sion Scale is used in 9.5% of the studies. The Reactive-Proac-
tive Aggression Scale, the Multidimensional Anger Scale, the 
Buss-Perry Aggression Questionnaire, and the Brief Symptom 
Inventory are each used at a similar rate of 4.8% (Table 2, 3).

Current Approaches in the Management of Anger 
and Aggression

According to Table 2, it is found that 42.9% of the intervention 
programs are based on Cognitive Behavioral Therapy (CBT), 
while 9.5% are grounded in the Solution-Focused Approach. The 
remaining schools of thought are each used in a single study and 
with equal frequency. These approaches include combinations 
such as CBT and Rational Emotive Behavior Therapy, CBT and 
the Gross Emotion Regulation Model, as well as Mindfulness, 
Creative Drama, Psychodrama, Systemic Family Therapies, Dia-
lectical Behavior Therapy, Acceptance and Commitment Thera-
py, Emotional Freedom Technique (EFT), and Progressive Muscle 
Relaxation Technique (PMRT). The characteristics of the inter-
vention programs are presented in Tables 2 and Appendix 1-3.

Discussion
In this systematic review, the aim is to identify current ap-
proaches for the assessment and management of anger and 
aggression. When nurses assess anger, they should gather in-
formation from multiple sources regarding the current prob-
lem, past psychiatric history, family history, developmental 
and social background, and psychosocial stressors. In addition, 
certain measurement tools may be utilized by nurses to eval-
uate anger and aggression in adolescents and young adults. 
In line with the first research question, the most commonly 
used assessment tools for anger and aggression are the Trait 
Anger–Anger Expression Style Scale and the Aggression Scale. 

The Trait Anger Scale was developed and studied by Charles 
D. Spielberger and colleagues beginning in the early 1980s, 
with the Anger Expression Style Scales introduced in 1988.[42] 
Similar to his approach to anxiety, Spielberger conceptualizes 
both state and trait perspectives regarding anger. State anger 
measures the intensity of anger experienced at a particular 
moment, ranging from mild irritation to severe anger in re-
sponse to provocation. Trait anger, on the other hand, assesses 
how frequently a person generally experiences anger.[42]

Besides examining the distinction between state and trait an-
ger, it is also considered important to assess how anger is ex-
pressed. Therefore, the Anger Expression Style Scales were de-
veloped, consisting of three subscales: Anger-In, Anger-Out, 
and Anger Control.[9,42] In our country, the first validity and 
reliability studies of these scales were conducted by Özer[31] 
in a sample of high school students, university students, and 
adults, and subsequently in individuals with hypertension. 
Later, Kıralp[43] evaluated the validity and reliability of the 
State-Trait Anger Expression Inventory for Children and Ado-
lescents in a sample aged 9 to 18 years.

According to the current research findings, other less fre-
quently used assessment tools include the Aggression Scale, 
Brief Symptom Inventory, Multidimensional Anger Scale, 
Buss-Perry Aggression Questionnaire, and the Reactive-Proac-
tive Aggression Questionnaire. Can[44] conducted the validity 
and reliability studies of the Aggression Scale in his special-
ization thesis. The scale requires the use of separate forms for 
ages 9–18, 19–39, and over 40. It evaluates aggression across 
five subscales: physical aggression, verbal aggression, anger, 
hostility, and indirect aggression.[44] Another Aggression Scale 
was developed by Tuzgöl Dost[45] in a master's thesis in 1998. 
This scale assesses aggression in five dimensions: overt, co-
vert, physical, verbal, and indirect aggression.[45]

The Multidimensional Anger Scale was developed in Türkiye by 
Balkaya and Şahin in 2003. This tool evaluates anger through five 
subscales based on self-report: symptoms of anger, situations 

Table 3. Scales that can be used to assess anger and aggression

Scale Writer(s) Age(s) Source

Trait Anger-Anger Expression Scales (STAXI) Özer, 1994[42] High School,
university and adults

https://toad.halileksi.net/

State-Trait Anger Expression Inventory for Children 
and Adolscents (STAXI-2 C/A)

Kıralp, 2013[43] 9-18 ages https://tez.yok.gov.tr/

Brief symptom Inventory (BFI) Şahin et al. (2002)[47] Adolescents https://toad.halileksi.net/olcek/
kisa-semptom-envanteri-kse/

Multidimensional Anger Scale (MAS) Balkaya & Şahin, 2003[45] 14-50 ages https://toad.halileksi.net/

Aggression Questionnaire (AQ)
Aggressiveness Scale (AS)

Can, 2002[46]
Tuzgöl Dost[45]

9 and above
14-15 ages

https://tez.yok.gov.tr/ 
https://toad.halileksi.net/

Buss-Perry Aggression Questionnaire (BAQ) Madran, 2012[14] 17-20 ages https://scholar.google.com/

Reactive-Proactive Aggression Questionnaire (RPQ) Cenkseven- Önder et al. 2016[48] 10-19 ages https://scholar.google.com/

https://toad.halileksi.net/
https://tez.yok.gov.tr/
https://toad.halileksi.net/olcek/kisa-semptom-envanteri-kse/
https://toad.halileksi.net/olcek/kisa-semptom-envanteri-kse/
https://toad.halileksi.net/olcek/kisa-semptom-envanteri-kse/
https://toad.halileksi.net/
https://tez.yok.gov.tr/
https://toad.halileksi.net/
https://scholar.google.com/
https://scholar.google.com/
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triggering anger, thoughts related to anger, behaviors associat-
ed with anger, and interpersonal anger.[46] The Brief Symptom In-
ventory, developed by Derogatis in 1992, is a 53-item assessment 
tool. In Türkiye, its validity and reliability study for an adolescent 
sample was conducted by Şahin et al.[47] in 2002. Similar to its 
use in normal samples, it serves as a multidimensional symptom 
screening tool to identify symptoms in psychiatric cases. The in-
ventory consists of five dimensions—depression, anxiety, nega-
tive self, somatization, and hostility—across 53 items.[47]

The Buss-Perry Aggression Questionnaire was developed by 
Buss and Perry in 2002. In our country, its initial validity and re-
liability studies were conducted by Madran[14] with a sample of 
university students. The scale evaluates aggression across four 
subscales: physical aggression, verbal aggression, hostility, and 
anger.[14] The Reactive-Proactive Aggression Questionnaire was 
developed by Raine and colleagues in 2006, and its Turkish va-
lidity and reliability study was conducted by Cenkseven-Önder 
et al.[48] This tool assesses aggression in two dimensions: reac-
tive aggression and proactive aggression (Table 3).

In line with the second research question, it is determined that 
CBT-based intervention programs have been developed and im-
plemented to address various mediators of anger and aggres-
sive behavior during adolescence and young adulthood. It is ob-
served that cognitive and behavioral techniques are utilized in 
these programs. The most commonly used cognitive techniques 
include goal setting, the ABC model, identifying cognitive dis-
tortions, and developing alternative thoughts. The most com-
monly used behavioral techniques include role-playing, social 
skills training, breathing exercises, and relaxation techniques.

There are studies focusing on anger control training aimed at 
developing anger management skills.[49,50] According to Şahin 
Vural,[49] following the CBT-based anger management pro-
gram, participants' levels of trait anger, anger directed inward, 
and anger expressed outward decrease, while their anger 
control skills improve. However, it is also determined that this 
effect does not persist in the follow-up scores. Aktaş[50] found 
that in CBT-based anger management training, scores for trait 
anger, anger expressed inward, and anger expressed outward 
decrease, while anger control scores increase; furthermore, 
these effects persist during follow-up.

There are studies focused on developing anger management 
skills through anger control training, assertiveness skills, com-
munication skills, and emotion regulation skills. Kelleci et al.[51–

53] developed a training program focused on enhancing anger 
management and assertiveness skills to achieve effective anger 
control. After the intervention, assertiveness skills increased in 
the experimental group, while scores for trait anger, anger-in, 
and anger-out decreased, and anger control scores increased. 
Keçialan and Ocakçı[52] developed a training program focused 
on anger management and communication skills to help in-

dividuals gain control over their anger. After the intervention, 
participants’ communication skills improved, but there was no 
change in their levels of trait anger or anger expression styles.

Akdemir and Gündüz[53] developed a training program focused 
on emotion regulation skills to reduce aggressive behaviors. 
At the end of the training sessions, adolescents who partici-
pated in the intervention group showed a decrease in emo-
tion regulation difficulties and in reactive-proactive aggres-
sive behaviors compared to those who did not participate.[53]

There are also studies that focus on developing social skills and 
moral reasoning to reduce anger and aggression.[54,55] Aggres-
sion Replacement Training, which aims to help children and 
adolescents develop adequate social skills, moral reasoning, 
and anger management abilities—and thereby reduce ag-
gressive behaviors—was adapted by Kaya.[54] As a result of the 
study, levels of trait anger decreased, anger control increased, 
levels of physical aggression decreased, hostile thoughts di-
minished, and social problem-solving skills improved.[54]

In the study by Diksaç,[55] the aim was to reduce aggressive be-
havior and improve anger management and communication 
skills by enhancing social skills. As a result, participants showed 
decreases in physical and verbal aggression and hostility, as 
well as reductions in their levels of trait anger, while their anger 
control skills increased. Participants also improved their active 
listening, self-awareness, self-disclosure, and empathy skills.[55]

The SCARE anger intervention program, which aims to help in-
dividuals develop the skills needed to manage anger, aggres-
sive behavior, and feelings of hostility, was adapted by Çelik.
[56] As a result of the study, trait anger levels decreased, while 
there was no change in psychological resilience, emotional 
problems, behavioral problems, hyperactivity, peer problems, 
or social behaviors.[56]

In another intervention program focused on submissive be-
haviors, the aim was to reduce levels of anger and hostility by 
providing skills and awareness. According to the results of the 
intervention, participants who attended the training showed 
reduced levels of submissive behavior, interpersonal sensitiv-
ity, anger, and hostility. This decrease was also maintained in 
the follow-up assessment.[57]

There are also anger management programs developed based 
on second-generation cognitive behavioral approaches, spe-
cifically Rational Emotive Behavior Therapy (REBT).[58,59] Çet-
inkaya[58] has developed an intervention program focused on 
problem-solving skill training in his study. As a result of the in-
tervention, it is determined that students' problem-solving skills 
have improved; it is effective in the positive development of an-
ger control and interpersonal relationships, and this effect has 
been maintained over a long period. Similarly, in Zorlu's[59] study, 
it is found that after the implementation of an intervention pro-
gram focused on anger control training, participants gain anger 
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control skills, and there is a decrease in the levels of trait anger, 
anger directed inward, and anger expressed outward. This im-
provement is also maintained during the follow-up period.[59]

It is observed that psychoeducational programs based on 
third-generation cognitive behavioral approaches (Acceptance 
and Commitment Therapy, Dialectical Behavior Therapy, and 
Mindfulness) are used to enhance anger management skills.[60–

62] In his Acceptance and Commitment Therapy-based training 
program, Genç[60] aims to have a positive effect on psychologi-
cal flexibility, empathy, and anger in children driven to commit 
offenses. In the training sessions, the explorer-observer-advi-
sor values model, which teaches making behavioral choices 
aligned with one’s values rather than acting on unhelpful im-
pulses or immediate circumstances, is used as the foundation. 
After the intervention, levels of trait anger and anger-out have 
decreased, while anger control levels have increased.[60]

In the training program developed by Aydil[61] based on Dia-
lectical Behavior Therapy, two sessions focus on mindfulness, 
four sessions on emotion regulation, and two sessions on 
increasing distress tolerance. After the training, participants' 
levels of trait anger and difficulties in emotion regulation have 
decreased, while there is no change in their distress tolerance 
skills.[61] Gülcan[62] has developed a mindfulness-based inter-
vention program aimed at influencing persistent anger and 
anger expression style. After the intervention, participants' 
levels of trait anger, anger-in, and anger-out have decreased, 
while their anger control skills have improved.[62]

In addition, there are also studies that examine cognitive be-
havioral approaches in combination with other approaches.
[63,64] Hoşrik Evren[63] utilized the Emotional Freedom Technique, 
which is one of the energy therapies, and Progressive Muscle Re-
laxation (PMR), a cognitive behavioral technique used in stress 
management, aiming to determine their impact on the image 
of God, tendency to forgive, anger control, and anxiety. As a 
result of the study, no difference has been found between the 
groups in terms of anger control. The anger control subscale has 
increased significantly in the PMR group after the intervention.

In his study, Ekitli Beycan[64] has developed an anger regulation 
intervention program by integrating the rhythm component of 
music with Gross’s emotion regulation model and basic cogni-
tive behavioral techniques. In the study, four separate groups 
are included. One group has received no intervention, another 
has received a combination of both interventions, and the re-
maining two groups have each received only rhythm or only 
education as the sole intervention. It is found that the com-
bined intervention is significantly more effective than the other 
interventions in reducing persistent anger and increasing an-
ger control. This effect has been sustained over a long period.

In training programs based on the solution-focused approach 
(SFA), SFA techniques such as the miracle question, nightmare 

question, scaling technique, forecasting the future, giving 
praise, role-playing, journaling, magic globe, and the cheer-
leader technique have been used. The aim is for participants to 
recognize, understand, and control their feelings of anger, as 
well as to reduce their tendencies toward violence.[65,66] Ac-
cording to Siyez and Tuna,[65] persistent anger and anger-out 
levels have decreased significantly compared to the control 
and placebo groups, while anger control levels have increased 
compared to the placebo group. There is no change in com-
munication skills among the three groups. In Akbaş’s [66] study, 
anger levels have also decreased, anger control levels have 
increased, and the tendency toward violence has decreased.

There is an intervention program developed for adolescents 
who exhibit aggressive behavior, which is based on family 
therapy theories and addresses both parents and adolescents. 
Kılıçarslan and Atıcı[67] have developed and evaluated a non-
violent resistance program for parents and an educational 
program for adolescents aimed at coping with violence and 
aggression. The program designed for adolescents aims to 
help them cope with tension experienced during conflicts by 
developing constructive conflict resolution, communication, 
and social skills, instead of resorting to attitudes and behav-
iors involving aggression, hostility, resentment, and hatred. In 
the parent sessions, skill-based sessions have been held, and 
additional sessions have been conducted that include family 
tree and family constellation techniques.

After the intervention, the level of aggressive behaviors among 
adolescents has decreased, and this reduction has continued 
during the follow-up. The Parental Stress Scale score has de-
creased, but this reduction does not persist at follow-up. The 
Family Assessment Scale score has decreased in the post-test, 
but this improvement is not maintained during follow-up.[67]

There is a study that addresses the theme of anger within a 
group setting by utilizing the principles and methods of psy-
chodrama. According to Durmuş,[68] psychodrama techniques 
such as doubling, mirroring, role reversal, and surplus reality 
have been employed. Numerous objectives have been set, 
including enabling group members to recognize and express 
their feelings of anger, fostering awareness regarding their 
anger expression styles, and clearly expressing their anxiety 
about expressing anger. Other goals include allowing partic-
ipants to experience different forms of emotional expression 
among others. As a result of the study, no significant differenc-
es have been found between the experimental and control 
groups in terms of trait anger and anger expression styles.[68]

There is a study demonstrating that creative drama-based 
interventions can be used in anger control groups. In their 
study, Çapacıoğlu and Demirtaş[69] focus on improving anger 
management skills in adolescents and address three outcomes 
related to anger: explaining the physical, emotional, and cog-
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nitive effects caused by anger; evaluating the methods used to 
cope with anger in terms of their effects; and using construc-
tive ways to cope with anger. As a result of the study, the level of 
trait anger has decreased in the experimental group, while the 
level of state anger has increased in the experimental group. 
Anger-out has decreased in the experimental group, while an-
ger-in has increased. The anger control component is higher in 
the control group compared to the experimental group.

Limitation 

The fact that the present study consists of Turkish-language 
theses and articles at the national level is a limitation.

Conclusion 

Anger is a normal human emotion felt in response to unpleas-
ant events. It has biological, psychological, social, and envi-
ronmental determinants. Uncontrolled anger leads to impair-
ment in functioning in various areas of life, is associated with 
several psychiatric disorders, and is a significant clinical issue 
affecting violent behavior in psychiatric patients. Therefore, 
knowing the tools used to assess anger and effective inter-
ventions for its management is of great importance for mental 
health and psychiatry professionals.

As seen in current research findings, the effectiveness of CBT-
based interventions for anger control is well established. The 
results of the studies included in the systematic review confirm 
these effects. The scarcity of intervention programs based on 
different theoretical foundations is noteworthy. Thus, it is recom-
mended to develop psychotherapeutic interventions based on 
various theoretical frameworks in this area. Furthermore, more 
research is needed that examines these variables together to de-
termine whether the therapeutic reduction of anger in interven-
tion programs is accompanied by a decrease in violent behaviors.
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Moderating role of CBT-based art and expressive eclectic 
nursing interventions on anger and assertiveness: 
An interventional study: Letter on mahire olcay çam et al.

Dear Editor,

I am writing in response to the recently published article by Çam 
et al.[1] “Moderating role of CBT-based art and expressive eclec-
tic nursing interventions on anger and assertiveness: An inter-
ventional study” in the Journal of Psychiatric Nursing. This study 
represents an important contribution to the growing body of ev-
idence on the integration of cognitive-behavioral therapy (CBT) 
principles with art-based and expressive modalities in psychiat-
ric nursing education. The authors’ focus on undergraduate nurs-
ing students, a population often overlooked in intervention re-
search, underscores the critical need to equip future nurses with 
emotional regulation and communication skills that are founda-
tional to both professional resilience and patient care quality.

Several aspects of this research deserve commendation. 
By combining CBT techniques with psychodrama warm-up 
games and expressive art therapy, the authors created a truly 
eclectic intervention. This hybrid approach reflects the multi-
dimensional nature of anger and assertiveness, which cannot 
be adequately addressed by cognitive restructuring alone. The 
inclusion of creative expression allowed participants to ex-
ternalize emotions, while CBT provided structured strategies 
for reframing and regulating them. Despite the small sample 
size, the study employed a robust pretest-posttest-follow-up 
design, with validated instruments (STAXI and RAI) and ap-
propriate statistical analyses.[2–5] The use of repeated measures 
ANOVA, Friedman tests, and regression analyses ensured that 

both short- and long-term effects were carefully examined. 
The intervention was embedded within the context of nursing 
education, aligning with the second-year curriculum when stu-
dents first encounter patient care.[3,4] This timing is strategic, as 
emotional regulation and assertiveness are particularly critical 
during the transition from theoretical learning to clinical prac-
tice. Moreover, the program was short-term, cost-effective, and 
delivered by psychiatric nursing specialists with expertise in 
CBT, psychodrama, and art therapy. Such feasibility enhances 
the potential for replication across nursing faculties globally.

While the study is laudable, several points merit further dis-
cussion. The intervention was tested on a small group of 16 
students, predominantly female, from a single institution. Al-
though the achieved statistical power was high, the findings 
may not be generalizable to broader nursing populations, 
including male students, students from diverse cultural back-
grounds, or those in different stages of training. Future research 
should consider multi-site trials with larger, more heteroge-
neous samples. Another important issue is the sustainability of 
anger regulation outcomes. The study found that reductions in 
anger (Trait Anger, Anger-In, Anger-Out) were significant in the 
short term but not sustained at follow-up. This raises import-
ant questions about the durability of CBT-art interventions.[6] 
Assertiveness gains persisted, but anger regulation appeared 
to require reinforcement. This suggests that booster sessions, 
ongoing reflective practice, or integration into routine course-
work may be necessary to maintain long-term benefits.

 Devraj Singh Chouhan,  Jeba Khatun
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Interestingly, short-term changes in anger and assertiveness 
did not predict each other, but a significant long-term rela-
tionship emerged between RAI scores and STAXI Anger-In 
scores. This finding highlights the complexity of emotional 
regulation: while assertiveness training may not immedi-
ately alter anger expression, over time it may reduce the 
tendency to suppress anger. This delayed effect warrants 
deeper exploration, perhaps through qualitative interviews 
or longitudinal mixed-methods designs. Cultural consider-
ations also deserve attention. The study was conducted in 
Türkiye, where cultural norms around anger expression and 
assertiveness may differ from those in other contexts. For 
example, collectivist cultures often discourage overt anger 
expression, while assertiveness may be perceived differently 
across gender roles. Cross-cultural replication would enrich 
understanding of how eclectic interventions interact with 
sociocultural expectations. Although STAXI and RAI are vali-
dated tools, their reliance on self-report may introduce bias. 
Incorporating observational measures, peer evaluations, or 
physiological indicators such as heart rate variability during 
anger episodes could provide a more comprehensive assess-
ment of intervention outcomes.

The findings of Çam et al.[1] have several practical implica-
tions. Nursing faculties should consider embedding CBT-
based art and expressive interventions into communication 
skills courses. Doing so would not only enhance students’ 
emotional regulation but also foster resilience against 
burnout, a pressing issue in nursing worldwide. The eclec-
tic nature of the intervention underscores the value of col-
laboration between psychiatric nurses, art therapists, and 
psychodramatists. Such partnerships enrich the educational 
experience and expose students to diverse therapeutic mo-
dalities. By equipping nursing students with anger regula-
tion and assertiveness skills early in their training, institu-
tions can proactively reduce the risk of future mental health 
challenges, interpersonal conflicts, and professional attri-
tion. Given the cost-effectiveness of the program, it could 
be adapted for online or hybrid delivery, particularly in re-
source-limited settings. Digital platforms could incorporate 
guided art exercises, CBT modules, and virtual group discus-
sions to reach wider audiences.

Building on this study, I propose several directions for fu-
ture inquiry. Longitudinal studies tracking nursing stu-
dents across their academic journey and into professional 
practice would clarify whether early interventions translate 
into sustained resilience and improved patient care out-
comes. Randomized controlled trials comparing eclectic 
interventions with standard communication skills training 
would strengthen causal claims and highlight relative effec-
tiveness. Incorporating qualitative methods such as focus 
groups or reflective journals would capture the nuanced ex-

periences of participants, particularly how they perceive the 
role of art and expression in emotional regulation. Future 
studies could examine whether students trained in eclectic 
interventions demonstrate improved communication with 
patients, reduced conflict in clinical settings, and enhanced 
therapeutic relationships. Extending such interventions to 
other health professions, including medicine, social work, 
and psychology, could foster interprofessional education 
and collaborative practice.

Çam et al.’s[1] study is a timely and valuable contribution to 
psychiatric nursing education. By demonstrating that CBT-
based art and expressive eclectic interventions can enhance 
assertiveness and, at least in the short term, regulate anger 
among nursing students, the authors highlight a promising 
pathway for integrating creative and cognitive approaches 
into curricula. While questions remain about sustainability, 
generalizability, and cultural applicability, the study pro-
vides a strong foundation for future research and practice. 
As nursing education continues to grapple with the chal-
lenges of burnout, emotional regulation, and communica-
tion barriers, innovative interventions such as this one are 
essential. I commend the authors for their pioneering work 
and encourage further exploration of eclectic, art-integrat-
ed approaches to foster resilience and well-being among 
the next generation of nurses.
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