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INTRODUCTION

Remarkable progress has been made in developing psychosocial interventions
for a broad range of mental health disorders for children, adolescents, and
adults (Kazdin, 2017). The World Health Organization (WHO) declared that
there can be “no health without mental health” (WHO Europe, 2005).
Treatment gaps can be explained by the lack of mental health professionals,
stigma surrounding mental health problems, reachability (e.g., in rural areas),
funding problems, availability of public services and other barriers (Saxena,
Thornicroft, Knapp, & Whiteford, 2007). Moreover, due to long waiting lists
there is a chance that only the most complex cases get treatment and low-
intensity interventions within a stepped care model could be introduced to
narrow this treatment gap (Williams & Martinez, 2008). The need for more
ways to disseminate effective treatments has been recognized (Kazdin &
Rabbitt, 2013) and evidence from internet-based interventions research
suggest that some of these barriers could be overcome by delivering effective
treatments for mental disorders with the help of technology. Reachability,
scalability and affordability are important to improve dissemination of
effective mental health services to a wider population and in turn to overcome
some of the barriers to treatment (Kazdin & Rabbitt, 2013). Evidence that
internet-based interventions could tackle some of these issues has been
growing alongside the increasing amount of research in the field (Barak,
Klein, & Proudfoot, 2009). Effective internet-based self-help interventions
can be used as stand-alone or blended with traditional face-to-face
interventions (Williams & Martinez, 2008). The demand for publicly available
interventions that would be openly available to public has been recognized not
only by the mental health professionals but also other professionals from
mental health and other disciplines, and can be illustrated by a variety of lately
introduced apps and gadgets dedicated to help cope with various mental health
problems (Bakker, Kazantzis, Rickwood, & Rickard, 2016). However,
validity and effectiveness of these interventions is usually unclear or yet to be
tested (Bakker et al., 2016).

Adjustment disorder develops after failing to cope with a stressful live
event or multiple events and is one of the most diagnosed disorders in the
world (Reed, Correia, Esparza, Saxena, & Maj, 2011). Untreated, adjustment
disorder can potentially lead to more severe mental disorders (O’Donnell et
al., 2016). Nevertheless, adjustment disorder has been a neglected diagnosis
in practice and in research (Bachem & Casey, 2017; O’Donnell et al., 2016;
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Zelviene & Kazlauskas, 2018) and the treatment gap for adjustment disorder
is hard to determine. Adjustment disorder has also received little attention in
the research field of internet interventions. Fortunately, the diagnosis of
adjustment disorder is undergoing significant changes in the International
Classification of Diseases (ICD) (Maercker, Brewin, Bryant, Cloitre, Reed, et
al., 2013). These changes will enable more accurate diagnosing and may
consequently provide opportunities for better treatment of adjustment
disorder. However, this will only be possible if valid assessment measures are
used and effective evidence-based treatments are developed and disseminated.

This doctoral dissertation was based on four published articles and its
overall aim was to explore the possibilities and challenges of providing self-
guided psychological self-help using internet for adjustment disorder. The
first paper (Paper 1) was a study protocol of one of the two randomized
controlled trials (RCTSs). This paper described the rationale of the studies, the
intervention and the procedures. The second paper (Paper 2) analyzed the
psychometric properties of the brief adjustment disorder assessment measure
ADNM-8 used in the randomized controlled trials. In this paper validity and
the structure of the ADNM-8 was tested. In the third paper (Paper 3) results
of a randomized controlled trial comparing intervention with a control group
were presented. This paper described the effects of using the intervention after
one month and compared it to a waiting list. In the fourth paper (Paper 4)
results of a randomized controlled trial comparing the outcomes between a
self-help group and a self-help group with added therapist support on demand
option.

1. INTERNET-BASED INTERVENTIONS

Research has been testing the possibilities of using technology in
psychological interventions for over 50 years. One of the first attempts to do
so was in the mid-60s with chatterbot ELIZA (Weizenbaum, 1966) being one
of the first attempts to try and create a conversational agent that would
resemble a Rogerian therapist. The technological advancement at that time did
not allow for further distribution, but with the appearance of internet in the
1980°s, research on internet-based interventions has gained momentum
(Eysenbach, 2011). Nevertheless, due to the rapid advancements in the
research field of internet interventions, specific challenges emerge. Some of



the most important ones like terminology, common standards in research,
effectiveness, dropout, attrition and adherence, are discussed below.

1.1. Types of internet-based interventions

The field of internet-based intervention research is rapidly growing and the
advancements of technology offer additional means for providing
psychological help (Knaevelsrud & Maercker, 2010). Due to this intensive
development there is a need for specific terms to define methods and
interventions, to be able to group them and compare research results
(Proudfoot et al., 2011).

Internet interventions is an umbrella term under which a range of different
interventions exist: e-counseling via email, audio chat, and video chat;
moderated forums; publicly available web programs; psychoeducation
websites; programs with assistance (Proudfoot et al., 2011). Evidently, there
is a need for a taxonomy of internet interventions. Berger (2017) suggested
that internet interventions could be categorized into unguided self-help
programs, guided self-help programs and internet-based psychotherapies.
However, Mufioz (2017) has proposed a way to categorize these interventions
in a continuum; from minimal technological additions and maximum human
interaction to interventions with maximum technological use and no human
interaction.

On one end of Mufoz’s (2017) continuum there are conventional face-to-
face therapies, where technology is usually used only for making
arrangements and sometimes for assessment purposes before starting an
intervention. The communication between therapist and client in this type of
therapy delivery is always synchronous and therefore requires full therapist
involvement.

Moving away from this end of the continuum, the second type of therapies
are traditional therapies delivered in a non-traditional setting: via
videoconferencing technology or using other web-based programs or apps
(e.g., (Hassija & Gray, 2011; Strachan et al., 2012). Here the communication
type can be synchronous or asynchronous depending on the chosen
communication channel (e.g., email; teleconferencing software). These two
first intervention delivery types require almost similar amount of human
resources as the therapist has to spend more or less time in the intervention as
the client.
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Guided internet-based self-help interventions fall under the third type of
intervention delivery. Here the client engages in self-help with support from
the therapist. There is a wide variety of different interventions in this category,
but most of them have same components of psychoeducation, progress
tracking and are provided via dedicated program (e.g., (Silfvernagel, Gren-
Landell, Emanuelsson, Carlbring, & Andersson, 2015).

The fourth type of intervention delivery are totally automated self-help
interventions with no therapist contact (e.g., (Christensen, Griffiths, Korten,
Brittliffe, & Groves, 2004; Mufioz et al., 2016). And although the user does
not see or contact the therapist, sometimes the reminder emails that are sent to
the user are signed by someone from the intervention development team. Our
Study 1 (described below, see Method section) examined effects of totally
automated self-help intervention compared to a waiting list control.

However, Mufioz’s (2017) categorization is not all-inclusive. Blended
treatments, that can be defined as both face-to-face and online materials
combined, are gaining more and more attention in the field (Kooistra et al.,
2016) and have already showed that it is possible to delegate routine aspects
of therapy to a computer without losing efficacy (Marks, Kenwright,
McDonough, Whittaker, & Mataix, 2004). Furthermore, all these types of
interventions can be used for various purposes: promotion, prevention,
treatment and maintenance (Mufioz, 2017). Moreover, research procedures
differ from real life application of the same interventions, because research
needs to follow guidelines for retaining quality and sometimes legal
regulations dictate specific requirements for research execution. Nevertheless,
this taxonomy is useful for more accurate generalization and comparison of
research results on internet-based interventions.

1.2. Standards and guidelines for development and research of internet
interventions

Type of internet-based intervention is only one of many important variables
that are important in order to compare, extend and replicate results across
studies. The issue of growing heterogeneity in the fast developing research
field of internet interventions was recognized, discussed and reported by
Proudfoot and colleagues in a paper providing guidelines for executing and
reporting research on internet interventions (Proudfoot et al., 2011). These
guidelines outline 12 key facets that researchers are invited to consider when
developing, evaluating and reporting results of internet intervention studies:
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1) focus and target population; 2) authorship details; 3) model of change; 4)
type and dose of intervention; 5) ethical issues; 6) professional support; 7)
other support; 8) program interactivity; 9) multimedia channel of delivery; 10)
degree of synchronicity; 11) audience reach; 12) program evaluation
(Proudfoot et al., 2011). These guidelines are complemented by other
guidelines for internet-based intervention research, such as the widely used
CONSORT EHEALTH (Consolidated Standards of Reporting Trials of
Electronic and Mobile HEalth Applications and onLine TeleHealth) statement
(Eysenbach, 2011), which is mostly focused on setting standards for reporting
trial results. However, a systematic review showed that standard ways to
define adherence and dropout might not always meet the needs of the study,
as program type and specific research aims sometimes demand unique
definitions of dropout and adherence (Beatty & Binnion, 2016). Therefore,
comparing and generalizing outcomes from different intervention studies
might be challenging.

1.3. Outcomes of internet-based interventions

The most common therapeutic approach in internet-based interventions and
its effectiveness for mental health problems. Although there have been a few
promising attempts to provide psychodynamic psychotherapy over internet
(Andersson et al., 2012; Johansson et al., 2012), most evidence of
effectiveness exist for internet-delivered cognitive behavioral therapy (iCBT).
Posttraumatic stress disorder has been the most researched disorder compared
to other stress-related disorders in the field of internet delivered interventions.
In their meta-analysis Sijbrandij, Kunovski, and Cuijpers (2016) concluded
that iCBT was an effective treatment for PTSD and comorbid depressive
symptoms. Furthermore, another meta-analysis by Ebert and colleagues,
showed that internet and computer-based CBT can be effective for depression
and anxiety in youth (Ebert et al., 2015). Another systematic review found that
iCBT was effective for such anxiety disorders as social phobia, panic disorder
with or without agoraphobia, generalized anxiety disorder, posttraumatic
stress disorder and specific phobia, when comparing to no treatment and as
effective as face-to-face CBT (Olthuis, Watt, Bailey, Hayden, & Stewart,
2016). In the same systematic review the comparison to unguided, or so called
self-help, CBT demonstrated equality between treatment conditions but the
evidence available is low quality, and therefore, must be interpreted with
caution (Olthuis et al., 2016).
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The effects of therapist support on outcomes. At least some therapist
support is recommended in iCBT interventions to reach better outcomes
(Andersson, Carlbring, Berger, Alml6v, & Cuijpers, 2009; Spek et al., 2007).
Study on internet-based treatment for panic disorder demonstrated that
scheduled therapist support was associated with significantly better treatment
outcomes when compared to therapist support on demand (Oromendia,
Orrego, Bonillo, & Molinuevo, 2016). Nevertheless, both treatment
conditions were superior to the waiting list group (Oromendia et al., 2016).
Furthermore, internet-based CBT interventions work best when they are
targeted for specific conditions and properly diagnosed patients (Andersson et
al., 2009).

While there is a growing body of evidence supporting the effectiveness of
iCBT for various mental and somatic health problems, the justification of
implementation of internet-based interventions partly depends on how these
interventions compare to the traditional format of delivering intervention face-
to-face.

Effects compared to face-to-face. Comparison of effectiveness of iCBT vs.
face-to-face CBT was demonstrated in a recent systematic review and meta-
analysis (Carlbring, Andersson, Cuijpers, Riper, & Hedman-Lagerl6f, 2018).
Both iCBT and face-to-face CBT interventions produced equivalent overall
effects for psychiatric and somatic disorders including: social anxiety
disorder, panic disorder, depressive symptoms, body dissatisfaction,
insomnia, tinnitus, male sexual dysfunction, spider phobia, snake phobia, and
fibromyalgia. Although this review of evidence was a revision of Andersson,
Cuijpers, Carlbring, Riper, and Hedman’s (2014) meta-analysis and seven
additional studies were found since, authors conclude that there are not enough
studies to draw firm conclusions and more research comparing iCBT and face-
to-face CBT for various disorders is needed.

The role of alliance in internet interventions. Several studies have analyzed
the role of working alliance in internet-based interventions (Knaevelsrud &
Maercker, 2010; Meyer et al., 2015). In a narrative review Berger reported
that therapeutic alliance in different modalities of internet-based interventions
seemed to be as good as in conventional face-to-face interventions when
reported by the clients, while the results of therapist-rated alliance in internet-
based interventions were mixed (Berger, 2017). However, it seems that in
many of the reviewed studies, it was the clients’ agreement with the tasks and
the goals of the treatment that predicted outcome rather than the alliance
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(Berger, 2017; Knaevelsrud & Maercker, 2010). Moreover, research shows
that there can be working alliance between the intervention and the participant
and that it can predict treatment outcomes (Meyer et al., 2015). In this study
early perceived alliance predicted pre—post depression symptoms reduction
even after controlling for baseline symptom severity. Alliance in this study
was defined as patients’ impressions of perceived fit, helpfulness or common
ground between patients' perceptions and the program'’s approach.

1.4. Psychological self-help and the internet

Due to the limited number of mental health professionals, geographical
boundaries, stigma and other obstacles it is impossible to provide quality
mental health services to everyone who needs them around the world (Kazdin,
2017). The treatment gap is large universally, although it varies in different
regions of the world (Eaton et al., 2011; Kessler et al., 2005; Kohn, Saxena,
Levav, & Saraceno, 2004). Therefore, alternative solutions to in-person
treatment are needed to overcome the burden of mental health problems
(Kazdin & Rabbitt, 2013).

Psychological self-help. The concept of self-help is not a new one. People
used yoga and meditation for self-healing way before modern psychology
emerged (Feuerstein, 2002; Walters, 2002). These practices were transferred
through teaching from generation to generation. However, the contemporary
empirically based psychological self-help was introduced in the middle of the
20" century. Possibilities for individuals to apply principles of psychological
interventions to themselves are dated back to research on exposure-based
treatments for anxiety-related avoidance (Kahn & Baker, 1968).

The rationale behind psychological self-help is that individuals constantly
use coping strategies that they have at their disposal when faced with stressful
situations in life (Skinner, Edge, Altman, & Sherwood, 2003). Moreover,
some psychological self-help interventions could be straightforward and easy
to learn (Cuijpers, 2018); they could give control back to the individual and
empower him/her and can be applicable to bigger populations (Mufioz et al.,
2016). The downside is that individuals might not be able to apply self-help
techniques by themselves for a variety of reasons: not enough inner resources;
conflicting unresolved issues (Skinner et al., 2003). However, there are also
dangers if an individual is not guided and/or monitored while he/she engages
in the self-help. In case of an unsuccessful self-help intervention, individuals
may experience negative effects (Rozental et al., 2014) and attitudes towards
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psychological self-help or psychological help in general could be altered
negatively (Musiat, Goldstone, & Tarrier, 2014). Regardless of potential
limitations of self-help, there are benefits and practical implications from a
public health point of view of these interventions. Self-help materials could
be a way to provide evidence-based interventions for individuals with sub-
clinical non-reimbursable diagnoses (Scogin, Hanson, & Welsh, 2003).
Moreover, self-help could be introduced into stepped care mental health
model to serve those in long waiting lists (Scogin et al., 2003). With the
current situation and little chance of change in the near future in health care
situation and policies in some regions, it seems that introducing easily
accessible self-help materials to a wider public is especially relevant (Winkler
etal., 2017).

Psychological self-help has been demonstrated to be an effective way of
helping individuals overcome anxiety problems, sexual dysfunction, weight
loss, impulse control, gain assertion and solve other problems (Marrs, 1995).
Although there were suggestions that self-help could be useful in stepped care
strategy (Glasgow & Rosen, 1978), not much research on implementation of
self-help in public services has been conducted. Bibliotherapy has so far been
viewed as a good asset in partly covering for the lack of mental health
professionals, long waiting lines and overcoming other obstacles to receiving
treatment, but the research on efficacy of bibliotherapy has yet been scarce
and inconsistent (Marrs, 1995). The rapid development of informational
technologies (IT) and the introduction of internet allowed for new ways to
deliver evidence-based treatments and catalyzed creation of innovative
psychological treatments (Carlbring et al., 2018; Proudfoot et al., 2012;
Richards & Richardson, 2012). Some studies even suggested that the self-help
treatment format can be a moderator in outcome analysis, with computer-
based self-help performing better than self-help treatments delivered via
written manual or book (Haug, Nordgreen, Ost, & Havik, 2012).

Effects of internet-based self-help interventions. Internet-based self-help
interventions can be guided or unguided. Research shows that internet-based
self-help can be a feasible solution for various psychological disturbances. In
a RCT comparing guided self-help intervention for PTSD to a delayed
treatment condition, Lewis et al. (2017) found that self-help was superior to
the control condition with large effect sizes (d = 1.86) and the effects were
maintained at 1-month follow-up. Another study showed similar results for
ICBT treatment for depression (Berger, Hammerli, Gubser, & Caspar, 2011).
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Moreover, self-guided iCBT was demonstrated to be a feasible solution for
cancer-related distress, anxious preoccupation and health related quality of
life in in-treatment cancer patients (Beatty, Koczwara, & Wade, 2016).
Additionally, a study on internet-based guided self-help for parents of children
on cancer treatment demonstrated promising results for reduction of
posttraumatic stress symptoms (PTSS), depression and anxiety (Cernvall,
Carlbring, Ljungman, Ljungman, & Essen, 2015). However, it was also
reported that some individuals using internet-based CBT self-help programs
for depression could get worse. An individual patient data meta-analysis
revealed that 5.8% of participants in the intervention groups showed clinical
significant deterioration (Karyotaki et al., 2018). And although this rate of
deterioration was significantly lower than the 9.1% found in the control groups
(Karyotaki et al., 2018), it demonstrates the need to consider referral strategies
for those whose symptoms deteriorate using iCBT.

2. ADJUSTMENT DISORDER

Adjustment disorder is a psychological condition that arises in response to a
significant stressful life event. It resolves spontaneously once the stressor is
removed or when a new level of adaptation is reached (American Psychiatric
Association, 2013; World Health Organization, 1992, 2018). It is one of the
most commonly diagnosed mental health disorders in the world (Reed,
Mendonca Correia, Esparza, Saxena, & Maj, 2011) and studies show strong
links between suicidality and adjustment disorder (Casey, Jabbar, O’Leary, &
Doherty, 2015; Nock et al., 2008). Recent reviews showed that prevalence of
adjustment disorder in the general population was 1% — 2% (Bachem &
Casey, 2017; Zelviene & Kazlauskas, 2018). The Lithuanian health care
system identified approximately 5900 cases of adjustment disorder in 2014
and 2015, that is approximately 0.2% of the whole population (Kazlauskas,
Zelviene, & Eimontas, 2017). Traditionally adjustment disorder was regarded
as a condition between normal reactions and major psychiatric disorders
(Strain & Diefenbacher, 2008). Clinicians reported good clinical utility of the
diagnosis (Keeley et al., 2016). However, despite its clinical utility, diagnosis
of adjustment disorder has been criticized for vague diagnostic criteria and
misuse of diagnosis in clinical practice (Maercker et al., 2008; Maercker,
Einsle, & Kdllner, 2007).
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2.1. Diagnostic changes of adjustment disorder

Until the proposals by the WHO Working group on the Classification of
Disorders Specifically Associated with Stress (Maercker, Brewin, Bryant,
Cloitre, Van Ommeren, et al., 2013) there were no specific symptoms by
which clinicians could have diagnosed adjustment disorder (Zelviene &
Kazlauskas, 2018). The symptoms needed to precede a stressful event but
could not meet the threshold or combination of those required by other
disorders (Baumeister, Reichler, Munzinger, & Lin, 2014; Casey, 2014).
Diagnosis of adjustment disorder has recently been revised in two major
diagnostic classifications: Diagnostic Statistical Manual of Mental Disorders
5 Edition (DSM-5) and in the 11" edition of the International Classification
of diseases (ICD-11) (American Psychiatric Association, 2013; Kazlauskas &
Zelviene, 2016; World Health Organization, 2018). The revisions in DSM
were not substantial and mainly adjustment disorder was placed in the same
category along other stress-related disorders (American Psychiatric
Association, 2013; Strain & Diefenbacher, 2008), but the sub-threshold status
and subtypes were maintained and no specific symptoms were defined
(American Psychiatric Association, 2013).

The current description of adjustment disorder in ICD-11 defines
adjustment disorder as a full threshold disorder which develops following a
stressful event with two main symptoms: preoccupation and failure to adapt
(Maercker, Brewin, Bryant, Cloitre, Reed, et al., 2013; Maercker, Brewin,
Bryant, Cloitre, Van Ommeren, et al., 2013). There are no subtypes of
adjustment disorder in ICD-11, as previous research indicated that they were
poorly validated (Baumeister & Kufner, 2009) and at least one latent class
analysis demonstrated that symptom severity, rather than symptoms of anxiety
or depression, defined classes (Baumeister & Kufner, 2009).

In the current version of ICD-11, that is available online, adjustment
disorder is defined as a maladaptive reaction to an identifiable psychosocial
stressor or multiple stressors that emerges within one month after the stressor
and typically resolves within 6 months, unless the stressor persists. The
maladaptive reaction is characterized by two main symptoms of preoccupation
with the stressor or its consequences and failure to adapt to the stressor (World
Health Organization, 2018). Preoccupation can manifest in a significant or
excessive worry about the stressor, recurrent and distressing thoughts about
the stressor and constant rumination about the implications of the stressor.
Failure to adapt is the second symptom which may manifest in difficulties
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concentrating, loss of interest in work or social life and sleep disturbances
(Maercker, Brewin, Bryant, Cloitre, Reed, et al., 2013). This proposed new
concept of adjustment disorder has already been tested by studies in non-
clinical samples with contradicting findings (Glaesmer, Romppel, Bréhler,
Hinz, & Maercker, 2015; Lorenz, Hyland, Perkonigg, & Maercker, 2018;
Zelviene, Kazlauskas, Eimontas, & Maercker, 2017). A six factor structure
was found to be the most applicable in a German population study (Glaesmer
et al., 2015), and a unidimensional model was found to be most suitable in a
Swiss study (Lorenz, Hyland, et al., 2018). Finally, a two factor structure
adjustment disorder model had the best model fit in a study of Lithuanian
general population (Zelviene et al., 2017). Therefore further studies will be
needed to further validate or dismiss the concept of two factor adjustment
disorder (Maercker, Brewin, Bryant, Cloitre, Reed, et al., 2013).

There is evidence showing that adjustment disorder is not a stable
condition and that it can be associated with consequences of the stressor after
the stressor itself has resolved (O’Donnell et al., 2016). In their longitudinal
study on adjustment disorder after trauma exposure, O’Donnell et al. found
that the majority of participants who had adjustment disorder 12 months after
injury, did not have adjustment disorder three months after the injury. One
possible explanation for this development of adjustment disorder after the 3-
months mark could be the consequences of the injury that developed in the
ensuing months, such as the loss of ability to work and legal procedures.
Therefore, the proposed new concept of adjustment disorder might need
further review.

Despite these contradictions the proposed ICD-11 definition of adjustment
disorder provides a platform for the development of adjustment disorder
symptom measures that are needed for clinicians, researchers (Kazlauskas,
Zelviene, Lorenz, Quero, & Maercker, 2018) and developers of dedicated
interventions. The proposed specific symptoms should improve accuracy of
distinguishing between adjustment disorder, normal reactions to stressors and
other mental health disorders.

2.2. Theoretical explanations of adjustment disorder

Adjustment disorder belongs to the category of disorders specifically
associated with stress. Therefore, we further review the most relevant
theoretical models that could be applied for the explanation of reactions to
significant life stressors that could result in adjustment disorder.
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Systemic stress model. Systematic stress studies began with the work of
Selye and his theory of systemic stress (Selye, 1956). He borrowed the term
stress from physics and defined the physiological mechanisms of stress from
studies on rats (Selye, 1956). Selye claimed that there are three stress response
phases: alarm phase during which the fight-or-flight mechanism is initiated,
followed by resistance phase characterized by attempts to restore normal
functioning and exhaustion or adaptation phase, which occurs if the stressor
persists (Selye, 1976). During the exhaustion phase the stress exhausts the
individual resulting in psychopathology (Selye, 1956). Selye also introduced
the term stressor to separate the reaction from the situation that causes it and
defined the biological processes related to stress reactions.

Psychological stress models. However, theoretical models proposed by
Selye did not explain the psychological processes behind stress responses.
These attempts were later made by Lazarus who introduced his psychological
stress model (Lazarus, 1966) that was later renamed as Transactional model
of stress and coping (Lazarus & Folkman, 1984). According to Lazarus and
Folkman experience of stress is a system of appraisal, response and adaptation
(Lazarus & Folkman, 1984). Lazarus and Folkman distinguish between
problem-focused and emotion-focused coping styles. Problem focused coping
is directed at dealing with the situation itself and emotional coping is directed
at changing the relationship with the situation (Lazarus & Folkman, 1984).
However, these two coping styles do not entail the whole spectrum of more
than 400 lower order ways of coping (Skinner et al., 2003). Other higher order
ways of coping were proposed explaining coping as a process of assimilation
(vs. helplessness) and accommaodation (vs. rigid perseverance) (Brandtstadter
& Renner, 1990) or coping as volitional, effortful, controlled vs. involuntary,
automatic coping (Compas, Connor, Osowiecki, & Welch, 1997). However,
up to date there are no universal theories in which all the psychological
processes of coping with stress would be accounted for. Finally, according to
the Lazarus model we constantly reappraise the situation to identify if there is
any change in our relationship with it.

Maercker et al. (2007) proposed that adjustment disorder should be defined
as stress response syndrome and they adapted for adjustment disorder theories
of posttraumatic stress disorder (PTSD) developed by Horowitz, Foa and
colleagues and Ehlers and Clark. Horowitz claimed that the fact of the stressor
is not yet integrated in the person’s cognitive schemata, but is still active in
memory, therefore a person experiences symptoms of intrusion (Horowitz,
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1997). However, traumatic stressors are different from everyday life stressors
in that they are related to the threat of death or serious injury, whereas stressful
life events usually do not. According to Maercker the main difference of
adjustment disorder and PTSD is the intensity of the stressor (Maercker et al.,
2007). Foa proposed yet another theoretical model that was intended for
explaining intrusion and avoidance symptoms in PTSD. This model proposed
that stressful events are stored in the working memory with a higher valence.
Authors proposed an associative network that pertains information on the
stressor, reaction to the stressor and meaning (Foa, Steketee, & Rothbaum,
1989). However, probably the most relevant model to the concept of
adjustment disorder was the cognitive model (Ehlers & Clark, 2000). This
model accounts for the appraisal of the stressor itself or its consequences.
According to this model serious stressors could be a threat to an individual’s
self-view. Therefore, a person could be avoiding to think about the stressor in
ordering not to have to integrate the stressful experience in their cognitive
schemata (Ehlers & Clark, 2000). Moreover, the socio-interpersonal
framework model for stress-response syndromes suggests that such
interpersonal factors as disclosure and social acknowledgement substantially
contribute to the development of adjustment disorder and are no less important
than the intrapersonal factors (Kazlauskas, 2017; Lorenz, Perkonigg, et al.,
2018).

Reviewing theoretical models gives a better understanding of the cognitive
and social processes in adjustment disorder reactions. However, further
studies are needed to guide theoretical explorations of adjustment disorder.

2.3. Adjustment disorder symptom assessment

With the changes in ICD-11 there is a need for reliable measures of adjustment
disorder for clinicians and researchers. Up to the introduction of Adjustment
Disorder New Module (Maercker et al., 2007), adjustment disorder was often
diagnosed using measures for depression and anxiety disorders (Kazlauskas,
Zelviene, et al., 2018). There were at least five variations of ICD-11
adjustment disorder measure Adjustment Disorder New Module (ADNM)
used in empirical studies. The 29-item version ADNM-20 was used in a study
by Einsle Einsle, Kollner, Dannemann, and Maercker (2010) and the 20-item
version by Glaesmer et al. (2015), the 8-item version by Horn and Maercker
(2016), the 6-item version (Maercker, Bachem, Lorenz, Moser, & Berger,
2015) and the ultra-brief ADNM-4 (Ben-Ezra, Mahat-Shamir, Lorenz,
Lavenda, & Maercker, 2018).
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For our empirical studies we used the brief 8-item ADNM version
(Kazlauskas, Gegieckaite, Eimontas, Zelviene, & Maercker, 2018) (see Paper
2) that provides a stressor list and measures ICD-11 adjustment disorder two
core symptoms of preoccupation and failure to adapt. At least two other
studies have used the 8 items of two symptom subscales of the ADNM
previously and reported good internal consistency of the subscales (Ben-Ezra
et al., 2018; Horn & Maercker, 2016).

2.4. Internet-based interventions for adjustment disorder

A growing number of different apps and programs are being developed for
various mental health issues (Bakker, Kazantzis, Rickwood, & Rickard, 2018;
Proudfoot et al., 2011). It would be justifiable to expect that adjustment
disorder, being one of the most prevalently diagnosed disorders in the world,
would have at least one designated internet-based intervention. However,
although there have been a number of trials testing pharmacological (Nguyen
et al., 2006; Stein, 2015) and psychological face-to-face interventions
(Bachem & Maercker, 2016; Cvetek, 2008) for adjustment disorder, to our
knowledge, our randomized controlled trials were among the first attempts to
test effectiveness of an internet-based intervention for adjustment disorder. A
recent scoping review by Kazlauskas and colleagues report one randomized
controlled trial analyzing the effectiveness of a printed self-help manual for
ICD-11 adjustment disorder (Bachem & Maercker, 2016; Kazlauskas,
Zelviene, et al., 2018). Most recent systematic review on treatments for
adjustment disorder did not report any trials testing internet-based
interventions (O’Donnell, Metcalf, Watson, Phelps, & Varker, 2018). To the
best of our knowledge, our randomized controlled trials are among the first
ones to test the feasibility of internet-based interventions for ICD-11
adjustment disorder. Nevertheless, there is a growing interest in developing
and testing feasibility of internet-based interventions for adjustment disorder
as demonstrated by an increasing number of study protocols published
recently (Rachyla et al., 2018; Servant et al., 2017).

There are a number of arguments in favor of developing effective internet-
based self-help interventions for adjustment disorder. Firstly, the transient
nature of adjustment disorder makes it highly suitable for low-threshold
interventions (Maercker et al., 2015). Furthermore, brief treatments could be
useful from a public health perspective (Andersson et al., 2009), as they can
help prevent further development of the disorder. As adjustment disorder can
be considered as a gateway to other, more severe disorders, it could be suitable
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for brief low-intensity interventions to target and alter the trajectory of
symptoms from developing into a severe disorder (O’Donnell et al., 2016).
Some researchers suggest that a proportion of individuals who suffer from
mild symptoms of mental health disorder would benefit from more general
self-help interventions without being stigmatized as having a disorder (Bakker
et al., 2016). Nevertheless, strong empirical evidence is needed to prove that
low-threshold internet-based self-help interventions could be a suitable
solution for treatment of ICD-11 adjustment disorder.

*k*k

To sum up, the reviewed evidence suggests that internet-based self-help could
be an effective solution to help overcome mental health problems either as a
stand-alone intervention, or blended with a more traditional face-to-face
therapy. Furthermore, adjustment disorder as a stress response reaction seems
to be suitable for internet-based interventions. It also seems that adjustment
disorder could probably be a gateway to other more severe mental health
problems and early low-threshold interventions could help to prevent from
further development of psychopathology. Changes proposed to the definition
of adjustment disorder in the ICD-11, particularly the inclusion of two specific
core symptoms, have facilitated more research on adjustment disorder.

3. AIMS AND TASKS OF THE STUDY

The aims of our studies were to test the effects of an internet-based brief self-
help intervention for individuals who had experienced significant life stressors
and had developed significant ICD-11 adjustment disorder symptoms and also
to compare its effects to the same intervention with an added option of
therapist support on demand, and to test the psychometric properties of a brief
self-report adjustment disorder screening measure.

Three main tasks were planned to achieve these aims. First, to conduct a
randomized controlled trial comparing intervention group with a waiting-list
control group. Second, to conduct a randomized controlled trial comparing a
standard intervention group to an intervention group with added option of
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therapist support on demand. Finally, to assess psychometric properties of a
brief adjustment disorder assessment measure in a help-seeking adult sample.
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4. METHOD

Two randomized controlled trials were carried out. All three empirical papers
used in this dissertation were published using data from these two trials. Both
randomized controlled trial studies were approved by the Vilnius University
Psychology Research Ethics Committee. Both studies followed CONSORT
EHEALTH guidelines (Eysenbach, 2011). All participants provided informed
consent to participate in study.

4.1 Intervention

In this section the intervention that was used in empirical studies is briefly
described. A detailed description of the design and functionality of the
intervention is described in the paper published in BMC Psychiatry
(see Paper 1).

Brief Adjustment Disorder Intervention (BADI) is an internet-based
modular intervention for adjustment disorder developed at Vilnius University.
The intervention is based on CBT and mindfulness, has elements of positive
psychology and body-mind practices. Partly due to its structured nature, CBT
has been adopted for many internet-based interventions and more than 200
randomized controlled trials have been published often reporting iCBT
effectiveness (Carlbring et al., 2018). Mindfulness practice can help reduce
stress that can in turn help to reevaluate the stressor from a different
perspective (Garland, Gaylord, & Fredrickson, 2011). The use of positive
psychological interventions may be considered as a complementary strategy
in mental health promotion and treatment (Bolier et al., 2013). BADI is
intended to be used as a self-help intervention while facilitating psychological
resilience, developing coping skills and utilizing personal and social
resources. BADI consists of 4 modules: Relaxation, Time management,
Mindfulness, Strengthening relationships. Every module has three exercises
in it (see Paper 1).

Intervention development, study planning and execution. The intervention
was developed by a group of researchers from the Center for
Psychotraumatology, Institute of Psychology at Vilnius University. The whole
team participated in discussions on the concept of the intervention. Supervisor
of this PhD thesis dr. E. Kazlauskas was the principal investigator. The author
of this dissertation J. Eimontas was the research coordinator. Other group
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members — co-principal investigator dr. P. Skruibis and team member dr. M.
Dovydaitiené were responsible for providing ideas for the intervention
development. Core researchers in these studies were also dr. P. Zelviené and
dr. E. Mazulyté-Rasytiné. The author of this dissertation J. Eimontas was
significantly involved in development of intervention and all research
activities, including coordination of group meetings, collaboration with the IT
software development company, he assisted in preparing applications of
ethical approvals for institutional review board, was involved in data
collection, data management, and analysis of data.

Intervention development was based on an assumption that all people
experience stressors of various intensity in their life. Furthermore, the group
aimed to find a way to empower people by providing psychological techniques
with strong empirical evidence behind them. As stressors can be so different,
we decided to make the intervention modular, so that every individual could
choose to use only those exercises that are relevant to him/her. The
intervention was developed not to exclusively address the stressors that had
been experienced, but rather to help the individual deal with stress which in
turn should allow a better judgement and regain optimal level of adjustment.

All the exercises of the intervention were directed at improving coping
with stress in various domains. To reduce body stress, we implemented
mindfulness and body to mind techniques to the exercises. These techniques
were aimed at helping to calm down, reduce stress, and broaden focus.
Planning exercises were aimed to introduce effective coping techniques, for
example, by dividing the tasks required to deal with the stressor or its
consequences to smaller parts and address them one step at a time. Exercises
directed at relationships were designed to catalyze active social coping
actions. In each exercise there was a description about how that exercise is
intended to work, what conditions are needed to do the exercise and how much
time it would take to complete it. The instructions on how to complete the
exercises were provided in writing and for some exercises audio instruction
were also available. All 12 exercises had their distinct purpose. Those
purposes were stated in a straight forward manner in the description of the
exercise so that every user of the program could see it (see Paper 1, Table 1
for more detailed information).
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4.2. Participants

All participants were self-referred through the study website. The information
about the study was posted on the official website of Vilnius University and
on the Facebook page of Center for Psychotraumatology at Vilnius University.

Participants willing to participate in the studies had to meet these inclusion
criteria: 1) exposure to at least one significant life stressor during the last two
years; 2) high levels of ICD-11 adjustment disorder symptoms; 3) > 18 years;
5) sufficient knowledge of Lithuanian language to understand instructions and
provide informed consent. More information about participants in Study 1 and
Study 2 is presented in procedures section.

Randomization was continuous in a way that participants were randomized
to study groups within 24 hours after completing the self-report assessment at
baseline. No stratification was applied. The randomization was performed
using the random number service at www.random.org.

4.3. Procedures

Study 1 and Study 2 had different study designs. Therefore, procedures of the
studies and characteristics of participants in the studies are described
separately.

Study 1

A total of 284 participants were included in this study. Mean age of
participants in this study was M = 33.13 (SD = 11.70), 82.4% (n = 234) were
female. In the study sample: adjustment disorder symptoms M = 28.06 (SD =
2.88), well-being M = 35.25 (SD = 17.62).

Internet-based adjustment disorder intervention BADI was compared to a
waiting-list control group. Intervention duration was 30 days. Participants
were asked to complete assessment at baseline (T1) and 30 days after the
intervention (T2). Follow-up data at 3 months after completing intervention
(T3) was also obtained. These data are still being analyzed and prepared for
publication.
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Study 2

A total of 1077 participants were included in this study. Mean age of
participants in this study was M = 35.25 (SD = 11.70), 82% (n = 879) were
female. In the study sample: adjustment disorder symptoms M = 27.73 (SD =
2.78), well-being M = 36.71 (SD = 16.22).

Intervention. Internet-based adjustment disorder intervention BADI was
compared to a BADI intervention with therapist support on demand.

Therapist support demand was available only for one intervention group.
All communication between therapist and participant took place on the study
website. Therapists were five clinical psychologists with no less than three
years of clinical experience. Participants were not assigned to specific
therapists. Instead clinicians took shifts on day per week. Therapists were
instructed to provide only support to engage in the intervention and use the
exercises in the intervention. Participants had a possibility to demand for
therapist support after completing an exercise by leaving a question or a
comment. Therapists had the possibility to answer only once to one question.
In order to leave another comment or question participants had to complete
one of the exercises again.

Intervention duration in this study was 60 days. Participants were asked to
complete assessments at baseline (T1), after 30 days at mid-treatment (T2),
after completing the intervention (T3) and at 3 months’ follow-up (T4).

4.4. Measures

Demographic data collected in the studies included: age, gender, marital
status, occupational status, level of education, area of residence (rural, urban).
Participants were also asked to answer in their own words how they found out
about the intervention Main outcome measures for both RCTs were symptoms
of adjustment disorder and level of well-being.

Adjustment disorder. To measure ICD-11 adjustment disorder symptoms
we used a short version of the Adjustment Disorder New Module (Glaesmer
et al., 2015) — the ADNM-8. The short version was derived from the previous
large scale study of adjustment disorder in the Lithuanian general population
(Zelviene et al., 2017). The ADNM-8 comprises of a list of 17 stressful events
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and a list of eight items measuring core ICD-11 adjustment disorder
symptoms. The first list included nine chronic stressors (e.g., financial
problems), seven acute stressors (e.g., loss of a loved one) and one fill-in space
for other possible stressors. The participants were asked to indicate which of
these stressors they experienced in the last two years. In the second list of
ADNM-8, four questions comprise the subscale of preoccupation symptom
and four comprise the subscale of failure to adapt symptom. Participants were
asked to indicate on a 4-point Likert scale (1 = never, 2 = rarely; 3 =
sometimes; 4 = often) how often they experienced adjustment disorder
symptoms in the last two weeks. The cut-of score of ADNM-8 used in both
studies was >23, which indicates high level of adjustment disorder symptoms
based on the findings of a previous study in a general population in Lithuania
(Zelviene et al., 2017). In Study 1 the internal consistency of the ADNM-8
adjustment disorder symptom subscales was high with Cronbach’s alpha =
0.89. In study 2 the internal consistency was also good with Cronbach’s alpha
=0.83.

Well-being. To measure well-being, we used a well-being questionnaire
WHO-5 developed by the World Health Organization (World Health
Organization, 1998). It is a brief five statement self-report Well-being index.
Participants were asked to rate on a 6-point Likert scale (from 0 = at no time
to 5 = all the time) how well each statement suited their state over the last two
weeks. The raw score varies from 0 to 25. The WHO recommends multiplying
the raw score by four. This allows an easy conversion to percentage scale.
Scores below 50 show low well-being and a risk of depression anxiety or other
mental health difficulties (Topp, @stergaard, Sgndergaard, & Bech, 2015).

4.5. Data analysis

Statistical analyses were performed with IBM SPSS Statistics versions 23 and
24. IBM AMOS 23.0.0 software was used for Confirmatory Factor Analysis
(CFA). ANOVA and ANCOVA statistics were used to analyze effect sizes in
RCT studies.
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5. RESULTS

Over 3000 unique users registered through the study website during the course
of two years. Attrition and dropout were high in both trials. In the first trial
non-usage attrition, meaning that participants randomized to intervention
group did not complete at least one exercise, was 53% (n = 82), dropout,
meaning that participant either did not complete at least one exercise or/and
did not complete the assessment post-intervention, was 87% (h = 135). In the
waiting list control group 475% (n = 60) did not return for the second
assessment and were considered dropouts. In Study 2 non-usage attrition was
66% and there were no significant differences between groups. However,
significantly more often participants completed T2 assessments in the BADI
with therapist support on demand group compared to BADI alone group, 67%
(n =125) and 76% (n = 136), respectively. Apart from belonging to different
study groups, there were no other differences in any of the assessed features.
A summary of main results is provided in the following subsections. For more
detailed results, please see the papers presented later in this dissertation.

5.1. Psychometric properties of adjustment disorder measure

In total, data from 1174 participants of whom 958 were women (81.6%) were
included in the data analysis of ADNM-8 psychometric properties. Participant
age range was from 18 to 76 years (M = 34.85, SD = 11.46). The majority of
the participants were from urban areas (83.0%) and had a university education.
Statistical analysis of a brief adjustment disorder symptom measure ADNM-
8 showed good psychometric properties.

Reliability was acceptable with Cronbach alpha for the total ADNM-8
scale was o= 0.83 and a = 0.85 for the preoccupation subscale and a = 0.71
for the failure to adapt scale. The Confirmatory Factor Analysis of the
ADNM-8 structure was performed. The revised goodness-of-fit indexes
revealed good model fit: y* = 66.53 (df = 18), p < 0.001, RMSEA = 0.048
(95% CI 0.036-0.061), CFI = 0.985. Finally, we measured ADNM-8
divergent validity with WHO-5. Correlation between ADNM-8 and WHO-5
was statistically significant, r = -0.45, p < 0.001. WHO-5 correlation with
preoccupation subscale was r = -0.35, p < 0.001 and with failure to adapt
subscale correlation was r =-0.43, p < 0.001. Each ADNM-8 item correlations
with WHO-5 ranged from r =-0.28 to r = -0.43 (see Paper 2 for more details).
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5.2. Intervention outcomes compared to a waiting list control

There were some differences between participants randomized into the study
groups. Participants in the waiting list were significantly younger (M = 31.48)
compared to participants in the intervention group (M = 34.49) and there were
significantly fewer full-time workers (46.9% and 62.3%, respectively) and
more students (33.6% and 20.8%, respectively). Baseline assessment revealed
that study participants (n = 284) experienced on average four life-stressors (M
=4.23, SD = 2.08) during the last two years. The most prevalent stressor was:
1) too much or not enough work 62.0% (n = 176), followed by 2) conflicts in
family 55.3% (n = 157), 3) financial difficulties 46.8% (n = 133), 4)
difficulties because of limited time and deadlines 46.8% (n = 133), and
conflicts at work 34.5% (n = 98). There was no significant difference in
experienced stressors between study groups (see Paper 3 for more details).

After 30 days in the intervention the reduction in adjustment disorder
symptoms was significant in both study groups. The intervention group had a
statistically significant reduction with an effect size of d = 0.63. Statistically
significant decrease of adjustment disorder symptoms was observable in the
delayed treatment control group, but the effect size was small, d = 0.23. A
comparison of the intervention group to a delayed treatment waiting-list group
revealed moderate between group effect sizes of d = 0.57 for adjustment
disorder and d = 0.51 for well-being (see Paper 3 for more details).

5.3. Intervention outcomes compared to a group with added therapist support
on demand

No significant differences were found at baseline assessment between BADI
self-help group and BADI group with therapist support on demand regarding
any of the measures, except, there more women randomized to the BADI
group with therapist support on demand (84%) than to the BADI self-help
group (79%). However, there were no significant gender effects for
adjustment disorder symptom levels (t(1075) = 0.99, p = .324) and levels of
psychological well-being (t(1075) = 1.23, p = .218) at baseline. Participants at
baseline assessment indicated that they had experienced an average of four
stressors (M= 4.05; SD = 1.87) during the previous two years. Most common
stressors in this sample were: too much or not enough work 61% (n = 656),
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conflicts in the family 51% (n = 547), and financial difficulties 45% (n = 487)
(see Paper 4 for more details).

A comparison between a group using standard BADI self-help intervention
with a group using BADI with added therapist support on demand revealed
that both groups gained similar effects. The post-intervention between groups
effect sizes were d = 0.004 and d = 0.001 for adjustment disorder symptoms
and for well-being respectively. Significant changes in adjustment disorder
symptom reduction and increased well-being were observed in both study
group at T2 assessment. The effect size for adjustment disorder symptoms in
the self-help group only was d = 0.53 and d = 0.67 for well-being at T2. In the
group with therapist support the effect sizes were d = 0.51 for adjustment
disorder symptoms and d = 0.58 for well-being. The results indicate that
significant results were gained during the first 30 days in the intervention. No
further significant effects were gained during the following 30 days at T3 (see
Paper 4 for more details).
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6. DISCUSSION

Although the research field of internet-based interventions has been producing
an increasing number of interventions and evidence for efficacy of these
interventions, adjustment disorder has received comparably less attention than
other prevalent mental health disorders. Our studies were among the first ones
that addressed this gap and demonstrated that internet-based self-help
intervention for adjustment disorder could be a feasible solution even without
therapist support. Furthermore, analysis of a brief assessment measure for
ICD-11 adjustment disorder demonstrated good psychometric properties and
supported the ADNM-8 structure with two subscales of preoccupation and
failure to adapt.

6.1. Outcomes of internet-based self-help intervention

6.1.1. Changes in adjustment disorder symptoms and well-being

Results of our randomized controlled trials showed that participants, who used
the internet-based intervention had moderate decline in adjustment disorder
symptom levels and a moderate increase in level of well-being. These findings
are in line with the results from other studies showing that immediate results
achieved by exploiting internet-based interventions could improve mood and
reduce distress (Elefant, Contreras, Mufioz, Bunge, & Leykin, 2017) and
reporting large to moderate outcome effects of internet-based self-help
interventions for various mental disorders (Berger et al., 2011; Carlbring et
al., 2005; Christensen et al., 2004). Our findings also support the claims that
internet-based interventions could be well-suited for adjustment disorder
(Maercker et al., 2015). Moreover, after using the intervention for two months
a quarter of participants from Study 2 no longer were in risk group of
adjustment disorder, based on our cut-off score for adjustment disorder on the
ADNM-8 scale.

Although we found that the intervention had moderate positive effects on
adjustment disorder symptoms and well-being, long-term effects of our
intervention are not clear. Adjustment disorder is considered to be a transient
disorder and previous research has demonstrated, that the course of
developing adjustment disorder for individuals after stressful experiences can
vary significantly and symptoms could develop even 12 months after onset of
the stressor (O’Donnell et al., 2016). Moreover, the consequences that follow
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a serious stressful life event could continue to cause adjustment difficulties
even after the original stressor has ended. For example, the few of the most
prevalent stressors in study of individuals who involuntarily lost their job were
financial problems and conflicts in the family (Lorenz, Perkonigg, et al.,
2018). Therefore, follow-up studies are needed to determine the consequences
of the original stressor and the mechanisms of the intervention. Moreover, the
moderate effects found in our studies were not that large and should be
interpreted with a caution. We cannot rule out that part of the effects observed
were due to effects of concomitant treatments, social desirability or even
placebo. Moreover, a lot of participants did not use the intervention at all and
the results only represent the outcomes for completers.

It was found that participants in the waiting list group (for more detailed
results see Paper 3) experienced a mild improvement in adjustment disorder
symptoms. Although the effect sizes were small, this raises concern. One
explanation could be that the effects observed in the waiting list group were
random and that the decline in symptom levels was a natural course of
recovery and decrease of adjustment disorder symptoms, because it is a
transient disorder (Bachem & Maercker, 2016; Casey, 2018) or that the
stressor for participants in the waiting list could have ended while they were
waiting. The exact time since the onset of the stressor was not measured, so it
could also be the case that adjustment disorder symptoms reported by the
participants were only acute reactions to the stressor. However, this finding
contradicts to findings from a recent network meta-analysis which
demonstrated that participants in the no treatment groups gained better
outcomes compared to the participants in the waiting list groups,
demonstrating that waiting list groups could act as nocebo — stop participants
from taking care of their problems and wait for the promised intervention to
help (Furukawa et al., 2014). Nevertheless, we found no improvements in
well-being for the waiting list group in our study.

6.1.2. Process of coping and concept of the intervention

Process of coping. Adjustment disorder could follow a wide range of
significant stressful life experiences. Therefore, our aim was to develop an
intervention that could reach as many individuals as possible with diverse
significant negative stressful life experiences. Hence, internet and
psychological self-help principles seemed a logical decision. The conceptual
background of the intervention was based on the fact that coping with stress
is considered to be a multidimensional process (Skinner et al., 2003), which
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depends on the individual and on the environment. Some of the stable
individual coping resources that improve the ability to manage stressful events
are optimism, self-esteem, social support and psychological control or mastery
(Taylor & Stanton, 2007). Learned, practiced and mastered coping skills like
mindful breathing could eventually become resources for successful coping in
the future. However, traditionally interventions for adjustment disorder were
adopted from treatments of other disorders and involved a mental health
professional (Bachem & Casey, 2017). For example, recently there were
successful attempts to treat adjustment disorder with CBT based problem
solving program (Reschke & Teichmann, 2008) and Eye Movement
Desensitization and Reprocessing (EMDR) (Cvetek, 2008).

Modular design of the intervention. Our intervention was designed as a set
of tools that the participants could reach via internet and use in coping with
their stress. We included exercises for relaxation and notification of mind and
body, for planning and organizing activities, and for catalyzing social
interactions in order to provide a wide range of ways of coping. We estimated
that the exercises would interact with the coping process. For example,
relaxation achieved by using mindfulness practices has been shown to help
reduce the level of stress which indirectly might be helpful in coping with a
stressor, as it allows to broaden the focus and re-evaluate the stressful situation
in a different context (Garland et al., 2011). Our intervention was not linear
(or step-by-step) in a sense that participants were not asked to complete one
stage to be able to proceed to another one. Therefore, there were many ways
that each participant could have used the intervention. For example, the
participant could have used only one exercise during the whole study or all 12
exercises multiple times a day every day of the study. We could not log all the
behavior patterns because for an exercise to be registered as complete, the
participant had to push a dedicated button on the screen. However, preliminary
website tracking data analysis revealed that in quite a few instances
participants would just leave the study website without registering the
completed exercise. Despite this limitation, there are at least a few advantages
of interventions of this type. Firstly, it was designed to allow participants to
help themselves. By doing the intervention tasks the participants could learn
the effective and evidence-based psychological self-help techniques and apply
these skills later in life when needed. So the implications of the intervention
could potentially be long-term. Secondly, coping with the stressful event by
oneself also might be an empowering experience and increase self-efficacy
(Bandura, 1977; van der Klink, Blonk, Schene, & van Dijk, 2003; van der
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Klink & va Dijk, 2003). Regaining control of yourself after a significant life
stressor at least for a brief moment can be good for self-confidence, showing
study participant that change is possible and reinforce other active coping
strategies.

Self-guidance in the intervention. Part of the concept of our intervention
was that participants were entrusted to choose the most suitable exercises for
their situation and choose the optimal frequency (or dose). We do not know if
participants actually chose the exercises that were the most relevant to their
experienced stress and coping needs. They could have chosen to do exercises
that require less effort and change. Furthermore, we do not know if the
participants have actually learned the exercises and applied them outside the
study setting. Therefore, due to these methodological issues it is complicated
to measure the dose - response effect in internet-based modular self-help
interventions. Lastly, this self-guided intervention might not be suitable for
complex cases, because some stressors require the individual to make
important life changing decisions or acknowledge and integrate serious
changes in one’s life that might supersede current coping capabilities and be
too difficult to disentangle without support from a mental health professional.
This could explain why in our study individuals with very high levels of
adjustment disorder symptoms did not engage in the intervention. Finally,
when discussing adjustment disorder symptom change, we cannot rule out that
the effects observed are in some extent related to some of the mechanisms
proposed by literature in social psychology, namely the phenomenon of
cognitive dissonance (Festinger, 1962) and social desirability bias (Edwards,
1957).

6.2. The role of therapist support in internet-based interventions

Added therapist support on demand did not contribute to the effects of the
original internet-based intervention but was a significant predictor of
compliance with study procedures. Statistically significantly more
participants from the group with therapist support on demand participated in
assessments than in the self-help alone group which supports the claims that
contact with therapist could contribute to the overall outcomes of the
intervention (Andersson et al., 2009; Baumeister et al., 2014). However,
similar intervention outcomes reached on adjustment disorder symptoms and
well-being in both self-help and guided self-help groups seem to support
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previous findings showing no between groups effects (Olthuis et al., 2016),
but contradict with findings from other studies which reported superiority of
guided groups over self-help alone (Andersson & Cuijpers, 2009; Berger et
al., 2011; Spek et al., 2007). These differences might be explained by several
factors. Firstly, guidance in this study was on-demand and although most did,
not all participants used this option. Secondly, therapists were strictly
instructed only to support participants in using the intervention. Other studies,
showing positive guidance effects in internet-based interventions, used
therapist support of various different forms (e.g., support on telephone) and
intensity (e.g., regular daily or weekly) compared to the one used in our study
(Baumeister et al., 2014).

Moreover, even though research supports the value of the alliance between
the client and the therapist, a growing body of evidence shows that reduction
of therapy to a “curative relationship” is over simplistic (Newman, Erickson,
Przeworski, & Dzus, 2003) and that specific therapeutic factors such as
therapy techniques, for example exposure-based treatments for anxiety
disorders, account for a significant portion of the treatment effectiveness
(Lambert, 1992). Our studies contributed to the available knowledge by
showing that other important aspects of internet-based interventions,
particularly adherence, could be affected by adding minimal therapist support.
These findings are particularly important when considering intervention
implementation.

Furthermore, it appears that some participants might have used the
intervention as an addition to conventional face-to-face therapy. An analysis
of open-ended question in the assessment questionnaires on how participants
found out about the intervention showed that some of them were directed to
the intervention by their therapists. The prospects of blended treatments (when
face-to-face therapy is complemented with internet-based interventions) to
become an acceptable and cost-effective solution for treatment of mental
health problems are just emerging (Kooistra et al., 2016; Marks et al., 2004).
The possibility of BADI being used in a blended treatment format should be
addressed in future studies. In these studies, we did not analyze how many
participants used BADI intervention as complimentary to face-to-face therapy
and how the relationship between the participant and their therapist from face-
to-face therapy could have influenced the outcomes in BADI studies.

Finally, including therapists could be inevitable in treatments directed
straight to solving the problems that arise with the stressor. A more personal
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approach combining internet-based intervention practices and more individual
contact with mental health professionals could have the ability to address more
severe and complex cases and increase adherence (Rachyla et al., 2018), but
it would also require more resources and would be able to reach smaller
populations. Nevertheless, there is a need of massive open online interventions
(MOOTI’s) to serve the considerable proportions of underserved individuals
who need mental health services (Mufioz et al., 2016). Due to the lack of
mental health professionals, other ways to provide evidence-based treatments
without therapist support need to be explored.

6.3. Treating disorder or normal reactions to life stressors

In this section we discuss whether adjustment disorder really is a disorder and,
if it is, what kind of interventions are the most suitable and could be used to
treat it most effectively?

It is a never ending debate on what should be classified a mental disorder
and what is just a normal living experience reactions (Fabrega Jr & Mezzich,
1987). Research has not been able to provide evidence about biological and
other factors that would enable delineation of adjustment disorder and normal
reactions to stress, therefore diagnosis are often based on coarse descriptors,
symptom numbers and their duration (Bachem & Casey, 2017). If we look at
the classification and diagnosis as solely a mean which helps provide
specialized psychological help for those suffering from excessive stress, then
the diagnosis makes sense. Because of transient nature of adjustment disorder
one could argue that treatment is not necessary. However, if the stressor
persists, symptoms can also persist. Moreover, it has been demonstrated that
adjustment disorder can begin more than 12 months after a traumatic event
and can result in more severe disorders if untreated (O’Donnell et al., 2016).
In fact, longitudinal studies suggest that a single common factor underlies
vulnerability to a variety of mental symptoms, from depression through
anxiety to psychosis (Stephan et al., 2016). In addition, stressful event is not
isolated in the individual’s life. Therefore, if the individual cannot cope
successfully, eventually important areas in his/her life could get affected:
occupational, school, relationships and other (Lorenz, Perkonigg, et al., 2018;
Maercker, Brewin, Bryant, Cloitre, Reed, et al., 2013). Furthermore,
symptoms attributed to adjustment disorders have been shown to be associated
with high risk of suicide and suicidal behavior, substance abuse, and the
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prolongation of other medical disorders or interference with their treatment
(Pelkonen, Marttunen, Henriksson, & Loénngvist, 2005), therefore timely
professional help might be necessary to prevent further deterioration.
Moreover, self-help interventions could be a way to provide evidence-based
self-help for individuals with sub-clinical non-reimbursable syndromes
(Scogin etal., 2003). And lastly, individuals who experience some adjustment
problems and are willing to cope with them on their own or individuals who
for one reason or another cannot get or do not seek professional help, are left
to rely on advice from pseudoscientific sources and popular psychology.
These arguments alone could justify the necessity to reliably identify the cases
when individuals have no more coping capabilities and to provide evidence-
based treatments for those struggling after significant severe life events.

However, psychiatric diagnosis is also usually associated with stigma
(Byrne, 1997; Dinos, Stevens, Serfaty, Weich, & King, 2004). Moreover, it
should not be dismissed that stress is an important part of our life and is
essential when aiming to achieve important life goals. It allows us to mobilize
and maximize all our potential to solve specific problems (Skinner et al.,
2003). An overly broad concept of mental disorder can overpathologize
reactions to stress, overestimate the ability to eliminate unhappiness, and
neglect the potential value of suffering (Pierre, 2012). Therefore, untimely
diagnosing of stress-related disorder and early interference could hinder
natural coping and developmental processes. However, when the task
supersedes our current capabilities to solve the problem, then it is almost
impossible to achieve a satisfactory result without improving our coping
strategies or resources (knowledge, expertise, social or professional network
etc.). Having discussed the potential utility, we believe that having an
adjustment disorder diagnosis in classifications is valuable from an individual
and public health perspective. One way to reduce stigma associated with
treatment could be to provide intervention like BADI that are aimed at
increasing coping capabilities rather than treating a disorder.

Assessing adjustment disorder. Since the introduction of proposals to
change the concept of adjustment disorder in the upcoming ICD-11, there are
now clear criteria with two distinct symptoms for assessing individuals
suffering from adjustment disorder after severe stressful life events. Also,
internet-based interventions provide a unique opportunity to integrate the
assessment procedures which allows to automatize some of the assessment
procedures and provide prompt feedback to the participants.
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To measure adjustment disorder symptoms, we used the brief version of
the ADNM. Reliability of adjustment disorder measure the ADNM-8 and its
subscales in the help seeking sample of adults was acceptable and similar to
the full version of ADNM (Lorenz, Bachem, & Maercker, 2016). Moreover,
current study supported the structure of a brief adjustment disorder assessment
measure ADNM-8 with two symptom subscales of preoccupation and failure
to adapt. These findings support the proposals for the ICD-11 adjustment
disorder definition (Maercker, Brewin, Bryant, Cloitre, Reed, et al., 2013), the
concept adjustment disorder in the recently published ICD-11 (World Health
Organization, 2018) and are in line with findings from other population based
studies (Zelviene et al., 2017).

However, there were limitations regarding assessment of adjustment
disorder in our studies that need to be addressed. Firstly, the adjustment
disorder symptom assessment was based fully on self-report measures over
the internet. The ADNM-8 is brief and does not take much time to complete,
therefore it could have increased the chances of participants completing the
assessment. Moreover, we did not seek to establish a diagnosis, but rather
measure the intensity of the symptoms. However, a thorough clinical
interview with a mental health professional using a ICD-11 structured
interview protocol could provide with more reliable data. Nevertheless, no
validated clinical assessment interview is yet available (Kazlauskas, Zelviene,
et al., 2018) and there are implications that clinical assessment of ICD-11
adjustment disorder could face some challenges in the future as clinicians find
it difficult to accurately distinguish positive symptoms introduced for the
ICD-11 adjustment disorder diagnosis (Keeley et al., 2016). Furthermore,
although psychometric properties of the instrument were good, the sample
consisted of self-referred help seeking individuals. Therefore, further studies
with clinical samples and specific stressors are needed to gain data on cut-off
scores. Moreover, test-retest reliability studies are also needed to test ADNM-
8 consistency. Finally, comorbidity was not addressed in these studies,
therefore we do not know what effect comorbid disorders could have had on
adherence to study procedures, engagement in the intervention, dropout and
overall treatment outcomes.

Overall, findings from our studies are important in supporting the proposed
new concept of adjustment disorder with specific symptoms. Diagnostic
criteria based on positive symptoms should allow for a better differentiation
between adjustment disorder, normal reactions to stressors and other mental

39



health disorders. Reliable measures in turn are necessary for developing and
testing interventions for adjustment disorder.

6.4. Challenges for developing and researching internet-based adjustment
disorder interventions

Variety of stressors. Intervention used in our studies could be suitable for all
kinds of stressors because it is aimed at more basic coping mechanisms. For
example, progressive muscle relaxation or breathing awareness exercises
could be used when there are deadlines to be met or when experiencing
divorce. However, although useful and could activate other coping processes,
using only these exercises could be insufficient depending on the specific
situation. For example, help seeking participants in our studies experienced
on average four stressors in the last two years before enrolling to the studies.
The fact that individuals often experience more than one stressor have clinical
and methodological implications. Firstly, it might be hard to identify which
stressor is the main cause of the adjustment problems and if other stressors
could be a consequence of the original stressor or are separate unrelated
stressors. For example, a recent study of individuals who involuntary lost their
job showed that financial problems and conflicts in family were among other
most common stressors (Lorenz, Perkonigg, et al., 2018). This fact might be
extremely important for internet-based interventions designed to target
specific stressor. Which stressor should be targeted? Is the most disturbing
stressor the one that needs to be dealt with first or is it rather the initial stressor
that needs to be targeted? Our intervention was not directed at a specific
stressor and this might explain the only moderate effect sizes it was able to
achieve.

Another issue stems from the qualitative and quantitative differences
between stressors. Stressors can be chronic or acute, also interpersonal or
nature related (e.g., flood or drought that could that could destroy the crop).
Therefore, the course of adjustment disorder might vary and require different
interventions. Breathing or mindfulness exercises might not be enough when
the individuals are constantly conflicting with co-workers for a while and
therefore problem solving interventions might be appropriate in such cases.

Developing universal internet-based intervention that could address the
variety of stressors, differences in them and their combinations and provide a
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psychosocial solution to deal with reactions to these diverge stressors in the
most suitable way in a given situation for an individual is a challenge.

Recruitment limitations. All the participants in our studies were self-
referred and this is in line with the primary purpose of the intervention.
However, although it was our target population we cannot generalize findings
for the clinical setting. More specialized intervention programs designed to
address treatment of a specific stressor should be evaluated in a specific
setting, for example an outpatient clinic, in order to be able to make broader
generalizations in clinical populations. Furthermore, not all individuals use
approach-oriented coping strategies (Taylor & Stanton, 2007), therefore,
avoidant participants could have been missed by our studies. The majority of
participants in our studies were women in their 40’s. This trend can be
observed in many other studies of internet-based interventions (Knaevelsrud
& Maercker, 2010; Oromendia et al., 2016) with the exception of studies with
military samples where the majority of participants tend to be men (Gros,
Yoder, Tuerk, Lozano, & Acierno, 2011; Yuen et al., 2015). This difference
raises a question if women are more open to receiving help from others while
men try to overcome stressful events on their own, without support from
anyone? Or is it that adjustment disorder is more prevalent among women?
Research suggests that both could be true. At least one study has demonstrated
that adjustment disorder is twice as prevalent among women than men
(Ayuso-Mateos et al., 2001). Furthermore, men are less likely to seek help for
their mental health problems (Addis & Mabhalik, 2003; Galdas, Cheater, &
Marshall, 2005). Nevertheless, some evidence suggest that men who have
difficulties expressing their emotions respond more favorably to internet-
based counseling compared to face-to-face (Rochlen, Land, & Wong, 2004),
which means that internet-based interventions could facilitate treatment
seeking behavior among men.

Attrition. One of the biggest challenges in the research field of internet
interventions is attrition. Attrition is a term used to describe the process and
stages of dropout in internet-based therapies (Eysenbach, 2005). High attrition
is found to be a common phenomenon in freely available online interventions
(Eysenbach, 2005; Farvolden, Denisoff, Selby, Bagby, & Rudy, 2005). Open
access internet-based interventions often face high dropout rates with only up
to 1% of participants completing the whole recommended program
(Christensen et al., 2004; Farvolden et al., 2005).
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Our studies also had high attrition rates and this could be due to several
reasons. Firstly, because this was one of the first open publicly available
internet-based psychological interventions in Lithuanian language, there
might have been a substantial number of participants who were only interested
to see what the intervention is about with no intention to participate in the
intervention. Second explanation could be associated with the dose-response
effect (Farvolden et al., 2005). In our studies we tried to minimize the burden
of assessments to the participants by using short measures and limiting
assessments, we did not monitor the day-to-day adjustment disorder symptom
change. However, participants entered the study with different levels of
difficulties and coping resources. Therefore, their progress in the intervention
most likely was also different. It is possible that some participants felt better
after some time of using the program and at some point no longer needed to
use it. These participants have previously been called e-attainers (Christensen
& Mackinnon, 2006). However, these speculations should be thoroughly
checked in future studies. Nevertheless, some researcher suggest that attrition
data may be useful in informing about real-life adoption problems
(Eysenbach, 2005). Finally, Christensen and Mackinnon argue that even
though attrition rates in eHealth interventions are high, internet-based
interventions have advantages in trials as they are almost identical to all users
and even in drug trials it is hard to monitor if the participant has taken the
drug, whereas in internet-based interventions engagement is recorded
automatically (Christensen & Mackinnon, 2006).

Intention-to-treat. In a subsection about above, we discussed that high
attrition rates might be informative for implementation purposes. However,
we still need a rigorous method to analyze treatment effects on the target
outcomes. Intention-to-treat analysis (ITT) is the golden standard used for
efficacy calculations in RCT studies with high dropout rates and is a
recommended analysis in research guidelines (Eysenbach, 2011), but it tends
to undervalue the effects gained by the adherent participants in the
interventions (Eysenbach, 2005). However, in Study 2 even intention-to-treat
analysis showed significant changes in main outcomes. The question remains
open if ITT should remain the gold standard for psychosocial interventions
that are aimed at large populations and are public health oriented (Mufioz,
2017) or other outcome analysis designs should be adopted.

Engagement. At least some variance of attrition and adherence rates are
thought to be attributed to usability and interface issues, technical or other
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support, ease of enrolment, workload and time required (Eysenbach, 2005).
However, our study shows that symptom severity might also contribute to
engagement rates significantly. In Study 1 participants who did not do at least
one exercise in the program had statistically significantly higher levels of
adjustment disorder symptoms at baseline assessment compared to those
participants who did at least one exercise. This finding might be an indication
that those with worse condition could be too distressed to actually engage with
the internet-based self-help intervention and might need to work with a mental
health professional instead. It is impossible to say without further research
whether these were random effects or are there other factors could have
contributed to this difference in engagement behavior. However, there is a
possibility that modular design of the intervention adds uncertainty and it is
harder for highly distressed individuals to choose their own intervention path.

Participants in the Study 2 used the intervention significantly less during
the second month of the study. This usage pattern corresponded to initially
higher outcome effects reached during the first month of using the intervention
and small effects reached during the second month of the use of intervention.
We could argue that it was a natural decline due to the dose response effect
administered by the participants to themselves, i.e. that participants adjusted
the intervention to their needs during the first month. However, other possible
interpretations should also be considered. Research suggests that initial
communication about expected outcomes of an intervention could affect
engagement (Yeager, Shoji, Luszczynska, & Benight, 2018). Every exercise
in our intervention had brief description about the purpose of the exercise and
the expected outcomes. Providing transparent aims of the exercises could have
given hope and could have had initial effect on the participant’s initial
motivation to engage with the program. Moreover, after one month all
participants were asked to participate in the second assessment. This
assessment could have served as an indicator that one stage of the intervention
is complete. It is also possible that participants gradually used the intervention
less if their symptoms and well-being were not improving or vice versa.
Moreover, the intervention was modular and exercises were pretty much
straightforward, therefore at some point the participants might have
memorized intervention tasks and used them without logging online to the
intervention. In one interaction between the participant and therapist in Study
2, the participant actually revealed that he/she would actually do the exercises
without the computer and would return to the program only to contact the
therapist.
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However, promising methods to promote engagement without support
from a therapist are emerging. One particular example is an intervention called
“Woebot” delivered through social network’s Facebook messaging platform
Messenger (Fitzpatrick, Darcy, & Vierhile, 2017). The bot in this intervention
mimics the interaction with a therapist, while periodically checking in with
the user and responding to the users messages, and could possibly help
increase engagement in the internet-based interventions without increasing the
need for human resources (Fitzpatrick et al., 2017). Nevertheless, do we need
to pursue engagement in modular internet interventions is a more fundamental
question. Because all participants come to the intervention with different
stress levels and can choose their own pace of participation, some individuals
might gain enough before the recommended end of the intervention and do
not need to use it anymore. Therefore, future studies should consider flexible
assessment time frameworks for participants who stop using the intervention
before the end of the study. This methodological solution could provide with
an opportunity for a more precise estimation of intervention effectiveness.
Moreover, engagement behavior patterns in study settings could inform the
implementation of the intervention stage by showing how likely it is that the
users will use the intervention.

Adherence to study procedures. Usually, in the context of research on
internet interventions, adherence is defined as participant’s compliance with
study procedures (Van Ballegooijen et al., 2014). Most often reported
indicators of adherence are the completion of assessment measures throughout
the study and completion of intervention modules. However, in our study there
were no specific requirements for the engagement with the intervention.
Adherence to study procedures, specifically, completing follow-up self-report
assessments, in our studies was rather low, but significantly better in the group
with therapist support on demand. This is a consistent finding in internet-based
interventions comparing guided versions to unguided ones (Nicholas et al.,
2010; Nordgreen et al., 2012; Titov et al., 2013). Often in research settings
non-respondent participants are proactively contacted via phone or email by
study staff. Although this methodological approach has benefits because it can
help significantly reduce the amount of missing data, we did not employ it in
our studies. Due to high dropout rates in both randomized controlled trials, we
could only get effectiveness results instead of efficacy.

In Study 1 participants assigned to the waiting list were proportionally
more adherent compared to the intervention group. One explanation to this
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difference could be the expectations of the participants in the waiting list
group. They had not yet seen or used the intervention, therefore, could have
had more motivation to complete the assessment, whereas the intervention
group has already got everything that they could, therefore they might not
have had the same motivation. Moreover, there were differences in adherence
between study groups in Study 2. The group that had an option of therapist
support on demand was significantly more adherent. Higher adherence rates
in therapist guided interventions are in part attributed to the additional social
pressure that is created when the participant knows that there is an actual
human involved in the intervention and that he/she has dedicated his/her time
for the intervention and might be expecting the participant to comply with the
procedures (Meyer et al., 2015).

There might be variables at play that we did not take in to account and
measure in our studies. A recent systematic review analyzed predictors and
reasons for adherence in internet based-intervention and found that besides
having guidance, female gender, higher treatment expectancy/credibility were
the also significant predictors of adherence, while other factors such as age
and belonging to study group showed mixed results (Beatty & Binnion, 2016).
Another study on internet-based intervention for depression and anxiety found
that inclusion of automated emails facilitated adherence and completion,
particularly for those with comorbid or elevated symptoms (Titov et al., 2013).
However, in our study all participants received reminder emails, therefore we
could not assess their effects to adherence.

When considering attrition, engagement and adherence we should not rule
out individual differences in other variables, including therapist factors,
rewards and incentives, program duration, aspects of service delivery and
personality factors, such as self-efficacy, self-determination, expectations, or
support from partners and friends (Christensen, Griffiths, & Farrer, 2009).
Finally, hardcore users and their personality features that are responsible for
their persistence, assertiveness could play a role in adherent behavior
(Eysenbach, 2005). Further attention to developing strategies that facilitate
adherence, engagement are needed to realize the potential of self-guided
interventions (Titov et al., 2013).

Internet controversy. At last, it might seem controversial that we tested an
internet-based intervention for adjustment disorder when there are debates that
excessive use of internet itself could be a catalyzer for developing mental
health problems (Kross et al., 2013; Oberst, Wegmann, Stodt, Brand, &
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Chamarro, 2017). However, recent studies provide contradictive results with
some of them demonstrating that excessive time spent on the internet is
associated with poorer mental health and increased loneliness for younger
individuals (Yao & Zhong, 2014), while others showing that more time spent
on internet could actually be associated with decreased loneliness, increased
numbers social contacts for older individuals (Cotten, Anderson, &
McCullough, 2013) and higher perceptions for self-efficacy (Erickson &
Johnson, 2011). However, we argue that internet is just a tool and not a
stressor by itself. Moreover, internet can provide with advantages in delivery
of intervention for individuals with mental disorders. Frequent internet users
are easier to reach because they are already on the internet and they are used
to doing things on internet. Additionally, evidence for internet being a
significant contributor to adjustment difficulties are contradicting and require
further exploration. On the contrary, some games, such as Pokemon Go,
successfully promoted going out and physical activity (Yang & Liu, 2017).
Moreover, wearable technology is successfully helping to motivate people to
lead physically active life and also engage more with others (Naslund,
Aschbrenner, Barre, & Bartels, 2015). For example, some smartwatch
companies provide software that allows its users to connect with their friends
and family and have competitions (e.g., who will make the most steps during
the week or the weekend). Another phenomenon is that it is easier now than
ever to find people with similar interests and similar problems and getting into
online peer network (e.g., dedicated forum) could help to challenge stigma,
increase activation and direct to relevant information and interventions
(Naslund et al., 2015).

The literature is inconclusive, but evidently the market of internet-based
applications is moving faster than research (Bakker et al., 2016), probably
partly because of the revenue that these gadgets and software that come with
it generate. Although caution should be exercised when providing
interventions for adjustment disorder through internet, the advantages of the
reach and flexibility that come with the exploitation of internet should not be
undermined.
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6.5. Future directions

Internet-based intervention for adjustment disorder can potentially help
overcome some of the barriers to mental health care, such as reachability and
waiting lines. Over 3,000 individuals who registered to our studies indicate
the need of easily accessible open internet-based interventions for stress-
related difficulties. These studies were among the first ones to test treatment
effects of an internet-based intervention for ICD-11 adjustment disorder.
Findings from our studies showed promising results for using internet-based
interventions in treatment and research of adjustment disorder, but also raised
more questions that could serve to guide future research of internet-based self-
help interventions for adjustment disorder.

Although we found that internet-based self-help intervention could be
effective in reducing adjustment disorder symptoms, demonstrating the actual
process of change and identifying the most effective coping strategies in
dealing with adjustment disorder could be the next step in research. In order
to achieve these aims, future research might need to accumulate more data on
the personal features of intervention users, and integrate theoretical models
explaining adjustment disorder reactions. For example, interpersonal model
and social disclosure, social acknowledgement, social network constructs
should be considered when studying coping with stressor. Moreover, research
has demonstrated that adjustment disorder could manifest later than the
suggested one month after the stressor emerges, therefore longitudinal studies
analyzing long-term effects of the internet-based self-help interventions are
needed. Further internet-based interventions in other samples with high
adjustment disorder symptoms are needed to study prevention capabilities of
such interventions. In addition, further inquiry in to the role of the therapist in
internet-based interventions for adjustment disorder is warranted. Future
research will have to answer if there is a way to significantly improve
outcomes while altering qualitative and quantitative contributions from the
therapist without completely losing the concept of the self-help intervention.

It is also important to address the issues of attrition and engagement in
future internet intervention studies. High dropout rates in our studies and no
differences found between dropouts and completers in terms of any of the
assessed characteristics, suggest that some other moderators and mediators
might have been involved. Active approach to attrition management should
be considered for future open internet-based self-help interventions. Adding
support of any kind could be one of them (Beatty & Binnion, 2016). Also,
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there might have been other barriers to engagement that were not measured
but should be considered in future studies, including acceptability of internet
interventions by clients and computer literacy (Waller & Gilbody, 2009).
Future studies should also consider a follow-up interview to understand why
individuals with high adjustment disorder symptoms do not engage with the
program. Moreover, technical solutions might have to be developed to register
user engagement in the intervention. Wearable technologies could be
exploited in intervention research and gathered data could be used validate the
accuracy of intervention usage.

Future research could also compare modular type flexible interventions
with other, more specific interventions based on problem solving approach.
Moreover, RCT designs using a waiting list control group have been criticized
lately as demonstrating overestimated effects when compared to no-treatment
(Furukawa et al., 2014), therefore future studies could include a study arm
with a no treatment group.

Lastly, there is a growing attention to negative effects of internet-based
psychosocial interventions (Rozental et al., 2014). Although we found that a
few participants in the study got worse in terms of adjustment disorder
symptoms, a more extensive analysis of negative effects is needed in future
studies. This issue also relates to assessment in internet-based self-help and
implies that having only a few assessments might be not sufficient to detect
deterioration in symptoms in time to intervene without severe consequences.
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CONCLUSIONS

. Providing self-help via internet could be beneficial for individuals with
adjustment disorder. Self-guided internet-based self-help intervention
can be effective in reducing adjustment disorder symptoms and
increasing well-being for individuals who experienced significant
stressful event in the previous two years and are in adjustment disorder
risk group, provided that individuals engage in the intervention.

. Contact with a study team member is a significant factor in the process
of the intervention. Added therapist support on demand was associated
with better participants’ adherence to the study procedures when
compared to the self-help group without therapist support. However,
therapist support had no effect on adjustment disorder symptom levels
and well-being levels.

. The dose effect of the intervention needs more investigation. One
month of intervention was sufficient to reach moderate effects in
significantly reducing adjustment disorder symptom levels and
increasing levels of well-being. Using the intervention for one month
more did not further significantly increase effects.

. Significant limitations of intervention and methodology need to be
addressed in further studies. High attrition rates in the studies signal that
effective strategies to promote engagement and/or conduct follow-up
assessments for dropouts might be needed in openly available internet-
based self-help interventions.

. A brief measure for adjustment disorder symptoms showed good
psychometric properties in a help-seeking sample of adults and can be
used as a screening measure for adjustment disorder symptoms in
Lithuanian population.
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INTERNETU PRIEINAMA ADAPTACHOS SUTRIKIMO
INTERVENCIJA: MODULINES SAVIPAGALBOS PROGRAMOS
VEIKSMINGUMAS

1. IVADAS

Pasaulio sveikatos organizacija (PSO) paskelbé, kad "néra sveikatos be
psichinés sveikatos" (WHO Europe, 2005). Psichosocialiniy psichinés
sveikatos sutrikimy intervencijy srityje yra pasiekta didelé pazanga (Kazdin,
2017). Kita vertus, daugelis asmeny turin¢iy psichikos sveikatos sutrikimy vis
dar negauna tinkamos pagalbos. Pagalbos trikumas aiSkinamas psichikos
sveikatos specialisty stoka, su psichikos sutrikimy diagnoze susijusia stigma,
ribotu pagalbos prieinamumu (pvz., kaimo vietovése), finansavimo
problemomis, vieSyjy paslaugy prieinamumo Stoka ir kitomis kliGitimis
(Saxena, Thornicroft, Knapp ir Whiteford, 2007). Be to, dé¢l ilgy laukianciyjy
eiliy yra tikimybé, kad pagalba teikiama tik sudétingiausiems atvejams, todél
vis daugiau svarstoma, kaip Sias pagalbos prieinamumo Kkliitis jveikti
(Williams & Martinez, 2008). Vis dazniau samprotaujama, kad tradiciniai
psichikos sveikatos pagalbos teikimo biidai yra nepakankami ir reikia daugiau
budy skleisti veiksmingas intervencijas (Kazdin & Rabbitt, 2013). Internetu
prieinamy intervencijy tyrimy duomenys rodo, kad kai kurias i$ kliti¢iy galima
jveikti taikant informacines technologijas veiksmingiems gydymo biidams
kurti ir teikti (Andersson, 2016, 2018). Pasiekiamumas, gebéjimas atitikti
augancius poreikius ir finansinis priecinamumas yra svarbis siekiant pagerinti
veiksmingy psichinés sveikatos paslaugy sklaida platesnei populiacijai ir savo
ruoztu jveikti kai kurias psichikos sveikatos paslaugy prieinamumo problemas
(Kazdin & Rabbitt, 2013). Irodymy, kad internetinés intervencijos galéty
padéti iSspresti kai kurias 1§ Siy problemy, daugéja kartu su vis dazniau Sioje
srityje atliekamais tyrimais (Barak, Klein & Proudfoot, 2009). Veiksmingos
internetinés savipagalbos intervencijos gali biiti naudojamos vienos arba kartu
su tradicinémis intervencijomis (Williams & Martinez, 2008). Lengvai
prieinamy intervencijy paklausa pripazino ne tik psichinés sveikatos
specialistai, bet ir kiti specialistai — tai liudija didelis kiekis pastaruoju metu
pristatyty jvairiy programy ir mobiliyjy programéliy, skirty padéti susidoroti
su jvairiomis psichinés sveikatos problemomis (Bakker, Kazantzis,
Rickwood, & Rickard, 2016). Taciau S$iy intervencijy validumas ir
efektyvumas paprastai yra neaiskus arba dar turi biti iStirtas (Bakker et al.,
2016).
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Adaptacijos sutrikimas kyla, kai asmeniui nepavyksta susitvarkyti su
stresiniu jvykiu ar keliais stresiniais jvykiais ir tai yra vienas dazniausiai
diagnozuojamy sutrikimy pasaulyje (Reed, Correia, Esparza, Saxena, & Maj,
2011). Neteikiant pagalbos adaptacijos sutrikimas gali peraugti j Kitus sunkius
psichikos sutrikimus (O'Donnell et al., 2016). Nepaisant to, adaptacijos
sutrikimas praktikoje ir tyrimuose iki Siol buvo beveik pamirSta diagnozé
(Bachem & Casey, 2017; O'Donnell et al., 2016; Zelviene & Kazlauskas,
2018). Taip pat pastebéta, kad adaptacijos sutrikimui mazai démesio buvo
skiriama internetiniy intervencijy moksliniuose tyrimuose. Pastaruoju metu
adaptacijos sutrikimo diagnozés samprata ir apibrézimas buvo atnaujinamas
ir atlikti reikSmingi pokyc¢iai Tarptautingje ligy klasifikacijoje (TLK)
(Maercker, Brewin, Bryant, Cloitre, Reed et al., 2013). Prognozuojama, kad
Sie adaptacijos sutrikimo atnaujinimai turéty palengvinti adaptacijos sutrikimo
atpazinimg ir diagnozavimg bei suteikty galimybe¢ geriau padéti jj turintiems
asmenims. Taciau tai bus jmanoma tik tuomet, jei bus imti naudoti validas
psichikos sveikatos jvertinimo instrumentai ir sukurti bei praktikoje
naudojami tyrimais ir jrodymais pagrijsti intervencijos metodai.

Si daktaro disertacija buvo paremta keturiais paskelbtais straipsniais, o jos
savipagalbg internetu asmenims turintiems reikSmingy adaptacijos sutrikimo
pozymiy. Pirmasis straipsnis (Paper 1) buvo vieno i§ dviejy randomizuoty
kontroliuojamy studijy tyrimo protokolas. Siame straipsnyje pateiktas tyrimy
pagrindimas, naudota intervencija ir tyrimy procediiros. Antrajame straipsnyje
(Paper 2) buvo analizuotos trumpojo adaptacijos sutrikimo vertinimo
instrumento ADNM-8, naudoto randomizuotuose kontroliuojamuose
tyrimuose, psichometrinés savybes. Siame straipsnyje buvo tirtas klausimyno
ADNM-8 validumas ir struktiira. TreCiame straipsnyje (Paper 3) buvo pateikti
randomizuoty kontroliuojamy tyrimy, kuriuose lyginta intervencija ir
kontroliné grupé, rezultatai. Siame straipsnyje analizuojami intervencijos
naudojimo efektai po vieno ménesio ir jie palyginti SU kontrolinés grupés
efektais. Ketvirtame straipsnyje (Paper 4) pateikti randomizuoto
kontroliuojamo tyrimo rezultatai, kuriame buvo lyginami rezultatai tarp
savipagalbos grupés ir savipagalbos grupés, turéjusios galimybe gauti
papildomg psichologo parama.

1.1. Internetu prieinamos intervencijos

Galimybés panaudoti informacines technologijas psichologinéms
intervencijoms tyrinéjamos jau daugiau ne 50 mety. Vienas i§ pirmyjy
bandymy jas pritaikyti buvo 70-yjy viduryje (Weizenbaum, 1966), kuomet
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buvo sukurta ELIZA — susirasingjimo programa, kuri turéjo bati panasi j Carlo
Rogerso vystytos psichoterapijos krypties terapeuto elgseng. Taciau
technologinés galimybés tuo metu neleido placiai pritaikyti Siy atradimy
praktikoje ir tik atsiradus internetui 1980-aisiais, internetinés intervencijos
tyrimai jgavo pagreitj (Eysenbach, 2011). D¢l sparios pazangos internetu
prieinamy intervencijy tyrimy lauke, atsiranda vis naujy technologijy
pritaikymo ir tyrimy biidy. Siekiant jnesti aiSkumo, toliau disertacijoje bus
aptariami tokie svarbiis klausimai kaip internetu prieinamy intervencijy
terminija, bendri Sios srities moksliniy tyrimy standartai, veiksmingumas,
iSkritimas, nubyréjimas ir jsitraukimas.

1.1.1. Internetu prieinamy intervencijy tipai

Internetu prieinamy intervencijy tyrimy sritis sparciai auga, o technologijy
pazanga suteikia papildomy priemoniy teikti psichologing pagalba
(Knaevelsrud & Maercker, 2010). Dél Sio intensyvaus vystymosi atsiranda
naujy terminy ir kyla poreikis juos tiksliai apibrézti, kad biity galima grupuoti
ir palyginti intervencijas, tyrimy metodus ir palyginti skirtingy tyrimy
rezultatus (Proudfoot et al., 2011).

Internetu prieinamos intervencijos yra skétinis terminas apimantis:
elektroninj konsultavimg el. paStu, telefonu ar vaizdo pokalbius;
moderuojamus forumus; vie$as interneto programas; psichoedukacijos
svetaines; programas su specialisty pagalba (Proudfoot et al., 2011).
Akivaizdu, kad dél intervencijy jvairovés specialistams iSkyla poreikis
internetines intervencijas klasifikuoti. T. Berger pasiilé, kad internetinés
intervencijos galéty buti suskirstytos: a) asmuo naudojasi programa pats be
specialisty pagalbos, b) savipagalbos programos taikomos su specialisty
pagalba; c) internetiné psichoterapija (Berger, 2017).

Kitas mokslininkas, Mufiozas, pasitil¢ kitokig klasifikacija (Mufioz, 2017).
Jis siiilo visus internetu prieinamy intervencijy tipus Suvokti viename
kontinuume, kurio viename gale yra tradicinés intervencijos, kuriy pagrinda
sudaro tiesioginis kontaktas tarp kliento ir terapeuto, o technologijos
praktiskai nepasitelkiamos, o kitame intervencijos, kuriy pagrinda sudaro
technologijos ir kontaktas tarp kliento ir specialisto yra minimalus arba jo i$
viso néra (Mufioz, 2018).

Viename kontinuumo gale bty tradicinés terapijos, kuriose technologijos
paprastai naudojamos tik organizaciniams klausimams spresti, o kartais ir
vertinimo tikslais, prie§ pradedant intervencijg. Terapijos ir kliento
bendravimas tokio pobiidzio terapijos metu visada yra sinchroninis, todél

reikalingas visiSkas terapeuto jtraukimas. Toliau Siame kontinuume bty
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tradicinés terapijos, teikiamos netradicingje aplinkoje: naudojant vaizdo
konferencijy technologija arba naudojant kitas internetines programas (pvz.,
Hassija & Gray, 2011; Strachan et al., 2012). Tokiu biidu komunikacijos tipas
gali biiti sinchroninis arba asinchroninis priklausomai nuo pasirinkto
komunikavimo biido (pvz., el. pastas, telekonferencija). Sie du pirmieji
intervencijy tipai reikalauja beveik vienodo kiekio zmogiskyjy iStekliy, nes
terapeutas intervencijai turi skirti daugmaz tiek pat laiko kaip ir klientas.
Internetu prieinamos savipagalbos intervencijos patenka j tre¢iaja intervencijy
kategorija. Siose intervencijose klientas uZsiima savipagalba ir papildomai
gauna terapeuto ar specialisto pagalba. | Sig kategorija patenka daug skirtingy
intervencijy, taciau dauguma jy turi tuos pacius psichoedukacijos, pazangos
stebéjimo komponentus ir dazniausiai yra teikiamos per specialia
kompiutering programa (pvz., (Silfvernagel, Gren-Landell, Emanuelsson,
Carlbring, & Andersson, 2015).

I ketvirtaja intervencijy kategorija patenka visiSkai automatizuotos
savipagalbos intervencijos, kuriose néra visiskai jokio kontakto su terapeutu
ar specialistu (pvz., Christensen, Griffiths, Korten, Brittliffe, & Groves, 2004;
Muiioz et al., 2016). Ir nors Siose intervencijose vartotojas nesusitinka ir
nekontaktuoja su terapeutu ar psichikos sveikatos specialistu, neretai tokiose
intervencijose yra siunciami priminimo laiskai, pasiraSyti intervencijos kiiréjy
ar tyrimo komandos vardu. Miisy pirmajame tyrime (aprasytas toliau, Zr.
skyriy Metodai) buvo tiriamas visiSkai automatizuotos savipagalbos
programos poveikis lyginant su kontroline laukianciyjy grupe.

Auksciau aprasyta kategorizacija néra visa apimanti. Vis daugiau démesio
intervencijy tyrimuose skiriama integruotai terapijai (angl., blended
treatment), kuri gali biiti apibréZiama kaip tradiciniy intervencijy ir internetu
prieinamy intervencijy integravimas (Kooistra et al., 2016). Tyrimai parod¢,
kad kompiuteriu klientas gali atlikti kai kurias uzduotis ir taip veiksmingumas
nemazéja (Marks, Kenwright, McDonough, Whittaker, & Mataix, 2004). Taip
pat svarbu paminéti, kad Sios psichosocialinés intervencijos, nepriklausomai
nuo to, kuriai kategorijai priklauso, galéty bati naudojamos ir jvairiems
kitiems tikslams: $vietimui, prevencijai ar atkry¢io prevencijai (Mufioz,
2017). Nepaisant to, kad intervencijy klasifikacija néra nusistovéjusi ir dar
tobulinama, $i taksonomija yra naudinga siekiant palyginti ir apibendrinti
internetu prieinamy intervencijy tyrimy rezultatus.
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1.1.2. Standartai ir gairés internetu prieinamy intervencijy kirimui ir
tyrimams

Internetu prieinamos intervencijos tipas yra tik vienas i§ daugelio
reikSmingy kintamyjy, kurie yra svarbis internetu prieinamy intervencijy
srityje. Proudfoot ir kolegos parengé gaires internetu prieinamy intervencijy
tyrimy planavimui ir rezultaty pateikimui. (Proudfoot et al., 2011). Sios gairés
apibtidina 12 pagrindiniy aspekty, kuriuos tyréjai turéty apsvarstyti renkant,
analizuojant ir publikuojant internetu prieinamy intervencijy tyrimy
rezultatus: 1) tiksliné populiacija; 2) autoriy duomenys; 3) pokyciy modelis;
4) intervencijos tipas ir dozé; 5) etikos klausimai; 6) profesionali parama; 7)
kita parama; 8) programos interaktyvumas; 9) intervencijos teikimo
multimedija; 10) sinchroniskumo laipsnis; 11) auditorijos pasiekiamumas; 12)
programos jvertinimas (Proudfoot et al., 2011). Sias gaires papildo kitos
internetinés intervencijos tyrimy gairés, pavyzdziui, placiai naudojamas
,,CONSORT EHEALTH* standartas (Eysenbach, 2011), kuriame daugiausia
démesio skiriama tyrimy rezultaty pateikimo standartams. Taciau atlikta
sisteminé literatiiros apZvalga parodé, kad kartais dél programos tipo ar
konkre¢iy moksliniy tyrimy tiksly, reikia unikaliy sprendimy ir todél ne
visada, taCiau pagrijstai tam tikry rekomendacijy ar gairiy $ios srities tyrimuose
yra nesilaikoma (Beatty & Binnion, 2016).

1.1.3. Internetu prieinamy intervencijy veiksmingumas

Internetu prieinama kognityvioji elgesio terapija. Nors pasitaiké keletas
méginimy teikti psichodinaming psichoterapija internetu (Andersson et al.,
2012; Johansson et al., 2012), labiausiai istirta ir daugiausiai veiksmingumo
jrodymy turi internetu prieinama kognityvioji elgesio terapija (iKET).
Potrauminio streso sutrikimas, palyginus su kitais stresiniais sutrikimais, yra
labiausiai tyrinétas internetu prieinamy intervencijy tyrimy lauke. Atlikus
iKET tyrimy rezultaty metaanaliz¢ nustatyta, kad iKET yra veiksmingas
PTSS ir depresijos terapijoje (Sijbrandij, Kunovski, & Cuijpers, 2016). Be to,
kita Ebert’o ir kolegy atlikta metaanalizé parodé, kad internetu teikiama iKET
gali buti veiksminga jaunimo depresijos ir nerimo sutrikimy terapijoje (Ebert
et al., 2015). Dar daugiau, sisteminé mokslinés literatiros apzvalga parodé,
kad IKET buvo veiksminga tokiy nerimo sutrikimy kaip socialiné fobija,
panikos sutrikimas su agorafobija ar be jos, generalizuotas nerimo sutrikimas,
potrauminio streso sutrikimas ir specifiné fobija atvejais, lyginant su jokios
intervencijos negavusiais asmenimis, ir tokia pat efektyvi, kaip ir tradiciniu
bidu teikiama kognityvioji elgesio terapija (Olthuis, Watt, Bailey, Hayden, &
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Stewart, 2016). Toje pacioje sistemingje apzvalgoje buvo nustatyta, kad iKET
gali buti veiksminga ir taikant jg internetu be psichologo pagalbos, taciau
turimy jrodymy kokybé kol kas yra Zema, todél Siuos rezultatus reikia
interpretuoti atsargiai (Olthuis et al., 2016).

Terapeuto jtaka intervencijos rezultatams. Siekiant geresniy rezultaty,
rekomenduojama j iKET intervencijas jtraukti bent minimaly kontakta su
terapeutu. (Andersson, Carlbring, Berger, Almldv & Cuijpers, 2009; Spek et
al., 2007). Internetu prieinamos intervencijos, skirtos panikos sutrikimui,
tyrimas atskleidé, kad reguliari suplanuota terapeuto parama teikiant pagalba
yra susijusi su reikSmingai didesniu efektu lyginant su grupe, kuri galéjo gauti
terapeuto pagalbg tik pagal pareikalavimg. (Oromendia, Orrego, Bonillo &
Molinuevo, 2016). Nepaisant to, abiem grupéms Siame tyrime pavyko pasiekti
geresnius rezultatus lyginant su kontroline laukianciyjy saraso grupe
(Oromendia et al., 2016). Taip pat pazymétina, kad iKET intervencijos
geriausiai veikia, kai jos skirtos konkretiems sutrikimams ir tinkamai
diagnozuotiems klientams (Andersson et al., 2009).

Nors atsiranda vis daugiau jrodymy, kad iKET gali veiksmingai padéti
jveikti jvairias psichines ir somatines sveikatos problemas, jy panaudojimas
praktikoje priklauso nuo to, kaip gerai jos veikia lyginant su tradiciniu bidu
teikiamomis intervencijomis.

Poveikis lyginant su tradiciniu bidu teikiamomis intervencijomis.
Naujausia sisteminé mokslinés literattiros apzvalga ir metaanalizé (Carlbring
et al., 2018) parodé iKET veiksmingumg lyginant su tradiciniu biidu teikiama
KET. Tiek iKET, tiek ,akis j akj“ taikomos KET terapijos buvo vienodai
veiksmingos jvairiems somatiniams ir psichiniams sutrikimams: socialinio
nerimo  sutrikimui, panikos sutrikimui, depresijos  simptomams,
nepasitenkinimui kiinu, nemigai, spengimui ausyse, vyry seksualinei
disfunkcijai, vory fobijai, gyvaciy fobijai, fibromialgijai. Nors §i tyrimy
rezultaty apzvalga buvo 2014 m. paskelbtos metaanalizés (Andersson,
Cuijpers, Carlbring, Riper, & Hedman, 2014) perzitira bei papildymas ir buvo
nustatyti septyni papildomi tyrimai, autoriai nutaré¢, kad norint daryti tvirtas
iSvadas apie internetu prieinamos pagalbos veiksminguma, reikty daugiau
moksliniy tyrimy, kurivose buty lyginamas iKET ir KET veiksmingumas
jvairiems sutrikimams.

Terapinio aljanso vaidmuo internetu prieinamose intervencijose.
Terapinio aljanso vaidmuo internetu prieinamose intervencijose jau buvo
analizuotas keliuose tyrimuose (Knaevelsrud & Maercker, 2010; Meyer et al.,
2015). Bergerio atlikta tyrimy apzvalga parodé, kad dazniausiai klientai
terapinj aljansg internetu prieinamose intervencijose vertino taip pat gerai kaip
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ir tradicinése intervencijose, taCiau terapeutai aljansg internetu prieinamose
intervencijose vertino nevienareikSmiskai (Berger, 2017). Kita vertus, panaSu,
kad daugumoje iki Siol atlikty tyrimy intervencijos veiksminguma prognozavo
klienty sutikimas su intervencijy uzduotimis ir jos tikslai, o ne terapinis
aljansas (Berger, 2017; Knaevelsrud & Maercker, 2010). Be to, tyrimai
atskleidé netikétus rezultatus apie tai, kad yra nustatomas terapinis aljansas
tarp asmens ir pacios intervencijos ir, kad jis gali prognozuoti intervencijos
rezultatus (Meyer et al., 2015). Minimame tyrime ankstyvas terapinio aljanso
vertinimas prognozavo depresijos simptomy sumaz€jima nuo intervencijos
pradzios iki intervencijos pabaigos net tuomet, kai depresijos simptomy lygis
prie§ intervencija buvo statistiSkai kontroliuojamas (Meyer et al., 2015).
Siame tyrime aljansas buvo apibréZtas kaip pacienty suvokiamas intervencijos
tinkamumas, naudingumas ir kliento poZilirio sutapimas su programos
koncepcija (Meyer et al., 2015).

1.1.4. Psichologiné savipagalba ir internetas

Dél didelio psichinés sveikatos specialisty skaicCiaus, specialisty
netolygaus issidéstymo geografinése vietovése, stigmos ir kity kliti¢iy
nejmanoma suteikti kokybisky psichinés sveikatos paslaugy visiems, kuriems
ju reikia daugelyje pasaulio $aliy (Kazdin, 2017). Tarp tokiy paslaugy
paklausos ir pasiiilos egzistuoja globalus atotrtkis, nors ir yra nustatomi
paslaugy prieinamumo skirtumai jvairiuose pasaulio regionuose (Eaton et al.,
2011; Kessler et al., 2005; Kohn et al., 2004). Tod¢l, norint veiksmingai kovoti
su psichinés sveikatos problemy sukeliama na$ta visuomenei, reikia ieskoti
alternatyviy psichosocialiniy intervencijy (Kazdin & Rabbitt, 2013).

Psichologiné savipagalba. Pati psichologinés savipagalbos samprata néra
nauja. Tki $iuolaikinés psichologijos atsiradimo Zmonés naudojosi joga ir
meditacija savigydai (Feuerstein, 2002; Walters, 2002). Sios praktikos buvo
perduodamos i§ kartos ] karta. Bibliografija atvéré kelig Siuolaikinei
psichologinei savipagalbai, nors pirmieji psichinés sveikatos specialisty
bandymai nebuvo pagristi empiriniais tyrimais ir véliau buvo paneigti.
pavyzdziui, instrukcijos, kaip ugdyti asmeninj magnetizmg (Dumont, 1913).
Taciau Siuolaikiné empiriskai pagrista psichologiné savipagalba atsirado XX
a. viduryje, su nerimu susijusiam vengimui tvarkytis pasitelkus ekspozicijos
principus (Kahn & Baker, 1968).

Psichologinés savipagalbos reikalingumas grindziamas tuo, kad asmenys
susidiir¢ su stresinémis situacijomis gyvenime natiraliai nuolat naudoja
ivairias jveikos strategijas (Skinner, Edge, Altman, & Sherwood, 2003). Be
to, kai kurios psichologinés savipagalbos intervencijos yra paprastos ir lengvai
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iSmokstamos (Cuijpers, 2018); jos taip pat gali jgalinti asmenj, suteikti jam
kontrolés jausmg ir gali buti pritaikytos didesnéms populiacijoms (Mufioz et
al., 2016). Taciau dél jvairiy priezas¢iy asmenys gali nesugebéti pasinaudoti
savipagalbos metodais: pvz., nepakanka vidiniy resursy; ar yra sudétingy
neisspresty problemy (Skinner et al., 2003). Taip pat kyla pavojus, kad be
specialisto pagalbos asmuo netinkamai uzsiimty savipagalba ir galéty patirti
neigiamy pasekmiy (Rozental et al., 2014), taip pat nesékmingi bandymai
naudotis savipagalbos intervencijomis gali paveikti asmeny nuostatas j
psichologine savipagalbg ir psichologing pagalbg apskritai (Musiat,
Goldstone, & Tarrier, 2014). Nepaisant potencialiy trikumy, psichologiné
savipagalba gali buti naudinga Zvelgiant i§ visuomenés sveikatos
perspektyvos. Savipagalbos priemonés gali biiti biidas suteikti prieiga prie
jrodymais paremty intervencijy asmenims, turintiems subklinikinius
sindromus, kuriems pagalbos nefinansuoja valstybinis ar privatus sveikatos
draudimas (Scogin, Hanson & Welsh, 2003). Be to, savipagalba gali biiti
jdiegta j laipsniska (angl., stepped care) psichinés sveikatos priezitiros modelj,
ir taip galéty pasitarnauti ilguose laukimo saraSuose laukiantiems asmenims
(Scogin et al., 2003). Sveikatos apsaugos sistemose vyraujanti nepatenkinama
padétis ir maza tikimybé, kad kai kuriuose regionuose greitu metu §i padétis
keisis, liudija, kad placiajai visuomenei lengvai prieinamy savipagalbos
priemoniy poreikis yra ypac¢ aktualus (Winkler et al., 2017).

Tyrimai atskleidé, kad psichologiné savipagalba yra veiksmingas biidas
padéti asmenims kovojant su nerimo sutrikimais, seksualine disfunkcija,
svorio problemomis, impulsy kontrole, jgyti pasitikéjimo savimi ir iSspresti
kitas problemas (Marrs, 1995). Nors buvo svarstymy, kad savipagalba gali
buti jdiegta j laipsniska psichikos sveikatos priezitiros modelj (Glasgow &
Rosen, 1978), nebuvo atlikta daug tyrimy, kurie rodyty savipagalbos
veiksmingumg praktikoje. Biblioterapija iki Siol buvo vertinama kaip geras
resursas siekiant kompensuoti psichikos sveikatos specialisty trilkuma, ilgas
laukianciyjy eiles ir kitas kliGitis gauti profesionalia pagalba, taciau
biblioterapijos veiksmingumo tyrimai iki $iol buvo reti, o veiksmingumo
vertinimai neissamiis (Marrs, 1995). Sparti informaciniy technologijy (IT)
plétra ir interneto jdiegimas suteiké galimybes jrodymais gristas intervencijas
pateikti naujais kanalais ir paskatino naujy inovatyviy intervencijy kiirima
(Carlbring, Andersson, Cuijpers, Riper, & Hedman-Lagerl6f, 2018; Proudfoot
et al. 2012, Richards & Richardson, 2012). Dar daugiau, kai kuriuose
tyrimuose nustatoma, kad savipagalbos teikimo forma gali biiti intervencijos
rezultaty moderatorius: naudojantis savipagalbos priemonémis kompiuteriu
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pasiekti geresni rezultatai nei naudojant spausdintus savipagalbos vadovus ar
knygas (Haug, Nordgreen, Ost, & Havik, 2012) .

Internetu prieinamy savipagalbos intervencijy veiksmingumas. Internetu
prieinamos savipagalbos intervencijos gali buti naudojamos savarankiSkai
arba su specialisto pagalba. Tyrimai rodo, kad internetu prieinama savipagalba
gali buti sékmingai panaudota jveikiant jvairius psichologinius sutrikimus.
Lewis ir kolegy atliktas intervencijos potrauminio streso sutrikimui
randomizuotas kontroliuojamas tyrimas parodé¢, kad savipagalbos grupéje su
specialisto pagalba, lyginant su kontroline laukianéiyjy grupe, pasiekti auksti
veiksmingumo rezultatai (d = 1,86), kurie iSliko auksti ir matuojant praéjus
ménesiui po intervencijos pabaigos (Lewis et al., 2017). Kitas tyrimas parodeé,
kad naudojant iKET paremtg savipagalbg galima pasiekti panasius rezultatus
depresijos terapijoje (Berger, Hammerli, Gubser, & Caspar, 2011). Dar
daugiau, savarankiskai naudojama internetu prieinama iKET savipagalba gali
biti veiksmingas sprendimas padéti asmenims besigydantiems vézj siekiant
sumazinti su liga susijusj distresa, nuolatinj nerimg ir pagerinti su sveikata
susijusia gyvenimo kokybe (Beatty, Koczwara, & Wade, 2016). Taip pat
internetu prieinama specialisto koordinuojama savipagalba gali veiksmingai
sumazinti tévy, kuriy vaikai serga véziu, potrauminio streso simptomus,
depresija ir nerimg (Cernvall, Carlbring, Ljungman, Ljungman, & Essen,
2015).

Kita vertus, yra duomeny, kad kai kuriems asmenims, pasinaudojusiems
iKET paremtomis savipagalbos programomis skirtomis depresijai gydyti,
savijauta gali ir pablogéti. Atliktus kiekvieno paciento individualiy duomeny
metaanalizg, buvo atskleista, kad 5,8% tiriamyjy i$ intervencijy grupiy buklé
Kliniskai reikSmingai pablogéjo. Ir nors §is rodiklis yra reikSmingas mazesnis
nei 9,1% pablogéjimas nustatytas kontrolinése grupése (Karyotaki et al.,
2018), Sie duomenys rodo, kad reikia svarstyti apie asmeny, kuriy simptomai
pablogéja naudojant iIKET, nukreipimg j kitas intervencijas.

1.2. Adaptacijos sutrikimas

Adaptacijos sutrikimas yra psichikos sveikatos biklé, kuri atsiranda
reaguojant | reikSmingg gyvenimo stresinj jvykj ar jvykius. Paprastai
adaptacijos sutrikimo simptomai sumazéja spontaniSkai, kai Stresorius
paSalinamas arba kai pasiekiamas naujas adaptacijos lygis (American
Psychiatric Association, 2013; World Health Organization, 1992; World
Health Organization, 2018). Adaptacijos sutrikimas yra vienas daZniausiai
pasaulyje diagnozuojamy psichikos sveikatos sutrikimy (Reed, Mendonga
Correia, Esparza, Saxena & Maj, 2011). Tyrimuose nustatomos stiprios
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sasajos tarp suicidiSkumo ir adaptacijos sutrikimy (Casey, Jabbar, O'Leary ,
& Doherty, 2015; Nock et al., 2008). Naujausios apzvalgos parodé, kad
adaptacijos sutrikimo paplitimas bendrojoje populiacijoje buvo 1-2 proc.
(Bachem & Casey, 2017; Zelviene & Kazlauskas, 2018). 2014 m. ir 2015 m.
Lietuvos sveikatos apsaugos sistema identifikavo mazdaug 5900 adaptacijos
sutrikimy atvejy, tai yra mazdaug 0,2 proc. visy Lietuvos gyventojy
(Kazlauskas, Zelviené, & Eimontas, 2017). Tradiciskai adaptacijos sutrikimas
buvo laikomas bikle tarp normalios reakcijos j stresg ir psichikos sutrikimo
(Strain & Diefenbacher, 2008). Praktikoje dirbantys psichikos sveikatos
specialistai gerai vertina adaptacijos sutrikimo diagnozés kliniking nauda
(Keeley et al., 2016). Vis délto, nepaisant deklaruojamos naudos klinikinéje
praktikoje, adaptacijos sutrikimo diagnozé ne karta buvo kritikuojama dél
neaiskiy diagnozavimo kriterijy ir adaptacijos sutrikimo diagnozés netinkamo
naudojimo klinikinéje praktikoje (Maercker et al., 2008; Maercker, Finsle, &
Kollner, 2007).

1.2.1. Adaptacijos sutrikimo diagnostikos poky¢iai

Iki Pasaulio Sveikatos Organizacijos (PSO) sudarytos darbo grupés,
suburtos atnaujinti su stresu susijusiy sutrikimy skyriy vienuoliktajame
Tarptautinés ligy klasifikacijos (TLK-11) leidime, pasitlymy (Maercker,
Brewin, Bryant, Cloitre, Van Ommeren et al., 2013), nebuvo specifiniy
simptomy, pagal kuriuos galéjo biti diagnozuojamas adaptacijos sutrikimas
(Zelviene & Kazlauskas, 2018). Simptomai anksc¢iau galiojusiame apibrézime
turéjo prasidéti po stresinio jvykio, taciau neturéjo atitikti kity sutrikimy
simptomy ar simptomy kombinacijos lygio (Baumeister, Reichler,
Munzinger, & Lin, 2014; Casey, 2014).

Adaptacijos sutrikimo diagnostika neseniai buvo patikslinta dviejuose
pagrindiniuose  diagnostiniuose klasifikatoriuose: Psichikos sutrikimy
diagnostinio ir statistikos vadovo 5-ajame leidime (DSM-5) ir Tarptautinés
ligy Kklasifikacijos 11-ajame leidime (TLK-11) (American Psychiatric
Association, 2013; World Health Organization, 2018; Zelviene & Kazlauskas,
2018). DSM-5 adaptacijos sutrikimo atnaujinimai nebuvo reik§mingi
palyginus su DSM-IV, o didziausias pakeitimas buvo tai, kad adaptacijos
sutrikimas priskirtas i tg pacia kategorijg kaip ir kiti su stresu susije sutrikimai
(American Psychiatric Association, 2013; Strain & Diefenbacher, 2008),
taciau buvo islaikytas sutrikimo slenkstinis (angl., sub-threshold) statusas bei
potipiai, nebuvo apibrézti konkretis simptomai (American Psychiatric
Association, 2013).
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PSO patvirtintame TLK-11 adaptacijos sutrikimas apibréziamas kaip
neadaptyvi reakcija | aiSkiai identifikuojama psichosocialinj stresoriy ar
stresorius ir jam budingi du pagrindiniai simptomai: Su Stresoriumi susijusios
ikyrios mintys ir prisitaikymo sunkumai (Maercker, Brewin, Bryant, Cloitre,
Reed et al., 2013; Maercker, Brewin, Bryant, Cloitre, Van Ommeren et al.,
2013). TLK-11 néra adaptacijos sutrikimo potipiy, nes ankstesni tyrimai
parodé, kad jie neturi empirinio pagrindimo (Baumeister & Kufner, 2009), o
bent viena latentiniy klasiy analizé atskleidé, kad simptomy sunkumas, o ne
nerimo ar depresijos simptomai, geriau apibrézé klases (Baumeister & Kufner,
2009). TLK-11 nurodyta, kad adaptacijos sutrikimas atsiranda per viena
ménesj po stresoriaus ir paprastai praeina per 6 ménesius, i§skyrus atvejus, kai
stresorius tesiasi (World Health Organization, 2018). Jkyrios mintys gali
pasireiksti reikSmingu ar pernelyg dideliu susirlpinimu dél stresoriaus,
pasikartojan¢iomi ir kankinan¢iomiS mintimis apie stresoriy ir nuolatine
ruminacija apie stresoriaus pasekmes. Nesugebéjimas prisitaikyti yra antrasis
simptomas, kuris gali pasireik§ti démésio koncentracijos problemomis,
prarastu susidoméjimu darbu ar socialiniu gyvenimu ir miego sutrikimais
(Maercker, Brewin, Bryant, Cloitre, Reed et al., 2013).

Sis naujas adaptacijos sutrikimo apibrézimas jau buvo tyrinétas
neklinikinése imtyse ir buvo gauti prieStaringi rezultatai (Glaesmer, Romppel,
Bréhler, Hinz, & Maercker, 2015; Lorenz, Hyland, Perkonigg & Maercker,
2018; Zelviene, Kazlauskas, Eimontas, & Maercker, 2017). Vokietijos
gyventojy populiaciniame tyrime nustatyta, kad Sesiy faktoriy struktira
labiausiai tinkama (Glaesmer et al, 2015). Bifaktoriaus modelis buvo
tinkamiausias Sveicarijoje atliktame tyrime (Lorenz, Hyland, et al., 2018).
Galiausiai, dviejy faktoriy struktiiros adaptacijos sutrikimo modelis labiausiai
tiko Lietuvos gyventojy populiacinés imties tyrime (Zelviene et al., 2017).
Todél reikalingi tolesni tyrimai, siekiant patvirtinti ar atmesti dviejy faktoriy
adaptacijos sutrikimo koncepcija (Maercker, Brewin, Bryant, Cloitre, Reed et
al., 2013).

Tyrimai rodo, kad adaptacijos sutrikimas néra stabili biisena ir kad jis gali
biiti susijes su stresoriaus pasekmémis po to, kai paties stresoriaus jau néra
(O'Donnell et al., 2016). Longitudinio adaptacijos sutrikimo po patirtos
traumos tyrimo metu O'Donnell ir kolegos nustaté, kad dauguma dalyviy,
kuriems 12 ménesiy po traumos buvo nustatytas adaptacijos sutrikimas,
pragjus trims ménesiams po traumos adaptacijos sutrikimo neturéjo.
Adaptacijos sutrikimo atsiradimas praé¢jus daugiau nei trims ménesiams po
patirto suzalojimo galéty buti aiSkinamas tokiomis traumos pasekmémis kaip
darbingumo praradimas ar su trauma susijusios teisinés procediros
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(O'Donnell et al., 2016). Butent todél dabartinis TLK-11 adaptacijos sutrikimo
apibrézimas ateityje galéty keistis, numatant, kad adaptacijos sutrikimas gali
atsirasti ir pragjus daugiau nei 3 ménesiams po stresinio jvykio, jei atsirado su
tuo susijusiy pasekmiy.

Nepaisant Siy priestaravimy, TLK-11 adaptacijos sutrikimo apibrézimas
suteikia pagrindg psichikos sveikatos specialistams, mokslininkams
(Kazlauskas, Zelviene, Lorenz, Quero & Maercker, 2018) ir intervencijy
kuréjams reikalingus simptomy vertinimo instrumentus. TLK-11 isskirti
specifiniai adaptacijos sutrikimo simptomai turéty pagerinti diferenciacija tarp
adaptacijos sutrikimo, normaliy reakcijy j stresg ir kity psichikos sveikatos
sutrikimy.

1.2.2. Adaptacijos sutrikimo teoriniai aiskinimai

Adaptacijos sutrikimas priskiriamas su stresu susijusiy psichikos sutrikimy
kategorijai. Todél toliau apzvelgsime aktualiausius teorinius modelius, kurie
galéty biiti panaudoti aiSkinant kaip reaguojant j reikSmingus stresorius
gyvenime gali i$sivystyti adaptacijos sutrikimas.

Sisteminis streso modelis. Pirmieji moksliniai streso tyrimai prasidéjo nuo
Selye mokslo darby (Selye, 1956). Terming stresas jis perémé i§ fizikos
moksly, o streso fiziologinius mechanizmus apibrézé tyrimuose su Ziurkémis
(Selye, 1956). Selye teige, kad yra trys reakcijos i stresg fazés: aliarmo faze,
kurios metu inicijuojamas kovos ar skrydzio (angl., fight or flight)
mechanizmas, paskui seka pasiprieSinimo fazé, pasireiskianti bandymais
atkurti normaly funkcionavima ir galiausiai i§sekimo arba prisitaikymo fazé,
kuri atsiranda, jei stresorius iSlicka (Selye, 1976). ISsekimo stadija iSsekina
asmenj ir dél to pasireiSkia psichopatologija (Selye, 1956). Selye taip pat jvede
stresoriaus terming, kad atskirty reakcija ir situacija, kuri ja sukélé, ir
apibiidino biologinius procesus vykstancius streso reakcijos metu.

Psichologiniai streso teoriniai modeliai. Ta¢iau Selye pasitilytas teorinis
modelis neapémé psichologiniy procesy, susijusiy su streso reakcijomis.
Lazaruso pristatytas psichologinis streso modelis (Lazarus, 1966), véliau
pervadintas j Transakcinj streso ir jveikos modelj (Lazarus & Folkman, 1984),
i§ dalies uzpildé Sia spraga. Pasak Lazaruso ir Folkman, streso patyrimas yra
jvertinimo, reagavimo ir adaptacijos sistema (Lazarus & Folkman, 1984).
Galiausiai, pagal Lazaruso modelj, mes nuolat vertiname situacija, kad
nustatytume, ar misy santykis su ja keiciasi. Modelio autoriai i$skiria j
problemas ir j emocijas orientuotus jveikos stilius. ] problemas orientuoto
iveikos stiliaus tikslas yra spresti pacia situacijg, o emocinis jveikos stilius yra
nukreiptas j santykiy su situacija keitimg (Lazarus & Folkman, 1984). Taciau
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Sie du jveikos stiliai neapima viso daugiau nei 400 jvairiy jveikos biidy
apimancio spektro (Skinner et al., 2003). Siekiant atrasti universalig jveikos
teorijag buvo pasidlyti ir kiti aukStesnio lygio procesai, kuriais siekiama
paaiskinti ir kategorizuoti Zemesnio lygio jveikos veiksmus, pvz., asimiliacija
(pries bejéegiskuma) ir akomodacija (pries rigidiska atkaklumg) (Brandtstddter
& Renner, 1990) arba jveika kaip savanoriSkas, reikalaujantis pastangy,
kontroliuojamas procesas prie$ nepasirinktg, automatiskg jveikg (Compas,
Connor, Osowiecki, & Welch, 1997). Taciau iki $iol néra vienos universalios
streso jveikos teorijos, kuriose biity atsizvelgiama j visus psichologinius streso
iveikos procesus.

Maerckeris su kolegomis pateiké sitilymus, kad adaptacijos sutrikimas
turéty bti apibréziamas kaip atsakas j stresg ir svarsté, kad potrauminio streso
sutrikimui (PTSS) aiskinti sukurtos Horowitzo, Foa ir kolegy bei Ehlers ir
Clarko teorijos galéty bati naudojamos adaptacijos sutrikimo teoriniam
pagrindimui (Maercker et al., 2007). Horowitzas teigé, kad stresoriaus faktas
dar néra integruotas j asmens kongityving schema, taciau vis dar yra aktyvus
atmintyje, todél asmuo iSgyvena invazinius simptomus — stresing situacija
iSgyvena taip tarsi ji kartotysi (Horowitz, 1997). Taciau trauminiai stresoriai
skiriasi nuo kasdieniy stresoriy, nes yra susij¢ su mirties arba rimto suzalojimo
grésme, o stresiniai gyvenimo jvykiai paprastai néra tokie grésmingi. Pasak
Maerckerio, pagrindinis skirtumas tarp adaptacijos sutrikimo ir PTSS yra
stresoriaus intensyvumas (Maercker et al., 2007). Foa pasiiilé¢ dar vieng teorinj
modelj, kuriuo buvo siekta paaiskinti invazijos ir vengimo simptomus PTSS.
Siame modelyje teigiama, kad stresiniai jvykiai saugomi darbinéje atmintyje
su didesniu valentingumu. Foa teoriniame streso modelyje apraSomas ir
asociacinis tinklas, kuriame saugoma informacija apie stresoriy, reakcija |
stresoriy ir prasme (Foa, Steketee, & Rothbaum, 1989).

Taciau tikriausiai labiausiai tinkamas adaptacijos sutrikimui bty
kognityvinis trauminio streso modelis (Ehlers & Clark, 2000). Sis teorinis
modelis apima paties stresoriaus ar jo pasekmiy jvertinima. Pagal §j modelj
reikSmingi stresoriai gali kelti grésme asmens saves vaizdui. Todél Zzmogus
gali vengti mastyti apie stresoriy, negebédamas stresinés patirties integruoti j
savo kognityviasias schemas (Ehlers & Clark, 2000). Be to, vis daugéja
tyrimy, kurie patvirtina, kad socialiniai-tarpasmeniniai veiksniai kaip
atsiskleidimas ir socialinis pripazinimas yra ne ka maziau svarbis adaptacijos
sutrikimo eigai nei asmenybés veiksniai (Kazlauskas, 2017; Lorenz,
Perkonigg, et al., 2018).

Apzvelgti teoriniai modeliai padeda geriau suprasti kognityvinius ir
socialinius procesus adaptacijos sutrikimo reakcijose. Tadiau reikalingi
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tolesni tyrimai, kurie empiriSkai pagrjsty adaptacijos sutrikimo teorinius
modelius.

1.2.3. Adaptacijos sutrikimo simptomy jvertinimas

Atsizvelgiant | TLK-11 poky¢ius, psichikos sveikatos specialistams
praktikams bei mokslininkams itin reikalingos tampa patikimos adaptacijos
sutrikimo jvertinimo priemonés. Iki naujojo modulio adaptacijos sutrikimo —
Adjustment Disorder New Module (ADNM) — skalés sukiirimo (Maercker et
al., 2007), adaptacijos sutrikimas daznai buvo diagnozuojamas naudojant
depresijos ir nerimo sutrikimy skales (Kazlauskas, Zelviene et al., 2018).
Empirinivose tyrimuose buvo naudojami bent penkiy varianty ADNM. 29
teiginiy versija ADNM-29 buvo naudojama Einsle ir kolegy 2010 m.
publikuotame tyrime ir 20 teiginiy versija, kurig 2015 metais panaudojo
Glaesmer ir kolegos (Einsle, Kollner, Dannemann ir Maercker, 2010;
Glaesmer et al. 2015). Taip pat tyrimuose naudotas sutrumpintas 8 teiginiy
ADNM-8 klausimynas (Horn & Maercker, 2016), ADNM-6 $esiy teiginiy
versija (Maercker, Bachem, Lorenz, Moser, & Berger, 2015) ir itin trumpa
ADNM-4 versija (Ben- Ezra, Mahat-Shamir, Lorenz, Lavenda, & Maercker,
2018).

Misy empiriniams tyrimams mes naudojome trumpa 8 teiginiy ADNM-8
versija (Kazlauskas, Gegieckaite, Eimontas, Zelviene, & Maercker, 2018) (zr.
Paper 2), kurioje yra stresoriy sarasas ir klausimai apie pagrindinius TLK-11
adaptacijos sutrikimo simptomus. Trumpoji astuoniy teiginiy ADNM versija
buvo naudota bent dviejuose kituose moksliniuose tyrimuose ir juose buvo
nustatytos tinkamos Sios ADNM versijos psichometrinés charakteristikos
(Ben-Ezra et al., 2018; Horn & Maercker, 2016).

1.2.4. Internetu prieinamos intervencijos adaptacijos sutrikimui

Siuo metu pasaulyje kuriama daug programy ir mobiliyjy programéliy
skirty jvairioms psichikos sveikatos problemoms (Bakker, Kazantzis,
Rickwood, & Rickard, 2018; Proudfoot et al., 2011). Bty adekvatu tikeétis,
kad ir adaptacijos sutrikimui, kuris yra vienas i§ dazniausiai diagnozuojamy
sutrikimy pasaulyje, buvo sukurta bent viena internetu prieinama intervencija.
Vis délto, nors ir buvo atlikta nemazai farmakologiniy tyrimy (Nguyen et al.,
2006; Stein, 2015) ir tradiciniy ,,akis j akj“ buidu teikiamy psichologiniy
intervencijy tyrimy (Bachem & Maercker, 2016; Cvetek, 2008). Kazlausko ir
kolegy atliktoje apzvalgoje randamas vienas randomizuotas kontroliuojamas
tyrimas, kuriame analizuojamas TLK-11 adaptacijos sutrikimui skirto
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spausdinto savipagalbos vadovo veiksmingumas (Bachem & Maercker, 2016;
Kazlauskas, Zelviene et al., 2018). Naujausia sisteminé literatiros apzvalga
parod¢, kad internetu prieinamy intervencijy adaptacijos sutrikimui tyrimy ligi
Siol publikuota nebuvo (O’Donnell, Metcalf, Watson, Phelps, & Varker,
2018). Nors miisy randomizuoti kontroliuojami tyrimai buvo vieni i§ pirmyjy
bandymy siekiant jvertinti internetu prieinamy intervencijy efektyvumga
adaptacijos sutrikimui, didéjantis paskelbty studijy protokoly (Rachyla et al.,
2018; Servant et al., 2017) skaicius liudija, kad susidoméjimas internetu
prieinamy intervencijy teikimo galimybémis adaptacijos sutrikimui auga.

Yra keletas argumenty, kodél verta kurti ir tyrinéti internetu prieinamas
intervencijas adaptacijos sutrikimui. Pirma, trumpalaikis adaptacijos
sutrikimo pobiidis labai tinka zemo intensyvumo intervencijoms (Maercker et
al., 2015). Be to, trumpalaikiai gydymo biidai gali buiti naudingi visuomenés
sveikatos poziiiriu (Andersson et al., 2009), kadangi jie gali padéti iSvengti
tolesnio sutrikimy vystymosi. Be to, kadangi adaptacijos sutrikimas gali buti
laikomas pereinamuoju j kitus, sunkesnius sutrikimus, jis potencialiai gali buti
koreguojamas trumpomis mazo intensyvumo intervencijomis, skirtomis
pakeisti simptomy trajektorija nuo iSsivystymo iki sunkaus sutrikimo
(O'Donnell et al., 2016). Kai kurie mokslininkai teigia, kad dalis zmoniy, kurie
kencia nuo nesunkiy psichikos sveikatos sutrikimo pozymiy, galéty iSvengti
stigmatizavimo pasinaudoti universalesne savipagalbos intervencija (Bakker
et al., 2016). Nepaisant to, reikalingi tvirti empiriniai jrodymai siekiant
pagristi, kad mazo intensyvumo internetu prieinamos savipagalbos priemonés
gali bti tinkamas sprendimas TLK-11 adaptacijos sutrikimo gydymui.

*k*k

Apibendrinant, remiantis apzvelgta moksline literattra, galima teigti, kad
internetu prieinama savipagalba gali buti veiksmingas sprendimas siekiant
jveikti psichinés sveikatos problemas, kuomet naudojama viena ar kartu su
tradicinémis intervencijomis. Be to, adaptacijos sutrikimo, kaip atsako j stresa,
intervencijoje, galéty buti sekmingai taikoma internetu prieinama intervencija.
Taip pat daugéja jrodymy, kad adaptacijos sutrikimas gali peraugti i kitas
sunkesnes psichikos sveikatos problemas, o ankstyvos mazo intensyvumo
intervencijos galéty padéti uzkirsti kelig tolesnei psichopatologijos raidai.
Adaptacijos sutrikimo tyrimams teigiamg jtakg padaré TLK-11 adaptacijos
sutrikimo diagnozés apibrézimo pakeitimas.
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1.3. Tyrimo tikslai ir uzdaviniai

Misy tyringjimy tikslas buvo jvertinti trumpalaikés internetu prieinamos
savipagalbos intervencijos poveikj asmenims, kurie gyvenime patyré
reikSmingy stresoriy ir kuriems dél to pasireiské TLK-11 aprasomi adaptacijos
sutrikimo simptomai. Taip pat patikrinti, kaip papildomai prieinama
psichologo pagalba paveikia programos veiksmingumo rezultatus ir patikrinti
trumpo adaptacijos sutrikimo psichologinio jvertinimo instrumento
psichometrines savybes Lietuvos imtyje.

Siems tikslams pasiekti buvo numatytos trys pagrindinés uzduotys. Pirma,
atlikti randomizuota kontroliuojama tyrima, kuriame lyginamos intervencing
su kontroliné laukian¢iyjy grupe. Antra, atlikti randomizuotg kontroliuojamag
tyrimg ir palyginti intervencing grup¢ su intervencine grupe, kuri turi
papildoma galimybe pagal pareikalavimg gauti psichologo pagalba.
Galiausiai, atlikti trumpo TLK-11 adaptacijos sutrikimo vertinimo
instrumento psichometriniy rodikliy skaic¢iavimus.

2. TYRIMO METODOLOGUA

Buvo atlikti du randomizuoti kontroliuojami tyrimai. Visi trys empiriniai
straipsniai, naudojami $ioje disertacijoje, buvo paskelbti naudojant Siy dviejy
tyrimy duomenis. Abiems randomizuotiems kontroliuojamiems tyrimams
buvo gautas Vilniaus universiteto Psichologiniy tyrimy etikos komiteto
leidimas. Abiejuose tyrimuose buvo vadovaujamasi CONSORT EHEALTH
rekomendacijomis (Eysenbach, 2011). Visi dalyviai pateiké informuota
sutikimg dalyvauti tyrime.

2.1. Intervencija

Siame skyriuje trumpai apra$yta empiriniy tyrimy metu naudota
intervencija. I§samus intervencijos tyrimo schemos ir intervencijos pobidzio
bei turinio apra§ymas pateiktas BMC Psychiatry iSspausdintoje publikacijoje
(zr. Paper 1).

Trumpa adaptacijos sutrikimo intervencija (angl., Brief Adjustment
Disorder Intervention, BADI) - tai moduliné internetu prieinama adaptacijos
sutrikimo intervencija, sukurta Vilniaus universitete. Intervencija remiasi
KET ir démesingo jsisamoninimo praktika (angl., mindfulness), turi
pozityviosios psichologijos bei psichikos ir kiino praktikos (angl., Mind and
Body Practices) elementus. D¢l savo strukttiruotos prigimties KET buvo
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patogus pritaikyti daugelyje internetu prieinamy intervencijy. Jau atlikta per
200 randomizuoty kontroliuojamy tyrimy ir dauguma jy rodo iKET
veiksmingumg (Carlbring et al., 2018). Démesingo jsisgmoninimo praktika
gali padéti sumazinti stresa, o tai savo ruoztu gali padéti pazvelgti | stresoriy
i§ kitokios perspektyvos (Garland, Gaylord, & Fredrickson, 2011). Pozityviy
psichologiniy intervencijy naudojimas gali buti laikomas papildoma psichinés
sveikatos skatinimo ir gydymo strategija (Bolier et al., 2013). BADI yra skirta
naudoti kaip savipagalbos priemone, gerinanti psichologinj atsparumg ir
padedanti formuoti streso jveikos strategijas, panaudojant asmeninius bei
socialinius asmens isteklius. BADI susideda i§ 4 moduliy: atsipalaidavimo,
laiko valdymo, démesingo jsisamoninimo, santykiy stiprinimo. Kiekviename
modulyje yra trys psichologinés uzduotys (zr. 1 dokumenta).

Intervencijos kiirimas, studijy planavimas ir vykdymas. Sig intervencija
sukiré Vilniaus universiteto Psichologijos instituto Psichotraumatologijos
centro mokslininky grupé. Visa komanda dalyvavo diskusijose dél
intervencijos koncepcijos. Sios disertacijos darbo vadovas dr. E. Kazlauskas
buvo $iy tyrimy iniciatorius, vadovas ir pagrindinis tyréjas. Sio disertacijos
autorius J. Eimontas buvo tyrimy koordinatorius. Kiti grupés nariai - vienas i$
pagrindiniy tyréjy dr. P. Skruibis ir tyréjy grupés naré dr. M. Dovydaitiené
buvo atsakinga uz idéjy intervencijos kiirimui rengima. Siy tyrimy
mokslininky grupéje taip pat dalyvavo dr. P. Zelviené ir dr. E. Mazulyté-
Rasytiné. Sios disertacijos autorius J. Eimontas buvo reikimingai jsitraukes
intervencijos kairimo ir visy moksliniy tyrimy veiklas, jskaitant tyrimy grupés
susitikimy koordinavimg, bendradarbiavimg su informaciniy technologijy
kompanija, kiirusia programine jrangg, padéjo rengti etikos leidimy paraiskas,
buvo jsitraukes j duomeny rinkimg ir duomeny analizg.

Intervencijos kiirimas buvo paremtas nuostata, kad visi asmenys savo
gyvenime patiria jvairiy stresoriy. Be to, tyréjy grupé sieke rasti biidg jgalinti
asmenis suteikiant prieigg prie tyrimy rezultatais patvirtinty veiksmingy
psichologiniy techniky. Kadangi stresoriai yra labai skirtingi, buvo nuspresta
kurti moduling intervencija, kad kiekvienas asmuo galéty pasirinkti naudoti
tik tas intervencijos uzduotis, kurios jam yra aktualios. Pagrindinis
intervencijos tikslas nebuvo padéti asmenims tiesiogiai susitvarkyti su
stresoriumi, ta¢iau buvo siekiama asmenims padéti tvarkytis su stresu, o tai
savo ruoztu turéjo leisti aiSkiau jvertinti savo situacijg ir padeéti atkurti
optimaly adaptacijos lygj.

Visos intervencijos pratybos buvo nukreiptos i streso jveikg jvairiais
aspektais. Siekiant sumazinti kiino stresa, ] intervencijg jtraukéme démesingo
jsisamoninimo metoda bei proto ir kiino praktikas. Sios pratybos buvo skirtos
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padéti nusiraminti, sumazinti stresa, praplésti démesio lauka. Planavimo
uzduotimis buvo siekiama formuoti veiksmingas jveikos strategijas,
pavyzdziui, padalijus dideles stresg kelian¢ias uzduotis | mazesnes dalis ir
sprendziant jas viena po kitos, zingsnis po zingsnio. Intervencijos uzduotys,
skirtos santykiams, buvo nukreiptos j socialiniy jveikos resursy aktyvavima.
Prie kiekvienos intervencijos uzduoties buvo aprasyta, kaip §i uzduotis turéty
buti vykdoma, kokios salygos yra reikalingos norint ja atlikti ir kiek laiko
paprastai uztenka ja atlikti. Instrukcijos, kaip atlikti intervencijos uzduotis,
buvo pateiktos raStu, o kai kurioms uzduotims ir intervencijos interneto
svetaingje pateiktuose garso jraSuose. Vis0s 12 intervencijos uzduociy turéjo
savo tikslus. Tie tikslai buvo aiSkiai aprasyti, kad kiekvienas programos
vartotojas jj matyty (iSsamesnei informacijai zr. Paper 1, 1 lentelg).

2.2. Dalyviai

Visi dalyviai patys pasirinko dalyvauti tyrime atsidar¢ intervencijos
interneto svetaing. Informacija apie tyrimg buvo paskelbta Vilniaus
universiteto  oficialiojoje  svetainégje  ir  Vilniaus  universiteto
Psichotraumatologijos centro ,,Facebook* puslapyje.

Dalyviai, norintys pasinaudoti intervencija ir dalyvauti tyrime, turéjo
atitikti Siuos jtraukimo j tyrimg kriterijus: 1) patirtas bent vienas reikSmingas
stresorius per pastaruosius dvejus metus; 2) didelis ICD-11 adaptacijos
sutrikimo simptomy lygis; 3) > 18 mety; 4) pakankamos lietuviy kalbos zinios,
kad suprasty instrukcijas ir pateikty informuota sutikima. Daugiau
informacijos apie 1 ir 2 studijy dalyvius pateikiama procediry skyriuje.

Randomizavimas buvo testinis, kad dalyviai atsitiktine tvarka bty
suskirstyti j tyrimo grupes per 24 valandas po to, kai savarankiskai uzpildé
programoje pateiktus klausimynus. Atranka buvo atlikta naudojant atsitiktiniy
skai¢iy generavimo paslaugg svetainéje www.random.org.

2.3. Procediiros

1 ir 2 randomizuoti kontroliuojami tyrimas buvo skirtingi, todél tyrimo
procediiros ir dalyviy charakteristikos aprasomos atskirai.

1 tyrimas. Siame tyrime dalyvavo 284 dalyviai. Sio tyrimo dalyviy
vidutinis amzius buvo M = 33,13 (SD = 11,70), 82,4% (n = 234) buvo moterys.
Tyrimo pavyzdyje: adaptacijos sutrikimo simptomy vidurkis M = 28,06 (SD
= 2,88), psichologiné gerovée M = 35,25 (SD = 17,62).

Internetu prieinama adaptacijos sutrikimo intervencija BADI buvo
lyginama su kontroline laukian¢iyjy saraso grupe. Dalyvavimo intervencijoje
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trukmé buvo 30 dieny. Dalyviy buvo paprasyta atlikti vertinimg savarankiskai
programoje pries§ prasidedant intervencijai (T1) ir 30 dieny po intervencijos
(T2). Taip pat buvo gauti tolesni duomenys pra¢jus 3 ménesiams po
intervencijos (T3).

2 tyrimas. Siame tyrime dalyvavo 1077 dalyviy. Sio tyrimo dalyviy
vidutinis amzius buvo M = 35,25 (SD = 11,70), 82% (n = 879) buvo moterys.
Tyrimo imtyje: adaptacijos sutrikimo simptomy vidutinis lygis M = 27,73 (SD
= 2,78), psichologinés gerovés vidutinis lygis M = 36,71 (SD = 16,22).

Intervencija. Internetu prieinama adaptacijos sutrikimo intervencija BADI
buvo lyginama su BADI intervencija, kur papildomai dalyvis turéjo galimybe
pagal pareikalavimg gauti psichologo pagalbg naudotis programa.

Galimybé gauti psichologo pagalba naudotis programa buvo prieinama tik
vienai intervencinei grupei. Visas psichologo ir dalyvio bendravimas vyko
BADI programoje, per interneto svetaing. Pagalbg tyrimo dalyviams teiké
praktikos patirtj. Dalyviai nebuvo priskirti konkretiems psichologams.
Psichologai budéjo skirtingomis savaités dienomis ir atsakydavo i visy tos
grupés dalyviy uzklausas. Psichologai buvo apmokyti tik motyvuoti dalyvius
jsitraukti ] programg ir padéti teisingai naudotis intervencija. Dalyviai galéjo
uzduoti klausima ar komentarg psichologui po to, kai atliko uzduotj.
Psichologai turéjo galimybe tik vieng kartg atsakyti | vieng klausimg. Norint
palikti kita komentarg ar klausima, dalyviai vél pirmiausiai turéjo atlikti vieng
i§ intervencijos uzduociy.

Intervencijos trukmé Siame tyrime buvo 60 dieny. Dalyviy buvo praSoma
uzpildyti klausimynus 4 kartus: prie$ tyrimg (T1), po 30 dieny intervencijos
viduryje (T2), pasibaigus intervencijai (T3) ir 3 ménesiai po intervencijos
pabaigos (T4).

2.4. Tyrimo metodai

Tyrimuose surinkti demografiniai duomenys: amzius, lytis, Seiminé
padétis, profesiné padétis, i$silavinimas, gyvenamoji vieta (kaimo, miesto).
Dalyviy taip pat buvo papraSyta atsakyti savo paciy zodziais, kaip jie suzinojo
apie intervencija. Pagrindiniai rezultaty rodikliai abiejuose tyrimuose buvo
adaptacijos sutrikimo sunkumy lygis ir psichologinés gerovés lygis.

Adaptacijos sutrikimas. TLK-11 adaptacijos sutrikimo simptomams
jvertinti naudojome trumpg adaptacijos sutrikimo naujojo modelio
instrumento versijg (Glaesmer et al., 2015) - ADNM-8. Trumpoji versija
perdaryta i§ ankstesnio plataus masto adaptacijos sutrikimo tyrimo Lietuvos

gyventojy populiacinéje imtyje (Zelviene et al., 2017). ADNM-8 susideda i
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17 stresiniy jvykiy saraso ir astuoniy teiginiy sgraSo, pagal kuriuos nustatomi
pagrindiniai TLK-11 adaptacijos sutrikimo simptomai. Stresiniy jvykiy sarasa
sudaro devyni ilgalaikiai stresoriai (pvz., finansinés problemos), septyni Gims
stresoriai (pvz., artimojo mirtis) ir taip pat palikta vietos jrasyti kitiems
galimai patirtiems stresiniams jvykiams. Dalyviai buvo prasomi nurodyti,
kuriuos i$ Siy stresoriy jie patyré per pastaruosius dvejus metus. Antrame
ADNM-8 sarase keturi klausimai yra skirti adaptacijos sutrikimo jkyriy
minc¢iy simptomy, 0 Kiti keturi adaptacijos sutrikimo prisitaikymo sunkumy
simptomy jvertinimui. Dalyviai buvo paprasyti naudojant 4 baly Likerto skale
(1 —,,niekada“, 2 — ,retai“, 3 — , kartais*, 4 — ,,daznai*) nurodyti, kaip daznai
jiems pasireiské adaptacijos sutrikimo simptomai per pastargsias dvi savaites.
Abiejuose tyrimuose naudotas slenkstinis adaptacijos sutrikimo simptomy
lygis pagal ADNM-8 buvo >23, o tai rodo auksta adaptacijos sutrikimo
simptomy lygj, pagrjsta ankstesnio tyrimo rezultatais (Zelviene et al., 2017).
Pirmajame tyrime vidinis ADNM-8 simptomy subskaliy suderinamumas buvo
aukstas, o Cronbach alfa = 0,89. Antrajame tyrime vidinis suderinamumas taip
pat buvo geras — Cronbach alfa = 0,83.

Psichologiné gerové buvo matuota pagal Pasaulio sveikatos organizacijos
(PSO) parengtg gerovés klausimyng PSO-5 (World Health Organization,
1998). Tai trumpas penkiy teiginiy PSO Geroves indeksas. Dalyviy buvo
prasoma jvertinti 6 baly Likerto skaléje (nuo 0 = ,niekada“ iki 5 = ,,visg
laika“), kaip gerai kiekvienas teiginys atitiko jy bukle per pastarasias dvi
savaites. Instrumento jverciai gali buti nuo 0 iki 25. PSO rekomenduoja
padauginti §j balg i§ 4. Tai leidZia lengvai konvertuoti rezultatus j procenting
skale. Rezultatai Zemiau 50 baly rodo prasta gerove ir depresijos, nerimo arba
kity psichikos sveikatos sutrikimy rizikg (Topp, Qstergaard, Sendergaard, &
Bech, 2015).

2.5. Duomeny analizé

Statistiné analizé buvo atlikta naudojant IBM SPSS Statistics 23 ir 24
versijas. IBM  AMOS 23.0.0 programiné jranga buvo naudojama
patvirtinanc¢iajai faktorinei analizei (CFA). ANOVA ir ANCOVA statistikos
buvo naudotos  analizuojant efekto  dydzius  randomizuotuose
kontroliuojamuose tyrimuose.
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3. REZULTATAI

Per dvejus tyrimo vykdymo metus tyrimo svetainéje uzsiregistravo daugiau
nei 3000 unikaliy dalyviy. Nubyréjimas ir iSkritimas buvo aukstas abiejuose
tyrimuose. Pirmajame tyrime nubyréjimas dél nesinaudojimo, t. y., dalyvis
atrinktas j intervencijos grupe¢ neatliko nei vieny pratyby, buvo 53% (n = 82),
iSkritimo i$ intervencijos, t. y., dalyvis neatliko bent vienos intervencijos
uzduoties ir/arba neatliko vertinimo po intervencijos (T2), rodiklis buvo 87%
(n = 135). Kontrolingje laukianciyjy sgraso grupéje 47% (n = 60) dalyviy
neatliko antrojo vertinimo (T2) ir buvo laikomi iskritusiais. Antrajame tyrime
nubyré¢jimas del nesinaudojimo buvo 66%, o tarp grupiy reikSmingy skirtumy
nebuvo. Kitg vertus papildomg psichologo pagalba galéjusios gauti grupés
dalyviai, reik§mingai daZzniau nei savaranki$kai intervencija naudotis
galéjusios grupés dalyviai, atliko T2 vertinima: 76% (n = 136) pries$ 67% (n =
125). Priklausymas vienai ar kitai intervencijos grupei ir buvo vienintelis
skirtumas nagrinéjant §j skirtuma. Pagrindiniy rezultaty santrauka pateikiama
tolesniuose poskyriuose. ISsamesnius rezultatus rasite Sioje disertacijoje
pateiktuose straipsniuose.

3.1. Adaptacijos sutrikimo instrumento psichometrinés savybés

IS viso 1174 dalyviy, i§ kuriy 958 buvo moterys (81,6%), duomenys buvo
itraukti ] ADNM-8 psichometriniy savybiy duomeny analizg. Dalyvio amzius
buvo nuo 18 iki 76 mety (M = 34,85, SD = 11,46). Dauguma dalyviy buvo i$
miesty (83,0%) ir turéjo universitetinj iSsilavinimg. Trumpo adaptacijos
sutrikimo simptomy matavimo instrumento ADNM-8 statistiné analizé
atskleidé geras instrumento psichometrines savybes.

Visos ADNM-8 skalés patikimumas buvo priimtinas — Cronbach a. = 0,83,
ikyriy minc¢iy subskalés o = 0,85, o prisitaikymo sunkumy o = 0,71. Atlikta
ADNM-8 struktiiros patvirtinancioji faktoriné analizé. Modelio tinkamumo
indeksai parodeé, kad modelis yra tinkamas: 2 = 66,53 (df = 18), p < 0,001,
RMSEA = 0,048 (95% CI 0,036-0,061), CFI = 0,985. Galiausiai buvo
iSmatuotas ADNM-8 divergencinis validumas su PSO-5. Koreliacija tarp
ADNM-8 ir PSO-5 buvo statistiskai reik§minga, r = -0,45, p < 0,001. PSO-5
koreliacija su jkyriy min¢iy subskale buvo r =-0,35, p < 0,001 ir prisitaikymo
sunkumy subskale koreliacija buvo r = -0,43, p < 0,001. Kiekvieno ADNM-8
teiginio koreliacija su PSO-5 svyravo nuo r = -0,28 iki r = -0,43 (daugiau
informacijos zr. Paper 2).
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3.2. Intervencijos rezultatai, palyginti su kontroline laukian¢iyjy grupe

Tarp | tyrimo grupes randomizuoty dalyviy buvo keletas skirtumy.
Laukianciyjy saraso grupés dalyviai buvo statistiskai reikSmingai jaunesni (M
=31,48), palyginti su intervencinés grupés dalyviais (M = 34,49), taip pat Sioje
grupéje buvo zymiai maziau visg darbo dieng dirbanciy asmeny (atitinkamai
46,9% ir 62,3%) ir daugiau studenty (33,6% ir 20,8%, atitinkamai). Pries§
intervencijg atlikto vertinimo (T1) metu surinkty duomeny analiz¢ atskleidé,
kad per pastaruosius dvejus metus tyrimo dalyviai (n = 284) patyré
vidutini$kai po keturis reikSmingus gyvenimo stresorius (M = 4,23, SD =
2,08). Dazniausiai pasitaike stresoriai buvo: 1) per daug arba nepakankamai
darbo 62,0% (n = 176); 2) konfliktai Seimoje 55,3% (n = 157); 3) finansiniai
sunkumai 46,8% (n = 133); 4 ) sunkumai dél riboto laiko ir terminy 46,8% (n
= 133) ir konfliktai darbe 34,5% (n = 98). Patirti stresoriai tarp tiriamyjy
grupiy reikSmingai nesiskyré (iSsamesnés informacijos zr. Paper 3).

Po 30 dieny intervencijoje abiejy tyrimo grupiy adaptacijos sutrikimo
simptomy sumaz¢jimas buvo reikSmingas. Intervenciné grupé turéjo
statistiSkai reikSmingg sumazéjima, o efekto dydis buvo didelis d = 0,63.
StatistiSkai reikSmingas adaptacijos sutrikimo simptomy lygio sumazéjimas
buvo pastebimas ir kontrolinéje grupéje, taciau Cia efekto dydis buvo mazas,
d = 0,23. Tyrimo grupiy tarpusavio palyginimas atskleidé, vidutinius efekto
dydzius tiek adaptacijos sutrikimo simptomams, d = 0,57, tiek ir psichologinei
gerovei, d = 0,51 (iSsamesné informacija zr. Paper 3).

3.3. Intervencijos rezultatai lyginant su grupe galéjusia papildomai gauti
psichologo pagalba

Tarp | tyrimo grupes randomizuoty dalyviy nenustatyti jokie skirtumai,
i8skyrus tai, kad i BADI intervencija savarankiskai naudotis galéjusiyjy grupe
buvo atsitiktinai atrinkta maziau motery (79%) nei | grupe, kuri turéjo
galimybe papildomai gauti psichologo pagalbg (84%). Taciau dalyviy lytis
nebuvo susijusi su adaptacijos sutrikimo simptomy lygiu (t(1075) = 0,99, p =
0,324) ir psichologinés gerovés lygiu ((1075) = 1,23, p = 0,218) pirmojo
vertinimu (T1) metu. Pirmojo vertinimo metu dalyviai nurodé per
pastaruosius dvejus metus patyre vidutiniS$kai keturis stresinius gyvenimo
ivykius (M = 4,05; SD = 1,87). Sioje imtyje labiausiai paplite stresoriai buvo:
per daug arba nepakankamai darbo 61% (n = 656), konfliktai Seimoje 51%
(n = 547) ir finansiniai sunkumai 45% (n = 487) (iSsamesné informacija Zr.
Paper 4).
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Palyginus BADI savipagalbos programg savarankiskai naudojusig grupe
su grupe, kuri galé¢jo gauti papildomos psichologo pagalbos pagal
pareikalavimg, paaiSkéjo, kad abi grupés pasieké panaSius efektus. Po
intervencijos tarp grupiy efekto dydziai buvo labai mazi: d = 0,004 ir d =
0,001, atitinkamai adaptacijos sutrikimo simptomy lygiui ir psichologinés
gerovés lygiui. Po intervencijos jvertinus (T3) kaip per du ménesius
naudojimosi BADI programa pasikeité adaptacijos sutrikimo simptomy lygis
ir psichologinés gerovés lygis tyrimo grupése, paaiskéjo, kad efekto dydziai
savipagalbos grupéje buvo dideli tiek adaptacijos sutrikimo simptomy
(d=0,53) ir tiek ir psichologinei gerovei (d = 0,67). Grupéje, kurioje dalyviai
turéjo galimybe gauti papildoma psichologo pagalba taip pat pasiekti dideli
efekto dydziai: d = 0,51 adaptacijos sutrikimo simptomy lygiui ir d = 0,58
psichologinei gerovei. Rezultatai rodo, kad reikSmingi poky¢iai buvo pasiekti
per pirmasias 30 buvimo intervencijoje dieny (nuo T1 iki T2 matavimy), o per
kitas 30 dieny (nuo T2 iki T3 matavimy) reik§mingy poky¢iy nebevyko
(iSsamesné informacija Zr. Paper 4).

4. REZULTATU APTARIMAS IR DISKUSIJA

Nors internetu prieinamy intervencijy tyrimy srityje kuriama ir tiriama vis
daugiau intervencijy, jrodymy apie jy veiksmingumg gauséja, adaptacijos
sutrikimas palyginus su kitais paplitusiais psichikos sveikatos sutrikimais iki
Siol susilauké gerokai maziau tyréjy démesio. Miisy tyrimai buvo vieni i§
pirmyjy pildant Sig spraga ir parodé, kad internetu prieinama savipagalbos
intervencija gali bati tinkamas sprendimas net ir naudojantis savarankiskai, be
specialisto pagalbos. Trumpo TLK-11 adaptacijos sutrikimo vertinimo
instrumento duomeny analizé parodé geras instrumento psichometrines
savybes ir patvirtino ADNM-8 struktiirg su dviem subskalémis: jkyriy minéiy
ir prisitaikymo sunkumy.

4.1. Internetu prieinamos savipagalbos intervencijos rezultatai
4.1.1. Adaptacijos sutrikimo simptomy ir psichologinés gerovés pokyc¢iai

Misy randomizuoty kontroliuojamy tyrimy rezultatai parodé, kad
dalyviams, kurie naudojosi internetu prieinama savipagalbos intervencija,
reikSmingai sumazéjo adaptacijos sutrikimo simptomy lygis ir reikSmingai
padidéjo psichologinés gerovés lygis. Sie rezultatai atitinka kity tyrimy
rezultatus, rodancius, kad naudojant internetu prieinamas intervencijas, gali
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pageréti nuotaika, sumazéti distresas (Elefant, Contreras, Mufioz, Bunge, &
Leykin, 2017), o taip pat galima pasiekti nuo vidutiniy iki dideliy efekto
dydziy jvairiy psichikos sutrikimy terapijose (Berger etal., 2011; Carlbring et
al., 2005; Christensen et al., 2004). Misy tyrimy rezultatai taip prisideda prie
jrodymy, kad internetu prieinamos intervencijos gali biiti tinkamos
adaptacijos sutrikimui (Maercker et al., 2015). Sj teiginj pagrindzia ir tai, kad
pasibaigus antrajam tyrimui ketvirtadaliui jo dalyviy adaptacijos sutrikimo
simptomy lygis sumazéjo tiek, kad nebesieké jtraukimo j tyrimg kriterijaus, t.
y., jie nebepriklausé adaptacijos sutrikimo rizikos grupei.

Nors tyrimai parodé, kad BADI intervencija gali bati veiksminga
adaptacijos sutrikimui ir psichologinei gerovei, ilgalaikiai miisy intervencijos
padariniai néra aiskiis. Ir nors adaptacijos sutrikimas laikomas trumpalaikiu
praeinanciu sutrikimu, neseniai atlikti tyrimai parodé, kad po trauminiy jvykiy
adaptacijos sutrikimas gali vystytis jvairiomis trajektorijomis ir kartais
simptomai gali pasireiksti net praéjus 12 ménesiy nuo stresoriaus atsiradimo
(O'Donnell et al., 2016). Be to, pasekmés, atsirandancios po reikSmingo
stresinio gyvenimo jvykio, gali ir toliau sukelti adaptacijos sunkumy net ir
pasibaigus pirminiam stresoriui. Pavyzdziui, keletas i$ labiausiai paplitusiy
stresoriy, tiriant asmenis, kurie nesavanoriSkai prarado darba, buvo finansinés
problemos ir konfliktai Seimoje (Lorenz, Perkonigg et al., 2018). Todél toliau
plétojant BADI programg reikia tyrinéti ne tik kaip veikia intervencijos
mechanizmai, taciau ir kokiy pasekmiy sukélé pirminis stresorius ar stresoriai.
Taip pat, miisy tyrimo metu gauti veiksmingumo rezultatai néra labai auksti ir
juos reikéty interpretuoti atsargiai. Negalime atmesti to, kad dalis stebéty
rezultaty buvo susijusi su kitomis gaunamomis intervencijomis, socialinio
pageidaujamumo efektu ar net placebo poveikiu. Be to, nemaza
uzsiregistravusiy dalyviy i§ viso nepasinaudojo intervencija ir rezultatai
atspindi tik intervencijg pabaigusiy dalyviy pokycius.

Intervencijos poveikiu ver€ia abejoti ir kiti rezultatai. Kaip galima
paaiskinti tai, kad ir kontrolinei laukian¢iyjy grupei statistiskai reikSmingai,
nors ir su labai mazais efekto dydziais, sumazéjo adaptacijos sutrikimo
simptomy lygis, o psichologinés geroves lygis nepasikeite? Vienas i
paaiskinimy galéty biiti toks, kad kontrolinéje laukianc¢iyjy grupéje pastebétas
poveikis buvo atsitiktinis, o simptomy sumazéjimas buvo natirali adaptacijos
sutrikimo eiga, nes tai laikinas sutrikimas (Bachem & Maercker, 2016; Casey,
2018), arba, kad stresorius praéjo, kol jie lauké galimybés pasinaudoti
intervencija. Kadangi mes nevertinome tikslaus laiko nuo stresoriaus
atsiradimo, taip pat gali buti, kad simptomy sumazéjimas, apie kuriuos
pranesé dalyviai, buvo tik imios reakcijos j stresoriy iSnykimas. Taciau §is
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rezultatas priestarauja neseniai atliktos metaanalizés iSvadoms (Furukawa et
al., 2014), kurios parodé, kad tyrimo dalyviams, kurie negavo visai jokios
terapijos, savijauta pageréjo stipriau nei laukianéiyjy sarago grupei. Sios
Metaanalizés autoriai kelia prielaida, kad buvimas laukianciyjy saraSe gali
veikti kaip ,,nocebo®, t. y., paskatinti individus patekusius j laukianciyjy
sarasa nebesirlipinti savo sveikata ir laukti, kol jiems padés pazadétoji
intervencija.

4.1.2. Iveikos procesas ir intervencijos koncepcija

Iveikos procesas. Adaptacijos sutrikimas gali atsirasti dél didelés jvairovés
reik§mingos stresinés gyvenimo patirties. Todél misy tikslas buvo sukurti
intervencija, kuria galéty pasinaudoti kuo daugiau jvairig reikSmingg neigiama
stresing gyvenimo patirtj turin¢iy asmeny. D¢l to pasirinkome intervencija
kurti prieinamg internetu ir pasinaudoti psichologinés savipagalbos principais.
Kurdami BADI intervencija rémémeés koncepcija, kad streso jveika yra
multidimensinis procesas (Skinner et al., 2003), kuris priklauso nuo paties
individo ir nuo jo aplinkos. Kai kurie resursai, tokie kaip optimizmas,
savigarba, socialin¢é parama ir psichologiné savikontrolé ar meistriSkumas, yra
gana stabiliis ir gali padéti veiksmingai tvarkytis su stresu (Taylor & Stanton,
2007). Kiti resursai, tokie kaip démesingas kvépavimas, jgyjami mokantis,
praktikuojant ir jsisavinant, taip pat gali padéti tvarkytis su stresu. Taciau
tradiciskai adaptacijos sutrikimo gydymui buvo pritaikomos ir naudojamos
intervencijos skirtos kitiems psichikos sveikatos sutrikimams gydyti ir
dazniausiai su psichikos sveikatos specialisto jsitraukimu (Bachem & Casey,
2017). Pavyzdziui, pastaruoju metu adaptacijos sutrikimo gydymui buvo
s¢kmingai panaudota KET paremta j problemy sprendima orientuota
programa (Reschke & Teichmann, 2008) bei nujautrinimo akiy judesiais ir
perdirbimo intervencija (angl., Eye Movement Desensitization and
Reprocessing, EMDR) (Cvetek, 2008).

Modulinis intervencijos dizainas. Miisy intervencija buvo suprojektuota
kaip pratyby rinkinys, kurj dalyviai galéjo pasiekti per internetg bet kuriuo
paros metu ir pasinaudoti kovojant su stresu. | intervencija jtraukéme jvairius
pratimus, skirtus atsipalaidavimui, démesiui j savo kiing ir protg sutelkti,
veikly planavimui, organizavimui ir socialiniy rySiy paskatinimui, kad
intervencijoje buty kuo didesniam stresinius jvykius patirian¢iy asmeny ratui
reikalingy jveikos strategijy. Kéléme prielaida, kad pratybos sgveikaus su
jveikos procesu. Pavyzdziui, atsipalaidavimas, pasiektas taikant démesingo
jsisgmoninimo praktika, padeda mazinti stresa, kas netiesiogiai gali buti
naudinga sprendZiant stresoriaus problema, nes leidzia iSplésti démes;j ir 1§
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naujo jvertinti stresing situacija kitame kontekste (Garland et al., 2011). Miisy
intervencija nebuvo linijing, t. y., pratybas dalyviai galéjo pasirinkti tas, kurios
jiems atrodé aktualios ir atlikti jas savo tempu. Todél buvo daugybé budy,
kuriais kiekvienas dalyvis galé¢jo naudotis intervencija. Pavyzdziui, dalyvis
galéjo panaudoti tik vieng pratima viso tyrimo metu arba visus 12 pratimy
kelis kartus per dieng kiekvieng tyrimo dieng. Nepavyko uZregistruoti visy
elgesio programoje modeliy, nes norint, kad pratybos sistemoje biity
uzregistruojamos kaip atliktos, pats dalyvis turéjo paspausti specialy mygtuka
ekrane. Taciau iSankstiné svetainés srauty steb¢jimo duomeny analizé parodeé,
kad neretai dalyviai tiesiog iSjungs tyrimo svetaing, nejregistrave baigty
pratyby. Nepaisant §io apribojimo, yra bent jau keletas modulinio tipo
intervencijy pranaSumy. Pirma, intervencija buvo skirta tam, kad dalyviai
galéty padéti patys sau. Atlikdami pratybas intervencijoje, dalyviai galéjo
iSmokti veiksmingy ir jrodymais pagristy psichologiniy savipagalbos
techniky, kurias prireikus galéty panaudoti ir véliau gyvenime. Taigi
intervencijos poveikis galéty buti ilgalaikis. Antra, pa¢iam savo pastangomis
susitvarkyti su stresu gali bati jgalinanti ir padidinti savarankiskuma patirtis
(Bandura, 1977; van der Klink, Blonk, Schene & van Dijk, 2003; van der
Klink & va Dijk, 2003). Bent laikinas kontrolés atgavimas po reikSmingo
gyvenimo stresoriaus, gali biiti naudingas pasitikéjimui savimi, taip pat
parodyti, kad pokyéiai yra jmanomi ir sustiprinti kitas aktyvias kovos
strategijas.

Savarankiskas naudojimasis intervencija. Dalis misy intervencijos
koncepcijos buvo tai, kad dalyviams buvo patikéta pasirinkti tinkamiausias jy
situacijai pratybas ir pasirinkti optimaly daznj (ar doze). Mes neZzinome, ar
dalyviai i$ tikryjy pasirinko tas pratybas, kurios labiausiai tiko jy situacijoje
pagal patirtg stresoriy(-ius) ir jveikos procesy poreikius. Jie gal¢jo nuspresti
atlikti pratimus, kuriems reikéjo jdéti maZziausiai pastangy ar tas, kurios
reikalavo maziausiai poky¢iy. Be to, mes neZinome, ar dalyviai i§ tikryjy
iSmoko pratybas ir taike jas uz tyrimo riby. Tod¢l dél Siy metodiniy klausimy
sudétinga jvertinti dozés-atsako poveik] internetu prieinamose modulinése
savipagalbos intervencijose. Nepaisant $iy neaiSkumy, grupé, kuri gavo
psichologo pagalba naudotis programa, nepasieké geresniy rezultaty nei
savipagalbos grupé, kas galéty indikuoti, kad dalyviai pratimus pasirinko
tinkamai. Galiausiai §i savaranki$kai naudojama intervencija gali biti
netinkama sudétingiems atvejams, nes kai kurie stresoriai reikalauja, kad
asmuo priimty svarbius su gyvenimu susijusius sprendimus arba pripazinty ir
1 savo patirtj integruoty rimtus savo gyvenimo pasikeitimus, o tai, jei truksta
jveikos istekliy, be specialisto pagalbos individui padaryti gali biiti per sunku.
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Tai gali paaiskinti, kodél misy tyrime asmenys su labai aukstu adaptacijos
sutrikimo simptomy lygiu nepasinaudojo intervencija.

4.2. Psichologo pagalbos vaidmuo internetu prieinamose intervencijose

Psichologo pagalba naudotis savipagalbos intervencija nepagerino
intervencijoje pasiekty efekty, ta¢iau buvo susijusi su pavyzdingesniu tyrimo
procediiry laikymysi. StatistiSkai reikSmingai daugiau dalyviy i§ grupés,
kuriai buvo prieinama papildoma psichologo pagalba pagal pareikalavima,
dalyvavo vertinimuose, palyginus su grupe, kuri savipagalbos programa
naudojosi savarankiskai, kas rodo, kad kontaktas su psichologu gali prisidéti
prie bendry intervencijos rezultaty (Andersson et al., 2009; Baumeister et al.,
2014). Sie duomenys, rodantys, kad abiejose tyrimo grupése buvo pasiekti
kuriuose nebuvo rastas joks grupés poveikis (pvz., Olthuis et al., 2016), taciau
priestarauja kitiems tyrimams, kuriuose nurodoma, kad specialisty prizitirima
savipagalba yra pranasesnés uz savipagalbg be specialisto pagalbos
(Andersson & Cuijpers, 2009; Berger et al., 2011; Spek et al., 2007). Sie
skirtumai gali buti aiSkinami keliais veiksniais. Pirma, miisy tyrime
psichologo pagalba buvo prieinama pagal pareikalavima, ir nors $ia galimybe
pasinaudojo dauguma tyrimo dalyviy, tafiau ne visi. Antra, psichologams
miisy intervencijoje buvo nurodyti tik padéti dalyviams naudotis programa ir
nesileisti j gilesnj konsultavimg. Galiausiai kiti tyrimai, rad¢ teigiamag
psichologo pagalbos naudotis savipagalbos programomis poveikj
intervencijos rezultatams, palyginus su misy tyrimu, skyrési naudotomis
pagalbos teikimo formomis (pvz., palaikymas telefonu) ir intensyvumu (pvz.,
susisiekia reguliariai kasdien arba kas savaite) (Baumeister et al. , 2014).

Be to, nors moksliniais tyrimais patvirtinta kliento ir terapeuto aljanso
verté, vis daugiau tyrimy rodo, kad intervencijos supaprastinimas iki
»gydancio santykio néra pakankamas sudétingiems procesams paaiSkinti
(Newman, Erickson, Przeworski & Dzus, 2003) ir, kad tam tikri terapiniai
veiksniai, tokie kaip terapijos metodai, pavyzdziui, ekspozicija pagristos
intervencijos nerimo sutrikimams, sudaro didele gydymo veiksmingumo dalj
(Lambert, 1992). Musy tyrimai prisid¢jo prie turimy Ziniy, parodydami, kad
pasitelkus bent minimalig psichologo paramg gali pageréti tokie svarbis
internetu prieinamy intervencijy aspektai kaip procediry laikymasis. Sie
rezultatai yra ypac svarbiis svarstant apie intervencijos pritaikyma klinikingje
praktikoje.

Be to, atviro klausimo apie tai, kaip dalyvis suZzinojo apie BADI

intervencijg, preliminari analizé parodé¢, kad kai kurie dalyviai galéjo naudoti
77



BADI intervencija papildomai kartu su tradicine terapija. Dalyviai nurodé,
kad apie BADI intervencija suzinojo i§ savo terapeuty. MisSrus psichikos
sutrikimy gydymas prie jprastos terapijos pasitelkiant internetu prieinamas
intervencijas po truputj tampa priimtinu ir ekonomiskai naudingu psichinés
sveikatos problemy sprendimo buidu (Kooistra et al., 2016; Marks et al., 2004).
Galimybés BADI intervencija naudoti miSriame intervencijos dizaine turéty
biti nagringjamos ateities tyrimuose. Atlikdami savo tyrimus, mes
neanalizavome, kiek dalyviy naudojo BADI intervencija kaip papildoma
priemone prie jau vykstancios terapijos ir kokie jau vykstancios terapijos
veiksniai gal¢jo turéti jtakos BADI tyrimy rezultatams.

Galiausiai, psichologo jtraukimas j intervencija gali biiti neiSvengiamas,
kai reikia tiesiogiai spresti dél stresoriaus kylancias problemas. Individualus
pri¢jimas prie kliento, apimantis internetu prieinamy intervencijy praktikg ir
daugiau individualaus tiesioginio kontakto su psichikos sveikatos
specialistais, nors ir reikalauja daugiau istekliy, gali turéti didesnes galimybes
spresti sunkesnius ir sudétingesnius atvejus bei padidinti klienty jsitraukima
(Rachyla et al., 2018). Taciau reikia ir placiai prieinamy atviry internetu
prieinamy intervencijy (angl., Massive Open Online Interventions, MOOI),
kad buty galima pasiekti didele dalj nepasiturinciy ar dél kity priezasCiy
tradicinés pagalbos negalinciy gauti asmeny, kuriems reikalingos psichikos
sveikatos paslaugos (Mufioz et al., 2016).

4.3. Sutrikimas ar normali reakcija j gyvenimo stresorius

Siame skyriuje aptariama, ar adaptacijos sutrikimas i§ tikryjy yra
sutrikimas, ir, jei taip, kokios intervencijos yra tinkamiausios ir gali bati
naudojamos efektyviausiai §j sutrikima gydyti?

Diskusija apie tai, ka reikéty klasifikuoti kaip psichikos sutrikimg ir kas
yra tik normali reakcija | gyvenimo patirtis t¢siasi jau labai ilgai (Fabrega Jr
& Mezzich, 1987). Moksliniai tyrimai iki Siol negaléjo pateikti jrodymy apie
biologinius ir kitus veiksnius, kurie leisty ai$kia linija atskirti adaptacijos
sutrikimg ir jprastines reakcijas | stresg, tod¢l diagnozé daznai grindziama
grubiais deskriptoriais, simptomy skai¢iumi ir jy trukme (Bachem & Casey,
2017). Sunkesniy nei jprasta reakcijy i stresa laikymas sutrikimu turéty
prasme, jei individas sulaukty specializuotos pagalbos. D¢l savaime
praeinancio adaptacijos sutrikimo pobuidzio galima teigti, kad gydymas néra
bitinas. Taciau, jei stresorius iSlieka, simptomai taip pat gali islikti. Be to,
buvo pademonstruota, kad adaptacijos sutrikimas gali prasidéti praéjus
daugiau nei 12 ménesiy po trauminio jvykio ir gali sukelti sunkesnius

sutrikimus, jei néra gydomas (O'Donnell et al., 2016). IS tiesy longitudiniai
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tyrimai rodo, kad galimai yra vienas bendras faktorius, kuris nulemia
psichikos pazeidziamuma ir gali buti atsakingas uZz jvairius psichinés
sveikatos sutrikimus nuo depresijos iki nerimo iki psichozés (Stephan et al.,
2016). Be to, stresinis jvykis individo gyvenime niekada néra izoliuotas, todél,
jei asmuo negali sékmingai su juo susidoroti, ilgainiui tai gali paveikti
profesing veikla, mokymasi, santykius ir kitas gyvenimo sritis. (Lorenz,
Perkonigg et al., 2018; Maercker, Brewin, Bryant, Cloitre, Reed et al., 2013).
Be to, adaptacijos sutrikimui priskiriami simptomai yra siejami su auksta
savizudybiy ir suicidinio elgesio rizika, piktnaudziavimu narkotinémis
medziagomis ir kity medicininiy sutrikimy ar trukdziy jy gydymui rizika
(Pelkonen, Marttunen, Henriksson, & Lonngvist, 2005). Todél, norint i§vengti
tolesnio biklés blogéjimo, laiku suteikta profesionali pagalba gali biti batina.
Savipagalbos intervencijos gali tapti bidu teikti jrodymais pagrjsta
savipagalba asmenims, turintiems subklinikinius sveikatos draudimo
nekompensuojamus sindromus (Scogin et al., 2003). Ir galiausiai, asmenys,
kurie susiduria su tam tikromis adaptacijos problemomis ir siekia susidoroti
su jomis savarankiskai arba asmenims, kurie dél vienos ar kitos priezasties
negali gauti arba nepraSo profesionalios pagalbos, neturéty biti palikti remtis
pseudomoksliniais Saltiniais ar vien tik patarimais i§ populiariosios
psichologijos. Vien tik Siy argumenty turéty pakakti parodant bitinybe
patikimai nustatyti reikSmingus gyvenimo stresorius patyrusius asmenis, kurie
neturi pakankamai resursy jveikai ir plétoti jrodymais grjstas internetu
prieinamas savipagalbos intervencijas.

Taciau diagnozé taip pat paprastai yra susijusi su stigma (Byrne, 1997;
Dinos, Stevens, Serfaty, Weich, & King, 2004). Be to, nereikéty pamirsti, kad
stresas yra svarbi milsy gyvenimo dalis ir yra buitinas norint pasiekti svarbius
gyvenimo tikslus. Stresas leidzia mums susitelkti ir maksimizuoti visg miisy
potencialg konkreciy problemy sprendimui (Skinner et al., 2003). Pernelyg
platus psichikos sutrikimo apibrézimas gali patologizuoti normalias reakcijas
1 stresg, pervertinti galimybes paSalinti nelaimingumg ir nepaisyti galimo
kancios vertingumo (Pierre, 2012). Todél nesavalaikis su stresu susijusiy
sutrikimy diagnozavimas ir ankstyva intervencija gali trukdyti nattraliems
iveikos ir vystymosi procesams. Taciau, kai problemos sprendimas virsija
asmens tuolaikes galimybes, tuomet pasiekti patenkinamg rezultatg
nepagerinus jveikos strategijy ar resursy (ziniy, ekspertiSkumo, socialinio ir
profesinio tinklo), beveik nejmanoma. Apibendrinant adaptacijos sutrikimo
diagnoz¢ tarptautinése ligy klasifikacijose yra vertinga i§ individo ir
visuomenés sveikatos perspektyvos. Vienas i§ biidy sumazinti su psichikos
sutrikimo gydymu susijusi stigmatizavima, galéty biiti internetu prieinamos
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intervencijos, kuriy pagrindinis tikslas yra pagerinti jveikos strategijas, o ne
gydyti sutrikimus.

Adaptacijos sutrikimo vertinimas. TLK-11 leidime pristatyti specifiniai
adaptacijos sutrikimo simptomai leidzia lengviau jvertinti reikSmingus
stresinius gyvenimo jvykius patyrusius asmenis. Internetu prieinamos
intervencijos suteikia unikaliag galimybe integruoti vertinimo procediras,
sudaro galimybes automatizuoti kai kurias vertinimo procediiras ir nedelsiant
pateikti atgalinj ry$j intervencijos dalyviams.

Adaptacijos sutrikimo simptomy matavimui mes naudojome trumpa
ADNM klausimyno versijg. Adaptacijos sutrikimo vertinimo instrumento
ADNM-8 ir jo subskaliy patikimumas pagalbos ieSkanciy suaugusiyjy imtyje,
buvo priimtini ir panasiis | pilnos ADNM versijos patikimumo rodiklius
(Lorenz, Bachem, & Maercker, 2016). Be to, dabartinio BADI tyrimo
rezultatai patvirtino ADNM-8 struktiirg su jkyriy minéiy ir prisitaikymo
sunkumy simptomy subskalémis. Sie rezultatai taip pat sutampa su
adaptacijos apibrézimo pasitlymais TLK-11 leidimui (Maercker, Brewin,
Bryant, Cloitre, Reed et al., 2013), adaptacijos sutrikimo koncepcija neseniai
paskelbtoje TLK-11 (World Health Organization, 2018) ir atitinka tyrimy
atlikty kitose populiacijose rezultatus (Zelviene et al., 2017).

Reikia aptarti ir misy tyrimy ribotumus susijusius su adaptacijos sutrikimo
vertinimu. Pirma, adaptacijos sutrikimy simptomy jvertinimas buvo pagristas
paciy tyrimo dalyviy internetu uzpildytais klausimynais. ADNM-8 yra
trumpas ir jam uzpildyti nereikia daug laiko, todél tai galéty padidinti dalyviy,
atlikusiy vertinima, skaiciy. Be to, savo tyrimuose mes nesiekéme nustatyti
diagnozés, o grei¢iau iSmatuoti simptomy intensyvumg. Taciau iSsamus
klinikinis interviu su psichikos sveikatos specialistu, naudojant struktiiruota,
TLK-11 leidimu paremta, interviu protokolg, galéty suteikti patikimesniy
duomeny. Nepaisant to, kol kas néra patvirtinto klinikinio vertinimo interviu
(Kazlauskas, Zelviene et al., 2018), taciau yra pozymiy, kad klinikinis TLK-
11 adaptacijos sutrikimo jvertinimas gali susidurti su sunkumais ateityje, nes
psichikos sveikatos specialistams sunku tiksliai atpazinti TLK-11 leidime
jvardintus simptomus (Keeley et al., 2016). Be to, nors instrumento
psichometrinés savybés buvo geros, tyrimas buvo atliktas pagalbos ieSkanciy
asmeny imtyje. Todél norint nustatyti normas reikalingi papildomi tyrimai
klinikinése imtyse ir specifinius stresorius patyrusiy asmeny tyrimai. Be to,
norint patikrinti ADNM-8 pakartotiny testavimy patvirtinta patikimuma reikia
atlikti pakartotinius patikimumo tyrimus. Galiausiai Siuose tyrimuose nebuvo
atsizvelgta ] komorbidiskumg, todél mes nezinome, kokj poveikj tyrimo
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procediry laikymuisi, jsitraukimui j intervencijg, dalyviy nubyréjimui ir
veiksmingumui galéjo turéti komorbidiniai sutrikimai.

Apibendrinant, milsy tyrimy rezultatai reikSmingai prisideda prie TLK-11
atnaujintos adaptacijos sutrikimo su specifiniais simptomais koncepcijos
validavimo. Pozityviais simptomais paremtas adaptacijos sutrikimo
diagnozavimas turéty padéti geriau diferencijuoti adaptacijos sutrikimus,
normalias reakcijas j stresorius ir kitus psichikos sveikatos sutrikimus.
Patikimi vertinimo instrumentai savo ruoztu yra bitini siekiant kurti ir tyrinéti
veiksmingas adaptacijos sutrikimo intervencijas.

4.4. Internetu pricinamy adaptacijos sutrikimo intervencijy kurimo ir
tyrin€jimo i$sukiai

Stresoriy jvairové. Misy tyrimuose naudota intervencija galéty buti
tinkama jvairiems su jvairiais stresoriais susiduriantiems asmenims, todél, kad
yra orientuota j labiau bazinius jveikos mechanizmus. PavyzdZiui, laipsniskas
raumeny atpalaidavimas ar démesingu jsisgmoninimu grjstas kvépavimas gali
buti naudojami, kai spaudzia terminai arba, kai vyksta skyrybos. Nors §ios
pratybos yra naudingos ir gali suaktyvinti kitus jveikos procesus, vien tik Siy
pratyby gali nepakakti esant komplikuotoms situacijoms. Pavyzdziui, musy
tyrimuose dalyvave asmenys nurodé vidutiniS$kai patyr¢ apie 4 stresinius
ivykius per pastaruosius dvejus metus. Faktas, kad individai daznai biina
patyre daugiau nei vieng stresoriy, turi savo klinikiniy ir metodologiniy
implikacijy. Pirmiausia, gali buiti sunku nustatyti, kuris stresorius yra
pagrindiné prisitaikymo sunkumy priezastis, ir, ar kiti stresoriai gali buti
pirminio stresoriaus pasekmé ar tai atskiri, nesusij¢ stresoriai. Pavyzdziui,
neseniai atliktas asmeny, kurie nesavanoriskai prarado darba, tyrimas parodé,
kad finansinés problemos ir konfliktai Seimoje yra vieni i§ labiausiai
paplitusiy papildomy stresoriy (Lorenz, Perkonigg et al., 2018). Sis faktas gali
biti itin svarbus internetinéms intervencijoms, skirtas konkre¢iam stresoriui
spresti. Kuriuo stresoriumi pirmiausia uzsiimti? Ar pirmiausia deréty imtis
labiausiai trukdancio stresoriaus, ar pirmiau atsiradusio? Ar miisy intervencija
bty veiksmingesné, jei bty nukreipta j konkrety stresoriy?

Kita problema kyla dél kokybiniy ir kiekybiniy stresoriy skirtumy.
Stresoriai gali buti létiniai arba Giminiai, taip pat tarpasmeniniai ar susij¢ su
gamta (pvz., potvynis ar sausra, kurie gali sunaikinti pasélius). Todél
adaptacijos sutrikimo eiga gali skirtis ir reikalauti skirtingy intervencijy.
Kvépavimo ar sgmoningumo pratyby gali nepakakti, kai asmenys ilgg laika
nuolat konfliktuoja su kolegomis, tokiais atvejais tinkamesnés gali biiti

intervencijos orientuotos j problemy sprendima.
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Sukurti universalig psichosocialing internetu prieinama intervencija, kuri
biti tinkama ir veiksminga jvairius stresorius ir jy kombinacijas patyrusiems

Tyrimo dalyviy atrankos ribotumai. Visi musy tyrimy dalyviai patys
uzsiregistravo j tyrimg ir tai atitinka pirminj intervencijos tikslg. Taciau, nors
tai ir buvo miusy tiksliné populiacija, negalime apibendrinti tyrimy rezultaty
klinikinei im¢iai, todél reikeéty tolimesniy tyrimy klinikinése imtyse. Be to, ne
visi asmenys naudoja | siekimo orientuotas jveikos strategijas (Taylor &
Stanton, 2007), todél miisy tyrimuose galéjo nesudalyvauti vengimo
strategijas naudojantys asmenys. Dauguma miisy tyrimo dalyviy buvo
mazdaug 40 mety amZiaus moterys. Si tendencija pastebima daugelyje kity
internetiniy intervencijy tyrimy (Knaevelsrud & Maercker, 2010; Oromendia
et al., 2016), iSskyrus tyrimus karinése imtyse, kur dauguma tyrimo dalyviy
yra vyrai (Gros, Yoder, Tuerk, Lozano, & Acierno, 2011; Yuen et al., 2015).
Sis skirtumas veréia Kelti klausimus, ar moterys yra labiau linkusios gauti
pagalbg i§ kity, o vyrai bando jveikti stresinius jvykius savarankiskai, be
jokios paramos? Ar adaptacijos sutrikimas dazniau pasitaiko tarp motery?
Tyrimai rodo, kad abu atsakymai gali biiti teisingi. Vienas tyrimas parodé, kad
adaptacijos sutrikimas yra dvigubai dazniau paplites tarp motery nei tarp vyry
vyrai (Ayuso-Mateos et al., 2001). Be to, vyrai maziau linke ieskoti pagalbos
savo psichinés sveikatos problemoms (Addis & Mahalik, 2003; Galdas,
Cheater, & Marshall, 2005). Nepaisant to, tyrimy rezultatai rodo, kad vyrai,
turintys sunkumy, reiSkiant savo emocijas, geriau reaguoja ] internetu
prieinamas nei tradicine forma teikiamas psichologines paslaugas (Rochlen,
Land, & Wong, 2004), o tai reiskia, kad internetu prieinamos intervencijos
gali paskatinti vyrus labiau rapintis savo psichikos sveikata.
tyrimy srityje yra nubyré¢jimas. Nubyr¢jimas yra terminas, naudojamas
apibudinti iskritimo i§ intervencijy procesa ir stadijas (Eysenbach, 2005).
Nustatyta, kad auksti nubyréjimo rodikliai yra jprastas reiskinys laisvai
internetu prieinamose intervencijose (Eysenbach, 2005; Farvolden, Denisoff,
Selby, Bagby, & Rudy, 2005). Kai kuriose atvirai internete prieinamose
intervencijose iSkritimas siekia 99% (Christensen et al., 2004; Farvolden et
al., 2005).

Misy tyrimuose dalyviy nubyréjimo rodikliai taip pat buvo auksti, o taip
atsitikti gali bent dél keliy priezaséiy. Pirma, kadangi miisy tyrimas buvo
vienas i§ pirmyjy vieSai internetu prieinamy psichologiniy intervencijy
lietuviy kalba, galbiit buvo dalyviy, kurie buvo suinteresuoti tik susipazinti su
intervencija, neturédami tikslo joje dalyvauti. Antrasis paaiSkinimas gali bati
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susijes su dozés-efekto poveikiu (Farvolden et al., 2005). Savo tyrimuose mes
bandéme sumazinti dalyviams tenkancia vertinimo nasta, naudodami
trumpesnes vertinimo priemones ir apribodami vertinimy skai¢iy iki
bitiniausiy, ta¢iau nematavome kasdieniy adaptacijos sutrikimo simptomy
poky¢iy. Taciau dalyviai atéjo j tyrimg su skirtingais sunkumy lygiais ir
iveikos resursais. Todél jy progresas naudojantis intervencija, greiciausiai,
taip pat buvo skirtingas. Gali biiti, kad kai kurie dalyviai kurj laika naudojosi
intervencija, o kai jy savijauta pageréjo, nustojo. Siam fenomenui net buvo
sugalvotas angliskas terminas e-attainers, kuris reiskia, kad iskrites i
intervencijos asmuo galéjo iskristi dél teigiamy priezas¢iy (Christensen &
Mackinnon, 2006). Tac¢iau Siuos svarstymus reikéty kruops$c¢iai patikrinti
ateities studijose. Nepaisant to, kai kurie tyrinétojai teigia, kad duomenys apie
nubyréjima gali buiti naudingi informuojant apie realaus pritaikymo praktikoje
problemas (Eysenbach, 2005). Galiausiai, Christensen ir Mackinnonas
tvirtina, kad nors nubyréjimas e-sveikatos intervencijose yra didelis, taciau
internetu prieinamos intervencijos tyrimy kontekste turi ir privalumy, nes jos
yra beveik identiskos visiems vartotojams, ir, kai net vaisty tyrimuose yra
sunku stebéti, ar dalyvis i§ tiesy suvartojo vaistg, internetu priecinamose
intervencijose atliktas uzduotis galima registruoti automatiskai (Christensen
& Mackinnon, 2006).

Ketinimas gydyti (angl., Intention-to-treat, ITT). Aptaréme, kad auksti
nubyréjimo rodikliai gali biiti informatyviis pritaikymo praktikoje tikslais.
Taciau siekiant analizuoti intervencijos veiksmingumg, reikalingi griezti
metodai. Kaip auksinis standartas vertinant intervencijos veiksmingumg
randomizuoty kontroliuojamy tyrimy vykdymo ir rezultaty pristatymo gairése
sitilomas ketinimo gydyti analizés metodas (Eysenbach, 2011), taciau ITT yra
linkgs nuvertinti tyrime dalyvavusiy ir neisSkritusiy asmeny pokycius
(Eysenbach, 2005). Antrajame miisy tyrime netgi ketinimo gydytis analizé
parodé, kad jvyko reik§mingi poky¢iai pagrindiniuose kintamuosiuose. Taciau
lieka neatsakytas klausimas, ar randomizuotiems kontroliuojamiems
tyrimams skirtas ITT duomeny analizavimo metodas yra tinkamiausias
pasirinkimas itin plataus masto atviroms intervencijoms, kurios labiau
orientuotos j visuomeneés sveikatg nei j pavienio individo savijauta (Mufoz,
2017).

Isitraukimas. Manoma, kad bent dalis nubyréjimo ir jsitraukimo j
intervencijg elgesio yra susij¢ su patogumu naudoti intervencijg ir vartotojo
sasaja, taip pat techniniu ir kitokio pobtidZio intervencijos pailaikymu, kaip
lengvai ir greitai galima pradéti naudotis intervencija ir kiek laiko bei pastangy
reikalauja naudojimasis intervencija (Eysenbach, 2005). Masy tyrimas rodo,
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kad tiriamyjy pradinis simptomy lygis taip pat gali Zymiai paveikti jsitraukimo
1 intervencija lygj. Pirmojo tyrimo dalyviai, kurie neatliko bent vieny
programos pratyby, pradinio jvertinimo metu turéjo statistiSkai reikSmingai
aukstesnio lygio adaptacijos sutrikimo simptomus, palyginti su tais dalyviais,
kurie atliko bent vieng pratima. Sie rezultatai rodo, kad asmenims turintiems
itin aukStus simptomy lygius, gali buti per sudétinga jsitraukti j internetu
prieinamg savipagalbos intervencijg ir gali biti reikalinga psichikos sveikatos
specialisto pagalba. Be iSsamesnio tyrimo sunku teigti, taiau gali biti, kad
modulinis intervencijos dizainas yra per daug neapibréztas ir gali sukelti
nerimo asmenims, kuriems sunku pasirinkti, kokias pratybas atlikti.
Antrajame tyrime dalyviai intervencija naudojosi zymiai reciau antrajj
ménesj. Tai atitinka ir tiriamyjy savijautos pokyciy raida, kur didziausi efektai
buvo pasiekti per pirmajj dalyvavimo intervencijoje ménesj. Galime kelti
prielaida, kad tiriamieji patys per pirmaji ménesj susireguliavo jiems
reikalinga pratyby ,,doz¢®, taciau jtakos galéjo turéti ir aiskas pratyby tiksly
aprasymai intervencijoje, kadangi tyrimai rodo, kad aiskis tikslai ir realistiski
lukesc¢iai veikia jsitraukimo ] intervencijas elgesi (Yeager, Shoji,
Luszczynska, & Benight, 2018). Taip pat yra ijmanoma ir tolesniais tyrimais
reikéty patikrinti, ar yra sgsajy tarp tyrimo dalyviy savijautos poky¢iy ir
intervencijos naudojimo intensyvumo. Be to, intervencija buvo moduliné, o
pratybos buvo gana paprastos ir lengvai iSmokstamos, todél neaiSku, Kaip
daznai tiriamieji pratybas atlikdavo ne prie kompiuterio ar mobiliojo telefono.
Tyrimo dalyviy komentaruose ir klausimuose psichologams, buvo minimas ir
toks elgesys, taciau jo mastams i$siaiskinti reikéty atlikti papildoma tyrima.
Siekiant skatinti tiriamyjy jsitraukimg ] intervencijas, kuriose néra
kontakto su specialistais, yra kuriami daug Zzadantys metodai. Vienas
konkretus pavyzdys yra intervencija, vadinama ,,Woebot“, pristatyta per
socialinio tinklo ,,Facebook® praneSimy siuntimo platforma ,,Messenger*
(Fitzpatrick, Darcy, & Vierhile, 2017). Sioje intervencijoje bendravimas su
botu primena sgveika su terapeutu, botas taip pat reguliariai proaktyviai
susisiekia su vartotoju per ,,Messenger® programéle, reaguoja j naudotojy
praneSimus. Tokio boto panaudojimas turi potencialo didinant dalyviy
jsitraukimg ] internetu prieinamas intervencijas, nepadidinant zmogiskyjy
iStekliy poreikio (Fitzpatrick et al. , 2017). Kita vertus, daug fundamentalesnis
klausimas yra, ar reikia siekti didesnio tiriamyjy jsitraukimo modulinése
internetu prieinamose savipagalbos intervencijose. Kadangi visi dalyviai
intervencijg pradeda turédami skirtingg streso lygj, jveikos resursus, turi savo
dalyvavimo intervencijoje tempa, tod¢l didesné laisvé naudotis intervencija
gali padéti dalyviui prisitaikyti intervencijg pagal savo poreikius. Taip pat, gali
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biti, kad kai kurie dalyviai labai greitai gauna intervencijos teikiama naudg ir
todél jiems naudotis intervencija ilgiau néra prasmés. Dél to siekiant tiksliau
jvertinti intervencijos veiksmingumg, reikia atpazinti pavieniy tiriamyjy
naudojimosi intervencija biidus ir jy sveikatos pokyCiy raida, o tam
reikalingos lankscios vertinimo procediiros.

Tyrimo procediiry laikymasis. Tyrimo procediiry laikymasis (Van
Ballegooijen et al., 2014) apima numatyty vertinimy atlikimg ir intervencijos
uzduociy atlikimg. Miisy tyrime nebuvo jokiy konkreciy reikalavimy jsitraukti
1 intervencijg ir atlikti kokj nors fiksuota skaiciy pratyby, taciau visi dalyviai
buvo kvieciami prisijungti ir atlikti vertinimo procediiras. Ir nors bendri
procediiry laikymosi rodikliai miisy tyrimuose buvo gana Zemi, geriausiai
tyrimo procediry laikési tyrimo dalyviai priklause papildoma psichologo
pagalba galéjusiai gauti tyrimo grupei. Tai yra daznas reiskinys internetu
prieinamy intervencijy tyrimuose, kuriuose lyginamos savipagalbos ir
savipagalbos su specialisto parama grupés (Nicholas et al., 2010; Nordgreen
etal., 2012; Titov et al., 2013). Siekiant uztikrinti tyrimo procediiry laikymasi,
su neatsakanciais ar pradingusiais tyrimo dalyviais, galima susisiekti su jais
telefonu ar elektroniniu pastu. Internetu prieinamos intervencijos depresijai ir
nerimui tyrimas atskleidé, kad automatizuoty el. laiSky siuntimas pagerino
procediiry laikymasi, ypa¢ tiems dalyviams, kurie turé¢jo komorbidiniy
sutrikimy ar stipriau iSreik$tus simptomus (Titov et al., 2013). Savo tyrimuose
mes siuntéme priminimus el. pasStu visiems tyrimo dalyviams, todél negalime
patikrinti, ar laiSky siuntimas prisidéjo prie tyrimo procediiry laikymosi. Dél
prasto tyrimo procedury laikymosi nepavyko surinkti nemaZzos dalies
duomeny, todél galé¢jome jvertinti tik intervencijos veiksminguma, taciau ne
efektyvuma.

Pirmojo tyrimo dalyviai randomizuoti j laukianiyjy sarasa reikSmingai
labiau nei intervencijos grupé laikési tyrimo procediiry. Vienas i$ §io skirtumo
paaisSkinimy galéty buti laukianciyjy sgraso grupés dalyviy liukescCiai. Iki
antrojo vertinimo dalyviai i§ laukianc¢iyjy saraso dar nebuvo matg ir nenaudojo
intervencijos, todél galéjo turéti daugiau motyvacijos atlikti vertinimg, o
intervenciné grupé jau turéjo galimybes pasinaudoti intervencija ir, kaip
minéta anksciau, galbiit net pasiekti norimy rezultaty iki antrojo vertinimo,
todél jie galéjo neturéti tos pacios motyvacijos. Antrajame tyrime taip pat
pastebéti procediiry laikymosi skirtumai tarp grupiy, taciau Siy skirtumy
interpretacijos galéty biti kitokios. Grupé, turéjusi galimybe gauti papildoma
psichologo pagalba pagal pareikalavima, reikSmingai drausmingiau laikési
tyrimo procediiry. Drausmingesnis procedtry laikymasis intervencijose,
kuriose dalyvauja ir psichologas, i$ dalies aiSkinamas papildomu socialiniu
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spaudimu. Dalyvis zinodamas, kad uz internetu prieinamos intervencijos dirba
ir gyvas zmogus, kuris skiria jam savo laika, gali jausti didesnj spaudima
laikytis tyrimo procediry (Meyer et al., 2015).

Taip pat gali buti ir kity kintamyjy, | kuriuos savo tyrimuose mes
neatsizvelgéme ir kuriy nevertinome. Neseniai atliktoje sisteminéje
apzvalgoje buvo iSnagrinéti jsitraukimg prognozuojantys veiksniai ir
nustatyta, kad be papildomos psichologo pagalbos, moteriska lytis, didesni
lukesciai intervencijai, didesnis suvoktas intervencijos patikimumas taip pat
teigiamai prognozavo procedury laikymasi, o kiti veiksniai, tokie kaip amzius
ir priklausymas studijy grupei, rodé priestaringus rezultatus (Beatty &
Binnion, 2016).

Svarstydami apie nubyréjima, jsitraukimag ir procediry laikymasi,
turétume atsizvelgti ir j individualius skirtumus kituose kintamuosiuose,
iskaitant psichologo veiksnius, paskatas ir kompensacijas uz dalyvavima
tyrime, intervencijos trukme, intervencijos teikimo aspektus ir asmenybinius
veiksnius, tokius kaip savarankiS$kumas, ryztingumas, liikesCiai ar parama i$
partneriy ir draugy (Christensen, Griffiths & Farrer, 2009). Galiausiai,
labiausiai atsidave vartotojai ir jy asmenybinés savybés, kurios lemia jy
atkakluma, gali turéti didele jtaka procediiry laikymuisi (Eysenbach, 2005).
Siekiant realizuoti savipagalbos intervencijy potenciala, reikia nukreipti
pastangas j veiksminguma, jsitraukimg ir procediry laikymasi skatinanciy
strategijy tyrimuose ir praktikoje kiirima (Titov et al., 2013).

Interneto kontraversija. Atskiro paminégjimo reikalauja adaptacijos
sutrikimo gydymo internetu ir paties interneto neigiamo poveikio psichikos
sveikatai kontraversija. Gali atrodyti prieStaringai, kad mes tyréme internetu
prieinamg intervencija adaptacijos sutrikimui, kai vyksta diskusijos, kad
naudojimasis internetu gali katalizuoti psichikos sveikatos problemy
vystymasi (Kross et al., 2013; Oberst, Wegmann, Stodt , Brand, & Chamarro,
2017). Taciau naujausi tyrimai skelbia priestaringas iSvadas. Kai kurie i§ jy
rodo, kad ilgas internete praleistas laikas yra susijes su blogesne psichine
sveikata ir padidéjusiu vieniSumu tarp jaunesniy asmeny (Yao & Zhong,
2014). Kiti tyrimai rodo, kad ilgesnis internete praleistas laikas yra susijes su
sumaz¢jusiu vieniSumu ir didesniu socialiniy kontakty skai¢iumi tarp vyresnio
amziaus zmoniy (Cotten, Anderson, & McCullough, 2013) ir geresniu
suvoktu savarankiSkumu (Erickson & Johnson, 2011). Musy pozicija, kad
internetas yra tik jrankis, o ne stresorius pats savaime. Be to, internetas gali
pasitarnauti norint pasiekti asmenis, kurie turi su interneto naudojimu
susijusiy adaptacijos sunkumy, nes jie jau yra internete ir yra jprate jvarius
reikalus tvarkyti internetu. Dar daugiau kai kurie internetu zaidziami zaidimai,
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tokie kaip ,,Pokemon Go“, sékmingai prisid¢jo prie fizinio aktyvumo
skatinimo (Yang & Liu, 2017). Be to, dévimos technologijos sékmingai
padeda motyvuoti zmones aktyviai gyventi ir aktyviau bendrauti (Naslund,
Aschbrenner, Barre, & Bartels, 2015). Pavyzdziui, kai kurios iSmaniyjy
technologijy kompanijos gamina iSmaniuosius laikrodzius ir teikia
programing jranga, leidzianCig jos vartotojams susijungti j tinkla su savo
draugais, Seimos nariy ir varzytis (pvz., kas per savaite ar savaitgalj daugiau
nuzingsniuos). Dar vienas su internetu atsirades privalumas yra tas, kad dabar
lengviau nei bet kada galima susirasti informacijos ir zmones, turin¢ius bendry
interesy bei problemy, prisijungti i specialius pagalbai skirtus forumus.
Buvimas pana$iy sunkumy turin¢iy asmeny tinkle gali padéti sumazinti
stigma, padidinti aktyvumg ir nukreipti tikslingos informacijos bei
intervencijy, skirty konkre¢ioms problemoms spresti, link (Naslund et al.,
2015).

Internetu priecinamy intervencijy tyrimy literatiiroje kol kas randama daug
prieStaringos medziagos, taciau akivaizdu, kad internetu prieinamy
intervencijy programy ir programéliy rinka vystosi greiCiau nei atliekami
moksliniai tyrimai (Bakker et al., 2016), tikriausiai i§ dalies $iy prietaisy ir
programings jrangos generuojamy pajamy. Nors reikia biiti atidiems internetu
teikiant intervencijas adaptacijos sutrikimui, taciau taip pat reikia sugebéti
pasinaudoti interneto teikiamais privalumais, kurie leidzia pasiekti sunkiai
pasiekiamus asmenis bei suteikia lankstumo ir pritaikomumo galimybiy.

4.5. Gaires ateities tyrimams

Internetu prieinama intervencija adaptacijos sutrikimui turi potencialo
padidinti prieigg prie psichikos sveikatos prieziliros priemoniy bei padéti
iSspresti pasiekiamumo ir ilgy laukimo eiliy problemas. Per 3000 j miisy
tyrimus uZzsiregistravusiy asmeny aiskiai rodo poreikj, lengvai internetu
prieinamy, atviry intervencijy su stresu susijusiems sunkumams. Sie tyrimai
buvo vieni pirmyjy, kuriuose tirtas internetu prieinamy intervencijy
veiksmingumas naujai TLK-11 leidime apibréztam adaptacijos sutrikimui.
Masy tyrimy rezultatai ne tik parodé, kad internetu prieinamos intervencijos
gali buti sékmingai naudojamos gydymui ir tyrimams, taciau ir sukeélé
daugybe klausimy, kurie ateityje galéty pasitarnauti atliekant internetu
prieinamy intervencijy adaptacijos sutrikimui tyrimus.

Nors mes nustatéme, kad internetu prieinama savipagalbos intervencija
galéty bati veiksminga mazinant adaptacijos sutrikimo simptomus, kitas
zingsnis  moksliniuose  tyrimuose turéty biiti pokyCiy  proceso
pademonstravimas ir efektyviausiy kovos su adaptacijos sutrikimu strategijy
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iSgryninimas. Norint pasiekti Siuos tikslus, biisimuose tyrimuose gali tekti
kaupti daugiau duomeny apie intervencijy naudotojy individualias
charakteristikas ir integruoti teorinius, adaptacijos sutrikimy reakcijas
paaiskinancius, modelius. Pavyzdziui, tiriant streso jveika turéty buti
atsizvelgiama | tarpasmeninj modelj ir vertinamas socialinis atskleidimas,
socialinis pripazinimas, socialiniy tinkly poveikis. Be to, tyrimai parodé¢, kad
adaptacijos sutrikimas gali pasireiksti véliau nei per 1 ménesj nuo stresoriaus
atsiradimo, o negydomas peraugti j rimtesnius psichikos sveikatos sutrikimus,
todél reikés atlikti longitudinius internetu prieinamy savipagalbos intervencijy
poveikio tyrimus. Be to, reikalingi papildomi tyrimai siekiant suprasti
terapeuto vaidmenj internetu prieinamose intervencijose adaptacijos
sutrikimui. Biisimi tyrimai turés atsakyti, ar yra budy reikSmingai pagerinti
savipagalbos efektyvuma keiciant kiekybinius ir kokybinius terapeuto indélio
rodiklius, taciau iSlaikant savipagalbos koncepcija.

Ateityje internetu prieinamy intervencijy tyrimai turés dar didesnj démesj
skirti nubyréjimo ir jsitraukimo j intervencijas problemoms. Misy tyrimuose
uzfiksuoti auksti iSkritimo i$ intervencijos rodikliai ir tai, kad nebuvo rasta
veiksniy, kurie paaiskinty, kodél vieni dalyviai iSkrenta, o kiti lieka dalyvauti
intervencijoje, rodo, kad ateities tyrimuose turés biiti ieSkoma su iskritimu
susijusiy mediatoriy ir moderatoriy. Panasu, kad atvirose internetu
prieinamose savipagalbos intervencijose neuZtenka pasyvaus nubyréjimo
stebéjimo ir intervencijy kuréjai turés ieSkoti veiksmingy proaktyviy
nubyréjimo prevencijos metody. Vienas i§ tokiy metody, galéty biiti bet kokio
pobudzio paramos teikimas, kai tg paramg teikia gyvas zmogus (Beatty &
Binnion, 2016). Taip pat verta tyrinéti ir kitas internetu prieinamomis
intervencijomis neleidziancias pasinaudoti klittis — klienty nuostatas |
internetu prieinamas intervencijas ir klienty kompiuterinj rastinguma (Waller
& Gilbody, 2009). Ateities tyrimy vykdytojams taip pat teks ieskoti atsakymuy,
kodél asmenys su labai aukstais adaptacijos sutrikimo simptomais nejsitraukia
1 intervencijg ir galbiit interviu galéty padéti Siuos atsakymus rasti. Nemaziau
svarbu kurti ir pasitelkti techninius sprendimus, kurie palengvinty tyrimy
dalyviy jsitraukimo ir aktyvumo registracijg. Dévimos technologijos galéty
biiti placiau naudojamos tyrimuose, o jomis surinkti duomenys naudojami
intervencijos programose surenkamy aktyvumo duomeny tikslumui patikrinti.

Tolesniuose tyrimuose taip pat biity galima palyginti modulinio pobiidzio
lankséias intervencijas su kitomis j konkre¢ius stresorius nukreiptomis,
problemy sprendimu grindziamomis intervencijomis. Be to, pastaruoju metu
buvo kritikuojami randomizuoti kontroliuojami tyrimai, kuriuose kaip
kontroliné grupé yra naudojamas laukianCiyjy saraSas, kadangi buvo
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pademonstruota, jog tokios grupés naudojimas dirbtinai padidina
intervencijos veiksminguma (Furukawa et al., 2014). Tod¢l ateityje tyrimuose
taip pat galéty biiti pasitelkiamos jokios intervencijos negaunancios grupés.

Galiausiai vis daugiau démesio skiriama internetu prieinamy
psichosocialiniy intervencijy neigiamam poveikiui (Rozental et al., 2014).
Nors savo tyrime nustatéme, kad keliems tyrimo dalyviams adaptacijos
sutrikimo simptomai pablogéjo, reikalinga iSsamesné neigiamy efekty analizé.
Sis klausimas taip pat susijes su vertinimo proceddromis internetu
prieinamose savipagalbos intervencijose ir sufleruoja, kad reikia lankstesniy
vertinimo procediiry siekiant laiku pastebéti reikSmingg sveikatos
pablogéjimg ir jsikisti kol neatsirado rimty pasekmiy.
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5.ISVADOS

1. Internetu teikiama savipagalba gali biiti naudinga priemoné adaptacijos
sutrikimg turintiems asmenims. Internetu prieinama savarankiskai naudojama
moduliné savipagalbos intervencija gali veiksmingai sumazinti adaptacijos
sutrikimo simptomy lygj ir padidinti psichologinés gerovés lygi, tiems
asmenims, kurie per pastaruosius dvejus metus yra patyre reikSmingg stresinj
Ivyki ir yra adaptacijos sutrikimo rizikos grupéje, su salyga, kad asmenys
isitrauks ir naudosis intervencija.

2. Kontaktas su psichologu yra svarbus veiksnys intervencijos procese.
Papildomai savipagalbos intervencijoje pagal pareikalavima prieinama
psichologo pagalba buvo susijusi su tyrimo dalyviy pavyzdingesniu tyrimo
procediiry laikymysi lyginant su savipagalbos grupe, kuri papildomai
psichologo pagalbos negavo. Taciau psichologo parama neturéjo jtakos
adaptacijos sutrikimy simptomy lygio ir psichologinés gerovés lygio pokyc¢iui.

3. Dozés-efekto jtaka internetu teikiamos intervencijos veiksmingumui
reikalauja nuodugnesniy tyrimy. Vieno ménesio naudojimosi programa
pakako, kad biuty pasiektas vidutinio lygio veiksmingumas reik§mingai
sumazinantis adaptacijos sutrikimo simptomy lygj ir padidinantis gerovés
lygi. Intervencija papildomai naudojant dar ménesj, reik§Smingy adaptacijos
sutrikimo simptomatikos ar psichologinés gerovés poky¢iy nustatyta nebuvo.

4. Ateities tyrimuose bitina atsizvelgti | esminius metodologinius ir
praktinius internetu prieinamy intervencijy ribotumus. Auksti nubyréjimo
rodikliai reik§mingai sumazina galimybes apibendrinti intervencijos
veiksmingumg platesnéms populiacijoms ir signalizuoja, kad tyrimams
reikalingos veiksmingos strategijos, skirtos skatinti dalyviy jsitraukimg j
intervencijas, o taip pat pasibaigus intervencijai reikalingi iSsams interviu su
tyrimy dalyviais siekiant i$siaiSkinti nubyréjimo priezastis.

5. Trumpas adaptacijos sutrikimo psichologinio jvertinimo instrumentas
turi geras psichometrines savybes suaugusiyjy pagalbos ieskan¢iy asmeny
imtyje ir gali biiti naudojamas Lietuvos populiacijoje siekiant identifikuoti
reikSmingus adaptacijos sutrikimo simptomus turin¢ius asmenis.
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Abstract

Background: Adjustment disorder is one of the most common mental health
diagnoses. Still it receives relatively little attention from researchers trying to
establish best interventions to treat it. With high prevalence of stressful life
events, which might be leading to adjustment disorder, and limited resources
of mental health service providers, online interventions could be a very
practical way of helping people who have these disorders or are in the risk to
develop them. The proposed study protocol is aimed to describe a randomized
controlled trial of an internet-based modular intervention for adjustment

disorder as it is defined in a proposal for the ICD-11.

Methods/design: This study is a two-armed Randomized Controlled Trial
(RCT) to examine the effectiveness of a web-based intervention BADI (Brief
Adjustment Disorder Intervention) for adjustment disorder symptoms. BADI
has four modules: Relaxation, Time management, Mindfulness and
Strengthening relationships. It is based on stress and coping research and
integrates evidence-based treatment approaches such as Cognitive
Behavioural therapy (CBT), mindfulness and body-mind practices, as well as
exercises for enhancing social support. Primary outcome of the study are
symptoms of adjustment disorder and well-being. Engagement into the
program and motivation for change is a secondary outcome. All participants
after completing the baseline assessment are randomly assigned to one of the
two groups: either to the one in which participant will instantly gain access to
the BADI intervention or a group in which participants will be given access
to the BADI program after waiting one month. Participants of BADI can
choose exercises of the program flexibly. There is no particular order in which

the exercises should be completed.

Discussion: Study will provide new insights of modular internet-based

interventions efficacy for adjustment disorders. The study will also provide

information about the role of motivation and expectancies on engagement in
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modular internet-based interventions. In case this RCT supports effectiveness
of fully automated version of BADI, it could be used very broadly. It could

become a cost-effective and accessible intervention for adjustment disorder.

Trial registration: The study was retrospectively registered with the
Australian and New Zealand Clinical Trials Registry with the registration
number ACTRN12616000883415. Registered 5 July, 2016.

Keywords: adjustment disorder, internet-based, online, intervention, eHealth,
RCT, stress.

Background

The new concept of adjustment disorder

Adjustment disorder is one of the most common mental health diagnoses
around the world *. Despite that, it has been considered a poorly defined area
of psychopathology, therefore conceptual changes were proposed both for
DSM-5 and ICD-11 2.

In DSM-5 adjustment disorders have been classified under trauma and stress
related disorders for the first time. However, some scholars argue that they
still remain rather loosely defined °. Proposals for ICD-11 conceptualize
adjustment disorder as a maladaptive reaction to identifiable stressors *.
Intrusive preoccupations with the stressor, avoidance and failure to adapt
should separate this disorder from normal reactions and no requirements for
severity of the stressor should distinguish it from PTSD 346,

This new conception of adjustment disorder, that was proposed for ICD-11,
was employed in a representative national wide survey of general population
in Germany 2. Results of the study indicated 0.9% prevalence of adjustment
disorder fulfilling clinically significant impairment criterion, and 1.4%

without fulfilling this criterion. This study also established life events that
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were most frequently associated with adjustment disorder: serious illness,
conflict with neighbours and job-related conflict. The proposed new structure
of the adjustment disorder was also recently validated in a Lithuanian
representative population sample 7. This study supported the two core
symptom adjustment disorder structure.

Interventions for Adjustment disorder

In addition to vagueness of definitions, adjustment disorder received relatively
little attention from researchers trying to establish best interventions to treat it
8 As evidence for the benefits of pharmacological treatment is extremely
limited, psychotherapeutic interventions are considered as treatment of choice
589 Among specific psychotherapeutic approaches the following were tried
without clear consensus which are the most effective: supportive,
psychoeducational, cognitive, psychodynamic, Interpersonal, ego-enhancing,
problem-solving, eye movement desensitization and reprocessing, support

groups, “mirror psychotherapy” and “activating intervention” 58°,

E-health advantages in treating adjustment disorder

Having in mind high prevalence of stressful life events, which might be
leading to adjustment disorder, and limited resources of mental health service
providers, online interventions could be a very practical way of helping people
who have these disorders or are in the risk of developing them. Especially if
these interventions could be provided automatically, thus requiring little
human resources.

Studies of another more severe stress related disorder — posttraumatic stress
disorder (PTSD) — show that stigmatization of help, practical issues such as
incompatible time, transportation problems, financial problems, lack of
professional services in residential area, negative prejudice about the

effectiveness and availability of help are among those barriers that prevent
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people from getting help they really need % Internet-based interventions
might be a good way to remove at least some of these obstacles for treatment.
A meta-analysis of the effectiveness of internet-based psychotherapeutic
interventions for various conditions showed that these interventions could be
as effective as face to face therapies 2. A more recent meta-analysis of
telehealth treatments supported the use of telehealth treatments specifically
for individuals with PTSD-related symptoms °. To our knowledge there are
only two telehealth interventions developed specifically for adjustment
disorders & Both interventions have not been evaluated in large-scale
empirical studies yet.

We have developed a web-based intervention BADI (Brief Adjustment
Disorder Intervention) to help people to deal with adjustment disorder
symptoms after stressful life events. This paper reports on the protocol of a

RCT examining the effectiveness of this intervention.

Aims of the study

There are two aims of this RCT: 1) to evaluate the effectiveness of an internet-
based modular intervention for adjustment disorder (BADI); 2) to examine
correlations between effectiveness, motivation, expectations, drop-out and

adherence.

Methods/design

BADI is an open access internet-based modular intervention for adjustment
disorders registered with the Australian and New Zealand Clinical Trials
Registry with the registration number ACTRN12616000883415. The study
was considered and approved by Vilnius University Psychology Research
Ethics Committee. This study follows CONSORT E-HEALTH guidelines 2.

Figure 1 represents procedure of the study schematically.

111



Figure 1. Flow chart of the study

REGISTRATION IN PROGRAM WEBSITE
Individuals self-reffer into the study

v

INFORMED CONSENT AND BASELINE ASSESSMENT (T1)
Randomisation to groups
Automated e-mail sent to participants

v v
INTERVENTION BADI WAITING LIST
Automated e-mail reminders sent each week
POST-INTERVENTION ASSESSMENT (T2) SECOND ASSESSMENT (T2)
Participants directed to the online self-report Participants directed to the online self-report
assessment after 30 days of using BADI assessment after 30 days of waiting
Automated e-mail reminders sent 2 times Automated e-mail sent to participants

INTERVENTION BADI
Automated e-mail reminders sent each week

v

POST-INTERVENTION ASSESSMENT (T3)
Participants directed to the online self-report
assessment after 30 days of using BADI
Automated e-mail reminders sent 2 times

v v

3-MONTH FOLLOW-UP ASSESSMENT (T4)
Participants directed to the online self-report assessment after 90 days after finishing using BADI
Automated e-mail reminders sent 2 times

Setting

Participation in the study is online only. Vilnius University is the
administering institution of the study website.

BADI intervention

BADI program is a structured short-term online intervention program
addressed to people with adjustment disorders or those who are experiencing

stressful life events and have a risk for adjustment disorders. BADI program
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is focused upon enhancing process of psychological resilience, utilizing
personal and social resources and developing better coping skills.

The program consists of four modules: Relaxation (named “Body”), Time
management (named “Time”), Mindfulness (named “Space”) and
Strengthening relationships (named ‘Relationships™). Descriptions of

exercises are provided in Table 1
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BADI program is based on stress and coping research and integrates evidence-
based modern treatment approaches such as Cognitive Behavioural therapy
(CBT), mindfulness and body-mind practices, as well as exercises for
enhancing social support.

Relaxation module exercises were selected considering research on the topic.
Progressive muscle relaxation effectiveness studies demonstrated that it could
be a useful technique in various fields of medicine 4%, BADI relaxation
module also includes breath and body scanning exercises which are based on
combined body and mindfulness principles 1%,

The focus of Time management module is to stimulate problem-focused stress
coping 2% The analysis of coping strategies revealed that problem-focused
coping is more efficient than emotion-focused ?? and is related to greater
health benefits and better adjustment.

BADI mindfulness module is based on a review of rapidly growing evidence
of effect of mindfulness on stress and well-being (e.g., 2229).

Social support is another important part of effective coping with stress #.
BADI relationships module includes partner encouragement exercise,
assertive message and appreciation which enhance stress coping through open
communication and social support 82,

Exercises take from 5 to 15 minutes to complete. The participant may
complete as many or as few modules as they choose. This enables a participant
to personalize the intervention to his needs. The participants are instructed that

they will have access to BADI for one month.

Participants

Inclusion criteria

All individuals willing to participate in the study have to have adjustment
difficulties and be no less than of 18 years old, have access to internet and a

computer or a smart gadget with screen and audio output, and also have
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sufficient Lithuanian language literacy to understand the instructions and give

informed consent.

Exclusion criteria

Risk of suicide, severe adjustment difficulties.

Withdrawal criteria
Individuals who wish to terminate their participation in the program are asked
if they would consent to completing following assessments. If not, no further

remainder e-mails or invitations to complete assessments are sent.

Recruitment
All participants are self-referred. Study is advertised via social media and

media, and can be accessed via Facebook links, and media articles.

Enrolment

Participants interested in the study can register to the program at the
intervention website. Eligible participants are then provided with detailed
information about the study and are asked to give an informed consent. After
giving informed consent and filling in the self-report measures of the initial
assessment (T1) they are asked to wait until they are approved for the

participation.

Randomization

The randomization process is continuous in a way that the participant is
instantly allocated to the intervention or waiting-list control group within 24
hours of completing the initial assessment. Randomization is conducted by
study team member using an online true random number service
www.random.org. Participants are randomized in 1:1 ratio to study groups.

No stratification is applied.
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Blinding

Participants are not blinded to possible groups. Participants are informed that
after completing the baseline assessment they would be randomly assigned to
one of the two groups: either to the one in which participant will instantly gain
access to the BADI intervention or a group in which participants will be given
access to the BADI program after waiting for one month.

Study groups
Intervention BADI

Participants in the intervention BADI group have full access to the
intervention modules for 30 days. Participants can freely select any of the
BADI intervention exercises. Participants can complete as many or as little
exercises as they need. Participants can do exercises in any order they prefer.
There are no instructions to complete all exercises. Participants can choose to
complete one or more exercises and do them repeatedly. Weekly remainder e-
mails are sent once per week to participants. Participants are reminded that for
stress management skills to improve they need to use the intervention as

frequently as possible.

Waiting-list control

Participants in the waiting-list control group are asked to continue with their
everyday life and come back for a secondary assessment after 30 days, after
completing the secondary assessment they receive access to the intervention

for one month.

Outcomes

Self-report questionnaires are used for assessment of primary outcomes.
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Primary outcomes

The main outcome measures are psychological well-being and severity of
Adjustment disorder symptoms. Level of adjustment disorder symptom
severity is evaluated with Adjustment disorder new model (ADNM-20) 2
questionnaire. This questionnaire is constructed of a stressors list and
evaluation of symptoms. The list is composed of seven of acute events (e.g.
divorce, moving) and nine chronic stressors (e.g. conflict with neighbours,
serious illness). Participants are instructed to indicate all severe events from
the list that they had experienced in the last 2 years and that caused significant
level of stress. There is also a blank item for participants to fill in other
significant stressors. Psychometric properties of the Lithuanian version of the

ADNM-20 questionnaire are acceptable ’.

The WHO-5 Well-being Index (WHO-5) % is a short self-report measure for
well- being assessment. Participants are asked to rate how each of the 5
statements applies to them when considering the last 2 weeks. Each item is
scored from 5 (all of the time) to 0 (none of the time). The raw score therefore
ranges from O (absence of well-being) to 25 (highest well-being). Participants
who score > 16 on ADNM and < 50 on WHO-5 are included into the study.

Secondary outcomes

Secondary outcomes are motivation to use the program, expectations for the
intervention and engagement into the program. These outcomes are measured
with tools incorporated into the program and self-report questionnaires at
assessment time points.

Motivation is measured by a three item questionnaire created by the authors
of this study. Expectations are measured as the difference of two 10-point
Likert scale questions: 1) How do you feel today before starting the
intervention BADI? 2) How do expect to feel after using the intervention BADI
for one month? Participants are also asked to indicate how often they are
planning to use the intervention in the upcoming month and the reasons for
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choosing this intervention. Engagement is measured by the number of

exercises completed by the participant.

Analysis

Sample size

To achieve an improvement of 10 in mean scores of WHO-5 Well-being index
we calculated about 73 participants per study arm to achieve 80% power at
a=.05. Factoring in the 30% attrition rate, we seek to randomize a total of 190

participants.

Statistical analysis

All data will be analysed using Statistical Package for the Social Sciences
(SPSS) version 20. Differences between groups at baseline will be
investigated using 2 tests of independence for categorical measures and t-tests
for continuous measures. Intent-to-treat approach will be applied to the
primary efficacy analysis from T1 to T2. Per-protocol and completer analysis
will be performed as secondary. Mixed ANOVA with post hoc tests will be
used to test effect of time and interactions between groups in time. Cohens’ d
will be calculated for estimation of within and between group effect sizes.
Drop-out is considered if a participant uses the program at least once but does
not complete self-report at T2. Engagement in this study is defined by the
number of exercises completed by participant, i.e., the more exercises a

participant completes the more engaged participant is considered.

Discussion

Adjustment disorder might be a popular diagnosis !, but there were only a few
controlled clinical trials implemented to evaluate different treatment
approaches for it & First internet-based interventions for adjustment disorders
were developed only recently and have not been evaluated in large scale

empirical studies 8. Therefore, we have developed BADI — a modular internet-
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based intervention for adjustment disorders. Users of this intervention do not
have to complete all four modules (twelve exercises) in order to improve their
condition. Rather they can test and choose modules and exercises which they
like most and find useful. This is different from the linear approach, where
users have to complete certain steps before they can progress to others.

We believe that a modular approach to internet-based intervention for
adjustment disorders has several important benefits. Adjustment disorders can
be caused by very different stressors therefore interventions should also reflect
this variety, if they are targeting at the general population. Availability of
different modules also means that users can choose according to their needs
and preferences. And finally a modular approach provides flexibility for users
—they can use the intervention whenever they need it and spend as much time
as they feel appropriate. Thus it gives participants a sense of control,
something that is important when facing stressful life events that may seem
out of control.

BADI consists of 4 modules: Relaxation, Time management, Mindfulness and
Strengthening relationships. It is based on stress and coping research and
integrates evidence based modern treatment approaches such as Cognitive
Behavioural therapy (CBT), mindfulness and body-mind practices, as well as
exercises for enhancing social support. In this respect it differs from eHealth
intervention developed by Maercker team 8, where PTSD treatment techniques
such as written narrative exposition are also included.

In addition to evaluating effectiveness of BADI intervention, it will also
examine correlations between effectiveness, motivation, expectations, drop-
out and adherence. We believe that is important to look for new ways how to
understand and measure drop-outs and adherence in the context of fully
automated internet-based interventions as they are very different from

traditional face-to-face interventions.
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In case this RCT supports effectiveness of a fully automated version of BADI,
it could be used very broadly. BADI could become a very cost-effective and

accessible intervention for adjustment disorder.
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