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ABSTRACT 

 

REMINISCENCE FUNCTIONS AND THEIR RELATION TO POST-

TRAUMATIC COGNITIONS AND WELL-BEING IN YOUNG ADULTS WITH 

CHRONIC DISEASES  

 

 

 

Sena Kalaycı Çelik 

Master of Science, Developmental Focused Clinical Child and Adolescent 

Psychology 

Supervisor: Assoc. Prof. Dr. Tuğba Uzer Yıldız 

 

 

 

June, 2021 

 

 

This study aimed to show that reminiscence functions are an important factor 

for the post-traumatic growth and psychological well-being in young adults with 

chronic illnesses. Though, there is various researches investigating the effect of 

reminiscence functions on psychological well-being, surprisingly there is no research 

investigating the effect of reminiscence functions on post-traumatic growth in sample 

who are young adults with chronic illnesses. The present research had two studies. In 

the Study I, Reminiscence Functions Scale (RFS) (Webster, 1993) was adapted. 420 

participants who are 18-39 years of age completed RFS, Beck Anxiety Inventory 

(BAI), Beck Hopelessness Scale (BHS), Ruminative Thought Style Questionnaire 

(RTSQ), and Life Satisfaction Scale (LSS) for adaptation process. The confirmatory 
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factor analysis results present a factorial structure comprising seven factors which are 

reflective, death preparation, intimacy maintenance, boredom reduction, bitterness 

revival, teach/inform, and conversation and adequate reliability scores (from 0.83 to 

0.91). In the study II, 65 young adults who are 18-25 years of age with chronic illness 

completed RFS, Hospital Anxiety-Depression Scale (HADS), and Post-Traumatic 

Growth Inventory (PTGI). The results showed that reflective function has significant 

effect on post-traumatic growth, death preparation and teach/inform have significant 

effect on anxiety, and teach/inform and intimacy maintenance have significant effect 

on depression. The current study provides a rich base of information for ways to further 

enhance the therapeutic power of reminiscence-based intervention for young adult 

patients who have chronic illness. 

 

 

 

Keywords: Reminiscence Functions, Post-Traumatic Growth, Depression-Anxiety, 

Chronic Illness, Factor Analysis 
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ÖZET 

 

KRONİK HASTALIĞI OLAN GENÇ YETİŞKİNLERDE ANILARI HATIRLAMA 

İŞLEVLERİ, TRAVMA SONRASI BİLİŞLER VE İYİ OLUŞ İLE İLİŞKİSİ 

 

 

 

Sena Kalaycı Çelik  

Master of Science, Gelişim Odaklı Klinik Çocuk ve Ergen Psikolojisi 

Tez Yöneticisi: Doç. Dr. Tuğba Uzer Yıldız 

 

 

 

Haziran, 2021 

 

 

Bu çalışmanın amacı kronik hastalığı olan genç yetişkinlerin kullandıkları 

anıları hatırlama işlevlerinin travma sonrası büyüme ve psikolojik iyi oluş üzerindeki 

önemli etkisini göstermektir. Literatürde hatırlama işlevlerinin psikolojik iyi oluş 

üzerindeki etkilerini inceleyen farklı çalışmalar olmasına rağmen, kronik hastalığı olan 

genç yetişkinlerdeki travma sonrası büyüme üzerindeki etkilerini inceleyen bir çalışma 

bulunmamaktadır. Bu tez çalışması iki farklı çalışmadan oluşmaktadır. Birinci 

çalışmada Anıları Hatırlama İşlevleri Ölçeği Türk kültürüne adapte edilmiştir. 

Adaptasyon süreci için 18-39 yaş arası 420 katılımcı Anıları Hatırlama İşlevleri 

Ölçeği’ni, Beck Anksiyete Envanteri’ni, Beck Umutsuzluk Ölçeği’ni, Ruminatif 

Düşünce Biçimi Ölçeği’ni ve Yaşam Doyum Ölçeği’ni doldurmuştur. Doğrulayıcı 

faktör analizi sonucu yansıtıcı, ölüme hazırlık, yakınlığı sürdürme, can sıkıntısını 

azaltma, acıyı yeniden canlandırma, öğretme/bilgilendirme ve iletişim olmak üzere 
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yedi farklı faktör çıkmıştır. Bu faktörlerin güvenirlik puanları 0.83 ile 0.91 arasında 

değişmektedir. İkinci çalışmada ise 18-25 yaş arası kronik hastalığa sahip olan 65 

katılımcıdan Anıları Hatırlama İşlevleri Ölçeği’ni, Hastane Anksiyete-Depresyon 

Ölçeği’ni ve Travma Sonrası Büyüme Envanteri’ni doldurmaları istenmiştir. 

Çalışmanın sonucunda, yansıtıcı işlevin travma sonrası büyümeyi pozitif yönde, ölüm 

hazırlığı ve öğretme/bilgilendirme işlevlerinin anksiyete düzeyini sırasıyla pozitif ve 

negatif yönde, yakınlığı sürdürme ve öğretme/bilgilendirme işlevlerinin depresyonu 

sırasıyla pozitif ve negatif yönde yordadığı bulunmuştur. Bu çalışma, kronik hastalığı 

olan genç yetişkinlere yönelik olan hatırlama temelli müdahalelerin gücünü arttırmak 

için bir zemin olarak görülebilir. 

 

 

 

Anahtar Sözcükler: Anıları Hatırlama İşlevleri, Travma Sonrası Büyüme, Depresyon, 

Anksiyete, Kronik Hastalıklar, Faktör Analizi. 
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CHAPTER 1 

INTRODUCTION 

Remembering is only a new form of suffering ( Charles Baudelaire), but if not? 

Having diagnosed with a terminal illness (e.g., cancer) or a chronic illness (e.g., Type 

I diabetes) are examples of critical life events which also effects an individual’s 

psychological well-being (Kersun & Rourke, 2009; Wilson & Stock, 2019). Several 

studies with patients having chronic diseases (e.g., diabetes, cancer, cardiovascular 

disease) have reported an increased level of depression and anxiety (Anderson, 

Freedland, Clouse & Lustman, 2001; Kern, Geier, Bjorklund, King, Homme, Haley, 

Sykes & Geier. 2014). Therefore, understanding how people cope with these life-

threatening diseases is important. Reminiscence, recollecting or sharing one’s past 

experiences, might have an important role in coping with these negative experiences 

(Cappeliez & Robitaille, 2010). When people are confronted with death, they usually 

start to think about meaning in life and begin to review their lives (Butler, 1963; Parker, 

1995, 1999; Wong, 1995). As noted by Wong (1995) and Parker (1999) reminiscence 

can be a powerful way to maintain a sense of integrity. 

In reminiscing literature, one of the most asked questions is ‘Why do we remember 

and talk so much about our lives?’ or ‘What are the functions of remembering the 

past?’. Webster (1993) developed the Reminiscence Functions Scale (RFS) to assess 

why people talk about their past experiences. RFS identified eight functions: boredom 

reduction, identity, problem-solving, conversation, bitterness revival, teach/inform, 

death preparation, and intimacy maintenance. Identity function is using memories to 

develop a coherent sense of self. Problem solving function refers to use of memories 

to solve current problems. Death preparation function is to use memories to accept 

one’s own mortality. Bitterness revival is recalling of memories related to unjust 

treatments, negative emotions and thoughts. Boredom reduction is using memories to 

reduce boredom or to escape an under-stimulating environment. Intimacy maintenance 

is to use memories to keep alive the memoirs of significant others who had been lost. 

Teach/inform function is using memories to convey a life lesson. Finally, conversation 

function refers to communication of personal memories to connect with others. The 

scale has been validated by many other studies (Cappeliez, O’Rourke & Chaudhary, 

2005; Cappeliez & O’Rourke, 2006, Robitaille, Cappeliez, Coulombe & Webster, 

https://best-quotations.com/authquotes.php?auth=10


2 
 

2010; Ros, Melendez, Webster, Mayordomo, Sales, Latorre & Serrano, 2016; 

Washington, 2009).  

Several researchers have already suggested that some reminiscence functions are 

related to psychological disorders while others are related to adjustment and well-

being (Cappeliez & O’Rourke, 2006; Hallford & Mellor, 2013; Shellman & Zhang, 

2014). Since boredom reduction, bitterness revival, and intimacy maintenance are 

negatively associated with mental health, these functions referred as self-negative 

functions. Identity, problem-solving, and death preparation are considered as self-

positive functions, and they are positively associated with mental health. Conversation 

and teach/inform functions are termed as pro-social functions but they are indirectly 

affecting mental health (Cappeliez & O’Rourke, 2006; Halford & Mellor, 2013; 

Shellman & Zhang, 2014). This literature heavily relies on older participants and 

healthy population. 

As reported above, having a chronic medical condition (e.g., diabetes, cancer, 

cardiovascular disease) is strongly associated with depression and anxiety (Anderson, 

Freedland, Clouse & Lustman, 2001; Kern, Geier, Bjorklund, King, Homme, Haley, 

Sykes & Geier. 2014). There are multiple reasons for this association such as severity 

and prognosis of the illness (Evans, Charney, Lewis, Golden, Gorman, Krishnan & 

Valvo, 2005), optimism (Fournier, Ridder & Bensing, 2002), social support (Symister 

& Friend, 2003). These factors have been studied extensively. Having a chronic mental 

condition and/or being diagnosed with a terminating illness are examples of traumatic 

experiences. Trauma literature indicates that how you remember about the traumatic 

event is strongly related to negative outcomes. For example, intrusive memories are 

one of the significant symptoms of post-traumatic stress disorder (Iyadurai, Visser, 

Lau-Zhu, Porcheret, Horsch, Holmes, & James, 2019). Therefore, the way you think 

about/talk about an event strongly impacts how it will affect your psychological well-

being. The present study is mainly interested in how specific ways of remembering the 

experiences related to chronic disease is associated with negative (anxiety, and 

depression) and positive (post-traumatic growth) psychological outcomes. We are not 

only interested in negative psychological outcomes but post-traumatic growth as well. 

Indeed, ever-increasing literature provides evidence of positive life changes after a 

traumatic experience. Post-traumatic growth (PTG) refers to ‘perception of benefits 
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and the experience of personal growth as a result of struggling to cope with traumatic 

events’ (Calhoun & Tedeschi, 1999). PTG has been studied with various types of 

chronic and life-threatening illnesses, such as cancer (Parry & Chesler, 2005), multiple 

sclerosis (MS), spinal cord injuries (Kalpakjian, McCullumsmith, Fann, Richards, 

Stoelb, Heinemann & Bombardier, 2013), visual impairments (Salick & Auerbach, 

2006), heart disease (Sheikh, 2004), and type 1 diabetes (Kelly, Lawrence & Dodds, 

2005). But these studies did not specifically investigate whether the way remembering 

the event is associate with PTG.  

We believe, understanding the relationships between reminiscence functions and 

negative and positive psychological outcomes in patients diagnosed with serious 

illnesses has important implications for people who take care of young adults with 

chronic illness like nurses, doctors, psychological support team and their caregivers. 

Furthermore, identifying which reminiscence functions are more associated with 

positive outcomes has important implications for reminiscence therapies or related 

clinical applications.  

Reminiscence functions, PTG, well-being will be described elaborately in the next 

sections. 

1.1. Reminiscence, It’s Functions and Effects  

Most of us think about the things and feelings that we experienced (Webster & Gould, 

2007). Aforementioned remembering of our past is called reminiscence which can 

arise instinctively in response to a scent, a thought, an image or it can be evoked 

intentionally in order to fulfil a particular purpose such as informing or solving a 

problem. In other words, reminiscence is the voluntary or involuntary act or process 

of recollecting memories of one's self in the past (Bluck & Levine, 1998).  

When the subject is reminiscing, one of the most primary concerns is not ‘How much?’ 

or ‘How well?’ humans remember their personal past, but instead ‘How?’ and ‘Why?’ 

humans remember both mundane and significant life events (Bluck, 2003).  The 

answer to these questions leads one to reminiscence functions. In order to answer ‘Why 

do we do it?’ some researchers suggested different functions (Table 1).  

In literature, there are two distinct areas in which remembering is researched and 

studied: (1) autobiographical memory (AM), (2) reminiscence. Although research on 



4 
 

the reminiscence and AM has very similar goals, the two literatures have quite distinct 

roots. Reminiscence literature is based on the psychodynamic theory (Butler, 1963) 

and serve primarily psychosocial needs. Reminiscence research focus on functions and 

effects, interventions especially in elderly sample. AM literature comes from cognitive 

psychology and serve largely informational needs (Neisser, 1978). AM research 

largely concerned with organization, processes, storing and retrieving of memories. 

According to the prevailing theory in AM literature, AM serves three functions (Table 

1, Column 5). The self-function refers to memories which tell us who we are. Directive 

function refers to memories with regard to learning a lesson or solving a current 

problem and guiding/planning the future. Lastly, social function which involves 

communicating with other people by talking about ourselves, build and maintain 

relationships. As noted by Waters (2014), using memories more frequently for self, 

directive and social functions are associated with a higher sense of purpose and more 

positive social relationships. The other study (Grace, Dewhurst & Anderson, 2015) 

found that higher depressive symptoms were associated with more frequent use of 

memories that are self-related, but not social or directive functions. In conclusion, 

these studies suggested that the frequency of different AM functions is important for 

mental health and psychological well-being.  

In spite of the studies (Waters, 2014; Grace et al., 2015) which assessed the 

relationship between the three-function model and psychological well-being, most of 

the research which are investigating memory functions and psychological well-being 

arise from reminiscence literature.   

Webster (1997) used factor analyses and generated eight components. Problem-

solving is the use of past strategies to help us in the present. Identity factor includes 

using the past in order to discover ourselves and a sense of who we are. Death 

preparation is the way for creating a sense of intimacy or calmness when our own 

mortality is apparent. Intimacy maintenance includes cognitive and emotional 

representations of important people who are not alive anymore. Boredom reduction is 

the use of reminiscence in an under-stimulating environment. Bitterness revival refers 

to reminiscence about past unjust events, so evoke negative affective responses. 

Teach/inform factor includes providing information to others. Conversation factor is 

the use of reminiscence in order to connect with others informally.  
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Increased awareness of reminiscence functions directed the research to identify which 

reminiscence types are adaptive and which types are dysfunctional. It was found that 

bitterness revival, boredom reduction, identity and problem-solving functions were 

negatively associated with happiness while conversation and teach/inform functions 

were positively associated (Webster, 1998; Webster & McCall, 1999). Other studies 

suggested that bitterness revival and boredom reduction are positively related to 

depression and anxiety but negatively related to well-being (Cappeliez et al., 2005; 

Cully, LaVoie, & Gfeller, 2001). On the contrary, identity and problem solving were 

positively correlated with psychological well-being (Cappeliez et al., 2005). Later, 

Cappeliez and O’Rourke (2006) demonstrated three latent constructs which subsume 

these eight functions: self-positive (i.e., identity, problem solving, and death 

preparation); self-negative (i.e., bitterness revival, boredom reduction, and intimacy 

maintenance); and prosocial (i.e., conversation and teach/inform). Cappeliez and 

O’Rourke (2006) reported that self-negative variable predicted high levels of 

psychological distress and self-positive variable predicted low levels of psychological 

distress. Prosocial function did not directly predict mental health variables. 

Before Cappeliez and O’Rourke’s (2006) tripartite conceptual model, Webster (2003) 

developed a tetradic model with four higher-order factors: self-reactive/loss (i.e., 

bitterness revival and boredom reduction), self-proactive/growth (i.e., identity and 

problem solving), social-reactive/loss (i.e., intimacy maintenance and death 

preparation), and self-proactive/growth (i.e., teach/inform and conversation). Other 

researchers combined Thinking about Life Experiences Questionnaire (TALE; Bluck, 

Alea, Habermas, & Rubin, 2005) and RFS scale and identified four classes of 

autobiographical memory functions: reflective (i.e., self-continuity and directive 

factors from TALE and identity and problem solving functions from RFS), ruminative 

(i.e., boredom reduction, bitterness revival, and intimacy maintenance), social (i.e., 

social-bonding factor from TALE and conversation from RFS), and generative (i.e., 

teach/inform and death preparation).  

Webster, Bohlmeijer & Westerhof (2010) suggested that in reminiscence literature 

there are two important questions which are requires to answering. The first is how 

many factor is there: seven or eight factors? The second question is whether a three-

factor model or a four-factor model predicts mental health outcomes better. 

Furthermore, existing reminiscence research has been criticized due to its emphasis on 
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North American and Western European Sample (Hofer, Busch, Solcova & Tavel, 

2017; O’Rourke, Carmel, Chaudhruy, Polchenko & Bachner, 2013). Another criticism 

for current reminiscence research is that there are a few researches studying on 

reminiscence functions and mental health which have been studied with people who 

are experiencing critical life events or people with clinical populations (Korte, 

Bohlmeijer, Westerhof, & Pot, 2011 for exception). There are some studies confirming 

that people start to reminiscence more during transitions (Haight, Michel & Hendrix, 

1998, 2000; Korte, et al., 2011; Parker, 1999). Diagnosed patients with cancer or 

chronic illness go through transitions and lose their normality in one’s personal world, 

repeated hospitalisations and the side effects of treatments are major factor influencing 

well-being such as depression and anxiety. According to Medeiros & Forones’s (2010) 

study, prevalence of the depression in cancer patients was at the rate of 36.8% and also 

a reduction in self-esteem and well-being were found (Carpenter & Brockonn, 1994). 

It is important to handle unhealthy emotions in patients because research suggests that 

depressions and anxiety increase negative side effects and prevent recovery (Schofield, 

O’Halloran, McLean, Forrester-Knauss & Paxton, 2016). So, most reminiscence 

interventions aim to reduce anxiety and depression symptoms in patients. (Dong, Sun, 

Zhan, Liu, Ma, Li, Zhang, Zhang Xing & Liu, 2018; Holland, Gooen-Piels, 

Zuckerman, Fleishman, Culkin & Kris, 2004; Ando, Tsuda & Moorey, 2006). 

Although there are intervention studies with regard to reminiscence functions and 

mental health patients with life-threatening illness in literature, most of the empirical 

studies on reminiscence functions and mental health are conducted with general 

population (c.f., Korte, et al., 2011). Hence, it is important to know which 

reminiscence functions are used by patients with life-threatening illnesses and which 

functions are related to depression, anxiety and their post-traumatic cognitions. If 

empirical studies are conducted with these population, more reminiscence 

interventions can be developed. Especially in this field, there are few studies with 

young adults which can be considered as an obstacle with regard to the development 

of reminiscence interventions. Young adults experience a significant period of 

psychosocial development in their life (Arnett, 2004), and face the fact that they need 

to fulfil the requirements of adulthood such as increased autonomy, and progress in 

learning domains. In line with this, young adults, compared to older adults, appear to 

use their AMs for self-concept clarity, self-continuity, and self-direction for future or 
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task-based behaviour more frequently (Bluck & Alea, 2008, 2009).  It could be said 

that although reminiscence functions have extensively been studied with elderly 

populations, reminiscence and its functions are important for young adulthood too. 

However, due to the fact that age is associated with different developmental 

milestones, the functions of AM may change with age. For example, beginning of 

adulthood is the time during which identity has been formed (Erikson, 1950; Habermas 

& Bluck, 2000). Therefore, as mentioned before identity function might be more 

pronounced in younger adults than older adults. Webster (2002) also suggested that 

reminiscence functions may vary by age and race. Consistent with this, Harris, 

Rasmussen & Berntsen (2014) reported that reflective (e.g., identity and problem 

solving), ruminative (e.g., boredom reduction, bitterness revival and intimacy 

maintenance) and social (e.g., conversation) functions decreased with age; while 

generative function (e.g., teach inform and death preparation) increased with age. 

Hallford (2014) stated that compared to older adults (>45 years), younger adults show 

a greater tendency for bitterness revival function when remembering times of distress 

or negative feelings. Given that their memories are more likely to be recent, 

contextualising experience and reappraising them may benefit for young adults and 

thus balance negative with positive memories. This process is more likely to be 

particularly useful for depressed younger adults. In contrast, other researchers did not 

report a significant correlation between total reminiscence frequency and age (Webster 

& McCall 1999; Webster & Gould 2007). Furthermore, certain functions might be 

associated differently with mental health depending on age. For example, death 

preparation might not be associated positively with mental health since awareness of 

limited time in life and motivation to accept one’s mortality is more associated with 

aging. Therefore, we wanted to analyse the psychometric properties and factorial 

structure of RFS scale with a Turkish young adults. 
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 Table 1  

Reminiscence types and functions    

 Wong & 

Watt (1991) 

Webster 

(1997) 

Webster 

(2003) 

Cappeliez & 

O’Rourke (2006) 

Bluck & 

Alea (2011) 

Harris, Rasmussen 

& Berntsen (2014) 

Approach and  

Type of 

Analysis 

Content 

analysis 

Factor 

analysis 

Second factor and 

discriminant 

analyses 

Structural 

equation model 

Theoretical 

approach 

Integrative 

approach 

 Instrumental Problem 

solving 

Self-proactive Self-positive Directing 

behavior 

Reflective 

 Integrative Identity Self-proactive Self-positive Self-continuity Reflective 

 - Death 

preparation 

Social-reactive Self-positive Self-continuity Generative 

 - Intimacy 

maintenance 

Social-reactive Self-negative - Ruminative 

 Escapist Boredom 

reduction 

Self-reactive Self-negative - Ruminative 

 Obsessive Bitterness 

revival 

Self-reactive Self-negative - Ruminative 

 Transmissive Teach/inform Social-proactive Pro-social Social bonding Generative 

 Narrative Conversation Social-proactive Pro-social Social bonding Social 

 

 

 

 

 

 



9 
 

1.2. Relationships Between Reminiscence Functions, Depression/Anxiety and 

Post-Traumatic Growth (PTG) 

Trauma is a response to event like an accident, rape, death of loved one, natural disaster 

or being diagnosed with a life-threatening illness which is by itself a traumatic 

experience and, subsequent intensive medical treatments cause additional 

psychological and physical stress.  

Traumatic experiences are not only associated negative outcomes such as a shock, 

disbelief and post-traumatic stress disorder (PTSD) (Janoff-Bulman, 1992) but also 

associated with both positive outcomes such as post-traumatic growth (PTG). One can 

say that, one of the causes of individual differences of in reactions after trauma could 

be reminiscence functions which determine whether anxiety-depression or PTG comes 

into play. While adaptive functions such as problem solving, identity and death 

preparation lead to PTG, maladaptive functions such as bitterness revival, boredom 

reduction and intimacy maintenance lead to depression and anxiety (O’Rourke, et al., 

2011; Cappeliez, et al., 2005).  

Bitterness revival, intimacy maintenance, and boredom reduction of reminiscence 

functions may represent rigid preoccupation with traumatic or problematic prior life 

events. Being occupied with reminiscing about regrets is related to reduced well-being 

and health problems (McKee, Wilson, Chung, Hinchliff, Goudie, Elfrod & Mitchell, 

2010; Wrosch, Bauer, & Scheier, 2005). These reminiscence functions are associated 

with an impairment of need satisfaction; therefore, they might increase, depressive 

symptoms. In addition to this, constant re-experience of painful periods via 

reminiscence may also interrupt adaptation to current life circumstances since 

cognitive resources become focused on the past instead of present (O’Rouke, 

Cappeliez & Claxton, 2011). The negative effects of these three reminiscence 

functions also resemble the negative influence of ruminative coping on well-being 

(Nolen-Hoeksema, 2001; Torges, Stewart, & Nolen-Hoeksema, 2008). Furthermore, 

these three functions may directly intensify depression symptoms (O’Rouke et al., 

2011).   

Despite the negative outcomes, people with chronic illness and/or people with 

diagnosed with chronic illness frequently try to find meaning and purpose (Tedeschi 
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& Calhoun, 1995).  Some people may find this traumatic experience as a mean for 

personal growth (Foa, Ehlers, Clark, Tolin & Orsillo, 1999). PTG is the positive 

outcome that arises from the struggle with a traumatic event and this positive outcome 

points to not only returning to the baseline but also to a higher level of functioning in 

some aspects of life (Tedeschi, Park & Calhoun, 1998). The traumatic event often leads 

to dramatic changes in victim’s self-perceptions, priorities, and interactions with 

others (Tedeschi et al. 1998).  

Davison, Kaiser, Spiro, Moye, King & King (2016) stated that reminiscence can foster 

PTG and lead to positive change in consequence of struggling to manage the post 

traumatic event. Identity function and problem-solving functions help one to 

understand more about one’s self or behaviour in relation to the traumatic experiences. 

Teach/inform function and conversation function help transmitting valuable 

information about trauma to others therefore, it fosters connections between people. 

These functions enable to turn difficult experiences into opportunities to connect with 

others. Tedeschi and Calhoun (1999) suggested that the close connection between the 

life narrative and PTG. In line with these, PTG could be positively associated with 

teach/inform, conversation, problem-solving and identity functions. 

To sum up, how the event is reminisced determines which reactions will be 

experienced. While identity, problem-solving, conversation, teach/inform and death 

preparation are associated with positive outcomes, boredom reduction, bitterness 

revival, and intimacy maintenance are associated with negative outcomes. 

1.3. Overview of the Present Study 

The present research included two studies. The first study aimed to confirm factorial 

structure in a Turkish young adult. 

 The second study aimed to investigate which reminiscence functions were used by 

young adults who have been diagnosed with life-threatening chronic illnesses and how 

each function is related to psychological well-being outcomes and trauma related 

cognitions. In literature, the relationship between reminiscence functions and mental 

health (Cappeliez, et al., 2005), well-being (O’Rourke, et al., 2011) were investigated. 

However, these studies were conducted with older people. Furthermore, the 
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relationship between well-being and reminiscence functions has not been investigated 

with people diagnosed with life-threatening illnesses. 

Based on previous literature, we predicted that: 

a) RFS eight-factor structure will be replicated by Turkish younger adult 

sample. 

b) While identity, problem-solving, death preparation, conversation, and 

teach/inform functions will predict PTG, boredom reduction, intimacy 

maintenance and bitterness revival will predict depression and anxiety. 
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CHAPTER 2 

METHOD 

2.1. Study 1  

Reminiscence Function Scale (RFS) was adapted to Turkish in Study 1. 

2.1.1. Participants 

Four hundred and twenty individuals (Female= 287; Male= 131; Other= 2) participated 

to the study. The mean age of the participants was 26 with a range between 18 and 39. 

Table 2 

 Demographic Characteristics of the Participants of Study 1 

 n 

Gender 

         Female 

         Male 

         Other 

 

287 

131 

2 

Education  

         Secondary school 

 

5 

         High school 103 

         University 255 

         Postgraduate 57 

Chronic Illness  

         Yes 75 

         No 345 

Consult a psychologist/psychiatrist 

         Yes 

 

182 

         No 236 

         Missing 2 

Age Range                     18-39  

         Mean age                 26  

            

2.1.2. Materials 

2.1.2.1. Demographic Information Form 

Participants completed demographic information form which is consist of questions 

about age, educational status, gender, working status, economic status, and existence 

of chronic illness, psychological/psychiatric diagnoses. 

2.1.2.2. Reminiscence Functions Scale (RFS) 

RFS was developed by Webster (1993, 1997) to determine reminiscence functions. 

The scale has 43 items. There are 8 factors which are identity (items 8, 10, 24, 26, 32, 
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36), problem solving (items 4, 12, 18, 31, 39, 42), death preparation (items 2, 9, 29, 

33, 35, 38), intimacy maintenance (items 5, 14, 25, 41), boredom reduction (items 3, 

11, 16, 19, 21, 37), bitterness revival (items 13, 15, 17, 40, 43), teach/inform (items 1, 

20, 23, 27, 30), and conversation (items 6, 7, 22, 28, 34)). Participants indicate how 

often they reminiscence for each item ranging from “never” (1) to “very frequently” 

(6). Internal consistency as measured by Cronbach’s α ranges from 0.74 to 0.89 

(Webster, 1993, 1997). In the present study, reliability coefficient was .95. 

In addition to scale, we asked to them to consider the purpose of each item and what 

the experience, how often they share with others for that purpose stated in the item.  

RFS items were translated into Turkish by eight faculty members and subsequent 

comparisons items have taken their final form. 

2.1.2.3. Beck Anxiety Inventory (BAI) 

BAI was developed by Beck, Epstein, Brown & Steer (1988), BAI is a 21-item self-

report measure. Items are scored on a 4-point Likert-type scale ranging from 0 to 3 for 

anxiety symptoms experienced over the last week. Turkish adaptation of BAI was 

administered by Ulusoy, Şahin & Erkmen (1998) and Cronbach’s alpha value for the 

Turkish version was reported as .93. In the present study, reliability coefficient was 

.93. 

2.1.2.4. Beck Hopelessness Scale (BHS) 

BHS was developed by Beck, Weissman, Lester & Trexler (1974) to measure three 

major aspects of hopelessness: (i) feelings about the future, (ii) loss of motivation, and 

(iii) expectations. The scale has 20 items and scored between 0-1. Turkish adaptation 

of BHS was administered by Seber, Dilbaz, Kaptanoğlu & Tekin (1993) and 

Cronbach’s alpha value for the Turkish version was reported as .86. In the present 

study, reliability coefficient was .92. 

2.1.2.5. Life Satisfaction Scale (LSS) 

LSS was developed by Diener, Emmons, Larsen & Griffin (1985) and adapted to 

Turkish by Kökler (1991). 

The scale has 5 items and scored between 1-7. The Turkish form of scale’s Cronbach’s 

alpha value was .88. In the present study, reliability coefficient was .87. 

2.1.2.6. Ruminative Thought Style Questionnaire (RTSQ) 

RTSQ was developed by Brinker and Dozois (2009). The scale consisted of 20 items 

and scored between 1 (not at all descriptive of me) - 7 (describes me best). The internal 

reliability of the scale is .92. RTSQ was adapted to Turkish by Karatepe, Yavuz & 
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Turkcan (2013) and internal consistency of RTSQ was very high (α = .907). In the 

present study, reliability coefficient was .93. 

2.1.3. Procedure 

Before starting the implementation, information was given about the study. After those 

demographic forms and scales are presented. All participants completed these scales 

through Qualtrics Survey and scales take about 20-25 minutes. 

2.2 Study 2 

The study aimed to investigate which reminiscence functions were used by young 

adults who have been diagnosed with life-threatening chronic illnesses and how each 

function is associated with mental health outcomes and trauma related cognitions. 

2.2.1. Participants 

Sixty-five young adult with chronic illness participated to this study. 
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Table 3  

Demographic Characteristics of the Participants of Study 2 

 n 

Gender 

        Female 

        Male 

 

43 

22 

Educational level 

        Secondary school 

        High school 

        Two-year degree 

        University 

        Postgraduate 

 

5 

37 

2 

20 

1 

Treatment status 

        Receiving treatment 

 

65 

        Not receiving treatment - 

Chronic illness 

       Cancer 

       Multiple sclerosis 

       Type-1 diabetes 

       Epilepsy 

       Thalassaemia major 

       Spinal muscular atrophy 

       Cystic fibrosis 

       Renal insufficiency 

       Myasthenia gravis 

       Mitral valve prolapses 

       Asthma 

       Anorectal malformation 

 

18 

16 

13 

4 

2 

1 

6 

1 

1 

1 

1 

1 

Age range 

       Mean age 

              18-25 

              22.54 

Mean time since diagnosis           66 months 
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2.2.2. Materials 

2.2.2.1. Demographic information form 

Participants completed demographic information form to provide information about 

their age, educational status, gender, working status, economic status. The 

demographic form also included questions about information related to participant’s 

chronic illness such as duration of the illness, treatment history, medications, and 

existence of psychological/psychiatric diagnoses. 

2.2.2.2. Reminiscence Functions Scale (Turkish Form) 

As a means of assessing factor reliability of the adapted RFS in Turkish, internal 

consistency scores were computed using coefficient alpha and which had been found 

as .93. In this study, Cronbach’s alpha values were .85 for intimacy maintenance, .71 

for bitterness revival, 80 for boredom reduction, .79 for death preparation, .88 for 

reflective, .84 for conversation, .75 for teach/inform have been found. In addition to 

scale, we asked to them a memory since the day they were diagnosed with their illness 

and answer the questions of scale depending the written memory by adding these 

sentences: 

‘Now, when you think about what you have experienced since the day you were 

diagnosed with your illness, we ask you to choose one of the most frequently told events 

around you. 

Please write this event briefly below’ and ‘Now consider for what purpose or purposes 

you have explained this event you have chosen above. Please consider the purpose of 

each item below and how often you tell the event you have chosen above for that 

purpose stated in the item. Mark the number that suits you best.’ 

2.2.2.3. Hospital Anxiety-Depression Scale (HADS) 

The Hospital Anxiety and Depression Scale (HADS), developed by Zigmond & Snaith 

(1983), was prepared to screen anxiety and depression in those with physical illnesses. 

This scale is a self-report scale consisting of 14 items, 7 of which investigate 

depression and 7 anxiety symptoms. Its validity and reliability in Turkish culture were 

made by Aydemir (1997) and its Cronbach’s alpha value was .85 for anxiety subscale 

and .77 for depression subscale. The cut-off points of the Turkish form of the scale 
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were calculated as 10 for the anxiety subscale and 7 for the depression subscale. In the 

present study, reliability coefficient was .77 for anxiety and .79. 

2.2.2.4. Post-Traumatic Growth Inventory (PTGI) 

On purpose of assessing to positive changes after traumatic events, Tedeschi & 

Calhoun (1996) developed PTGI. PTGI has 21 items and 3 subscales which are 

relationship with others, philosophy of life, and self-perception. The inventory is a 6-

point Likert type scale and scored between 0-5. Kılıç (2005) translated into Turkish 

and then Dirik & Karancı (2008) revised it. The Cronbach’s alpha value was .94 In the 

current study, the internal consistency was .95. 

2.2.3. Procedure 

The participants were reached from Hacettepe University Hospital, Dr. Abdurrahman 

Yurtarslan Oncology Education and Research Hospital, Süleyman Demirel University 

Hospital, and Ankara University Hospital. The application of questionnaire took 

approximately 20-25 minutes. 

Reminiscence the memory after diagnosed might be related to negative mood. To 

make compensation for the possible negative moods, participants were asked to think 

about their happiest memory for about 2-3 minutes. After making sure the participant 

was not having negative feelings or moods, data collection process was finished. 
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CHAPTER 3 

RESULTS 

 3.1. Study 1 

IBM-SPSS 20.0 program was used for descriptive statistical analysis of the items and 

the internal consistency reliabilities of the subscales. Also, IBM-SPSS AMOS-19 was 

used for confirmatory factor analysis (CFA) of the RFS scale and SEM analyses.  

3.1.1. Descriptive Statistics of Each Measures 

Table 4 shows the means (M) and standard deviations (SD) of the Reminiscence 

Functions Scale (RFS), Life-Satisfaction Scale (LSS), Beck Anxiety Inventory (BAI), 

Beck Hopelessness Scale (BHS), and Ruminative Thoughts Style Scale (RTSS). 

Table 4 

Mean (M) and Standard Deviation (SD) Values of RFS and its subscales, LSS, BAI, 

BHS, and RTSS 

 

 M SD 

RFS 

        Bitterness revival 

        Boredom reduction 

        Intimacy maintenance 

        Reflective 

        Death preparation 

        Teach/inform 

        Conversation 

90.96 

13.51 

13.98 

10.04 

37.76 

13.59 

10.80 

17.54 

23.73 

5.73 

5.13 

4.39 

11.60 

5.98 

4.53 

6.16 

LSS 20.35 6.47 

BAI 38.90 13.37 

BHS 29.95 1.89 

RTSS 90.96 23.72 

 

3.1.2. Confirmatory factor analysis (CFA) 

The literature proposed two different factor structures for RFS. Therefore, we applied 

two separate CFAs to test whether our data fits which of the proposed model best. 

Each model of RFS (Webster, 1993; 1997) was tested using CFA with the maximum 
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likelihood method of estimation and covariances matrices. Model fit was assessed 

based on whether the comparative fit index (CFI) and Tucker-Lewis index (TLI) were 

greater than or equal to .90; chi square/degrees of freedom ((χ2 /df) was lower than 3; 

and RMSEA was .05 or less (Kline, 2005). 

Initially, the eight-factor model did not show a good fit to the our data. In order to 

obtain a better-fitting model, items were deleted which are 15, 20, and 41. The revised 

model provided an adequate fit to the observed data as indicated by CFI = 0.89, 

RMSEA = 0.059, TLI=0.88, X2 (677) = 1659.03, p = 0.000, and X2/d.f. = 2.45. Each 

item's loading on its own factor was significant (p < .05) The seven-factor model 

showed problems with items 15, 19, 20 and 37 and these items were deleted. This 

revised model also provided an adequate fit to the observed data as indicated by CFI 

= 0.91, RMSEA = 0.055, TLI = 0.89, X2 (674) = 1521. 02, p = 0.000, and X2/d.f. = 

2.25.  Each item's loading on its own factor was significant (p < .05) As the statistics 

of both models are similar, Akaike Information Criterion (AIC) was computed. The 

AIC value for the eight-factor model was 10271.513 and the AIC value for the seven-

factor model was 10218.419. Because of the lower AIC shows the one with the best 

fit the seven-factor model was the best fit to our data. Seven-factor solution have the 

factors which are reflection (problem solving/identity) (items were 4, 8, 10, 12, 18, 24, 

26, 31, 32, 36, 39, 42), death preparation (items were 2, 9, 29, 33, 35, 38) bitterness 

revival (item were 13, 17, 40, 41, 43), boredom reduction (items were 3, 11, 16, 21, 

37), intimacy maintenance (items were 5, 14 25), conversation, (items were 6, 7, 22, 

28, 34) and teach/inform (items were 1, 23, 27, 30).  Standardized factor loadings for 

this final model are shown in Table 5. 
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Table 5 

RFS factor loadings 

 

Items BR DP R C IM BITTR T/I 

16 0,719       

44 0,606       

11 0,81       

3 0,683       

21 0,624       

33  0,779      

35  0,74      

38  0,848      

29  0,705      

9  0,653      

2  0,632      

39   0,723     

31   0,712     

18   0,698     

42   0,592     

12   0,611     

4   0,597     

32   0,782     

26   0,75     

36   0,757     

8   0,606     

10   0,695     

24   0,777     

22    0,701    

7    0,742    

6    0,664    

28    0,804    

35    0,777    
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Items BR DP R C IM BITR T/I 

5     0,803   

25     0,825   

14     0,925   

13      0,743  

17      0,646  

40      0,714  

41      0,723  

43      0,714  

1       0,528 

23       0,657 

27       0,733 

30       0,756 
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3.1.3. Reliability 

The internal consistency coefficients for the subscales were calculated. The 

Cronbach’s alpha value was 0.84 for boredom reduction, 0.88 for death preparation, 

0.83 for reflection, 0.86 for conversation, 0.87 for intimacy maintenance, 0.91 for 

bitterness revival, and 0.83 for teach and inform. 

3.1.4. Structural Equation Model of RFS 

There are studies which are focused on identifying which reminiscence functions 

associate with psychological well-being more closely. For example, Cappeliez and 

O’Rourke (2006) suggested clinical outcomes for the eight reminiscence functions. 

Using structural equation modelling (SEM), they developed a tripartite conceptual 

model which are self-positive (death preparation, identity, problem solving), self-

negative (bitterness revival, intimacy maintenance, boredom reduction) and prosocial 

variable (teach/inform and conversation). 

SEM was used to assess to whether the data fit the tripartite model (Cappeliez and 

O’Rourke, 2006) or not. The three-factor model was not supported by the data (CFI = 

.825; RMSEA = .072; TLI = .812; X2 (803) = 2529.17, p = 0.000, and X2/d.f. = 3.150). 

Therefore, we used seven factor structure model for study 2. 

Study 1 disconfirmed out first hypothesis and demonstrated that RFS seven-factor 

structure was confirmed in Turkish younger adult sample. 

3.1.5. Validity 

The criterion validity of the RFS were performed through the data obtained from a 

total of 420 participants. In addition to SEM, the correlations between the sub-

dimensions of RFS and other scales were also investigated and correlations are seen 

in Table 3. Finally, this study shows that this scale can be used in the Turkish sample. 
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Table 6 

RFS correlations between sub-dimensions and other scales 

 

Note.  * p<.05.  ** p<.01. 

 

 D.P.: Death Preparation; R.: Reflective; C.: Conversation; I.M.: Intimacy Maintenance; Bitt.R.: Bitterness Revival; T/I: Teach/Inform; 

Bored.R.: Boredom Reduction; LSS: Life-Satisfaction Scale; BHS: Beck Hopelessness Scale; BAI: Beck Anxiety Inventory; RTSS: 

Ruminative Thoughts Style Scales. 

 D.P. R. C. I.M. Bitt.R. T/I Bored.R. LSS BHS BAI RTSS 

Death 

Preparation 

1 .55** .24** .41** .41** .57** .41** .05 .13** .18** .21** 

Reflective  1 .50** .43** .47** .49** .48** .09 .06 .18** .35** 

Conversation   1 .33** .31** .31** .59** .09 -.05 .03 .25** 

Intimacy 

Maintenance 

   1 .42** .45** .30** .05 -.02 .15** .23** 

Bitterness 

Revival 

    1 .24* .39** -.09 .26 .39** .38** 

Teach/Inform      1 .36** .13** .06 .02 .16** 

Boredom 

Reduction 

      1 .03 .09 .10** .27** 

LSS        1 -.15** -.14** -.16** 

BHS 

 

        1 .11** -.13** 

BAI 

 

         1 .43** 

RTSS           1 
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3.2. Study 2 

We hypothesized that identity, problem-solving, death preparation, conversation, and 

teach/inform functions will predict PTG, while boredom reduction, intimacy 

maintenance and bitterness revival will predict depression and anxiety. According to 

analysis results, reflective function predicts PTG, death preparation and teach/inform 

predicts anxiety, and intimacy maintenance and teach/inform predicts depression. In 

this part, results for reminiscence functions will be presented in detail. 

3.2.1 Multiple Regression Analyses 

Our second hypothesis is that while identity, problem-solving, death preparation, 

conversation, and teach/inform functions will predict PTG, boredom reduction, 

intimacy maintenance and bitterness revival will predict depression and anxiety and 

regression analyses were performed to test this hypothesis. 

3.2.1.1. Regression Analysis with Post-Traumatic Growth 

A simultaneous multiple linear regression was conducted to determine whether 

identity, problem-solving, death preparation, conversation, and teach/inform functions 

would predict post-traumatic growth. The results showed that all seven functions of 

reminiscence significantly predicted post-traumatic growth, F (7, 49) = 4,36, p (.001) 

< .05. These all functions together explained 30% of variability in post-traumatic 

growth. 

Among these functions, we predicted that identity, problem-solving, death preparation, 

conversation, and teach/inform would predict PTG. But the regression coefficients 

demonstrated that reflective function (i.e., problem solving and identity) significantly 

predicted PTG (β = .74, t =.2.36, p = .02); intimacy maintenance (β = .86, p = .50), 

bitterness revival (β = -1.00, p =.20), teach/inform (β =.98, p =.16), death preparation 

(β = -.19, p =.72), conversation (β = .72, p =.25) and boredom reduction (β =.28, p = 

.67) did not significantly predict PTG.  
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Table 7 

 The Results of Multiple Regression Analysis (Predictors of Post-Traumatic Growth) 

 B SE β t 

Boredom reduction .29 .65 .06 .42 

Death preparation -.19 .55 -.05 -.35 

Conversation .72 .63 .18 1.14 

Bitterness revival -1.00 .78 -.17 -1.27 

Intimacy 

maintenance 

.86 1.29 .10 .66 

Teach/inform .98 .69 .19 1.51 

Reflective  .74 .31 .38 2.36* 

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

3.2.1.2. Regression Analysis with Anxiety 

A simultaneous multiple linear regression was conducted to determine whether 

boredom reduction, intimacy maintenance, bitterness revival functions would predict 

anxiety. Our hypothesis was that boredom reduction, intimacy maintenance and 

bitterness revival would predict anxiety. The results demonstrated that when all seven 

functions were together in the model the significantly predicted anxiety scores (F (7, 

49) = 3,48, p (.004) < .05) and explained 24% of variability in anxiety.  

Among these functions, we predicted that boredom reduction, intimacy maintenance, 

and bitterness revival would predict anxiety. But the regression coefficients 

demonstrated that death preparation (β = .56, t = 3.73, p = .00) and teach/inform (β =. 

-34, t =-2.37, p = .02) functions significantly predicted anxiety. Intimacy maintenance 

(β = -.04, p = .76), bitterness revival (β = .08, p =.56), reflective (β =.04, p =.79), 

conversation (β = .00, p =.96) and boredom reduction (β =-.12, p = .47) did not 

significantly predict anxiety.  

Table 8 

The Results of Multiple Regression Analysis (Predictors of Anxiety) 

 B SE β t 

Boredom reduction -.08 .11 -12 -.72 

Death preparation .34 .09 .56 3.73** 

Conversation .00 .10 .00 .04 

Bitterness revival .07 .13 .08 .58 

Intimacy 

maintenance 

      -.06 .21 -.04 -.30 

Teach/inform       -.27 .11 -.34 -2.37* 

Reflective  .01 .05 .04 .26 

Note. * p < .05, **p < .01 
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3.2.1.3. Regression Analysis with Depression 

A simultaneous multiple linear regression was conducted to determine whether 

boredom reduction, intimacy maintenance, bitterness revival functions would predict 

depression. The results showed that these functions of reminiscence significantly 

predicted depression (F (7, 49) = 2.41, p (.033) < .05) and explained 15% of variability 

in depression.  

Among these functions, we predicted that boredom reduction, intimacy maintenance, 

bitterness revival would predict depression. But the regression coefficients 

demonstrated that teach/inform (β = -.44, t = -2.94, p = .005) which is surprisingly and 

intimacy maintenance (β =. 36, t =2.18, p =.034) significantly predicted depression. 

Death preparation (β = .14, p = .35), bitterness revival (β = .16, p =.28), reflective (β 

=.22, p =.21), conversation (β = -.22, p =.19) and boredom reduction (β =-.22, p = .20) 

did not significantly predict depression.  

Table 9 

 The Results of Multiple Regression Analysis (Predictors of Depression) 

 B SE β t 

Boredom reduction -.15 .11 -.22 -1.28 

Death preparation .09 .09 .14 .92 

Conversation -.14 .11 -.22 -.31 

Bitterness revival .15 .13 .16 1.08 

Intimacy 

maintenance 

     .50 .22 .36 2.18* 

Teach/inform -.36 .12 -.44 -2.94** 

Reflective  .07 .05 .22 1.25 

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

In sum, multiple linear regression results of Study 2 showed that to share one’s illness 

related memories; 

-to make sense of who they are and to solve problems maintain positive 

changes in one’s life, 

- to transmit a life lesson, maintain less likely the experience of depression and 

anxiety, 

- to accept one’s own mortality increases the likelihood of anxiety and, 

- to keep alive the memoirs of significant others who had been lost increases 

the likelihood of depression.  
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CHAPTER 4 

DISCUSSION 

4.1. Study I 

The objective of study I was to adapt the RFS in a sample of Turkish between 18 and 

39 years of age.  Regarding the objective, the CFA demonstrate that eight-factor 

structure do not provide a good fit to the data of our sample while seven-factor 

structure provide a good fit. This result is in line with the findings of Webster (1993), 

and Washington (2009), comprising boredom reduction, death preparation, identity-

problem solving, conversation, intimacy maintenance, bitterness revival, and 

teach/inform. 

Two factors which are identity, and problem solving clustered together as factor one 

and included 12 items. To capture the interrelatedness of the attributes, the factor was 

named reflective (Harris et al., 2014) which is encompassing the Self-

Continuity/Identity and Directing Behaviour/Problem Solving subscales from the 

TALE and the RFS. By using reflective function Harris et al. (2014) refers to self-

focused attention that is motivated by an interest in one’s self and one’s behaviour. 

Inspired by this use of reflective function, we refer to use memories for solve current 

problems and develop a coherent of self. 

It was necessary to delete items 15 (from bitterness revival), 19 (from boredom 

reduction), and 20 (from teaching/informing others). Previous studies have also 

deleted a few problematic items to improve the scale (Robitaille et al., 2010; Ros et 

al., 2016; Washington, 2009), although eliminated items have differed between 

studies, which could be related to cultural differences and/or subtle translation 

differences. 

There is no consensus in the literature about the outcomes of remembering functions 

such as well-being, mental health, and emotion regulation. In order to organize these 

different findings, Cappeliez & O’Rourke (2006) used structural equation modelling 

(SEM) and they formulated a tripartite conceptual model. The model comprises a self-

positive variable (identity, problem-solving, and death preparation), a self-negative 

variable (bitterness revival, boredom reduction, intimacy maintenance), and a 

prosocial variable (teach/inform and conversation). They demonstrated that self-
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negative functions predicted high levels of psychological distress, while self-positive 

functions predicted low levels of psychological distress and prosocial functions did 

not have a direct relationship to mental health outcomes. There-factor model of 

reminiscence have previously been supported (Cappeliez and O’Rourke, 2006). 

However, this model was not supported by our data. One reason could be age 

differences between samples of our study and those of other studies.  

Another reason could be that boredom reduction, for example, may not be a self-

negative purpose in Turkish culture. In a collectivist culture such as Turkey’s, sharing 

memories with others is not only a way to create social bonds (i.e., conversation) but 

also a fun way to fill spare time (i.e., boredom reduction). Therefore, in the Turkish 

form, boredom reduction may more correspond to using memories as a means to 

socialize and to look for a social stimulation to reduce one’s negative mood rather than 

a self-negative function. Similarly, teach/inform would serve for a self-positive 

function in Turkish culture more than a pro-social function. It might be part of a 

generativity and leaving a legacy process, which have been found to more related to 

identity and problem-solving functions by previous studies (e.g., Harris, et al., 2014). 

In sum, these cultural differences in memory functions may account for the failure to 

confirm three-factor model replicated by Western samples. 

4.2. Study II 

The objective of study II was to investigate the relationship between reminiscence 

functions and post-traumatic cognitions. We hypothesised that identity, problem-

solving, death preparation, conversation, and teach/inform functions will predict PTG, 

while boredom reduction, intimacy maintenance and bitterness revival will predict 

depression and anxiety. The results indicated that; 

1) reflective function predicted PTG, while death preparation, conversation, 

and teach/inform did not predicted PTG. These results imply that the more 

participants share their illness related memories to make sense of who they 

are and to solve problems, the more likely the illness experience cause 

positive changes in their lives. Therefore, our second hypothesis on PTG 

was partly supported. That is, to share illness related memories in order to 

discover, clarify, and crystallize important dimensions of their sense of who 

they are and to reminiscence as a constructive coping mechanism by 

remembering past problem-solving strategies provide post-traumatic 
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growth. The reflective function may contribute to PTG by restoring, 

maintaining, or enhancing a sense of meaning and purpose. In addition, 

reflective function reasserts self-efficacy and reminds the person of prior 

instances of successful coping with difficult life circumstances. To share 

for the purpose of reflective function may ensure strength about oneself, 

and beliefs that he/she can do anything. Collectively these processes may 

explain the beneficial role of reflective reminiscences in promoting the 

PTG.  

2) death preparation (positively) and teach/inform (negatively) functions 

predicted anxiety. These results imply that the more participants share their 

illness related memories to accept one’s own mortality, the more likely the 

illness experience cause anxiety and also the more participant share their 

illness related memories to transmit a life lesson, the less likely the illness 

experience cause anxiety in their lives. Therefore, our second hypothesis 

on anxiety was partly supported and found unexpected result. We know 

that in literature death preparation is adaptive function of reminiscence 

(Cappeliez et al., 2005; O’Rourke et al., 2011), so isn’t expected to predict 

anxiety. However, when these studies in the literature are examined, it is 

seen that the sample in which studies were conducted with a healthy and 

elderly sample. But our sample in this study was 18-25 years old people 

with chronic diseases. It can be said that this contradictory situation in the 

literature is due to the difference in the sample. 

According to Erikson (1950), the death preparation is a way to obtain the 

ego integrity in the last stages of lifetime and is related to satisfying aging 

and physical-mental health. (Cappeliez & O’Rourke, 2006). But here, we 

mention about young people with chronic diseases, and chronic diseases 

which are highly effect on their lives, their overall physical and mental 

health, well-beings, and expectations from lives. In other words, while it is 

already difficult enough to talk about one’s own mortality, it is unsurprising 

result that young people with chronic illness who share their illness related 

memories to face the possibility of death and to understand, prepare for 

their own deaths. 

The other unexpected result is that teach/inform function is negatively 

correlated with anxiety. Previous studies have produced insistent findings 
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about relationship between teach/inform function and wellbeing (including 

life satisfaction, psychological distress, perceived health), because they 

have used different measures of mental health. There are studies whose 

results were teach/inform function is unrelated (Cappeliez et al., 2005; 

Webster et al., 2010; O’Rourke et al., 2011; Ros et al., 2016) or positively 

correlated (Webster, 1998; Webster & McCall, 1999) with wellbeing.  

In this study, it was found that anxiety decreases when a person shares 

about his/her memories related to the illness in order to teach about their 

illness and to inform their experience. One mechanism could be that 

sharing one’s experiences with others promotes self-efficacy and a feeling 

of togetherness in overcoming illness-related difficulties (O’Rourke et al., 

2011). 

3) intimacy maintenance (positively) and teach/inform (negatively) predicted 

depression. These results imply that the more participants share their illness 

related memories to keep alive the memoirs of significant others who had 

been lost, the more likely the illness experience cause depression in their 

lives and also the more participant share their illness related memories to 

transmit a life lesson, the less likely the illness experience cause depression 

in their lives. Therefore, our second hypothesis on depression was partly 

supported and found unexpected result. In literature, there is various 

explanations about negative effects of intimacy maintenance function. First 

of all is that intimacy maintenance may cause fixed preoccupation with the 

person who is dead. By dwelling upon the past and whom we are separated, 

principally on account of death, it may cause to keep emotions alive that 

can cause depression. Secondly, consistently sharing illness related 

memories may impede adaptation to current life circumstances as finite 

cognitive resources are focused on the negative aspects of the past, not 

present, future or positive aspect of the past. Collectively, this reminiscence 

typifies ruminative coping which have been shown to lead to distress 

(Nolen-Hoeksema, 2001; Torges, et al., 2008) So, second hypothesis was 

partly supported. 

Another surprising result is that similar to the effect of teach/inform 

function on anxiety, the more participant shares their illness related 
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memories to transmit a life lesson, the less likely the illness experience 

cause depression in their lives. 

Teach/inform function is sharing memories to transmit a lesson of life. So, 

this transmissive mode of reminiscence enables opportunities to experience 

positive affect and mastery about their illness, in turn provides to relieve 

depression symptoms.  

4.3. General Discussion 

In literature, there are many adaptations of RFS to different languages and samples. 

(Webster, 1997; Washington, 2009; Robitaille et al., 2010; Ros et al., 2016; Shimul, 

2016) These studies found different number of factors. While Webster (1993) and 

Washington (2010) found 7 factors, the others found 8 factors.  

We aimed to adapt RFS to Turkish young adult who are 18-39 years of age. After the 

adaptation process, it had been found 7 factors like Webster first study of RFS (1993) 

which are identity-problem solving, death preparation, conversation, teach/inform, 

intimacy maintenance, boredom reduction, and bitterness revival. The reason of 7 

factors by merging identity and problem solving rather than 8 factors could be ages of 

sample which is younger than other studies. Because studies (Cappeliez, Lavallée, & 

O’Rourke 2001; Webster 1993; Webster & Gould, 2007; Webster & McCall, 1999) 

showed that young adults reminisce significantly more identity and problem-solving 

functions than older adults.  For this reason, it is thought that these two functions may 

have emerged as the only factor in our study. 

There are many studies about relationship between well-being and reminiscence 

functions in literature (Webster, 1998; Webster & McCall, 1999; Cully et al., 2001; 

Cappeliez & O’Rourke, 2002; Cappeliez et al., 2005; O’Rourke et al., 2011). Although 

the results of these studies differ slightly, identity, problem solving, death preparation 

positively correlated; intimacy maintenance, boredom reduction, bitterness revival 

negatively correlated with well-being, while teach/inform, conversation has no 

correlation with well-being. Participants of these studies are young old and old adults 

and no studies in the literature have been conducted with young adults with chronic 

illnesses.  While some of the results of our study are in line with the literature, it is 

thought that the reason why some of them have different results may be the sample 

difference. 
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4.4. Clinical Implications 

These findings will be beneficial for therapists who interested in using memories for 

therapeutic aims. It will also provide information for improve the therapeutic power of 

reminiscence therapies for 18-25 years old patients who have chronic illness. By 

making use of the results of the study, the patient can be guided about how to describe 

the same memory more functionally. For example, patients can be encouraged to 

reminisce their memories in accordance with the reflective and teach/inform functions, 

instead of the intimacy maintenance and boredom reduction functions, which are found 

to increase their anxiety and depression levels. In this direction, groups can be formed 

in the hospitals and programs can be organized for patients to reminisce their illness 

related memories in a way that will serve reflective and teach/inform functions. 

Thanks to RFS-Turkish form, to identify and map out the function which is frequently 

used is easier and more reliable. With the information to be obtained from RFS, it 

could direct to reminiscence-based interventions so that the past is reviewed in more 

adaptive ways Watt & Cappeliez, 1995 & 2000).  

4.5. Limitations of the Present Study and Suggestions for Future Studies 

There are some limitations of the study. The first of these limitations is that it was a 

correlational study. Instead of correlational methods, longitudinal methods would 

provide a better approach to explain effects of reminiscence functions.  

The second of these limitations is that  our hypotheses were partly confirmed by results 

and partly compatible with literature. But we need to underline that the sample of 

Study II is a sample studied for the first time, therefore we did not have a sample to 

compare our results with.  

Also, the Study II had limited sample size because of global pandemic (COVID-19). 

It is suggested that future studies could use longitudinal method with larger sample. 
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APPENDICIES 

APPENDIX A 

 
Bilgilendirilmiş Onam Formu 

Sayın Katılımcı, 

Bu araştırma, TED Üniversitesi, Psikoloji Bölümü’nde yüksek lisans öğrencisi Sena Kalaycı ve 

Doç. Dr. Tuğba Uzer Yıldız tarafından yürütülmektedir. Araştırmanın amacı bireylerin 

anılarını hatırlama işlevlerini incelemektir. 

Bu araştırmaya katılımınızı onayladığınız takdirde, çalışmanın katılımcısı olacaksınız. 
Çalışma süresince ve sonrasında kimlik bilgileriniz çalışma dışındaki hiç kimseyle izniniz 
dışında paylaşılmayacaktır. Bu çalışma kapsamında elde edilecek olan bilimsel bilgiler sadece 
araştırmacılar tarafından yapılan bilimsel yayınlarda, sunumlarda eğitim amaçlı 
paylaşılacaktır. Toplanan veriler isminiz silinerek, bilgisayarda şifreli bir dosyada tutulacaktır. 

 
Bu çalışmaya katılım gönüllük esasına dayalıdır ve çalışma yaklaşık olarak 20-25 

dakika sürmektedir.  
 
 Bu projeye katılımınız hatırlama, zihninizde canlandırma ve gelecekle ilgili hedef 

yönelimlerinizi farkında olma gibi psikolojik süreçler konusunda bilgilenmenize katkı 
sağlayabilir.  

 
Uygulamada yer alan hiçbir aşama kişisel rahatsızlık verecek nitelikte değildir. Ancak 

herhangi bir nedenden ötürü kendinizi rahatsız hissederseniz, uygulamaları nedenini 
açıklamaksızın yarıda bırakıp araştırmadan çıkmakta serbestsiniz ve araştırmacıya 0537 954 
76 76 numaralı telefondan ulaşabilirsiniz. Böyle bir durumda vermiş olduğunuz bilgilerin 
araştırmacı tarafından kullanılması ancak sizin onayınızla mümkün olacaktır.  

 
Bu çalışmaya katıldığınız için şimdiden teşekkür ederim. Çalışma hakkında daha fazla 

bilgi almak ve yanıtlanmasını istediğiniz sorularınız için araştırmayı yürüten Sena Kalaycı 
(sena.kalayci@tedu.edu.tr) ve Doç. Dr. Tuğba Uzer-Yıldız (tugba.uzer@tedu.edu.tr) ile 
iletişim kurabilirsiniz.  

 

 

 

 

 

TED ÜNİVERSİTESİ 

TEDU UNIVERSITY 

2009 06420 ANKARA-TURKEY 
Psikoloji Bölümü Tel: 90 (312) 585 00 00 

Department of Psychology Faks: 90 (312) 418 41 48 

 
 

mailto:sena.kalayci@tedu.edu.tr
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Bu çalışmaya tamamen gönüllü olarak katılıyorum ve istediğim zaman yarıda kesip 
çıkabileceğimi biliyorum. Bu proje kapsamında gereken ölçeklerin doldurulmasında yer 
alacağımı biliyorum. Verdiğim bilgilerin bilimsel amaçlı yayımlarda kullanılmasını kabul 
ediyorum.  

Projeye katılmak istiyorum      Evet   /   Hayır 

Ad Soyad / Rumuz:....................... 

Katılımcının İmzası: ........................................ 

Tarih ....................................... 

 
Araştırmacının Adı, Soyadı 
Sena Kalaycı 
 
Doç. Dr. Tuğba Uzer Yıldız 

 

Araştırmaya katılımınız ve haklarınızın korunmasına yönelik sorularınız varsa ya da 
herhangi bir şekilde risk altında olduğunuza veya strese maruz kalacağına inanıyorsanız 
TED Üniversitesi İnsan Araştırmaları Etik Kurulu’na (0312 585 00 11) telefon numarasından 
veya iaek@tedu.edu.tr eposta adresinden ulaşabilirsiniz. 
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APPENDIX B 

Demographic Information Form 

 

 Lütfen aşağıdaki boşlukları doldurunuz. 

1. Cinsiyetiniz:  Erkek (   )  Kadın (   )              Diğer (   ) 

2. Doğum Tarihiniz (yıl olarak):  ……………………………  

3. En son mezun olduğunuz okul: İlkokul ( ) Ortaokul ( ) Lise ( )  

Yüksekokul (  ) Üniversite ( )  Lisansüstü eğitim ( ) 

4. Çalışma Durumunuz: 

Çalışıyorum ( ) Çalışmıyorum ( ) Hastalıktan dolayı çalışmayı bıraktım ( ) 

5. Kiminle Yaşıyorsunuz: 

Yalnız ( ) Anne-Baba ile ( ) Eş ve Çocuklar ile ( )  Bir yakınıyla ( ) 

Eş, çocuk, yakını ile ( )  Eşi ile ( ) 

6. Yaşamınızın Çoğunu Geçirdiğiniz Yer: 

Metropol(İstanbul, Ankara, İzmir)( )  Şehir ( ) İlçe ( )     Kasaba ( )      

Köy ( ) 

7. Ailenizin bir aylık toplam geliri yaklaşık ne kadardı?  

Yüksek ( )  Orta ( )   Düşük ( ) 

8.Kronik rahatsızlığınızı belirtiniz:…………………………… 

9. Son iki yıl içinde düzenli olarak kullandığınız ilaç var mı? Var ise lütfen 

belirtiniz:…………………………… 

10. Kronik rahatsızlığınızın tanısını almanız üzerinden kaç ay geçti? : …….. 

11. Eğer tanınız kanser ise tanı konulduğunda kanserinizin evresi neydi?  :   

……  

12. Şu anki hastalığınıza yönelik aldığınız tedavi ya da tedaviler nelerdir: 

…………………………………………………………………………………………

…………………………………………………………………………………………

………………. 

13. Aldığınız tedaviler sürmekte mi? 

 Evet ( )    Hayır ( ) 
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14. Eğer aldığınız tedavi/tedaviler sürmekteyse hangi tür tedavi/tedaviler 

sürmekte? _______________________________________ 

Aldığınız tedavilerin başlangıç tarihi:  

Tedavi 1:Ay ____   Yıl _____   

Tedavi 2: Ay ____   Yıl ____ 

Tedavi 3: Ay ____  Yıl _____ 

Aldığınız tedavilerin bitiş tarihi:  

Tedavi 1:Ay ____   Yıl _____   

Tedavi 2: Ay ____   Yıl ____ 

Tedavi 3: Ay ____  Yıl _____ 

15. Hastalığınızın tanısı almadan önce herhangi bir psikolojik/psikiyatrik 

sorununuz var mıydı? (Örneğin; depresyon kaygı bozukluğu, uyku bozukluğu 

gibi vb.) 

Evet ( )     Hayır ( ) 

16. Şu an herhangi bir psikolojik/psikiyatrik sorununuz var mı? 

 Evet ( )     Hayır ( ) 

Cevabınız evet ise başlangıç tarihini belirtin: 
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APPENDIX C 

Reminiscence Functions Scale 

When I reminisce, it is: 

1. To teach younger family member what life was like 

when I was young and living in a different time. 

2. To help me “put my house in order” before I die. 

3. Because it fills the gap when I find time “heavy on my hands”. 

4. To help me plan for the future. 

5. To keep alive the memory of a dead loved one. 

6. Because it brings me closer to newer friends and acquaintances. 

7. Because it promotes fellowship and a sense of belonging. 

8. Because it helps me contrast the ways I have changed with the ways I have stayed 

the end of life. 

9. Because it gives me a sense of personal completion or wholeness as I approach the 

end of life. 

10. To see how my past fits in with my journey through life. 

11. To pass the time during idle or restless hours. 

12. To help resolve some current difficulty. 

13. To keep painful memories alive. 

14. Out of loyalty to keep alive the memory of someone close to me who has died. 

15. To rehash lost opportunities. 

16. To reduce boredom. 

17. To remember an earlier time when I was treated unfairly by others. 

18. To remind me that I have skills to cope with present problems. 

19. To relieve depression. 

20. To transmit knowledge that I have acquired to someone else. 

21. For lack of any better mental stimulation. 

22. To create a common bond between old and new friends. 

23. In order to teach younger persons about cultural values. 

24. Because it gives me a sense of self-identity. 

25. To remember someone who has passed away. 

26. Remembering my past helps me define who I am now. 

27. As a way of bridging the “generation gap”. 

28. As a “social lubricant” to get people talking. 

29. Because it helps me prepare for my own death. 

30. In order to leave a legacy of family history. 

31. To put current problems in perspective. 

32. To try to understand myself better. 

33. Because I feel less fearful of death after I finish reminiscing. 

34. To create an ease of conversation. 

35. Because it helps me see that I have lived a full life 

and can therefore accept death more calmly. 

36. As a means of self-exploration and growth. 

37. For something to do. 

38. Because it helps me cope with thoughts of my own 

mortality. 

39. To see how my strengths can help me solve a current problem. 

40. To rekindle bitter memories. 

41. To remember people I was close to but who are no longer a part of my life. 

42. To avoid repeating past mistakes at some later date. 
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43. To keep memories of old hurts fresh in my mind. 
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APPENDIX D 

Reminiscence Functions Scale- Turkish form 

Şimdi sizden hastalığınızın tanısını aldığınız günden bu yana yaşadıklarınızı 

düşündüğünüzde, etrafınızdaki insanlara en sıklıkla anlattığınız olaylardan bir 

tanesini seçmenizi istiyoruz. 

Lütfen bu olayı aşağıya kısaca yazınız. 

 

OLAYIN TANIMI: 

____________________________________________________________________ 

____________________________________________________________________

______________ 

Şimdi yukarıda seçtiğiniz bu olayı etrafınızdakilere hangi amaçla ya da amaçlarla 

anlatmış olduğunuzu düşünün. Lütfen, aşağıda yer alan her bir maddenin içerdiği 

amacı ve yukarıda seçmiş olduğunuz olayı, maddede belirtilen o amaçla hangi 

sıklıkta paylaştığınızı düşünün. Size en uygun gelen rakamı işaretleyerek belirtin.  

1 2 3 4 5 6 

Asla Neredeyse 

hiç 

Hemen 

hemen hiç 

Ara sıra Sıklıkla Çok sık 

 

 

BU OLAYI; 

1
 

2
 

3
 

4
 

5
 

6
 

1)Ailemdeki gençlere, bizim zamanımızda 

hayatın nasıl farklı olduğunu anlatmak için 

paylaşırım. 

1 2 3 4 5 6 

2)Ölmeden önce hayatımı düzene koymama 

yardım etmesi için anlatırım. 

1 2 3 4 5 6 

3)Anlatırım; çünkü bu, zaman geçmek 

bilmediğinde vakti doldurmamı sağlar. 

1 2 3 4 5 6 

4)Geleceği planlamama yardım etmesi için 

anlatırım. 

1 2 3 4 5 6 

5)Kaybettiğim bir kişinin hatırasını canlı 

tutmak için anlatırım. 

1 2 3 4 5 6 

6)Yeni tanıştığım kişilerle ve tanıdıklarla 

yakınlaşmak için anlatırım. 

1 2 3 4 5 6 

7)Anlatırım; çünkü bu arkadaşlıklarımı ve ait 

olma duygumu geliştirir. 

1 2 3 4 5 6 

8)Anlatırım; çünkü bu hangi yönlerden 

değiştiğimle hangi yönlerden aynı kaldığımı 

karşılaştırmama yardımcı oluyor. 

1 2 3 4 5 6 
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BU OLAYI; 

1
 

2
 

3
 

4
 

5
 

6
 

9)Anlatırım; çünkü bu hayatın sonuna 

yaklaştıkça bana tamamlanmışlık ya da 

bütünlük hissi veriyor. 

1 2 3 4 5 6 

10)Geçmişimin hayattaki yolculuğuma uyup 

uymadığını görmek için anlatırım. 

1 2 3 4 5 6 

11)Boş ya da huzursuz zamanlarımda vakit 

geçirmek için anlatırım. 

1 2 3 4 5 6 

12)Karşılaştığım bazı gündelik sorunları 

çözmeme yardımcı olması için anlatırım. 

1 2 3 4 5 6 

13)Yaşadığım sancılı zamanları canlı tutmak 

için anlatırım. 

1 2 3 4 5 6 

14)Kaybettiğim bir yakınımın hatırasını canlı 

tutmak ve ona bağlı kalmak için anlatırım. 

1 2 3 4 5 6 

15)Kaçırdığım fırsatları yeniden ele almak için 

anlatırım. 

1 2 3 4 5 6 

16)Can sıkıntısını azaltmak için anlatırım. 1 2 3 4 5 6 

17)Başkalarının bana adaletsizce davrandığı 

zamanları hatırlamak için anlatırım.  

1 2 3 4 5 6 

18)Şimdiki problemlerimle başa çıkabilecek 

becerilere sahip olduğumu kendime hatırlatmak 

için anlatırım. 

1 2 3 4 5 6 

19)Bunalımımı hafifletmek için anlatırım. 1 2 3 4 5 6 

20)Edindiğim bilgileri başkasına aktarmak için 

anlatırım. 

1 2 3 4 5 6 

21)Zihnimi uyaran daha iyi bir şey olmadığı 

için anlatırım. 

1 2 3 4 5 6 

22)Eski ve yeni arkadaşlarım arasında ortak bir 

bağ kurmak için anlatırım. 

1 2 3 4 5 6 

23)Genç insanlara, kültürel değerleri öğretmek 

için anlatırım.  

1 2 3 4 5 6 

24)Anlatırım; çünkü bu bana kim olduğum 

hissini verir. 

1 2 3 4 5 6 

25)Ölmüş olan birini hatırlamak için anlatırım.  1 2 3 4 5 6 

26)Anlatırım; çünkü geçmişimi hatırlamak şu 

an kim olduğumu belirlememe yardımcı olur. 

1 2 3 4 5 6 

27)Kuşaklar arası farka bir köprü kurma yolu 

olduğu için anlatırım.  

1 2 3 4 5 6 

28)İnsanların konuşmasını sağlayan sosyal bir 

kolaylaştırıcı olsun diye anlatırım.  

1 2 3 4 5 6 

29)Anlatırım; çünkü kendi ölümüme 

hazırlanmama yardımcı olur. 

1 2 3 4 5 6 

30)Aile geçmişimi miras bırakmak için 

anlatırım. 

1 2 3 4 5 6 

31)Güncel sorunlarımı bir çerçeveye oturtmak 

için anlatırım.  

1 2 

 

3 4 5 6 
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BU OLAYI; 1
 

2
 

3
 

4
 

5
 

6
 

32)Kendimi daha iyi anlayabilmek için 

anlatırım. 

1 2 3 4 5 6 

33)Anlatırım; çünkü anılarımı anlattıktan sonra 

ölüme dair daha az korku hissederim.  

1 2 3 4 5 6 

34)Sohbeti kolaylaştırmak için anlatırım. 1 2 3 4 5 6 

35)Anlatırım; çünkü anlatmak, hayatı dolu dolu 

yaşadığımı görmeme ve bu yüzden ölümü daha 

sakin bir şekilde kabul etmeme yardım eder.  

1 2 3 4 5 6 

36)Kendimi keşfetme ve büyüme yolu olduğu 

için anlatırım.  

1 2 3 4 5 6 

37)Bir şey yapmak için anlatırım. 1 2 3 4 5 6 

38)Anlatırım; çünkü kendi ölümlülüğümle 

ilgili düşüncelerimle başa çıkmama yardım 

eder. 

      

39) Güçlü yönlerimin, güncel bir sorunumu 

çözmeme nasıl yardım edebileceğini görmek 

için anlatırım. 

1 2 3 4 5 6 

40)Acı veren anıları yeniden canlandırmak için 

anlatırım. 

1 2 3 4 5 6 

41)Önceden yakın olduğum fakat artık 

hayatımın bir parçası olmayan insanları 

hatırlamak için anlatırım. 

1 2 3 4 5 6 

42)Geçmişte yaptığım hataları ileride tekrar 

etmekten kaçınmak için anlatırım. 

1 2 3 4 5 6 

43)Eski kalp kırıklıklarımı zihnimde taze 

tutmak için anlatırım. 

1 2 3 4 5 6 
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APPENDIX E 

Hospital Anxiety-Depression Scale 

Bu anket sizi daha iyi anlamamıza yardımcı olacak. Her maddeyi okuyun ve 

son birkaç gününüzü göz önünde bulundurarak nasıl hissettiğinizi en iyi ifade eden 

yanıtın yanındaki daireyi işaretleyin. Yanıtınız için çok düşünmeyin, aklınıza ilk 

gelen yanıt en doğrusu olacaktır. 

  

1) Kendimi gergin “patlayacak gibi” hissediyorum.    

o Çoğu zaman    

o Birçok zaman    

o Zaman zaman, bazen    

o Hiçbir zaman  

  

2) Eskiden zevk aldığım şeylerden hala zevk alıyorum.    

o Aynı eskisi kadar    

o Pek eskisi kadar değil    

o Yalnızca biraz eskisi kadar    

o Neredeyse hiç eskisi kadar değil  

 

3) Sanki kötü bir şey olacakmış gibi bir korkuya kapılıyorum.    

o Kesinlikle öyle ve oldukça da şiddetli    

o Evet, ama çok da şiddetli değil    

o Biraz, ama beni endişelendiriyor    

o Hayır, hiç de öyle değil  

  

4) Gülebiliyorum ve olayların komik tarafını görebiliyorum.    

o Her zaman olduğu kadar    

o Şimdi pek o kadar değil    

o Şimdi kesinlikle o kadar değil    

o Artık hiç değil  

  

5) Aklımdan endişe verici düşünceler geçiyor.    

o Çoğu zaman    

o Birçok zaman    

o Zaman zaman, ama çok sık değil    

o Yalnızca bazen  

  

6) Kendimi neşeli hissediyorum.    

o Hiçbir zaman    

o Sık değil    

o Bazen     

o Çoğu zaman  

 

7) Rahat rahat oturabiliyorum ve kendimi gevşek hissediyorum.    

o Kesinlikle    

o Genellikle    

o Sık değil    

o Hiçbir zaman  
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8) Kendimi sanki durgunlaşmış gibi hissediyorum.    

o Hemen hemen her zaman    

o Çok sık    

o Bazen    

o Hiçbir zaman  

  

9) Sanki içim pır pır ediyormuş gibi bir tedirginliğe kapılıyorum.    

o Hiçbir zaman    

o Bazen     

o Oldukça sık    

o Çok sık  

  

10) Dış görünüşüme ilgimi kaybettim.    

o Kesinlikle     

o Gerektiği kadar özen göstermiyorum    

o Pek o kadar özen göstermeyebilirim    

o Her zamanki kadar özen gösteriyorum  

  

11) Kendimi sanki hep bir şey yapmak zorundaymışım gibi huzursuz hissediyorum.    

o Gerçekten de çok fazla    

o Oldukça fazla    

o Çok fazla değil    

o Hiç değil  

  

12) Olacakları zevkle bekliyorum.    

o Her zaman olduğu kadar    

o Her zamankinden biraz daha az    

o Her zamankinden kesinlikle daha az    

o Hemen hemen hiç  

  

13) Aniden panik duygusuna kapılıyorum.    

o Gerçekten de çok sık    

o Oldukça sık    

o Çok sık değil    

o Hiçbir zaman  

  

14) İyi bir kitap, televizyon ya da radyo programından zevk alabiliyorum.    

o Sıklıkla    

o Bazen    

o Pek sık değil    

o Çok seyrek  
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APPENDIX F 

Post-Traumatic Growth Inventory 

Aşağıda hastalığınızdan dolayı yaşamınızda olabilecek bazı değişikler 

verilmektedir. Her cümleyi dikkatle okuyunuz ve belirtilen değişikliğin sizin için ne 

derece gerçekleştiğini aşağıdaki ölçeği kullanarak belirtiniz. 

 0= Hastalığımdan dolayı böyle bir değişiklik yaşamadım 

 1= Hastalığımdan dolayı bu değişikliği çok az derecede yaşadım 

 2= Hastalığımdan dolayı bu değişikliği az derecede yaşadım 

 3= Hastalığımdan dolayı bu değişikliği orta derecede yaşadım 

 4= Hastalığımdan dolayı bu değişikliği oldukça fazla derecede yaşadım 

 5= Hastalığımdan dolayı bu değişikliği aşırı derecede yaşadım 

 

 

H
iç

 Y
a
şa

m
a
d

ım
 

    

A
şı

rı
 d

er
ec

ed
e 

y
a
şa

d
ım

 

1. Hayatıma verdiğim değer arttı. 0 1 2 3 4 5 

2. Hayatımın kıymetini anladım. 0 1 2 3 4 5 

3. Yeni ilgi alanları geliştirdim. 0 1 2 3 4 5 

4. Kendime güvenim arttı. 0 1 2 3 4 5 

5. Manevi konuları daha iyi anladım. 0 1 2 3 4 5 

6. Zor zamanlarda başkalarına 
güvenebileceğimi anladım. 

0 1 2 3 4 5 

7. Hayatıma yeni bir yön verdim. 0 1 2 3 4 5 

8. Kendimi diğer insanlara daha yakın 
hissetmeye başladım. 

0 1 2 3 4 5 

9. Duygularımı ifade etme isteğim arttı. 0 1 2 3 4 5 

10. Zorluklarla başa çıkabileceğimi anladım. 0 1 2 3 4 5 

11. Hayatımı daha iyi şeyler yaparak 
geçirebileceğimi anladım. 

0 1 2 3 4 5 
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12. Olayları olduğu gibi kabullenmeyi 
öğrendim. 

0 1 2 3 4 5 

13. Yaşadığım her günün değerini anladım. 0 1 2 3 4 5 

14. Hastalığımdan sonra benim için yeni 
fırsatlar doğdu. 

0 1 2 3 4 5 

15. Başkalarına karşı şefkat hislerim arttı. 0 1 2 3 4 5 

16. İnsanlarla ilişkilerimde daha fazla 

gayret göstermeye başladım. 0 1 2 3 4 5 

17. Değişmesi gereken şeyleri değiştirmek 
için daha fazla gayret göstermeye başladım. 0 1 2 3 4 5 

18. Dini inancım daha da güçlendi. 0 1 2 3 4 5 

19. Düşündüğümden daha güçlü olduğumu 

anladım. 

0 1 2 3 4 5 

20. İnsanların ne kadar iyi olduğu konusunda 
çok şey öğrendim. 

0 1 2 3 4 5 

21. Başkalarına ihtiyacım olabileceğini 
kabul etmeyi öğrendim. 

0 1 2 3 4 5 
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APPENDIX G 

Intervention After Collecting the Data 

1)Şimdi tıpkı az önce hastalığınızın teşhisini aldıktan sonra sıklıkla anlattığınız bir 

deneyiminizi düşündüğünüz gibi bu sefer de hayatınızda kendinizi en mutlu 

hissettiğiniz anlardan birini hatırlamanızı istiyorum. 

 2)Az önceki gibi anınızı ve sonrasında sizden isteyeceğim şeyleri bana anlatmadan 

sadece düşünmenizi istiyorum. Şimdi böyle bir anınızı hatırladıktan sonra bana 

TAMAM deyin lütfen. 

 3) Şimdi anınızı hatırladığınıza göre yine sizden sırasıyla bu anıyla ilgili bazı şeyler 

düşünmenizi isteyeceğim. Nasıl rahat bir şekilde düşüneceğinizi hissediyorsanız o 

şekilde yapmakta serbestsiniz, sadece sizden hayatınızdan çok mutlu hissettiğiniz 

anlardan birini hatırlamanızı rica edeceğim. Böyle bir anınızı hatırladığınızda 

başlayabiliriz.  

4)Sormak istediğiniz soru var mı? Yoksa hazırsanız başlıyorum:  

 1) Şimdi, kendinizi çok mutlu hissettiğiniz bu anı zihninizde canlandırın. 

 2) Bu anınız sırasında yanınızda kimlerin olduğunu düşünün. 

 3) Sizi o an asıl mutlu eden şeyin ne olduğunu düşünün. 

 4) Tam o an kendinizin ne yapmakta olduğunu düşünün. 

 5) O an etrafınızda başka nelerin olduğunu düşünün.  

 6) Bulunduğunuz ortam içerisindeki konumunuzu düşünün. 

 7) O an mutluluk dışında başka hangi duyguları hissettiğinizi düşünün.  

 8) Bulunduğunuz ortamın fiziki koşullarını düşünün 
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