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FOREWORD

A Guide Through the Labyrinths of the Mind

When I wrote my doctoral thesis on “the power of creative
thinking,” my goal was to understand how the human mind
could generate surprisingly innovative solutions to even the
most complex problems. I remember pausing for a moment
during one of a long night working on my dissertation,
surrounded by hundreds of articles and books. The concepts
were flawless, the theories elegant, the diagnostic criteria
laid out with millimeter precision. Everything was so clear
on paper... But in my mind, a completely different image was
unfolding: the trembling hands of a patient I was visiting, a
weary mother watching me helplessly from the corner of the
room, and the heavy silence of the question hanging in the air:
“What do we do now?”

Over the years 1 have dedicated to psychiatric nursing, I
witnessed a creativity that existed far beyond theory, right
at the heart of life itself: the creativity of a father who, in a
moment of crisis, created worlds with a spontaneously invented
fairy tale to calm his child... The creativity of a woman who
devised a new game every day to ensure her husband took his
medication... The immense, healing creativity of my patients
who painted, composed music, and wrote poetry to cope with
the storm within.

I came to understand that mental health was not merely about
understanding diagnoses and applying treatment protocols.
The real issue was the ability of each individual, each family,
to find their own unique way out of their own unique labyrinth.
It was the art of forging new paths where standard maps were
useless.

This book was born at the intersection of these two
worlds — the analytical power of academic knowledge and
the transformative power of human creativity. It was written
to bring everything I have accumulated over the years out of



the sterile corridors of the clinic and the abstraction of lecture
halls, and into the very place where life is lived: your homes.
Because the greatest problems sometimes give birth to the
most creative solutions.

Therefore, the text you are holding is not a textbook that
tells you to “read and move on.”

This is a discovery journal. As you navigate its pages, |
invite you to become an active “problem-solver,” not just a
passive recipient of information. Underline, take notes in the
margins, and come up with your own creative solutions for the
scenarios presented. Because understanding the mind is not
possible through memorization, but by learning to think like
it—to be flexible, original, and creative.

On this journey, | promise you three things:

To Understand: To understand the person behind the label
of a diagnosis, the unseen need beneath a behavior, and most
importantly, the potential for a solution hidden within every
challenge.

To Empathize: To replace judgment and fear with curiosity.
To shift from the question, “Why is this person acting this
way?” to “If I were in this person’s situation, what creative
path would I try?”

To Act: Whether you are a student in this field, a colleague,
a family member trying to support a loved one, or simply a
reader curious about the human soul... This book will offer you
anew perspective, a new method to try, at the very moment you
say, “I’m stuck, I don’t know what to do.”

The labyrinths of the mind can be complex and sometimes
frightening. But remember, every labyrinth is a puzzle, and
every puzzle has a creative solution.

Now, it is time to use the creative power of our minds to
open that door together.

Welcome.



CHAPTER 1

From Magic to Science, from Chains
to Therapy: The Forgotten Story of
Psychiatry

Paris, 1795.

The courtyard of the Salpétriere Hospital reeked of mud
and despair after the rain. As Dr. Philippe Pinel walked
towards the iron gate, keys in hand, the skeptical gazes of
the guards and other physicians felt like arrows piercing
his back. Inside, a woman who had been chained to the
wall for over a decade looked into Pinels eyes. There
was no madness in her gaze, nor was there surrender;
only a heavy, petrified stillness, weighted by the years.
Pinel turned to the guard and gave the historic order:
“Unchain this woman.”

In that moment, it was not just the iron shackles on a
woman s wrists that began to break, but a millennia-old
fetter that had been clamped on the mind itself. But to
arrive at this moment of enlightenment, humanity had
traversed a long and dark path through the labyrinths of
the mind. This journey began with the wrath of gods and
the whispers of demons...

1o better understand the light of the torch that Pinel lit,
let us first travel to the deepest point of that darkness, to
the place where it all began.

Teleporting...
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a. “Black Bile” and “Evil Spirits” (Antiquity - The Middle

Ages)

In the first pages of history, the complexities of the human
mind were explained by forces beyond the earthly realm.
Abnormal behaviors, fits of rage, or profound melancholy were
seen as either a punishment from the gods or the work of evil
spirits possessing the body. This belief led to one of history’s
oldest surgical interventions: Trepanation. These holes, found
in numerous prehistoric skulls, were drilled to create an escape
route for the “evil spirits” trapped inside the head'. This was
one of the first and most primitive physical interventions to
calm the storm in the mind.

This demonological perspective persisted in the first
civilizations. For the Babylonians, Egyptians, and Hebrews,
mental illnesses were largely the work of demonic entities or
spirits. Treatment consisted of prayers, magical rituals, and
exorcism ceremonies.

But on the shores of the Aegean, under the shade of olive
trees, a brand-new idea was beginning to sprout, challenging
this millennia-old supernatural explanation.

“A Scene from History”: Kos Island, 410 BC

As the physician Demetrios sat in the courtyard of his
patient Lysander’s home, he listened to the fathers
anxious voice. “It has been three months, physician,”
said the wealthy merchant. “My son, my brave son... He
no longer goes hunting, nor does he drink wine with his
friends. He just sits in his room, as if talking to shadows...
He wakes up at night crying. The gods are angry with us,
are they not? We have made offerings to Apollo, but to
no avail. Has an evil spirit entered him, or did an enemy
cast a spell on him?”

Demetrios quietly studied Lysander’s pale face for a
while. Then he slowly shook his head. The first thing he
had learned from Hippocrates, the great master of the

1 Faria, M. A. (2013). Violence, mental illness, and the brain — A brief history of psychosurgery:
Part 1 — From trephination to lobotomy. Surgical Neurology International, 4, 49.
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school on Kos, was to set aside superstition.

“Honorable Theon,” he said in a calm voice. “The
problem does not lie with the gods or with spells. The
problem lies within Lysander’s body. Just as a fever
engulfs the body, this sorrow is an imbalance of the
body. Four essential fluids circulate within us: blood,
phlegm, yellow bile, and black bile. In your son's body,
the black bile (melas khole), produced in the spleen, has
increased. This excess bile clogs the vessels leading to
the brain, shrouds his mind in a fog, and darkens his

’

spirit. That is why we call it ‘melancholia’.’

The merchant stared at the physician in astonishment.
Could it be that simple?

Demetrios continued: “The best medicine we can give
him are herbs to cleanse his bowels, a light diet, plenty
of rest, and calm walks every day. Gentle conversations
to occupy his mind and perhaps the music of the lyre will
also do his spirit good. When the body finds its balance,
the mind will be enlightened. Let the gods remain on
Olympus; we shall attend to our work.”

The fictional scene above represents a revolutionary turning
point in the history of psychiatry.

Hippocrates (c. 460-370 BC) and his followers were the
first in history to systematically oppose the idea that mental
disorders stemmed from supernatural or divine causes. For
Hippocrates, the responsible organ was not the gods in the
sky, but the brain inside the skull’>. Mania, melancholia, and
paranoia were not divine punishments, but the results of
bodily processes, just like a stomach ache. Therefore, he
believed that mental illnesses should be treated like physical
ones. According to Hippocrates, the path to diagnosis was not
through divine prophecy, but through carefully observing the
patient, considering a rational etiology, and balancing theory
with these observations.

2 Ivanovic-Zuvic, F. (2004). Epistemological considerations about medicine and mental health
in ancient Greece Consideraciones epistemologicas sobre la medicina y las enfermedades
mentales en la antigua Grecia
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The most well-known product of this philosophy is the
“Humoral Pathology” or the Theory of the Four Humors,
which would influence medical thought for thousands of years.
According to this theory, health depended on the balance of
these four fluids (eucrasia), while illness was caused by their
imbalance (dyscrasia). For example:

Excess of Blood: A cheerful, energetic temperament
(sanguine).

Excess of Yellow Bile: An angry, irritable temperament
(choleric).

Excess of Phlegm: A calm, slow temperament (phlegmatic).

Excess of Black Bile: A sad, sorrowful temperament
(melancholic).

Although this approach is primitive by modern standards,
the two fundamental innovations it introduced are priceless:

1. Observation and Classification: By carefully observing
patients, they made the first definitions of terms we still
use today, such as mania, melancholia, paranoia, and
hysteria.

2. Rationalization: They brought the problem down from
the heavens to the earth, into the human body. This was
the first and most crucial step in making mental illness a
subject of medicine.

This scientific approach also brought with it one of the
first classifications of mental disorders. The names of some
conditions defined by Hippocrates will still sound familiar to us
today: Mania, Melancholia, Phrenitis (Acute Brain Syndrome),
Delirium, Disobedience, Paranoia, Panic, Epilepsy, and
Hysteria®. The chaos of the mind was now transforming into a
phenomenon that could be named and contemplated.

However, with the fall of the Roman Empire, the light of
science in Europe dimmed, and dark forces re-emerged on
the stage. The rational legacy of Hippocrates gave way to the

3 Meletis, J., & Konstantopoulos, K. (2010). The beliefs, myths, and reality surrounding the
word hema (blood) from homer to the present. Anemia, 2010(1), 857657.
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dogmatic and demonic explanations of the Middle Ages. In this
era, when the Church’s power was at its zenith, the traveler
in the labyrinth of the mind was not seen as a “patient” but
as a “sinner” possessed by the devil. Books like the Malleus
Maleficarum (The Hammer of Witches) provided a theological
basis for the branding and burning of thousands of people,
especially women, who showed symptoms of mental disorders.
Demetrios’s calm and scientific approach was about to be
replaced by centuries of chains, fires, and Inquisition courts.

b. “The Great Confinement” and the Asylums (17th -
18th Centuries)

“A Scene from History”: A Sunday Afternoon at Bedlam

When Thomas was shoved through the iron-barred
gate, the first thing that hit him was a wall of human
sound. It was unlike any sound he had ever known. A
peal of laughter would suddenly turn into a scream;
a divine murmur from one corner would dissolve into
the profanity of another. But the worst was the smell:
a compound of unwashed bodies, mold, stale food, and
the sharp, pervasive stench of urine that had soaked into
everything.

The two guards who brought him dragged him down a
long, dim corridor. Hands reached out from the cells
in the walls, trying to grasp at the void. Some inmates
talked to themselves, some drew nonsensical shapes
on the walls, and others stared at Thomas with vacant
eyes through the bars. And what was his crime? To be
shrouded in a deep mourning for weeks after his wife's
death? To neglect his business and stare at the River
Thames for hours? His fate was sealed when his brother

’

said, “He has lost his mind, we cannot care for him.’
At the end of the corridor, they entered a larger hall.
And Thomas froze in horror. The hall was filled not so
much with ‘patients’ like himself, but with well-dressed,
bewigged gentlemen and ladies in elegant gowns. They
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covered their noses with their fans while pointing and
giggling at the wretches behind the bars. A man prodded
an old man in a cell with his cane and shouted, “Come
on, sing a song and entertain us!” This was not a
hospital; it was a human zoo. And it was Sunday, the
day of amusement, when London's high society came to
watch the “mad” for a penny.

When they locked Thomas in an empty cell and left, he
understood. This was not a place one came to get well.
This was a pit where everything society did not want to
see was thrown, and there was no way out.

The fictional horror Thomas experienced reflects a bitter
truth of 17th and 18th-century Europe. In his seminal work,
History of Madness, the renowned philosopher Michel Foucault
describes this period as “The Great Confinement.” During this
era, the mentally ill were locked away in massive institutions
along with other “undesirables” of society—prostitutes,
criminals, the poor, and lepers. The primary purpose of
institutions like the Hopital Général in Paris or Bethlem Royal
Hospital in London (popularly known as “Bedlam”) was not to
treat, but to keep these “unreasonable” people out of the public
eye, to isolate and control them®*.

The methods employed under the name of “treatment” were
even more primitive and barbaric than Hippocrates’ rational
approach. Patients were subjected to torturous practices such
as bloodletting, “purging” the bowels with laxatives, ice-cold
showers, forced vomiting, and being strapped to rotating chairs
for hours. These institutions functioned less as medical centers
and more as prisons’.

A Different Voice Rising from the East: The Dariissifas

While Europe was experiencing this dark age, in another
corner of the world, the Ottoman Empire was demonstrating
a far more humane approach to the mind. In particular, the

Daru§§1fa (House of Healing) established by Bayezid II in

Foucault, M. (2020). Deliligin Tarihi (Cev. M. A. Kiligbay). imge Kitabevi.
5 Shorter, E. (1997). A History of Psychiatry: From the Era of the Asylum to the Age of Prozac.
John Wiley & Sons.
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Edirne (1488) stands as a monument in the history of psychiatry.
Here, instead of being chained, patients were housed in
spacious, airy rooms with specially designed architecture. The
famous traveler Evliya Celebi describes the treatment methods
in these institutions with admiration in his Seyahatndme (Book
of Travels). The treatments reported included:

Music Therapy: Music concerts were held in gentle and
relaxing modes (makams). [t was believed that different musical
modes were beneficial for different illnesses, and these were
performed on specific days of the week to heal the patients.

The Sound of Water: The calming effect of the sound of
water flowing from the fountains in the courtyards.

Aromatherapy: Fragrant plants and incense burned in the
patients’ rooms and gardens.

Occupation Therapy: Patients were encouraged to engage
in small handicrafts according to their abilities®.

This approach, a stark opposite to the “confinement”
mentality that excluded the patient from society, was based on
a holistic philosophy that aimed to reintegrate the individual
with the healing power of nature and art. Centuries before the
chains were broken in the West, the storms of the mind in the
East were being calmed with music and the sound of water.
The deep chasm between these two different worlds is the most
striking evidence of how diverse the cultural and philosophical
perspectives on mental health can be.

c. “Moral Treatment” and the Dawn of Biological
Psychiatry (19th Century)

“A Scene from History”: Heidelberg, 1894

In the quiet room of the clinic, Dr. Emil Kraepelin
was examining two patient files. One card detailed the
story of Hans, a 22-year-old law student. A few months
prior, Hans had been overflowing with exuberant joy
and energy, had spent his family’s entire savings on

6 Tunaboylu-Ikiz, T. (1999). Tiirk psikiyatri tarihi ve psikanalizin yeri. Studies in
Psychology, 21, 159-168.
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nonsensical investments, had not slept for nights, and
had declared himself the “new Napoleon.” Now, he had
not left his bed for weeks, uttered a single word, and
seemed lost in a profound sorrow.

The other card told the story of 19-year-old Elsa. Once
a vibrant young girl, Elsa had become increasingly
withdrawn over the past year, had started murmuring
strange things, and had developed an unshakeable belief
that her family was trying to poison her. Her emotions
seemed frozen, she neither laughed nor cried. Her mind
was slowly, but irreversibly, disintegrating.

The other physicians in his clinic would diagnose both
conditions with a general label of “insanity” and move
on. But for Kraepelin, this was intellectual laziness. He
believed that the diseases of the mind must be classified,
just as a botanist classifies plants. He spent his hours,
his days, merely observing his patients, meticulously
noting their patterns of speech, their movements, and the
course of their illness.

He turned to his assistant and pointed at the two cards.
“Look,” he said. “Hanss illness is like a storm. It
comes, it destroys, and then it subsides. It may return,
but between the storms, the mind can remain clear. This
is a cyclical disorder. We shall call it ‘Manic-Depressive

RS

Illness’.

Then he pointed to Elsa’s card. “But Elsa’s condition
is different. This is not a storm, but a drying up of the
mind at an early age, a kind of premature dementia. The
emotional and cognitive faculties are slowly dying. We

’

shall call this ‘Dementia Praecox’.’

His assistant was stunned. In that quiet room, at that very
moment, Kraepelin was making a distinction that would
change the fate not just of two patients, but of thousands.
The great, formless monster called “madness” now had
different faces, different names, and different paths.
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Psychiatry was taking one of its greatest steps towards
becoming a science.

The story described above takes place in the 19th century,
an era of dual revolutions for psychiatry. One was the rise of
moral treatment, and the other was the ascent of classification.

1. The Humane Revolution: The “Moral Treatment”
Movement

The first great rebellion against the horror of Bedlam and
the hopelessness of the “Great Confinement” came from
Philippe Pinel (1745-1826), whom we met at the beginning of
our chapter. Carrying the “Liberty, Equality, Fraternity” spirit
of the French Revolution into the walls of the asylums, Pinel
unchained the patients and argued that they should be treated as
“sick” individuals. This act was a symbolic beginning.

At almost the same time as Pinel, a Quaker named William
Tuke in England established a center in the city of York called
“The Retreat.” Here, patients were met with the warmth of
a family environment, respect, and compassion, and were
rehabilitated through occupations like gardening. In Italy,
Vincenzo Chiarugi was implementing similar reforms. This
movement was called “Moral Treatment.”

Its core philosophy was simple:_if patients were treated in
a humane environment, with respect and a rational approach,
their minds could be restored to order’. This movement planted
the earliest seeds of modern psychotherapy and psychiatric
nursing.

2. The Scientific Revolution: The Rise of Classification

While moral treatment was improving the living conditions
of patients, the effort to understand the nature of the illness
itself came from Germany. Our hero on the scene, Emil
Kraepelin (1856-1926), is considered the father of modern
psychiatry. By observing thousands of patients over many
years, Kraepelin argued that illnesses should be classified not
only by their symptoms, but also by their course, outcome, and
potential etiology.
7 Bynum, W. F. (2015). 4 Little History of Science. Yale University Press.
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The most fundamental and revolutionary distinction he
made, as we saw in the scene above, was between what we
now call Bipolar Disorder (Manic-Depressive Illness) and
what we now call Schizophrenia (Dementia Praccox)—a term
later changed to “Schizophrenia” by Eugen Bleuler®. This
classification was the cornerstone that allowed psychiatry to
separate itself from fortune-telling and philosophy and become
a branch of science based on observation and evidence, just
like other fields of medicine. Now, physicians had a clearer
understanding of what they were facing and could make more
consistent predictions about the future.

d. The Couch, the Cure, and the Inhumane
“Treatments” (20th Century)

“Two Scenes from History”: An Age of Contradictions

Scene 1: Vienna, 1910. An apartment at Berggasse 19.

Lying on the couch covered with a rich rug in the dimly
lit room, the woman spoke with her eyes closed. “I had
the same dream again last night, Herr Doktor. That
terrible dream where my father chases me with a cane...
But this time, the cane was shaped like a snake.”

Sitting in the armchair at the head of the couch, Sigmund
Freud quickly scribbled something in his notepad. He
knew that the “snake” his patient described was not
just a snake. It was the language of the unconscious;
a symbolic expression of repressed desires, childhood
traumas, and forgotten memories. For Freud, the visible
surface of the mind was merely the tip of an iceberg. The
true, vast, and dangerous reality lay deep below, in the
dark waters of the unconscious. His job was to shine a
light into those depths by analyzing his patients slips
of the tongue, dreams, and free associations. Like an
archaeologist, he sought to find the “hidden truth” at
the very core by excavating the layers of the psyche.’.

8  Jeste, D. V., et al. (1996). Did Kraepelin create a “nosological regression” in the process of
developing his system of psychiatric classification? Comprehensive Psychiatry, 37(5), 322-
327.

9 Gay, P. (1988). Freud: A Life for Our Time. W. W. Norton & Company.
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Scene 2: Washington D.C., 1948. An operating room in
a mental hospital.

The young woman on the operating table was there
for severe anxiety and agitation. She was unconscious
under anesthesia. The surgeon, Dr. Walter Freeman,
picked up a sharp instrument he called an “ice pick.” He
inserted the tool into the top of the patient’s eye socket,
between the orbital bone and the eyeball. Then, with a
small mallet, he tapped the end of the instrument a few
times. The sound of the thin bone breaking was clearly
audible in the silence of the room. Freeman pushed the
instrument a few centimeters into the brain’s frontal
lobes and moved it back and forth, severing the neural
connections. He repeated the procedure for the other eye
socket. The entire operation took less than ten minutes.

For Freeman, this was a miraculous “psychosurgery”
that saved the patient from her unbearable suffering. He
believed that by performing his “transorbital lobotomy”
on thousands of patients, he was “calming” them by
cutting the “faulty circuits” in their brains. However, the
result of this procedure was often a tragic tranquility, a
“human vegetable” state where the patient s personality,
creativity, and emotional depth were completely
erased."”’.

20th-century psychiatry witnessed a great divide,

represented by these two scenes: the Psychological Approach
and the Biological (Somatic) Approach.

The Depths of the Mind: Psychoanalysis and
Psychotherapies

Sigmund Freud (1856-1939) brought an entirely new
dimension to psychiatry. Instead of classifying symptoms like
Kraepelin, he investigated their meaning and origin. With
his psychoanalytic theory, he introduced concepts such as
the unconscious, the importance of childhood experiences,

Valenstein, E. S. (1986). Great and Desperate Cures: The Rise and Decline of Psychosurgery
and Other Radical Treatments for Mental Illness. Basic Books.
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defense mechanisms, and the id-ego-superego into the
psychiatric literature. This was the birth of the “talking
cure” and it laid the foundation for all subsequent schools
of psychotherapy (e.g., Jungian, Adlerian, behavioral, and
cognitive therapies). Now, psychological suffering was not
Jjust a disease of the brain, but also the result of a life story.

Brutal Interventions on the Brain: Somatic “Cures”

While psychoanalysis dealt with the abstract world of
the mind, somatic (physical) treatments aimed at directly
intervening in the brain became popular. However, these early
attempts were extremely crude and dangerous:

Insulin Coma Therapy: Inducing a coma in patients by
injecting them with high doses of insulin.

Electroconvulsive Therapy (ECT): In its initial applications,
it was a method that caused severe convulsions and bone
fractures in patients, as it was performed without anesthesia or
muscle relaxants (modern-day ECT is applied in a much safer
and more controlled manner).

Prefrontal Lobotomy: This brutal procedure, which even
won its inventor Egas Moniz the Nobel Prize in Medicine in
1949, caused irreversible damage to thousands of people and
constitutes one of the darkest pages in the history of psychiatry.

A Ray of Hope: The Birth of Psychopharmacology

In the middle of the century, amidst all this darkness and
theoretical debate, an unexpected revolution occurred. In 1952,
the French surgeon Henri Laborit, while using a drug called
Chlorpromazine as an anesthetic aid, accidentally discovered
that it had an extraordinary calming and antipsychotic effect on
psychotic patients. This was the discovery of the first modern
psychiatric drug!!.

The discovery of Chlorpromazine and the other drugs that
followed (antidepressants, anxiolytics) initiated the age of
psychopharmacology. For the first time, these medications
enabled the “deinstitutionalization” movement, allowing

11 Healy, D. (2002). The Creation of Psychopharmacology. Harvard University Press.
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thousands of patients to be discharged from asylums and return
to the community. Now, the storms of the mind could be calmed
not just by talking or by destroying the brain, but by delicately
regulating brain chemistry.

Psychiatry had taken its final major step towards its modern
identity.

Scene is Yours: An Echo in the Corridors of History

We have come to the end of this long and turbulent journey.
This story, which extends from magic to science, from chains
to therapy, is not just a record of the past, but also a legacy that
shapes our approaches today. Now, the scene is yours. It is time
to merge this historical adventure with your own thoughts and
creativity.

Thought Exercise: The Time Capsule

Take a pen and paper. Close your eyes for a moment and
imagine you are in the cold and gloomy corridors of Bedlam in
the 18th century. Before you stands a young person in a state
we might today call “severe depression” or “psychosis,” but
who was then simply labeled “mad.”

Now, with all your current knowledge and experience, write
a short letter to that person or to a guard “responsible” for them.
*  What would you say to them?

* How would you explain that their condition is not a
moral failing or the work of the devil, but a treatable
illness?

*  What words would you choose to offer hope?

* What argument would you present to the guard to
persuade them to treat the patient more humanely?

Writing this letter is not just an empathy exercise; it is an

act of remembering just how valuable and revolutionary our
modern knowledge and humane approach truly are.
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Concept Hunt: The History Detective

In the puzzle below, key concepts from this chapter are
hidden. Let’s see if you can find them all like a true history

detective.

NOIJKACMPIZYONTROLKRAEPELINAKEPCIN
AFISSURADASTIGMANKELRMNNEKEADULCFL
ASAUBCGVREFREUDSYSMALDEBASBNKSIM
MSPINELCVSILEDIRNESIMLPGUTIOLKOCS
LOBOTOMIBFRTESDIVANMANIKDEPRESIFG
NHPSIKIiYATRIGGALENRTILACGFTSGCSSCI

WRITE THE CONCEPTS YOU FIND IN THE BLANK
BOXES BELOW.

What was the most important message you took from this
episode to remember for the future?




CHAPTER 2

A Storm in the Living Room

Ayla had named that period for her son “the Golden
Age.” The 19-year-old Arda who had been shut in his
room for months, shoulders slumped and hiding behind
a wall of “I'll do it later,” was gone. In his place was
a young man who seemed to have been supercharged
with life itself. It all began one midnight with the sound
of a guitar emerging from Arda’s room. With the guitar
that had been gathering dust for years, he was playing
cheerful and complex melodies they had never heard
before.

The following weeks were a renaissance in their home.
Arda wasn t sleeping. “Sleep is for the mediocre, Mom, ”
he would say, painting on a large canvas at night and
learning to code for a mobile app—what he called “the
project of a lifetime "—during the day. He talked a lot;
fast, witty, and unstoppable... Ayla looked at her son's
genius with admiration. “Hes finally discovered his
potential,” she whispered proudly to her husband, Murat.

Everything was perfect, up to that point.
Until Murat's innocent question at the dinner table:
“Son, these projects are fantastic, but... what about
school?”

The joy at the table was cut short, as if by a
knife... Murat had only asked a simple question, but the
reaction he received was as if he had rebelled against
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a kingdom. The first crack in the “Golden Age” had
appeared, right there, at that dinner table, in front of
everyone.

That was the breaking point... The expensive equipment
he bought secretly with his father s credit card led to a
major crisis at home...

And then, just as suddenly as it had arrived, the high-
energy storm subsided. Everything faded to gray.

For weeks, not a sound came from Arda’s room... Every
time Ayla peeked through his door, she found her son in
his bed, his eyes fixed on a single point on the ceiling...

One night, when Ayla entered her son's room, she saw
him staring at that vibrant, exuberant painting. Tears
were streaming down his face.

“Whats wrong, my dear son?” Ayla whispered.

Arda spoke for the first time in weeks. His voice seemed
to come from the bottom of a rusty well:

“Those colors... they were all a lie, Mom. The world has
always been gray. I've only just realized it.”

At that moment, Ayla understood. What her son had
experienced was neither a “golden age” nor a simple
“bad phase.” It was a single, unified storm that swung
between two extremes, one end a searing flame, the other
a freezing ice. And they, as a family, were caught right in
the middle of it.

Theory & Diagnosis: Naming the Storm

Arda’s story is a vivid portrait of a storm within a family’s
living room, a storm known as Bipolar Disorder. This portrait
is not just one of emotional chaos; it is a medical condition
with neurobiological foundations that can be diagnosed and
treated. In this section, we will examine the science behind
each brushstroke of that portrait—the anatomy of the storm.
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What is Bipolar Disorder?

According to the DSM-5, the diagnostic manual of the
American Psychiatric Association, Bipolar Disorder is a
brain disorder characterized by extreme and cyclical shifts in
a person’s mood, energy level, and ability to function'. This
“cycle” occurs between at least two fundamental types of
episodes: Mania (or its milder form, Hypomania) and Major
Depression. This is not a simple “happy-sad” cycle; it is a
pathological fluctuation that profoundly affects an individual’s
perception of reality, judgment, and capacity to navigate life.

The Core of the Disorder: What Happens in the Brain?

While the exact cause of Bipolar Disorder is not fully
understood, research points to a complex interplay of multiple
factors. This is not a “character flaw,” but a biological
predisposition.

e Genetic Predisposition: Bipolar Disorder has a strong
hereditary component. An individual with a first-
degree relative (parent, sibling) with Bipolar Disorder
has approximately a 10-fold greater risk of developing
the disorder than the general population’. However,
this does not mean that genes are “destiny”; they only
increase the risk.

e Neurotransmitter Imbalance: Neurotransmitters—
the chemical messengers that facilitate communication
between nerve cells in the brain (especially dopamine,
serotonin, and norepinephrine)—play a key role in mood
episodes. Manic episodes are often associated with an
increase in dopamine and norepinephrine activity, while
depressive episodes are associated with a decrease in the
activity of these chemicals®.

e Brain Structure and Function: Brain imaging studies
show structural and functional differences in certain

1 American Psychiatric Association. (2013). Diagnostic and statistical manual of mental
disorders (5th ed.).

2 Craddock, N., & Jones, 1. (1999). Genetics of bipolar disorder. Journal of Medical Genetics,
38(12), 793-802.

3 Strakowski, S. M., & DelBello, M. P. (2s. 2000). The neurobiology of bipolar disorder. Bipolar
Disorders, 2(3), 148-161.
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brain regions of individuals with Bipolar Disorder,
particularly in the prefrontal cortex and limbic system
structures like the amygdala, which are responsible
for emotional regulation. This suggests that the brain’s
“emotional braking system” may not be functioning as
it should.

The Diagnostic Map: DSM-5 Criteria and Arda’s Story

When making a diagnosis of Bipolar Disorder, a clinician
compares observable behavioral patterns, like those in Arda’s
story, with the specific criteria outlined in the DSM-5.

Manic Episode (Arda’s “Golden Age”)

The DSM-5 defines a manic episode as a distinct period
of abnormally and persistently elevated, expansive, or irritable
mood and abnormally and persistently increased energy/
activity, lasting at least one week. During this period, three (or
more) of the following symptoms (four if the mood is only
irritable) are present to a significant degree:

Inflated Self-Esteem or Grandiosity: Arda’s belief that
he would “build an empire” and that no one could
“understand his vision.”

Decreased Need for Sleep: Saying “Sleep is for the
mediocre” and not sleeping for nights.

More Talkative than Usual or Pressure to Keep
Talking: His fast, witty, and unstoppable style of speech.

Flight of Ideas or Subjective Experience that Thoughts
are Racing: Rapidly jumping from unrelated projects
like painting, coding, and decorating.

Distractibility: Attention too easily drawn to unimportant
or irrelevant external stimuli.

Increase in Goal-Directed Activity or Psychomotor
Agitation: The numerous unfinished projects and
inability to sit still.

Excessive Involvement in Activities that have a High
Potential for Painful Consequences: His secret spending
on his father’s credit card.
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Important Note: If these symptoms are milder, do not
cause significant impairment in functioning, and do not require
hospitalization, the episode is called Hypomania. The presence
of at least one full manic episode is sufficient for a diagnosis
of Bipolar I Disorder, whereas the presence of at least one
hypomanic episode and one major depressive episode is
required for a diagnosis of Bipolar I Disorder'2.

Major Depressive Episode (Arda’s “Gray Period”)

This episode is a period of collapse lasting at least two
weeks, during which at least five of the following symptoms
are present (one must be either depressed mood or anhedonia):

o Depressed Mood: Ardas feeling that “the world has
always been gray.”

¢ Anhedonia (Loss of Interest or Pleasure): Not wanting
to go to the long-awaited concert and the dust gathering
on his guitar.

o Significant weight loss/gain or change in appetite.
e Insomnia or hypersomnia.

e Psychomotor agitation or retardation.

e Fatigue or loss of energy.

o Feelings of Worthlessness or Excessive Guilt: His
Statement to his father, “I am a worthless nothing.”

¢ Diminished ability to think or concentrate.
e Recurrent thoughts of death or suicidal ideation.

This complex picture clearly illustrates why Bipolar
Disorder is not a “lifestyle choice” or a “character trait,” but a
serious mental illness that requires urgent and ongoing medical
intervention.

The Clinical Labyrinth: Differential Diagnosis and
Comorbidity

Diagnosing Bipolar Disorder can resemble navigating a
labyrinth, even for experienced clinicians, especially in the
ecarly years of the illness. The overlap of symptoms with other
mental disorders complicates the path to an accurate diagnosis.
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For instance, the euphoric and irritable state of Arda’s “Golden
Age” could be confused with Attention-Deficit/Hyperactivity
Disorder (ADHD) or some personality disorders. His “Gray
Period,” when experienced alone, is often misdiagnosed
as only Unipolar Major Depression. This misdiagnosis is
dangerous as it can lead to inappropriate medication treatments
that may trigger a manic switch®. The most critical step in
differential diagnosis is a thorough investigation of the patient’s
and family’s history for the presence of at least one hypomanic
or manic episode, which may have been overlooked.

Making this labyrinth even more complex is the fact that
Bipolar Disorder rarely comes alone. Co-occurring (comorbid)
conditions such as anxiety disorders, substance use disorders,
and eating disorders are common in individuals. These
additional conditions both complicate the treatment process
and negatively affect the course of the illness.

The Compass for Treatment: Biological Foundations
and a Holistic Approach

The genetic and neurobiological foundations of Bipolar
Disorder indicate that the main compass for treatment must also
be biological. The cornerstone of treatment is mood stabilizers,
which aim to prevent storms and anchor the mood to a baseline.
Depending on the severity of the episodes, antipsychotic and
(used cautiously) antidepressant medications may be added to
this treatment.

However, it must be remembered that medications are only
the compass; they are not the journey itself. Pharmacotherapy
alone is often insufficient to repair the wreckage of the storm.
Lasting recovery and functionality are possible through a holistic
approach where this pharmacological intervention is supported
by psychotherapy, in which the individual understands their
illness and triggers and acquires coping skills, and psycho-
education, which involves the family in the process.

4 Hirschfeld, R. M., & Vornik, L. A. (2005). Bipolar disorder—costs and comorbidity. American
Journal of Managed Care, 11(3 Suppl), S85-90.
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Home Care Plan: A Roadmap To Understanding And
Managing The Storm

Living with Bipolar Disorder is an art learned not just
by the patient, but by the entire ecosystem, including family
and healthcare professionals. Therefore, the home care of
an individual diagnosed with Bipolar Disorder is not merely
about symptom management, but also about the delicate
orchestration of a complex ecosystem. As a healthcare
professional or a student in this field, our role extends beyond
simply prescribing medication or writing a care plan; it is to
empower the individual and the family to become active and
competent partners in their own treatment. In this section, we
will illuminate how to conduct this orchestration by exploring
evidence-based, innovative approaches, the role of each
stakeholder, and the “professional” tools we can utilize. This
is not just a care plan; it is a guide to psycho-education and
intervention strategy.

A diagnosis of Bipolar Disorder is like being handed a map
to a labyrinth. It is frightening, yet it also confirms that a path
exists. This roadmap will guide you in managing moments
of crisis, clearing the wreckage after the storm, and most
importantly, sensing the arrival of the next storm before it hits.
Modern approaches show that recovery is largely achieved
within the home, through daily life routines and family
dynamics. This achievement consists of three fundamental
steps: Observe (“Become a Rhythm Hunter”), Manage (“Be
the Captain in the Storm”), and Support (“Rebuild”).

STEP 1: OBSERVE (“As the Storm Approaches”)

Storms rarely break out of nowhere; usually, the wind shifts
direction and the air grows heavy first. For families, the most
critical skill is to recognize these initial signs. The following
checklist can help identify the early warning signals of an
approaching Manic/Hypomanic episode:
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Observation Checklist:

e Sleep Pattern: Has sleep noticeably decreased? e.g.,
“As energetic as usual, but only sleeping 3-4 hours.”
(OYes / O No)

e Speech Rate and Amount: [s their speech faster or
more frequent than normal? Have phone calls become
longer? (O Yes / I No)

o Energy Level: Are they unable to sit still? Are they
engaging in multiple activities at once? (. Yes / 1 No)

¢ Spending Habits: Have they started spending money
more generously or thoughtlessly than usual? Are they
buying unnecessary items online? (J Yes / LI No)

o Irritability: Are they overreacting to small things
they would normally ignore? Are they more touchy or
argumentative? (J Yes / LI No)

e Future Plans: Have they started talking about
unrealistic, grandiose projects (e.g., suddenly starting a
company, traveling the world)? (O Yes / [0 No)

What to Do?

If several boxes on this list are marked “Yes,” the family
should be taught how to respond in this situation. This
indicates that it is time to monitor the situation closely, check
if medications are being taken regularly, and schedule a
preliminary consultation with the doctor.

At the core of Bipolar Disorder lies a disruption in the
brain’s biological rhythms. One of the most exciting approaches
in recent years, in addition to medication, is Interpersonal
and Social Rhythm Therapy (IPSRT), which focuses on re-
regulating this internal clock®. This therapy is based on the
principle that when life gains a predictable and regular rhythm,
the brain more easily finds its own balance. This is not simply
about “sleeping early”; it is about learning to live one’s entire
life like a symphony, with a specific rhythm and tempo®.

5 Frank, E. (2005). Treating bipolar disorder: A clinician’s guide to interpersonal and social
rhythm therapy. Guilford Press.

6 Sahin Yildiz, Y, Ozel Y. (2025). Uyku Fizyolojisi, Degerlendirilmesi Ve Giincel Bakim
Uygulamalar. (ss49-69). Evde Hasta Bakimi: Temel Uygulamali Yaklagimlar (Ed. Sahin
Yildiz, Y, Ozel Y.). Egitim Yayinevi, Ankara.
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Home Application Roadmap:

Establishing Fixed Anchors: Encourage the
establishment of at least three fixed anchors that occur at
the exact same time every day, even on weekends.

o Wake-up Time: (e.g., 08:00 every morning)

o First Human Contact/Breakfast: (e.g., 08:30 every
morning)

o Bedtime: (e.g., 23:30 every night)

Implementing Stimulus Control: Recommend
eliminating factors that disrupt the brain’s “sleep”
signal. Contrary to popular belief, this is not just about
avoiding blue screens (phone, TV). Recent research
shows that intense and stressful conversations before
bed can disrupt sleep rhythms just as much as blue
screens. Encourage declaring an “emotional ceasefire”
at home after 10 PM’. Controversial topics are best left
for the next day.

Sunlight Synchronization: Guide them to ensure
exposure to at least 15 minutes of daylight within the
first 30 minutes of waking up. This is the most powerful
natural medicine for resetting the brain’s internal clock
(circadian rhythm) and serves as a protective shield
against depressive episodes®.

Note: As a healthcare professional, give this “fixed anchor”
technique to your patient and their family as a concrete
homework assignment. This transforms the abstract advice to
“live a regular life” into an actionable behavioral intervention.

STEP 2: MANAGE (“In the Midst of the Storm”)

The moment of crisis, a full manic episode, is the toughest
test where theoretical knowledge is put into practice. As
healthcare professionals, our goal is to teach the individual and
the family concrete, evidence-based strategies to manage this

7 Morton, E., & Murray, G. (2020). Assessment and treatment of sleep problems in bipolar
disorder—A guide for psychologists and clinically focused review. Clinical psychology &
psychotherapy, 27(3), 364-377.

8  Kupeli, N. Y., Bulut, N. S., Bulut, G. C., Kurt, E., & Kora, K. (2018). Efficacy of bright light
therapy in bipolar depression. Psychiatry research, 260, 432-438.
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chaos. The objective is not to win an argument, but to ensure
everyone’s safety. This is like playing chess; it is crucial to
remain calm, strategic, and to think about the next move.

Emotion-Focused Communication: Speaking the
Language of the Storm (Reducing “High Expressed
Emotion”)

Families must be taught that a critical, judgmental, and
intrusive communication style (“High Expressed Emotion”), is
not just an “argument”; it is a biological stressor that can trigger
stress and alarm responses in the patient’s brain (amygdala
activity), thereby increasing the risk of relapse’.

e The Home Communication Map
o Basic Skill Training:

= Teach the Switch from “You-Statements” to
“I-Statements”: Reinforce this skill through
role-playing exercises during family sessions.

= Destructive (“You-Statement”): “You didn’t
take your meds again, you’re so irresponsible!”
(Contains blame)

= Constructive (“I-Statement”): “When I notice
you haven’t taken your medication, I worry about
your health and I feel helpless.” (Expresses your
own feelings)

o Advanced Intervention:

= The “DEAR MAN” Technique (Adapted from
Dialectical Behavior Therapy): This is a game-
changing communication algorithm that can be
used, especially in moments of crisis and when
making a request. Provide this technique to the
family as an “emergency communication card.”
Teach them to use this 7-step formula when they
need to make a request during a crisis (e.g., “I

9 Miklowitz, D. J. (2019). Evidence-based psychotherapies for pediatric bipolar
disorders. Clinical handbook for the diagnosis and treatment of pediatric mood disorders, 223.
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want you to call the doctor”)'. This allows the
family to act with strategy instead of panic.

Describe: State the facts without judgment.
(“I’ve noticed you haven’t slept for the last three
nights.”)

Express: Use “I-statements” to convey what you
are feeling. (“This situation is making me feel
worried.”)

Assert: State what you want clearly and simply.
(“I want you to call our doctor today.”)

Reinforce: Explain the positive consequences of
compliance. (“This will help both of us feel more
at ease.”)

Mindful: If the conversation gets sidetracked,
stay focused on your main objective.

Appear Confident: Maintain a calm and clear
tone of voice.

Negotiate: Be willing to find a middle ground
if necessary, such as, “Okay, if you don’t want
to make the call, how about we call together on
speakerphone?”

Crisis Management Algorithm

Emphasize to the family that during a crisis, there will be
no time to think, which is why they must adopt the following
simple algorithm as an emergency plan.

e IF the individual is presenting unrealistic plans (e.g.,
quitting their job, spending large sums of money)...

o

WHAT NOT TO DO: Avoid using judgmental and
confrontational phrases like, “That’s ridiculous, this
is madness!”

Strategy to Teach: Validate the Emotion, Postpone
the Behavior.

10

Linehan, M. M. (2014). DBT skills training manual. Guilford Press.
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o

Alternative Phrasing: “I understand the energy and
excitement in this idea. This is a very big decision,
let’s talk about it again tomorrow morning with a
clear head,” thereby buying time and deferring the
topic.

IF the individual is using angry and aggressive
language...

o

WHAT NOT TO DO: Do not respond by raising
your voice or trying to one-up them. This is like
adding fuel to the fire.

Strategy to Teach: Stay Calm, Set Boundaries.

Example Phrasing: “It upsets/scares me when you
speak this way. We can continue our conversation
when you’ve calmed down,” thereby setting a clear
boundary and, if necessary, removing yourself from
the situation.

IF there is a risk of harm to self or others... (e.g., threats,
dangerous behaviors)

(e]

o

o

WHAT NOT TO DO: Do not attempt to resolve the
situation on your own.

Strategy to Teach: Prioritize Safety.

Clear Instruction: “In this situation, do not try to be
a hero on your own. This is not your responsibility.
Immediately call emergency services (e.g., 911,
112). This is not a lack of love; it is the greatest act of
responsibility and love.”

STEP 3: SUPPORT (“After the Storm”)

When the storm subsides, it often leaves behind wreckage
and a deep depressive episode. This period requires patience
and rebuilding. As professionals, our duty is to guide this
“reconstruction” process.
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Recovery and Support Plan
Strengthening the Treatment Partnership

Explain to the family and the individual that treatment rests on
three essential pillars, all ofequal importance.: Medication (Mood
Stabilizers), Psychotherapy (coping skills), and Psycho-
education.

o Application Suggestion: Encourage family members
to attend doctor’s appointments not as “spectators”
but as “data providers.” Ask them to come to the next
appointment with their observation notes (regarding
sleep, mood, side effects, etc.).

Emphasizing the Therapeutic Importance of Routine

Explain to the individual and family that Bipolar Disorder
dislikes chaos, and that regular routines are the most powerful
“anchors” to help the brain rediscover its rhythm.

o Application Suggestion: Especially during a depressive
episode, guide the family to set small, concrete, and
achievable goals instead of just telling the patient to
“get out of bed.” For example, “How about we have
coffee together on the balcony for just 15 minutes every
morning at 9?”

Preventing Caregiver Burnout (The Most Critical

Intervention)

Protecting the mental health of caregivers is a prerequisite
for successful treatment.

o Application Suggestion: Dedicate a portion of every
meeting with family members directly to them. Ask the
question, “So, what are you doing for yourselves during
this process?” Direct them to local support groups and
explain the “Oxygen Mask Rule”: “On an airplane, you
are instructed to put on your own oxygen mask before
helping your child. If you run out of air, you can’t help
them. This rule also applies to home care. Make time for
yourselves, join support groups, and do not neglect your
own mental health.”
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Technological Support: The Nurse in Your Pocket
(Modern Tools)

The last 5 years have seen an explosion in mental health
technology. Smartphones are no longer just communication
devices; they can be “mood tracking assistants.” This is about
strategically using technology to increase the predictability
of the illness and to communicate more effectively with the
doctor.

Digital Roadmap

e  Mood Tracking Apps: Apps like eMoods or Daylio allow
you to log not only mood, but also sleep duration,
medication adherence, and anxiety levels. This data
enables you to go to the next doctor’s appointment with
concrete information like, “Look, for the past 12 days,
my sleep duration dropped to 4 hours and my irritability
was an 8 out of 10,” instead of a vague statement like,
“I’ve been fine for the last month.” This is invaluable for
personalizing treatment.

o Smartwatches and Wearable Technology: Modern
smartwatches automatically track sleep cycles (REM,
deep sleep) and activity levels. This data can be the
most objective and earliest indicator of an approaching
manic (increased activity, decreased sleep) or depressive
(decreased activity, excessive sleep) episode.

This guide is designed to be a resource that tells you what
to do in any situation when helping a patient and their family
with a diagnosis of Bipolar Disorder. The modern and holistic
approaches mentioned above have the potential to transform
Bipolar Disorder from just a “disease” to be managed into a
“life condition” that the family learns, adapts to, and manages
together.

THE PROFESSIONAL’S TOOLKIT
Knowledge is power, but the right tool at the right time

is everything. This toolkit transforms the strategies learned
in “The Art of Managing the Storm” section into practical,
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visual formats that a professional or student in the field can use
immediately. Cut out these cards, duplicate them, and provide
them to your patients and their families like a “prescription.”

Tool 1: Mood and Rhythm Tracking Chart (Weekly)

Purpose: To enable the individual and the family to convert
subtle changes in mood, sleep, and activity rhythms into
concrete data. This is the foundation of the “early warning”
system.

WEEKLY RHYTHM AND MOOD TRACKING FORM

Patient’s Name: ................cco.c..... Week: ..../..../........ - ed i
Ener Significant
Mood (Rate Levelg{Ra te Event of
Sleep 1-10; 1-10: 1=No Medication (Full the Day /
Days (Hours  1=Very Low, Ene;gy dose taken? O Trigger (e.g.,
9 = s .
slept?) :El;atlis;remely 10=Extremely Yes / 0 No) ;t:ezf:;lnt
Agitated) 20% P
Monday OY/ON
Tuesday OyYy/ON
Wednesday OyYy/ON
Thursday OY/ON
Friday OY/ON
Saturday OyYy/ON
Sunday OY/ON

Usage Note (For Professionals): When giving this chart
to the family, say, “This is not a test, it’s a map. Our goal is to
discover together which winds bring the storm.”

Tool 2: Crisis Communication Card (“DEAR MAN”)

Purpose: To enable family members to communicate not
with the panic of a crisis, but with a memorized, strategic, and
evidence-based formula. The following information can be
printed on a double-sided, credit-card-sized card to serve as a
guide for the family.
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EMERGENCY COMMUNICATION ALGORITHM
(The “DEAR MAN” Technique)

(Front of Card)

Stay calm. Focus on safety, not on being right.

D - Describe: State the facts without judgment.

“I see that you haven t slept for the last three nights.”

E - Express: Use “I-statements.”

“This situation is making me feel worried.”

A - Assert: State what you want clearly and simply.

“I want you to call our doctor.”

R - Reinforce: Emphasize the positive outcome.

“This will help us both feel more at ease.”

(Back of Card)

M - Mindful: If the topic shifts, return to your objective.
A - Appear Confident: Use a calm and clear tone of voice.
N - Negotiate: Find a middle ground if necessary.

“If you don't want to call, how about we call together on
speakerphone?”

Crisis Management Algorithm:

o If there’s a plan: Validate the Emotion, Postpone the
Behavior.

e If'there’s anger: Stay Calm, Set Boundaries.

e If there’s a risk: Prioritize safety & call emergency
services (e.g., 911/112).

Tool 3: Personal Crisis Management Plan (Template)

Purpose: To enable the individual, during a time of high
insight, to create a safety net for themselves for moments of
crisis. (Should be completed with professional guidance).
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MY CRISIS MANAGEMENT PLAN

Step 1: My Early Warning Signs (My Personal Storm
Forecasters)

B e

Step 2: People I Will Call First (My Support Team)
1. (Name/Phone): ......ccccceeevvvvinieniesiennnennn,

2. (Name/Phone): .......cccceeevveviiieeieeieeernn,

3. My DOCtOr: ..oieeiiieiiicieeeee e

Step 3: Precautions to Take During a Crisis (My Safety
Rules)

e [ will hand over my credit cards and bank cards to

o [ will hand over my car keys to .......cccceeveeiueenrnnee.
o [ will temporarily deactivate my social media accounts.
Step 4: Emergency Authorization

I, [Full Name], hereby authorize my family/next of kin to
call Emergency Services (e.g., 911/112) on my behalf and to
initiate the hospital admission process under the following
circumstances:

Signature: ..............coceeeneen. Date: .....cccevvieiin.

Scene is Yours: The Therapeutic Chessboard

In this section, I invite you to a game of “Therapeutic
Chess.” The goal in this game is not to “checkmate” the
opponent, but to maintain the delicate “Balance” on the board.
The board is Arda’s home. The pieces are the resources that
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you and the family possess. Your opponent is not Arda; your
opponent is the Disorder itself, which makes unpredictable
moves.

Every move you make will affect two fundamental balances
on the board:

Trust Level (0-100): The faith that Arda and the family
have in you and the treatment process.

Stress Level (0-100): The emotional tension within the
household.

Let’s Begin!

Initial Game State

The Board: Arda is at the beginning of a hypomanic
episode. He is in his room and refuses to meet with you.

Trust Level: 50 (Neutral, they don’t know you yet.)

Stress Level: 70 (The family is anxious and tense.)

ROUND 1: THE OPENING MOVE

Situation: The family has just described Arda’s “Golden
Age” and the explosive moment at the dinner table. They look
at you helplessly. “What do we do now?”

Your Move Options:

A) The Alliance Move (Empathetic Approach): You
prioritize understanding the family’s helplessness
and fear. You say, “I understand how frightening and
confusing this significant change in your son must be. I
want you to know that you are not alone in this process.”

B) The Directive Move (Authoritarian Approach): You
want to take control of the situation immediately. You say,
“This situation appears serious. It is imperative that you
make an appointment with a psychiatrist immediately
and get Arda to that appointment somehow.”

C) The Data-Gathering Move (Analytical

Approach): You provide the family with an “Observation
Checklist.” You say, “Before we do anything, we need
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to understand the situation more clearly. Please use this
form to note Arda’s sleep, energy, and speech patterns
for one week.”

Make Your Decision and Note the Consequences...
Round 1 Results:

If You Chose A: The family feels understood and
relieved. They begin to trust you.

o

o

o

Trust Level: 50 -> 70 (+20)
Stress Level: 70 -> 60 (-10)

Commentary: An excellent opening. You have laid
the foundation for a therapeutic alliance.

If You Chose B: The family feels incompetent and
judged. Their panic increases.

o

o

o

Trust Level: 50 -> 35 (-15)
Stress Level: 70 -> 85 (+15)

Commentary: While your intention was good, you
disregarded the family’s emotional capacity. You
have lost their trust.

If You Chose C: The family feels relieved because you
gave them a concrete task when they didn’t know what
to do. Their sense of control increases.

o

o

o

Trust Level: 50 -> 60 (+10)
Stress Level: 70 -> 65 (-5)

Commentary: A strong move. You have transformed
the family from passive observers into active partners.

THE OPPONENT’S MOVE (The Disorder Enters the

Game):

Whatever your choice, two days later, the mother calls you
in a panic: “Arda took his father’s credit card and ordered
20,000 TL worth of professional camera equipment online!”
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ROUND 2: CRISIS MANAGEMENT

Situation: There is a crisis on the board. The family is in a

panic. The stress level has skyrocketed.

e Trust Level: (Varies based on your previous move)

e Stress Level: 90 (Critical Level)

Your Move Options:

e A) The Financial Shield Move: “Call the bank
immediately and cancel the card. We must stop these
purchases.”

e B) The “DEAR MAN” Technique Move: “Now, stay
calm, and we will talk to Arda. But not by yelling, with
a strategy. I am going to teach you a communication
technique...”

e (C) The Emergency Safety Move: “This behavior
indicates that the illness is escalating out of control. The
most important thing right now is Arda’s safety. You may
need to go to the nearest psychiatric emergency service.”

Make Your Decision and Note the Consequences...
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Round 2 Results Analysis:
e Ifyou chose A) The Financial Shield Move:

o Short-Term Outcome: The family experiences
immediate relief from taking concrete action.
Financial damage is (for now) prevented.

o Long-Term Risk: This move creates a direct conflict
with Arda. He will think his family went behind
his back, doesn’t trust him, and is “sabotaging his
project.” This severely damages the therapeutic
alliance.

o Board Change:
= Trust Level: -20 (Serious Loss of Trust)

= Stress Level: 90 -> 95 (Conflict-related stress
increases after initial relief)

o Commentary: Though it seems like a practical and
necessary move, you have thrown the therapeutic
relationship into the fire. This move risks severing
the family’s connection with Arda. Generally, such
steps should be taken with the individual’s consent
(as part of a Crisis Plan).

e Ifyou chose B) The “DEAR MAN” Technique Move:

o Short-Term Outcome: You give the family a concrete
tool they can use instead of panicking. This provides
them with a sense of control and competence.

o Long-Term Benefit: You have taught the family a
sustainable skill they can use in future crises. You are
attempting to turn a conflict into a communication
opportunity.

o Board Change:
= Trust Level: +15 (Their trust in you increases as

you empower them with skills)

= Stress Level: 90 -> 80 (Stress decreases as panic
gives way to strategic thinking)
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o Commentary: An excellent professional move. You

are not just saving the moment; you are equipping the
family to be more resilient against future storms. This
is the power of psycho-education.

If you chose C) The Emergency Safety Move:

o Short-Term Outcome: This is the safest and most

protective move. It prioritizes the physical and
financial safety of Arda and the family above all else.

Long-Term Risk: If not handled with proper timing
and communication, this move can be perceived by
Arda as a “punitive” action and could increase his
resistance to treatment. However, at the point where
reckless behavior spirals out of control, this risk must
be taken.

Board Change:

= Trust Level: No Change (0) (This move neither
increases nor decreases trust; it is a safety
protocol.)

= Stress Level: 90 -> 70 (The family’s stress
decreases as uncertainty is removed and a
professional process begins)

Commentary: This is like “overturning the
chessboard and setting up a new game at the hospital.”
Sometimes, it is the only correct move. This decision
shows you understand the gravity of the situation and
are taking responsibility. For a professional, safety is
always the priority.

THE OPPONENT’S MOVE (The Disorder Enters the

Game):

While you are making one of these moves, the Disorder
makes its counter-move. The mother calls you and reports that
Arda has barely slept for two days, is talking to himself loudly
in his room, and is saying things like, “They are jealous of my
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genius, soon they will all need me!” Arda has completely lost
insight, and psychotic symptoms have begun.

ROUND 3: THE HOSPITALIZATION DECISION

Situation: The crisis is escalating. Arda is losing touch with
reality. The family is helpless.

e Trust Level: (Varies based on your previous move)

e Stress Level: 100 (Maximum Crisis)

What do you do now?

(This round might not have multiple choices, but rather
a reflection point for the professional/student on why

hospitalization is now the only viable and responsible option,
referencing the safety protocols taught earlier.)

End of Game:

The game doesn’t end when you “win” or “lose.” The game
concludes with an “interim assessment”” when the Balance on
the board reaches a certain level (e.g., Trust > 70, Stress < 40)
and Arda begins treatment.

How do you relate the storm in this chapter to the emotional
moments in your own life?






CHAPTER 3

Footsteps of the Past

For 34-year-old Elif, the past was not a memory to be
recalled, but a ghost that lived in her body. And that
ghost appeared most often in the kitchen.

1t would all start with the “beep” of the microwave oven.
For a normal person, an innocent sound indicating a
meal was ready. For Elif, it was an alarm siren.

The moment she heard that sound, a metallic taste would
first fill her mouth. Then, as if the blood was draining
from her veins, her hands and feet would turn ice-cold.

Her heart would start to flutter like a trapped bird inside
her chest. Her gaze would lock onto the kitchen window,

but she wasn t really seeing it. The kitchen would slowly
fade, replaced by a room with stark white walls, a sharp
antiseptic smell, and the rhythmic, cold “beeps” of
machines.

She was back in that room, the intensive care unit where
she had lain unconscious for three weeks six months
ago, following complications from a simple surgery. She
could feel the weight of the tubes connected to her body,
hear the whispers of the nurses, and the relentless sound
of the monitor that made her wonder, “Am I dying?”
with every single beep.

Her husband, Hakan, would call out from the living
room: “Homney, your food is ready!”
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His voice would jolt Elif from the horror of that moment
and hurl her back into the kitchen. When Hakan entered,
he would find his wife by the counter, with a pale face
and empty eyes, trying to pull herself together. When he
asked, “Are you okay?” she would lie, “Just got a little
dizzy.”

After that day, Elif never used the microwave again.

But the footsteps of the past didn't just come from
the microwave. In the bright, white-lit aisles of the
supermarket, her breath would suddenly catch. The
squeak of her shoes on the clean floor reminded her
of hospital corridors. Hakan started doing the grocery
shopping.

At night, if Hakan's arm accidentally touched her while
sleeping, she would wake up in terror, as if a nurse were
searching for a vein. They no longer slept in an embrace.

Hakan was a loving but helpless man. “But you're alive,
Elif,” he would sometimes say. “Look, it’s all over, it’s
past. You're home, you 're safe. Why do you still act like
you're there?”

And that was exactly what Elif couldnt explain. The

trauma might have been over in her mind. But it was still

alive in her body. Her body was no longer a safe home

that belonged to her, it was a haunted space where the

ghosts of the past could knock on the door and enter

whenever they pleased.

Elif was fighting a daily battle, in the silence of her

own home, against the relentless enemy known as Post-

Traumatic Stress Disorder (PTSD)—a condition where

the mind may forget, but the body never does.

Theory & Diagnosis: Mapping the Past

Elif’s story reveals the most fundamental and cruel truth about
trauma: a traumatic event does not end when it’s over. While
the event may be chronologically in the past, the body’s and
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the brain’s alarm systems remain stuck in the “present.” Post-
Traumatic Stress Disorder (PTSD) is a condition where the
past invades the present like a ghost, locking the autonomic
nervous system into a perpetual “fight, flight, or freeze” mode.
In this section, we will examine the anatomy of that ghost and
how the brain’s threat map is redrawn.

Post-Traumatic Stress Disorder (PTSD)

According to the DSM-5, the diagnostic manual of the
American Psychiatric Association, PTSD is defined by a
characteristic set of symptoms that develop after exposure to
a traumatic event such as actual or threatened death, serious
injury, or sexual violence'. This is not simply “remembering
a bad memory”; it is the re-experiencing of that memory with
intense emotions, intrusive imagery, and somatic sensations.

A medical trauma like Elif’s, a car accident, a natural
disaster, war, or an act of violence deeply impacts the brain’s
most primitive safety centers.

A Broken Alarm System: What Happens in the
Traumatized Brain?

Research indicates that the disorder stems from a
dysregulation in three key brain regions:

e The Amygdala (The Hyperactive Threat
Detector): The brain’s “alarm bell,” the amygdala,
becomes hypersensitive and hyperactive following
trauma. It begins to sound the alarm not only in response
to real danger but also to neutral stimuli that are merely
reminiscent of the trauma (like the sound of a breaking
glass for Elif)?. This is the neurobiological engine behind
the state of hyperarousal in PTSD.

e The Hippocampus (The Disorganized Memory
Archive): The hippocampus, responsible for
contextualizing memories (“what, where, and when”),

1 American Psychiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.

2 Rauch, S. L., Shin, L. M., & Phelps, E. A. (2006). Neurocircuitry models of
posttraumatic stress disorder and extinction: human neuroimaging research—past,
present, and future. Biological psychiatry, 60(4), 376-382.
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cannot properly encode the memory due to the excessive
stress hormones released during the trauma. The traumatic
memory is not safely filed away with a timestamp that
says, “This happened six months ago in the hospital and
it’s over.” Instead, it remains in fragmented, sensory
pieces (sounds, smells, bodily sensations) without a
proper time and place label. Therefore, when a trigger is
encountered, the memory is not “recalled”; it is felt as if
it is happening right now, all over again®.

e The Prefrontal Cortex (The Ineffective
Executive): The prefrontal cortex, responsible for
logical thinking and emotional regulation, fails to
adequately suppress or “brake” the hyperactivity of the
amygdala. This “executive” region, which should be
saying, “Calm down, it’s just a microwave beep, there
is no real danger,” shows reduced activity, leading to the
individual’s inability to control their alarm responses?'.

From the Diagnostic Map to the Clinical Picture: The
Four Faces of PTSD

This neurobiological “broken alarm system” manifests in
the clinic—that is, in Elif’s home life—as the four primary
symptom clusters defined in the DSM-5. As healthcare
professionals, our job is to recognize these symptoms and to
explain to the family that they are not “character flaws,” but
concrete, neurobiological traces left by trauma on the brain'2.
A healthcare professional, when making a diagnosis, compares
the patient’s history with this evidence-based map.

(Note: The DSM-5 specifies that these symptoms must last
for more than one month and cause significant distress or
impairment in functioning.)

Cluster A: Exposure to a Traumatic Event (The
Unwanted Memory)

The prerequisite for the diagnosis is that the individual
was exposed to, witnessed, or learned about a traumatic event

3 Van der Kolk, B. (2014). The bog‘y keeps the score: Brain, mind, and body in the
healing of trauma. New York, 3, 14-211.
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involving actual or threatened death, serious injury, or sexual
violence, as Elif experienced.

Cluster B: Intrusion Symptoms (The Unwanted Visits
of the Past)

This is the unwanted intrusion of the traumatic memory into
the boundaries of the present. The mind cannot stop replaying
the event. One or more of the following symptoms are required:

o Involuntary, intrusive distressing memories.
e Distressing dreams (nightmares).

e Dissociative reactions (flashbacks), which are the most
severe symptom of this cluster. The individual does
not just recall the event; they re-experience it with full
sensory vividness as if it were happening all over again.

o Clinical reflection in Elif’s story: The flashbacks
triggered by the sound of the breaking glass. In that
moment, she doesn t just remember the ICU; she re-
experiences its sounds (the monitor's “beep”), smells

(antiseptic), and the feeling of helplessness in her
body.

¢ Intense psychological distress at exposure to internal or
external cues that symbolize the trauma.

o Marked physiological reactions to cues resembling the
trauma.

o Clinical reflection in Elif's story: Her heart racing,
hands turning ice-cold, and shortness of breath upon
hearing the microwave's “beep.”

Cluster C: Avoidance Symptoms (The Shrinking
Defense)

The individual persistently and actively avoids stimuli
associated with the trauma. One or both of the following
symptoms are required:

e Avoidance of distressing memories, thoughts, or feelings

related to the trauma.
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Avoidance of external reminders (people, places,
conversations, activities, objects, situations) that arouse
distressing memories.

o Clinical reflection in Elif's story: Her refusal to use
the microwave, her avoidance of the white aisles of
the supermarket, and her withdrawal from social life.
This is a maladaptive coping strategy that shrinks
her world and leads to isolation.

Cluster D: Negative Alterations in Cognitions and Mood
(The Fading of the World’s Colors)

Negative beliefs and emotional states that began or
worsened after the traumatic event. Two or more of the
following symptoms are required:

Inability to remember an important aspect of the event
(Dissociative Amnesia).

Persistent and exaggerated negative beliefs about
oneself, others, or the world.

o Clinical reflection in Elif’s story: Thoughts like,
“Nowhere is safe anymore,” or “My body has
betrayed me.’

’

Persistent, distorted cognitions about the cause or
consequences of the event (blaming self or others).

Persistent negative emotional state (e.g., fear, horror,
anger, guilt, or shame).

Markedly diminished interest or participation in
significant activities (Anhedonia).

Feelings of detachment or estrangement from others.
o Clinical reflection in Elif's story: Her physical and
emotional withdrawal from her husband, Hakan.

Persistent inability to experience positive emotions (e.g.,
happiness, love).
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Cluster E: Marked Alterations in Arousal and Reactivity

The body and brain are constantly “on alert.” Two or more
of the following symptoms are required:

o [rritable behavior and angry outbursts.
o Reckless or self-destructive behavior.
e Hypervigilance.

o Clinical reflection in Elif’s story: Constantly
scanning her surroundings, expecting something bad
to happen at any moment.

e FExaggerated startle response.

o Clinical reflection in Elif's story: Overreacting to an
unexpected sound or touch.

e Problems with concentration.
o Sleep disturbance (difficulty falling or staying asleep).

This systematic map reveals that the chaos Elif experiences
is not just an “emotional state,” but a serious disorder with clear
diagnostic criteria, neurobiological foundations, and a need for
specific interventions. When these four symptom clusters come
together, an individual’s life transforms into a neurobiological
labyrinth where they try to escape the ghosts of the past, only to
encounter a new landmine at every corner—a labyrinth that is
manageable, but absolutely requires professional support.

The Clinical Labyrinth: Differential Diagnosis and
Comorbidity

Diagnosing PTSD can resemble navigating a labyrinth,
especially within the complexities of modern life. Elif’s
constant state of being “on alert” and her somatic symptoms
could suggest a Panic Disorder or Generalized Anxiety
Disorder. The emotional numbing and detachment that
develop after trauma, on the other hand, can easily be mistaken
for a Major Depressive Disorder. The most critical step in
differential diagnosis is to meticulously investigate whether the
onset of these symptoms has a direct temporal and meaningful
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link to a specific traumatic event, and to ascertain the presence
of PTSD-specific symptoms like flashbacks and nightmares.

What makes this labyrinth even more complex is the fact that
trauma rarely leaves a single scar. Current research indicates
that the nervous systems of trauma-exposed individuals
become more vulnerable to future stressors, paving the way
for the development of other mental disorders. Co-occurring
(comorbid) conditions such as substance use disorders,
depression, and other anxiety disorders are extremely common
in individuals with PTSD, often as a result of attempts to cope
with the traumatic experience®. These additional conditions
both complicate the treatment process and further impair the
individual’s ability to function.

The Compass for Treatment: Rebuilding the Body’s
Safety

The main compass for PTSD treatment is to return the brain
and body to a “safe” mode. Modern trauma treatment now
focuses not only on “talking” but also on “working with the
body.”

e Pharmacotherapy (Medication): Antidepressants,
particularly from the selective serotonin reuptake
inhibitor (SSRI) class, continue to be the first-line
treatment option with the strongest evidence base. These
medications help to recalibrate the brain’s “broken alarm
system,” reduce hyperarousal, and facilitate emotional
regulation’.

e Trauma-Focused  Psychotherapy: Medications
alone are often insufficient for processing traumatic
memories. For lasting recovery, evidence-based,
trauma-focused  psychotherapies are  essential.
Approaches like EMDR (Eye Movement Desensitization

4 Ben-Ezra, M., Karatzias, T., Hyland, P., Brewin, C. R., Cloitre, M., Bisson, J. I.,
... & Shevlin, M. %20] 8). Posttraumatic stress disorder (PTSD) and complex PTSD
(CPTSD) as per ICD-11 proposals: A population study in Israel. Depression and
anxiety, 35(3?, 264-274.

5 Charney, M. E., Hellberg, S. N., Bui, E., & Simon, N. M. (2018). Evidenced-
based treatment of posttraumatic stress disorder: An updated review of validated
psychothera})eutlc and pharmacological approaches. Harvard review of
psychiatry, 26(3), 99-115.
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and Reprocessing) and Trauma-Focused Cognitive
Behavioral Therapy (TF-CBT) enable the individual to
reprocess the traumatic memory in a safe environment
and assign new, healthier meanings to it. Meta-analyses
in recent years have repeatedly confirmed the high
efficacy of these therapies in the treatment of PTSDS.

Note: It must be remembered that the ultimate goal of PTSD
treatment is not to “forget” the trauma; this is both impossible
and undesirable. According to modern trauma-informed
understanding, the goal is to break the traumatic memory’s
control over the individual’s present, transforming it from a
toxic ghost into a manageable part of their life story—a part
that, while painful, also holds the potential for resilience and
growth.

The Art of Managing the Storm: Trauma-Informed
Care at Home

Home care for Post-Traumatic Stress Disorder (PTSD) is
not just about alleviating symptoms; it is the art of teaching
the individual and the family how to recalibrate the brain’s
“broken alarm system.” As healthcare professionals, our role is
to teach them not only what to do, but also why they are doing
it. Recent studies emphasize that the foundation of recovery
lies in the individual’s ability to regain control over their own
nervous system through skills of **”self-regulation”**’.

This roadmap is built upon three core, evidence-
based approaches that have gained prominence in recent
years: Creating a Safe Space, Sensory Grounding, and Trauma-
Informed Communication.

1. Creating a Safe Space: Clearing the Landmines at
Home

For an individual with PTSD, home may not be a sanctuary
but a minefield of potential triggers. The first and most
6  Mavranezouli, I., Megnin-Viggars, O., Daly, C., Dias, S., Welton, N. J., Stockton,

S, .. & PillinF, S. (2020). Psychological treatments for post-traumatic stress
csiissg)rder in adults: A network meta-analysis. Psychological medicine, 50(4), 542-

7 chdre, A.N. (2015). Affect regulation and the origin of the self: The neurobiology
of emotional development. Routledge.
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fundamental intervention is to identify and neutralize these
mines together.

e Professional Strategy: Creating a Trigger Map

o Application: Work with the individual and family to
create a “Trigger Map,” listing which sounds, smells,
sights, or situations, like in Elif’s story, provoke re-
experiencing (flashback) moments. This makes an
unconscious process conscious and manageable.

¢ Evidence-Based Intervention: Increasing
Predictability

o Application: Teach the family that unpredictability is
one of the biggest stressors for a traumatized brain.
Instruct them to provide simple verbal cues before
making sudden, loud noises at home (e.g., “I’'m going
to turn on the vacuum now”). This small change
can prevent the brain’s alarm system from firing
unnecessarily.

2. Sensory Grounding: Calming the Body’s Ghosts (In
Light of Polyvagal Theory)

During a flashback, the individual is trapped in the past.
At that moment, saying “Think rationally, you’re safe” is
ineffective because the prefrontal cortex is offline. A key finding
of recent years, based on Dr. Stephen Porges’s Polyvagal
Theory, is that the quickest way to shift the nervous system
from a “fight/flight/freeze” (sympathetic) state to a “safe and
social” (ventral vagal) state is not through abstract thought, but
through concrete somatic and sensory experiences®. We calm
the mind by first calming the body.

o Professional Strategy: Teaching the Family to Create
a “Sensory First-Aid Kit”

o Application: Collaborate with the family to prepare
a personalized “first-aid kit” that engages the five
senses to bring the individual back to the “here and

8  Porges, S. W. (2022). Polyva%al theory: A science of safety. Frontiers in
integrative neuroscience, 16, 871227.
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now.” This kit provides the family with a concrete
action plan when they feel helpless during a crisis.

e Evidence-Based Intervention: The “5-4-3-2-1
Grounding Technique”

o Application: Teach the family to calmly guide the
individual through a flashback:

= 5:Name 5 things you can see. (e.g., The blue sofa,
the lamp...)

= 4: Feel 4 things you can touch. (e.g., The texture
of the fabric, the coldness of the table...)

= 3: Listen to 3 sounds you can hear. (e.g., The
clock ticking, the traffic outside...)

= 2: Notice 2 smells you can smell. (e.g., The scent
of coffee, the lotion on your hands...)

= 1: Acknowledge 1 thing you can taste. (e.g., A sip
of water...)

o This technique, a Mindfulness skill frequently
used in evidence-based approaches like Dialectical
Behavior Therapy, forces the brain to disengage from
past memories and focus on the concrete sensory data
of the present moment, thereby soothing the nervous
system’.

3. Trauma-Informed Communication: The Art of Not
Asking “Why Are You Still There?”

Hakan’s innocent yet devastating question to Elif (“But it’s
over, why are you still there?”’) is the most common mistake
well-intentioned people make when they don’t understand
trauma. It invalidates the individual’s experience and isolates
them further.

o Professional Strategy: Teaching the Family the
Language of Trauma'’

9  Linehan, M. M. (2014). DBT skills training manual (2nd ed.). Guilford Press.
10 Simsek, Z. (2024). Travma bilgili koruyucu aile sistemi. Sosyal Politika ve Sosyal
Hizmet Calismalar: Dergisi, 5?1 ), 84-98.
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o Application: Explain to the family that trauma is not
a matter of “willpower,” but a matter of the “brain
and body.” Say, “Being ‘stuck in the past’ is not a
choice; it’s a malfunction of the brain’s alarm system.
Your role is not to judge, but to help them turn that
alarm off.”

e FEvidence-Based Intervention: Validation Instead of
Invalidation

o Application: Teach the family the “magic sentences”
they can use during a flashback:

= Destructive (Invalidating): “You’re overreacting,
it was just a glass breaking.”

=  Constructive (Validating): “l can see how much
that sound scared you and where it took you. [ am
here. You are safe now. Let’s breathe together.”

o Recent studies show that perceived social support
and emotional validation are among the strongest
predictors of recovery from trauma. This validating
approach prevents the individual from seeing
their own emotional reactions as “abnormal” and
accelerates the healing process*.

These modern and trauma-informed approaches have the
potential to transform PTSD from just a “disorder” to be treated
into a manageable journey of recovery, where the individual
and the family relearn the language of safety for the brain and

body!!.
THE PROFESSIONAL’S TOOLKIT

In post-traumatic care, the right tool at the right time can
make the difference between panic and safety. This toolkit trans-
forms the strategies learned in “The Art of Managing the Storm”
into practical, visual formats that a professional or student in the
field can use immediately. Provide these cards to your patients
and their families like a “psycho-educational prescription.”

11 Maercker, A., & Augsburger, M. (2019). Developments in psychotraumatology: A conceptual,
biological, and cultural update. Clinical Psychology in Europe, 1(1), 1-18.
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Tool 1: Trigger Map and Safety Plan (Template)

Purpose: To bring unconscious triggers into conscious
awareness and to create a predetermined coping strategy for
each trigger.

MY TRIGGER MAP & SAFETY PLAN

Somatic
Trigger (The Response (The
“Mine”) What is the “Alarm”) What
specific sight, sound, happens in my
smell, or situation? body? (e.g., heart
racing, freezing)

Coping Strategy (My Disarming
Plan) What are the first 3 things 1
will do to feel safe?

Immediately use the “5-4-3-2-1

Example: Sudden, loud  Heart palpitations, Grounding Technique.”
noises (breaking glass,  shortness of breath, 2. Tell my partner, “I am not
slamming door) cold hands and feet feeling safe right now.”

3. Drink a glass of cold water:
1. Smell the lavender oil I carry

Example: Hospital smells with me.
(antiseptic, rubbing Nausea, dizziness 2. Immediately leave the area and
alcohol) get fresh air.

3. Listen to calming music.

Usage Note (For Professionals): When filling out this map
with the family, say, “This is not a list of fears; it’s a map of
empowerment. When we know the enemy, we can also plan
how to fight it.”

Tool 2: Sensory First-Aid Card (“5-4-3-2-1 Grounding”)

(Should be designed like a credit-card-sized card.)

Purpose: To enable the individual or family to instantly
apply a simple, evidence-based step during a flashback, instead
of thinking about what to do in a panic.

(Front of Card)
EMERGENCY GROUNDING CARD

Anchors to bring you back to the “here and now” when the
ghosts of the past visit.
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1. Take a deep breath in and slowly let it out.

2. USE YOUR EYES: Notice and name 5 things you can
see. (The blue sofa, the lamp, a painting...)

3. USE YOUR HANDS: Touch 4 things and feel their
texture. (The fabric, the table, your ring...)

(Back of Card)

4. USE YOUR NOSE: Notice 2 smells you can smell.
(Coftee, perfume...)

5. USE YOUR TONGUE: Notice 1 thing you can taste.
(Water, gum, your own breath...)

6. BREATHE AGAIN: Feel your feet on the ground. You
are safe now.

Tool 3: Trauma-Informed Communication Phrases
(The Validation Card)

Purpose: To remind family members of the “magic
sentences” that can soothe and provide safety during a crisis,
instead of invalidating their loved one’s experience.

DESTRUCTIVE PHRASES (NEVER SAY)

e “You're overreacting.”

e “It’s in the past, just forget about it.”

e “Itwasonlya(...), why are you making such a big deal?”
e “You need to be strong.”

CONSTRUCTIVE PHRASES (ALWAYS USE)

e “I can see how much that sound/sight/smell scared you.”

e “I realize you are having a very difficult moment right

2

now.
e “I am here. I am with you. You are safe now.”
e “Let’s breathe together.”

e “How can I help you?”
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Scene is Yours: The Ghost Hunt

In this section, we are transforming you from a passive
reader into an active “Ghost Hunter:” Your mission is not to
destroy the “ghosts” (traumatic memories) in Elif’s mind, but
to capture, understand, and soothe them.

Game Mechanics:

You have three primary “Therapeutic Resources” at
your disposal. In each round, you can use only one of these
resources. Each resource has its strengths, but also a risk
of “depletion.” Your goal is to keep Elif’s “Panic Level” below
the critical threshold and guide her to the “Safe Zone.”

Your Resources:

1. Empathy Shield (100%): Your power to understand
and validate the feelings of the family and Elif. It builds
trust but can lead to “burnout” if overused.

2. Intervention Spear (100%): Your power to use
concrete, evidence-based techniques like “5-4-3-2-1” or
“DEAR MAN.” It is effective but can be perceived as
“threatening” if used at the wrong time.

3. Wisdom Light (100%): Your power to provide psycho-
education, scientifically explaining the “why” of the
situation to the family and Elif. It increases understanding
but is ineffective in a moment of crisis.

Initial Game State:

e The Map: Elif is in the kitchen. A “Ghost” (Flashback)
has appeared, triggered by the sound of a breaking glass.

o Elif’s Status: Panic Level: 90/100 (Critical).

e Your Resources: Empathy Shield (100%), Intervention
Spear (100%), Wisdom Light (100%).
Let’s Begin!
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ROUND 1: THE FIRST ENCOUNTER

Situation: The “Ghost” has taken hold of Elif. Her husband,
Hakan, is making the situation worse by shouting, “Elif, don’t
overreact, it’s just a glass!”

Your Move? (You can only use one resource):

e A) Use the Empathy Shield: You first turn to Hakan
and say, “Hakan, I hear your fear right now, not Elif’s.
Please be quiet for a moment and allow me.” Then, you
turn to Elif and say, “I can see where that sound took
you. [ am here.”

e B) Use the Intervention Spear: You ignore Hakan and
focus directly on Elif. In a loud and clear voice, you
command, “Elif, look at me! Name 5 things you can
see!”

e () Use the Wisdom Light: You turn to Hakan and
scientifically explain the situation, “Hakan, right now
Elif’s prefrontal cortex is offline. Her amygdala is
hyperactive. This is not the time for logic.”

What did you choose? Why?
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Round 1 Results:

If You Chose A: The Empathy Shield both disarmed
Hakan and sent a safety signal to Elif.

o Panic Level: 90 -> 75 (-15)

o Empathy Shield: 100% -> 80% (-20) (It was an
emotionally demanding move.)

o Commentary: A masterful move. You made the
environment safe first.

If You Chose B: The Intervention Spear, used as
a “command” on someone in a state of panic, was
perceived by Elif’s nervous system as an “attack.”

o Panic Level: 90 -> 95 (+5)

o Intervention Spear: 100% -> 90% (-10)

o Commentary: The right technique at the wrong time
can backfire.

If You Chose C: The Wisdom Light is completely
useless in a crisis. Hakan yells at you, “What are you
talking about cortexes for, my wife is dying!”

o Panic Level: 90 -> 90 (Ineffective)

o Wisdom Light: 100% -> 85% (-15) (A wasted
resource.)

o Commentary: Knowledge without timing is
meaningless.
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ROUND 2: SOOTHING THE GHOST

(We continue, assuming you chose A.)

Situation: The environment is calmer, but the “Ghost” is
still present. Elif’s panic has decreased, but she is still in the
past. You must bring her to the “here and now.”

o Elif’s Status: Panic Level: 75/100.

e Your Resources: Empathy Shield (80%), Intervention

Spear (100%), Wisdom Light (100%).

Your Move?

e A) Use the Intervention Spear: Now that the
environment is safe, you administer the “5-4-3-2-1
Grounding Technique.”

e B) Use the Empathy Shield again: You take Elif’s
hand and continue to use general soothing phrases like,
“Everything is okay, it will pass.”

e () Use the Wisdom Light: You turn to Hakan and
quickly try to explain why Elif is reacting this way,
based on Polyvagal Theory.

What did you choose? Why?
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Round 2 Results:

If You Chose A: You used the Intervention Spear at the
right time, after creating a safe environment.

o

Panic Level: 75 -> 40 (-35) (Elif begins to return to
the “here and now” by focusing on her senses.)
Intervention Spear: 100% -> 85% (-15) (Effective
use of a technique.)

Commentary: Perfect timing. You planted the right
technique on the ground prepared by empathy. This is
the essence of evidence-based practice.

If You Chose B: The Empathy Shield, lacking a concrete
action, was insufficient to soothe a locked nervous

system on its own.

o

Panic Level: 75 -> 70 (-5) (Slight calming, but the
“Ghost” is still very powerful.)

Empathy Shield: 80% -> 65% (-15)
Commentary: Well-intentioned, but inadequate.
Compassion does not replace technique.

If You Chose C: You used the Wisdom Light at the
wrong time again, in the middle of a crisis.

O

Panic Level: 75 -> 80 (+5) (Your focus on Hakan
made Elif feel abandoned.)

Wisdom Light: 100% -> 85% (-15)

Commentary: A crisis is not a classroom. This
mistake made the situation worse.

THE OPPONENT’S MOVE (The Ghost’s Last Stand):

(We continue, assuming you chose A.)

Elif begins to return to the “here and now.” Her eyes start to
see you. But the “Ghost” makes one last move. Elif’s eyes fill
with tears and she whispers, “But it will happen again... I know
it... I will never be safe.” Hopelessness enters the scene.
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ROUND 3: REBUILDING SAFETY

Situation: Panic has given way to hopelessness. Elif’s
fundamental sense of safety is shattered. You must make one
final move toward healing.

o Elif’s Status: Panic Level: 40/100.

¢ Your Resources: Empathy Shield (80%), Intervention
Spear (85%), Wisdom Light (100%).

Your Move?

e A) Use the Wisdom Light: “Elif, this feeling of
hopelessness you’re experiencing now is one of the
most common consequences of trauma. Your brain has
re-coded the world as a ‘dangerous place.” But just like
we train a muscle, we can re-train our brain to feel safe
again. It’s a process.”

e B) Use the Intervention Spear: “Shall we, together,
start creating a “Trigger Map’ for this house now? When
we know the enemy, we can also plan how to fight it.”

e () Use the Empathy Shield: “I understand how heavy
this feeling is. Not feeling safe is exhausting. But you
got through that moment. You are here. And I am here
with you.”

What did you choose? Why?
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Round 3: Results Analysis and End of Game:

In this round, there is actually no “wrong” move. All three
moves, from different angles, are cornerstones of the healing
process. This teaches the reader that there is no single right
answer, but that a holistic approach is key.

e Choosing A (Wisdom): Gives Elif hope and knowledge.
It normalizes her experience and reframes her as
“injured,” not “broken.”

e Choosing B (Intervention): Gives Elif control and
a sense of agency. It transforms her from a passive
victim into an active participant in her own healing.

¢ Choosing C (Empathy): Gives Elif a human
connection and trust. It makes her feel that she is not
alone.

End of Game

You are not the one who wins this “Ghost Hunt.” The winner
is Elif, who now stands with knowledge, a concrete plan, and
the belief that she is not alone. The game ends when the panic
level is below the critical threshold and Elif says, “Okay... let’s
try”—the moment the therapeutic collaboration is established.

The Balance on the board has been restored. The “Ghost”
has been soothed, for now. The hunt is successfully completed.

Which echo of the past still influences the steps you take
today?






CHAPTER 4

THE SLAVERY OF REPETITION

32-year-old Merve was a brilliant architect. Intelligent,
meticulous, and a perfectionist in her work. But recently,
her life had descended into a chaos she could not
control: her beloved mother was now bedridden. When
the doctor said her mother needed 24-hour care at home,
Merve didn t hesitate for a moment. She took her mother
in and rearranged her career to manage her projects
from home.

Her daily routines consisted of meticulously caring
for her mother, cleansing the entire house of germs,
and disinfecting anyone who entered from the outside.
Her home had become an invisible kingdom, ruled by
a dictator in her mind. The name of this kingdom was
Obsessive-Compulsive Disorder (OCD). Her husband,
Yasin, and their son, Mert, were both its most beloved
citizens and its most weary slaves.

Every day, Merve battled an insatiable monster of
relentless doubt in her mind. No proof, no logic could
satisfy it. The voice in her head (the obsession) constantly
whispered: “What if you're not sure? What if you
remember it wrong? What if something happens and it's
all your fault? What if you didn 't clean it enough? What
if you spread the germs?” The only way to silence this
whisper was to check, again and again (the compulsion).
These rituals were the chains of an enslavement where
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love and the instinct to protect had become the fuel for
the illness.

The crisis did not arrive with a big explosion. It seeped
in slowly, like a poison.

At first, there were just a few extra checks, a little more
washing. But soon, those small repetitions turned into
a monstrous chain. Merve's hands were constantly red
and cracked from washing them dozens of times a day
with soap and bleach. Yasin had become afraid to touch
doorknobs, having to calculate his every move to avoid
Merve's anxious glare. Mert had to change his clothes
before he could hug his mother. Laughter in the house
had been replaced by whispers because even a loud
noise was perceived as an “‘uncontrolled risk.”

Eventually, guests could no longer visit, the doorstep
guarded like a sacred border. Dishes of food brought
over by neighbors were thrown away immediately.
Meals cooked at home were not eaten unless the
ingredients were washed three times, and laundry was
run through the machine over and over. Even at night,
before turning off the lights, Merve would check the
stove knobs, the electrical outlets, and the door locks
repeatedly, sometimes continuing the same circuit until
morning. And Yasin and Mert, in order not to be seen as
“not careful enough” in Merve's eyes, would join her on
these tours.

Yasin understood then. The issue wasnt cleanliness.
It was the unbearable sense of ‘“responsibility” and
“doubt” in Merve's mind. Their home was no longer a
haven of love and care. It was a prison, governed by
endless repetitions designed to prevent the catastrophes
in Merve's mind. And he, because he loved his wife, had
become a silent guard in this prison.

They had, without realizing it, fallen into the slavery of
Obsessive-Compulsive Disorder (OCD). The relentless,
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unwanted thoughts in Merves mind (obsessions) had
condemned her and the entire family to irrational,
repetitive behaviors (compulsions) designed to quell the
anxiety those thoughts created. It was one of the most
painful stories of how love and the instinct to protect
could be twisted into a weapon by a mental illness.

Theory & Diagnosis: The Anatomy of the Doubting
Monster

Merve’s story is a tragic portrait of how Obsessive-
Compulsive Disorder (OCD) can turn a home into a silent
prison. This is not a personality trait of being “meticulous” or
“controlling.” It is a serious mental illness with neurobiological
foundations, characterized by intrusive thoughts that invade
the mind against one’s will and the compelling behaviors
performed to soothe the anxiety these thoughts create. In this
section, we will examine the anatomy of this doubting monster
and the strategic map of how it holds a family captive in their
own home.

Obsessive-Compulsive Disorder (OCD): The Broken
Record in the Mind

The DSM-5, the diagnostic manual of the American
Psychiatric Association, defines OCD as a toxic dance between
two core components: Obsessions and Compulsions’. Tt is
a monster that feeds on itself, growing stronger with each
repetition.

Obsessions: The Poisoned Arrows Stuck in the Mind

Obsessions are not simply “worrisome thoughts.” They
are mental invaders—unwanted, intrusive, and horrifying
thoughts, images, or urges that rise from the deepest parts of
your brain, which you cannot silence. Just like in Merve’s mind:

o “What if I didnt clean it enough?”

o “What if I spread the germs?”

o “What if you remember it wrong?”’

1 American PAs/}fchiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.
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These thoughts spin in your mind like a “broken record.”
Your logic tells you they are irrational. But the ice-cold anxiety
and the unbearable sense of “responsibility” they create are so
real that your logic is rendered helpless. It feels as if your own
brain has betrayed you.

Compulsions: The Rituals That Feed the Monster

Compulsions are the desperate and
irrational rituals performed to extinguish the fire started by the
poisoned arrow?'. They are the brain’s magical and deceptive
whisper: “If you do this, that terrible thing will not happen.”

o Merve washing her hands until her skin is raw is not an
act of cleaning; it is a ritual to temporarily soothe the
anxiety created by the thought, “I might kill my mother.”

o Checkingthe doorrepeatedly, counting, arranging objects
in perfect symmetry... All of these are addictive actions
performed to momentarily relieve the internal torment,
but in the long run, they only feed and strengthen the
doubting monster.

In short, OCD is a malfunction of the brain’s system that
generates signals of “safety” and “completion.” The mind
constantly screams, “There is danger!” (obsession), and the
body is forced to perform endless, meaningless actions to
silence this alarm (compulsion). This is a vicious cycle, a
slavery of repetition.

The Core of the Disorder: The Brain’s “Error Signal”

Recent neuroscientific studies strongly indicate that OCD
is rooted in the hyperactivity of a specific brain circuit. This
circuit, known as the cortico-striato-thalamo-cortical
(CSTC) loop, functions as the brain’s “error detection” and
“task completion” mechanism.

The Neurobiological Model: In an individual with OCD, this
CSTC loop, particularly regions like the orbitofrontal cortex
(OFC) and the anterior cingulate cortex (ACC), constantly
generates an excessive and faulty signal: “Something is
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wrong! Something is incomplete!”?. Even though Merve’s
brain receives sensory information that her hands are clean or
the door is locked, the malfunction in this loop prevents her
from ever reaching a feeling of “completion” and “safety.”
The compulsions are desperate and futile attempts to silence
this relentless “error signal.” This condition is triggered by a
complex interplay of genetic predisposition and environmental
stressors (like the illness of Merve’s mother)?.

The Diagnostic Compass: DSM-5 Criteria (Merve’s
Enslavement)

A healthcare professional, mapping out this mental prison,
compares Merve’s behaviors and internal experiences with the
specific criteria outlined in the DSM-5*. A diagnosis requires
the presence of obsessions, compulsions, or both; these
symptoms must cause significant distress, be time-consuming
(e.g., more than one hour a day), and significantly impair social
or occupational functioning.

1. Presence of Obsessions (The Tyrant in the Mind)

(A) Recurrent and Intrusive Thoughts:

e C(linical Reflection in Merves Story: The constantly
recurring doubts and responsibility-themed fears, such
as, “What if I contaminate my mother?”, “What if |
didn 't clean it enough?”’, “What if something happens?”

(B) Attempts to Suppress or Neutralize the Thoughts:

e C(Clinical Reflection in Merve’s Story: Merves effort
to neutralize the ‘“contaminated” thought with a
“cleaning” ritual, and the “unsafe” thought with a
“checking” ritual.

2 Stein, D. J.,, Costa, D. L., Lochner, C., Miguel, E. C., Reddy, Y. J., Shavitt, R.
G., ... & Simpson, H. B. (2019). Obsessive—compulsive disorder. Nature reviews
Disease primers, 5(1), 52.

3 Goodman, W. K., Storch, E. A., & Sheth, S. A. (2021). Harmonizing the
neurobiology and treatment of obsessive-compulsive disorder. American Journal
of Psychiatry, 178(1), 17-29.

4 American Psychiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.
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2. Presence of Compulsions (The Chains of Enslavement)
(A) Repetitive Behaviors or Mental Acts:

o Clinical Reflection in Merve's Story: Washing her hands
dozens of times a day, disinfecting everything that
comes into the house; repeatedly washing clothes and
food (cleaning compulsions). Checking stove knobs,
outlets, and door locks for hours at night (checking
compulsions).

(B) Aimed at Preventing Anxiety or a Dreaded Event:

o Clinical Reflection in Merve's Story: All of Merve's
rituals are based on magical thinking—the irrational
but unshakable belief that “If I don't do these things,
something terrible will happen to my mother.” Her
actions have no logical connection to preventing the
feared catastrophe, but for her, it is the only way to
temporarily relieve her anxiety.

This systematic map reveals that Merve’s enslavement is
not just “meticulousness,” but a serious disorder with clear
diagnostic criteria, neurobiological foundations, and a need for
specific interventions.

The Clinical Labyrinth: Differential Diagnosis and
Comorbidity

OCD can sometimes be confused with other disorders. The
intense anxiety and avoidance can resemble specific phobias
or social anxiety disorder. The constant worry can overlap with
GeneralizedAnxiety Disorder. Themostcritical stepindifferential
diagnosis is to identify the presence of specific obsessions and
the  compulsions aimed at neutralizing  them.
Furthermore, OCD 1is often accompanied by conditions
like Major Depressive Disorder, other anxiety disorders, and
tic disorders. The presence of depression, in particular, can
further diminish the individual’s motivation to fight the rituals,
thus worsening the overall picture.
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The Compass for Treatment: Retraining the Brain

The main compass for OCD treatment is to teach the brain
to respond differently to its own “faulty alarm” signals.

Pharmacotherapy (Medication): The gold standard
in medication is the use of antidepressants from the
SSRI class, often at higher-than-standard doses. These
medications help regulate serotonergic activity in the
CSTC loop, reducing the intensity of obsessions and the
urge to perform compulsions’.

Psychotherapy (Exposure and Response Prevention
- ERP): The most evidence-based psychotherapy
for OCD is Exposure and Response Prevention
(ERP). This therapy involves systematically exposing
the individual to their anxiety-provoking obsessions
(exposure) and then consciously refraining from
performing the compulsive ritual (response prevention).
This process allows the brain to learn the message, “The
dreaded event did not happen, which means I am safe
even without the ritual,” thereby recalibrating the faulty
alarm system. Recent studies have shown that ERP is
highly effective, not just in face-to-face formats but also
online®.

The Art of Managing the Storm: The Keys to Escaping
the Mind’s Prison

Home care for Obsessive-Compulsive Disorder (OCD)
is not about trying to break down the prison walls from the
outside; it is about giving the inmate (the individual) and the
unintentionally complicit guards (the family) the keys to open
the doors from within. As healthcare professionals, our role is
not just to tell them to “stop the rituals,” but to teach them how

5

Skapmakls P., Caldwell, D. M., Hollingworth, W., Bryden, P., Fineberg, N. A., Salkovskis,

P,

& Lew1s G. (2016). Pharmacologlcal and psychotherapeutlc interventions for

management of Obsesswe compulsive disorder in adults: a systematic review and network
meta-analysis. The Lancet Psychiatry, 3(8), 730-739.

Rojas-Ashe, E., Taylor, C. B., & Newman, G. Capitalizing on Natural Language Processing
(NLP) to Automate the Evaluation of Coach 2 Implementation Fidelity in Guided Digital
Cognitive-Behavioral Therapy (GdCBT) 3.
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to extinguish the fire of anxiety behind those rituals and how to
negotiate with the doubting monster.

This roadmap is built upon the principles of Exposure
and Response Prevention (ERP), the gold standard for OCD
treatment, and how it can be implemented at home using modern,
technology-assisted and mindfulness-based applications. It is
the art of using three fundamental keys.

Key 1: Mapping the Prison (Psycho-education and
Visualizing the Cycle)

The first step is to make the invisible enemy and its methods
of control visible. Explain to the individual and the family, with
neurobiological evidence, that OCD is not “meticulousness”

9, 6

but a malfunction of the brain’s “error-alarm” system.

o Professional Strategy: Creating an OCD Cycle Map
with the Family

o Application: With the family, visualize a ritual Merve
experiences on a whiteboard or paper, using the
following cycle:

= Trigger: (A dish of food from a neighbor)
— Obsession (Doubt): (“What if I spread
germs?”’) — Anxiety (The Fire): (Intense fear,
9/10) — Compulsion (Ritual): (Throwing the
food away) — Temporary Relief: (Anxiety
drops to 2/10).

o This visualization teaches the family that Merve’s
behaviors are not “senseless,” but desperate attempts
to relieve unbearable anxiety. This increases empathy
and shifts the family’s role from “judge” to “ally.”

Key 2: Forcing the Locked Door (Technology-Assisted
ERP)

The only way to escape the prison is to consciously face
the most feared door: the fire of anxiety. The heart of the
treatment is learning not to perform the compulsion that
provides temporary relief (Response Prevention). In recent



THE HOUSE OF THE MIND ‘ 69

years, technological tools have emerged that make this difficult
process easier to implement at home.

o Professional Strategy: Assigning “Digital Exposure”
Homework

o Popular Application: Recommend that your
patient and their family use an evidence-based
mobile app specializing in OCD treatment, such as
*¥*¥*NOCD”**7. These apps, under the guidance of a
professional, allow the individual to create their own
“anxiety hierarchy” and perform daily, manageable
exposure tasks®.

o Home Application: An assignment for Merve might
be: “Today, leave a grocery bag from outside on the
kitchen counter for 10 minutes without disinfecting
its contents. Just leave it and don’t touch it. Observe
how the rising feeling of anxiety, like a wave,
eventually begins to subside on its own, even if you
do nothing.” This allows Merve to confront her core
fear of “contamination” in a safe and controlled

manner, moving the therapy out of the clinic and into
her life.

e Evidence-Based Intervention: Teaching the Family
the “Coach” Role

o Application: Teach the family how to provide support
when the individual is struggling during these digital
assignments:

= Destructive: “Come on, just endure it, what’s the
big deal!”

= Constructive: “l can see your anxiety is rising
right now, and that’s completely normal. The
app is designed to do exactly that. This is just a

7  Frank, A. C., Li, R., Peterson, B. S., & Narayanan, S. S. (2023). Wearable and mobile
technologies for the evaluation and treatment of obsessive-compulsive disorder: scoping
review. JMIR mental health, 10, ¢45572.

8  Hiranandani, S., Ipek, S. L., Wilhelm, S., & Greenberg, J. L. (2023). Digital mental health
interventions for obsessive compulsive and related disorders: A brief review of evidence-
based interventions and future directions. Journal of Obsessive-Compulsive and Related
Disorders, 36, 100765.
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feeling, it will pass. I’'m here. We’ll wait for this
wave to subside together.”

Key 3: Negotiating with the Guard (Mindfulness and
ACT-Based Approaches)

The ultimate goal of OCD treatment is not to eliminate
obsessive thoughts entirely; this is impossible. The goal is to
learn not to obey the guard’s orders.

o Professional Strategy: Teaching Cognitive Defusion
Exercises

o Popular Application: These techniques, from
Acceptance and Commitment Therapy (ACT), aim
to reframe thoughts from “commands” to “noises”
passing through the mind?.

o Home Application: Teach Merve to apply the
following steps when the thought “What if I spread
germs?” arises:

1. Notice and Label: “I’'m noticing that my mind
is telling me the ‘germ contamination’ story.”
(Observing the thought instead of fusing with it.)

2. Change the Voice: Ask her to repeat the sentence
in the voice of a funny cartoon character or by
singing it like an opera singer. This instantly
reduces the thought’s seriousness and power.

3. Thank the Mind: “Thank you, mind, for that
warning, but right now I’'m choosing to focus
my attention on something more important, like
having a coffee with my husband.” (Thanking
the mind instead of fighting it, and redirecting
attention to one’s values.)

These modern and empowering approaches have the
potential to transform OCD from a mere “slavery of repetition”
into a manageable journey of recovery, where the individual
and the family learn to reprogram the mind’s “faulty alarms”
and take the keys to the prison into their own hands.
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THE PROFESSIONAL’S TOOLKIT

When working with OCD, transforming abstract concepts
into concrete actions is the most critical step of treatment.
This toolkit converts the strategies we learned in “The Art of
Managing the Storm” section into practical and visual formats
that a professional or student in the field can use immediately.

Tool 1: The OCD Cycle Map (Psycho-educational Tool)

Purpose:To visually explain to the individual and the
family that OCD is not a “series of meaningless behaviors”
but a vicious cycle. This increases empathy and makes the
logic of the treatment (“We are going to break this cycle”)
understandable.

THE CYCLE OF THE DOUBTING MONSTER

1. Trigger: (Example: A dish of food from a neighbor)

l

2. Obsession (Intrusive Thought): “What if the plate is
contaminated and I make my mother sick? It would be my
fault.”

l

3. Anxiety / Distress (The Fire): (Fear, guilt, panic level
rises to 9 out of 10.)

l
4. Compulsion (The Ritual): (Throwing the food
away, washing the plate three times with bleach.)

l

5. Temporary Relief (False Safety): (Anxiety drops to 2 out
of 10. The brain learns, “See, the ritual worked!”")

!
(And the cycle begins again, stronger, with the next trigger.)

Usage Note (For Professionals): Draw this map with the
family, using an example from their own lives. Tell them, “As
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you can see, the real problem isn’t the ritual itself. The real
problem is that the ritual works in the short term, which makes
the prison walls even thicker in the long term.”

Tool 2: The Anxiety Ladder (Exposure Plan Template)

Purpose: To create a manageable and hierarchical
action plan for Exposure and Response Prevention (ERP) in
collaboration with the individual.

MY FEAR LADDER
(The easiest goal is at the bottom, the hardest is at the top)

Anxiety
Step Exposure Task Level Achievement (Date/
(0-10) Signature)

Example: Eating a cookie
10. (Summit)  brought by a neighbor without 10/10
re-washing the plate.

Example: Yasin sitting in the
living room after work, only

3. (Mid-way) changing his clothes, without 6/10
showering immediately.
Example: Intentionally

1. (First Step) misaligning the fringe on a couch 3/10

cover by 1 cm and leaving it for
15 minutes.

Usage Note (For Professionals): When creating this ladder,
normalize the process by telling the individual, “Our goal is not
to teleport you to the summit of Mount Everest. We will first
reach the base camp. Each step will make us stronger for the
next one.”

Tool 3: The Thought Negotiation Card (ACT &
Cognitive Defusion Technique)

(This should be designed to be a credit-card-sized,
portable card.)

Purpose: To provide the individual with a practical
algorithm to defuse from an obsessive thought when it arises,
instead of fighting it or obeying it.



THE HOUSE OF THE MIND ‘ 73

(Front of Card)

MY MENTAL SPAM FILTER

Thoughts are not commands. They are just mental noise.
When an Obsession Arrives, Use these 3 Steps:

1. NOTICE and LABEL:

“I am noticing that my mind is telling me the familiar
‘contamination story’ again.’

2. REDUCE ITS POWER (Be silly):

Repeat the thought in your mind in
the voice of a  funny cartoon character.
“What if I spwead the geeerms?”

(Back of Card)

3. THANK and PIVOT:

“Thank you, mind, for that creative disaster scenario. But
right now, I'm choosing to focus on something more important
to me, like [a valued activity].” (e.g., “...like playing with my
son.”

bl

Remember: The goal is not to stop the thought. The goal
is to live your life anyway, even when the thought is present.

Scene is Yours 1: The Mental Labyrinth

In this section, we invite you into a “Mental
Labyrinth” simulation. This is not a puzzle or a test. It is an
experience of the endless, repetitive, and anxiety-fueled internal
journey of an OCD mind during even the most mundane of
tasks.

Objective of the Game: To help your character, Yasin,
complete the simple task of leaving his house in the morning
and getting into his car by navigating the “labyrinth” in his
mind.

Let’s Begin!
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STAGE 1: THE DOOR

Situation: It’s 8:00 AM. Yasin is at the front door, ready to
leave for work. His wife, Merve, watches him anxiously. Yasin
has locked the door and put the key in his pocket.

THE MIND (Inner Voice): “Are you sure? Did you
really lock it? What if you just turned the key but it didn 't fully
engage?”

What do you do?

e A) The Path of Logic: You turn to Merve, say, “Don’t

worry, I’ve locked it,” and head for the stairs.

e B) The Path of Ritual: You unlock the door again, then
lock it three times while counting aloud, “ONE, TWO,
THREE,” making sure Merve sees you do it.

e () The Path of Avoidance: To avoid the stress, you say
to Merve, “Could you lock the door today?”

STAGE 2: THE CAR

(We continue, assuming you chose A or B.)

Situation: You are in front of your apartment building.
you’ve gotten into your car. Just as you are about to start the
engine...

THE MIND (Inner Voice): “That kid on the bike who
parked here last night... could he be behind the car right now?
What if you don t see him and hit him? You’d be a murderer.”

What do you do?

e A) Check and Go: You carefully check your rearview
and side mirrors, see that no one is there, and slowly
back out.

e B) Get Out and Check: You can’t stand the doubt. You
get out of the car, walk to the back to make sure no one
is there, get back in, and drive off.

e () Check Again and Again: You get out and check.
You get back in, but the voice doesn’t stop: “What if the
kid got there while you were walking back?” You get out
of the car again, and check again.
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STAGE 3: THE WORKPLACE

(Let s assume you reached work by choosing A or B.)

Situation: you’re at your desk. But you can’t focus.

THE MIND (Inner Voice): “Did you really lock the door?
Did you look at the photo? What if you left the stove on? The
house will burn down. Everyone's life is in danger. And it will
be your fault.”

What do you do?

Stage 1 Results:

If you chose A: Your anxiety rises to a 7 out of 10. As
you walk down the stairs, the voice in your mind doesn’t
stop: “What if it’s unlocked? It will be your fault if a
burglar gets in.” Proceed to Stage 2.

If you chose B: Your anxiety temporarily drops to a 2
out of 10. You feel relieved. But this ritual now ensures
that “locking it three times” will be a necessity next
time. Proceed to Stage 2.

If you chose C: You completely avoid the anxiety by
delegating the responsibility. But this also feeds Merve’s
own OCD. The game ends here for you, but the
Labyrinth grows stronger.

Stage 2 Results:

If you chose A: Your anxiety remains at an 8 out of 10.
All the way to the end of the street, you torture yourself
with, “Did I hear a noise?” Proceed to Stage 3.

If you chose B: Your anxiety temporarily drops to a 3
out of 10. But your mind learns, “So, the way to silence
doubt is to get out and check.” Proceed to Stage 3.

If you chose C: You find yourselfin a loop. The ritual of
checking, instead of soothing the doubt, fuels it. you’re
late for work. You are trapped in the Labyrinth. No
exit.
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End of Game:

This labyrinth has no “exit.” This game does not end when
you “win.” This game ends the moment the reader personally
experiences how exhausting, how endless, and how irrational
the mental enslavement of living with OCD is. The true exit
is only possible through the courage to break the rules of the
labyrinth with Exposure and Response Prevention (ERP),
which we will discuss in the next section.

Scene is Yours 2: The Knot in the Mind

In this section, we are not presenting you with a puzzle or a
test. We are giving you a “Clinical Case File” and a blank page.
Your task is to create your own “Therapeutic Intervention
Plan” to untie the “mental knots” in the story of Merve and
her family.

This is a “brainstorming” space where you will combine
your professional intuition, your creativity, and the knowledge
you have gained in this chapter. There are no “right” or “wrong”
answers; only more effective or less effective interventions.

Case File: Merve & Family
e Diagnosis: Obsessive-Compulsive Disorder (OCD)

e Core Obsessions: Contamination (“What if I spread
germs?”’), Responsibility (“What if something happens
to my family because of me?”).

e Core Compulsions: Excessive cleaning, repetitive
checking, involving family members in rituals.

e Stressor: Caring for a bedridden mother with dementia.

e Family Dynamic: Husband (Yasin) and son (Mert)
participate in the rituals to reduce Merve’s anxiety
(enabling). Family communication has diminished, and
there is constant tension in the home.
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Your Mission: Create an Intervention Plan Draft

Answer the following three fundamental questions in your
own words, using the information you’ve learned in this chapter
(e.g., The OCD Cycle, ERP, ACT).

1. Your First Meeting with the Family: What
Would Be Your Most Critical Opening Statement?
(Merve, Yasin, and Mert are sitting across from you. They are
anxious and exhausted. What would be your first, “magic”
sentence to open the door for them to share their difficult
situation, to build trust, and to make them feel you are not
judging them? Please write it down.)

2. The Biggest “Knot”: The Family’s Participation
in Rituals. How Would You Untie This Knot?
(Yasin tells you, “But if I don't do these things to reassure my
wife, she has a crisis. I do it because I love her.” How would
you explain to him, as an ally, without blaming or judging, that
this “act of love” is actually making the prison walls thicker?
What metaphor would you use? Please write it down.)

3. A “First Step” Assignment for Merve: What Would
Be Your Most Creative and Compassionate ERP Task?
(Merves biggest fear is “contamination.” Design a “first
step” exposure task for her that confronts this fear but is also
“small” enough to be achievable without terrifying her, and
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perhaps even a little “playful.” What would this task be?
Please write it down.)

Which repeating cycle in your life would you like to break?



CHAPTER 5

Fragile Reality

For Mrs. Sabire, everything began the moment she
saw her son Umut laughing to himself without his
headphones on. Her twenty-year-old boy, a quiet and
brilliant physics student, was standing by the window of
his room, gazing outside as if he were part of an invisible
conversation, occasionally chuckling.

“What are you laughing at, my dear son?”” Sabire asked
curiously.

Umut turned to her, his eyes gleaming with a
strange brightness she had never noticed before.
“Cant you hear it?” he said excitedly. “The radio
announcer just told a really funny joke.”

But no radio was on. The house was enveloped in silence.
That was the first sign—an omen that would change the
family's life forever.

In time, those innocent giggles gave way to long, heated
arguments with voices that only Umut could hear
Gradually, it was as if the light within him began to fade.
The young man who once immersed himself for hours
in complex physics problems, devoured books, played
online games with his friends, and eagerly followed his
favorite shows no longer found joy in anything. He would
sit on the edge of his bed, expressionless, too drained and
unwilling to respond even to his mother'’s simple pleas:
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“Come on, son, take a shower.” The vibrant young man
was slowly withering, like a flower deprived of sunlight.

And then came the moment when reality completely
shattered.

One evening, as Sabire and her daughter Damla were
setting the table for dinner, Umut stared at his plate and
suddenly said, “They ve poisoned this.”

His father, Kenan, retorted sharply: “Don't be
ridiculous, Umut. Your mother cooked that meal.” But
Sabire and seventeen-year-old Damla froze, even if only
for a brief second. Then Umut leapt to his feet in panic.
“Mom, turn off the TV! Now!” he shouted. “But its
already off, son,” Sabire replied in confusion. “No, it’s
not!” he cried, trembling as he pointed at the screen.
“Don t you see? The news anchor is looking straight at
me! They're talking about me. They know all my plans,
they’re following me. They re telling the neighbors ['m
a secret agent!”

This was no longer a belief that could be reasoned away.
Umut s reality had broken loose from the family s shared
world and drifted into another realm entirely.

For Kenan, however, it was nothing more than
weakness—or even spoiled behavior. “Pull yourself
together!” he scolded constantly. “Life isnt easy. You
need to take responsibility.” His harsh approach only
fueled endless arguments between father and son,
turning their home into a battlefield.

Damla, on the other hand, had grown fearful of her
brother. The confidant she once shared her secrets with
was gone, in his place stood an unpredictable stranger,
with eyes that seemed on the verge of an explosion. She
had begun locking her door at night before going to sleep.

Sabire, however, chose a different path. She did not fight.
She tried instead to adapt to her son'’s fragile reality.
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That evening, despite Kenans objections, she quietly
took Umut s plate from the table and emptied it into the
trash. She returned to the kitchen, prepared a new meal
in front of his eyes, and placed it before him. “Look, my
son, I made this just now, only for you. There s no poison
in it,” she said gently.

At that moment, a silent pact was made in the living
room. Umut ate only from that plate. And for the first
time, Kenan realized that his wife had chosen to step into
her son's illusory world—because losing him was a far
greater fear than living within it.

From then on, the house was ruled by this invisible
agreement. Kenan forced down his anger and tried to
ignore the situation. Damla withdrew into her room for
safety. And every day, Sabire negotiated with her son's
delusions, soothed the voices only he could hear, and

”»

prepared the meals he deemed “safe.

Day after day, she found herself trapped between two
worlds. On one side was the memory of the rational,
brilliant Umut, immersed in physics problems. On the
other was the new Umut—haunted by voices no one else
could hear, terrified of threats no one else could see,
living within a fragile reality that even his mother could
not fully enter. And Sabire’s greatest fear was this. that
she would never know which of these two Umuts would
ultimately prevail.

Unwittingly, the family had splintered into four. Under the
same roof, yet each confined to their own lonely reality,
they struggled in different ways to survive the wreckage
left by that merciless storm called Schizophrenia.

Theory & Diagnosis: The Anatomy of Fragile Reality
Umut’s story is a tragic portrait of how schizophrenia
can silently invade a household. It is not a matter of “weak

will” or a deliberate choice to “escape from reality.” Rather,
it is a severe psychiatric disorder with neurodevelopmental
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underpinnings—one that profoundly disrupts the brain’s
capacity to perceive reality, organize thoughts, and express
emotions. In this section, we will explore the science behind
that fragile reality—the anatomy of a fractured mind.

What Breaks in Schizophrenia?

The Diagnostic and Statistical Manual of Mental Disorders
(DSM-5), published by the American Psychiatric Association,
defines schizophrenia as a primary psychotic disorder—one in
which the individual’s connection to reality is severed!. The
illness typically emerges, as it did for Umut, in late adolescence
or early adulthood (between the ages of 18 and 25), a period
that represents the most critical and vulnerable window. In
women, onset tends to occur slightly later, often in the mid
to late twenties, with a notable “second peak” sometimes
observed after menopause'.

Schizophrenia is not simply about having “strange
thoughts.” It reflects a cascade of disruptions in the brain’s
fundamental functions.

The Core of the Disorder: Discord in the Brain’s
Orchestra

Although the precise cause of schizophrenia remains
complex, the most enduring theory in recent years has been
the “dopamine hypothesis.” Yet modern understanding frames
it not as the excess or deficiency of a single neurotransmitter,
but rather as a breakdown in communication—an orchestration
failure—among different regions of the brain.

e The Contemporary Neurobiological Model: Research
indicates that at the heart of schizophrenia lies a
dysregulation of dopaminergic pathways, which play a
crucial role in communication between key brain regions:
the prefrontal cortex (logical reasoning, planning), the
hippocampus (memory), and the striatum (motivation,
reward)’.

1 American Psychiatric Association. (2023). Understanding mental disorders: Your
uide to DSM-5-TR®. American Psychiatric Pub.

2 cCutcheon, R. A., Marques, T. R., & Howes, O. D. (2020). Schizophrenia—an
overview. JAMA psychiatry, 77(2),201-210.
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o Positive Symptoms (Hallucinations, Delusions):
These are typically associated with excessive
dopamine activity in the brain’s more primitive,
subcortical regions. This explains how Umut’s brain
could generate “voices” (the radio announcer),
despite no external sound, or forge “meaningful” yet
false connections (the television anchor sending him
secret messages).

o Negative Symptoms (Withdrawal, Loss of
Pleasure): These are more often linked to diminished
dopamine activity in the brain’s executive center,
the prefrontal cortex?. This deficit robs Umut of his
motivation, his ability to plan, and his capacity to
take pleasure in life (anhedonia).

In essence, schizophrenia resembles an orchestra in which
each instrument still plays—but no longer in harmony.

The Diagnostic Map: DSM-5 Criteria (Umut’s Fragile
World)

When a clinician makes a diagnosis, behaviors like those in
Umut’s story are evaluated against the specific criteria outlined
in the DSM-5. For a diagnosis, at least two of the following
symptoms must be present in a significant way for at least one
month, and the overall disturbance must persist for a minimum
of six months. Importantly, at least one of the symptoms must
come from the first three categories (delusions, hallucinations,
or disorganized speech).

1. Positive Symptoms (Additions to Reality)
e Delusions Clinical Reflection in Umut: His unshakable

false beliefs that his food had been poisoned, or that the
television anchor was sending him secret messages.

o Hallucinations Clinical Reflection in Umut: Hearing
the voice of a radio announcer that, in reality, did not
exist—perceptual experiences arising without any

3 Jauhar, S., Johnstone, M., & McKenna, P. J. Schizoi)hrenia Lancet, 399 (10323)
(2022). View PDF View article View in Scopus, 473-486.
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external stimulus, and potentially involving any of the
five senses.

Disorganized Speech: A breakdown in the flow of
thought, jumping abruptly from topic to topic, or using
nonsensical words.

Grossly Disorganized or Catatonic Behavior”.

. Negative Symptoms (Subtractions from Reality)

Affective Flattening (Emotional Blunting):

o Clinical Reflection in Umut: The blank, expressionless
mask that seemed to settle on his face.

Avolition (Lack of Will):

o Clinical Reflection in Umut: His profound inability
to initiate or carry out even the simplest goal-directed
activities, such as taking a shower.

Anhedonia (Loss of Pleasure):

o Clinical Reflection in Umut: His inability to take joy

in the things he once loved—physics, online games,
or his favorite shows.

Alogia (Poverty of Speech): A noticeable reduction in
both the quantity and richness of speech.

Asociality: Withdrawal from social relationships.

The Clinical Labyrinth: Differential Diagnosis and
Comorbid Conditions

The early signs of schizophrenia, particularly in young
individuals, can sometimes be mistaken for severe depression,
social anxiety, or the effects of substance use. The presence
of psychotic symptoms makes the differential diagnosis with
Bipolar Disorder with psychotic features especially challenging.
The most critical element in differential diagnosis lies in long-
term observation—tracking the course of symptoms, the
presence of negative symptoms, and the role of mood episodes
(mania or depression) within the overall clinical picture.

4 American Psychiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.
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In addition, comorbid conditions are strikingly common
in individuals with schizophrenia, including substance use
disorders and a markedly elevated risk of suicide. These
factors must always be taken into account when developing a
treatment plan®.

The Compass of Treatment: Rebuilding a Shattered
Reality

A diagnosis of schizophrenia descends upon a family like
the weight of a collapsed building. Yet modern approaches to
treatment no longer aim merely to survive beneath the rubble,
but to gather the intact fragments and construct a new, smaller,
yet profoundly meaningful “home.” This is not a journey of
cure but of recovery—a process of rebuilding. The compass
for this journey points not only toward medication, but toward
holistic strategies that strengthen both the individual and the
family.

Pharmacotherapy: Calming the Storm

The first and most essential step in treatment is to quiet
the deafening storm unleashed by psychosis. To achieve
this, antipsychotic medications—which regulate the brain’s
“faulty dopamine signals” are indispensable. Particularly in
recent years, the development of second-generation (atypical)
antipsychotics has provided options with fewer side effects,
thereby supporting adherence and continuity of care. These
medications silence the terrifying voices in Umut’s mind,
weaken the grip of his delusions, and create the foundation
upon which rational thought can once again take hold®.

Psychotherapy: Rebuilding the Fallen Walls (CBT for
Schizophrenia)

Once the storm has been calmed by medication, what remains
are broken walls and scattered debris. Cognitive Behavioral

5  Cheng, C. M., Chang, W. H., Tsai, S. J., Li, C. T, Tsai, C. I, Bai, Y. M., ... &
Chen, M H. (2023). Risk of All-Cause and Suicide Death in Patients With
Schizophrenia. J Clin Psychiatry, 84(6), 22m14747.

6  Correll, C. U., & Kane, J. M. (2019). Optimizing treatment choices to improve
adherence and outcomes in schizophrenia. J Clin Psychiatry, 80, 5.
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Therapy for Psychosis (CBTp) is one of the most evidence-
based tools for gathering these fragments and rebuilding’.

e In Practice: This therapy helps Umut reframe thoughts
such as “The news anchor is sending me messages "—
not as facts, but as symptoms of his illness. Much like a
person with diabetes learns to see trembling when blood
sugar drops not as a sign of imminent danger but as a
symptom, Umut learns to reinterpret his experiences. It
is a process of regaining mastery over his own mind.

Family Psychoeducation: Turning Family into an Ally

One of the greatest breakthroughs of recent decades has
been the realization that family is not merely a victim of the
illness, but the most powerful ally in recovery. Evidence-
based family psychoeducation programs have been shown to
significantly reduce rates of rehospitalization®.

e [n Practice: For Sabire, it means learning not to argue
with her son’s delusions, but instead to say, “/ understand
how real and frightening this thought feels for you.” For
Kenan, it means understanding that his son’s negative
symptoms are not laziness, but the result of dopamine
dysfunction in the brain. For Damla, it means replacing
fear of her brother with the skills to build a safe and
trusting relationship with him.

Social Skills Training and Supported Employment:
Returning to Life

Schizophrenia dismantles not only the mind but also social
connections and working life. Modern recovery-oriented
approaches aim to reintegrate individuals back into the fabric
of society.

7 Berendsen, S., Berendse, S., van der Torren, J., Vermeulen, J., & de Haan, L.

820242. Cognitive behavioural thera;%y for the treatment of schizophrenia spectrum

isorders: an umbrella review of meta-analyses of randomised controlled
trials. EClinicalMedicine, 67.

8  Bighelli, 1., Rodolico, A., Garcia-Mieres, H., Pitschel-Walz, G., Hansen, W. P.,
Schneider-Thoma, J., ... & Leucht, S. (2021). Psychosocial and psychological
interventions for relapse prevention in schizophrenia: a systematic review and
network meta-analysis. The Lancet Psychiatry, 8(11), 969-980.
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o Contemporary Approaches: Social Skills Training
teaches Umut, step by step—almost like a classroom
lesson—how to start a conversation in a café, or how to
make plans with a friend. Programs such as Individual
Placement and Support (IPS) embody a revolutionary
philosophy: rather than “Recover first, then find a job,”
IPS asserts “Find a job first, and support recovery
through work.” Recent studies demonstrate that IPS
dramatically improves both employment rates and job
retention among people with schizophrenia’®.

The Art of Managing the Storm at Home: Living with a
Fragile Reality

Living with schizophrenia at home is not about forcing the
broken pieces of a shattered mirror back together. The real
challenge is learning how to live safely with those fragments
and protect both the individual and the family from their sharp
edges. For healthcare professionals, the role is not just to tell
the family what to do, but also to explain why these behaviors
matter.

Today, there are three evidence-based approaches that have
revolutionized home care for schizophrenia:

1. Stress-Vulnerability Model

2. Reducing High Expressed Emotion (HEE)

3. Cognitive Remediation

1. Stress-Vulnerability Model: Understanding the Glass
and Preventing Overflow

Schizophrenia typically emerges when a biological
vulnerability  (genetic  predisposition) interacts  with
environmental stressors!®. This model is the most essential and
hopeful one to explain to families.

9  Killackey, E., Allott, K., Jackson, H. J., Scutella, R., Tseng, Y. P., Borland, J., ...
& Cotton, S. M. (2019). Individual placement and support for vocational recovery
in first-episode Esychoms: randomised controlled trial. The British Journal of
Psychiatry, 214(2), 76-82. ) )

10 ebbington, P. E., & Kulgers, E. (2010). Schizophrenia and psychosocial
stresses. Schizophrenia, 599-624.
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o Professional Strategy: Teaching the Family the “Stress
Glass” Metaphor

e Application: Draw a glass on a whiteboard or piece of
paper together with the family.

o “This glass represents Umut’s brain resilience to
stress. Due to his genetic vulnerability, his glass may
already be somewhat full from birth.”

o “Every stressor—exam pressure, lack of sleep,
family conflicts, or substance use—adds more water
to this glass.”

o “When the glass overflows, psychotic symptoms
(hallucinations, delusions) appear.”

o “Our goal is not to empty the glass completely—
that’s impossible. Our goal is to prevent overflow
through medication and stress management.”

This metaphor helps remove the sense of blame from the
family and gives them a tangible role: by managing stress, they
actively participate in treatment, preventing the glass from
overflowing.

2.Reducing High Expressed Emotion (HEE): Regulating
Emotional Climate at Home

Research has shown that critical, judgmental, and
overly intrusive family environments—referred to as High
Expressed Emotion (HEE)—can increase the risk of relapse in
schizophrenia by three to four times''. This highlights that the
“emotional temperature” at home is as crucial a component of
treatment as medication.

o Professional Strategy: Teaching the Family to be an
“Emotional Thermometer”
Application: Explain the three core components of HEE
with concrete examples:
o Criticism: (e.g., Kenan Bey saying, “Pull yourself
together, this is just laziness!”) — Alternative: “I can

11 Meng, C. (2023). Schizophrenia, expressed emotion, and relapse: a systematic
review across cultures. Pepperdine University.
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see how difficult it must be for you to live with these
symptoms.”
Hostility/Judgment: (“He’s doing this to us on

purpose.”) — Alternative: “This behavior is a
symptom of the illness, not a choice.”

Over-Involvement: (e.g., Sabire Hanim constantly
asking, “Did you take your medication? Did you
eat?”’) — Alternative: Gradually return responsibility
to the individual according to a pre-agreed plan.

e Evidence-Based Intervention: The Art of
Communicating with Delusions

Application: Teach families what never to do and what they
should do when confronted with a delusion:
o DON’T: Argue with the delusion (“No, the news anchor
is not talking to you, that’s nonsense!”) or affirm it (“Yes,
you’re right, the anchor is sending you messages.”).

o DO: Use the LEAP Technique'?:

Listen: Hear the person’s experience without
judgment.

Empathize: Focus on the emotion underlying the
experience. (“It must be very frightening to think the
TV is sending you special messages.”)

Agree: Find a small, shared reality to agree upon.
(“Yes, sometimes news can have hidden codes,
you’re right about that.”)

Partner: Return responsibility to the person. (“How
about discussing this with your doctor to find a
solution?”)

3. Cognitive Remediation (CRT): Strengthening the
Mental “Muscles”

Schizophrenia is not limited to positive and negative
symptoms. One of the most debilitating, yet least visible,
aspects of the illness is the impairment in cognitive functions

12 Amador, X. (2022). I am Not Sick, I Don’t Need Help!. Network.
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such as attention, memory, and problem-solving. In recent
years, Cognitive Remediation Therapy (CRT), which aims to
“retrain these mental muscles,” has emerged as an evidence-
based intervention'’.

o Professional Strategy: Empowering the Family as a
“Mind Coach”

e Popular Application: Encourage the patient and
their family to use scientifically validated, gamified
brain-training programs such as BrainHQ or similar
applications.

o At-Home Application: Frame these exercises not as
“treatment,” but as a collaborative “mental workout.”
Saying, “Let’s play a 15-minute memory game together
today” is far more motivating than simply instructing,
“Do your cognitive exercises.” This approach is the first
step in rebuilding Umut’s lost ability to solve complex
physics problems in a simpler and more enjoyable way.

The Professional’s Toolkit

When working with schizophrenia, it is vital to transform
abstract neurobiological concepts and complex communication
strategies into simple tools that families can understand and
apply. This toolkit provides evidence-based, practical formats
designed to serve that purpose.

Tool 1: Stress Cup (Psychoeducation and Stress
Management Tool)

Purpose: To explain the “Stress-Vulnerability” model of
schizophrenia to the family and patient using a memorable
visual metaphor. This reduces guilt and empowers the family
to take on the role of a “stress regulator.”

......... STRESS CUP
Water Added to the Cup (Stressors):

13 Trapp, W., Heid, A, Réder, S., Wimmer, F., & Hajak, G. (2022). Cognitive
remediation in psychiatric disorders: State of the evidence, future perspectives,
and some bold ideas. Brain sciences, 12(6), 683.
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e — Exam stress

e — Sleep deprivation

e — Family conflicts (High Expressed Emotion)

e — Social isolation

e — Substance use, etc.

Overflow of the Cup (Consequences):

e =PSYCHOTIC EPISODE (Delusions, Hallucinations)
Faucets That Empty the Cup (Protective Factors):
e «— Medication (Antipsychotics)

e « Stress Management Skills (Therapy)

e « Regular Sleep and Nutrition

e « Supportive Family Environment (Low Expressed
Emotion)

e« Social Support and Meaningful Activities

Usage Note (For Professionals): Draw this diagram
together with the family. Ask: “Which stressors do you think
have added the most water to [patient’s] cup recently? Which
of these faucets can we open more effectively together?”” This
shifts the family from being a passive “source of problems” to
an active “solution partner.”

Tool 2: Delusion Communication Card (LEAP
Technique)

(This tool should be designed like a credit-card-sized card
that can be carried in a wallet.)

Purpose: To provide family members with a memorized,
evidence-based communication algorithm to use during a
delusional episode, instead of engaging in a logic battle or
remaining helplessly silent.

(Front Side of Card)
TALKING TO FRAGILE REALITY CARD

The goal is not to prove reality but to preserve the
relationship.
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e L - Listen: Listen without arguing or judging; seek to
understand. Be curious about their reality.

e E - Empathize: Focus on the emotion, not the belief.
o “I can imagine how scary it must feel to believe that

the TV anchor is speaking directly to you.”

(Back Side of Card)

e A - Agree: Find the smallest point of agreement or
shared reality.

o “Yes, sometimes the media can try to manipulate
people; you are right about that.” (Validate the rational
kernel within the delusion, not the entire belief.)

e P - Partner: Establish partnership by returning
responsibility to the person.

o “This situation is clearly very distressing for you.
How about we think together about a solution to ease
this concern?”

Tool 3: Negative Symptoms Action Plan (Behavioral
Activation)

Purpose: To teach the family that negative symptoms, such
as avolition and anhedonia, are not “laziness” but a result of
disrupted dopamine function, and to plan small, concrete steps
to break this cycle.

“RESTARTING THE MOTOR” PLAN (Weekly)

Principle: Motivation does not precede action; action
generates motivation.

Day Small, Achievable Goal (Only 15 Minutes)  Success (Done/ - How Did It

Not Done) Feel? (1-5)
Monday 5;1!:1113}1,6: Have a coffee together on the OY/0N
Example: Listen to only 3 songs from
Tuesday favorite playlist OY/ON
Wednesday Example: Take a short 15-minute walk OvY/ON

together around the neighborhood
Thursday Example: Play a simple board game together OY/ON
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Usage Note (For Professionals): Explain to the family
that the goal of this plan is not to “entertain” the patient. The
purpose is to naturally stimulate the brain’s dopamine system
through behavioral activation and to re-teach the brain the
message that “doing something can feel good.” Measure
success not by whether the task was completed but by whether
it was attempted.

The Stage is Yours: The Mind Orchestra

In this section, we invite you to take the helm of a “Neuro-
Therapeutic Simulator.” Your mission is to manage Umut’s
brain—whose different regions have started working out of
sync due to schizophrenia—Ilike a Conductor of the Mind
Orchestra.

Objective of the Game: Using the “Intervention Cards”
provided, keep three key indicators in Umut’s brain (‘“Reality
Perception,” “Motivation Level,” “Family Stress”) below
dangerous thresholds and guide him toward a state of
Functional Balance.

Let’s Begin!

Starting Scenario:
e Brain Map (Scenario): Umutisatthe onsetofapsychotic
episode. He is taking his medications irregularly.
e Indicators:
o Reality Perception: 30/100 (Low — Delusions and
hallucinations are beginning)
o Motivation Level: 20/100 (Critical — Negative
symptoms dominate; he stays in his room)

o Family Stress: 80/100 (High — Constant conflict at
home)
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Round 1: Crisis Threshold

Situation: At dinner, Umut says, “There’s poison in this
food.” Father Kenan shouts, “Nonsense!” escalating the
tension.

Available Intervention Cards (Choose only one):

Card 1: Family Psychoeducation (Reducing High
Expressed Emotion): Teach the family that Kenan’s
reaction actually increases stress and that they should
instead use the LEAP technique.

Card 2: Medication Adherence (Motivational
Interviewing): Have a non-judgmental, collaborative
conversation with Umutabout how taking his medications
regularly can reduce the “voices” in his mind and help
him achieve personal goals (e.g., returning to school).

Card 3: Behavioral Activation (Addressing Negative
Symptoms): Teach the family to set a small, achievable
goal for Umut, e.g., “just have coffee on the balcony for
10 minutes,” instead of pressuring him.
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Round 1 Outcomes:
e If Card 1 is chosen:

o

Family Stress: 80 — 60 (-20) (Conflict decreases as
the family better understands the situation)

Reality Perception: 30 — 35 (+5) (Reduced stress
slightly eases delusions)

Comment: Excellent strategic move. You calmed the
environment first.

e [If Card 2 is chosen:

o

Reality Perception: 30 — 50 (+20) (If Umut starts
taking medications consistently, positive symptoms
rapidly decrease)

Motivation Level: 20 — 25 (+5) (Increased
engagement in treatment)

Comment: You addressed the root of the problem.
Medication adherence is fundamental.

e [If Card 3 is chosen:

@)

o

o

Motivation Level: 20 — 40 (+20) (Umut experiences
a small sense of accomplishment and begins to
overcome inertia)

Family Stress: 80 — 75 (-5) (A small positive
interaction occurs at home)

Comment: You targeted negative symptoms. This is
a critical step for long-term recovery.
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Round 2: A New Challenge

(The new scenario changes depending on your previous
move. For example, if you chose Card 2, positive symptoms
may have decreased but motivation may still be very low.)

Situation: Umut’s delusions have lessened, but he still
spends the entire day in bed. The idea of returning to school
seems impossible.

New Intervention Cards:

e Card 4: Cognitive Remediation (CRT): Begin
attention and memory exercises with Umut using an
application like BrainHQ.

e Card 5: Social Skills Training: Role-play a simple
social interaction with Umut, e.g., calling a friend to say
“how are you?”

e Card 6: Supported Employment (IPS): Discuss with
Umut and his family the idea of volunteering a few hours
per week in an area of interest instead of immediately
returning to school full-time.

End of the Game

The game does not end simply when you “win.” It concludes

with an interim assessment once all three indicators in
Umut’s brain reach a Safe and Functional range (e.g., Reality
Perception > 80, Motivation > 60, Family Stress < 40) and the
Recovery process has begun.

Which aspect of reality makes you feel the most fragile?



CHAPTER 6

The Gravity of the Bed

For Ayse, a 46-year-old literature teacher, life had
always been a delicate art of balance—an art where
she held all the strings. One string stretched toward
her students’ exam papers, another was tangled in the
endless troubles of her two adolescent children. The
thickest string, however, was bound to her mother, whose
early-stage dementia demanded more from her with each
passing day. Ayse was the one who held all those strings
taut at once, never letting anyone fall, the dependable
woman who could do it all.

But in recent months, those strings had begun to cut into
her fingers.

1t started subtly, seeping into her life with the quiet
disappearance of a familiar joy. Sunday mornings, once
filled with laughter and lively family breakfasts, became
mechanical obligations. She still tried to smile at her
childrens jokes, but her laughter stalled halfway in her
throat. It was as if the volume of life’s music had been
turned down,; her favorite songs, the most delightful
conversations, all lost their flavor. At school, where her
mind once shone brightest, a dense fog had rolled in. The
woman who could recite the most intricate couplets of
Divan poetry by heart now struggled to follow a parents
simple question. Mid-sentence, her words slipped away.
At home, she would often sit in her car for long minutes,
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unable to summon the final ounce of strength needed
to step inside and begin her second shift. This was no
ordinary fatigue; it was a deep, bone-aching weariness
that spread through her soul like an ink stain.

Her husband, Ali, would say, “You've been working
too hard, Ayse. Just get some rest.” But this was not
something rest could fix. Some nights she lay awake until
three in the morning, staring at the ceiling, compiling
endless lists of all the things she hadn t managed to do.
Other weekends she slept for twelve hours straight, as
if paying off a debt, only to wake up just as exhausted.
Worst of all, the gentle, patient woman she once was
seemed to have been replaced by a stranger with sharp
edges and no tolerance left. A spilled glass of water
could spark a sudden fit of rage. Moments later, she
would slam the door and retreat to her room, consumed
for hours by that merciless voice whispering: “You're a
terrible mother. You can 't do anything right.”

The breaking point came during a parent-teacher
conference. Sitting across from a mother asking about
her son’s grades, Ayse’s eyes suddenly welled up. Her
throat tightened. She began to tremble uncontrollably,
and then she cried—right there, in front of the bewildered
parent and her concerned colleagues. In that moment,
the countless plates she had spun so skillfully throughout
her life came crashing down, shattering one by one in
her mind.

That night, Ali sat beside his wife as she lay silent in bed

for hours. For the first time, he saw behind her strong
facade, into the hollow emptiness beneath. This was not
mere burnout—it was something heavier, something far
more devastating. It was collapse. Ayse had not simply
run out of strength; her bond with life itself had been
severed. The pillar of their home, the woman everyone
leaned on, had crumbled inside.
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And Ali finally understood: without realizing it, their
home had split into two worlds. They all lived under
the same roof, but Ayse was trapped in a suffocating,
colorless dimension conjured by her illness, while he
and the children stood helplessly on the other side, trying
to peer through the window into her world. At last, the
enemy had a name. This was not just exhaustion—it was
Major Depression, that merciless storm threatening to
bury the entire family beneath its rubble.

Theory & Diagnosis: The Anatomy of an Energy
Blackout

The story of Teacher Ayse is a tragic portrait of how Major
Depressive Disorder (MDD) can silently invade a home. This
is not a matter of “weak character” or “laziness.” It is a severe
psychiatric illness with neurobiological underpinnings—an
illness that shuts down the brain’s energy and motivation
circuits, entirely beyond one’s will. In this chapter, we will
explore the scientific anatomy behind the bed’s gravitational
pull and map out how it takes a family hostage within its own
home.

Major Depressive Disorder (MDD)

The DSM-5 (Diagnostic and Statistical Manual of Mental
Disorders, published by the American Psychiatric Association)
defines MDD as a cluster of symptoms persisting for a defined
period of time, significantly impairing functioning'. Yet it is
more than a checklist of symptoms; it is the toxic dance of two
core destructive forces: Anhedonia and Loss of Energy.

e Anhedonia: The Fading of Life’s Colors

Anhedonia is not simply “lack of enjoyment.” It is the
collapse of the brain’s most fundamental reward mechanisms.
The things that once nourished the soul—a child’s smile, a
beautiful piece of music, a delicious meal—cease to evoke any
chemical resonance. In Teacher Ayse’s story, this appears as:

1 American PAS}/chiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.
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’

o “Sunday breakfasts becoming chores.’

bl

o “Her  favorite  songs losing  all  flavor’
This is not a lack of willpower but a biological
diminishment of the brain’s ability to generate “pleasure
signals” through neurotransmitters like dopamine. It is
akin to the soul becoming color-blind: even the brightest
hues of life appear gray.

e Loss of Energy: The Depleted Inner Battery

The exhaustion caused by depression is not the kind of
tiredness that “a good night’s sleep” can cure. It is a bone-deep,
cellular fatigue that turns even the simplest tasks—getting out
of bed, taking a shower—into mountain climbs. This stems
from the prefrontal cortex and other executive regions failing
to mobilize the energy needed for action. In Ayse’s case:

o “Sitting for minutes in her car, unable to find the strength

’

to enter the house.’

o “Sleeping twelve hours and still
waking up completely drained.”
It is as if the brain’s power grid has tripped its main fuse.

In short, MDD is the simultaneous loss of the brain’s
capacity to “feel pleasure” and to “generate energy for living.”
The mind ruminates endlessly on past regrets and future
anxieties, while the body shuts down under the weight of this
mental storm. It is a vicious cycle, an inward collapse.

The Core of the Disorder: The Brain’s “Stress Circuit
Breaker”

To understand Ayse’s collapse, we must examine the energy
failure in three key brain systems:

1. Reward and Motivation Circuit (Anhedonia):

Ayse’s inability to enjoy Sunday breakfasts stems from
dysfunction in the mesolimbic dopamine pathways. Normally,
these signals drive us toward goals and let us savor success. In
depression, they are muted, leaving the individual biologically
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indifferent to once-exciting experiences?. This is not choice but
neurology. It is the soul’s color-blindness, where even vibrant
joys appear lifeless.

2. Stress Response System (Burnout):

The hypothalamic-pituitary-adrenal (HPA) axis—the brain’s
stress-handling system—goes haywire under chronic stress,
as seen in Ayse’s life. Persistently elevated cortisol keeps the
brain’s alarm system permanently switched on. The amygdala,
which governs emotional responses, becomes hyperactive,
generating constant fear and anxiety signals. Meanwhile, the
prefrontal cortex, meant to silence the alarm, weakens under
cortisol’s toxic effects’. The result: bone-deep fatigue and
sudden outbursts of anger, both symptoms of a brain exhausted
by an unending emergency state.

3. Inflammation and the Immune System (Sickness
Behavior):

Groundbreaking research now frames MDD as a form of
neuroinflammation. Chronic stress triggers the immune
system, releasing inflammatory molecules (cytokines) that
infiltrate the brain, sparking a kind of “fire” and producing
sickness behavior: profound fatigue, social withdrawal, and
loss of motivation. Disruptions in the microbiota—gut—brain
axis may further fuel this inflammation, directly impacting
mood*. The “heaviness” Ayse feels is not just mental; it is the
embodied weight of this biological storm.

Diagnostic Compass: DSM-5 Criteria (Ayse’s Captivity)

When a clinician seeks to understand the storm in Ayse’s
home, they map her experiences against the DSM-5 diagnostic
framework. To diagnose MDD, at least five of the following
symptoms must be present nearly every day for at least two

2 Shackman, A. J., & Lapate, R. C. (2018). How do emotion and cognition
interact. The nature of emotion. Fundamental questions (2nd ed., pp. 209-211).
New York, NY: Oxford University Press.

3 Pariante, C. M. (2017). Why are depressed patients inflamed? A reflection
on 20 years of research on depression, glucocorticoid resistance and
inflammation. European neuropsychopharmacology, 27(6), 554-559.

4 Miller, A. H., & Raison, C. L. (2016). The role of inflammation in depression:
from evolutionas imgerative to modern treatment target. Nature reviews
immunology, 16(1), 22-34.
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weeks, with one of them being either (1) depressed mood or
(2) anhedonia’:

1.

Depressed Mood: The “deep emptiness” her husband Ali
observes, or irritability manifesting as sudden anger.

Anhedonia (Loss of Interest/Pleasure): The lack of
joy in Sunday breakfasts, favorite songs, and friendly
conversations—depression’s very core.

Significant Weight/Appetite Changes: Loss of appetite
and lack of motivation to cook.

Insomnia or Hypersomnia: Staring at the ceiling at night,
or oversleeping without feeling rested.

Psychomotor Agitation/Retardation: Slowed movement
and speech, a blank expression.

Fatigue or Loss of Energy: The “bone-aching”
exhaustion that no rest relieves.

Feelings of Worthlessness or Excessive Guilt: The
merciless self-criticism— “I'm a terrible mother,” “I
can 't do anything right.”

Diminished Ability to Think or Concentrate: The
“mental fog” at school, struggling to make decisions or
find words.

Recurrent Thoughts of Death or Suicide: (Not overtly
present in Ayse’s story, but always a critical risk to be
assessed in depression).

Clinical Labyrinth: Differential Diagnosis and Comorbid
Conditions

The diagnosis of depression can resemble a labyrinth,
especially for caregivers and sometimes even for inexperienced
clinicians, because its symptoms overlap with many different
conditions. Taking the wrong turn in this labyrinth may lead to
ineffective or misguided treatments lasting months, even years.
Finding the right door is the first and most critical step toward
effective treatment.

5

American Psychiatric Association. (2023). Understanding mental disorders: Your

guide to DSM-5-TR®. American Psychiatric Pub.
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The First Corridor of the Labyrinth: Physical Illnesses

The profound fatigue, “brain fog,” and energy loss
experienced by Ayse Teacher may not only signal a
psychological collapse but also point to an underlying physical
problem. Therefore, when depression is suspected, the first stop
in the labyrinth must always be a thorough medical evaluation.
The most common “imitators,” often hidden behind psychiatric
symptoms and frequently emphasized in the literature, include:

e Thyroid Disorders: Especially hypothyroidism (under-
active thyroid), which presents with symptoms striking-
ly similar to depression—fatigue, weight gain, difficulty
concentrating. Meta-analyses show that the prevalence of
subclinical hypothyroidism is significantly higher among
depressed patients compared to the general population®.

e Anemia: Particularly iron-deficiency anemia, which
limits oxygen delivery to the brain, leading to fatigue,
cognitive slowing (“brain fog”), and loss of motivation
that can easily be mistaken for depression. Clinical studies
show that individuals with iron-deficiency anemia have
a higher prevalence of depressive symptoms’.

o Vitamin Deficiencies: Especially B12 and Vitamin D
deficiencies, both of which directly impair mood and
energy. Current research highlights a strong correlation
between low Vitamin D levels and increased risk of
depression®.

The Second Corridor of the Labyrinth: Similar Psychiatric

Conditions

Once physical causes are ruled out, the labyrinth leads into
psychiatric corridors. Here, depression must be distinguished
from other conditions with overlapping symptoms.

6 Hage, M. P., & Azar, S. T. (2012). The link between thyroid function and
depression. Journal of thyroid research, 2012(1), 590648.

7 Lee, H. S., Chao, H. H., Huang, W. T., Chen, S. C. C., & Yang, H. Y. (2020).
Psychiatric disorders risk in patients with iron deficiency anemia and association
with iron supplementation medications: a nationwide database analysis. BMC
psych{atrﬁ, 20(1), 216. o

8  Anglin, R. E., Samaan, Z., Walter, S. D., & McDonald, S. D. (2013). Vitamin
D deficiency and depression in adults: systematic review and meta-analysis. 7The
British journal of psychiatry, 202(2), 100-107.
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e Grief: Perhaps the most commonly confused state.
DSM-5 underscores the importance of differentiating
grief from Major Depressive Disorder. Grief is usually
tied to a specific loss and comes in waves; during
intervals, the person can still experience positive
emotions. Depression, as in Ayse’s case, is marked by
more persistent hopelessness and anhedonia that directly
attacks one’s self-worth’ (“I’m a terrible mother”).

e Burnout Syndrome: Particularly seen in professionals like
Ayse Teacher, this condition arises from chronic work
stress. Symptoms (emotional exhaustion, irritability)
overlap with depression, but burnout is usually confined
to the professional domain, and the individual can still
enjoy life outside of work'’. Depression, however,
infiltrates all areas of life, with a pervasive loss of interest
and pleasure. Simply put: someone with burnout may
say, “I hate my job,” whereas someone with depression
may say, “I hate my life.”

The Hidden Chambers of the Labyrinth: Comorbid
Conditions

The most challenging part of the depression labyrinth
is that it rarely appears alone. It often brings along other
“companions.” Large epidemiological studies, such as the
National Comorbidity Survey, show that more than half of
individuals diagnosed with Major Depressive Disorder (MDD)
also receive a diagnosis of at least one anxiety disorder in their
lifetime!''.

Ayse’s constant worry and tension may be whispers of
Generalized Anxiety Disorder (GAD). In fact, depression and
anxiety are like two sides of the same coin; they share genetic
vulnerabilities and overlapping neurobiological pathways (e.g.,

9  American Psychiatric Association. (2013). Diagnostic and statistical manual of
mental disorders (5th eg’/{.

10  Maslach, C., & Leiter, M. P. (2016). Understanding the burnout experience: recent
research and its implications for psychiatry. World psychiatry, 15(2), 103-111.

11 Kessler,R. C., Avenevoli, S., Costello, J., Green, J. G., Gruber, M. J., McLaughlin,
K. A., ... & Merikangas, K. R. (2012). Severity of 12-month DSM-IV disorders
in the national comorbidity surv%y replication adolescent supplement. Archives of
general psychiatry, 69(4), 381-389.
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amygdala hyperactivity). They frequently co-occur, creating
a vicious cycle that fuels itself. Other conditions hiding in
these “hidden chambers” can completely alter the course of
treatment:

¢ Panic Disorder
e Social Anxiety Disorder

e Substance Use Disorders (individuals may turn to
alcohol or other substances in an attempt to soothe their
pain)

Recognizing these comorbid conditions is vital. Treating
only the depression while ignoring the anxiety is like
extinguishing the fire in one room while leaving the others
ablaze. An effective treatment plan requires a holistic approach
that illuminates all the rooms of the labyrinth.

The Compass of Treatment: Rebooting the Brain and
Restoring the Soul

When the storm of depression subsides, what remains
is often wreckage. The primary compass of treatment is not
only to clear this debris but also to strengthen the foundations
of the house so that it can withstand future storms. This
approach aims to “reboot” the brain’s impaired circuits while
simultaneously repairing the soul through a holistic framework.
Modern treatment no longer relies on a single pathway; rather,
it advances on multiple fronts, employing the most innovative
tools available.

1. Core Treatments: The Gold Standards

o Pharmacotherapy (Medication Management): The
cornerstone of treatment remains antidepressants,
particularly those from the SSRI (Selective Serotonin
Reuptake  Inhibitors) and  SNRI  (Serotonin-
Norepinephrine Reuptake Inhibitors) classes. These
agents act like “neural repair technicians,” helping
restore the brain’s internal communication networks
disrupted by the storm and fostering neuroplasticity—
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the brain’s capacity to form new connections'?. This lays
the critical groundwork for clearing the mental fog and
enabling responsiveness to further interventions.

e Psychotherapy (Talk Therapy): While medications
repair the brain’s hardware, psychotherapy updates its
software. Cognitive Behavioral Therapy (CBT)" and
Behavioral Activation (BA)'™ continue to represent
evidence-based  gold-standard  interventions  for
disrupting maladaptive thought patterns and breaking
cycles of inertia.

2. Innovative Interventions for Treatment-Resistant

Depression

In certain cases, the depressive storm does not respond to

standard treatments. Over the past two decades, new frontiers
have emerged for Treatment-Resistant Depression (TRD),
offering renewed hope:

o Ketamine and Esketamine Therapies: Arguably the
most groundbreaking development of the past twenty
years. Unlike traditional antidepressants, which require
weeks to exert their effects, ketamine and its derivative
esketamine can induce rapid antidepressant effects
within hours. By targeting the glutamate system—the
brain’s principal “learning and adaptation” pathway—
these treatments rapidly promote the formation of new
synaptic connections, essentially pressing the brain’s
“reset button.” Their clinical introduction, particularly
for individuals with TRD or acute suicidal ideation,
marks a revolutionary step in the treatment of depression.
Numerous meta-analyses pooling randomized controlled

12

Cipriani, A., Furukawa, T. A., Salanti, G., Chaimani, A., Atkinson, L. Z., Ogawa,
Y., .. & Geddes, J. R. (2018) Comparatlve efflCﬁC?’ and acceptablhty of 21
antidepressant drugs for the acute treatment of adults with major depressive
c11135507rd1e§6% systematic review and network meta-analysis. The Lancet, 391(10128),
Beck,A.T. (2019} A60- yearevolutlonofcogmtlve theory and therapy. Perspectives
on Psychologtca Science, 14(1), 1

Cuijpers, P., Van Straten, A., & Warmerdam L. (2007). Behavioral activation
t3r§:a61tments of depression: A méta- analysis. Clinical psychology review, 27(3), 318-
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trials have consistently confirmed ketamine’s robust and
rapid efficacy in TRD'.

o Transcranial Magnetic Stimulation (TMS): A non-
invasive neuromodulation technique in which focused
magnetic pulses are delivered to brain regions implicated
in mood regulation, particularly the left dorsolateral
prefrontal cortex, whose activity is diminished in
depression. By stimulating neuronal activity in these
circuits, TMS facilitates functional rebalancing of mood
networks. It is especially indicated for patients who have
failed at least one antidepressant trial. Its efficacy and
safety are strongly supported by randomized controlled
trials and meta-analyses, and the method has received
FDA approval'®.

o Psychedelic-Assisted Psychotherapy: Although
not yet mainstream, this represents one of the most
promising emerging frontiers in depression research.
Substances such as psilocybin (the active compound
in “magic mushrooms”), administered in controlled
therapeutic settings under the guidance of specially
trained therapists, have shown potential to induce rapid,
powerful, and durable antidepressant effects after only
one or a few sessions. These agents appear to enhance
neural flexibility by temporarily “loosening” rigid
and repetitive thought patterns (rumination), thereby
opening a “window of opportunity” for new insights
and emotional release. Randomized controlled trials
published in leading journals, including 7The New
England Journal of Medicine, have demonstrated
encouraging results even in cases of TRD'".

15

Caddy, C., Amit, B. H., McCloud, T. L., Rendell, J. M., Furukawa, T. A., McShane,
R., ... & Cipriani, A. (2015). Ketamine and other glutamate receptor modulators
for depression in adults. Cochrane Database of Systematic Reviews, (9%
McClintock, S. M., Reti, I. M., Carpenter, L. L., McDonald, W. M., Dubin, M.,
Taylor, S. F., ... & Lisanby, S. H. (2018). Consensus recommendations for the
clinical application of re;}etitive transcranial magnetic stimulation (rTMSg in the
treatment of depression. 7he Journal ofclinicalfsg)chiat , 79(1), 16¢s10905
Goodwin, G. M., Aaronson, S. T., Alvarez, O., Arden, P. }8, Baker, A., Bennett, J.
C., ... & Malievskaia, E. (2022). Single-dose psilocybin for a treatment-resistant epi-
sode of major depression. New England Journal of Medicine, 387(18), 1637-16438.
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A Holistic Compass for Care

This modern and integrative perspective underscores that
there is no “one-size-fits-all” solution. The treatment compass
must be calibrated to the unique biology and life circumstances
of each individual. Pharmacological agents, psychotherapy,
and—where indicated—these innovative modalities should be
combined into a personalized, strategic plan of care.

The Art of Managing the Storm in Home Care:
Restarting the Engine

Telling a person with depression to “pull yourself together”
is like telling a car with an empty fuel tank to “just drive.” From
the outside, everything appears intact, but the inner energy
required to start the engine has been depleted. Therefore, the
fundamental principle of home-based care is not to push-start
the motor, but to gradually, drop by drop, refuel the tank. That
fuel is called Behavioral Activation: action does not wait for
motivation; action generates motivation.

Our goal is not to force Ms. Ayse out of bed, but to rebuild
small, safe bridges between the bed and life. As healthcare
professionals, our role is to equip the family with three
fundamental keys to guide this process.

1. The First Key: The Art of Behavioral Activation —
Honoring the Smallest Step

Depression transforms ordinary goals into insurmountable
mountains. “Tidying the house” feels like climbing Everest.
Our task is to teach families how to break down the mountain
into manageable, stepwise footholds.

Professional Strategy: Shrinking Goals through Reverse
Engineering.

Families should be taught that the objective is not “success”
but simply the attempt. To reactivate the brain’s reward circuitry
(the dopaminergic system), a grand victory is unnecessary;
even the smallest beginning is sufficient. Success should be
measured not by completion but by effort.
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o Home Application: The “Just One” Rule. Families are
encouraged to shift from large expectations to small,
achievable prompts:

o Instead of: “Get up, let’s prepare breakfast,” —
“Shall we place just one glass of water on the kitchen
counter together?”

o Instead of: “You need to grade your students’ papers,”
— “Shall we put just one red pen on the desk?”

o Instead of: ““You should take a shower,” — “Shall we
take just one clean towel to the bathroom?”

This “just one” step is the first and most crucial move in
breaking the paralyzing inertia of depression.

2. The Second Key: Breaking the Cycle of Rumination —
Calming the Mental Storm

What keeps Ms. Ayse in bed is less physical exhaustion
than the toxic mental loop that plays relentlessly in her mind:
“I’m such a terrible mother,” “I can’t do anything right.” This
cycle of repetitive self-criticism—rumination—is the engine of
depression. Unless it is disrupted, mobilizing the body becomes
nearly impossible.

Professional Strategy: Notice, Label, and Redirect the
Thought.

Drawn from modern approaches such as Acceptance and
Commitment Therapy (ACT), the aim is not to fight the thought
but to diminish its power.

o Home Application: The “Voice of Depression”
Technique. Teach Ali a simple formula he can use when
he observes Ayse drifting into dark thoughts:

1. Notice (Without Judgment): “I noticed that your mind
is telling that familiar ‘bad mother’ story again.”

2. Label (Differentiate): “This is not you—this is the
voice of depression.” Such labeling creates distance
between the person and the illness.
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3. Redirect (Gently): “That voice can keep talking, but
shall we look together at the tree outside the window
for five minutes?” Redirecting attention toward
a concrete sensory experience (seeing, hearing,
touching) breaks the hypnotic pull of rumination.

3. The Third Key: The Art of Nonjudgmental Presence
— The Power of Compassion

Perhaps the hardest task for caregivers is resisting the urge
to “fix” or “solve” the suffering of their loved one. Depression
is not a problem that yields to logic or pep talks. Sometimes the
most healing intervention is to simply be present.

Professional Strategy: Validation vs. Problem-Solving.

Families should understand how powerful it is to validate
feelings. Validation does not mean agreement; it means
acknowledging: “I see how heavy and real what you are feeling

2

1S.

e Home Application: “Destructive” vs. “Constructive”
Phrases. Families must be taught to avoid well-
intentioned but harmful statements.

o Destructive: “Come on Ayse, you’re strong, pull
yourself together. Look how many people love you.”
(Implied message: You are weak and ungrateful.)

o Constructive: “I can see how hard this is for you. You
don’t have to talk. I’ll just sit here quietly with you.”
(Implied message: You are not alone, and you are
accepted as you are.)

This kind of presence is the antidote to isolation—the
poison of depression.

These three keys enable families not to be swept away
by the storm of depression, but to build a concrete shelter—
anchored in compassion and small steps—where they can hold
on to each other and wait together for the storm to subside.
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THE PROFESSIONAL’S TOOLKIT

Knowledge is power, but the right tool used at the right
time is everything. In the mental fog created by depression,
remembering long paragraphs is difficult. This toolkit
transforms the strategies we learned in The Art of Managing
the Storm into practical and visual formats that a professional
or family member can use instantly in the field. Cut out these
cards, duplicate them, place them on the refrigerator. They are
compasses to guide you through the hardest moments.

Tool 1: The Behavioral Activation Ladder (Weekly Plan)

Purpose: To break the feeling of “/ can't do anything”
with small, achievable steps. This is the most effective way
to overcome inertia and gradually restart the brain’s reward
system.

“RESTARTING THE ENGINE” PLAN
Principle: Motivation does not wait for action. Action

creates motivation. Measure success not by whether the task is
completed, but by whether it has been attempted.

Smallest, Achievable Goal (Just 5-10 Tried? How Did It

Days Minutes) (Yes/No)  Feel? (1-5)
Monda Example: Look out the kitchen window Y/N

¥ for 5 minutes.
Tuesday Example: Listen to just 1 song from Yv/N

favorite playlist.
Wednesday Example: Put on just one pair of socks. Y/N

Example: Have a cup of tea together on

Thursday 4 balcony (without talking). Y/N
Friday Example: Smell a flower or a bar of soap. Y /N
Saturday Er):rtr}llzle: Sit up in bed and take 5 deep Y/N
Sunday Example: Look at a photo of a loved one Y/N

(without calling).

Usage Note (For Professionals): Present this chart as a
hierarchy. Work with the family to create a personalized ladder
that progresses from easiest to hardest for the individual.
Selecting “Struggled” is not a failure—it’s data. Normalize the
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process by saying: “Great, this means this step is still a bit
difficult. Let’s go back one step, or make this step even smaller.”

Tool 2: Cognitive Defusion Card (ACT & CBT
Technique)

(This section should be designed like a credit-card-sized
card to carry in a wallet.)

Therapeutic Principle: Cognitive Defusion. The goal is not
to fuse with thoughts (believing them and acting according to
them) but to observe them as temporary events passing through
the mind.

(Front of the Card)

MENTAL STORM PAUSE CARD

Thoughts are just mental noise. They are not reality.

When the storm begins, practice 3 steps:

1. NOTICE & LABEL: “I noticed my mind is telling me

that familiar ‘I’m not good enough’ story again. This is
just the voice of depression.”

2. BREATHE: Feel your feet on the ground. Take a deep
breath in, and let it out slowly. Find the calm at the eye
of the storm.

3. REDIRECT ATTENTION: For just one minute, focus
on one of your five senses:

¢ SEE: Find something blue in the room.
e HEAR: Listen for the most distant sound.
e TOUCH: Notice the coolness of the glass in your
hand.
(Back of the Card)

Remember: The goal is not to stop the thought. The goal is
to return—even briefly—to your life despite the thought. You
are in the drivers seat, not your thoughts.
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Tool 3: Self-Compassion & Self-Validation Card
(Compassion-Focused Therapy Principles)

(This section should also be credit-card-sized, to be kept in
a wallet or at the bedside.)

Therapeutic Principle: Self-Compassion. Depression
feeds on a harsh inner critic. Self-compassion doesn’t try to
silence this critic—it develops a gentle, understanding, and
supportive stance toward it, the way a good friend would
during hard times.

(Front of the Card)

ANOTE TO MYSELF IN THE HARDEST MOMENTS

Right now you are struggling—and that’s completely
normal. This is not your fault. This is an illness.

When the harsh inner voice speaks, remember 3 steps:

1. ACKNOWLEDGE PAIN (Mindful Awareness):
“lam in pain right now. This moment is very hard for me.”
(Don’t ignore or judge the pain. Simply acknowledge it.)

2. REMEMBER COMMON HUMANITY:
“I am not alone. Millions of people feel like this
right now. Suffering is part of being human.”
(This feeling is not a defect separating you from others;
it’s an experience that connects you to them.)

3. BE KIND TO YOURSELF (Self-Compassion): Say to
yourself the words you would say to your closest friend:
e “You’re doing the best you can in the middle of this

storm.”
o “It takes so much strength to endure this pain.”
¢ “You deserve kindness from yourself.”
(Back of the Card)
A SMALL ACT OF COMPASSION FOR MYSELF

You don’t need to do something big right now. What is the
smallest compassionate act you can offer yourself?
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o Just take one sip of water?

o Just pull the blanket a little tighter around you?

e Just place your hand on your heart for a moment?
e Just watch a cloud pass by the window?

Remember: Healing is not about winning a battle; it's about
learning to treat yourself with greater kindness.

The Stage Is Yours: The Art of Resisting Gravity

In this chapter, I invite you into a laboratory. But not a cold,
sterile one. This is a “Compassion Engineering Workshop,”
where we will design tiny sparks of hope that can gradually
help a soul shine again. Your mission is to create micro-
actions—*"“gravity-free moments”’—that counteract the heavy
“pull of gravity” in the home of Teacher Ayse and her family.

This is not a test, but a journey of discovery. In your hands
are the theories and strategies you’ve learned in this chapter—
and, most importantly, your own creativity.

Game Mechanics: Energy & Connection Points

Every move you make will influence two key indicators in
the field:

o Ayse’s Energy Level (0-100): Shows how effective
behavioral activation has been and how much inertia has
been broken.

e The Family’s Connection Level (0-100): Shows how

compassionate the communication is, and how much
guilt and judgment have decreased.

Goal: Raise both indicators above the “critical threshold.”
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ROUND 1: FIRST CONTACT
Situation: 10:00 AM. Teacher Ayse has pulled the blanket
over her head and refuses to get out of bed. She barely slept last
night. Her husband, Ali, stands helplessly at the door. Looking
at you, he whispers: “Its the same today. What should I do?”
Your Intervention Cards (choose only one):
e Card A: Logic & Responsibility Card
o Move: You advise Ali to remind Ayse about her
responsibilities and today’s important meeting at
school. “Ayse, [ understand, but you have to get up.”
o Theory: Traditional, solution-focused approach.
e Card B: Compassionate Presence Card
o Move: You advise Ali to enter the room, sit quietly
at the edge of the bed, place a warm cup of tea in her
hand, and simply say: “I’m just here.”
o Theory: Validation and Non-Judgmental Presence.
e Card C: Micro-Activation Card
o Move: You advise Ali to suggest a very small, non-

threatening action: “Can [ just open the curtain for a
minute so a little sunlight can come in?”

o Theory: Behavioral Activation, smallest possible
step.

Which card would you choose? Why?

Decision & Possible Outcomes:

e Card A is likely to lower Energy further and damage
Connection.

e Card B will strongly increase Connection, with little
effect on Energy.

e Card C will slightly boost Energy while maintaining
Connection. (There is no single “right” choice—only
different outcomes.)
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ROUND 2: DiGIiTAL SUPPORT & GAMIFICATION

Situation: Later in the day, Ayse manages to move from the
bed to the couch in the living room. But now she’s on her phone,
scrolling aimlessly through social media, lost in rumination.
Ali doesn’t know how to approach her in a “helpful” way.

Your Intervention Apps (inspired by popular tools):
App A: “Duolingo” Model (Small Tasks & Rewards)

(©]

o

Move: You suggest the family turn the Behavioral
Activation Ladder into a game. “Today you listened
to just one song—5 points! Great, you kept your
streak alive!” They use playful, rewarding language.

Principle: Gamification and positive reinforcement.

App B: “Calm” or “Headspace” Model (Guided
Meditation)

o

Move: You suggest Ali sit next to Ayse and say: “/
know your mind is full. How about we just listen to
this 3-minute guided breathing exercise together? If
we don t like it, we’ll turn it off.” They play a short
self-compassion meditation from a popular app.

Principle: Mindfulness and breaking the rumination
cycle.

App C: “Pinterest” Model (Visual Inspiration &
Future Orientation)

(e]

Move: You suggest Ali bring a tablet with something
Ayse used to enjoy (gardening, travel). “Ayse, you
dont have to do anything. Let’s just look at some
beautiful garden photos together.” A small spark of
future interest may emerge.

Principle: Counteracting anhedonia, planting seeds
of future orientation.

Which digital strategy would you choose? Why?



THE HOUSE OF THE MIND ‘ 117

End of the Game: The Workshop’s Outcome

This game has no “winner” or “loser.” It ends with a
“midpoint evaluation” once Ayse’s Energy Level and the
Family’s Connection Level rise above the danger zone and
enter a sustainable recovery loop.

When the bed pulls you in, what emotions are you really
carrying?






CHAPTER 7

Deceptive Consolation

For Mrs. Leyla, life had split into two eras: Before Mete
and After Mete.

Before Mete was when her son, in his early twenties, was
the family s brightest hope. Smart, witty, and a promising
Computer Engineering student, he was their future.
Despite the crushing economic crisis weighing on the
country, they endured every sacrifice, saying, “Let our
son study, let him save himself.”

After Mete began one midnight, with a strange chemical
odor seeping from his room. At first, Metes energy
seemed boundless—almost manic—coding through
the night, speaking of grand projects. But each wave
of energy was followed by days of collapse: shut in his
room, exhausted, irritable. He abandoned his classes,
cut off his closest friends. His world narrowed to a single
focus: the next moment of “escape.”

Mrs. Leyla’s home had turned into a crime scene, full of
clues: pupils pinprick small, incessant scratching of his
arms, senseless bursts of anger, and worst of all, missing
valuables from the house. At every confrontation, Mete
built the same wall: “I'm not an addict! I'm just relieving
stress. The real problem is you—you 're always on my
back!”
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This denial pierced Leyla’s softest spot. What if she
was wrong? What if she pushed too hard and drove him
further away?

That fear turned her, unwillingly, into an accomplice,
a secret-keeper, an enabler. The money she had saved
for his tuition—she handed over when he trembled,
sweating, pleading about “debts.” She hid it from her
husband, comforting herself with the lie: “He promised
me, itwon t happen again.” Yet the amounts he demanded
grew larger, devouring the family s savings.

What terrified her most was hearing her son weep,
“Mom, I tried, but I can't stop,” only to watch him the
next day spin new lies to find the substance again.

Their home became a battlefield. Her husband shouting,
“I’ll hand this boy over to the police!”” and Leyla crying,
“Hes our son, he’s sick, dont you understand?” She
was trapped between love, compassion, and fear.

And Leyla finally realized—they had been pulled into a
whirlpool without noticing. This wasn t just a bad habit;
it was a disease with a name: Substance Use Disorder—
progressive, and potentially fatal. Metes denial, the
family s love, and their helplessness—these were the fuel
the illness fed on. She now knew that love or patience
alone would not be enough. Their only way out, their
only hope, was the antidote to this deceptive consolation:
professional treatment. Otherwise, this storm would not
Jjust swallow Mete, but consume the entire family in its
vortex.

Theory & Diagnosis: The Hijacking of the Reward
Circuit

Mete’s story is a tragic portrait of how Substance Use
Disorder (SUD) is not a matter of “moral weakness” or “lack of
willpower,” but rather how a disease can hijack the brain’s most
fundamental survival circuits. It is a progressive and chronic
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brain disorder that, beyond the person’s will, reprograms the
brain’s “reward,” “motivation,” and “memory” systems.

In this section, we will explore the neurobiological
mechanisms behind that “deceptive consolation” and map out
how it can imprison an entire family within their own home.

Substance Use Disorder (SUD)

The Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) of the American Psychiatric Association
defines SUD as a problematic pattern of substance use leading
to clinically significant impairment in functioning'. Yet, it is
more than just a checklist of criteria. It is a three-stage tragedy
revolving around the brain’s most powerful chemical—
dopamine: Intoxication/Euphoria, Withdrawal/Negative Affect,
and Anticipation/Craving.

The Core of the Disorder: The Shattering of the Brain’s
Compass

To understand the biological truth behind Mete’s denial of
“I’mnotaddicted,” we must examine how addiction restructures
the brain through these three stages. This cycle has become the
focal point of recent research, explaining why addiction turns
into a self-perpetuating vicious circle.

1. The Hijacked Reward System (Intoxication and
Euphoria)

The human brain relies on the mesolimbic dopamine
pathways to reward behaviors essential for survival, such
as eating or social interaction. These actions trigger small
releases of dopamine in the brain’s reward center (the nucleus
accumbens), providing us with feelings of pleasure and
motivation.

Drugs, however, hijack this natural system. For example,
opioids or stimulants cause dopamine release in the nucleus
accumbens at levels five to ten times higher than those produced

1 American Psychiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.
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by natural rewards®. The intense burst of energy and sense of
“escape” Mete initially experienced was the direct result of
his brain being flooded with this abnormal surge of dopamine.
The brain encodes this artificially amplified pleasure into
memory, and from that point forward, natural rewards—such
as achievement or social bonds—begin to feel “inadequate” by
comparison.

2. The Stressed Circuits (Withdrawal and Negative Affect)

To adapt to the abnormal flood of dopamine, the brain
reduces its own dopamine production and decreases the
number of dopamine receptors. This forms the neurobiological
basis of tolerance—Mete needed increasingly larger amounts
of the substance to achieve the same effect. When the substance
is absent, the brain falls into a state of “dopamine scarcity.” Yet
recent studies reveal that withdrawal is not only about dopamine
deficiency; it also involves the hyperactivation of the brain’s
stress circuits, particularly the amygdala®. The outcome: the
tremors, anxiety, irritability, and profound dysphoria Mete
experienced. At this stage, the individual no longer uses the
substance to feel pleasure but rather to escape the unbearable
symptoms of withdrawal and the weight of negative emotions.

3. The Executive Losing Control (Anticipation and
Craving)

The most insidious aspect of addiction is the disruption of
the brain’s executive center, the prefrontal cortex (PFC). Under
normal conditions, the PFC enables us to control impulses,
evaluate the consequences of our actions, and delay immediate
gratification.

2

Chronic substance use weakens this “braking system
of the PFC. At the same time, even the smallest substance-
related cue—a friend, a street, or a stressful moment—can
intensely stimulate the brain’s reward circuitry, producing an

2 Volkow, N. D., Koob, G. F., & McLellan T. (2016). Neurobiologic
advancés from the brain disease model of ad(flctlon New England Journal of
Medicine, 374(4), 363-371.

3 Koob, G. F., & Volkow, N. D. (2016). Neuroblology of addiction: a neurocircuitry
analy51s The lancet psychzatry, 3(8), 760-
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overwhelming craving. As a result, even though Mete logically
knows that the substance is harming him, his weakened “brake”
system and hyperactive “accelerator” (craving) compel him
into impulsive drug-seeking behavior. This is not a mere battle
of willpower, but the outcome of a neurologically destabilized
brain circuit*.

Diagnostic Compass: DSM-5 Criteria (Mete’s Whirlpool)

When a health professional seeks to make sense of
the vortex engulfing Mete and his family, they turn to the
diagnostic map of the DSM-5, published by the American
Psychiatric Association. This framework defines Substance
Use Disorder (SUD) not as a “moral failing,” but as a medical
condition identified by observable symptoms. For a diagnosis,
the presence of at least two of the eleven criteria within a
12-month period is required. These criteria are grouped into
four main domains’. Mete’s story illustrates that these are not
merely items on a cold checklist, but rather the progressive
steps of a whirlpool consuming a young man’s life.

Step 1: Loss of Control

This step marks the point where the individual begins to
lose their willpower over the substance—when it shifts from
“luseit” to “It uses me.”

1. Using more or for longer than intended: Mete starts with
the promise of “just once,” only to find himself caught in
days-long binges.

2. Unsuccessful attempts to quit: In tears, Mete assures his
mother, “This is the last time, I'll stop,” yet the very
next day, he returns to the same desperate search for the
substance.

3. Time dedicated to the substance: Instead of studying or
spending time with friends, Mete’s days revolve around
finding the substance, using it, and recovering from its

effects.

4 Goldstein, R. Z., & Volkow, N. D. (2011). Dysfunction of the prefrontal cortex
in addiction: neuroima ing findings and clinical implications. Nature reviews
neuroscience, 12(11), 652-669.

5 American Psychiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.




124‘ ASST. PROF. DR. YASEMIN OZEL

4. Craving: An overpowering and irresistible desire for the
substance, so strong that it silences all other thoughts in
his mind.

Step 2: Social Impairment

This step shows how the broken compass of addiction not
only distances the individual from themselves but also from the
people and responsibilities that matter most.

1. Failure to fulfill major obligations: Mete, once a
promising engineering student, abandons his classes
entirely, effectively ending his academic life.

2. Continued use despite social problems: Even as his
substance use turns his home into a constant battleground
and pushes his family relationships to the breaking point,
he continues using.

3. Giving up important activities: Mete sacrifices the things
he once enjoyed—coding projects, close friendships,
and his social circle—in order to place the substance at
the center of his life.

Step 3: Risky Use
This step demonstrates the weakening of the brain’s braking

system, indicating that the individual knowingly deviates onto
hazardous paths, often aware of the potential consequences.

1. Recurrent use in situations in which it is physically
hazardous: This includes engaging in risky behaviors,
such as driving while under the influence of the
substance, or entering dangerous environments to obtain
or use it.

2. Continued use despite knowledge of having a persistent
or recurrent physical or psychological problem that
is likely to have been caused or exacerbated by the
substance: This is exemplified by Mete’s continued
use despite being fully aware of the depressive crashes,
anxiety crises, and the harm inflicted upon his family,
paradoxically seeking refuge in the very substance that
perpetuates this suffering.
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Step 4: Pharmacological Criteria

This cluster reveals how the body and brain have biologically
adapted to the substance’s presence, to the point where they
can no longer function normally without it.

1. Tolerance: Characterized by Mete’s need to use
progressively higher doses of the substance to achieve
the initial desired effect of “zoning out” or intoxication.

2. Withdrawal: Manifested in the agonizing tableau
witnessed by Leyla when Mete is without the substance:
tremors, sweating, profound anxiety, and an unbearable
physical and psychological agony.

This diagnostic map unequivocally illustrates that Mete’s
condition is not a series of poor choices but rather a disease
with predictable and definable stages, targeting the brain’s core
systems of control, motivation, and reward®.

The Clinical Labyrinth: Differential Diagnosis and
Comorbid Conditions

The labyrinth Mete’s family finds themselves in is a shared
fate for many families battling addiction. The most perilous
aspect of this labyrinth is that many of its corridors look alike,
with the primary problem often concealed behind other issues.
Taking a wrong turn can trap the individual and the family in a
cycle of helplessness for years.

The First and Most Critical Junction of the Labyrinth:
The Underlying Storm

Addiction rarely begins in a vacuum. It often enters a life as
a dangerous form of “self-medication” used to numb the pain
caused by another mental storm. In Mete’s story, the initial
“manic-like” bursts of energy followed by subsequent crashes
should raise the possibility of an underlying Bipolar Disorder.
Similarly, the intense anxiety about the future, fueled by the
economic crisis, could be indicative of an Anxiety Disorder.

6  American Psychiatric Association. (2022). Diagnostic and statistical manual of
mental disorders [Internett].
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This constitutes the mostcritical step in differential diagnosis:

Is the substance the problem itself, or is it a symptom of another
problem?

e Dual Diagnosis: The co-occurrence of a Substance Use
Disorder with another mental illness—such as Major
Depressive Disorder, Bipolar Disorder, an Anxiety
Disorder, or Post-Traumatic Stress Disorder (PTSD)—
is exceedingly common. Large-scale epidemiological
studies have shown that approximately half of all
individuals with an SUD will also meet the criteria for
another psychiatric disorder at some point in their lives’.

o Clinical Implication: Treating only the addiction while
ignoring an underlying depression or anxiety is analogous
to treating a fever without addressing the infection. Even
if the individual remains “clean,” the risk of relapse is
exceptionally high because the underlying pain persists.
A holistic treatment plan must therefore target both
conditions concurrently?®.

The Hidden Chambers of the Labyrinth: Substance-

Induced Mimics

What makes navigating the labyrinth even more complex

is the capacity of substances themselves to “mimic” other
psychiatric disorders. The DSM-5-TR specifically addresses
this under the category of Substance/Medication-Induced
Mental Disorders. In these cases, the psychiatric symptoms are
considered a direct physiological consequence of a substance.
Common mimics include:

o Substance/Medication-Induced  Depressive  Disor-
der: The withdrawal period from stimulants (e.g., co-
caine, amphetamines), often called a “crash,” can induce

7

Grant, B. F.,, Stinson, F. S., Dawson, D. A., Chou, S. P., Dufour, M. C., Compton,
W, & Kaplan, K. (2006). Prevalence and co-occurrence of substance use
disorders and independent mood and anxiety disorders: Results from the National
Epidemiologic Survey on Alcohol and Related Conditions. Alcohol Research &
ealth, 29%]), 107. )

Comf)ton, V. M., Thomas, Y. F., Stinson, F. S., & Grant, B. F. (2007). Prevalence,
correlates, disability, and comorbidity pf DSM-IV drug abuse and dependence in
the United States: results from the national epidemiologic survey on alcohol and
related conditions. Archives of general psychiatry, 64(5), 566-576.
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a profound state of collapse, energy loss, and anhedonia
that is difficult to distinguish from a Major Depressive
Episode, just as Mete experienced.

o Substance/Medication-Induced Anxiety Disorder: With-
drawal from many substances (e.g., alcohol, benzodiaz-
epines) or intoxication with others (e.g., stimulants) can
trigger panic attacks or intense generalized anxiety.

o Substance/Medication-Induced Psychotic Disorder: The
use of certain substances, particularly at high doses,
such as stimulants or cannabinoids (cannabis), can lead
to paranoia and hallucinations resembling symptoms of
schizophrenia.

The most crucial task in differential diagnosis is determining
the timing of the symptoms: Do they appear exclusively during
periods of substance use or withdrawal, or do they persist
significantly during periods of abstinence? The answer to this
question completely alters the course of treatment. Finding
one’s way through this part of the labyrinth is a masterful act
of detective work, requiring careful observation, a detailed
history, and often, the passage of time. If the symptoms persist
independently, then a dual diagnosis is indeed warranted’.

The Different Doors of the Labyrinth: Other Disorders on
the Addiction Spectrum

While Mete’s story focuses on a specific substance use, it is
crucial to remember that this labyrinth has other entry points.
Families may witness similarly destructive cycles in their loved
ones, manifested through different behaviors:

e Alcohol Use Disorder: Often begins more insidiously
due to its social acceptability, yet it is one of the most
severe forms of addiction in terms of its devastating
impact on the family and the danger of its withdrawal
symptoms (e.g., delirium tremens).

9  American Psychiatric Association. (2022). Diagnostic and statistical manual of
mental disorders [Internett].
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e Gambling Disorder: This is the only non-substance-
related behavioral addiction formally recognized as a
disorder in the DSM-5. It exhibits identical dynamics
to substance addiction in areas such as financial ruin,
deceit, and the erosion of familial trust.

e Behavioral Addictions (e.g., Internet, Gaming,
Pornography): While not yet classified as formal
disorders in the DSM-5 (with the exception of Internet
Gaming Disorder being listed as a condition for further
study), these are conditions observed in clinical practice
that present with the same core patterns as SUDs: loss of
control, impairment in social functioning, and significant
family conflict™.

Although each of these conditions has its own unique
treatment nuances, the principles for empowering the family
and supporting recovery that we will address in this chapter
offer a valid roadmap applicable across the entire addiction
spectrum.

The Compass for Treatment: Recalibrating the Brain’s
Compass

Escaping the vortex that Mete’s family is trapped in does
not rely on a single magic formula. It is a multi-layered strategy
designed to repair the broken compass, reorient the brain’s
trajectory back toward “life,” and transform the family into
members of a “rescue team” on this arduous journey. Modern
addiction treatment no longer settles for merely “staying away
from the substance”; it is a holistic approach that retrains the
brain, restores the soul, and utilizes technology as an ally.

1. Core Treatments: Breaking the Vortex’s Gravitational
Pull

e Pharmacotherapy (Medication-Assisted Treatment -
MAT): In cases such as opioid or alcohol use disorder,
medication can be a vital first step. Medications like
buprenorphine or naltrexone help reduce cravings and
manage withdrawal symptoms, allowing the brain to
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exit its “emergency mode.” These medications are not
a “crutch” but rather a “cast” that allows a broken leg
to heal; they provide the stable environment and time
necessary for the brain to begin repairing itself'’.

o Psychotherapy (Updating the Mind’s Software): While
medications  stabilize  the  brain’s  chemistry,
psychotherapy teaches the individual how to use that
broken compass again. The most powerful evidence-
based approaches include:

o Motivational Interviewing (MI): This is a non-
judgmental approach that, instead of declaring,
“You are an addict and you must get treatment,”
asks, “What things would you like to be different in
your life?” The therapist helps Mete explore his own
internal motivation and his conflicting feelings about
change (ambivalence). This opens the door for the
individual to enter treatment not by “force,” but by
their “own will.”!!

o Cognitive Behavioral Therapy (CBT): This approach
enables Mete to identify the faulty thought patterns
(“This is the only way I can cope with stress,” “Just
one time won’t hurt”) and high-risk situations that
trigger his substance use. CBT provides the individual
with a “toolkit” of concrete skills for managing
cravings and preventing relapse'.

2. Innovative Approaches and Digital Allies
The last five years have redefined the role of technology

in mental health treatment. Particularly in conditions like
addiction, which require continuous monitoring and support,
popular applications and digital platforms are becoming an
integral part of the therapeutic landscape.

10

11
12

Kampman, K., & Jarvis, M, (2015). American Society of Addiction Medicine
(ASAM) national practice guideline for the use of medications in the treatment of
addiction involvin& (ﬁ)ioid use. Journal of addiction medicine, 9(5), 358-367.

0

Miller, W. R., & nick, S. (2012). Motivational interviewing: Helping people
change. Guilford press.
Yildirim, Z., Siiteli, S. (2016). Effectiveness of cognitive behavioral

group therapy for the treatment of substance-related disorders: A systematic
review. Psikiyatride Giincel Yaklasimlar, 8(Ek 1), 108-128.
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Digital Health and “Wearable” Support:

o Smartphone Applications (Apps): FDA-approved
digital therapeutics like “reSET®” provide 24/7
accessible support by delivering CBT-based modules
directly to the individual. Meanwhile, popular apps
such as “Sober Grid” or “I Am Sober” offer an
anonymous “digital support group” environment,
connecting individuals with millions of others on the
same recovery journey. This serves as one of the most
powerful antidotes to the poison of isolation'?.

o Contingency Management: This is an evidence-
based method that reinforces the behavior of staying
sober with small, concrete rewards (e.g., digital gift
cards). Platforms like “DynamiCare Health” have
revolutionized this approach by implementing
it digitally, proving highly effective in boosting
motivation during the crucial early months of
recovery.

The Philosophy of Harm Reduction: This modern and
compassionate approach accepts that the sole goal of
treatment does not have to be absolute and immediate
abstinence. The primary objective is to reduce the
harm that substance use inflicts on the individual and
the community. This encompasses a broad spectrum
of interventions, from sterile syringe programs to the
widespread distribution of naloxone kits to mitigate
overdose risks. For families, this philosophy means
escaping the “all or nothing” trap. Instead of casting out
a child for using substances, it teaches them to maintain
a safe channel of communication by saying, “I don’t
approve of your substance use, but I want you to stay
alive.”!*

13 Socha-Dietrich, K. (2002 JPCEm owering the health workforce to make the most of
n.

the digital revolutio
14 Marlatt, G. A., Larimer, M. E., & Witkiewitz, K. (Eds.

'D Health Working Papers, (129), 0 _1-67.
. (2011). Harm reduction:

Pragmatic strategies for managing high-risk behaviors. Guilford Press.
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This modern and holistic compass shows that there is no
single route out of addiction. The greatest hope for escaping
the vortex lies in combining these different tools—medication,
therapy, digital support, and philosophy—into a personalized
strategy tailored for each individual and family.

The Art of Managing the Storm at Home: Re-
Empowering the Family

The storm of addiction weakens and fractures not just the
individual, but the entire family. The family’s strength, love,
and hope become depleted. The fundamental purpose of home-
based care is not to fight this storm alone, but to rebuild the
family into a more conscious and stronger unit than before. This
is the art of transforming the family from passive “relatives of
a patient” into active “partners” in the recovery process. This
empowerment process unfolds in three essential steps.

STEP 1: Reclaiming the Power of Communication
(Ending Blame, Building Connection)

Addiction traps communication in a toxic cycle of blame
and defense. The family’s first step toward empowerment is to
learn a new language that breaks this cycle.

Professional Strategy: Drawing Inspiration from the
CRAFT Model.

CRAFT (Community Reinforcement and Family Training)
is an evidence-based approach that teaches family members
skills in positive reinforcement and “I-statements” to encourage
their loved ones to enter treatment'>.

o Home  Application: “Invitation”  Instead  of
“Ultimatum”. Encourage the family to shift from a
destructive to a constructive communication style.

o Disempowering Language (Ultimatum): “Either
you stop using that substance, or you’re out of this

1>°

house!

15 Hellum, R, Nielsen, A. S., Bischof, G., Andersen, K., Hesse, M., Ekstrom, C. T.,
& Bllberg, R. (2019) CRAFT: Commumty Reinforcement and Famlly Tralnlng
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o Empowering Language (Invitation): “Mete, I’ve
really missed spending time with you when you’re
sober. On an evening when you’re sober, would you
be willing to play that old game with me for just 15
minutes? That would make me very happy.” (The
message: Sobriety is not a punishment, but an
invitation to reconnect.)

STEP 2: Discovering the Power of Boundaries (Saying
“No” with Love)

The greatest trap of powerlessness for families dealing with
addiction is “enabling.” These are actions, like Leyla’s paying
off Mete’s debts, that are done with love and good intentions but
which, in reality, feed the illness'®. Over time, these behaviors
can draw the family, especially the primary caregiver, into a
cycle of codependency, where the caregiver’s own identity
and well-being become defined by the effort to “solve” and
“control” the addicted individual’s problems.

Professional Strategy: The Wisdom of Natural
Consequences.

Explain to the family that constantly shielding their loved
one from the “natural consequences” of their substance use is,
in fact, the greatest obstacle to their recovery. A child who is
never allowed to fall cannot learn to stand on their own.

o Home Application: The “Help” vs. “Harm” List. Work
with the family to create a concrete, two-column list of
their own behaviors.

o Behaviors that Feed the Illness (HARM /
Enabling): Lying on Mete’s behalf, paying off his
debts, taking over his responsibilities (e.g., paying
bills).

o Behaviors that Support Recovery (HELP): Assisting
him in finding a treatment center, driving
him to an appointment, spending quality

16  Gomberg, E. S. L. (2019). On terms used and abused: the concept of
“codependency”. In Current issues in alcohol/drug studies (pp. 113-132).
Routledge.
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time with him when he is sober, establishing
and upholding clear boundaries at home.
This list helps the family see how their loving actions
can unintentionally cause harm.

STEP 3: Building the Power of Resilience (Preparing for
a Fall)

Recovery is not a straight line; it is a journey with ups and
downs. Understanding that relapse can be a part of this journey,
rather than a failure, is vital for the family to maintain hope.

Professional Strategy: Reframing Relapse as “Data”.

Teach the family the core philosophy of modern Relapse
Prevention (RP) models. According to these approaches, a
relapse is not a moment of weak willpower but a predictable
event where an individual’s coping skills were insufficient
to manage a high-risk situation. Recent research has shown
that mindfulness-based relapse prevention programs are
particularly effective in helping individuals recognize triggers
and cravings at an early stage and develop conscious responses
rather than automatic reactions. Therefore, every relapse is
valuable data that reveals which skills are lacking and which
mindfulness practices need to be strengthened!”. Encourage the
family to shift from the “all or nothing” trap of “He relapsed,
it’s all over,” to asking, “What triggered this relapse? How can
we use this information to be better prepared next time?”

o Home Application: Preparing an “Emergency
Envelope”. Create a pre-prepared envelope with the individual
and the family, to be opened in the event of a relapse or when
the risk of relapse is high. This envelope could contain:

1. Phone Numbers to Call: (Therapist, sponsor, trusted
friend)

2. Safe Places to Go: (A support group meeting, a relative’s
house)

17 Witkiewitz, K., Lustyk, M. K. B., & Bowen, S. (2013). Retraining the addicted
brain: a review of hypothesized neurobiological mechanisms of mindfulness-
based relapse prevention. Psychology of Addictive Behaviors, 27(2), 351.
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3. A Reminder Note: (A note in the individual’s
own handwriting, such as, “This is just a slip,
not the end of the road. I can ask for help.”)
This envelope ensures that the family and the individual
know what to do in a moment of panic, increasing their
resilience and preventing a lapse from turning into a full-
blown collapse.

These three fundamental steps help a family to stop being
swept away by the storm of addiction and instead to reclaim
control and power in their home, forming a more conscious
and solid union.

THE PROFESSIONAL’S TOOLKIT

Knowledge is forgotten in a storm. But the right tool is a
branch to hold onto in that storm. This toolkit transforms the
complex strategies of addiction recovery into simple, visual,
and evidence-based formats that a family can use even in their
most desperate moments. These are practical shields to counter
the vortex’s pull.

Tool 1: The Family Boundary Map (Enabling vs.
True Help)

Purpose: To help the family clearly see which of their loving
behaviors are unintentionally feeding the illness (enabling) and
which ones genuinely support recovery.

(Can be designed in an A4 format to be placed on the
refrigerator.)
OUR FAMILY’S RECOVERY COMPASS
Red Light Behaviors (WE MUST STOP - These Feed
the Illness)
e Lying: Calling their work or school to say they are “sick”
on their behalf.

o Financial Bailouts: Paying off their debts or giving
them money when we know it will likely be used for
substances.
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o Assuming Consequences: Trying to solve the legal or
social problems that result from their actions.

e [gnoring Threats: Failing to enforce the boundaries we
have set (e.g., not allowing substance use in the home)
when they are violated.

Green Light Behaviors (WE MUST CONTINUE - These
Support Recovery)

e Being Honest: Calmly telling them how their behavior
affects us, using “I-statements.” (“When you use
substances, I feel scared.”)

o Supporting Treatment: Helping them find a treatment
center, offering to drive them to appointments.

e Rewarding Sobriety: Spending quality time with them
when they are sober, cooking a favorite meal, saying,
“I’ve missed having conversations like this with you.”

e Upholding Boundaries: Enforcing the rules we have set
with love but also with consistency and resolve.

Usage Note (For Professionals): Fill out this map with
the family, using concrete examples from their own lives. Tell
them, “This is not a list of accusations; it is a map of awareness.
Our goal is to channel the power of your love into the right
direction.”

Tool 2: The Craving First-Aid Card

(This section should be designed as a credit-card-sized
tool for both the patient and the family.)

Purpose: To understand that an overwhelming craving is
actually a temporary wave, and to provide concrete steps for
navigating through it.

(Front of Card - For the Individual)

THE CRAVING SURF CARD

This feeling (the craving) is powerful, but it is just a feeling.
It will not last forever. It is like a wave: it rises, it peaks, and
then it will inevitably subside.
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When the Wave Hits, Follow These 4 Steps to Surf:

1. DELAY (Just for 15 Minutes): Tell yourself, “I won’t
use right now. I’1l just wait 15 minutes.” This small gap
prevents impulsive decisions.

2. DISTANCE: Physically remove yourself from the
triggering person, place, or situation. Go to another
room, step outside.

3. DISTRACT: Do something simple to occupy your hands
and mind: splash your face with cold water, listen to
loud music, call someone from your support list.

4. REMEMBER: This wave will pass. It has passed before.
You are stronger than this wave.

(Back of Card - For the Family)

When Your Loved One is in the Wave:

e Don't Panic: Their craving does not have to be your
crisis.

e Don't Judge: Instead of saying, “Here we go again!”,
say, “I can see this is a difficult moment for you.”

e Do Help: Remind them of the steps on their surf card.
Offer a distraction: “Come on, let’s just take a 15-minute
walk together.”

e Remember: You cannot get on their surfboard for them,
but you can cheer them on from the shore.

Tool 3: The Weekly Family “Check-in” Agenda

Purpose: To restructure family communication, moving
conversations away from being solely about the “substance
problem” and onto a ground where everyone’s feelings and
needs are considered important.

(Can be placed on the refrigerator for a weekly, 15-20
minute meeting.)
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OUR FAMILY MEETING (A 15-Minute Truce)
Principle: We are a team. The problem is not Mete; the
problem is “the addiction.”

Speaking Order:

1. Everyone Answers in Turn: “What was the most
challenging thing for me this week?”

2. Everyone Answers in Turn: “What was a small moment
that felt good to me this week?”

3. Everyone Answers in Turn: “What is one thing I need
from the rest of the family this week?”

The Rules:

e  We only use “I-statements” (“I felt hurt” instead of “You
hurt me”).

e No interrupting, giving advice, or bringing up the past.
We just listen.

e The goal is not to “solve” problems, but simply to “hear”
one another.

Usage Note (For Professionals): Emphasize that the
purpose of this tool is to rebuild the family’s lost “team spirit.”
This meeting creates a small, safe island where everyone can
feel secure in the middle of the storm.

Scene is Yours: The Last Dance at the Edge of the Vortex

In this section, I hold up a mirror to you. The person you
will see in this mirror is not a reader, but a family member,
walking the razor’s edge between pulling a loved one from a
vortex and preserving their own mental health. Your task is not
to find the “correct” answer like a therapist. Your task is to
perform, as a human being, the most complex dance of love,
fear, and hope.
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This is not a test, but a moral compass simulation. Every
decision you make will shape not only Mete’s future, but the
future of the entire family.

Game Mechanics: The Hope & Burnout Balance

Every move you make will affect two fundamental indicators

on the field:

o The Familys Hope Level (0-100): Represents the
family’s belief that recovery is possible and that their
efforts are making a difference.

o Leyla’s Burnout Level (0-100): As the primary caregiver,
this shows how much Leyla has overextended her own
boundaries and how much her own mental health is at
risk.

Objective: To keep Hope high and Burnout low, guiding

the family toward a path of sustainable recovery. Remember, if
a rescuer drowns, they can save no one.
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ROUND 1: THE MIDNIGHT CALL

Situation: It’s 2:00 AM. The phone rings. It’s Mete. His
voice is panicked and tearful. “Mom... I’'m out of money.
They’re threatening me. Please come get me and pay them the
5,000 $ I owe. They’ll hurt me if you don’t. This is the last
time, I swear this is the last time!”

Your Intervention Cards (Choose only one):
e Card A: The Rescuer Move (Unconditional Love):

o The Move: Leyla immediately gets in the car. Taking
the last of the savings she had hidden from her
husband, she pays off Mete’s debt and brings him
home. His safety in this moment is all that matters.

o Underlying Principle: Maternal instinct and
prevention of immediate harm.

e Card B: The Boundary Move (Tough Love):

o The Move: With a broken heart, Leyla says, “Mete,
I love you, but I will no longer pay your debts. If
you’re unsafe, I can call the police. If you want to
come home, our door is open to you. But there is no
more money.”

o Underlying Principle: Stopping the enabling and
allowing for natural consequences.

e Card C: The Professional Support Move (Using a
Mediator):

o The Move: Leyla says, “Mete, 1 hear how scared
you are right now. It’s not possible for me to solve
this problem on my own. Let’s call your treatment
center’s emergency hotline together right now. They
will tell us what to do.”

o Underlying Principle: Directing the crisis into a
professional process and sharing responsibility.

Make your decision. Consider the immediate and long-
term effects of this choice on the Family’s Hope and Leyla’s
Burnout levels...
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ROUND 2: THE “CLEAN” DAYS AND THE HIDDEN
DANGER

Situation: It has been two weeks since the last crisis, and
Mete is “clean.” He comes home on time and eats dinner with
his family. There is a sense of spring in the air. However, Leyla
sees messages from his old, using friends continuously popping
up on Mete’s phone. Mete had told his family he had cut all ties
with them.

Your Intervention Strategies:

Strategy A: The “Don’t Rock the Boat” Strategy
(Avoidance):

o

o

The Move: Leyla is afraid to shatter this fragile peace.
She thinks, “Everything is going so well right now, I
shouldn’t push it. Maybe they’re just talking,” and
ignores the situation.

Underlying Principle: Conflict Avoidance.

Strategy B: The “Confrontation” Strategy:

o

o

The Move: Feeling betrayed, Leyla confronts Mete.
“You lied to us! You’re still talking to them! How are
we supposed to trust you?” she yells.

Underlying Principle: Honesty and Anger.

Strategy C: The “Curiosity and Concern” Strategy
(CRAFT Approach):

(e]

The Move: Leyla waits for a calm moment and uses
“I-statements” to speak: “Mete, I saw some messages
from your old friends on your phone. It made me
a little worried because you told me you weren’t
in touch with them. I’m scared for your recovery
process. Would you be willing to talk about it?”

Underlying Principle: Expressing concern without
judgment and inviting collaboration.

Which strategy best protects the family’s long-term
Hope without increasing Leyla’s Burnout? Why?
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End of Game: The Recalibration of the Compass

This simulation does not end when you find the “right”
answer. This simulation ends the moment you feel in your
bones how difficult it is to stand at the edge of the vortex;
the moment you experience the complex dance of love, fear,
boundaries, and hope.

The game concludes with an “interim assessment” when
the family’s dynamics shift from “crisis management” mode
to “sustainable recovery” mode. This is the moment when
the Hope indicator rises permanently higher than the Burnout
indicator.

When you emerge from this workshop, you will no longer
possess only theoretical knowledge. You will hold the lived
wisdom that even in a family’s darkest moment, a path forward
can be found with the right stance, compassionate boundaries,
and relentless curiosity. You are no longer just a professional;
you are a guide who can hold a lantern for a family on their
most difficult journey.

What small consolations do you use to comfort yourself,
and do they truly help you?






CHAPTER 8

The Silence in the Bedroom

For Didem and Can, marriage had been a sanctuary
where they weathered storms together for fifteen years.
Didem s recurring waves of depression had been the most
challenging test for that sanctuary. During the periods
when his wife was pulled into that dark “gravity,” Can
had waited patiently, doing everything in his power to
pull her out of the depths. For the past year, thanks to a
new medication and therapy, Didem was finally feeling
“better.” Laughter had returned to their home, and the
suffocating fog had begun to lift.

But while the storm had subsided, it had left behind a
wreckage they did not know existed.

1t all began in the bedroom, with unspoken words. Every
time Can approached his wife, Didem’s body would
imperceptibly tense up. The natural, heartfelt desire that
once flowed between them was gone, replaced by a sense
of duty and embarrassment. She would respond to Can's
touch gently but distantly, never initiating intimacy
herself. Sometimes, when Can asked, “Are you tired?”
Didem would gratefully reply, ““Yes, so tired,” and turn
her back to him. This lie was a painful escape for them
both, but it was easier than confrontation.

A toxic doubt began to grow in Can's mind: “She doesn 't
love me anymore. She doesn 't find me attractive. Maybe
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there’s someone else.” These thoughts widened the
distance between them each day. He stopped paying
her compliments, no longer planned small surprises.
The fear of rejection pushed him to withdraw as well.
Their bedroom was no longer a space of intimacy, but a
silent armistice zone where two strangers tried to sleep
without touching.

For Didem, the situation was even more complex. She
loved her husband, deeply. She wanted to feel his love and
desire. But it felt as though her body was betraying her.
The “desire” switch that should have been somewhere
in her mind seemed to have been turned off, perhaps as
a side effect of her treatment. She felt nothing. No desire,
no excitement, no pleasure. There was only a profound
sense of guilt and inadequacy for disappointing her
husband. Going to bed each night felt like entering an
exam she was destined to fail. So she fled, hiding behind
excuses of fatigue and headaches.

The breaking point came one night on vacation. Can
gathered all his courage and broke the silence: ““Didem,
what happened to us? You don 't even touch me anymore.
What's the problem?”

As tears streamed down Didem’s face, the silence she
had harbored for years erupted like a scream: “I don't
know! Don't you understand, I want to, but I can’t!
There's nothing inside me, I'm empty! It's like a part of
me has died!”

In that moment, Can understood for the first time. The
problem wasn't a lack of love. The problem wasn't his
own inadequacy or unattractiveness. The invisible wall
that had been built in the middle of their room was
erected by neither of them. It was a ghost left behind by
the storm of depression, one that neither had dared to
name: Hypoactive Sexual Desire Disorder.
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And they realized that, unwittingly, they had allowed the
silence in their bedroom to become a poison, corroding
the very foundations of their relationship. They had
to learn how to fight this silence, how to rebuild the
intimacy they had lost. Otherwise, the marriage they had
saved from the storm of depression would drown in this
quiet one.

Theory & Diagnosis: The Lost Language of Intimacy

Didem and Can’s story illuminates one of the deepest
and most silent forms of wreckage left by mental illness: the
erosion of intimacy and sexual health. This is not a process that
begins with a “lack of love” or a “relationship problem.” On
the contrary, it is a treatable medical condition that typically
arises from a complex interplay of underlying bio-psycho-
social factors. In this section, we will examine the scientific
reasons behind the “silence in the bedroom” and map out how
it can hold a couple hostage in their own home.

Sexual Dysfunctions

The DSM-5-TR defines Sexual Dysfunctions as a group of
disorders characterized by a clinically significant disturbance
in a person’s ability to respond sexually or to experience
sexual pleasure'. These dysfunctions can occur at different
phases of the sexual response cycle: desire, arousal, orgasm,
and resolution. The situation Didem is experiencing points
to Female Sexual Interest/Arousal Disorder, one of the most
common problems among women. The potential performance
anxiety that Can might experience, in turn, could trigger
conditions such as Erectile Disorder.

What Happens in the Brain? The Neurology of Desire
and Pleasure

Sexual desire and response are not merely emotions; they
are a complex neurochemical symphony. The disruption of this
symphony can have multiple causes:

1 American PAs/}rchiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.
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1. Neurotransmitter Imbalance (The Shadow of
Depression): As in Didem’s story, depression itself
directly lowers sexual desire (libido) by reducing the
activity of dopamine, the brain’s primary chemical for
reward and motivation. More importantly, it has been
repeatedly demonstrated in recent studies that the most
commonly used antidepressants, the SSRI class, can
cause sexual side effects (e.g., low desire, difficulty with
orgasm) due to their inhibitory effect on dopamine while
increasing serotonin. This is one of the most common
reasons for treatment discontinuation, affecting an
estimated 30% to 70% of patients’.

2. The Role of Stress and Anxiety (Performance
Anxiety): Anxiety activates the brain’s “fight or flight”
system (the sympathetic nervous system). While this
system is active, the “rest and digest” system (the
parasympathetic nervous system), which is necessary
for sexual arousal, is deactivated. The fear of “what if it
happens again?” that Can could potentially experience—
known as performance anxiety—is the most well-known
example of this cycle. The brain begins to code the
bedroom not as a “pleasure zone,” but as a “testing
ground.”

3. Relationship Dynamics and Past Trauma (The
Psychological Layer): Unresolved conflicts, lack of
communication, and mistrust between partners are the
greatest enemies of sexual desire. Furthermore, past
sexual trauma can cause an individual to perceive their
own body as an unsafe place and to avoid intimacy
altogether.

2 Montejo, A. L., Llorca, G., Izquierdo, J. A., & Rico-Villademoros, F. (2001).
Incidence of sexual dysfunction associated with antidepressant agents: a prospective
multicenter study of 1022 outpatients. Journal of Clinical Psychiatry, 62, 10-21.

3 McCabe, M. P, Sharlip, I. D., Lewis, R., Atalla, E., Balon, R): Fisher, A.D., ... &
Segraves, R. T. (2016). Incidence and prevalence of sexual dysfunction in women
ang men: a consensus statement from the Fourth International Consultation on
Sexual Medicine 2015. The journal of sexual medicine, 13(2), 144-152.
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Diagnostic Compass: The Different Faces of the Silence

When a healthcare professional assesses a sexual
dysfunction, they consider that the symptoms must persist for
a minimum of six months, occur on almost all occasions of
sexual activity, and cause clinically significant distress in the
individual. This “silence” can manifest with different faces
in different people, at various stages of the sexual response
cycle. The DSM-5-TR groups these disorders into three main
categories:

Category 1: Disorders of Sexual Desire, Arousal, and
Orgasm

e In Women:

o Female Sexual Interest/Arousal Disorder: As seen
in Didem’s story, this is a persistent lack or significant
reduction of sexual interest, fantasies, and feelings
of arousal. It is the most commonly reported sexual
problem among women. For our case, the DSM-5-TR
requires the presence of at least three of the following
symptoms for a diagnosis of Female Sexual Interest/
Arousal Disorder:

= Absent/reduced interest in sexual activity.

= Absent/reduced sexual/erotic thoughts or fantasies.

» No/reduced initiation of sexual activity, and typically
unreceptive to a partner’s attempts to initiate.

= Absent/reduced sexual excitement/pleasure during
sexual activity.

= Absent/reduced sexual interest/arousal in response to
any internal or external sexual/erotic cues.

= Absent/reduced genital or non-genital
sensations during sexual activity.
These criteria illustrate that the “hollow emptiness”
Didem feels is not merely an emotional state, but a
definable medical condition®.

4 American PAs/}/chiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.



148

ASST. PROF. DR. YASEMIN OZEL

o Female Orgasmic Disorder: A persistent or recurrent

delay in, infrequency of, or absence of orgasm despite
adequate sexual stimulation.

In Men:
o Male Hypoactive Sexual Desire Disorder: A

persistent or recurrent deficiency or absence of
sexual/erotic thoughts or fantasies and desire for
sexual activity.

o Erectile Disorder: Recurrent difficulty in obtaining

or maintaining an erection sufficient for sexual
intercourse. Performance anxiety is a frequent
contributing factor to this condition.

o Delayed Ejaculation: A marked delay in, infrequency

of, or absence of ejaculation despite adequate sexual
stimulation.

o Premature (Early) Ejaculation: A persistent pattern

of ejaculation occurring during partnered sexual
activity within approximately one minute following
vaginal penetration and before the individual wishes
it.

Category 2: Sexual Pain Disorders

Genito-Pelvic  Pain/Penetration  Disorder:  This
diagnosis is generally used for women and includes one
or more of the following symptoms:

o Marked difficulty with vaginal penetration.

o Marked vulvovaginal or pelvic pain during vaginal

intercourse or penetration attempts.
Marked fear or anxiety about this pain in anticipation
of, during, or as a result of penetration.

Marked tensing or tightening of the pelvic floor
muscles during attempted vaginal penetration
(vaginismus).



THE HOUSE OF THE MIND ‘149

Category 3: Substance/Medication-Induced Sexual
Dysfunction

This category defines conditions where the sexual problem
is a direct physiological consequence of a substance (e.g.,
illicit drugs, alcohol) or a medication (especially SSRI-class
antidepressants). As in Didem’s story, it is exceedingly common
for a medication used to treat an underlying mental illness to
produce such a “side effect” on sexual function.

This diagnostic map shows that the silence in the bedroom
does not have a single cause or a single face. Each condition
requires its own specific approach, yet they all share a common
truth: they are not a “shame” or a “flaw,” but medical and
psychological conditions that must be addressed and treated”.

The Clinical Labyrinth: The Other Causes of the Silence

The silence in the bedroom is rarely sustained by a single
source. More often, itis the result of a complex labyrinth situated
at the intersection of a series of biological, psychological, and
relational factors. Finding the right path through this labyrinth
is vital for a couple’s healing.

The First and Most Critical Corridor of the Labyrinth:
The Underlying Storm

A sexual dysfunction is often the wreckage left behind
by another storm. As in Didem’s story, an underlying Major
Depressive Disorder or Anxiety Disorder are among the most
common causes that directly impact sexual desire and function.
Performance anxiety, in itself, is a powerful anxiety cycle. In
this context, the critical question is: Is the sexual problem
causing the depression, or is the depression causing the sexual
problem? Typically, these two conditions form a vicious cycle,
feeding into and exacerbating each other®.

5 American Psychiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub. o .

6  Atlantis, E., & Sullivan, T. (2012). Bidirectional association between depression
and sexual dysfunction: a systematic review and meta-analysis. The journal of
sexual medicine, 9(6), 1497-1507.
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The Hidden Chambers of the Labyrinth: The Relationship
Itself

Sometimes, the problem is not in the bedroom but in the
other rooms of the house. Sexual desire is a barometer of a
relationship’s overall health. Relational problems such as
unresolved conflicts, constant criticism, emotional distance,
and mistrust are among the most common psychological
causes of low sexual desire. In such cases, sex therapy alone
is insufficient; couples therapy becomes essential to repair the
underlying relationship dynamics’.

The Physical Doors of the Labyrinth: The Body’s Signals

The most important rule to always remember is that a sexual
dysfunction can be the first sign of an underlying medical
condition.

e Erectile Disorder in men, particularly over the age of 40,
can be an early harbinger of undiagnosed cardiovascular
disease.

e Diabetes, hormonal imbalances (e.g., low testosterone),
neurological diseases, and surgical interventions in the
pelvic region can all directly affect sexual functions®.

Therefore, conducting a comprehensive medical evaluation
before addressing psychological factors is the first and most
responsible step to take in this labyrinth.

The Compass for Treatment: Breaking the Silence and
Rebuilding the Bond

The silence in the bedroom is typically a consequence, not
a cause. Therefore, the compass for treatment does not merely
aim to “fix” the sexual symptom; it aims to illuminate the
underlying biological, psychological, and relational reasons,
guiding the couple as they relearn the language of intimacy.

7 Metz, M. E., & McCarthy, B. W. (2012/2]. The good enough sex (GES) model:
Perspective and clinical applications. In New directions in sex therapy (pp. 213-
229). Routledge.

8 Terentes-Printzios, D., loakeimidis, N., Rokkas, K., & Vlachopoulos, C.
(2022). Interactions between erectile dysfunction, cardiovascular disease and
cardiovascular drugs. Nature Reviews Cardiology, 19(1), 59-74.
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This is a multi-layered repair process that requires patience and
compassion.

1.

The Foundational Step: Medical Evaluation and

Psychoeducation

e Ruling Out Biological Factors: The first and most

critical step is a comprehensive medical evaluation
(urological or gynecological) to rule out any underlying
physical causes, such as hormonal imbalances, diabetes,
or vascular issues. Furthermore, as in Didem’s story,
the sexual side effects of medications—especially
antidepressants—must be discussed with the prescribing
physician, and options such as dose adjustment or
switching medications should be considered.

Psychoeducation (Reducing Shame with Knowledge): Ex-
plaining to the couple that their problem is not an “abnor-
mality” or a “personal flaw,” but a treatable medical con-
dition experienced by millions, is the most powerful initial
intervention to alleviate the burden of shame and guilt.

2. Therapeutic Approaches: Learning a New Language
and a New Touch

Couples Therapy (Building Bridges of
Communication): The silence in the bedroom is often
fed by the silence in the other rooms of the house.
Couples therapy provides a safe environment for Didem
and Can to express their accumulated resentments,
unspoken expectations, and fears. Once they understand
each other’s perspectives, the sexual issue ceases to be
a “blame game” and becomes a “shared problem” they
must solve together®.

Sex Therapy (Rediscovering Intimacy): This is an
evidence-based therapy model specifically designed for
sexual dysfunctions. It relies not only on talk but also on
homework assignments:

9  Hall, K. S., & Binik, Y. M. (Eds.). (2020). Principles and practice of sex therapy.
Guilford Publications.
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o Sensate Focus: This foundational technique,
developed by Masters and Johnson, aims to free
couples from performance pressure. The goal is not
intercourse or orgasm. The goal is for the partners
to rediscover each other’s bodies through non-
genital, sensual touching, with the sole purpose of
experiencing pleasure and exploring sensations.
This helps the brain to recode the bedroom from a
“testing ground” back into a “zone of exploration and
pleasure.”!?

o Cognitive Behavioral Therapy (CBT): CBT isparticularly
effective for conditions like the performance anxiety
that Can might be experiencing. It teaches the individual
to identify and challenge the automatic thoughts that
sabotage sexual performance, such as, “What if it doesn’t
work again?” or “I’m definitely going to fail.”"!

This holistic approach demonstrates that there is no single
key to breaking the silence in the bedroom. The real solution
lies in a personalized combination of strategies that repairs the
couple’s bodies, their minds, and, most importantly, the bond
between them.

The Art of Managing the Storm at Home: Breaking the
Silence

The silence in the bedroom can turn a couple’s most
intimate space into a minefield. Every move, every touch,
every word carries the risk of an explosion. The primary goal
of home-based care is not to force a path through these mines,
but to enable the couple to hold hands and clear safe pathways
together. This is a journey of rediscovery, designed to eliminate
performance pressure and recenter pleasure and connection.

As healthcare professionals, our role is to provide the couple
with three essential maps for this journey.

10 Althof, S. E. 2010) What’s new in sex therapy (CME). The journal of sexual
medicine, 78 art 1), 5-13. )

11 Oztiirk, (2019).  Psychological Interventlons in  Sexual
Dysfunctlons Neuropsychtatrtc Investigation, 57(2), 1
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Map 1: The Conversation Map (Breaking Shame,
Inviting Connection)

The first antidote to silence is to speak—with the right
words, at the right time. The goal is not to have a “problem-
solving meeting,” but to open a door into each other’s worlds
with curiosity.

Professional Strategy: The “Gentle Start-up” Technique.

Research by Dr. John Gottman, a pioneer in couples therapy,
has shown that the first three minutes of a conversation can
predict its outcome with 96% accuracy. The “Gentle Start-up”
is based on the principle of beginning a difficult conversation
not with blame (“’You never...”) or criticism (“The problem with
you is...”), but by expressing a feeling and a positive need using
“I-statements.” This is one of the most powerful techniques for
breaking destructive communication cycles between couples'?.

e Home Application: “Magic” Opening

Sentences. Encourage the couple to try initiating a
conversation outside the bedroom, during a calm
moment, using phrases like the following:

o Destructive Start-up: “Why don’t we ever have sex
anymore? What’s the problem?”

o Constructive Start-up.: “I’ve been feeling a distance
between us lately, and (feeling) it makes me sad that
we re not as close as we used to be. (Need) I would
really love to find a way to reconnect with you.”
This kind of opening lowers defensive walls and
invites the partner into a conversation as an ally, not
an adversary.

Map 2: The Touch Map (Shifting from Performance to
Pleasure)

Sexuality is a journey (pleasure), not a destination (orgasm).
Depression and anxiety turn this journey into a performance
test. The goal is to cancel the test and learn to enjoy the journey
itself again.

12 Gottman, J. (2018). The seven principles for making marriage work. Hachette UK.
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Professional Strategy: The Sensate Focus Homework
Assignment.

Explain the core philosophy of this technique to the couple:
“I have one request for you this week: intercourse and orgasm
are forbidden. Your task is simply to explore non-genital,
pleasurable touch with each other.”

o Home Application: Creating a “Pleasure Menu”. Ask
the partners to individually write down a list of 10
non-sexual touches or moments of intimacy they find
pleasurable (e.g., a back rub, having their hair stroked,
holding hands, a foot massage). They then share these
lists with each other. This not only helps them relearn
each other’s “pleasure map” but also transforms touch
from a pressure-filled expectation into a freely given
gift.

Map 3: The Teamwork Map (Externalizing the Problem)

Didem and Can’s enemy is not each other; their enemy is
the “silence” that has infiltrated their bedroom. Approaching
the problem as a “team” ends the blame game.

Professional Strategy: Externalizing the Problem.

This technique, drawn from Narrative Therapy, teaches
couples to define the problem not as an intrinsic part of a
person, but as an external entity that is interfering in their lives.

e Home Application: Giving the “Silence” a Name. Ask
the couple to give their problem a funny or absurd
name. For example, “When that ‘Cold Blanket’ shows
up between us again, what can we do together to fight
it?” This simple act of gamification makes the problem
less frightening and more manageable. It transforms the
couple from victims of the problem into a team fighting
against it.

THE PROFESSIONAL’S TOOLKIT

Talking about the silence in the bedroom is difficult. This
toolkit offers sensitive and practical tools that couples can
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use on this challenging journey to reduce shame and facilitate
communication.

Tool 1: Conversation Starter Cards

Purpose: To provide safe and non-judgmental sentence
starters for initiating that first, most difficult conversation.

(Can be designed as separate cards for the couple to
keep on their nightstands.)

“BREAKING THE SILENCE” CARDS
Card 1 (For the Initiator):

“There’s something sensitive [’d like to talk about with you.
Could you let me know when would be a good time? My goal
isn’t to blame you, but just to share how I’'m feeling about the
distance between us. I’'m doing this because I care about you
and our relationship.”

Card 2 (For the Listener):
“Thank you for bringing this up. I know it takes courage.

I promise to listen without judgment, with the goal of
understanding. Whenever you’re ready, I’'m here to listen.”

Tool 2: The “Pleasure Map” Exercise

Purpose: To strip sexuality of performance pressure and to
rebuild non-sexual intimacy and touch.

(Can be designed as a take-home worksheet for the
couple.)

A JOURNEY OF REDISCOVERY

Principle: Pleasure is the journey, not the destination.

Step 1 (Individual): On the list below, write 10 non-
sexual touches or moments of closeness that bring you pleasure.

(e.g., having my hair stroked, a back rub, watching a movie
while cuddling, just holding hands...)
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Step 2 (Together): Exchange your lists as gifts to one
another. This week, try to give your partner at least three “gifts”
from their list. Remember, the goal is simply to give and to
receive, with no expectation of anything in return.

Tool 3: “The Team Meeting” Agenda

Purpose: To separate the problem from the people and to
develop a collaborative strategy against it.

(For a brief meeting to be held once a month at a calm

time.)

“US vs. THE PROBLEM” MEETING

1. Status Check: “This month, how was the ‘silence’ /
‘distance’ between us? If we gave it a score from 1 to 10,
how strong was it?”

2. Moments of Victory: “Was there a small moment this
month when we overcame the ‘silence’ or connected
despite it?”

3. New Strategy: “What is one small, new step we could
try next month to be an even stronger team against it?”
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Scene is Yours: The Moment the Silence Breaks

In this section, I invite you into a room. It is a bedroom
where unspoken words, disappointments, and fears have been
hanging in the air like asthma for years. Your task is not to find
the “correct” technique like a therapist. Your task, as a human
being, is to take the first, most frightening step to rebuild the
fragile bridge between two souls.

This is not a test, but a simulation of empathy and
courage. Every piece of “advice” you give will shape not just
the moment, but the future of this couple.

Game Mechanics: The Intimacy & Anxiety Balance

Every move you make will affect two fundamental indicators
on the field:

e The Couple’s Intimacy Level (0-100): Shows how
open, safe, and emotionally/physically close they feel to
one another.

e Performance Anxiety Level (0-100): Shows how
strongly sex is perceived as a “test” and how high the
fear of failure is.

Objective: To increase Intimacy while decreasing Anxiety,
guiding the couple toward a path of sustainable closeness.
Remember, where anxiety lives, pleasure cannot thrive.
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ROUND 1: THE FIRST WORD

Situation: That night on vacation. Can has gathered
his courage and asked the dreaded question: “Didem, what
happened to us?” Didem, in tears, has replied, “I don’t know!
I’m empty inside!” Now, a painful silence fills the room. They
are sitting on opposite ends of the bed, not looking at each other.
This is the fragile moment where everything could either break
completely or begin to mend. Can looks at you, whispering,
“What do I say now?”

Your Dialogue Cards (Choose only one):
e Card A: The Solution-Focused Move:

o The Move: You advise Can to say, “Look, there might
be a medical explanation for this. Maybe it’s your
medication. Let’s go to a doctor tomorrow and solve
this problem.”

o Underlying Principle: Rationalizing the problem and
focusing on a quick solution.

e Card B: The Validation Move:

o The Move: You advise Can to move closer to Didem,
take her hand, and say only this: “I can’t even
imagine how frightening and lonely it must feel to be
so ‘empty.” But thank you for telling me.”

o Underlying Principle: Understanding and validating
the emotion (Validation).

e Card C: The Guilt-Sharing Move:

o The Move: You advise Can to say something that
takes responsibility, like, “Maybe this is my fault. |
haven’t been paying enough attention to you lately,
I’ve been working so much. Maybe that’s why this
happened.”

o Underlying Principle: Empathizing and self-blame.

Make your decision. Which move increases Intimacy
and decreases Anxiety? Which well-intentioned move
might backfire?
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ROUND 2: REDISCOVERING TOUCH

Situation: The couple has managed to talk and has decided
to have a week where intercourse is “forbidden.” But now, the
moment has come. They are sitting on the couch watching a
movie. There is a foot of distance between them. They both
want to touch, but they are both terrified of rejection or of
doing the “wrong” thing.

Your “First Touch” Strategies:

e Strategy A: The Surprise & Romance Strategy:

o The Move: You suggest one of them should suddenly
lean in and kiss the other passionately. “Sometimes
you just have to live in the moment!”

o Underlying Principle: Rekindling spontaneity and
romance.

o Strategy B: The Verbal Consent & Agreement
Strategy:

o The Move: You suggest one partner ask the other:
“Would it be okay if I touched you right now? Like,
just holding your hand or stroking your hair... No sex,
I promise. I just want to feel close to you.”

o Underlying Principle: Building trust, consent, and
clarifying boundaries.

o Strategy C: The Gamification Strategy (“The
Pleasure Menu”):

o The Move: You suggest one of them take out the
“Pleasure Menu” list they created earlier and say,
“It’s your turn to choose something from the menu!”
turning the situation into a game and an exchange of
gifts.

o Underlying Principle: Eliminating performance
pressure and recentering pleasure.

Which strategy best minimizes Performance Anxiety
while most safely building Intimacy? Why?
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End of Game: The Building of the Bridge

This simulation does not end when there is a “winner.”
This simulation concludes with an “interim assessment” when
the Intimacy Level indicator rises above the Performance
Anxiety indicator and begins to stay there permanently. This is
the moment the couple stops walking on a minefield and starts
building a new, safe bridge together.

What thoughts does the silence whisper to you?



CHAPTER 9

The Elephant in the Room

Therapeutic Principle (An Introductory Note to
the Chapter): This chapter addresses highly sensitive
topics, including suicidal thoughts and self-harming
behaviors. If you or a loved one are currently struggling
with such thoughts, please seek professional help
immediately. Emergency mental health support services
are available. You are not alone, and you should not
hesitate to ask for help.

Case Story: A Life by the Window

Deniz, a 21-year-old university student, had become an
enigma to his family. For months, he had only left his
room for meals, the numb expression on his face never
changing. His family knew he was in a deep depression.
He was taking his medication and attending therapy.
But recently, a fear had taken root in his mother Sema s
heart. When she tried to talk to her son, Deniz would
only offer single-word, hollow answers like “I'm fine”
or “I'm tired.”

Then, within a week, everything changed in a peculiar
way. Deniz started coming out of his room. He sat with
his mother in the kitchen and had a conversation for the
first time in a long while. He thanked his father for fixing
his old, broken watch. One evening, he gifted his favorite
guitar, which he had saved up for years to buy, to his



162[ ASST. PROF. DR. YASEMIN OZEL

cousin. “You’ll play it better,” he said with a smile.

Sema and her husband thought they were seeing a ray
of hope. “Hes finally getting better,” she whispered
to her husband. “Look, he’s pulling himself together,
he seems so calm and peaceful.” This sudden and
unexpected “improvement” seemed to have lifted the
heavy atmosphere in their home.

The breaking point came on a Thursday evening, as
Sema was tidying her son’s room. In a drawer, she found
a carefully folded piece of paper. It was a farewell note.
There was no anger in the note, no blame. Only a deep,
weary sense of “I can t take it anymore” and the sorrow
of being a burden to his loved ones.

As the paper crumpled in Sema's hand, she understood.

Her son's calmness over the past week was not a sign of
recovery. It was the painful peace of a person who had
made their final decision. The gifts, the thank-yous—they
were all goodbyes. The enormous, nameless elephant in

the room—the risk of suicide—had never been so visible.

And they, by mistaking this most dangerous sign for a
ray of hope, had made the gravest error. In that moment,

time stood still. Every step they took, every word they
spoke from now on, would be like walking on a thin sheet
of glass between life and death.

Theory & Diagnosis: The Mathematics of Pain and the
Erosion of Hope

Deniz’s story reveals the most tragic and misunderstood
truth about suicide: it is less a “desire to die” and more a
“desire to end” unbearable pain. It is not an impulsive decision
or a moment of “weakness.” Rather, it is often the outcome of
a painful mathematical equation where the individual’s pain
outweighs their resources to cope with that pain. In this section,
we will examine the scientific truths behind this painful
equation, the risk factors, and most importantly, the map for
how we can tip that equation back in favor of hope.
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The Core of Suicidality: Tunnel Vision and Hopelessness

Modern theories of suicide emphasize that a few core
psychological states lie at the center of suicidal behavior. The
most prominent of these is the Interpersonal Theory of Suicide,
developed by Dr. Thomas Joiner'. According to this theory, the
most severe suicide risk emerges from the convergence of three
fundamental elements:

1. Thwarted Belongingness: The individual’s feeling of
being disconnected and isolated from society, friends,
and even family. Deniz’s withdrawal into his room and
the severing of his social ties are examples of this state.

2. Perceived Burdensomeness: The painful belief that one’s
existence is more of a liability than a contribution to
loved ones. This feeling, expressed in Deniz’s farewell
note, is one of the most potent fuels for suicidal ideation.

3. Acquired Capability for Suicide: Perhaps the most
groundbreaking part of the theory. Humans have a
natural fear of death and self-harm. However, repeated
exposure to painful and provocative experiences (e.g.,
past trauma, self-harming behaviors, even the intense
emotional pain itself) can “habituate” an individual
to this fear. The person becomes desensitized to pain,
and their “capability” to enact the lethal act of suicide
increases’.

When these three factors converge, the individual feels
trapped in an inescapable tunnel (tunnel vision), developing a
cognitive rigidity where death appears to be the only way out.

What Happens in the Brain? A Brain Locked on Pain

Suicidal behavior is not just a result of psychological
despair, but also of significant dysfunctions in the brain
circuits responsible for processing pain, making decisions, and

1 Van Orden, K. A., Witte, T. K., Cukrowicz, K. C., Braithwaite, S. R., Selby, E.
A., & Joiner Jr, T. E. (2010). The interpersonal theory of suicide. Psychological
review, 117(2), 575.

2 Chu, C., Buchman-Schmitt, J. M., Stanley, I. H., Hom, M. A., Tucker, R. P., Hagan,
C.R,, ... & Joiner Jr, T. E. (2017). The interpersonal theory of suicide: A systematic
review and meta-analysis of a decade of cross-national research. Psychological
bulletin, 143(12), 1313.
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planning for the future. Recent neuroimaging studies reveal
how the brain of a person at risk for suicide becomes “locked”
on pain and “blind” to escape routes.

1. Weakening of the Decision-Making and Impulse-
Control Circuit: The brain’s “CEO” or “braking
system,” the prefrontal cortex (PFC), is significantly
less active in individuals at risk for suicide. Specifically,
the impairment in the ventromedial prefrontal cortex
(vimPFC), which helps us evaluate the consequences
of our actions, may prevent the individual from fully
grasping the irreversibility of the suicidal act and its
devastating impact on loved ones. A weakened braking
system increases the risk of acting on a suicidal impulse
in a moment of hopelessness®.

2. Hyperactivation of the Emotional  Pain
Circuit: Functional brain imaging has demonstrated
that the same brain regions that process physical
pain—particularly the dorsal anterior cingulate cortex
(dACC) and the anterior insula—also become active
during experiences of social rejection and emotional
distress. In individuals at high risk for suicide, these
“social pain” circuits are thought to be chronically
hyperactive. In other words, the brain continuously
generates signals of “I am being rejected,” “I am
worthless,” “It hurts.” For the individual, psychological
pain becomes as real and physical as a broken bone.
Suicide can become a desperate attempt to silence this
unbearable and unending signal®.

3. Imbalance in the Serotonin System: One of the most
consistent neurobiological findings for decades has been
the significantly lower levels of serotonin in the brains
of individuals who have died by suicide. Serotonin

3

Schmaal, L., van Harmelen, A. L., Chatzi, V., Lippard, E. T., Toenders, Y. J., Averill,
LA, .. & Blumberg, H. P. (22020) Imagmg suicidal thoughts and behaviors:
a comprehenswe review of 2 decades of neuroimaging studies. Molecular
s chzatry 25@ 408-427.

senberger I. (2012). The pain of social disconnection: examining the
shared neural under mnm&s of physical and social pain. Nature reviews
neuroscience, 13(6), 421-43
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regulates not only mood but also impulse control and
aggression. Low serotonin levels both deepen depressive
feelings and reduce the ability to inhibit self-destructive
impulses. This creates a lethal combination, especially
when coupled with hopelessness. Recent genetic studies
also suggest that variations in genes related to serotonin
transport may be associated with suicide risk’.

This neurobiological picture demonstrates that suicide is
less a “choice” and more the tragic outcome of a brain that is
locked on pain, blind to the future, and has a weakened braking
system.

Diagnostic Map: The Risk and Warning Signs of Suicide

The most critical task for a family or a professional is
to hear the invisible screams within the silence, as seen in
Deniz’s story—that is, to recognize the warning signs. Modern
suicidology distinguishes between static risk factors and
dynamic warning signs. This distinction is a vital step that
allows us to move from the question “Who is at risk?” to the
more urgent question, “Is this person at risk right now?”

Risk Factors (The Fault Lines in the Ground)

These are the typically long-term and hard-to-change
characteristics that make an individual more vulnerable to
suicide.

o Underlying Mental Illness: Over 90% of suicide deaths
are associated with an underlying, treatable mental
illness such as Major Depressive Disorder, Bipolar
Disorder, Schizophrenia, or a Substance Use Disorder.

o Past Suicide Attempts: This is the single most powerful
predictor of future suicide risk.

o Core Tenets of the Interpersonal Theory: Thwarted
Belongingness and Perceived Burdensomeness.

o Hopelessness: A pessimistic outlook on the future is the
closest companion to suicidal ideation. Recent meta-

5 Turecki, G., & Brent, D. A. (2016). Suicide and suicidal behaviour. The
Lancet, 387(10024), 1227-1239.
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analyses show that hopelessness is an even stronger
predictor than depressive symptoms for the transition
from suicidal thought to suicide attempt. In other words,
the risk is highest not when a person says, “I am in pain
right now,” but when they believe, “This pain will never
end.”®

Warning Signs (The Tremors Along the Fault Line)

These are the red-alert signals indicating that the risk is
no longer just potential, but imminent and acute, requiring
immediate intervention.

Direct or Indirect Verbal Cues: Statements like, “I wish I
were dead,” “I can’t take it anymore,” “Everyone would
be better off without me,” or making jokes, writings, or
social media posts about suicide.

Planning and Preparatory Behaviors: Researching
suicide methods, stockpiling means for suicide (e.g.,
pills, weapons), writing farewell notes.

“Goodbyes” and Settling Affairs: Giving away prized
possessions, like Deniz’s guitar; preparing a will; making
amends with people as if saying a final goodbye.
Sudden and Inexplicable Behavioral Changes:

o Sudden Calmness/Improvement: This is the most
critical and deceptive sign in Deniz’s story. After a
period of intense and painful indecision, an individual
may experience a temporary sense of “peace” or
“relief” once they have made the decision to die. This
is not recovery; it could be the calm before the storm.

o A marked increase in substance use, engaging in
reckless behaviors (e.g., reckless driving).

o Extreme withdrawal and a complete refusal to
communicate.

6 I]}oiier, G., Chiorri, C., Beomonte Zobel, S., Muzi, S., Pace, C. S., Cheung, M. W.

Velotti, P. (20’24). The multifaceted role of emotion regulation in suicidality:

Egstematic reviews and meta-analytic evidence. Psychological bulletin, 150(1),
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Taking these signs seriously is not “prying” or “intruding on
private life”; it is a life-saving act, like noticing the smoke from
a fire and calling the fire department’.

The Clinical Labyrinth: The Other Faces of Pain

Suicidal ideation is rarely an isolated phenomenon. It is
typically the darkest and narrowest corridor within a larger
labyrinth of psychological pain. Navigating this labyrinth
successfully requires understanding not just the suicide risk
itself, but also the primary source that fuels it.

The Center of the Labyrinth: Comorbid Psychiatric
Disorders

As previously stated, the vast majority of suicide cases
occur in the shadow of a treatable mental illness. This is the
most crucial fact in differential diagnosis: suicidal ideation is
not a disorder in itself, but a symptom.

e  Major Depressive Disorder and Bipolar Disorder: With
their characteristic symptoms of hopelessness, worth-
lessness, and social withdrawal, these are the conditions
most frequently associated with suicide risk. The depres-
sive or mixed episodes of Bipolar Disorder, in particular,
constitute periods of highest risk due to the combination
of impulsivity and energy with profound despair®.

o Schizophreniaand Other Psychotic Disorders: Command
auditory hallucinations (voices instructing self-harm) or
intense fears of losing control can significantly increase
suicide risk’.

o Substance Use Disorders: Alcohol and other substances
act as “accelerants” for suicide risk by disinhibiting
the brain’s “braking system,” the prefrontal cortex,

7 Galynker, 1. (2023). The suicidal crisis: Clinical guide to the assessment of
imminent suicide risk. Oxford University Press.

8  Oquendo, M. A., Galfalvy, H., Russo, 3., Ellis, S. P., Grunebaum, M. F., Burke,
A., & Mann, J. J (2004). rospectlve study of clinical _predictors ¢ of suicidal acts
after a major depressive episode in patients with major de resswe disorder or
bipolar disorder. American Journal 0/P ychiatry, 161(8), 1433-1441

9 her, L., & Kahn, R. S. 019) Sulczde in schizophrenia: an ‘educational
overview. Medicina, 55(7), 3
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thereby increasing impulsivity and deepening feelings
of hopelessness'’.

o Post-Traumatic Stress Disorder (PTSD) and Personality
Disorders: In conditions like Borderline Personality
Disorder, intense emotional dysregulation, fear of
abandonment, and chronic feelings of emptiness create a
serious foundation for recurrent self-harming behaviors
and suicide attempts!!.

Clinical Implication: In this labyrinth, focusing solely on
the suicidal ideation is insufficient. An effective treatment plan
must target the underlying mental illness (e.g., depression,
bipolar disorder) that fuels the suicidal thoughts. The suicidal
waves cannot be expected to cease until the underlying storm
subsides.

The Compass for Treatment: Rebuilding Hope

When working with an individual at risk for suicide, the
compass for treatment points in a single direction: Staying
alive. All other therapeutic goals are secondary. Modern
suicide prevention approaches are no longer focused merely
on “managing” risk, but on actively helping the individual
find reasons for living.

1. Crisis Intervention: Buying Time and Ensuring Safety

o Safety Planning Intervention: This is a brief, evidence-
based intervention that has become the gold standard in
suicide prevention. It involves collaboratively creating
a personalized, concrete plan of steps the individual can
use during a future suicidal crisis. The plan includes the
person’s own coping strategies (e.g., listening to music),
social supports they can reach out to, and professional
resources they can contact in an emergency. The goal is
to place time and safe steps between the suicidal thought
and the lethal action'2,

10 Esang, M., & Ahmed, S. (2018). A closer look at substance use and
1 Frias A& ol G- (301 Comorbidity betwcon post-tAUmAE sress disorder
AL & , & (2012). Comorbidity p S
and borderline personal 1t¥(('11(sorder. a review. Psychopathology, 48%1), 1-10.

12 Stanley, B., & Brown, G. 2012). Safety planning intervention: a brief interven-
tion to mitigate suicide risk. Cognitive and behavioral practice, 19(2), 256-264.
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e Lethal Means Restriction: This is one of the simplest
and most effective strategies for reducing suicide risk.
Securing or removing firearms, dangerous medications,
and other potential means from the home can be a life-
saving act in a moment of impulsive action.

2. Long-Term Treatment: Creating Reasons for Living

o Dialectical Behavior Therapy (DBT): This is the most
effective therapy model developed for individuals
with recurrent self-harming behaviors and Borderline
Personality Disorder. DBT teaches skills for managing
intense emotions, tolerating distress during a crisis, and
building a “life worth living.”"?

o Cognitive Behavioral Therapy for Suicide Prevention
(CBT-SP): These specialized versions of CBT directly
target the cognitive rigidity, such as hopelessness
and tunnel vision, that fuels suicidality. They help the
individual improve their problem-solving skills and
develop a more flexible and hopeful perspective on the
future'.

These modern approaches demonstrate that suicide is not
an inevitable outcome. With the right interventions, even in
the midst of the deepest despair, new reasons for living can be
built.

The Art of Managing the Storm at Home: Pulling Back
from the Edge

Living with suicide risk in the home is like living on an
invisible fault line. The ground can give way at any moment.
The primary goal of home-based care is not to ignore this fault
line, but to build an earthquake-resistant structure and to learn
how to be an “emergency response team” that knows exactly
what to do during the most severe tremors. The family’s role is

13 DeCou, C.R,, Comtois, K. A., & Landes, S. J. (2019). Dialectical behavior therapy
is effective for the treatment of suicidal behavior: A meta-analysis. Behavior
thera{y, 50(1), 60-72.

14 Stanley, B., Brown, G., Brent, D. A., Wells, K., Poling, K., Curry, J., ... &
Hughes, J. (2009). Cognitive-behavioral therapy for suicide prevention (CBT-SP):
treatment model, feasibility, and acceptability. Journal of the American Academy
of Child & Adolescent Psychiatry, 48(10), 1005-1013.
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not just that of a “bystander,” but of an active “first response
team.” This process involves three life-saving steps.

STEP 1: The Courage to Speak (Naming the Elephant)

Suicide feeds on silence. The biggest mistake families make
is avoiding the topic out of fear that “If [ talk about it, [ might
put the idea in their head.” Research shows the exact opposite
is true: talking about suicide directly, compassionately, and
without judgment does not increase risk; it reduces it. It
alleviates the terrifying burden of loneliness from the individual.

Professional  Strategy:  Asking  Directly and
Compassionately.

Teach the family to find the right moment (a calm and
private time) and, setting their own fears aside, to find the
courage to ask the hardest question.

e Home Application: The “Life-Saving Questions.” En-
courage family members to ask the following questions
in a gradual and non-judgmental way:

1. “I see you’ve been in a lot of pain lately. Does the
pain sometimes feel unbearable?”

2. “Does the pain sometimes get so intense that you
wish it would all just end?”

3. (If the answer is yes) “Are you thinking about
harming yourself or ending your life right now?”
Asking these questions is the family’s greatest act of
love and courage.

STEP 2: Building a Safety Net (Making the Home
Earthquake-Proof)

Talking is not enough. Words must be backed up by
concrete actions. The family’s second step is to make the home
a physically safer place.

Professional Strategy: Collaborative Safety Planning.

Involve the individual and the family in the process of
creating a safety plan with the message, “We are taking these
precautions against the illness, not against you.”
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o Home Application: Lethal Means Restriction. This is
one of the most proven-effective methods of suicide
prevention. Work with the family to identify and restrict
access to potential risks in the home:

o Medications: Place all medications (not just
psychiatric ones, but all painkillers, etc.) in a locked
box, with a responsible family member holding the
key.

o Sharp Objects: 1f necessary, temporarily keep sharp
knives and other implements in a secure location.

o Other  Means: If  there are firearms,
dangerous chemicals, etc., in the home, make
a professional plan for their safety (e.g.,
temporarily entrusting them to a relative).
This is not a sign of distrust; it is an act of love. It
is just like putting medications in a safe place for a
child with a high fever.

STEP 3: Planting Seeds of Hope (Creating Reasons to
Live)

Suicide begins where hope ends. The family’s most
important and long-term task is to plant tiny seeds of hope in
that barren soil.

Professional Strategy: Reinforcing “Reasons for Living.”

Teach the family to notice and strengthen even the smallest
connections the person has to life (a pet, a favorite band, an
upcoming movie).

e Home Application: Creating a “Hope Jar.” Ask family
members and the individual themselves (as much as they
are able) to write down things the person values, things
that bring them comfort, or the smallest expectation for
the future on small pieces of paper and put them in a jar.

o “The purring of our cat, Mirmir.”
o “The new Star Wars movie coming out this summer.”

o “Mom’s lentil soup.”
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o “A sunny morning.” In the darkest moments, pulling
a single note from that jar can shine a tiny light at the
end of the tunnel. It is a small but persistent resistance
of hope against the mathematics of pain.

THE PROFESSIONAL’S TOOLKIT

When there is a risk of suicide in the home, panic makes
you forget everything. This toolkit offers simple, clear, and
evidence-based tools that can hold a family’s hand in the most
terrifying moments—tools that are life-saving.

Tool 1: The Emergency Safety Plan (Crisis Map)

Purpose: To create a concrete, step-by-step action plan that
both the individual and the family have memorized for when
suicide risk escalates.

(In a format that can be placed on the refrigerator and
photographed to be kept on everyone’s phone.)

OUR FAMILY SAFETY PLAN
STEP 1: RECOGNIZE THE WARNING SIGNS
e Are they talking about suicide?

e Are they making preparations to say goodbye? (e.g.,
giving away possessions)

e [s there a sudden and strange sense of “calm™?
o Is there extreme withdrawal or risky behavior? (If one of
these signs is present, proceed immediately to STEP 2.)
STEP 2: ASK DIRECTLY
“Are you thinking about hurting yourself right now? Do
you have a plan?”
STEP 3: NEVER LEAVE THEM ALONE

Iftheanswerisyes, orifyoursuspicion continues, never leave
the person alone, not even for a moment.
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STEP 4: SEEK PROFESSIONAL HELP
e Immediately: Call their therapist/psychiatrist.

e If unavailable: Immediately call emergency services
(e.g., 911, 112) or go to the nearest hospital emergency
room.

Usage Note (For Professionals): Create and rehearse this
plan with the family. Say, “This isn’t about a lack of trust; it’s
a fire drill. Our goal is to know what to do in a real fire instead
of panicking.”

Tool 2: The Life-Saving Phrases Card

(Can be designed as a credit-card-sized tool to carry in
a wallet.)

Purpose: To prevent the panic of not knowing what to say
to someone sharing suicidal thoughts, and to provide phrases
that build connection and offer hope.

(Front of Card)
WORDS THAT BREAK THE SILENCE
THINGS TO SAY:

“Thank you for telling me this. That takes incredible
courage.”

e “I can hear how much pain you are in.”

e “You are not alone. I am here, and I will stay with you
through this.”

e “Having these thoughts does not mean you are bad or
weak. It is a symptom of the illness.”

“We will get through this together.”
(Back of Card)
PHRASES TO NEVER SAY:

e “You’re overreacting.” / “You’re just trying to get
attention.”
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e “Life isn’t that bad.” / “You have so much to be thankful
for.”

e “You would never do that.” (Challenging them)
e “How could you do this to us?” (Inducing guilt)

Tool 3: The Tunnel Vision Breaker Map (Opening a
Window to the Future)

Therapeutic Principle: Cognitive Flexibility. Suicidal
ideation traps the brain in a “tunnel” where only one path and
one exit (death) are visible. The goal is to break this cognitive
rigidity, helping the person to notice that there might be other
windows and doors on the walls of that tunnel.

(A “life map” to be prepared on the first page of a
notebook, with the family and professional support.)

THE “LIFE OUTSIDE THE TUNNEL” MAP

Principle: The pain may be all-encompassing right now,
but the pain is not everything.

PART 1: MOMENTS OF STRENGTH FROM THE
PAST

(Purpose: To provide concrete evidence that the
person is not entirely “a failure” or “incompetent.”)
“Can you write down three moments in your life when you
overcame a difficult situation or felt like ‘yourself’?”

1. Example: “The day I passed that difficult math exam in
high school.”

2. Example: “The moment I could finally play that whole

’

song on the guitar.’
3. Example: “That night I talked with my friend until
morning.”’
PART 2: SMALL LIGHTS IN THE PRESENT
(Purpose: To notice the small, neutral, or positive

moments that still exist, even in the gray fog of anhedonia and
hopelessness.)
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“Was there a moment this week, even for just a second, when
you felt something other than pain (e.g., curiosity, surprise,
peace, a pleasant taste)?”

>

o FExample: “The moment the sun hit my face.’
o Example: “The moment I heard the cat purring.”
o  FExample: “The warmth of the tea I was drinking.”

PART 3: THE SMALLEST CURIOSITY ABOUT THE
FUTURE

(Purpose: To plant the smallest seed that the future is not
entirely “empty” or “dark.”)

“You don’t have to make any big plans. Is there just one tiny
thing you are curious about, something whose outcome you
might want to see?”

o  Example: “I wonder what will happen in the next episode
of my show next week.”

o  Example: “I wonder what song my cousin will learn
with that guitar.”

o  FExample: “I wonder if that tomato plant on the balcony
will grow.”

Usage Note (For Professionals): The goal of this map
is not to find grand “reasons for living,” which may feel
impossible right now. The goal is to challenge the brain’s
cognitive rigidity—the thought that “everything was always
bad, is bad now, and will always be bad”—with concrete,
personal evidence. It is about opening a tiny window on the
wall of the tunnel.

Scene is Yours: On That Thin Sheet of Glass

In this section, I am handing you a telephone. On the
other end of the line is someone you love, and their voice is
whispering the words you fear most. Your mission is not to
recite protocols from memory like a therapist. Your mission, as
a human being, is to strike the most difficult balance between
panic, fear, and love.
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This is not a test; it is a life-saving simulation. Every word
you say will either cause the thin sheet of glass on the other end
of the line to crack or to strengthen.

Game Mechanics: The Connection & Safety Balance

Every move you make will affect two fundamental indicators
on the field:

e Connection Level (0-100): Represents how much the
person feels “heard,” “understood,” and “not alone.”
This is the essential fuel for hope.

e Acute Risk Level (100-0): Represents how close the
person is to the act of self-harm. The objective is to
bring this level as close to zero as possible.

Ultimate Goal: To keep the connection from breaking while
safely guiding the person toward professional help. Remember,
you cannot win this race alone.

SCENARIO: “EVERYTHING IS READY”

Situation: It is 9:00 PM. Deniz calls you. His voice is
strangely calm, almost devoid of emotion. “I just called to say
thank you,” he says. “For everything. I’'m not going to be a
burden to anyone anymore. Everything is ready.” When you
hear that last sentence, you feel the blood drain from your face.

ROUND 1: THE FIRST RESPONSE
Question: What do you say now? What is your first
sentence—the one that could save a life or end everything?
Your Dialogue Cards (Choose only one):
e Card A: The Panic & Logic Card:
o The Move: “Deniz, don’t be ridiculous! What do
you mean ‘everything is ready’? Don’t do anything
stupid! Think about your family, think about us!”

o Underlying Principle: Fear, shock, and an attempt
to use logic to prevent the situation.
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e Card B: The Non-Judgmental Curiosity Card:

o The Move: Trying to remain calm, you say, “Thank
you so much for talking to me right now. Would you
be willing to help me understand what you mean by
‘ready’?”

o Underlying Principle: Listening without panic,
attempting to understand the situation, and keeping
the line of connection open.

e Card C: The Solution-Focused Card:

o The Move: “Deniz, wait! These feelings will pass, |
know it. Let’s call your therapist right away; he can
help you. What’s his number?”

o Underlying Principle: Bypassing the pain and
immediately jumping to a solution.

Assessment: Which move instantly severs
the Connection and increases the Risk? Which move preserves
the Connection in those first fragile seconds?
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ROUND 2: THE SAFETY STEPS

Situation: You have managed to keep the conversation
going. Deniz tells you he has collected a lethal dose of pills
and that this is his plan. “I just wanted to talk,” he says. “But
I’ve made my decision.”

Question: What is your next strategic step to keep him

alive?

Your Action Strategies:

Strategy A: The “Promise Me” Strategy:

o

The Move: “Deniz, please promise me. Promise me
you won’t do anything tonight. We will talk about
this again first thing in the morning.”

Underlying Principle: Relying on the person’s
rationality and their bond with you.

Strategy B: The “You Are Not Alone, Il Am Coming”
Strategy:

(e]

The Move: “Deniz, | understand you’re in so much
pain, and I don’t want you to be alone with that pain.
Don’t hang up the phone. Stay on the line with me
until I get to you, or until I can send emergency
services to you. Someone needs to be with you. Can
you tell me where you are right now?”

Underlying Principle: The “never leave them
alone” rule and taking responsibility for activating
professional help.

Strategy C: The “Understanding the ‘Why’”
Strategy:

o

(e]

The Move: “I want to better understand what led you
to this decision. What was the final straw that made
you feel this way? Maybe if we talk about it, we can
find a solution.”

Underlying Principle: Attempting to persuade the
person by delving into the root of the problem.
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Assessment: Which strategy most effectively reduces
the Acute Risk? Which well-intentioned strategies might lead
to a loss of critical time and a fatal error?

End of Game: The Moment the Phone Doesn’t Hang Up

This simulation has no “winner.” This simulation does not
end when you hang up the phone. This simulation concludes
with an “interim assessment” when professional help (the
medical team, the police) arrives on the scene and it is confirmed
that Deniz is, for the moment, safe.

Simulation Debrief:

e “What did you feel during this simulation?”

e “Did your heart rate increase? Did you feel panic?”

e “How difficult was it to find the ‘right’ words?”
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The weight you felt is just a small reflection of the
helplessness a family member experiences in that moment.
Remember, you do not have to be perfect in that moment.
Simply “being there” and “calling for professional help” are
the most heroic things you can do.

What is the “elephant in the room” in your life that
everyone ignores but you notice?



CHAPTER 10

The Fading Remnants of the Past

For Kenan Bey, a retired professor of literature, everything
was words. His life was a tapestry woven from underlined
books, the clatter of his old typewriter, and the poems he
recited to his wife, Elif Hanim, on their balcony. For Elif
Hanim, life was the order of that library. She knew by heart
where every memory was shelved in the vast library of
Kenan Bey s mind.

The first wisp of smoke appeared when he asked about
his grandson’s birthday for the fifth time in three days.
Elif Hanim brushed it off with a smile. “Oh, Kenan,” she
said. “That’s just old age.” But a seed of anxiety had been
planted. This wasn't simple forgetfulness, it was as if the
pages where new information was written were instantly
turning to ash.

Then, the small, unsettling fires began. One morning, he
scorched the Turkish coffee pot he had used every day for
forty years, having placed it on the stove without water.
Another time, asking for a teaspoon, he paused, waving his
hand vaguely in the air. “Where is... that metallic stirring
thing?” he asked. The professor of literature, the master of
words, could not find the simplest of nouns.

The real alarm bells began to ring for Elif Hanim when
Kenan Bey stopped mid-dinner one evening and asked,
“Why do we have so many books in this house?” Those
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books were his life. He was failing to recognize his own
library, his own past.

Day by day, the man Elif Hanim knew was fading, replaced
by a gentle but lost stranger. One morning, Kenan Bey stared
at the bathroom mirror for a long time before turning to Elif
Hamm in fear. “Elif, there’s another man in the house!”
he declared. He did not recognize his own reflection. These
moments would give way to inexplicable bursts of anger.
He would spend hours searching for a book that had been
in the same spot for years, then weep like a child. The kind,
wise man was gone, replaced by someone anxious, irritable,
and unpredictable.

The breaking point came on a cold winter evening. Kenan
Bey was standing by the front door, wearing his overcoat.
“Where are you going, my love?” Elif Hanim asked gently.
He turned to her, his eyes holding a void she had never seen
before. “I'm going to my mothers house,” he said with
clarity. “She told me not to be late for dinner.”

A lump formed in Elif Hanim's throat. Kenan Bey s mother
had passed away twenty years ago. “But Kenan,” she
started to say. “Your mother..” She couldn't finish the
sentence. She saw the pure, childlike faith and anticipation
in her husband's face. She knew now that trying to pull him
back to “reality” would only plunge him into a deeper sea
of fear and confusion. This was not an enemy she could fight
with logic.

She took a deep breath. As she had done for decades, she
walked to her husbands side and straightened the collar
of his coat. She took a step into his world and whispered,
“Your mother just called. She said we’ll all go over to their
place tonight. Until she gets dinner ready, how about we
look at some old photos? We can tell her about our favorite

’

memories when we see her.’

Kenan Beys face lit up. “A wonderful idea,” he said,
reaching for her hand. That moment was an epiphany for



THE HOUSE OF THE MIND ‘183

Elif Hamim. Her task was not to save the collapsing library.
Her task was to hold the hand of the man who was still
holding hers amidst the smoke and ruins. Memories could
be erased, but the emotional residue of love remained, and
it was the only thing she had left to hold onto.

And Elif Hanmim finally understood that they hadn't been
grappling with the innocent forgetfulness of old age. This was
far more than memory loss; it was the slow unraveling of an
identity, a mind getting lost within itself. It was a relentless
storm that seeped into the deepest corners of the brain,
stealing memories one by one and sweeping a family into
the most painful form of helplessness. And the illness they
had been swept up in had a name: Major Neurocognitive
Disorder, or as it is known by its devastating common
name, Alzheimer’s Disease.

Theory & Diagnosis: The Fragile Anatomy of Memory

Kenan Bey’s story is a tragic portrait of how Major
Neurocognitive Disorder (Dementia) can silently invade
a home. This is not a matter of “weak will” or the “simple
forgetfulness of old age.” On the contrary, it is a serious illness
with neurodegenerative foundations that strips the brain of its
most fundamental abilities—to store memories, find words,
recognize faces, and reason. In this section, we will examine the
science behind those “fading remnants,” the fragile anatomy of
memory, and how a mind can become lost within itself.

What is Altered by Dementia? Memories and Identity

The Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition, Text Revision (DSM-5-TR), defines
Major Neurocognitive Disorder as a syndrome characterized
by a significant decline in cognitive domains such as
learning, memory, language, and executive function'. Major
Neurocognitive Disorder is an umbrella term that describes
a set of symptoms. Alzheimer’s Disease is the most common
and widely known cause under this umbrella. As a progressive

1 American PAs/}/chiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.
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and irreversible brain disorder, Alzheimer’s erodes not just
memory, but over time, all cognitive abilities that constitute
a person’s identity, including thought and reason. This is not
a part of the normal aging process but a devastating pathology
that occurs at a cellular level within the brain. The disease
often begins slowly and insidiously, as it did with Kenan Bey,
eventually leaving the person the family once knew behind a
fog of lost memories.

What Happens in the Brain? The “Silent Saboteurs”

At the core of Alzheimer’s lie two types of abnormal protein
deposits that sabotage communication between brain cells and
ultimately lead to cell death. These “silent saboteurs” begin to
accumulate in the brain years, even decades, before the first
symptoms appear:

1. Amyloid Plaques (Beta-amyloid): These fragments
of protein accumulate in the spaces between nerve
cells (neurons), forming sticky plaques. Much like
static on a communication line, these plaques disrupt
intercellular signaling and are thought to trigger a
chronic inflammatory response that is toxic to neurons.

2. Neurofibrillary Tangles (Tau Protein): The Tau protein
is normally part of the internal transport system that
carries nutrients within nerve cells. In Alzheimer’s,
Tau proteins change shape and aggregate into “tangles”
inside the cells. Like a train track that has collapsed,
this disrupts the transport system, preventing the cell
from receiving essential nutrients and leading to its slow
death?.

This  destructive  process  typically  begins in
the hippocampus, the brain’s primary center for memory. This
is why the first and most prominent symptom of the disease is
the inability to form and retain new memories, such as Kenan
Bey repeatedly asking about his grandson’s birthday. As the

2 JacklJr, C.R., Bennett, D. A., Blennow, K., Carrillo, M. C., Dunn, B., Haeberlein,
S.B., &Sllverberg,N (2018) NIA-AA research framework: toward ablologlcal
definition of Alzheimer’s disease. Alzheimer’s & dementia, 14(4), 535-562.
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disease progresses, this pathology spreads to other areas of the
brain, including the firontal lobe, responsible for planning and
personality, and the temporal lobe, responsible for language
functions'*. This spread scientifically explains the personality
changes, word-finding difficulties, and inability to recognize
his own past that Kenan Bey experienced.

The Diagnostic Map: DSM-5-TR Criteria (Kenan Bey’s
Fading World)

When mapping this mental decline, a clinician uses
the criteria outlined in the DSM-5-TR as a compass. This
compass helps to establish that the condition is not merely
“senile forgetfulness” but an objective deterioration in specific
cognitive domains. To diagnose Major Neurocognitive
Disorder, there must be evidence of a significant decline from
a previous level of performance in one or more of the following
cognitive domains. Crucially, these cognitive deficits must
interfere with independence in everyday activities (e.g., at a
minimum, requiring assistance with complex instrumental
activities such as paying bills or managing medications)’.

The two core conditions for a diagnosis of Major
Neurocognitive Disorder are:

A. Evidence of significant cognitive decline from a previous
level of performance in one or more cognitive domains. This
evidence is based on:

1. Concern from the individual, a knowledgeable informant
(like Elif Hanim), or the clinician that there has been a
significant decline in cognitive function.

2. A substantial impairment in cognitive performance,
preferably documented by standardized
neuropsychological testing or, in its absence, another
quantified clinical assessment.

3 American PAs/}rchiatric Association. (2023). Understanding mental disorders: Your
guide to DSM-5-TR®. American Psychiatric Pub.
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B. The cognitive deficits interfere with independence in
everyday activities.

Following this general framework, the DSM-5-TR defines
six primary cognitive domains where decline occurs. Kenan
Bey’s story tragically illustrates how each of these domains
slowly erodes:

1. Complex Attention: The ability to sustain attention,
divide attention between multiple stimuli, or process
information in one’s mind.

o

Clinical Reflection: Instances where Kenan Bey loses
track of a conversation, is unable to follow simple
instructions, or mixes up the steps while cooking a
meal demonstrate impairment in this domain.

2. Executive Function: The brain’s highest-level abilities,
including planning, decision-making, organizing,
abstract thinking, and impulse control.

o

Clinical Reflection: Making coffee without water is a
concrete example of impairment in this function; the
ability to plan and sequence is disrupted. Reacting
with anger to his own reflection, which he perceives
as a threat, points to a decline in impulse control and
reasoning.

3. Learning and Memory: The ability to encode, store, and
retrieve new information. This is typically the first and
most prominently affected domain in Alzheimer’s.

o

Clinical Reflection: Repeatedly asking about his
grandson’s birthday shows an inability to record
new memories (anterograde amnesia). His failure
to recognize his own books and past is a painful
testament to the fact that old memories are also
beginning to be erased (retrograde amnesia).

4. Language: The ability to comprehend, express, name,
and repeat words.
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o Clinical Reflection: Despite being a professor of
literature, his inability to find the name for a simple
object like a teaspoon (anomia) is a poignant sign of
the decline in his language abilities.

5. Perceptual-Motor Function: The ability to understand
and interpret visual information and interact with the
physical environment.

o Clinical Reflection: Perceiving his own reflection
as a “strange man” in the house is a classic example
of agnosia, an inability to correctly interpret visual
information.

6. Social Cognition: The ability to understand the emotions
and intentions of others, read social cues, and behave in
socially appropriate ways.

o Clinical Reflection: The sudden outbursts of anger
and the erosion of his previously kind and wise
demeanor reveal that social cognition is also affected
by the disease.

This systematic map clearly shows that the chaos
experienced by Elif Hanim and her family is not just a series
of random events, but rather the painful, predictable, and
definable progression of a disease affecting different regions
of the brain.

The Clinical Labyrinth: Differential Diagnosis and
Reversible Causes

The path to a diagnosis of Major Neurocognitive Disorder
is not a straight highway but a labyrinth filled with traps,
wrong turns, and hidden passages. A single misstep in this
maze can lead to labeling a reversible condition as a “hopeless
case” or condemn a family to years of uncertainty. Therefore,
the primary duty of a clinician is to carefully explore every
corridor of this labyrinth.
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The First and Most Critical Junction of the Labyrinth:
The “Mimics” of Dementia

The most perilous aspect of dementia is its ability to mimic
the symptoms of many treatable conditions. These conditions
are like the hidden doors to an exit within the labyrinth, and
finding them is of vital importance.

o Depression (Pseudodementia): This is the most
confusing and frequently encountered corridor in the
labyrinth. Severe depression, especially in older adults,
can lead to a condition known as “pseudodementia,”
causing a significant slowdown in cognitive functions.
The hopelessness and loss of energy felt by the individual
manifest as difficulty concentrating, memory problems,
and social withdrawal. Depression is like a dense fog
that descends upon the mind, slowing everything down;
Alzheimer’s, in contrast, is the irreversible erasure of
the pages on which memories are written. A fog can lift
with the right treatment, but erased pages do not return.
Making this distinction can change an individual’s
destiny*.

o Delirium: This is an acute state of confusion resulting
from infections, medication side effects, or metabolic
imbalances. Unlike the insidious onset of dementia,
delirium typically begins abruptly over hours or days
and follows a fluctuating course. A situation where
Kenan Bey is relatively lucid one day and completely
confused the next should raise suspicion for delirium.
Delirium is a medical emergency, and the condition
usually resolves once the underlying cause is treated.
As individuals with dementia are at a higher risk for
delirium, this possibility must always be investigated
during sudden deteriorations’.

4 Hopper, T., Hickey, E. M., & Bourgeois, M. S. (2017). Clinical and

pat Rphysmloglcal proﬁles of various dementia etiologies. In Dementia (pp. 11-
utledge

5 1lson J. E., Mart, M. F,, Cunningham, C., Shehabi, Y., Girard, T. D., MacLullich,

90 M, ... & Ely E W. (2020) Delirium. Nature Reviews Disease Prlmers 6(1)
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Other Medical Conditions: Conditions such as
Vitamin B12 deficiency, thyroid disorders (especially
hypothyroidism), or normal pressure hydrocephalus
are also causes of cognitive impairment, a significant
portion of which are reversible. These conditions can
be detected with simple blood tests and brain imaging.
Therefore, the systematic exclusion of these potential
causes before confirming a diagnosis of irreversible
dementia is the gold standard in clinical practice.

The Hidden Chambers of the Labyrinth: Co-occurring
Conditions

Dementia rarely arrives alone. It often brings other
“companions” that further complicate the journey of care.

Depression and Apathy: The co-occurrence of dementia
and depression is extremely common. An individual
who is aware of their cognitive losses may experience
intense sadness and hopelessness in response. However,
even more common is apathy—a loss of motivation,
interest, and emotional responsivity. While families
often interpret this as “laziness” or “depression,” apathy
is a direct consequence of the damage dementia inflicts
on the brain’s frontal circuits and is a core symptom of
the disease®.

Psychosis and Agitation: As the disease progresses,
delusions (false beliefs), such as Kenan Bey believing
his reflection is a stranger, or hallucinations (seeing or
hearing things that are not there) may emerge. These
psychotic symptoms, and the agitation (physical or
verbal restlessness) that often accompanies them, are
among the most distressing and challenging situations
for families. These symptoms are often an expression
of an unmet need (such as pain, fear, or boredom) and
require professional support, with non-pharmacological

6  van Dalen, J. W., van Wanroog, L. L., van Charante, E. P. M., Brayne, C., van
1

Gool, W. A., & Richard, E. (2

8). Association of apathy with risk of incident

(]igrznlentia: a systematic review and meta-analysis. JAMA psychiatry, 75(10), 1012-
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interventions typically being the first line of approach’.

Finding the right path through this labyrinth—by
meticulously ruling out every possibility—is the first and
most responsible step toward rescuing a family from years of
uncertainty and planning the most accurate and humane course
of care.

The Compass for Treatment: Slowing the Decline and
Rebuilding the Bond

A diagnosis of Alzheimer’s Disease often feels synonymous
with hopelessness for a family. However, the modern approach
to treatment is not one of passive waiting but of active
intervention. While there is currently no cure, the compass
for treatment no longer points in a single direction. Instead, it
offers a multi-faceted strategy aimed at slowing the disease’s
progression, managing symptoms, and, most importantly,
preserving the quality of life for both the individual and their
family by rebuilding the fragile bond between them.

1. Pharmacotherapy: Taming the Storm

Medications do not stop the underlying pathology of
dementia, but they play a critical role in managing symptoms
and modestly slowing the progression of the disease by
regulating chemical imbalances in the brain.

o Symptomatic Treatments: For years, cholinesterase
inhibitors (e.g., Donepezil, Rivastigmine) and an
NMDA receptor antagonist (Memantine) have been
the cornerstones of treatment. These medications work
by regulating neurotransmitter levels in the brain,
temporarily supporting cognitive functions such as
memory, attention, and reasoning, especially in the early
to moderate stages of the disease.

o Disease-Modifying  Therapies: A  revolutionary
development in Alzheimer’s treatment has occurred in
recentyears. Anew class of drugs, known as “anti-amyloid

7 Kales, H. C., Gitlin, L. N., & Lyketsos, C. G. (2015). Assessment and management
of behavioral and psychologlcal symptoms of dementia. Bmj, 350
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antibody” therapies like Lecanemab and Donanemab,
have received approval from regulatory bodies such as
the FDA. While these drugs do not “cure” the disease,
they are the first proven treatments to significantly
slow the progression of cognitive decline in patients
with early-stage Alzheimer’s by targeting and clearing
amyloid plaques from the brain. Although this opens a
new door for hope, the use of these therapies requires
careful patient selection due to potential side effects and
necessitates close medical monitoring®.

2. Non-Pharmacological Interventions: Keeping the
Library Alive

Medication is only one part of the equation. Evidence-based
non-pharmacological interventions are at least as effective, and
sometimes more so, than drugs in managing the behavioral and
psychological symptoms of dementia (e.g., agitation, apathy,
depression). The goal is not to focus on lost abilities but to
honor and strengthen those that remain.

Cognitive Stimulation Therapy (CST): This therapy,
which involves engaging in enjoyable group activities
targeting skills like memory, language, and problem-
solving, has strong evidence supporting its effectiveness
in improving cognitive function and quality of life.
Recent meta-analyses strongly advocate for CST to be
a standard part of care for individuals with dementia’®.

Music and Art Therapy: Music often reaches parts of the
brain that are among the last to be affected by the disease
and possesses a unique power to trigger autobiographical
memory. A song from a person’s youth can evoke the
deepest memories and emotions. Current research
shows that personalized music listening is an effective

8  Cummings, J., Apostolova, L., Rabinovici, G. D., Atri, A., Aisen, P., Greenber/’g,
S., ... & Salloway, S. (2023). Lecanemab: appropriate use recommendations. 7/e
Jjournal of prevention oéAlzheimer 5 disease, 10(3), 362-377.

9  Wong, Y. L., Cheng,

S., ... & Chan, W. Cg
systematic review and meta-ana
55-66.

. P. W., Wong, C. S. M., Wong, S. N., Wong, H. L., Tse,
. (2021). Co%mtlve stimulation for persons with dementia: A
ysis. East Asian Archives of Psychiatry, 31(3),
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non-pharmacological strategy for reducing behavioral
symptoms, particularly agitation and anxiety°.

e Physical Exercise and Nutrition: There is a substantial
body of evidence indicating that regular physical activity
supports brain health, enhances brain plasticity, and may
slow the progression of dementia. Aerobic exercise,
in particular, is emphasized for its protective role in
cognitive function. Similarly, evidence is growing
that nutritional models rich in anti-inflammatory and
antioxidant compounds, such as the Mediterranean diet,
may reduce the risk of cognitive decline''.

This holistic approach demonstrates that treatment is
not merely about clearing plaques from the brain but also
about nourishing the person’s spirit, preserving their social
connections, and adding meaning to their remaining life. The
compass for treatment guides us to mourn the lost memories
while rediscovering the value of the present moment.

The Art of Managing the Storm at Home: Dancing with
Lost Memories

Caring for a person with dementia is the art of negotiating
with a constantly shifting reality and learning a new dance
that begins anew each day. The goal of this dance is not to
force your partner into the old steps they once knew, but to
adapt with love to their new and unpredictable movements.
This section offers families a guide for this challenging dance,
presenting three fundamental, evidence-based, and practical
steps: The Art of Communication, The Art of Creating a Safe
Environment, and The Art of Creating a Meaningful Day.

10 Baird, A., & Thompson, W. F. (2018). The impact of music on the self in
dementia. Journal of Alzheimers Disease, 61 (32{,8 7-841.

11 Zheng, G., Ye, B., Zheng, Y., Xiong, Z., Xia, R., Qiu, P,, ... & Chen, L. (2019).
The effects of exercise on the structure of cognitive related brain regions:
a meta-analysis of functional neuroimaging data. International Journal of
Neuroscience, 129(4), 406-415.
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STEP 1: THE ART OF COMMUNICATION - Speaking
to the Heart, Not the Logic

As dementia progresses, the power of words and logic
diminishes, while the power of emotions and body language
grows. Effective communication requires adapting to this new
language.

e Method 1: Validation - Conveying “I Am in Your

World”

o What Not to Do: Do not try to correct a factual error
by saying things like, “No, your mother passed away
20 years ago.” This only creates agitation and shame.

o What to Do: 1dentify and affirm the emotion behind
the statement or behavior. When Kenan Bey says,
“I’m going to my mother’s,” the underlying emotion
is a need for security or love. Your response could be:
“You must miss your mother. She was a wonderful
woman, wasn’t she?” This honors the person’s
feelings and turns a potential conflict into a moment
of connection'.

e Method 2: Redirection and Distraction - “Let’s Try
This Instead”

o What Not to Do: Do not resist a challenging behavior
(e.g., repeatedly wanting to go outside) or impose a
prohibition like, “No, you can’t go out.”

o What to Do: Gently redirect their attention. Offers
such as, “Before we go out, shall we listen to your
favorite song together?” or “That’s a great idea,
but first, how about we have one of these delicious
cookies?” can help the person move on from a fixed
idea.

e Method 3: Simple and Calm Communication

o What to Do: Make eye contact, smile, and use a calm
tone of voice. Avoid complex questions or those with

12 Feil,N.(1993). The Validation breakthrough: Simﬁle techniques for communicating
with people with” Alzheimer 5-type dementia.”. Health Professions Press.



194‘ ASST. PROF. DR. YASEMIN OZEL

multiple choices (“What would you like for dinner?”).
Instead, ask simple, single-option questions (“Would
you like an apple?”’). Allow them time to respond.

STEP 2: THE ART OF CREATING A SAFE
ENVIRONMENT - Turning the Home into a Sanctuary

For a brain with dementia, the world can become a confusing
and threatening place. Transforming the home into a physical
and emotional sanctuary is the most effective way to reduce
anxiety.

e Method 1: Ensuring Physical Safety

o Reduce Fall Risks: Remove rugs and loose cords that
could cause tripping. Install grab bars in the bathroom
and toilet. Provide dim lighting in hallways at night.

o Eliminate Dangers: Store cleaning supplies, sharp
objects, and potentially dangerous medications in
locked cabinets.

o Simplify Navigation: Place large, clear pictures or
labels on important doors, such as the toilet and
bathroom.

e Method 2: Reducing Sensory Overload

o Minimize Noise: A loud television, radio, or multiple
people speaking at once can be overstimulating for a
brain with dementia. Try to create a calm and quiet
environment.

o Reduce Visual Clutter: Instead of busy patterns on
carpets or wallpaper, opt for plain, solid-colored
surfaces. Reducing clutter in the environment helps
the person feel calmer.

STEP 3: THE ART OF CREATING A MEANINGFUL
DAY - Building Routines and Joyful Moments

The goal is not to “fill” the day but to create a calm,
predictable flow that gives the person a sense of purpose and
accomplishment. Routines are the most powerful anchor for a
brain with dementia.
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e Method 1: Establishing a Predictable Daily Flow

o What to Do: Try to keep basic activities like meals,
bathing, sleep, and activities at roughly the same
time each day. This provides a sense of security and
predictability about the day’s events.

e Method 2: Planning “Failure-Free” Activities

o What to Do: Plan simple activities based on the
person’s past interests and remaining abilities. The
goal is not to do the activity “correctly,” but simply
to participate in the process.

o Examples: Folding laundry together, helping with
a simple meal preparation (e.g., stirring a salad),
listening to an old song, watering flowers in the
garden, or looking through a photo album. These
activities help the person feel useful and valued.

e Method 3: Care for the Caregiver (The Most Critical
Step)

o What to Do: Remember that you are not alone on this
difficult journey. You must create time for “respite
care” to protect your own physical and mental health.
Ask for help from family members, friends, or support
services offered by local Alzheimer’s associations.
Remember the “oxygen mask rule” applies here too:
you must take care of yourself first so that you can
take care of your loved one®.

THE PROFESSIONAL’S TOOLKIT

In the midst of the dementia storm, it is impossible to recall
long paragraphs and complex theories. This toolkit provides
simple, visual, and evidence-based tools that can take a family
member’s hand in those difficult moments and offer them a
concrete direction. Cut out these cards, duplicate them, and
place them on the refrigerator. They are small beacons of light
to illuminate your path in the darkest moments.

13 Livingston, G., Huntley, J., Sommerlad, A., Ames, D., Ballard, C., Banerjee, S, ...
& Mukadam, N. (2020). Dementia prevention, intervention, and care: 2020 report
of the Lancet Commission. The lancet, 396(10248), 413-446.
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Tool 1: The Communication Compass Card
(Validation Technique)

(Should be designed to be credit-card-sized, easy to
carry in a wallet or pocket.)

Purpose: To have “magic phrases” on hand to remind you to
connect rather than confront during a challenging conversation.

(Front of Card)

THE LOST MEMORIES DANCE CARD

Rule 1: Don’t Correct. Validate the Feeling.

Their Reality is the Reality of the moment. Do not argue.
e DON’T SAY: “No, you’re wrong.” / “That’s not true.”
e DO SAY: “I understand this must feel very real to you.”
(Back of Card)

Rule 2: Speak to the Heart, Not the Logic.

e DON’T ASK: “Why do you think that?”

e DO SAY: “That must make you feel scared/sad/excited.”
Rule 3: Redirect.

e “Let’s have a cup of tea first, and we can talk about it
again later.”

Tool 2: The Meaningful Day Map (Weekly Activity
Planner)

(Should be designed in a simple A4 format to be placed
on the refrigerator.)

Purpose: To transform the day from an empty space into
a structured, predictable, calm, and enjoyable experience for
both the person with dementia and the caregiver.
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OUR WEEKLY JOY & ROUTINE MAP

Principle: Participation, not perfection, is the goal. The
aim is to find joy.

Da Morning (A Calm  Afternoon (A Evening (A Peaceful
Y Start) Gentle Activity) End)
Drinking coffee Listening to a . .
Monday by the window, playlist of songs Watching an episode of a

watching the birds.  from their youth. simple, familiar TV show.

Folding laundry Watering the plants

Tuesday together (just the in the garden/on Giving a hand massage

(with lavender lotion).

folding). the balcony.

Looking through Kneading simple

old photo .. Drinking a calming herbal
Wednesday . dough or mixing a

albums (without salad tea.

commentary). ’

Usage Note (For Professionals): Fill out this map with the
family, tailoring it to the individual’s past interests and current
abilities. Tell them, “This is not a to-do list; it’s a menu of joy.
You don’t have to choose something every day, but having it
available gives you a roadmap.”

Tool 3: The “Emergency” Calming Box

(Can be prepared in a simple container like a shoebox.)

Purpose: To have a collection of personalized items on
hand to distract and soothe the person’s senses during moments
of agitation or restlessness.

OUR “AGITATION” BOX

Principle: Engage the Five Senses.

e TOUCH: Pieces of fabric with different textures (silk,
wool, velvet), a soft stuffed animal, a stress ball.

e SMELL: A handkerchief sprayed with a favorite
perfume or cologne, a sachet of lavender, a cinnamon
stick.

e SIGHT: Family photographs, old postcards, brightly
colored objects.
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e HEARING: A simple, battery-operated music player
with headphones, loaded with a few of their favorite
songs.

e TASTE: (If safe to do so) A few favorite hard candies or
cookies that are easy to eat.

Usage Note (For Professionals): Advise the family to think
of this box as a form of “medicine.” Explain that in a moment
of restlessness, opening the box and offering an object can be
the most effective calming strategy, as it distracts and soothes
the individual.

SCENE IS YOURS: The Final Sentence

We have taken a long journey through the pages of this book.
We have navigated the mind’s darkest labyrinths, witnessed its
most violent storms, and touched its most fragile moments.
Now, in this final scene, the spotlight is on you.

This is not a game or a test. It is an invitation to distill
everything we have learned into a single moment: a moment
of hope.

Dementia is an illness that erases memory. But there is
something you must never forget: A person is more than just
their memories. A person is also what they feel, their touch,
their smile, and the rhythm of their heart. Even if the books in
the library have burned, the owner of the library is still there.

Your Mission: To Write a New Sentence

Now, take a pen in your hand. Read the scenario below and,
in the space provided, write the single sentence that comes
from your own heart, armed with the wisdom, compassion, and
techniques you have learned from this book.

THE SCENARIO

It is a good day for your husband, Kenan Bey. You are
sitting together on the balcony. The sun is warming your faces,
and for a moment, everything feels normal. Kenan Bey turns
to you, a rare, old sparkle in his eyes, and he smiles and asks:
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“We... we’ve had a good life, haven’t we?”

This is not a question he asks because he remembers the
past. It is an affirmation of the love and security he feels in the
present moment. It is a hand reaching out to you.

How would you answer him? What would your final
sentence be?

[

2
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Not the End of the Game, but the Journey Itself

There is no single right answer to what you wrote in that
space. Perhaps you remembered the techniques and wrote, “Yes,
and being here with you right now is the most beautiful part of
it.” Perhaps you just listened to your heart and whispered, “It
has been the most beautiful life imaginable.”

This is the final legacy this book wishes to leave you: caring
for a loved one in a home filled with mental illness does not
require grand acts of heroism or perfect techniques.

Sometimes, it is enough to simply stay in the moment, to
hold a hand that reaches out, and to touch a heart with a single,
true sentence.

That sentence is hope itself.
And that sentence is yours.

Which traces of your past would you erase, and which
would you choose to carry with you?



