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[Mepiinyn

H O¢pancio Amodoyng kot Aéopevong (BAA) eivar puo epumelpikd amodedetyévn mopeppoon
v v dwxeipton tov Xpdviov ITovov (McCracken & Vowles, 2014). Ot av&ovopeveg
OTOLTOELS Y10 LELMOT] TOV KOGTOVG GTIG VAN PEGIEG VYEIOVOUIKTG TTEPiBaAynS, 6€ GLVIVAGHO
LLE EUTOAIOL TTOL APOPOLV TNV TPOSPAGIUITNTA GTY Bgpameio, ETONUAVOLY TNV OVAYKN
KOWVOTOU®V, OIKOVOLKAV Kot YNelokav tapeppdocmv. H yaunin tmpnon ot Bepaneia,
®0T1dG0, VOl Lo GNUAVTIKY] TPOKATOT) TOL GLYVA AVTILETMOTILOVY O YNOLOKESG
TapPEUPACELS, OL 0TTOlEG UTOPEL VAL ETNPEAGOLY TNV OMOTEAEGLATIKOTNTO TG Bepameiog Kot va
odnynoovv og VYNAA tocootd eykatdiewyng (Kelders et al., 2012). IToAd Aiyeg ynorokég
napePPacels aiveTar va tpo-oxedtdlovtal e EUeaon otny TpNnon g Oepansiog.
EmutAéov, otov Topéa Tov }poviov TOVo, vItapyeL EAAEWYM PpaEmV YyneloK®V
ToPEPPACEDV P EAAYIOTN ETAPT] e TOV AvOp®TOo. O KHPL0g GKOTOG QLTS TG LEAETNG TV
dmAog: 1) o oyedraopdg pog Ppayeiog Tapéufacnc, EMKEVIPOUEV GTNV THPNOT TG
Bepamneiog kot KaBodnyoduevn amd Ynelokd YopoKTnPo Yo, Vo LEAETHGOVLE TV
ATOTEAECUATIKOTNTO TNG OTY Olayeipion Tov ypdviov THVoL Kat 2) 1 SteEayyn Hog €16
BaBovg avaivong yio va aEloAOYGOLVLE TNV TAPTON, ELTAOKY] KOl IKOVOTOINGN TOL PO
ot Bepameio GAAG KOl T GLGYETION TOV TTO TAVE TOPAYOVIOV e KOWVMVIKO-O1LOYPUPUKH
YOPOKTNPIOTIKA Kol To amoteréopata TG Oepaneiog. EENvTa 1€00epig cupupetéyovteg
Katavepmnkayv toyaio og opdoa mopéupaong (ALGEApp) 1 o€ opdda evepyov eAéyyov
(teyvicég yordpwong). Ot dvo mapepfaoeic cuvéfarav onpavtikd ot PeAtioon tov
BpayvmpoBecwV AmTOTEAECUAT®V, GE TPOTAPYIKOVG deikTeG TopEUPaong (OTmg Kabnuepivn
napepPatikdTa TOVOL Kot moldtnta (mng), o€ devutepevovTeg deiktec mapépufaong (Yo
TAPAdEY L O10E0MNC) Kot G SAOIKAGTIKOVS OEIKTES OTMG TNG OTOd0YNG KoL TNG
Yuyoroytkng eved&iag. Qotoco, n opdda tapépupaocng ALGEApp, katédeile ypovika

KaAOTEPEG PEATIOOEIS 0md TNV OpLdda EAEYYOV GTOV dgikTn amodoyNs. Ikavomomtikd
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TOGOOTA TNPNONG Kot OAOKANpwong TS Bepameiag Ppédnkav vép g opddog TapéuPacng
ALGEApp, og cuykpion pe ) BpAoypoaeio Tov yneak®v SoKUdv. ZUYKPLoT HETAED TOV
YPNOTAOV TOV OAOKANPMGOV KOl QVTMV TOV 0EV OAOKANP®Sav TN Bepameia £d€1Ee TwS ot
ypNoTeG 6mov Plwvay TePIocOTEPT KaONUEPIVY] TAPEUPATIKOTNTA TOVOL KATA TNV EVapEN TG
Bepamneiog, NTav wo mhavo vo aroywpoovy vopic arnd t peAétn. Ot ypnoteg Tov
CUUHOPPOONKAY peTa&d HETPLOL Kot VYNAOD Babuov, NTav TeplocdTEPO THAVO Vo LELWOEL 1)
napepPorn Tov Tévov. Oco aPopd Tig SLUSIKTVAKEG LETPHOELS, 1| VYNAN amOd00T GE
GUVTOLES EPMTNOELG LE OVOTPOPOOHTNON PAVNKE VO TPOPAETEL VYNAOTEPES Pablodoyieg
oV amodoy TOvoL e To TéAog TG Oepaneiag. H Bpayeia, dtadiktvokn mapépufacn GOAA
Qoaivetal va £ytve amodekTn amd Tovg ¥POVIoVg TacyovTeg e movo. EAmilovpe va
EVIGYVCOVE T YVAOOT 6T SLVOUIKT TOV BPayEmV Kol KOVOTOU®MV S10OTKTUOKMV
TaPEUPAGEDV 01 OTOlEG £V EMIKEVTPOUEVES GTNV THPNON Bepaneiag, Le oTOYO TNV
TPOCEYYLON KOL TNV EVEPYT GLUUETOYN TOV XPNOTAOV TOL AVTILETOTILOVY SLGKOAIEG
npocPaong ot Bepamneio, TPOSPEPOVTAS TOLTOHYPOVA £V GHVOAD deE10THTMVY OV Bl TOVG

BonBnocovv va S1oyeploTovY TOV TOVO TOVG HEGA OO EVa TPOYPOLLLLL aVTO-Bor0etag



Abstract

Acceptance and Commitment Therapy is an empirically supported intervention for the
management of Chronic Pain (CP; McCracken & Vowles, 2014). Increasing demands for
cost reduction in healthcare services in addition to obstacles regarding physical access to
treatment, highlight the need for innovative, cost-reducing, digital self-management
interventions. Low adherence, nonetheless, is a significant challenge often faced in digital
interventions, which may impact treatment effectiveness and result in high dropout rates
(Kelders et al., 2012). Very few digital interventions appear to be planned for adherence a-
priori, when designing an intervention. In addition, there is a lack of brief digital
interventions with minimum human contact, in the field of CP. The main purpose of this
study was twofold: 1) to design an adherence focused, brief, Avatar-led intervention for CP
management and evaluate its effectiveness, and 2) conduct an in-depth analysis to assess
adherence, user engagement, satisfaction with treatment and their relation to socio-
demographic characteristics and treatment outcomes. Sixty-four participants were randomly
allocated to an intervention group (ALGEApp) or an active control group (relaxation
techniques). Both groups significantly contributed to improvements in the short-term on
primary treatment outcomes of pain daily interference, quality of life, secondary treatment
outcomes of mood and process outcomes of acceptance and psychological flexibility.
However, ALGEApp demonstrated improvements in acceptance to a greater extent than the
control. Satisfactory adherence and completion rates were found in favor of the ALGEApp
intervention group, compared to digital trials literature. A comparison between completers
and non-completers showed that users with high-pain interference at baseline were more
likely to drop out early from the study. Users who adhered moderately to highly to the
intervention were more likely to improve on pain interference. In terms of metrics,

performance in mini quizzes with feedback appeared to predict higher scores in pain
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acceptance at post-treatment. Overall, the brief Avatar-led ACT-based intervention appeared
to be well accepted by chronic pain sufferers. We hope to shed more light on the potential of
brief and innovative planned-for-adherence digital interventions, on reaching and engaging

users who may not have easy access to treatment, while providing a set of skills to help them

manage their pain through a home-based self-care approach.
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Chapter 1 — General Introduction

Definition and prevalence of Chronic non-malignant Pain

The International Association for Pain Management (IASP, 1994) describes pain as
an unpleasant sensory and emotional experience, which is associated with actual or potential
tissue damage. Pain has a survival value since it may serve as a warning often signaling the
person in pain to seek medical help regarding an injury or disease. Absence of pain may be
an indication that the person can resume activities. These protective functions concern acute
pain, which is a relatively short, time-limited experience that abates when an injury heals or a
disease is cured.

Chronic non-malignant or persistent pain, however, serves no adaptive purpose and its
chronicity may cause distress and suffering in people with chronic pain and their families.
Chronic non-malignant pain (CP) is described as a continuous or intermittent pain that lasts
longer than 3-6 months (IASP, 1994). CP may vary in terms of its intensity (mild, moderate
or severe), or its pathophysiology (nociceptive [damage to the nociceptors in tissues sending
pain signals], neuropathic [damage to the nerve itself] or mixed), or type/syndrome
(fibromyalgia, migraine, low back pain, etc.).

CP is considered as one of the most prominent causes of disability worldwide (Global
Burden of Disease Reviews; Vos et al., 2012). According to an international survey including
17 countries and 42,249 participants, the 12-month prevalence of CP was 37.3% in developed
countries and 41.1% in developing countries, with back pain and headache as the two most
common forms of CP (Tsang et al., 2008). In Europe alone, 19% of adults report that CP is
seriously affecting the quality of their physical, emotional and social aspects of their life

(Breivik, Collett, Ventafridda, Cohen & Gallacher, 2006).



The biopsychosocial impact of CP

CP is a demoralizing and debilitating condition that appears to cause a considerable
burden in people's quality of life with a serious impact on physical, emotional as well as
social dysfunctioning of the individual (Breivik et al., 2006; Kerns, Sellinger & Godin,
2011). Europes' largest survey on CP to date, sheds light to the aspects of daily life that CP
appears to affect: 1) employment (reduced ability or inability to work leading to
unemployment); 2) sleep disturbance; 3) decreased ability or inability for house chores; 4)
inability to form fulfilling sexual relations; and 5) inability of maintaining an independent
lifestyle (Breivik et al., 2006). Individuals with CP tend to perceive themselves as facing
greater daily functional impairments compared to other sufferers of other chronic conditions
such as cancer, diabetes, and heart failure (Aronoff & Feldman, 2000). In addition, large
numbers of individuals with CP inadequately manage their pain, which results in seeking and
using more healthcare services than individuals with acute pain (Freburger et al., 2009,
Breivik et al., 2006). As far as the emotional impact of CP is concerned, sufferers often report
low levels of self-esteem, feelings of helplessness and elevated rates of depression and
anxiety (Breivik et al., 2006). There is evidence to suggest that pain-related dysfunction is
perpetuated and even exacerbated through comorbid psychopathology (Holzberg, Robinson
& Geisser, 1996).

The association between CP and high rates of diagnosable psychopathology has
become increasingly noticeable (Dersh, Polatin, Robert, & Gatchel, 2002). Unrecognized and
untreated psychopathology in CP can interfere with successful rehabilitation of patients
(Gatchel, 1996), can lead to increased pain intensity and disability, thus serving to perpetuate
pain-related dysfunction (Holzberg, Robinson, & Geisser, 1996). The rate of comorbid
psychiatric disorders in CP is higher than in the general population and includes: sleep

disorders (Smith, Perlis, Smith, Giles & Carmody, 2000), mood disorders (Polatin, Kinney,



Gatchel, Lillo & Mayer; 1993; Polatin, 1991; Kinney, Gatchel, Polatin, Fogarty & Mayer;
1993), anxiety disorders (Polatin et al., 1993; Fishbain, Goldberg, Meagher, Steele, &
Rosomoft,1986; Burton, Polatin & Gatchel 1997), substance use disorders (Katon, Egan &
Miller, 1985; Reich, Rosenblatt & Tupin, 1983; Polatin et al., 1993), somatoform disorders
(Polatin et al., 1993), as well as personality disorders (Weisberg, Gallagher & Gorin, 1996;
Burton et al., 1997; Reich et al., 1983). The affective components (i.e., depression and
anxiety) appear to have the highest co-occurrence rates with CP (Polatin et al., 1993).
Specifically, co-occurrence rates for depression and pain may range from 30% to 60% (Bair,
Robinson, Katon & Kroenke, 2003; Gallagher, Verma, 1999) and 35% for Anxiety and pain
(McWilliams, Coz & Enns, 2003). According to the IMMPACT (Initiative on Methods,
Measurement, and Pain Assessment in Clinical Trials; Turk et al., 2003) consensus group
recommendations, emotional functioning is of particular clinical importance when it comes to
CP and is considered one of the six recommended core CP outcome domains that need to be
evaluated within an intervention to examine statistically significant changes (Dworkin et al.,
2008).

Anxiety and depression have been associated with magnification of medical
symptoms (Burns, Johnson, Mahoney, Devine & Pawl, 1998) whereas emotional distress has
been found to exacerbate physical symptoms through autonomic arousal, vigilance, and
misinterpretation (Sullivan & Katon, 1993) or somatic amplification (Proust, 1983). In
addition, anxiety has been found to decrease pain threshold and tolerance (Turk & Okifuji,
1996) while the presence of depression has been associated with decreased function and
poorer treatment response (Bair et al., 2003; Cherkin, Deyo, Street, & Barlow, 1996).
Therefore, comorbid psychopathology in chronic pain sufferers has been linked to increased
pain intensity, disability and consequently increased health care visits (Holzberg, Robinson &

Geisser, 1996).



The economic impact of CP

CP causes both a direct (through excessive utilization of the health-care system) and
an indirect (e.g., disability payments, lost productivity costs, etc.) high economic burden on
society (Breivik et al. 2006; Turk, Wilson & Cahana, 2011). According to Breivik and
colleagues as many as 60% of CP patients report inability to work outside the home,
significantly leading to loss of productivity due to work absenteeism, reduced hours as well
as reduced work effectiveness. In addition, indirect costs such as social compensations and
retirement pensions of CP sufferers exceed direct healthcare costs (Jensen, Sjogren, Ekholm,
Rasmussen, & Eriksen, 2004). The economic impact on healthcare is also evident by high
rates of frequent pain related doctor visits (Breivik et al., 2006). Estimates for the total cost of
chronic pain in US alone exceeds $210 billion annually, while in the UK back pain alone is
estimated to cost $26-49 billion each year (National Research Council, 2001; Maniadakis &
Gray, 2000). In Europe, socioeconomic costs of CP also amount into billions representing 3-
10% of gross domestic product (GDP) (Raftery et al., 2012; Christensen, Bilde &
Gustavsson, 2011). Considering the costs of lost productivity, benefit claims, absenteeism
and early retirement, it is of high importance that pain be managed effectively so as to

decrease its economic and other burden (Breivik, Eisenberg & O'Brien, 2013; Finnes, 2018).

Psychological approaches for the management of CP

Perhaps two of the most widely used psychological approaches for CP management
are: Cognitive Behavioral Therapy (CBT) and Acceptance and Commitment Therapy (ACT).
CBT for CP is an evidence-based intervention, with a substantial number of studies
suggesting its effectiveness in reducing pain intensity and catastrophizing, and improving
functioning and patient self-management (Aronoff & Feldman, 2000; Hoffman, Papas,
Chatkoff & Kerns, 2007; Kerns, Sellinger & Goodin, 2011; McCracken & Turk, 2002).

According to the chronic pain CBT theoretical model, cognitions (pain-related negative



thoughts and beliefs), emotions, and attempts (behaviors) to change the cognitions play an
integral part on pain intensity, coping (Jensen, Turner & Romano, 1991), and mood and pain-
related disability (Turk and Rudy, 1992; Williams and Keefe, 1991).

ACT is also an empirically supported treatment for general chronic pain conditions
(Society of Clinical Psychology, Division 12; APA, 2011). ACT is a ‘third wave’ behavioral
and cognitive therapy that focuses on improving functioning for CP sufferers by increasing
psychological flexibility (emphasis on the context in which thoughts and behaviors appear),
rather than changing the form of thoughts (Hayes, Strosahl, & Wilson, 1999; Hayes,
Pistorello & Levin, 2012). ACT proposes that there are essentially two sets of influences on
behavior: those arising from direct contact between the environment and behavior, and
experienced consequences; and those from verbal or cognitively-based sources, such as
instructions or rules (McCracken & Velleman, 2010). ACT propositions that human
suffering, including psychopathology and various health related problems, are a direct result
of inflexible and context incongruent patterns of behavior arising from verbal cognitively
based sources (Hayes, Strosahl, & Wilson 2011).

Despite the growing body of evidence that clinic-based interventions can be
effectively used to treat pain-related interference in daily life, many CP sufferers remain
untreated or inadequately treated. This is partly a result of access, mobility, and transportation
problems (Jerant & von Friederichs-Fitzwater & Moore, 2005); financial barriers; reluctance
to seek treatment; and paucity of clinicians trained in evidence-based multidisciplinary
treatments (Breivik et al., 2006; Shapiro, Cavanagh & Lomas, 2003; Jamison, Gintner,
Rogers, & Fairchild, 2002; Jensen, Nielson, Romano, Hill, & Turner, 2000). In an attempt to
overcome such barriers to treatment, an interest in home-based self-management support has
emerged (Jerant et al., 2005). Of particular interest are digital interventions (used here as an

umbrella term for e-health, m-health, internet based, text message, self-management



interventions etc.) aiming to improve health care for persons with chronic conditions in the
convenience of their own space and time (Bender, Radhakrishnan, Diorio, Englesakis, &
Jadad, 2011; Bennett & Glasgow, 2009; Long & Palermo, 2008; McGeary, McGeary,

Gatchel, 2012).

Brief Overview of the Present Studies

The purpose of this doctorate thesis is to investigate the effectiveness of a brief digital
ACT-based intervention compared to an active control group (relaxation techniques) on
chronic pain management. This is achieved through three studies, each explained more
thoroughly throughout each of the following chapters. Chapter Two describes the benefits as
well as the challenges often accompanied by digital interventions and proceeds to describe
the development of the ACT-based digital intervention (the ALGEApp) based on best
practices and recommendations. Chapter Three investigates the effectiveness of ALGEApp in
helping chronic pain sufferers improve their pain management compared to an active control
condition. Chapter Four explores user adherence and user satisfaction within the ALGEApp,
whereas Chapter Five provides a general discussion regarding the work carried out as part of

this dissertation.



Chapter 2: Digital interventions and Challenges - The Development of the ALGEApp

The Challenge of Digital Interventions: Low Adherence

Adherence is an important topic in the rapidly expanding area of Internet-based
interventions since it is related to positive treatment outcomes (Donkin et al., 2011). Yet, low
adherence is a significant challenge often faced in digital interventions (Trompetter et al.,
2015, De Nooijer et al., 2005; Leslie, Marshall, Owen & Bauman, 2005; Glasgow, 2007).
Within the medication literature, adherence is the extent to which a person’s behaviour - for
example taking medication, completing activities and/or carrying out lifestyle changes -
corresponds with agreed recommendations from a health care provider (Sabate, 2003).
Simply put, adherence is the degree to which digital intervention users appear to engage with
the content of an intervention. Consequently, users who fail to engage with the intervention
are less likely to adhere to the content and are more likely to dropout.

There is accumulating evidence to support that almost twice as many users dropout
from internet-based interventions compared to the traditional face-to-face interventions
suggesting that users possibly feel less engaged in these interventions (Macea, Gajos, Calil,
& Fregni, 2010). Perhaps the most widely studied aspect related to disengagement and hence
non-adherence or dropout are user-characteristics such as limited computer knowledge
(Carlbring et al., 2001; Kenwright, Marks, Gega, & Mataix-Cols, 2004; Lange et al., 2003),
longer duration of pain (Buhrman et al., 2004), less severe disease at baseline (Devineni &
Blanchard, 2005; Strom, Pettersson, & Andersson, 2000), younger age (Lorig, Ritter,
Laurent, & Plant, 2008; Strom, Pettersson, & Andersson, 2000), higher levels of health
distress and activity limitations (Lorig, Ritter, Laurent, & Plant, 2006), and male gender
(Lorig, Laurent, Deyo, Marnell, Minor, & Ritter, 2002). Although it can be useful to identify

users who might be at risk of feeling disengaged, we know very little in terms of effectively



addressing low adherence in digital interventions. Developing digital interventions focusing
on improved adherence via improved user engagement may enable better, increased
effectiveness and utility.

We have recently, conducted a review examining research informed best practices
and recommendations for improved user engagement focused on chronic illness sufferers
(Karekla et al., 2019). This is a four-dimensional set of 10 recommendations consisting of: 1)
A-priori theoretical planning, 2) Human-computer interaction factors, 3) Tailoring and
targeting to user groups, 4) Active Assessment of usage. Each dimension consists of a
research-based rationale and practical recommendations for improving user engagement in
digital interventions (see figure in Appendix 7). The purpose of this study is to draw upon the
four-dimensional evidence based best practices and recommendations to describe the
implementation of these within the ALGEApp: an ACT-based digital intervention for chronic
pain management. Interested readers can refer to the paper for a full description of the

theoretical components (Karekla et al., 2019)

Study Rationale

The idea of the development of a digital ACT-based intervention originated from oral
feedback provided by participants of the ALGEA study group-based ACT intervention for
chronic pain management (Karekla & Vasiliou, 2013). Participants in this study provided
recommendations for the future and reported that they could potentially benefit from a digital
based intervention with a similar content which was experiential, included metaphors and
was culturally sensitive. Especially helpful, was to examine reasons that led individuals who
prematurely discontinued treatment. To assess these reasons, participants who dropped-out
were contacted via phone and interviewed regarding these reasons. The barriers reported to
continuing with the face-to-face intervention included mobility difficulties, health issues and

poor group therapy adjustment (See Table 1). The above barriers pointed to the direction of



potentially benefitting from a digital intervention with an adaptation to the content based on
the participants' recommendations.

Table 1.

Reported reasons for drop-out from face-to-face intervention

Themed Categories Reasons for dropouts

"What was the reason for leaving the study?"

Pain was too severe to sit through modules
Lived in remote & isolated areas
Transportation difficulties

Mobility Difficulties Difficulties completing the questionnaires

Health Issues Developed halfway through the study: Cancer/Stroke
High intensity of headaches and migraines
Other health related issues
Poor Group Therapy Not fitting in well with the group
Adjustment Preference for individual therapy

Need for a lower pace

Intervention Content

We adopted the content of the face-to-face intervention, which users orally reported
having found more useful, and condensed it into four 45-minute independent modules. The
theoretical model (psychological flexibility) components subsumed within the ACT
consisting of Acceptance, Contact with the Present Moment, Values, Committed Action, Self
as Context and Cognitive Defusion (Hayes, Strosahl & Wilson, 1999) were evenly distributed
across the four modules. In order to compensate for the absence of a physical therapist
delivering the theoretical components, a virtual human character (Avatar) was developed to
guide the user throughout the whole duration of the intervention using prerecorded narratives.
Experiential and audiovisual psychoeducational material based on ACT, were designed and

culturally adopted. Cultural adaptation was achieved in a variety of ways such as with the



introduction of the Avatar as a working class family person, the use of familiar classic Greek
movie segments and the use of metaphors drawing upon ancient Greek myths (e.g., Hercules)
or familiar sceneries to the users (e.g., Santorini sunset). Several video clips ranging from
real-life recorded vignettes of chronic pain sufferers, role-plays between a therapist and a
chronic pain sufferer as well as YouTube animation clips (with an obtained license to use) in
order to illustrate ACT concepts and metaphors (Figure 1 illustrates screenshots of
audiovisual material used). We also utilized mindfulness exercises and developed multiple
choice questions in order to ensure user's understanding of illustrated concepts. In addition,
we developed a dynamic interplay of images with the narratives of the Avatar to make the
digital experience more interesting with the aim to engage the users. Furthermore, we created
a Bonus Materials section, which included various exercises and activities for completion
both within the actual session and as homework. Throughout the development of the content
and prior to the finalized version of the ALGEApp we conducted pilot-testing and used
chronic pain sufferers' feedback regarding user-friendliness, cultural adaptation and how
practical the software was. Overall, content development was heavily influenced and
designed to concur with evidence based best practices and recommendations focused on

adherence.

ALGEApp development based on the Four-Dimensional Adherence Framework

In order for the content to be persuasive and thus engaging to the user, it had to be
designed and delivered based on an adherence framework for digital interventions. For this
purpose, we utilized the Four-Dimensional Framework of adherence planning
recommendations in digital health interventions we previously proposed when developing the

ALGEApp (Karekla et al., 2019).
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Dimension I: A-priory theoretical planning

1. Utilizing a digital theory-driven approach

One of the main problems with available digital interventions is that the majority of
them are not rooted in any specific theoretical framework (Christensen, Griffiths & Fatter,
2009). Applying a theoretical design framework prior to designing the intervention may
cultivate and maintain user engagement as well as motivation to adhere to the intervention as
intended by the developers. In line with the significance of basing an intervention on solid
theoretical foundations, ALGEApp utilized theories of Gamification (Deterding, Dixon,
Khaled, & Nacke, 2011) and Persuasive Technology (Fogg, 2002) to drive the development
of the intervention. Basic tenets of these two theories included implementing game design
features (such as virtual rewards) and dialogue support facilitating features (such as frequent
text reminders and suggestions) throughout the development of this intervention (see below

for more details).

2. Utilizing theory driven evidence-based psychological intervention content

Theoretically driven and empirically supported psychological interventions such as
Cognitive Behavioral Therapy or Acceptance and Commitment Therapy (ACT) are examples
of approaches that can be used to develop digital intervention content. In the development of
ALGEApp, we chose to utilize the ACT theoretical and treatment approach, given that ACT
(Hayes, Strosahl & Wilson, 1999) is classified as an empirically supported treatment for

general chronic pain conditions (Society of Clinical Psychology, Division 12, APA, 2011).

3. Ethical considerations
According to recommendation number three, ethical issues of privacy, confidentiality
and emergency plan ought to be carefully outlined while planning a digital intervention. In

order to ensure participant safety, ALGEApp was developed in line with the International
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Society for Mental Health Online (ISMHO, 2000) and the European Group of Ethics (2012).
Thus, all users were provided with a digital informed consent prior to entering the
intervention, consisting of a detailed description of: 1) the study’s purpose and process, 2)
contact details of researchers, 3) potential participation benefits (e.g., convenience of time
and space, low cost, anonymity, etc.), 4) potential risks that may arise from the use of the
digital intervention (e.g., likelihood of technical difficulties, breach of confidentiality if the
digital means are used in public areas or by others), and 5) safeguards taken to ensure
confidentiality and privacy (e.g., use of encrypted platform of communication and data
collection). Users were provided with transparent instructions and information and the right
to withdraw from the study or have their data deleted at any point.

The mini-ADIS (Karekla & Panayiotou, 2010) was used to screen for the following
mental health problems (e.g., active suicidal ideation, psychosis, manic episodes, substance
abuse) or at-risk populations (e.g., drug users). Candidates who endorsed any of these
problems, were approached via telephone by a clinical psychology trainee researcher and
assessed further. Based on this assessment, a decision regarding inclusion or further referral
was made after a discussion between the researcher and supervisor in order to prevent any

ethical issues arising.

Dimension II: Human-Computer Interaction

4. Application of Theory-driven technological characteristics

Gamification and Persuasive Technology, share a number of technological
characteristics, which may facilitate engaging the user to the intervention or platform. One of
the primary goals during the ALGEApp development was to include all of the seven dialogue
support system features embedded in Persuasive Technology and frequently obtained in

Gamification theory as well under the behavioral principle of positive reinforcement. A short
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description of each of the seven dialogue support system features and an example of

implementation within the ALGEApp follow:

1) Praise: Rewarding an observed desired behavior by positive verbal reinforcement.
Presenting praise in the form of a single dialog box may be enough to engage, persuade and
empower the user in absence of any physical presence such as the therapist (Fogg, 1997). In
the ALGEApp, the Avatar systematically and successively congratulates the user upon
completing segments of each module (e.g., "Congratulations, by signing up to the
intervention, you have already completed a big step towards learning how to manage your
pain"), or completing tasks and homework.

2) Rewards: Similar to praise, positive reinforcement provides a sense of achievement to the
user. In the ALGEApp, to provide rewards, a bonus section with additional features such as
extra information regarding pain and pain tracking sheets was created. Upon module
completion, participants were granted access into respective aspects of the "Bonus Section”
as a reward for completing the module.

3) Reminders: The concept here is grounded in behavior theory and particularly shaping of
the desired behavior. The use of reminders, prompting the user to behave in the targeted
direction is an example of shaping. In ALGEApp, short pre-constructed reminders focusing
on adherence and engagement with the intervention (target behavior) were carefully
developed and forwarded to the users at specific time frames as outlined below. An example
of a completion-of-module reminder was: "Dear X, on behalf of the ALGEApp team we
would like to remind you that Module 2 is now accessible and awaiting your visit". Given
that too frequent reminders may lead to notification fatigue (Dennison, Morrison, Conway &
Yardley, 2013), we chose to use primarily text messages (emails were only used if that was

the preferred modality for the user) in the following fashion: i) within 24 hours post
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completion of a module, a text was sent to congratulate participants for their time and effort
and remind them to complete the homework, provide access to the bonus section and inform
them that the next module will unlock after 72 hours (3 days), and ii) a text when the next
module unlocked.

4) Suggestion: This implies that an expert provides the user with a stance or a view about a
specific behavior and its change. Similar to reminders, suggestions appear to be more
directive and content-driven. In ALGEApp, they were grounded in data input such as a direct
response to a question posed within the intervention through an activity, or an open-ended
data response, such as a reaction towards an activity completed. For this purpose, the
platform was designed to collect user responses from completed activities and these were
monitored by the researcher. The researcher then responded via a text message in a tailored
manner. For example, if a user who previously responded to a value-based activity in module
two with the value "family is important for me" and the goal "I would like to take a walk in
the park with my family more often”, then a suggestion was strategically sent within 48 hours
upon completion of that exercise to suggest they take an action towards their valued goals
with the following suggestion: "Dear X, the weather is great! Maybe it would be a good
opportunity today if you took your family for a walk in the park!"

5) Similarity: An effort to design visually familiar system components within the
intervention may improve the self-efficacy of the user in completing a task. ALGEApp
implemented this principle by developing and designing a male and a female Avatar to
visually resemble a typical chronic pain user in terms of age, gender, language spoken and
health condition. The Avatars were presented in the role of knowledgeable and experienced
coaches and depicted as chronic pain sufferers of rheumatoid hand arthritis, clearly depicted

by a slight deformation on their hands (see Figure 2).
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6) Liking: An aesthetically attractive system design prolongs web browsing (Geissler et al.,
2006) as well as usage (Sonderegger and Sauer, 2010). To capitalize on aesthetics, for the
ALGEApp we designed high quality images and backgrounds, as well as videos and audios
in order to capture users' interest and engage them in the intervention. During pilot-testing CP
sufferers were asked to provide feedback on the likeability of the designs and Avatars prior to
finalizing them. In addition, expert website designer services were utilized to enhance and
improve the visual end-result.

7) Social role: Social role presents the medium through which all seven system credibility
principles (trustworthiness, expertise, surface credibility, real world feel, authority, third
party endorsements and verifiability; Fogg, 2002) can be conveyed to the user. To implement
this, ALGEApp used two virtual characters (Avatars) "Odysseas" and "Aphrodite", who were
assigned the role of a "co-traveller and coach". The two Avatars introduced themselves as
virtual personas with their own family, occupation and interests, who suffer from chronic
pain themselves (real world feel). The two characters explain that their own journey with the
ACThealthy clinical laboratory group (expertise) has provided them with helpful tools, and
an opportunity to help the user obtain these tools themselves, too. In order to transfer the rest
of the seven system credibility principles (system credibility, trustworthiness and expertise,
third party endorsements and verifiability) there was an introductory briefing prior to
beginning module one. This stated that the system is based on an empirically validated
treatment, namely Acceptance and Commitment Therapy (system credibility, trustworthiness
and expertise) with the purpose of helping the user (only third party endorsement was the
University of Cyprus and in the case of questions they could contact the ACThealthy

laboratory team through the email provided (verifiability)
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5. Inclusion of human contact and user accountability

Concepts of human contact and user accountability were instilled in a variety of ways.
Prior to the intervention, researchers conducted a brief (5-minute) telephone interview with
all users in order to introduce themselves and provide information regarding the application.
In addition, researchers responded to questions, set expectations regarding usage and
provided information as to how they could be reached. Permission was then asked (via a
consent form) to electronically interact with the users in order to provide feedback and
reminders, which would improve their experience and enhance possible benefits from the
intervention.

Examples of process-oriented expectations included clear and explicit phone
instructions, regarding: i) the completion of one module per week, ii) the completion of the
module without frequent or prolonged breaks, iii) to avoid exiting the application halfway
through a module since progress would be lost, and iv) to complete the questionnaire
appearing at the start and end of each module. Interaction was frequent (every 3 to 6 days),
and users were provided with an inbuilt option of "problem report" to which they could

communicate directly with the researcher, in case of technical difficulties.

6. Frequent content update of digital interventions

In line with evidence suggesting that frequent updating of digital interventions
improves user adherence (Kelders et al., 2012), ALGEApp content was released in four
modules (and not all at once). In addition, ALGEApp was updated with a bonus section
contingent upon the module completion. Users were notified via text as to when the
intervention was updated. Based on participant feedback and technological advances, we
hope to be able to continue to update the program in the future and welcome new and existing

participants to interact with it.
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Dimension III: Tailoring and targeting to user groups

7. Consideration of user characteristics known to be associated with improved adherence
and engagement

Examination of socio-demographic predictor variables linked to increased dropout
risk in users (e.g., younger age, males, severity and duration of illness) may help researchers
identify early "at risk" users for disengagement. The ALGEApp development included
personalized and tailored content to be engaging and relevant to both males and females. For
example, participants were offered the choice of a male or a female Avatar who would be
their virtual coach through the program. The Avatar was carefully designed to resemble a
middle-aged CP sufferer in order to appeal to both younger and older users. Also illustrated
examples (vignettes) of CP sufferers included both male and female actors who for example

presented gender specific daily concerns of CP patients.

8. Assessment of computer knowledge and provision of technical assistance

Users with insufficient computer knowledge often discontinue from digital
interventions at an early stage (Kenwright et al., 2004). To combat this issue, we took several
measures. First we designed and executed several pilot tests with chronic pain sufferers. This
provided us with feedback regarding the user friendliness of technical components as well as
opportunity to redesign accordingly and resolve technical issues arising. Second, we
developed a pdf file (see appendix 1) with a short yet explicit description of the ALGEApp
study, its methodology and its requirements, which we provided via email to interested users.
Third, we developed two different operating system versions of the application (Windows
and Mac) in order to accommodate the needs of both operating system users. Fourth, users

were prompted to access the online step-by-step PDF manual, for the respective operating

system, which explained with clear visual images and instructions how to download and

install the program to their computer. Fifth, an option of "problem report" was embedded in
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each module in a visible position on the screen. In the space provided, users could report any
technical issues, which were directly emailed to the ALGEApp co-ordinator, who would
respond within 24 hours to provide a solution to the users. Sixth, "TeamViewer" software

was occasionally used with the participants' oral consent, to resolve issues.

Dimension IV: Active Assessment of Usage

9. Provision of simple and direct instructions

Frequent explicitly informed intended usage is one of the most important contributors
to digital intervention adherence (Kelders et al., 2012). For this purpose, we carefully
designed all relevant information material (oral and electronic) according to the Supportive
Accountability model (Mohr, Cuijpers, & Lehman, 2011) whose purpose is to provide the
user with a sense of acccountability. To achieve this we developed clear, explicit and to the
point instructions. By "explicit", we imply that the content of the instructions was developed
with the purpose of transferring clear expectations such as " . . . complete one module per
week but avoid exceeding the time frame of two weeks". In addition, a reason was developed
to justify for the users waiting at least three days to unlock the following session ("allowing
for some time between sessions will give you a chance to practice what we have learned here

today and then tell me how it worked").

10. Development of web-metrics to assess and monitor adherence of disengaged users

One of the main challenges of assessing adherence across varied digital interventions
is the lack of uniform and subjective assessment measures across studies. Additionally,
weekly monitoring with reminders has been linked with reduced attrition (Christensen et al.
2004). For this purpose we have highlighted the need for reliable and unbiased assessment
tools for adherence (Karekla et al., 2019). The following web-metrics were developed in
respect to the ALGEApp usage: Users' number of logins, 2) number of modules completed,

3) number of exercises downloaded, 4) access to the Bonus section and 5) Total time spent on
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the intervention. These web-metrics were readily accessible through “MySQLWorkBench”
computer platform, while push notifications were designed to inform directly the researcher
via email when a user a) registered, b) begun a module, ¢) completed a module, or d) faced a

problem.

Discussion

Despite the blossoming of digital health interventions over the past decade and the
wide reach and access to technology, there is a large percentage of the users losing interest
and feeling disengaged from digital interventions. This is partly due to a lack of digital
interventions that are specifically developed to provide a thorough, theory-driven, evidence-
based framework. This paper presented the development of a digital ACT-based intervention
for chronic pain management with a focus on adherence and user engagement, utilizing the
four-dimensional framework recommendations for digital health interventions (Karekla et al.,
2019). This paper described a short rationale behind each recommendation as well as a
description of how each recommendation was implemented within the ALGEApp.

Strengths of the development procedure followed for the digital ACT-based
intervention, include the: 1) the adaptation of an empirically validated face-to-face
intervention (ACT) to the digital medium based on users' feedback and reasons provided by
participants who had dropped out of previous interventions, 2) the embodiment of culturally
relevant content in the form of a wide range of dynamic audio-visual material such as
animations, role-plays, mindfulness exercises and more, and 3) the meticulous application of
all four dimensions and 10 best recommendations with an emphasis on a-priori planning for
improved user adherence.

In conclusion, the implementation of the four-dimensional framework for adherence
planning in digital interventions can be achieved with meticulous planning as demonstrated

in this paper. Theoretical recommendations such as a-priori planning and ethical
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considerations, human-computer interaction facilitating factors such as reminders or frequent
updates, tailoring the intervention to meet the target group characteristics as well as using
web-metrics to assess for adherence can be utilized to design an adherence-focused digital
intervention. A group of experts (psychologists-researchers, developers, designers,
coordinators) is essential to implement all recommendations. Future researchers are strongly
encouraged to use a holistic framework such as the four-dimensional one, and to provide a
thorough description of the development process of the digital intervention. In addition future
digital study trials could place an emphasis in examining the effectiveness of these 10
recommendations in respect to addressing the challenge of poor adherence and user

engagement.
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Figure 1. Images of some of the audiovisual material used in the ALGEApp intervention

21



II..lm_........ |

Figure 2. Illustrations of Male Avatar (Odysseus) and Female Avatar (Aphrodite)
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Chapter Three: Evaluation of a brief Avatar-Guided ACT-based intervention for CP

management

There is an increasing amount of evidence demonstrating that face-to-face
interventions can effectively improve pain management in daily life of Chronic Pain (CP)
sufferers. The majority of traditional psychological interventions for CP are mainly rooted in
Cognitive and Behavioral Therapy (CBT), which is a strong evidence based treatment for CP
(Ehde, Dillworth, & Turner, 2014, Hoffman, Asnaani, Vonk, Sawyer, & Fang, 2012).
Acceptance and Commitment Therapy (ACT) is a form of CBT, which focuses on acceptance
of the aspects of pain (sensations, thoughts, emotions) and willingness to pursue valued life
activities (Hayes, Strosahl, & Wilson, 2012). ACT has also strong empirical evidence in
improving treatment outcomes related to pain, as shown in recent meta-analytic reviews
(Veehof, Trompeteer, Bohlmeijer, & Schreurs). Despite the evidence based psychological
interventions for CP, many sufferers still remain untreated, partly because of
access/transportation and mobility problems (Jerant & von Friederichs-Filtzwater & Moore,
2005), financial barriers and stigma towards treatment (Breivik et al., 2006; Shapiro,
Cavanagh, & Lomas, 2003; Jamison, Gintener, Rogers, & Fairchild, 2002; Jensen, Nielson,
Romano, Hill, & Turner, 2000). An interest in home-based self-management support in the
face of internet-delivered interventions has surfaced (Jerant et al., 2005). At the same time,
most patients appear to attend fewer than six face-to-face therapy sessions (Shapiro et al.,
2003). In addition, changes in the healthcare delivery system as well as in the insurance
coverage in which clinicians are urged to reduce costs while maintaining treatment efficacy
strongly reinforce the use of brief, digital psychological interventions (Shapiro et al., 2003).
Brief therapies are the interventions, which are six or fewer sessions in length (Shapiro et al.,

2003). Digital interventions are typically devices and programs, which use digital technology
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to promote or support behavior change (Michie, Yardley, West, Patrick, & Greaves, 2017).
Both of these variables (“brief” and “digital”) of interventions have a few drawbacks, which
need to be adequately addressed prior to developing an intervention with these
characteristics.

For instance, brief interventions tend to have lower attrition rates than longer
interventions, yet at times they may come at a cost of effectiveness (Christensen, Griffiths,
Mackinnon, & Brittlife, 2006). However, individuals who remain in extended interventions
may actually be the most motivated users and thus they would benefit the most of an
intervention regardless (Alfonsson, Olsson, & Hursti, 2016). At the same time, digital
interventions tend to suffer from high attrition rates and low user engagement, with almost
twice the number of users dropping out of digital trials in comparison to face-to-face trials
(Macea et al., 2010). Perhaps, the lack of human contact, which results to low accountability
may account for users feeling disengaged early and dropping out from digital interventions
(Cuijpers & Lehman, 2011). To optimize the effectiveness of digital interventions several
studies suggest that theoretical frameworks should be applied to their development (Michie et
al., 2017, Kelders et al., 2012). One such theoretical framework could be the Four-
Dimensional Theoretical framework of Adherence (Karekla et al., 2019). The four-
dimensional framework uses theories from persuasive technologies and gamification and
takes account of user characteristics found to predict dropouts in digital interventions (for
chronic conditions such as chronic pain) to drive the development of digital intervention
whilst empowering the user to remain engaged. Therefore, developing a brief digital
intervention based on theoretical grounds may result to higher effectiveness and lower
attrition rates at the same time.

In the field of ACT interventions for CP, very few studies (n=5) exist which are brief
in length ranging from 4 to 6 sessions (Veehof et al., 2016). It is worth noting that the

majority of brief ACT-based studies consist of 6 weekly, 1-hour sessions. Even fewer studies
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(n=2) exist which are digitalized in terms of treatment delivery (Buhrman et al., 2013;
Trompetter et al., 2015). Brief ACT-based interventions for CP have demonstrated promising
findings in areas such as: functioning (e.g., fewer sick days) and medical utilization (Dahl,
Wilson, & Nillson, 2004), headache frequency (Cathcart, Galatis, Immink, Proeve, & Petkov,
2013), quality of life and anxiety (Marnie, Foster, Shennan, Starkey, & Johnson, 2010),
depression and disability (McCracken, Sato, & Taylor, 2013; Vilardaga, 2012), overall
improvement and pain acceptance (Johnston, Foster, Shennan, Starkey, & Johnson, 2010;
McCracken, Sato, & Taylor, 2013). To date, however, no brief digital ACT-based
intervention exists since Buhrman’s et al., (2013) iACT study consisted of seven weekly
modules, while Trompetter’s et al., study (2015) consisted of nine weekly modules. In terms
of effectiveness, both trials indicated promising outcomes by significantly improving mood
and activity engagement and reducing pain distress with small to moderate effect sizes.
Despite some methodological and theoretical drawbacks of these two studies mainly
regarding adherence planning (e.g., lack of an adherence-related theoretical framework), a
few general concerns and limitations point towards the need of replicating and further
extending these interventions and the studies in an improved and innovative medium of brief
treatment delivery. In order to build upon these studies we need to look first at the related
drawbacks and perhaps provide alternatives.

Despite the opportunities and characteristics that modern technology can offer in
terms of graphics, personalization and tailoring, enriched dynamic audiovisual interplay,
gamification and more, appeared to be absent in the two iACT studies (text based
presentation of information). Theoretical frameworks such as Persuasive System Design and
Gamification (described in more detail in Chapter Two) can significantly contribute to the
user’s experience and sense of engagement throughout the digital intervention. In terms of
delivery-format researchers nowadays are able to explore possibilities of person-to-person

interaction (e.g., automated dialogue avatars), which may potentially make the interventions
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more interesting and engaging to users. Avatar-guided interventions provide a medium,
which enables cultural and disease specific adaptation (e.g., Avatar introducing themselves as
a working class family person with chronic pain), as well as system credibility principles
(such as a sense of trustworthiness, expertise, real world feel, authority; Fogg, 2002), which
in essence improve the credibility of a system. Therefore, there is a need to examine more
brief digital intervention studies is required to potentially indicate in important balance

between duration and effectiveness.

The Present Study

The purpose of this study is to examine in an RCT study, whether a brief Avatar-
guided ACT-based intervention (the ALGEApp) can improve CP management compared to
an active control group (relaxation techniques). Primary treatment outcomes include pain
interference with daily functioning and quality of life and secondary treatment outcomes
include pain intensity and affective components, depression and anxiety. ACT-relevant
process constructs (acceptance of pain and psychological flexibility) will also be assessed for
differences between the groups in order to examine if the treatment works via its proposed
mechanisms. This study, aims to utilise innovative technological theories and features (such
as Persuasive Technology and Avatars), exploring the impact of a brief digital intervention
tailored to the socio-demographic and cultural characteristics of the participants. It is
hypothesized that the ALGEApp intervention compared to the control group, will result in
significant reductions at post-treatment on pain interference in daily functioning of users and
improved quality of life, as well as significant changes in the process and secondary
outcomes: 1) improvements in pain acceptance, 2) reductions in psychological inflexibility,
3) reductions in affective component scores, and 4) decrease in pain intensity compared to the

active control group.

26



Method

Study Design

This was a randomized controlled trial with two groups: 1) a brief ACT-based digital
intervention and 2) an active control group (i.e., pain and stress related psychoeducation and
relaxation techniques). Online assessments were conducted at pre-treatment (T0) and post-
treatment (T1) as well as follow-ups at three (T2), six (T3) and 12 (T4) months after the end
of the intervention. All procedures were approved by the Cyprus National Bioethics
Committee (reference: EEBK04) and from the Cyprus commissioner for personal data

protection (2.0.18/I1). The trial was registered at www.clinicaltrials.gov (Registration ID:

NCT03409302).

Participants

The term ‘users’ refers to chronic pain sufferers who participated in the digital
intervention. Users were eligible to take part in the study if they: 1) were > 18 years of age, 2)
had > 3 months chronic pain duration, 3) have a pain intensity score of > 3 prior to the
intervention which was assessed by an 11-point numeric rating scale (NRS; Dworkin et al.,
2005) ranging from (0) ‘no pain’ to (10) ‘pain as bad as you can imagine’, 4) have undergone
medical assessment to confirm and provide a medical diagnosis on the type of chronic pain
they suffer from, 5) have regular access to a computer and internet and 6) have sufficient
knowledge of the Greek language.

Candidates were screened out if presented comorbidity with a serious medical
condition other than chronic non-malignant pain (see figure 1 for the consort diagram). Two
candidates reported a history of cancer, yet we decided to include them in the study since
they were not undergoing any active cancer treatment or suffered from malignant pain
interfering with their participation. Candidates were screened out if reported having recent

episodes of active psychosis, manic episodes, substance use disorders and suicidal ideation
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using selected singe items from mini-ADIS (Karekla & Panayiotou, 2011). Candidates who
responded positively to one or more of the assessed mini-ADIS items were contacted by the
principal investigator over the phone and assessed for active episodes and severity. Two
candidates responded positively in symptoms of active psychosis (“see” and “hear” things
that others do not), however during the phone assessment the candidates reported they
misinterpreted the questions in terms of sensitivity to sound and vision. Two candidates
presented with active self-harm thoughts and were excluded from the study. Excluded
candidates, were provided with advice to seek help, along with relevant information on
available services from their local community mental health services or their GP. Candidates
were excluded if they received simultaneously psychological support for their pain
management. One candidate was excluded for this reason. Three users reported having
received medical pain diagnosis in the past, but could not recall the specific diagnosis. These
were included in the study since their pain intensity was above 3 and pain duration was

longer than 3 months.

Procedure

Participants were recruited from a non-clinical sample, with the use of online
advertising through social media (e.g., Facebook), from pain clinics, non-governmental
organisations with members suffering from CP (e.g., Cyprus League Against Rheumatism,
Muscular Dystrophy Association, Cyprus Paraplegic Organisation), and via physiotherapists
using flyers, emails, and websites about the description and aim of the study. An informative
flyer was developed which was administered either by hand or electronically to all interested
participants, which provided study information such as a short description, requirements and
steps to take part if interested in the study (see appendix). All advertisements included a link

to the project’s website (www.algeapp.com) where the digital intervention could be

downloaded as well as a link with further information (https://ucy.ac.cy/algea/el/web-based-
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program-AlgeApp) and an email account (algea@ucy.ac.cy) where candidates could express

interest or ask further enquiries.
Interested candidates were able to download the ALGEApp platform on their
computer and install it through clear visual instructions (see Appendix 2 for Windows and

Appendix 3 for Macintosh) also provided on the website www.algeapp.com. Candidates were

then asked, through the platform, to register by creating a username and a password. A code
was applied by the programmer to the software MySQLWorkBench (software used to collect
metrics regarding the activity of users in the intervention) which randomized users in the
order of a sequence of 3 (assigned to intervention group) to 1 (assigned to control group). The
random allocation took place as soon as a participant registered their credentials as a new
user. Numerous downloads and registrations occurred from non-chronic pain sufferers who
were curious about the intervention. Due to the automated function of randomisation, these
people were also included in the sequence of randomisation. Despite that randomisation
occurred upon registration, in order to filter false “positives” (registered candidates without
chronic pain), we decided to illustrate randomisation taking place in the consort diagram only
after consent forms were completed and screening took place (see figure 1). Candidates were
unaware in respect to the treatment condition they were assigned

Upon registration, candidates were directed to an online Questionnaire
(SurveyMonkey), which contained the Consent Form and a Demographics Questionnaire. All
candidates were instructed through the consent form to continue their medical treatment as
usual (i.e., pain medication to be continued normally as prescribed by their medical doctors).
Then, candidates were instructed to return to the platform and begin with Module one. Six
participants who completed the consent and questionnaire, did not return to the platform for
Module one. All candidates were blind towards their assigned group and both treatment

conditions (intervention vs. control group) were conducted in parallel.
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All users were welcomed and introduced to the platform by two 3D-animated
Avatars, who took the role of a “co-traveller” and guided them throughout the intervention;
one male and one female (see Chapter2; figure 2 for the avatars). The Avatars were designed
to resemble physically (with visible rheumatoid hand arthritis) and culturally (a middle class
family man/woman who suffered from chronic pain) to an average chronic pain user (Avatars
are described in more detail in Chapter Two). Users had to choose one of the two Avatars as
their “co-traveller” through the treatment. The Avatar introduced the user to the treatment
condition with a short description and provided them with directions on how to use it. Prior to
beginning module one, users were prompted by the Avatars to complete the online
assessment battery which consisted of the pre-treatment primary, secondary and process
outcomes (TO pre-treatment).

At the end of each module, users were informed that they had access to a
complimentary section (named ‘Bonus’ material) where they could obtain homework
exercises or extra exercises and psychoeducational material regarding pain management.
Three days after the completion of each module, users were notified in the form of a
telephone text message that the following module was unlocked and that they could proceed.
Prior to the beginning of modules 2-4, users were asked to complete process measures
questionnaires. At the end of module four, users were prompted to complete a post-treatment
assessment battery (T1 post-treatment), which also included an assessment of their overall
satisfaction with the intervention (CSQ questionnaire). Users were contacted via phone at 3

(T2), 6 (T3) and 12 (T4) months post intervention to complete a follow-up assessment.

ALGEApp Content Description

We adopted the treatment protocol from the ALGEA face-to-face study (Karekla &
Karademas, 2013) and adopted it for digital delivery in audiovisual format as explained

below. ALGEApp consisted of a total of four approximately 45-minute modules, which were
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structured to be completed by the users in sequence within a time frame of 2-8 weeks
(depending on the rate of completion by each user). Users were allowed to pause during the
intervention for a short break but they were encouraged to complete each module within one
go.

The intervention was guided, which implies that the avatar guided the user
throughout all activities and exercises for the whole duration of the intervention. ALGEApp
contains experiential and audiovisual psychoeducational material based on ACT, adapted for
the Greek-Cypriot culture (e.g., use of metaphors regarding Hercules or Santorini sunset,
Avatar sharing relevant socio-demographic characteristics such as age, occupation and type
of chronic pain as explained in Chapter Two). The content included a variety of video clips
ranging from real-life recorded vignettes of chronic pain sufferers in their everyday life, role-
play between a therapist and a chronic pain sufferer, animated clips, in addition to culturally
relevant segments from Greek classic movies, to illustrate ACT concepts and metaphors.
Mindfulness exercises, culturally tailored metaphors, experiential exercises and multiple-
choice questions were also utilized to enhance understanding and engagement with the
intervention content. In addition, there was a dynamic interplay of images with the narratives
of the Avatar to help the user engage more.

Furthermore, various exercises and activities were available for users to complete
both within the actual session and as homework in a specific section of the platform, which
consisted of Bonus Materials. Users were encouraged, to access the bonus material in
addition to the sessions, which contained extra material for each session, homework and
mindfulness exercises. The structure of the intervention consisted of the following (see
appendix 4 for the intervention manual):

Module One: The first module aimed to achieve an alliance between the avatar and
the user (mimicking the therapeutic relationship by using an ACT metaphor of the two

mountains; Twohig, 2004). Next, it aimed to induce a state of “creative hopelessness,” and to
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enable the user to recognize and differentiate between helpful and unhelpful pain
management behaviors. Users were also introduced to the concept of mindfulness and how it
could be used to observe one’s thoughts. Homework exercises targeted daily monitoring and
distinguishing helpful and unhelpful daily pain management behaviors.

Module Two: The objectives of the second module were to introduce the concept of
valued living and committed actions in addition to cognitive fusion and defusion. An effort
was made to distinguish between values and goals (committed actions). Users were prompted
to identify how pain sensations may interact with thoughts to produce obstacles (e.g.,
cognitive fusion) and were introduced to the concept of changing their perspective and
relationship in regards to thoughts. Homework exercises targeted identification of values and
pursuit of committed valued actions.

Module Three: The focus of module three was on acceptance and willingness
(exposure) to experience pain. Users were prompted to examine how unwillingness and
efforts to avoid experiencing pain (avoidance) may interfere with engaged and valued living.
Also, users were encouraged to expose themselves to pain sensations and pain-related
thoughts. Increased awareness of choices and committed actions was further targeted in
module three. Useful advices on the benefits of maintaining a healthy balance between
nutrition and exercise were provided in the homework section.

Module Four: The objectives of the fourth module were to help the user make contact
with a sense of self while maintaining a safe and consistent perspective in order to observe
and accept all changing inner experiences (self as context) and perspective taking. Users were
introduced to the concept of self-compassion. Module four reviewed all previous components
of psychological flexibility (present moment awareness, acceptance, defusion, self as context,
values and valued actions) and prompted the user to commit to valued living. Extra material
included a summary of the pain management techniques already covered in the previous

modules.
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Active Control Group (relaxation techniques)

Progressive muscle and breathing relaxation techniques have been previously found
to be effective in producing significant improvements in CP sufferers (Wetherell et al., 2011;
McBee, Westreich, & Likourezos, 2008). Also according to Criterion 1 of the APA Division
12 Task Force, it is required that an intervention be compared to another treatment, or
equivalent to an already established treatment with statistical power sufficient to detect
moderate differences (Chambless et al., 1996; 1998) therefore relaxation techniques were
used as the treatment of choice for the active control group.

Active control group users followed exactly the same procedure and in parallel with
the intervention users as described above. The format of the control group treatment was
similar in type with the format of the intervention groups in the two iACT studies (Buhrman
et al., 2013; Trompetter et al., 2015) in that users would complete modules by reading textual
information and had the opportunity to download some exercises and audio recordings.
However, the active control users were also similarly welcomed by the two Avatars and then
guided to module one (a total of four modules) consisting of psychoeducational material
regarding pain and stress as well as guided imagery and progressive muscle relaxation
techniques. The main objective of the protocol was to teach participants techniques to
manage their pain and pain-associated stress. The protocol was adapted from the control
group in the Algea study ACT intervention for chronic pain protocol (Karekla & Karademas;
2013) and was adopted for digital delivery in text format. This implies that the Avatar only
welcomed the user to the module, and then the user was prompted to read at their own pace
the psychoeducational information (see Appendix 5). The content of the face-to-face control
group was shortened and modified to match the duration and content of the digital
intervention and it included mainly text and images. Similar to the intervention group, the

participants received homework exercises at the end of each module, which were related to
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the practice of relaxation techniques. In addition, the control users received access to the
same Bonus Material, which included guided mindfulness exercises and helpful extra
psycho-educational information regarding their pain. A short description of each module of
the active control group follows:

Module One: Users were introduced to a neurobiological explanation of the gate
control theory (Melzack & Wall; 1965) and how several thoughts and emotions such as stress
can indirectly influence the experience of pain. At the end of the module, users were
introduced to a mental imagery exercise as a stress reduction technique.

Module Two: Users were introduced to the concept of diaphragmatic breathing and
progressive muscle relaxation along with an exercise for practise.

Module Three: Users were provided with counter-solutions to potential difficulties
that may have arisen during their progressive muscle relaxation exercise. In addition, they
were taught the relationship between lack of physical movement and pain exacerbation with
advices on how to remain active.

Module Four: In the final Module, users were prompted to combine diaphragmatic
breathing along with progressive muscle relaxation exercises. Towards the end, users were
provided with a summary of all the information received through the four modules in the

form of tips.
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Measures

SurveyMonkey online questionnaires were developed and used to assess users in
primary and secondary treatment outcome as well as process measures. Basic demographic
information was collected at baseline and contained information regarding users’: a) socio-
economomic variables (e.g., gender, age, educational and marital status, employment status),
b) self-reported familiarity with computer, and c) pain related data (e.g., pain intensity,
frequency and onset, pain management medication, comorbid health conditions, d) mental
health screening via Mini-Adis questionnaire.

The Greek Brief Pain Inventory: Interference subscale (G-BPI; Mystakidou,
Mendoza, Tsilika, Befon, Parpa et al., 2001, Original: Cleeland & Ryan; 1994) is a subscale
of the Greek-Brief Pain Inventory which assesses how pain interferes in several areas of daily
functioning in chronic pain sufferers. The interference subscale contains 7-items rated on a
Likert-type scale from 0="“does not interfere” to 10="completely interferes”. The G-BPI
presents with good internal consistency (0=.85 for interference) and sufficient validity.
Cronbachs’ a for this study was 0.94.

The World Health Organization Quality of Life-BREF Questionnaire (WHOQOL-
BREF; The WHOQOL Group, 1998) is a self-report 26-item inventory assessing an
individual's quality of life (QoL), in four dimensions: physical health, mental health, social
relationships, and social environment. Higher scores indicate better QoL. WHOQOL-BREF
has been previously translated and validated in Greek (Ginieri-Coccossis et al., 2012) with
satisfactory internal consistency between the domains ranging from (Cronbach’s a=.66-.80)
and overall QoL (0=.87). Cronbachs’ a for this study was 0.91.

Secondary outcome measure
The Hospital Anxiety and Depression Scale (HADS,; Zigmond & Snaith, 1983) is a 14-

item questionnaire assessing levels of depression and anxiety symptomatology, considered
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unbiased by coexisting medical conditions. Each subscale consists of 7 items rated on a 4-
point scale (0-3). Higher scores indicate greater anxiety and depression. The Greek version
presents with high internal consistency (0=.88) and validity (Michopoulos, et al., 2008).
Cronbachs’ a for this study was 0.87.

Process measures

Greek Psychological inflexibility in pain scale (G-PIPS-II; Vasiliou et al., under
review; Original: Wicksell et al., 2010) contains 12 items assessing psychological
inflexibility and is comprised of two subscales: a) avoidance of pain (8 items), examines
behaviors that lead to avoidance of pain and related distress; and b) cognitive fusion (4
items), assesses how CP sufferers’ thoughts about an event can lead to avoidance of pain or
distress. Items are rated on a 7-point Likert-type scale, with 1="never true” and 7="always
true”. The scale demonstrates good psychometric properties (Wicksell et al., 2010) and high
internal consistency (0=.88) and validity with associated constructs in its Greek version.
Cronbachs’ a for this study=0.93.

Greek Chronic pain acceptance questionnaire (G-CPAQ; Vasiliou, Karekla,
Michaelides, & Kasinopoulos (2018);original measure: McCracken et al., 2004) assesses
pain acceptance in two sub-factors: activity engagement (AE) (4 items) and pain willingness
(PW) (4 items). Activity engagement, examines the degree to which participants engage in
meaningful activity even in the presence of pain. Pain willingness, assesses the degree to
which individuals allow pain to occur without trying to change, control, or struggle with it.
The G-CPAQ is rated on a 7-point Likert scale (O=never true to 6=always true) and yields a
total sum with a range of 0-48. Higher scores suggest greater pain acceptance, activity
engagement and pain willingness (McCracken et al., 2014). The G-CPAQ presents with high
reliability (Cronbach’s a Total test score=.76; AE=.86, PW=.69) and sufficient construct
validity in its Greek version. Cronbachs’ o for this study=0.83.

Satisfaction with treatment measures
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Greek Client Satisfaction Questionnaire (CSQ-8; Flora & Stalikas; 2012, Larsen,
Attkisson, Hargreaves & Nguyen, 1979) assessed participants’ evaluation of the intervention
and satisfaction. The scale demonstrates high internal consistency (0=.83). Items are rated on
a 4-point Likert-type scale, where higher scores indicate greater satisfaction with services

received. Cronbachs’ a for this study=0.86.

Statistical Analyses

Prior to the study, power analysis was conducted using GPower 3.1. Our main
analyses consisted of a series of One-way repeated measures ANOVA. In order to achieve a
power of 0.80 (Cohen, 1992) with an alpha 0.05 for 12 measurements (number of dependent
variables examined) and a moderate effect size of 0.4 (Cohen, 1992) for two groups, the
power analysis calculated a total sample size of 70. Since a significant component of the
study also involved in-depth analysis using correlation and t-tests for the intervention group
only (see chapter 4), we decided to allocate participants using a ratio of 3(intervention
group): 1(control group). Therefore we estimated that 52 users would be allocated to the
intervention group, while 18 users to the control group.

First, we checked for baseline group differences for demographics and pain related
variables. A series of between-group t-tests were conducted for continuous variables (age,
pain intensity and pain severity) and a series of chi-squared tests were conducted for
categorical variables (gender, country of residence, education, occupation, family status,
computer knowledge, previous participation in a chronic pain management intervention, and
pain duration). The baseline differences were examined for both groups (ALGEApp
intervention vs. control group) for a) all randomized users regardless of their completion and
b) completers only. SurveyMonkey (online survey development cloud-based software) was
used to collect all responses from the users, which required that participants answered all

questions in each questionnaire, thus there was no issue of missing data.
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In order to assess the hypothesis that users who received the ALGEApp intervention
would have significant improvements at post-treatment in primary, secondary and process
outcomes, compared to the control group, we used a series of One-Way Repeated Measures
ANOVA with two levels of group (ALGEApp vs. Control) and two levels of time (pre-
intervention, post-intervention). To interpret the strength of the effect size we used eta
squared and followed the guidelines proposed by Cohen (1988) where small effect size was
.01, medium effect size was .06 and large effect size was .14. Single degree of freedom
contrasts were conducted in the cases where a significant main effect was found (time or
group) in order to explore significant differences at both 1) the group levels and 2) time

levels. All statistical analyses were conducted using SPSS (IBM SPSS version 18).

Results
Demographic Variables at Baseline based on Group

A baseline between-group (ALGEApp vs. control) comparison (two tailed t-tests for
continuous variables and chi-square tests for categorical variables) was conducted for: a) all
randomized eligible users (N=64; see Table 1) and b) completers only (N=50; see Table 2), in
order to test for group equivalence prior to the interventions. There were no significant
differences on demographic variables between the treatment and control groups for either the
randomized users or completers only. A Bonferroni correction was applied in order to control
for bias of running multiple t-test and chi-squared analyses.
Pain related variables: Baseline

A baseline comparison between groups was conducted for all randomized eligible
users (N=64) in order to test for any pre-treatment significant differences on treatment
outcome variables using two tailed t-tests for continuous variables. Table 3 shows the
comparisons between the two groups (ALGEApp vs. control) on pain related variables

assessing: a) time since last medical visit, b) pain duration and c) pain intensity at the time of
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the treatment. Besides a significant difference on pain duration between the two groups,
v’=17.75, p<.01, there were no other significant differences in the above pain related
outcome variables. Table 4 illustrates the comparisons between the two groups on pain
related treatment outcome variables (PIPS and subscales, CPAQ and subscales, HADS and
subscales, WHOQOL-BREF and BPI). There were no significant differences in treatment
outcomes between the treatment and control groups prior to treatment conditions.
Analyses of Pain Management Treatment Outcomes

A series of 2x2 Mixed ANOV As with group as a between factor (ALGEApp vs
control group) and time as a within factor (pre-treatment and post-treatment) was conducted
to assess the impact of the two treatment conditions on participants’ scores on primary,
secondary and process outcomes, from pre- to post-treatment. The analyses were first
conducted only with completers and then with intent-to-treat analysis. All analyses were
checked for homogeneity of Variance using Levene’s Test of Equality of error variances. The
assumption of equality of variance was not violated, except for WHOQOL pre and post
intervention scores and HADS depression subscale for pre-treatment where p<.05. Results
regarding the two measures were interpreted with caution. In addition, Box’t Test of Equality
of Covariance Matrices was also checked. The assumption of homogeneity of variance-
covariance was not violated. The results of the one way-repeated measures ANOVA are
described below.
Group Differences on Primary Outcomes for Completers
Greek Brief Pain Inventory — Functionality subscale

There was no significant interaction of group (ALGEApp vs. control) by time (pre-
treatment, post-treatment), F(1,42)=.02, p=.89, 1,7=.00. However, there was a main effect for
time, F(1,42)=18.34, p<.001, 77PZ=.30, showing that both groups improved across time. There
was no main effect for group, F(1,46)=1.82, p=.18, ’7p2 =.04. The means and standard

deviations of the two groups are shown in Figure 1.
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World Health Organisation Quality of Life

There was no significant interaction of group by time, F(1,46)=.64, p=.43, 77p2=.01.
There was a significant main effect of time, F(1,46)=12.94, p=.001, np2=.22, showing that
both groups improved in time. There was also a significant main effect of group,
F(1,46)=4.78, p=.03, ;1p2=.09, with the intervention group having overall higher scores of
quality of life than the control group. The mean and standard deviations of the two groups are

illustrated in Figure 2.

Group Differences on Secondary Outcomes for Completers
Hospital Anxiety and Depression Scale total score

Although we found no significant interaction of group by time, F(1,46)=.61, p=.44,
;7p2=.01, we did obtain a significant main effect of time, F(1,46)=11.95, p=.001, 17p2= 21
where both groups overall had decreased scores in time. There was also a significant main
effect of group, F(1,46)=6.22, p=.02, ;7p2=. 12 with the intervention group having lower
overall scores of anxiety and depression, than the control group. Means and standard
deviations are illustrated in Figure 3.
Hospital Anxiety and Depression Scale: Anxiety Subscale

There was no significant interaction of group by time, F(1,46)=1.66, p=.20, °=.04.
However, there was a significant main effect of time, F(1,46)=8.51, p=.01, ;1p2=. 16 with
decreased scores across time for both groups. There was also a main effect of group,
F(1,46)=4.43, p=.04, ;1p2=.09 with the intervention group having lower overall anxiety scores
than the control group. Means and standard deviations are illustrated in Figure 4. Both
intervention (M=8.67) and control group (M=10.38) met clinical cut-off scores for mild
Anxiety but did not meet clinical cut-off scores for depression (see table 4 for information on
the cut-off scores).

Hospital Anxiety and Depression Scale: Depression Subscale
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There was no significant interaction of group (ALGEApp vs. control) by time (pre-
treatment, post-treatment), F(1,46)=.00, p=.96, 77p2=.00. However, there was a significant
main effect of time, F(1,46)=9.75, p=.003, 11p2=.18 where both groups improved across time,
and a significant main effect of group, F(1,46)=6.03, p=.02, 17p2=.12, with the intervention
group reporting overall lower scores of depression than the control group. Means and
standard deviations are shown on Figure 5.

Treatment Satisfaction Assessment for Completers
Client Satisfaction Questionnaire

There was no significant interaction of group by time, F(1,46)=.42, p=.52, ,2=.01.
There was a significant main effect of Time, F(1,46)=24.89, p<.001, np2=.35, with both
groups showing an overall improvement in satisfaction scores. Yet, there was no significant
main effect of Group, F(1,46)=3.88, p=.06, np2=.078. The means and standard deviations are
shown in Figure 6.

Group Differences on Process Outcomes for Completers
Psychological Inflexibility in Pain Scale (PIPS)

There was no significant interaction of group by time, F(1,46)=2.40, p=.13, 77p2=.05.
There was a significant main effect for time, F(1,46)=22.45, p<.001, ;7p2=.33, with both
groups reporting an overall decrease in psychological inflexibility scores. There was no
significant main effect of group, F(1,46)=1.70, p=.22, ;7p2=.03. Means and standard
deviations are shown in Figure 7.

Psychological Inflexibility in Pain Scale: Avoidance Subscale

There was no significant interaction of group by time, F(1,46)=1.36, p=.25, np2=.03,
however there was a significant main effect of time, F(1,46)=17.83, p<.001, 77p2=.28, showing
that both groups had reduced scores of pain avoidance across time. However, there was no
significant main effect of group, F(1,46)=1.70, p=.20, ;7p2=.04. Means and SDs are shown in

Figure 8.
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Psychological Inflexibility in Pain Scale: Fusion Subscale

There was no significant interaction of group (ALGEApp vs. control), by time (pre-
treatment, post-treatment) £(1,46)=3.02, p=.09, ;7p2=.06. There was a significant main effect
of time, F(1,46)=17.39, p<.001, np2=.27, with both groups showing reduced overall scores
across time. However, there was no significant main effect of group, F(1,46)=.75, p=.39,
n,’=.02. Means and standard deviations are shown on Figure 9.

Group Differences on Satisfaction Outcome for Completers
Chronic Pain Acceptance Questionnaire (CPAQ)

There was a statistically significant interaction between treatment condition
(ALGEApp vs. control) and time on participants’ chronic pain acceptance scores,
F(1,46)=6.86, p=.01, 11p2=.13. There was also a significant main effect of time,
F(1,46)=24.07, p<.001, ;1p2=.34, but no significant main effect of group, F(1,46)=.12, p=.73,
1,"=.00. Single degree of freedom contrasts showed a significant improvement in scores of
pain acceptance between pre-treatment and post-treatment for the intervention group,
F(1,46)=30.90, p<.001, 51,°=.40, but not for the control group, F(1,46)=.03, p=.86, 1,"=.00.
Figure 10 depicts the means and standard deviations of the scores at pre- and post-treatment
for control and treatment group.

Chronic Pain Acceptance: Pain Willingness Subscale

There was a significant interaction between treatment condition (ALGEApp vs.
control) and time, F(1,46)=6.15, p=.02, 77p2=. 12. There was also a significant main effect of
time, F(1,46)=20.77, p<001, °=.31, but no significant main effect of group, F(1,46)=.08,
p=.18, np2=.00. Single degree of freedom contrasts showed that there was a significant
improvement in pain willingness scores between pre-treatment and post-treatment in the
intervention group, F(1,46)=26.91, p<.001, 11p2=.37, but not for the control group,
F(1,46)=.02, p=.90, 11p2=.00. The means and standard deviations are illustrated in Figure 11.

Chronic Pain Acceptance: Activity Engagement Subscale
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There was no significant interaction of group (ALGEApp, control) by time (pre-
treatment, post-treatment), F(1,46)=1.95, p=.17, ;7p2=.04. There was however, a significant
effect of time, F(1,46)=7.35, p=.01, np2=.14, where both groups appeared to improve across
time. We did not obtain a significant main effect of group, F(1,46)=.10, p=.75, 11p2=.00. The
means and standard deviations are depicted in figure 12.

Group Differences on Treatment Outcomes with Intent-to-treat Analysis (ITT)

The above analyses were repeated with ITT, with a sample size of 64 users
(intervention group=>51 and active control group=13). For non-completers, values at post-
treatment were replaced using the Last Observation Carried Forward (LOCF). The results of
ITT analysis, were very similar to the results of the completers’ analysis. However, with ITT
the significant main effect of treatment condition disappeared for the following measures:
HADS, F(1,62) = 3.55, p=.06 n* =.05. HADS Anxiety subscale F(1,62)=3.02, p=.09,
n°=.05., HADS Depression subscale F(1,62) = 2.75, p=.10 n> =.04 and WHOQOL F(1,62) =

1.12, p=.29, 1’ =.02. The results of ITT are outlined in more detail in the appendix 6.

Discussion

This is the first brief, Avatar-guided, ACT-based intervention for chronic pain. The
purpose of the study was to evaluate the effectiveness of an ACT based Avatar-guided digital
intervention in improving pain management in chronic pain sufferers. This was achieved by
comparing the ACT intervention (ALGEApp) to an active control group (relaxation
techniques) in a randomized control trial in primary treatment outcomes (daily pain
interference and quality of life), secondary treatment outcomes (anxiety and depression as
well as user satisfaction) and process outcomes (psychological inflexibility and pain
acceptance).

There were significant reductions in the primary treatment outcome of daily pain

interference for both the intervention and the control group, but the two interventions did not
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significantly differ between them. Regarding quality of life, though there was no significant
interaction and both groups appeared to improve, the intervention group seemed to have
greater improvements from pre to post, compared to control. Similarly, for the secondary
treatment outcomes of depression and anxiety, both groups appeared to lead to significant
improvements, however the intervention group presented with greater changes compared to
control. These findings suggest that both a brief form of a digital ACT-based intervention as
well as a brief digital psycho-education on relaxation techniques, can produce improvements
on pain daily interference, quality of life and mood in the short-term for users, with the ACT-
based Avatar-guided demonstrating these to a greater extent. The lack of finding a significant
interaction between group and time in the primary and secondary treatment outcomes may be
related to the baseline score levels of our study sample.

In terms of clinical cut-offs at baseline, our sample had low scores in anxiety
(intervention group=8.67 vs. control group=10.38) and depression (intervention group=>5.65
vs. control group=7.62) with only the means of the control group reaching a clinical range
level pointing to mild anxiety (scores of 8-11). Also, the means of daily functioning at
baseline were very low for both groups (intervention group = 29.00/70 vs. control group
mean=25.92/70). Similarly, levels of quality of life were relatively high at baseline
(intervention group=92.39 vs control group=88.15) since the cut-off point demonstrating
poor quality of life is considered for scores lower than 60 (Silva, Soares, Santos, & Silva,
2014). The low baseline scores for the primary and secondary measures suggest that the non-
clinical sample of our study was relatively high functioning prior to the study, thus leaving
little space for improvement (ceiling effect). This is also reflected by the demographics of the
study in which a high percentage of our study participants were either employed or students
(intervention group = 94.70% and control group=83.3%). Also, the mean age of the
participants appeared to be younger (intervention group=34.10 vs control group=38.92)

compared to the majority of studies in CP literature reporting a mean age above 45 years
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(Veehof et al., 2016). Perhaps an explanation for the low age group of participants in our
study may be related to the nature of the intervention platform, which needed good to
excellent computer skills in order to be downloaded and installed by the users. This is
supported by a large percentage of our users reporting between good to excellent computer
knowledge (intervention group = 80.40% vs control group=92.30%) further demonstrating
that younger users with adequate computer knowledge were more likely to download our
platform.

In respect to process outcomes, there was a significant interaction of group by time
for the chronic pain acceptance and its subscale of pain willingness. The intervention group
appeared to significantly improve more across time than the control group (which appeared to
remain almost stable in time) in pain willingness and pain acceptance in general, however the
two groups did not significantly differ at post-treatment. This result is also encouraging since
it demonstrates that ALGEApp users who received a brief form of an acceptance-based
intervention, significantly improved at their acceptance and willingness to experience pain
across time while the users in the control group who received no component of Acceptance,
did not. In activity engagement, despite no significant interaction, ALGEApp users showed
bigger improvements from pre to post than the control group, and no difference between
them at post treatment. Regarding psychological inflexibility, there was a reduction in
psychological inflexibility scores (and its subscales of pain fusion and pain avoidance) across
both groups, with the intervention group appearing to have greater reductions in
psychological inflexibility from pre to post, compared to control. Despite a non significant
interaction between treatment type and time, previous studies (McCracken et al., 2013;
Trompetter et al., 2015) found differences at post-treatment follow-ups suggesting that
individuals need time to consolidate the ACTs new way of thinking (Wicksell, Olsson, &
Hayes, 2010; Wicksell, Olsson, & Hayes, 2011). It is possible that this may be the case in

this study as well which will be examined in the upcoming months.
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In summary, both treatment groups appeared to benefit across time in all primary,
secondary and process measures with the intervention group benefitting to a greater extent.
The findings of the study are in line with the recent meta-analytic reviews of ACT-based
interventions for CP (Veehof et al., 2016;), as well as with brief (Dahl, Wilson, & Nillson,
2004; Catchcart et al., 2013; McCracken, Sato, & Taylor, 2013) and digital ACT-based
interventions (Burhman et al., 2013; Trompetter et al., 2015) for CP who also demonstrated
that ACT can be effective in improving pain-related treatment outcomes such as daily pain
interference, quality of life, mood as well as ACT process outcomes such as acceptance and
psychological flexibility. However our results also need to be interpreted with caution, as we
found no significant differences between the two groups as a function of treatment, which
may be related to the nature of the comparison group (Active control group).

There is evidence to suggest that an active treatment encompassing relaxation
components such as progressive muscle relaxation, guided imagery and stress and pain-
related psycho-education (which were mainly used in our control group treatment) can
produce significant improvements in CP sufferers (Wetherell et al., 2011; McBee, Westreich,
& Likourezos, 2008) in a variety of treatment outcomes (pain interference and severity,
quality of life, emotional well-being) and for a variety of chronic pain types such as low back
pain (Turner, 1982) headaches (Mannix, Chandurkar, Rybicki, Tusek, & Solomon, 1999) and
osteoarthritis (Baird & Sands, 2004). Therefore, the use of an active control treatment group
with components previously found to be beneficial for pain management in CP sufferers may
have probably introduced similar improvements to its users, which may have narrowed down
the gap of finding statistical significance as a result of treatment. These findings imply that
clinicians constrained by time or even by lack of access to treatment for CP sufferers, who
are interested in producing improvements to their patients in a short of period of time, may
prefer a brief digital form of an ACT intervention who demonstrated bigger improvements

across time for CP management outcomes.
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Strengths of the study

In line with the IMMPACT (Initiative on Methods, Measurement, and Pain
Assessment in Clinical Trials; Turk et al., 2003) recommendations and the underlying theory
of ACT, this randomized controlled trial focused on improving function and quality of life
(primary treatment outcomes). Despite that pain severity is also in line with the IMMPACT
recommendations, and many studies appear to report it as a primary treatment outcome
(Veehof et al., 2011; 2016), it can be argued that reductions in pain intensity as a primary
focus of treatment is theoretically less compatible with the therapeutic model of ACT which
postulates that pain is not within the direct control of individuals (Hann & McCracken, 2014,
2005). By following the IMMPACT guidelines and distinguishing between primary,
secondary and process outcomes, this study contributes to the ACT literature by facilitating
comparison and pooling of data, which will consequently support clinicians making more
informed decisions on choices of treatment.

This study is innovative in respect to the technological approach adopted. It tried to
pave the way into more digitally advanced trials in the field of chronic pain and Acceptance
and Commitment Therapy. We explored the use of a male and a female Avatar in the form of
guides or “co-travellers”, utilizing the Four Dimensional Framework of Adherence (see
Chapter Two). This implies that the intervention was developed on sound technological
theoretical grounds (e.g., Persuasive Technology and Gamification theory) for the purpose of
engaging the user in the intervention and reducing attrition rates (the impact of the above are
discussed in Chapter Four). The content of the intervention was culturally adapted and
tailored to the chronic pain user through the use of human-like, 3D-Avatars, rich audiovisual
material with a dynamic interplay of images, metaphors, animations as well as activities
providing an enhanced user experience. In addition, an active control group with
demonstrated effectiveness (Wetherell et al., 2011; McBee, Westreich, & Likourezos, 2008),

which was similar in format to the intervention of previous digital studies was used, to
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provide an ethical and fairer comparison to the Avatar-guided intervention group. According
to Criterion 1 of the APA Division 12 Task Force investigating empirically supported
treatments (Chambless et al., 1996; 1998) it is a requirement that an intervention be
compared to another treatment, or equivalent to an already established treatment with
statistical power sufficient to detect moderate differences.

Moreover, this was the first brief ACT study for CP, which has used an active control
group as a comparison, since waitlists and Treatment as Usual (TAU) were the preferred
method of control groups in the previous brief ACT-based studies for CP. We also utilized a
brief form of digital therapy, under four “therapeutic” hours in total so as to accommodate the
needs of CP patients who previously reported difficulties in engaging and completing longer
treatments (Turk et al., 1987). Considering that the majority of brief ACT-based interventions
for CP had 6 weekly, 1-hour sessions and a waitlist or TAU as a control group, finding
significant improvements across all treatment outcomes besides promising, may be an
indication of the utility of theoretical planning for increased user engagement. Also, taking
into account that there was no active recruitment outside Cyprus, several participants from
Greece and one from the United Kingdom took part in the study, just by word of mouth,

which demonstrates the potential of reach and breadth of such interventions.

Limitations of the study

There are a few limitations in respect to the sample of the trial. First, the study could
have benefitted from a larger sample, which may have improved our chances of finding even
small differences between the interventions. We should be cautious when interpreting the
results of the uneven group sizes. The sample size detected in the power analysis may have
been more accurate and representative if we had included in the power analysis the factor of

unequal distribution of sample within each group.
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Another significant limitation of the study was the relatively large number of students
who took part in the study. University students were part of the recruitment sample who
received 5% credit on their selected course, when participating in a research study. Despite
the inclusion and exclusion criteria, and the explicit explanations of the requirements
provided to the students by the principal investigator, it could be possible that some students
might had less severe pain as well as duration of pain at the baseline. This could be reflected
from the moderately low mean scores of daily pain interference at baseline.

Moreover, in this study we did not include follow-up analyses since these data are still
in the process of being collected. However, it will be interesting to assess whether the post-
treatment improvements and treatment changes can be maintained at 3, 6 and 12 months
follow-up and whether any differences between the treatment conditions show up at a later
time point.

The present results indicate that an Avatar-guided ACT-based intervention can
significantly improve chronic pain management, in just four visits to the platform. The power
of brief technologically advanced psychological interventions lies in their potential to reach
users, who due to factors such as stigma, transportation or accessibility difficulties, or even
due to living in remotely isolated areas, can be effectively provided service at the
convenience of their space and pace. We (researchers) have the means to disseminate
knowledge and improve management through effective use of technology, which in return
can help patients cope better, or at least instigate motivation and engagement for a user to
seek additional help (either personal or group-based). In addition, an investment in
technological psychological interventions may at the same time be cost beneficial to the
healthcare system (i.e., reducing wait lists, functionality improvement, return to work).
However, it would be interesting to conduct a cost-benefit analysis on how such interventions
could economically enhance the healthcare system, by potentially installing theory driven

psycho-educational apparatus in pain-related clinics, hospitals, waiting areas and more. In
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respect to this study, it would be interesting to analyze in-depth processes and mechanisms
(namely acceptance and psychological flexibility) producing positive change in treatment
outcomes, which would enable us to understand “what works” and “why it works” in ACT
for CP, and consequently improve treatments by focusing on improving these mechanisms. In
addition, it would also be interesting to compare the intervention group to an additional wait-
list control group, to see whether more significant differences in the treatment outcomes may
arise. Changes in medication use from pre-treatment to post-treatment could be included and
assessed in future analyses. Considering the wide accessibility as well as practicality of
smartphones in our lives, future studies in ACT and Chronic Pain could investigate the

impact of smartphone applications in improving pain management.
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Table 1. Comparison of Demographic Characteristics by Group for all registered users at Pre-

Treatment

ALGEApp Active Control Comparison
(N=51)
M SD M p
Age (years) 34.10 13.52 38.92 t=1.01 28
Gender (%) v’=1.02 31
Male 25.5 7.7
Female 74.5 92.3
Country of Residence (%) =12 73
Cyprus 85.7 76.9
Greece 14.3 23.1
Education (%) =223 .69
Primary school 2 0
High school 2 7.7
Secondary school 21.6 30.8
Undergraduate degree 45.1 30.8
Postgraduate degree 29.4 30.8
Occupation (%) ¥’=9.73 .08
Student 39.2 38.5
Public sector 19.6 7.7
Freelancer 13.7 7.7
Unemployed 0 15.4
Pensioner 3.9 0
Other 23.5 30.8
Family Status y'=1.54 82
Unmarried 51 46.2
Divorced 59 0
Married 333 46.2
Widow/er 2 0
Co-habiting 7.8 7.7

53



Computer knowledge (%) Y'=2.84 42
Average 19.6 7.7
Good 47.1 38.5
Very good 19.6 23.1
Excellent 13.7 30.8
Previous participation y’=1.38 24
in ALGEA study (%)
Yes 9.8% 0%
No 90.2% 100%
Note. M = mean, SD = standard deviation.
Table 2. Comparison of Demographic Characteristics by Group for Completers at Pre-
Treatment
ALGEApp Active Control Comparison
(N =38) (N=12)
M SD M SD p
Age (years) 32.11 14.07 37.75 16.49 t=1.16 25
Gender (%) =32 57
Male 21.1 83
Female 88.9 91.7
Country of Residence yv=1.17 .28
(%)
Cyprus 92.1 75
Greece 7.9 25
Education (%) y=5.51 24
Primary school 2.6 0
High school 0 8.3
Secondary school 26.3 33.3
Undergraduate 50 25
degree
Postgraduate degree 21.1 333
Occupation (%) XZZ 8.75 A2
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Student
Public sector
Freelancer
Unemployed
Pensioner
Other
Family Status
Unmarried
Divorced
Married
Widow/er
Living together

Computer knowledge
(%) (%)

Average
Good
Very good
Excellent

Previous participation
(%)

Yes

No

50

23.7

53

53

15.8

553

53

28.9

2.6

7.9

15.8

395

26.3

18.4

13.2

86.8

41.7
8.3
8.3

16.7

25
v=1.46

50

41.7

8.3

'=1.65

8.3
41.7
16.7

333

100

.83

.65

44

Note. M = mean, SD = standard deviation.
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Table 3. Comparison of Pain related demographic variables by Group for All Randomized

Participants at Pre-Treatment

ALGEApp Active Control Comparison
(N=51) (N=13)
M (SD) M (SD) p
Time since last medical visit (%)
Previous week 17.60 0.00
Previous month 13.70 15.40 )
Previous 3 months 23.50 53.80 x=6.19 29
Previous year 19.60 15.40
More than a year 23.50 15.40
Pain duration (%)
More than 3 months 9.80 7.70
From 1-5 years 56.90 38.50
From 5-10 years 13.70 15.40 £=17.15 <01
From 10-15 years 2.00 38.50
From 15-20 years 5.90 0.00
More than 20 years 11.80 0.00
Pain intensity (1-10) 5.96 1.95 5.62 1.45

Note. M=mean SD=Standard Deviation

Table 4. Comparison of Pre-treatment assessment outcomes by Group for All Randomized

Participants at Pre-Treatment



ALGEApp Active control Comparison
(N=51) (N=13)

M SD M SD t p

PIPS total 54.71 14.38 52.54 13.97 -.49 .63
Fusion 21.90 4.47 20.54 543 -.94 35
Avoidance 32.80 10.90 32.00 9.13 -25 .81
CPAQ total 22.00 8.01 24.92 6.20 1.31 30
PW subscale 7.82 4.45 9.38 4.66 1.12 27
AE subscale 13.98 4.89 15.54 3.73 1.07 29
HADS total 14.31 6.65 18.00 8.86 1.66 .10
Anxiety Subscale* 8.67 4.33 10.38 4.33 1.28 21
Depression Subscale* 5.65 3.23 7.62 5.16 1.72 .09
WHOQOL-BREF 92.39 13.93 88.15 17.61 -93 .36
BPI total 29.00 18.25 25.92 15.37 -.56 .58

Note 1. M=mean SD=Standard Deviation
Note 2. * Clinical cut-offs for Anxiety and Depression were the following (Mild=8-10,

Moderate=11-14, Severe=15-21)
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Figure 3. Means and standard deviation of HADS scores by group at two time points
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Figure 4. Means and standard deviations of HADS Anxiety subscale scores by group at two

time points

61



()]

HADS Depression
N

===Control ==ALGEApp

7.25 (5.27)

5.83 (4.88)

4.75 (2.70)

3.28 (2.94)

Figure 5. Means and standard deviations of HADS Depression subscale scores by group at

two time points

Pre-treatment Assessement Point Post-treatment

62



28

27

26

25

CSQ

23

22

21

20

Figure 6. Means and standard deviations of CSQ scores by group at two time points

===Control ==ALGEApp

26.72 (3.47)
23.94 (2.69
( ) 24.42 (4.78)
22.42 (3.75)
Pre-treatment Post-treatment

Assessment Point

63



60 ===Control ===ALGEApp

53.5 (14.13)

55

49.92 (9.77)

30 52.28 (12.61

PEPS

42.44 (11.60)

40

35

30 . .

Pre-treatment . Post-treatment
Assessment Point

Figure 7. Means and standard deviations of PIPS scores by group at two time points
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Figure 9. Means and standard deviations of PIPS Fusion scores by group at two time points
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Figure 10. Means and standard deviations of CPAQ scores by group at two time points
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Chapter Four: An evaluation of adherence, usage and treatment satisfaction of a brief

ACT-based digital intervention for CP management

The importance of a-priori adherence planning when designing a digital psychological
intervention is well established (Kelders et al., 2012, Karekla et al., 2018). Almost 1 in 2
participants who enroll in web-based trials drops out of the study (Waller & Gilbody, 2009),
which highlights a major challenge of online interventions of failing to retain users. When a
user fails to complete an online intervention they are frequently referred to as “dropouts” and
this data is often reported as “dropout” or “attrition rates” (i.e., the proportion of participants
who do not complete treatment or follow-up data). Even though self-reported treatment
satisfaction may be helpful in informing us whether the intervention was interesting or
engaging to the users which may be linked to dropout rates, it may be subject to bias
(Yardley et al., 2016) or even reported in a way that may please the researchers. In addition,
the reporting of these percentages or user satisfaction does not adequately describe sow the
user interacts with the program, nor does it inform researchers of how much of the
intervention is enough to benefit from it (Donkin et al., 2013). The examination of the
concepts of “adherence” and “user activity/engagement” may be more useful in providing
researchers with a better understanding of the above questions.

Perhaps the most accepted definition of “adherence” within the field of digital
interventions is the degree that the user’s activity (most often illustrated by number of
sessions completed, or hours spent in the intervention) meets the pattern of activity intended
by the program developers (Donkin et al., 2013). However, very few studies address the pace
or the speed that users appear to adhere with a digital intervention often ignoring the impact
that completing the intervention in a suggested time frame, may have. Moreover, the term

“user activity/engagement” may be even more descriptive than “adherence” in terms of

70



providing further details (in the form of web-metrics) such as “how much time was spent on
each module”, “how many activities have been completed”, “how many times did a user log
in a module”, or even “which animated character” did the user chose as a guide. All this
information, in combination to adherence reports, may improve our understanding on aspects
such as, “how much is enough”, what pattern of activity relates to better treatment outcomes,
and even what pattern of activity relates to specific user characteristics. Despite the relative
ease of capturing web-metrics, very few studies report these metrics. In addition, the extent to
which adherence and user engagement are associated with positive treatment outcomes or
specific user characteristics remains unclear (Donkin et al., 2011). Also, the definition of
adherence and its assessment varies considerably throughout studies, which may produce
mixed findings (Donkin et al., 2011). An attempt to clearly define and assess components of
adherence, within a time-frame context, in addition to exploring user engagement to inform
us on different levels of adherence may provide a clearer understanding to their impact on
treatment outcomes. Therefore, the purpose of this study is to address the issues of adherence
definition, and the application of adherence and web-metrics in addition to user satisfaction
within the field of digital technology and more specifically in the context of Chronic Pain and
psychological interventions (such as Acceptance and Commitment Therapy; Hayes, Strosahl,
& Wilson, 1999) in order to build understanding of adherence and user-engagement factors in
e-health interventions

The first step in determining the impact of adherence and consequently improving
dissemination, is to address the definitions of levels of adherence. Researchers tend to define
the level of adherence in users in a variety of dichotomous ways with common terms like:
“completer vs. non-completer”, “adherer vs. non-adherer,” and “low users vs. high users”
(Beatty & Binnion, 2016). This variety of definitions can be potentially very confusing to
researchers who seek to understand what type of adherence benefits users more. In addition,

we argue that the dichotomy gives rise to a few potential issues: First, “Completers” are often
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equated with the term “adherers”, which implies that a user who completed 4 modules in 4
weeks (as intended by the intervention developer) is in the same category with a user who
completed inconsistently 4 modules in a longer span of time (e.g., in 8 weeks). This may
create unequal and unfair comparisons between those who diligently followed instructions
within a suggested time frame and those who did not, with the risk of missing out on the
importance of strict adherence to protocol. Therefore, users who are for the most part
adherent (i.e., users who complete the modules at a slower than recommended pace) are often
overlooked or subsumed into the categories of “adherers” or “non-adherers”. Donkin and
colleagues (2013) argued that the “dose-response” relationship between the amount of
exposure in an intervention and the respective benefits (as observed in treatment outcomes)
may not be linear, and possibly reach a plateau. This implies that the user after a “certain
amount” of exposure to the intervention, may no longer benefit from extra modules or
contact. This plateau, however, has been unexplored in the field of digital interventions, and
it is therefore unclear whether it exists or even after how long it is reached and under what
circumstances it is reached. By examining the middle level of adherence in its own right (i.e.,
complete the intervention at a slower pace may capture the plateau and examine its relation to
to specific user characteristics. Thus, this middle ground of moderate adherence also deserves
to be further explored.

In respect to the question of “how much of the intervention is enough” it is only
recently that researchers began to investigate and report the impact of metric usage and
adherence on treatment outcomes. Matilla et al., (2016) highlights that there are mixed
findings on whether all or some usage metrics are associated with positive treatment
outcomes. For example, a combination of the number of logins and time spent on each
module were found to predict smoking cessation and abstinence in smokers (Cobb, Graham,
Bock, Panandonatos, & Abrams, 2005). Similar findings have been observed in eating

disorders where completion of online program components (e.g., activities and tasks) was
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linked to better outcomes (Manwaring et al., 2008; Carrard et al., 2010; Troop et al., 1996).
Increased number of modules completed was associated with improved outcomes in Anxiety
and Depression in an online CBT trial (Christensen, Griffiths, & Korten, 2002), while high
user engagement was found to predict fruit and vegetable consumption (Wantland, Portillo,
Holzemer, Slaughter, & McGhee, 2004). However, Donkin et al., (2011) in their systematic
review showed that several potential usage metrics (e.g., number of logins, time spent online,
self-reported activity completions) were not regularly associated with treatment outcome
improvements for online interventions regarding psychological disorders. For example,
number of logins were not found to be related to outcomes in studies targeting depression
(Clarke et al., 2005; Clarke et al., 2002), or number of activities completed were not found to
correlate with outcomes when targeting physical activity (Carr et al., 2008; Webber, Tate, &
Bowling, 2008). The lack of consistency in detecting a “dose-response” relationship (i.e.,
amount of user activity and adherence linked to positive treatment outcomes) in addition to
the scarcity of studies assessing metrics and outcomes in chronic conditions such as in
chronic pain management outcomes instigates the need for further research.

In respect to the question of which participant characteristics are linked to high user
activity and high adherence, the findings are again mixed. Characteristics such as gender,
age, duration and severity of condition/illness, computer literacy, employment, education,
previous experience with online interventions, are only a few variables which have been
found to be associated to influence treatment adherence and user activity (Macea, Gajos,
Calil, & Fregni, 2010; Melville, Casey, & Kavanagh, 2010, Zarski et al., 2016). However,
there appears to be a lack of clarity in the literature findings, with a number of studies
supporting the notion that different targeted populations have different demographic variables
predicting higher usage. For instance, Christensen and colleagues (2009), found that younger
age, a lower level of baseline depression, and poorer knowledge of psychological treatments

were associated with a higher adherence to depression online treatment. Similarly, lower
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symptoms in users with generalized anxiety disorder were associated with higher user
activity. They also found that older female users with post-traumatic stress disorder, who
were less experienced with a computer, were more engaged to the intervention. Another
study related to health promotion in employees, found older users with poorer aerobic fitness
to be more active in their usage of the online intervention (Mattila et al., 2013). Matilla et al.,
(2016) found that characteristics such as older age, female gender and not owning a
smartphone before the study were significantly associated with more active usage in
overweight people with psychological stress. In the context of chronic pain, the review by
Macea and colleagues (2010) showed the following factors to be related to predictors of
dropouts (but not user activity): longer duration of chronic pain, less severe disease at
baseline, limited knowledge in computing, younger age and higher levels of health distress,
limitations of activity as well as male gender. However, the inability to obtain a clear pattern
as to which characteristics predict user adherence and engagement and why (i.e. mechanisms
that lead individuals or groups to adhere or engage), allows only speculation as to “why”
these characteristics and not others. Lack of knowledge as to mechanisms via which certain
participants with certain characteristics (e.g., processing speed, gender, familiarity with web-
based platforms) do not adhere or engage, hinders the development of interventions that will
address these particular characteristics (i.e., intervention developers may not be able to do
much if they just know that older individuals engage less but if they know that older
individuals engage less due to low technological literacy, then they can deal with this issue
and thus impact engagement). There is a need, therefore, to expand knowledge on the relative
contribution of the different demographic variables and the mechanisms that drive them, to
user adherence and engagement. Perhaps focusing at first on exploring the above issues on
specific populations of users (such as Chronic Pain) may begin to provide us with a clearer
understanding within a specific context.

Overview of The Present Study
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This study is part of a randomized controlled trial developed to evaluate a brief ACT-
based digital intervention for chronic pain management in Greek-speaking population. This
section presents a secondary analysis, which focused solely on the ALGEApp intervention
group and assessments on the impact of a) user demographic characteristics on their activity
and treatment completion, and of b) adherence and user activity on treatment outcomes. In
depth-analysis (comparison) and discussion for the control group was beyond the scope of
this study since differences in the duration of each module and format of the intervention
might have acted as confounding variables. However, completion, adherence, metrics and
satisfaction rates for the control group are briefly reported in parentheses, in the relevant
sections for interested readers. For the purposes of this study, we briefly describe the
participants, procedure and measures in respect to the secondary analysis. Detailed
information regarding the study design, participants, procedure and intervention content of
the study, was described in detail in Chapter Three; Method Section.

Based on the adherence-focused development of the ALGEApp outlined in Chapter
Two, the purpose of this study was to firstly explore the associations and differences in: a)
usage activity (metrics) b) treatment completion, and c) adherence levels based on user
characteristics and baseline pain-related parameters (e.g., pain intensity, daily pain
interference and pain duration). Second, to investigate differences at post-treatment (primary,
secondary and process) outcomes as a function of adherence levels. Third, examine
associations of user engagement (metrics) with post-treatment outcomes in completers.
Fourth, assess the users’ satisfaction and its relation to metrics, levels of adherence and post-
treatment outcomes. In the absence of studies in the field of internet interventions and chronic
pain exploring in-depth, the concepts of user engagement, adherence levels and treatment

completion and their relation to user characteristics and treatment outcomes, this study aims

75



to fill a gap in the literature and expand on empirical evidence of digital interventions for CP
management. Specific hypotheses include:

Hypothesis one: It was hypothesized that highly (and satisfied) engaged users as
indicated by web-metrics (higher number of logins, time spent online, number of correct
multiple choice questions, number of exercises viewed or downloaded), will have
significantly improved results in the primary (daily functioning and quality of life), secondary
(depression and anxiety) and process (acceptance of pain and psychological flexibility)
outcomes compared to less-engaged users (less usage) in the ALGEApp intervention.

Hypothesis two: It was hypothesized that users who adhered to the intervention as
intended by the creators of the intervention will have significantly improved primary (quality
of life and pain related interference), secondary (depression and anxiety), and process
treatment outcome (pain acceptance and psychological flexibility) scores, compared to users

who moderately adhered to the treatment or users who did not adhere as intended.

Method

Participants

A total of 55 users previously randomized to the treatment intervention group, were
included in the analyses. Four users did not complete a pre-treatment questionnaire,
nonetheless were included in this study since the analyses did not involve the pre-treatment
questionnaire. The mean age of the users was 33.50 years (SD=13.50). In total 76.40% of the
participants were women (n=42) whereas 23.60% were men (n=13). The majority of users
lived in Cyprus (83.60%), had an undergraduate degree (43.60%), and reported having very
good computer literacy (47.30%). In terms of pain related variables, the majority had

consulted a medical doctor for their pain within the past 3 months (23.60%), suffered from
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pain for a duration of 1-5 years (58.20%), and had a pain intensity score 5-9 out of 10
(81.00%). Migraines and headaches were the most frequent diagnosis of chronic pain

(33.33%).

Procedure

A detailed description of the recruitment process and procedure is mentioned in
Chapter Three, Method section. The brief ACT-based platform (namely “the ALGEApp”)

was available as a zip file from www.algeapp.com, which then had to be unzipped and

installed on their computers. Interested participants were specifically instructed by the
principal investigator of the study that they were expected to complete each of the four
modules within a range of 3-14 days. The duration of each module was roughly 45 minutes
and it contained supplementary bonus materials in the form of exercises, which could be
viewed in the platform or downloaded to the laptop.

Prior to beginning Module One, all users had to complete a consent form and a
demographics questionnaire. Users were guided throughout the intervention by an Avatar of
their choice (male or female). In total, users appeared to have a small preference for the male
Avatar (55% of users) over the female Avatar (45% of users). Gender breakdown indicated
that 69% of males chose the male Avatar whereas female participants equally chose the male
and female avatars (50% for each).

Text messages in the form of tailored reminders and feedback (depending on
responses on activities and the content of each module; for more information see Chapter
Two), were sent to the users to: 1) inform them of the availability of each module, 2) prompt
them to complete the module, or 3) provide feedback according to an exercise completed in
the module. Metrics were assessed via a computer software (MySQLWorkbench
[V:6.3.9.CE]) as soon as they logged in to the platform. Demographics, including assessment

of pain-related variables were assessed at baseline upon user registration to the platform. Pre-
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treatment questionnaires (although not assessed in this study) were given electronically to the

users via www.surveymonkey.com prior to the initiation of Module One, while post-

treatment questionnaires were provided with the completion of Module Four.

Adherence Assessment Definitions

Users who completed the intervention, were further categorized into three levels

depending on their level of adherence: a) Adherent User, b) Moderately Adherent User and

c) Non-Adherent User. The above adherence terms along with intended usage and completer

definitions are defined in the Table 1.

Table 1.

Adherence related definitions

Term

Definition

Intended usage
protocol

Completer

Non-
Completer/Dropout

Adherent user

Moderately
Adherent user

Non-adherent User

Researchers prompted the users to complete each module within
a suggested time frame of 3-14 days upon previous module
completion

A user who completed all four modules of the intervention
irrespective of the specified time frame

A user who completed the pre-treatment questionnaire but failed
to complete all four modules of the intervention

A user who completed all 4 modules within the suggested time
frame

A user who completed 3 out of 4 modules within the suggested
time frame

A user who completed 0 up to a maximum of 2 modules within
the suggested time frame

Measures

Treatment Outcome Measures

The Greek Brief Pain Inventory: Interference subscale (G-BPI; Mystakidou,

Mendoza, Tsilika, Befon, Parpa et al., 2001, Original: Cleeland & Ryan; 1994) is a subscale
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of the Greek-Brief Pain Inventory which assesses how pain interferes in several areas of daily
functioning of chronic pain sufferers. The interference subscale contains 7-items rated on a
Likert-type scale from 0="“does not interfere” to 10="completely interferes”. The G-BPI
presents with good internal consistency (0=.85 for interference) and sufficient validity.
Cronbach a for this study was 0.94.

The World Health Organization Quality of Life-BREF Questionnaire (WHOQOL-
BREF,; The WHOQOL Group, 1998) assesses an individual's quality of life (QoL). The
instrument is a self-report 26-item inventory of generic QoL and is divided into four
subscales: physical health, mental health, social relationships, and social environment. Higher
scores indicate better QoL. WHOQOL-BREF has been previously translated and validated in
Greek (Ginieri-Coccossis et al., 2012) with satisfactory internal consistency between the
domains ranging from (Cronbach’s 0=.66 - .80) and overall QoL (a=.87). Cronbach a for
this study was 0.91.

Secondary outcome measure

The Hospital Anxiety and Depression Scale (HADS,; Zigmond & Snaith, 1983) is a 14-
item questionnaire assessing levels of depression and anxiety symptomatology, considered
unbiased by coexisting medical conditions. Each subscale consists of 7 items rated on a 4-
point scale (0-3). Higher scores indicate greater anxiety and depression. The Greek version
presents with high internal consistency (o = .88) and validity (Michopoulos, et al., 2008).
Cronbach a for this study was 0.87.

Process measures

Greek Psychological inflexibility in pain scale (G-PIPS-II; Vasiliou et al., under
submission, Original: Wicksell et al., 2010) contains 12 items assessing psychological
inflexibility and is comprised of two subscales: a) avoidance of pain (8 items), examines
behaviors that lead to avoidance of pain and related distress; and b) cognitive fusion (4

items), assesses how CP sufferers’ thoughts about an event can lead to avoidance of pain or
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distress. Items are rated on a 7-point Likert-type scale, with 1="never true” and 7="always
true”. The scale demonstrates good psychometric properties (Wicksell et al., 2010) and high
internal consistency (o = .88) and validity with associated constructs in its Greek version.
Cronbach a for this study was 0.93.

Greek Chronic pain acceptance questionnaire (G-CPAQ; Vasiliou, Karekla,
Michaelides, & Kasinopoulos: McCracken et al., 2004) assesses pain acceptance in two sub-
factors: activity engagement (AE) (4 items) and pain willingness (PW) (4 items). Activity
engagement, examines the degree to which participants engage in meaningful activity even in
the presence of pain. Pain willingness, assesses the degree to which individuals allow pain to
occur without trying to change, control, or struggle with it. The G-CPAQ is rated on a 7-point
Likert scale (O=never true to 6=always true) and yields a total sum with a range of 0-48.
Higher scores suggest greater pain acceptance, activity engagement and pain willingness
(McCracken et al., 2014). The G-CPAQ presents with high reliability (Cronbach’s a Total
test score =.76; AE=.86, PW=.69) and sufficient construct validity in its Greek version.
Cronbach a for this study was 0.83.

Usage Activity (user engagement) Metrics
MySQLWorkbench (V:6.3.9.CE) software was used to obtain the following metrics

shown in Table 2.
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Table 2.

Activity of users assessed by web-metrics and their descriptions

Usage metric

Description

Number of logins

Time spent online

Number of Bonus
Exercises Viewed

Number of Bonus
Exercises downloaded

Number of correct
responses

Users had open access to the modules that had already been
completed, therefore the number of times that a user logged in to
complete or review a module was assessed.

Total time (in minutes) spent in the intervention. If a user
decided to replay one or more specific components of a module
(reflected by total time spent in the program), this could
potentially indicate a willingness to engage and improve
understanding of the intervention. Extreme indications (> than
double the average time of module completion was deemed as an
extreme) of time spent online were considered as outliers since
they could indicate user inactivity (i.e., taking a break while the
intervention is on pause) and were removed.

When a user completed a module, they immediately had access
to view the content of a bonus section with further reading or
recording material. The number of times the user viewed the
bonus material was assessed.

Similar to the number of bonus exercises viewed and since some
users could prefer to download the material for future personal
usage, the number of exercises downloaded was assessed.

This metric was used to accesses the number of correct responses
in multiple choice questions, for the intervention users. Correct
responses to a question were marked as “1”” whereas incorrect
ones were marked as “0”. There were a total of 18 multiple-
choice questions assessing user participation and understanding.

User Satisfaction Assessment

Greek Client Satisfaction Questionnaire (CSQ-8; Flora & Stalikas; 2012, Larsen,

Attkinson, Hargreaves & Nguyen, 1979) assessed participants’ evaluation of the intervention

and satisfaction. Items are rated on a 4-point Likert-type scale, where higher scores indicate
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greater satisfaction with services received. The scale demonstrates high internal consistency
(Chronbach 0=.83).

Open-ended feedback: There was an open-ended single question at the end of the
CSQ-8 which asked users to provide any useful feedback or recommendations regarding the
experience with the digital intervention. This was used by the researchers to obtain an overall
feedback from the users regarding the intervention, components of the intervention they liked
the most or least, and whether they had any recommendations for improvement.
Statistical Analyses

The sample in this study was taken from the sample of the effectiveness study
described in Chapter Three. More specifically, we used data only from users who were
randomized in the intervention group and who completed a) the demographics form and the
post-treatment questionnaire. For the purposes of this study, 3 participants who were
previously excluded from the intervention for not completing Module One, although having
completed pre-treatment questionnaire, were included in this study. All statistical analyses
were conducted using SPSS (IBM SPSS version 18).

An extra variable of “Adherence” was created in SPSS to categorize the completers
into three groups: high adherers (coded as “2”’), moderate adherers (coded as “1”’) and low
adherers (coded as “0’). We used simple descriptive statistics to provide us with information
regarding completion, adherence rates and basic demographics. Descriptive statistics were
also used to obtain specific information in respect to the users Satisfaction based on specific
items of the CSQ. Pearson Product Moment Correlation Coefficient Analysis was used to
investigate the relation between metrics and continuous demographic variables (age, pain
intensity and baseline pain interference) as well as the relation between users’ satisfaction,
metrics and treatment outcomes. Kendall’s Tau b Correlation Analysis was also used to
investigate the relation between metrics and ordinal variables (education, computer literacy

and pain duration). To interpret the strength of the relation Cohen’s guidelines (1998, pp.79-
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81) were followed with the following interpretations: small (r=.10 to .29), medium (r=.30 to
49) and large (r=.50 to 1.0). Missing data from users who had dropped out of the study was
excluded pairwise.

Independent samples t-tests were conducted to compare differences between
completers with non-completers on the continuous demographic variables whereas chi-
squared tests were used to compare differences for the categorical demographic variables.
One-way between groups ANOVAs were conducted to explore group differences in
demographics and pain related variables between the 3 groups of adherers. Eta squared was
used as an effect size with the following guidelines .01 as a small effect size, .06 as a medium

effect and .14 as a large effect, (Cohen, 1988).

Results

Associations and differences in a) engagement, b) adherence and c) treatment completion

based on demographics and baseline pain related variables

A total of 55 users enrolled in the intervention group, 38 (73%) were completers
(completed all four modules) and 17 (27%) were non-completers (did not complete all four
modules) (whereas 75% of control users completed the intervention). In total there were 42
women (78% in completers and 71% in non-completers) and 13 men (22% in completers and
29% in non-completers). Mean age of completers was 36.71 years of age (SD=11.91) and of
non-completers 32.11 years (SD=14.07). The numbers of users who completed the
intervention per module are shown in Figure 1 below. Among the users who completed the
intervention, 49% (vs. 75% of control users) adhered to the usage protocol within the time-
frame suggested (adherent users), 31% (vs. 0% of control users) completed 3 out of 4

modules within the time frame suggested by the researchers (moderately adherent users)
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while 18% (vs. 25% of control users) did not adhere to the time-frame suggested for at least 2

modules (non-adherers).

Completers of ALGEApp
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Figure 1. Number of users completing each module

Note 1: Numbers of users in the control completing each module in the Control group: Module 1=16, Module
2=14, Module 3=13 and Module 4=12.

The average activity usage of the 55 intervention participants is shown for each metric
in Table 3 below. For the Pearson Product Moment Correlation Coefficient Analysis there
was no statistically significant correlation between the metrics (total number of logins,
number of exercises downloaded or viewed, or number of correct MCQs) and
demographics/pain related variables at baseline (age, pain intensity, gender, and daily
interference). Only, total number of logins and baseline daily interference showed a negative
small correlation, which however was not significant, R=-.25, p=.07. There was also no
statistically significant correlation between the metrics and user demographics regarding

ordinal variables (pain duration, computer literacy, education).
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Table 3

Descriptives of Metrics

Metrics Intervention users Control users
Mean SD Mean SD
Total time spent 230.11 194.19 72.82 40.87
(minutes)
* Average time 40.67 12.15 18.21 12.21
spent per module
(minutes)
No. of logins 4.16 0.60 6.83 5.37
No. of exercises 3.41 2.54 1.50 1.78
downloaded
No. of exercises 1.86 1.92 2.25 3.49
viewed
**No. of Correct 15.26 1.87 n/a n/a
MCQs (/18)

Note 1: *4 intervention users’ data on time spent online was identified as outliers and removed since their mean
time spent per module exceeded 90 minutes/module which was deemed extreme. Possible reasons include idle
time due to a long break.

Note 2: ** “MCQ” stands for Multiple Choice Questions — there were no MCQs for control users
Note 3: Total time and average time spent online were assessed for both completers and non-completers,

whereas the rest 4 metrics (numbers of logins, exercises downloaded/viewed and correct MCQs were averaged
only for completers).

A series of independent-samples t-tests were conducted to compare the completers
with the non-completers for differences in the continuous variables of age, pain intensity and
baseline pain interference with daily activities at pre-treatment. There was a statistically
significant difference between the two groups for scores in interference of daily activities
with completers reporting higher means of daily interference of pain (M=37.00, SD=18.40)
than non completers, (M=26.18, SD=17.24), t(53)=2.11, p<.04. The magnitude of the
differences in the means (mean difference = 10.82, 95% CI: .52 to 21.11) was moderate (eta
squared=.08). There was no statistical significant difference in pain intensity scores between

completers (M=6.06, SD=2.57) and non-completers (M=6.00, SD=1.66), t(20)=.09, p=.93,
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n°=.015. There was also no statistical significant difference in age between completers
(M=36.71, SD=11.91) and non-completers (M=32.11, SD=14.07), t(53)=.1.17, p=.25, n2 =.03

A series of chi-squared tests were conducted to assess for differences between
completers and non-completers for the categorical demographic variables of computer
literacy, education, pain duration and gender. No significant differences were found between
groups on education levels, X2(4, n=55) =5.60, p=.23, Cramer’s V=.32, gender, xz(l, n=55)
=.110, p=.74, Phi=.09, computer literacy, Xz(l, n=55) =5.69, p=.13, Cramer’s V=.32; or pain
duration, y*(5, n=55) =3.81, p=.58, Phi=.26.

A series of one-way between groups ANOV As were conducted to explore group
differences in demographics and pain related variables between the 3 groups of adherers in
addition to the non-completers group. There were no statistically significant differences
between the 4 groups on Pain Intensity scores at baseline, F(3,50)=.96, p=.42, n12=.05; age,
F(3,51)=1.43, p=.24, n2=.08; pain interference scores at baseline, F(3,51)=1.90, p=.14,
n2=.10. Figures 2 and 3 indicate the means and standard deviations of age and pain
interference scores for the four groups at baseline).

Chi-square tests were conducted to examine group differences between the subgroups
of completers (adherers, moderate adhererers, non-adhererers) and non-completers for
gender, pain duration, computer literacy, and education. There were no statistical significant
differences for gender (x*(3, n=55) =3.37, p=.34, Cramer’s V=.248); pain duration,(x*(15,
n=55) =17.30, p=.30, Cramer’s V=.324); computer literacy (x2(9, n=55) =14.68, p=.10,

Cramer’s V=.298); and education (x*(12, n=55) =16.05, p=.19, Cramer’s V=.312).
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Differences between adherence groups on primary treatment outcomes at post-treatment.

A series of one-way between-groups ANOV As was conducted to examine differences
between adherence levels (high, moderate, poor) on treatment outcomes. There was no
statistical difference between the groups on WHOQOL-BREF post intervention, F(2,34)=.56,
p=.58, 1°=.03.

There was a significant effect for adherence group on BPI scores, F (2,30)=3.77,
p<.05 1°=.20. Tukey HSD post-hoc comparisons showed significant differences between
poor adherers (M=28.75, SD=20.65) and moderate adherers (M=11.30, SD=7.48) and
between high adherers (M=13.53, SD=10.33) and poor adherers. See figure 4 for the means

and standard deviations of the three groups at post-treatment.
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Differences between adherence groups on secondary treatment outcome at post-treatment.

There was also no statistical difference between the groups on HADS scores post

intervention, F(2,34)=2.37, p=.11, n*=.12.



Differences between adherence groups on process treatment outcomes at post-treatment.

Statistically significant differences were found between the adherence groups on
CPAQ scores, F(2,33)=5.39, p<.01, n°=.25. Post-hoc comparisons using the Tukey HSD test
and Mean Plots, indicated that moderate adherers (M=34.26, S.D.=7.13) had significantly
higher pain acceptance scores than poor adherers (M=26.00, SD=5.10) and high adherers

(M=26.58, SD=6.67) at post-treatment.
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Figure 5. Means (and Standard Deviations) of pain acceptance scores at post-treatment,
between different levels of Adherence

No significant differences were found between the groups of adherence on psychological
inflexibility scores at post-treatment (F(2,34)=2.91, p=.07, n°=.15). The means and standard

deviations of the three groups on psychological inflexibility are shown in Figure 6.
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Relation Between Metrics and Post-Treatment (primary, secondary and process) Outcomes

Pearson Product Moment Correlation Coefficient Analyses were conducted to explore
the relation between metrics and treatment outcomes for the intervention group only for
completers. There was a significant positive medium correlation between correctly answered
MCQs and CPAQ, r=.34, p<.05, where increased number of correct responses to multiple
choice questions within the module were associated with higher levels of pain acceptance. No
other significant correlations were found between the rest of the metrics and treatment

outcomes.
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Satisfaction with the treatment

In terms of satisfaction, basic descriptives from the CSQ questionnaire show that
89.20% of users reported mainly to highly satisfied (vs. 61.50% in the control group) from
the intervention while 94.60% (vs. 69.20% in the control group) reported that they were
helped from the intervention to a good or a great extent. In addition, 97.30% (vs. 100% in the
control group) reported that they would recommend this type of intervention to their friend
and that they would return back to the program if they needed help in the future (also 97.30%

compared to 92.80% in the control group).

Relation between levels of treatment satisfaction at post-treatment and user activity (metrics)

There was no significant correlation between the variable of satisfaction at post-
treatment and web-metrics (time spent online; (r=.25, p=.14), logins; (r=-.01, p=.98), number
of exercices viewed; (r=.24, p=.16), number of exercises downloaded; (r=.09, p.60), MCQs;

(=31, p=.06).

Differences between adherence groups on user satisfaction outcomes at post-treatment

There was also a significant impact of adherence on CSQ scores, F(2,34)=4.28,
p<.05, 1*=.20. Moderate adherers (M=28.67, SD=3.75) were significantly more satisfied with
the intervention than high adherers (M=25.26, SD=2.96), whereas none of the other groups

differed between them (see Figure 7 for the means and standard deviations).
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intervention, between different levels of Adherence.

Relationship between treatment satisfaction and post-treatment (primary, secondary and
process) outcomes for completers

In terms of primary treatment outcomes, there was a strong positive correlation between CSQ
and WHOQOL-BREF, r=.51, p<.001, where higher scores of satisfaction relates to higher
scores of quality of life. There was no significant correlation between CSQ and BPI, r=.61,
p=.73. In respect to the secondary treatment outcome there was a moderate negative
correlation between CSQ and HADS, r=-.35, p<.05, with high levels of treatment satisfaction
associated with lower levels of Anxiety and Depression. For process outcomes, there was
also a strong positive correlation between CSQ and CPAQ, r=.60, p<.001, with higher scores

of treatment satisfaction associated with higher scores of chronic pain acceptance. In
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addition, there was a medium negative correlation between CSQ and PIPS, r=-.45, p<.01

where higher scores of satisfaction related to lower scores of psychological inflexibility.

Open-ended question
We obtained responses to the following open-ended question: “We are open to any
comments or suggestions you may have regarding this intervention”. See Illustration 1 for a

detailed description of the comments and feedback of the users.
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"The program was excellent and to the point. I really liked the
ALGEApp Bonu]; ]Wgaterial. 1 believe it would be m’i)re eﬁ’ectivejzjfthe
group format was group-based or one-to-one. I am excited and I have
kept the exercises for personal use. On another note, I have
taken the message that pain CAN be managed. I think this
program should be promoted to all groups of chronic pain
sufferers. Thank you!"

"It would be preferrable if the narrator's voice had more
energy or the speech was faster. Sometimes the listerner may
get distracted due to slow tonicity"

"Very good program for someone with Chronic Pain!"

"Very good initiative and innovative idea. [ feel it could help
many people manage their pain better as well as get trained in
Acceptance and Commitment Therapy!

"Very interesting and I feel it will really help me! Thank you!"

1 urge you to continue this program, it is really helpful! It's a
pitty for people who suffer to miss on such opportunities out of
stigma and fear! Thank you for this opportunity!”

"I managed to see life through a different angle and I re-
evaluated my values and goals. Nowadays, pain is present but
I manage!"

"I really liked the graphics and the videos, they were pleasant
and helpful!"

"It would be better and more convenient if we could control the
Sflow of the module! Very good tool, which has personally
helped me in a way that no medical doctor or family member
was able to. It has helped me experience pain in a different
angle and understand that the quality of my life is in my
hands. Thank you very much!"

"[ feel the pain, but actually being able to manage it without
medication, was beyond my expectations. Thanks!"

Hllustration 1. Comments and feedback from users in response to an open-ended question
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Discussion

This study sought to explore the concepts of adherence levels, user engagement,
satisfaction and treatment completion and their relation to user characteristics and treatment
outcomes. User adherence was defined based on three levels depending on the extent that the
suggested time-frame was followed: a) low adherers, b) moderate adherers and c¢) high
adherers. In addition, data were analyzed (i.e., user characteristics and pain-related variables
at baseline) so as to compare users who completed all four modules of the intervention vs.
non-completers and the three groups of adherence between them. Metrics were gathered to
assess the activity and engagement of the users throughout the intervention. This is the first
study assessing the impact and relation of user engagement and adherence on metrics and
treatment outcomes, in a digital ACT-based intervention for chronic pain participants.

The first aim of the study was to explore the associations and differences in: a)
treatment completion, b) adherence and c) engagement based on user demographics and pain-
related variables at baseline. In terms of treatment completion, 69% of users managed to
complete the treatment intervention, which implies that the dropout percentage was 31%. The
attrition rate in the ALGEApp intervention appears to be slightly higher than other iACT
studies (which ranged between 24%-28% for their intervention group) and similar to the
median attrition rate reported in a recent meta-analytic review of internet-based interventions
with Cognitive and Behavioral Therapy and ACT as intervention groups (van Beugen et al.,
2014). An attempt to account for the slightly higher dropouts of this study compared to the
other two iACT studies for chronic pain, may lie within the amount of human contact
provided in the studies. Trompetter and colleagues (2015) had counselors assigned to
participants who provided online counseling via exchange of emails once a week to the users.
Furthermore, Buhrman and colleagues (2013) had initially contacted a 30-minute screening
interview via the telephone with each participant. There is evidence to suggest that increased

human support time (in this case, personal counselor assigned to each participant and 30-
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minute interview) may lower dropout rate (Baumeister, Reichler, Munzinger, & Lin, 2014)
possibly by increasing a sense of accountability to the users (Mohr, Cuijpers, & Lehman,
2011). In contrast to the fully automated nature of this study, and in an attempt to control for
extraneous variables, the majority of users received their instructions in an electronic form
and all feedback was sent through a text. Instead, human contact was kept at a minimum and
only on occasions that was necessary (e.g., to clarify or answer questions prior to the study or
for screening purposes). Also, as Eysenbach (2005) claimed, the lack of several levels of
clinical filtering (i.e., telephone screening interview) or lack of personal commitment
(personal contact with a counselor) may have eased the dropouts for users who had
ambivalent feelings upon entering a digital intervention for the first time. Nonetheless, we
believe that applying our previously proposed Four-Dimensional adherence framework
guidelines (Karekla et al., 2018), which targeted user engagement and adherence in a barely
minimum human contact intervention, led to substantially lower attrition rated compared to
other fully automated without human contact studies usually found in digital interventions,
with the average attrition ranging from 44%-50% (Waller & Gilbody, 2009; Macea et al.,
2010).

The majority of the dropouts (13 users out of 17 who dropped out) happened during
or upon completion of module one and prior to module two. In contrast, only 4 users
appeared to drop out throughout the remaining 3 modules. The high dropouts early on in the
intervention were in line with our previous research in respect to group-based therapy for CP
where the majority of non-completers had also dropped out after the first week (Karekla et
al., 2013). We speculate that these users might have been at the pre-contemplation stage
(Prochaska & DiClemente, 1984) upon registering for the intervention, with possibly low
intrinsic motivation level to explore a novel experience (Ryan & Deci, 2000). This may be
also linked with the fact that non-completers in our study had higher daily pain interference at

baseline, compared to completers and thus?. This finding is in accordance with the findings
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of numerous studies in support of subjective pain severity and interference with activity
limitations at baseline being a predictor of dropouts in patients with a chronic condition
(Karekla et al., 2018, Lorig et al., 2008, DiMatteo, Haskard, and Williams., 2007). Users with
greater daily pain interference may have an array of unsuccessful condition management or
treatment attempts, which may result in decreased motivation to engage in new approaches
such as a digital intervention (Horne & Weinman, 1999). Perhaps a thorough assessment
prior to entering treatment of all users’ previous experiences with psychological
interventions, including previous unsuccessful attempts, and their expectations from this
treatment, might have facilitated them to feel understood and set more realistic
goals/expectations for the current treatment.

In contrast to previous studies (Macea et al., 2010; Melville, Casey, & Kavanagh,
2010, Zarski et al., 2016) we did not find any significant differences between completers and
non-completers in terms of age, pain intensity, education, gender, or computer literacy. Our
study sample appeared to be highly educated with good to excellent computer literacy, which
may also relate to the younger mean age of the participants in both completer groups. The
mean age of the study sample, which was lower in comparison to many studies included in a
review for digital interventions in chronic conditions (Macea et al., 2010), may imply that the
sociod-emographic background of the users did not vary to a great extent, which may partly
account for the lack of finding significant differences between the two groups. The relatively
young age of users may relate to the nature of the intervention platform, which required good
to excellent computer skills in order to be downloaded, unzipped and installed by the users.

Despite having slightly higher dropouts from the two iACT studies, almost half (49%)
of the completers adhered to the intervention as intended by the principal investigator which
is higher than in previous reports in the iACT intervention for chronic pain by Buhrman and
colleagues (2013). Our adherence rates are similar to Trompetter’s and colleagues (2015)

who reported almost half of the participants adhering to the intervention as intended.
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However in their study, adherence was defined as “completing at least 6 out of 9 modules”.
In contrast (high) adherence in this study was defined as “completing all 4 modules within a
time frame of 3-14 days upon previous module completion”, which may be substantially
stricter than Trompetter’s definition. Despite the stricter definition, the Avatar-guided
intervention along with its interactive audiovisual content was still able to engage roughly the
same percentage of users as in Trompetter’s study, while (users) simultaneously completing
all four modules. The difference in definitions used however, raises the issue discussed in the
introduction of having a variety of definitions for adherence, which makes the comparison of
adherence rates between studies difficult or even unfairly compared. For instance, if the
adherence in this study was defined as *“ completing at least 3 out of 4 modules” then the
percentage of adherers would be much higher. It should also be noted that 4 in 5 users
adhered moderately to highly with the intervention, which is quite satisfactory compared to
the literature (Kelders et al., 2012).

In respect to baseline characteristics of pain intensity, education, computer knowledge
or pain duration, these did not appear to significantly differ between the three adherence
groups. Therefore this study was unable to find any evidence of characteristic variables to
differentiate among users with different levels of adherence. Perhaps expanding the study in
the future to include a larger variety and number of participants across various
sociodemographic levels, might indicate clearer differences.

As far as metrics were concerned, intervention users (both completers and non-
completers) spent on average 40.6 minutes in each module and logged in on average once in
each module. Users appeared to have a preference of downloading the bonus exercises
(mean=3.41) rather than viewing them within the actual platform (mean=1.86). This might
imply that they preferred to save them for personal future use, also reflected in some of the
qualitative comments. In addition, male users appeared to have a preference for the male

Avatar, while females did not show any specific preference for male or female. There is
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evidence to suggest that males are more likely to drop out from digital interventions (Lange
et al., 2003; Macea et al., 2010). However, it could be that by following the recommendation
guidelines of the Adherence Framework and adding a choice of Avatars, it may have acted as
a protective factor of retaining male users in the study, which might also explain the lack of
finding a relation between male gender and dropouts. Also, users on average answered
correctly 15.2 out of 18 multiple-choice questions spread out on the 4 modules, which is on
average 84% success rate. One may assume that the audiovisual content was helpful in
facilitating our participants’ understanding.

In respect to our first hypothesis, we investigated whether higher engagement with the
intervention may predict treatment outcomes. Despite our hypothesis that increased activity
in the intervention would lead to improved treatment outcomes, we found no significant
relations between the metrics of number logins, time spent online, numbers of exercises
viewed or downloaded. There was however, a positive medium correlation between the
number of correctly answered multiple choice questions and the process outcome of pain
acceptance (CPAQ). Since the intervention was partly experiential and partly psycho-
educational in nature, multiple-choice questions (MCQs) were used to capture users’
understanding with the concept and content of the treatment, which was mainly themed
around acceptance and willingness to experience pain sensations, thoughts and emotions.
Users who achieved a better understanding of the material (as demonstrated by higher scores
in the mini-quizzes (MCQs), benefitted more in terms of increased pain acceptance. Another
possible explanation might be the nature of the intervention. Perhaps also, the use of the mini
quizzes with interactive feedback, may have enabled self-monitoring to our participants
(Lustria, Cortese, Noar, & Glueckauf, 2009) which may have consequently regulated or
improved acceptance.

In respect to the second hypothesis of the study we investigated whether the groups of

adherers would differ between them on post-treatment treatment outcomes. As expected, high
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adherers and moderate adherers presented with significant reductions compared to low
adherers in their daily pain interference at the end of treatment. As for the other primary
outcome of quality of life, we did not find any difference between the three groups. These
results suggest that adhering highly or even moderately in respect to the suggested time frame
may result in improved daily functioning. This was not reflected in terms of quality of life.
Perhaps since all users scored relatively high at baseline for quality of life there was
consequently little space for improvement. Similarly, this may also explain the reason for not
having found any significant differences between the three groups for the secondary
treatment outcome of mood. Again, the mean scores of users for anxiety and depression at
baseline did not meet clinical cut-offs for mild depression nor mild anxiety, which also points
towards little space for improvement in the outcome of mood.

The three adherence groups did not differ significantly in terms of psychological
inflexibility scores at post-treatment. Contrary to our expectations, moderate adherers
appeared to be more improved in the process outcome of pain acceptance, in comparison to
low adherers and even high adherers whereas the latter two did not differ between them in
pain acceptance scores. There is evidence that changes in ACT may occur in the long term,
such as McCracken’s and colleagues study (2014) who found no significant differences at
acceptance at post-treatment yet found them 3 months later at the follow-up. Since the
suggested time frame allowed the user to complete the treatment at their own pace (from 2 to
8 weeks in total), moderate adherers who took comparatively more time than the high
adherers to complete the intervention, may have allowed enough time for consolidation of the
information and new approach. Given that follow-ups are awaited for, it remains to be seen
whether with more time passing, the high adherers will also present with significant gains in
pain acceptance.

Finally, we explored the variable of treatment satisfaction among intervention users,

and its relation to levels of adherence and treatment outcomes. A great percentage of the
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users reported to be highly satisfied with the intervention, as supported by the large numbers

willing to return to the intervention for future help or recommend this program to others. The
intervention users’ satisfaction was also evident in the comments they provided at the end of
the post-treatment to a voluntary completion open-ended question. In general, users reported
finding the intervention as interesting and innovative concept, which has helped them gain a

new perspective towards their pain.

Despite evidence to suggest that user satisfaction is linked with compliance to
treatment (Palermo, Wilson, Peters, Lewandowski, & Somhegyi, 2009) we did not find any
associations between users’ satisfactions and user activity. It is possible that due to the nature
of the intervention, requiring computer access with login credentials to the platform, it may
have been an obstacle to the frequent access of highly satisfied users to login and re-use the
program. In addition, if a satisfied user wanted to revisit a specific component of a specific
module, this was not available, since each module had to be completed from the beginning to
the end. Interestingly, we found that moderate adherers were more satisfied than high
adherers. Perhaps this finding may be linked or mediated by the increased pain acceptance
scores also found for moderate adherers, where increased pain acceptance may also have lead
to higher satisfaction with the treatment. It would therefore be interesting to explore this in
the future with mediation analyses.

In terms of satisfaction and post-treatment primary outcomes, we found that
satisfaction with the treatment was strongly associated with higher reports of quality of life.
We did not obtain, though a relation between satisfaction and to daily pain interference,
which may possibly relate to the low pain interference levels at baseline. We also found that
satisfaction was moderately associated with lower levels of anxiety and depression at post-
treatment. In addition, satisfaction was strongly associated with higher levels of pain
acceptance, which may further support the finding in regards to moderate users who also had

higher acceptance. Finally, satisfaction associated with lower scores in pain psychological
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inflexibility. Our results suggest that users who are highly satisfied with the intervention are
more likely to have better outcomes at post-treatment. This adds to the importance of
developing an intervention, which will interest and satisfy users as it is linked with improved

results.

Strengths of the study

This study had several strengths. It was the first study in chronic pain and ACT, to be
designed based on a theoretical framework for adherence and engagement and to conduct an
in-depth assessment of treatment completion, adherence and user engagement and their
relation to user characteristics and treatment outcomes. Considering the minimum human
contact available in this fully automated Avatar-guided ACT-based intervention for CP, we
regard the high completion and adherence rates as a result of the theoretical framework and
planning of adherence described in Chapter Three. Also, in regards to adherence, this study
did not rely only on self-reported measures, which are often prone to memory bias. Instead,
we developed, used and reported a range of objective measures to assess user activity (i.e.,
web-metrics) — an important step forward encouraged by future digital trials to follow.
Finally, we introduced a new term in the levels of adherence, namely “the moderately
adherers” and explored its association to treatment outcomes, with interesting findings in

terms of benefits and satisfaction.

Limitations of the study

Perhaps one of the largest limitations of the study was the practical nature of the
intervention platform itself. Unfortunately due to the large size of audiovisual content, the
size of the digital intervention was too large to be streamed directly and online through a
website, which would have been the most convenient and practical medium for the users.
This implied that the platform had to be built into a software and downloaded to the

computers of the users in the form of a zip file, which had to be unzipped and installed before
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users could use the intervention. As a result of this, many interested candidates, and despite
the availability of an online tutorial on how to download and install the intervention, faced
difficulties or felt overwhelmed by the amount of procedure to install it and discontinued
early on. This may have potentially limited the sample size or composition of the sample.
Also it made it slightly more impractical for users when they had to leave from the software
in order respond to questionnaires on their web browser, and then return back to it and
continue with the intervention.

Another limitation was that we did not manage to obtain reasons for dropouts from
the participants. Obtaining reasons for dropouts would have strengthened the nature of the
study, and improved our understanding even more in respect to what factors facilitate or drive
away participants’ engagement and consequently completion. In respect to the metric “time
spent online”, we had no way to differentiate between the amount of time spent online and
practicing or repeating the material in each module and the amount of idle time spent when a
user clicked “pause”. By inserting a metric of “idle time”, we would have gotten a clearer
indication of the nature of the time spent online. Finally, we feel that the sample might have
been over-represented with students. This may have resulted in a homogeneous sample, in
terms of daily pain interference and intensity, years of pain, education and computer
knowledge, which ultimately may have affected the chance of finding statistically significant
relations or differences in our analyses.

Future work may include the investigation of the impact of different theoretical
frameworks in respect to adherence and user engagement. For example, a comparison could
be made between the theoretical frameworks of persuasive technology and gamification
while keeping variables such as the type of therapy, duration and even the medium that the
intervention is delivered as constant. In respect to adherence assessment, future studies may
want to examine the contribution of a composite measure of adherence, one that includes

both adherence as intended and user engagement (metrics) into one. Also, it would be
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interesting if in the near future studies shifted more focus towards developing and testing
smartphone interventions. Practical as well as methodological advantages of the smartphones
such as the ease of use, their easy accessibility and availability compared to the computers,
the use of push notifications and reminders as well as the availability of ecological
momentary assessment, create a vast array of possibilities and hypotheses for researchers to

explore.
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Chapter Five: General Discussion and Conclusion

In an attempt to review the literature on factors affecting adherence in digital
interventions for chronic conditions, we developed a Four-Dimensional Adherence
Framework of guidelines and best-practices when building a digital intervention for increased
adherence (Karekla et al., 2018). This framework was applied when we designed a brief,
Avatar-guided internet-based Acceptance and Commitment Therapy intervention for chronic
pain management (described in Chapter Two). Elements from theories of Persuasive System
Designs (Fogg, 2002) and Gamification (Deterding, Dixon, Khlaled, & Nacke, 2011) were
used, with the intervention shaped and adjusted to the average chronic pain user by
considering socio-demographic variables and cultural norms. Human-computer interaction
was built in as a way to facilitate engagement (e.g., frequent tailored feedback and reminders)
and objective measures were developed to assess more accurately for adherence (web-
metrics). The end-result was the “ALGEApp”, whose effectiveness in improving pain
management was assessed in Chapter Three, while its impact on engaging the user was
assessed in Chapter Four.

ALGEApp is an innovative in terms of format delivery (Avatar-guided) and theory
driven (Persuasive Technology and Gamification) self-help, brief audiovisual intervention
and this dissertation aimed to examine its effectiveness in improving pain management
compared to an active control group (relaxation techniques) for chronic pain (CP) sufferers.
Although both groups appeared to improve across all measures (quality of life, daily pain
interference, acceptance of pain, psychological flexibility, anxiety and depression, and
treatment satisfaction), ALGEApp group seemed to have greater improvements from pre to
post, compared to the control group across all measures. Though the two groups did not differ

in terms of effectiveness, there was a significant main interaction of group by time, for
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chronic pain acceptance and its subscale pain willingness. The ALGEApp group appeared to
significantly improve more across time in pain acceptance scores compared to the control
group, which remained relatively stable from pre-to-post. This finding is important since it
indicates that a brief form of a digital ACT-based intervention with hardly any human
contact, can produce improvements in pain acceptance and willingness to experience pain in
just under four hours of treatment. Perhaps the lack of finding significant interaction and
treatment effects, may be related to the brevity of the treatment. Christensen and colleagues
(2006) suggested that a brief form of therapy may come at a cost to effectiveness.
Considering however that changes in the healthcare delivery system as well as in the
insurance coverage, urge for briefer and digital psychological interventions while maintaining
treatment efficacy (Shapiro et al., 2003), we speculate that the results may be suggesting an
important trade-off between length and effectiveness, however it would be needed to be
further assessed prior to any conclusions. Moreover, by instigating improvements via a brief
digital intervention, sufferers may feel encouraged or empowered to seek further treatment.
Also the baseline levels of our sample in terms of treatment outcomes as well as the
comparison group may have hindered statistical significant differences as a function of
treatment, as addressed below.

We speculate that the low levels in daily pain interference, quality of life and mood
affective components of our sample at baseline, may indicate a high-functioning group of
participants to start with, leaving little space for improvements within the ACT-based
intervention. This was further supported by the high percentage of users in our sample who
were educated and employed or students. Moreover, the comparison with an active control
group offering relaxation techniques (such as progressive muscle relaxation and guided
imagery) found in literature to produce effective improvements in pain management
(Wetherell et al., 2011; McBee, Westreich & Likourzeos, 2008) may have also reduced the

likelihood of finding statistically significant interactions or differences between the two
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interventions. It might be that using stricter criteria for inclusion based on cut-offs on the
severity of outcomes at baseline, such as in Trompetter’s et al., (2015) or attempting to
recruit from patient records in a pain clinic similar to Buhrman et al., (2013) or even using an
inactive control group such as medical treatment as usual or wait-list control, might have
further highlighted the differences between the two interventions.

Part of our enthusiasm in respect to the results, relates to obtaining similar
improvements as with other face-to-face ACT-based interventions in depression, anxiety,
physical wellbeing and quality of life (Veehof et al., 2011), despite the brief form of therapy
(only four modules) and the comparison with an active control group. We hypothesize that
the innovative and theoretically-driven design of the platform, with Avatars in the role of
guides, contributed to bringing changes and improvements in such a short period of time.
Also, the wide range of audiovisual material, including vignettes, animations, quizzes and
activities, segments from classic Greek movies and experiential mindfulness exercises may
have facilitated the understanding of the psycho-educational component, and perhaps
contributed to the improvements observed in the treatment outcomes across time. Overall,
our findings from Chapter Three suggest that CP sufferers respond reasonably well to a brief-
form of Avatar-guided ACT based intervention. Clinicians interested in helping patients
improve their pain management skills, who may otherwise not obtain help due to financial
constraints, stigma or living in remotely isolated areas (Breivik et al., 2006), can make an
informed decision and encourage users for home-based self-care approaches such as this
ACT-based digital intervention.

The focus of the study in Chapter Four was to evaluate the ALGEApp intervention in
terms of completion, adherence and user activity, and their relation to socio-demographic
characteristics and treatment outcomes. ALGEApp intervention had satisfactory completion
and adherence rates, showing that a digital intervention with minimum human contact, can

achieve reasonable adherence and completion rates comparable and perhaps better than the
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majority of digital trials (Waller & Gilbody, 2009; Macea et al., 2010). We believe that the
Four-Dimensional Theoretical Framework (Karekla et al., 2018) applied when designing the
intervention, was an important contributor in transforming the intervention into more
appealing, engaging and interesting to the users as illustrated in their comments and
satisfaction questionnaire. In accordance with the literature, users who experience more daily
pain interference at baseline were more likely to dropout from the study (Lorig et al., 2008,
DiMatteo, Haskard, & Williams, 2007). Moreover, almost all dropouts took place early on in
the intervention (during or upon completion of module one). This finding led us towards the
transtheoretical model of behavior change (Prochaska & DiClemente, 1984), where
individuals seem to progress though a number of stages involving decisions about change.
Individuals who are on the first stage (pre-contemplation) consider very little action, whereas
for individuals in the second stage (contemplation) there is an intention to change, while in
third and fourth stages (action and maintenance) they are involved with taking action and
maintaining it. We estimate that individuals dropping out early on in the intervention may
have been shifting between stages 1-3, with not enough intrinsic motivation for action,
possibly due to an array of previous unsuccessful attempts to manage their pain (Horne &
Weinmann, 1999). Carr and colleagues (2006) found that assessing for pain stages of change
could predict participation in a self-management program for patients with a musculoskeletal
disorder. Albeit this assessment is useful and informative for researchers it was not within the
scope of the present study.

In regards to user interaction and its relation to treatment outcomes, we observed that
users who were more successful in the educational mini-quizzes completed throughout the
module in the form of multiple choice questions (with feedback), were also more likely to
score higher in pain acceptance scores. According to Bandura’s Self-Efficacy Theory (1988),
an important element of behavior change is developing self-regulatory skills (i.e., the ability

to manage disruptive emotions or thoughts) such as self-monitoring. It has been suggested
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that applying interactive elements of quizzes (with feedback) allows self-monitoring (Lustria,
Cortese, Noar, & Glueckauf, 2009), which may have consequently regulated or improved
acceptance.

In line with our expectations and hypothesis, high adherers and moderate adherers had
improved more in daily pain interference than users with poor adherence. This is in line with
the adherence literature where the amount of exposure to an intervention, relates to beneficial
outcomes (Donkin et al., 2011). Another interesting yet unexpected finding, was that the
completers who adhered in moderation to the intervention, had higher pain acceptance at
post-treatment than those with low and high adherence. There is evidence to suggest that
changes in ACT may occur in the long term, such as in McCracken’s and colleagues study
(2014) who found no significant differences at acceptance and pain interference at post-
treatment, yet found 3 months later at the follow-up. Since our adherence guidelines allowed
the user to complete the treatment at their own pace (from 2 to 8 weeks), moderate adherers
took comparatively more time than the high adherers to complete the intervention, which
may have allowed enough time for significant changes to occur. However, prior to drawing
conclusions it would be appropriate to assess for follow-up data and examine whether the gap
between moderate and high adherers in acceptance scores closes or remains the same.

In conclusion, this doctorate thesis attempted to contribute in an array of aspects to
the literature of digital psychological interventions and chronic pain. More specifically, we
aimed to inform the literature about the importance of using readily available digital mediums
for treatment delivered by 3-D virtual co-travelers (avatars), in conjunction with theoretical
bases of technology and interventional psychology prior to designing an intervention. We
highlighted the importance of a-priori adherence planning when developing and testing
technologically advanced interventions, to examine their impact on chronic pain management
as well as on the engagement of chronic pain sufferers. We emphasized the need of brief

ACT-based digital interventions, with minimum human contact, exploring new formats of
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treatment delivery, such as the use of Avatars as guides or “co-travelers”. Based on the
findings of these studies, an Avatar-guided brief, digital ACT-based intervention can be well
accepted by users and lead into significant improvements in pain management, while
maintaining high satisfaction and high adherence and reasonably low dropouts.

Further research is warranted in order to optimize the delivery, effectiveness and
treatment adherence of digital interventions. For instance, it would be interesting to examine
different modes of digital interventions (such as virtual reality vs. pre-recorded tutorials of
therapists vs. text-based vs. gaming) or even different delivery mediums (smartphone vs.
tablet vs computer) whilst keeping the theoretical base and content of the intervention as well
as the length the same. At the same time, evaluating the effectiveness of the intervention in a
clinical based population with increased severity and pain interference would allow us to
generalize the findings across a clinical range, too. In terms of tailoring, future interventions
could incorporate machine-learning technology by using algorithms to generate a treatment
matching aspects of user’s types or severity of chronic pain (Kaiwartya et al., 2016).

Truly novel digital interventions such as virtual reality and artificial intelligence are
scarce, and still largely unexploited. In addition, effective coverage of empirically validated
psychological treatments appears not to exceed 50% in any country (Fairburn & Patel, 2017).
Thus, it is a global challenge to disseminate empirically supported interventions since digital
interventions offer a great opportunity to overtake barriers to treatment (lack of resources,
stigma, inaccessibility due to disability, remotely isolated areas and long wait-lists in
healthcare). The rapid growth of Internet coverage and computer literacy should fuel the
psychological treatment community on an international level to engage digital entrepreneurs
and health care organizations to exploit the many opportunities that digital technology has to
offer for mental health care worldwide. Researchers and clinicians should strive to optimize,

use and spread digital interventions in their fields, not as a replacement of face-to-face
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interventions but to accommodate people who do not have access to one, or at least empower

them to do so.
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AL@EApp AL@EApp
APPENDICES
APPENDIX 1

Ti eivan To "ALGEApp"?

Méoa oto TAaioto Lo EpELVNTIKNAG WLYOAOYIKNG Tapéracng yia dtayeiptong xpodviov COLATIKOV
novov 10 Epyoostipt Khvikng Yuyoroyiag kot vprepipopikng latpikng (Tunpa Poyoroyiag,
[Movemompiov Kdmpov) €xet dnpovpyncet v spappoyn "ALGEApp" . Zuykekpiupéva,

epapproyn €xet onpovpyndei ot mhaicio g ddaktopikng datpPng eortnt Khvikng Poyoroyiog
(k. Opéot Kactvémoviov - Guvtovietig épevvag) kot emomtedetat omd v Ap. Mapio Kopekid,
KA Woyoroyog kot Emetnpoviky Epgvvitpia tov Epyov ALGEApp.

To ALGEApp sivat pio epappoyn mov propet Kamoog va v Katefdcel dmpedv
and 10 www.algeapp.com 6TOV DVTOAOYIGTH TOV Kol Vo TNV TpEEEL 0 1310¢ 670 d1K6 TOV
LDPO KoL

2POvo. OvGLOGTIKA EIVaL L0 WOYO-EKTOLOEVTIKY] EPEVVIITIKY TapéuPacn 6oV GToOY0 £xEL Vo
BonBnoet To dropo mov VITOEEPEL OO YPOVIOVS COUATIKOVS TOVOVG (TT.). PEVRLATOTAOELES,
LVOGKEAETIKA, KEQUAOLYiES, apOpLTIKA, TOVOL 6T1 péon/avyéve/mhaTn KTA) vo nabet vo
droyepiletat KaAVTEPA TOVG TOHVOLGS, TIC OKEWELS OALG Kol TVYXOV GUVALGHN LT TOV TPOKVTTOVY OO
Tovg movovg. Elvat epevvntikn, omdte avtd onpaivel ott YiveTol GLALOYT OEOO0UEVOV UVAVULO,
QULGIKG - LES® epOTNULOTOAOYI®V Yo va dovpe péxpt oo Pabuod sivar Bondntikn n mapépnPfacn. To
TPOYPOApLO VAL GVTOKAO0ONYOVIEVO, CLTO GNLAIVEL OTL OTOV TO EYKUTAGTNGEL TO GATOWO KO KAVEL
eYYpOo1], B ELEAVICTOVY 2 YNELIKoL opaKTpEeS, 0 Odvocéag Kat 11 Appoditn 6Tov Taipvouy To
poLo Tov Yoy oAdyov -to dropo emikéyel 1 amd Toug 2 - Kot 10 KatevhHvouy oTic 4 EMCKEYELS TOV
670 TPOYpappo Tov Ba akolovdncovy. To dropo pe tévo, kaleitar vo aplepdoetl tepitov 1 @pa
™V gfoopdda, yio 4 efoonadeg (dpa cHVOLo 4 dPEG) GTNV EPUPLOYT OOV EKTOLOEVETAL LLE
Stdpopa epyadreio G TPOG TO MG VAL AVTILETOTILEL KaAVTEPA TOV TGVO TOL. Me TV cuykaTddeon
TOV ATOUOV, B0 GTEAVOVTOL UNVOLLOTO LE OVOTPOQOINTNOT OAAG Kot VITEVOLIGELS Yo TO TOTE
EEKAELODVETOL 1] EMOUEVT] CLVAVTNON/EMIGKEWYT] KOl EMOUEVDG TPOGPaGT 610 TPOYpappa. Ot
GUVOVTNGELG/ EMCKEYELS YIVOVTOL Le GLYKEKPILEVT GEpd (dnAadn 1n, 21,31 kat téhog 1 4n
ouvavtnon).

Mmropeite va emikowvmvicete e tov K. Opéotn Kaotvonovio (Zuvtoviotig TpoypaLaTog
ALGEApp) oto +35799454398 1 o10 algea@ucy.ac.cy yio mepiocdTEPES TANPOPOPIES N VAL
katefdoete to Tpdypappa ond 1o www.algeapp.com. [TAnpogpopiec Bpickovtot emiong Kot 6t
oMo tov ALGEApp oto Facebook

Emovvantetar emiong éva pikpo poster av emBueite va T0 EKTUIMGETE KOl VAL TO
divete/otédvete o€ mBAvOUG evOlopepOILEVOLS TTOV Yvopilete 1| cuvepydleote. Evyopiotd moid yio
v mpobopia va pe Bondnoete Kot eipot ot S140£0M GOG Y10 OTOEGONTOTE TEPULTEP®
mAnpopopiec yperdleote

Me extipnon,
Opéotng Kacwvonoviog

(Zvvroviotic Epevvnrikng Epappoyng ALGEApp
ALGE / ALGE/
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APPENDIX 2

A Lé E App

EPEYNHTIKH OMAAA ALGEApp OAHI'OX
EI'KATAXTAXHY KAI IPOXBAXHX ALGEApp

AEITOYPT'IKQN XYXTHMATQN WINDOWS
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No.

Bnipa 1:
Koatepdote v epappoyn yio WINDOWS and v dievbuvon:

http://algeapp.com/

° /i ALGEADD x V\! ‘ ‘ ' K:) L
> C [@a!oeapn.com Q ﬁ]d @® ¢
13 Apps [ Psychology and Healtt £ Books [3 O Notifications @ What is the best wa... 5 SCI conferences [ SMS software for al... £ Phd Life (R Charis Kasinopoulo... [ Bank Of Cyprus - 1... /3 Vacation Rentals, H..  »

' s

i
’
.... WINS

T——
— m———
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Brpa 2:

Me v ohokApmon TG AYNG TOTHGTE Y10 va ovoitete o apyeio mov
KatéPnke. (Ze mepintmon mov dev eviomilete 10 apyeio pnopeite va 1o Ppeite

oto "downloads" folder cag 1 va 10 avalnToETE GTOV VTOAOYIGTH GOG LLE TO
ovopa "ALGEApp")

Adyn Tou Skype yie. X ALGEAPp 39 - Win= X { & Google Drive - Viru: X Adwn tou Skypeyio X & ALGEApp39-Win: X ) & Google Drive - Viru: X ) - 8 X
C | @ Secure | https;//drive.google.com/uc?id=0E T fRjlzXOk&export %

Google+ Search Images Play Gmail Drive Calendar Translate More -

chariskasinopoulos@gmail.com | 18N | 2%

Google Drive can't scan this file for viruses.

|  ALGEApp 3.9 - Win.zip (1.3G) is too large for Google to scan for viruses.
Would you still like to download this file?

]

Help - Privacy & Terms

Open when done

Always open files of this type

Pause
Show i folder
Cancel 1o
(1§ ALGEApp 3.9 - Win..zip Show all 5
429 M8

9:40 AM

) G
24 9/16/2017 D

B1pa 3:

>10 mapaBvpo mov Ba epeaviotet eogig Oa emiéete To €1KOVISL0 TOL
ovopdleton "algeapp" matdVTOC TAVEO TOL 2 POPES.

N B Compressed Folder Tools

“ Home Share View Extract (2]
A [§ > ThisPC > Downloads > ALGEApp 3.9 - Win (1) v e LGEApE »
Name ’ Type Compressed size Passworc Size Ratic Date modified
# Quick access
MACOSX File folder 10/2017 6:45 PM
[ Desktop .
algeapp_Data 1 1 6 PM
¥ Dociments [¥] algeapp Application 8075KB N 18210KB  5€ 9/10/2017 6:36 PM
& Downloads
| Pictures

Google Drive
1DDA
20030130
orestis video
VIDEO_TS

@ OneDrive

[ This PC

I Desktop
%] Documents
4 Downloads
b Music
&= Pictures
[ Videos
‘e TI31325300A (C)

¥ Network

Jitems  1item selected 17.7 MB



Bnpa 4:

10 mapaBvpo mov Ba eppaviotet emAélete "Extract all™:

Compressed (zipped) Folders X

This application may depend on other compressed
files in this folder.

For the application to run properly, it is recommended
that you first extract all files.

[ Bamctal || R || Cancel |

Bipa S:

Y10 mapabvpo mov Ba eppavictel onueidote pe v oto "show extracted files when
complete". tn cuvéyela emréEete "Browse".

-;] Extract Compressed (Zipped) Folders

Select a Destination and Extract Files

Files will be extracted to this folder:

| C:\Users\user\Downloads\ALGEApp v4.0 Win iiérowse... l

Show extracted files when complete

| Extract H Cancel \
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B1pa 6:

21 ovvéyela, ota aptotepd Tov Tapabvpol emhééete v emhoyn| "Desktop”
Kot 6T ovvéyeln emAéEeTe kaTm o€l To "Select Folder'. Avapévete pepicd

devteporemta PEYPL vo, ohokANpwBel 1 dradkacio!

| Select a destination X
e v 4 [ > ThisPC > Desktop Search Desktop P
Organize v New folder EE - (7]
orestisvideo A __MACOSX
Screenshots algeapp v4.0_Data
> <@ OneDrive ‘:Z:va::;[:ta
v [ This PC orestis video
> [ Desktop
| Documents
> ; Downloads
} Music
> [&] Pictures
> @ Videos
> aa TI31325300A (C:)
gy o
Folder: | Desktop
s

"4 11% complete

Copying 114 items from ALGEApp v4.0 Win to Desktop
11% complete

(/) More details
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Bipa 7:

To gwkovidto tov ALGEApp 0a gppaviotet otnv 006vn tov vToloyiom
oag (desktop). ITatnote mhvew ToL 2 Popéc.

B1pa 8:

Av éyete mpootacia, TOAVOV va Gog EREAVIOTEL o Tpogdonoinomn av Bédete
va tpéEete TV ovyKekpuévn epappoyn. Emiééete "more info' kot
ot ovvéxela ""Run anyway"

Windows protected your PC

Windows Defender SmartScreen prevented an unrecognized app from starting. Running this app
might put your PC at risk.
More info

Windows protected your PC
Windows Defender SmartScreen prevented an unrecognized app from starting. Running this app
might put your PC at risk.

App: ALGEApp.exe
Publisher: Unknown publisher




Bipa 9:

X10 screen resolution emiéEete Tov péytoto apBpd "(1366 x 768)" kKot ot
graphics quality emi\éEte "Fantastic'. X cvvéyelo emAéle "Play!".

ALGEApp Configuration X

Graphics  Input

Screen resolution | 1366 x 768 v| [Jwindowed
Graphics quality Fantastic Nz
Select monitor Display 1 ot

Quit
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Bnipa 10:

1) Zav VE0G XPNOTNG CLUTANPMGTE TO. GTOLYEID GOG APIGTEPE KOl TOTNOTE
"Eyypogi".

2) ZOUTANPAOOTE TO EVTILTTO GLYKOTAOESNC KOl TO EPOTNUATOAOYIO TTOV Oat
G0G ELPOVIOTEL OTN GLUVEYELX OLOOIKTLOKE.

3) ‘Eneita emotpéyete micm otnv €QOUOpYN LE TO GTOLXELN TOL KAVOTE

eyypaon kot mtatnote "Eicodoc"

: 3 z i A N =
. > F ~D
. o - “ . N
) ¢ t P
HA. Atedduvan HA. Aieduvon a
Kwbikoc Kwotkoc
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Bipa 11:

1. EméEete tov ap@pé "1" o10 e&£dywvo mov Ba eppavioTel Kot
glote éroot!

2. Eméhele peta&d tou Odvocéa kot g Aepoditng kot avtoi Ha
og kafodnycovy ot cuvéxeln!

ALGE/

Avagopd TTpoPAfparog I‘
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APPENDIX 3

ALGE App

EPEYNHTIKH OMAAA ALGEApp OAHT'OX
Er'KATAXTAXHX KAI [IPOXBAXHX ALGEApp

AEITOYPTIKQN XYXTHMATQN MAC 0SX

macOS
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No™

Brjpa 1:
Katefdote Vv epappoyn ALGEApp yia MAC OSX a6 tnv StevBuvon:

http://algeapp.com/

& C (@ algeappcomt QA2 GO o

£ Apps 3 Books 3 O Notif a z \.. EIPhdLife (R Charis Kasir [) O Messages (@ Bank Of Cyprus - 1... (i) Vacation Rentals, H... [] OMessages 3 YouTube [ Blog — Ali M. Mattu... »

g | §

‘ —
.I . WINDOWS
i
slgeappcome 1

g tmmrswminG + ol | x

Brjpa 2:

Avoitete to apyeio ALGEApp Tov KaTEPRNKE KoL 0T GUVEXELX 0TO TIapdBupo
Tov Ba eppaviotel, 1) amAd emAegete ota aplotepa To Desktop kat oty
ovvéxela 2) matnote extract

., wWeae The Unarchiver k
Elgl| < 1] 158 V E@ ey  [HE Desktop S Nl = Q, Search
A, B 1401903_..4.0 (2).ipg
K 16602808..446_n.jpg
~ B9 ALGEApp sql >
] Google Drive s CALL FOR..CT_final.pdf
£ Drophicit E glinlcal work >
|3 Documents i Guidelines paper >
© Downloads B9 Millennials
i '_5 Minutes
B Al My Files [ Monthly an...ekly goals >
¢ iCloud Drive = Orestis Ka...ataong.pdf
I 29 Patient-Carer >
/3 Applications B Photos .
Macintosh HD = Promotion page
[ Proposal >
Devices ™9 Psyflex cor...d versions
@ Damata Niea El Renart an_h NK ENITS
~ NewFolder Cancel Extract 45




Bijpa 3:

[Teppévete Alya devteporenta va oAokAnpwOein Stadikaoia

0 e The Unarchiver
Extracting "algeapp v3.9.app (2).zip"
p——- -

algeapp v3.9.app/Contents/Resources/Data/Managed/UnityEngine.VideoModule....

KoL 0T oVvEXELX EMIAEGeTE TO ekovidio ALGEApp

ALGE/
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Brjpa 4:
[MBavov va oG ep@aviotel TO O KATW PVURA. AV VAL, TTATHOTE OK KAL 0N

ovvexela avatpééte oto System Preferences tov voAoyloti) ocag Kot
enmAétete To "Security & Privacy”

“algeapp v4.0"” can't be opened because it
is from an unidentified developer.

Your security preferences allow installation of only
apps from the App Store.

The Unarchiver created this file on an unknown date.

e

e 0 ) it System Preferences [Q Search ]
Ca— — P a
CER g o @ °
180 o —
General Desktop & Dock Mission Language Security Spotlight  Notifications
Screen Saver Control & Region & Privacy
- - -
/ & N o
J —
Displays Energy Keyboard Mouse Trackpad Printers & Sound Startup
Saver Scanners Disk
e @ ¢ @ 0 w
iCloud Internet App Store Network Bluetooth Extensions Sharing
Accounts

5T
8L ® 2 & 0 @
e’ 8 4
Users & Parental Siri Date & Time Time Accessibility
Groups Controls Machine
0 3, NTFS
= EAY)
Flash Player Flip4Mac Java  NTFS for Mac OS X

147



Brjpa 6:

210 Tap&Oupo Tov B EPPAVIOTEL TATHOTE TAVW 0TNV KAELS W VLA KAT®W
APLOTEPQ YA VA EEKAEBWOEL, KL 0TV Topeia eTAEEeTE TNV A0V
"Open Anyway". I[Ipwv kAeloete To mapaBuLpo, pmopelte va Eava-KAELOwoeTe
m™mv

KAELOWVLA.

@D < | > W Security & Privacy Q Search

FileVault  Firewall Privacy

A login password has been set for this user = Change Password...

Require password immediately B after sleep or screen saver begins
Show a message when the screen is locked Set Lock Message..

Allow apps downloaded from:

o) App Stor

“algeapp v4.0” was blocked from opening because it is not from an Open Anyway
identified developer.

é Click the lock to make changes. Advanced... 2
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Bijpa 7:

Kabwg avapévete va yivel "verify" n epappoyn, Ba cag eppaviotel To
e&n¢ mapabupo, 6Tov Kot Ba emAEEeTe "Open”

“algeapp v3.9" is an application created by
The Unarchiver. Are you sure you want to

open it?

The Unarchiver created this file on an unknown date.

Cancel | Open

‘®
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Brjpa 8:

‘Otav eppaviotel to Tapdbupo "ALGEApp Configuration”, yia peyiot
TOLOTNTA YPAPIKWV EMAEETE 0T0 "Screen resolution” to "2560 x 1600"
kal oto "Graphics Quality” to "Fantastic". EmAggte "Play!" yia va
EekvmoeLn

epappoyn!

® = ALGEADpp Configuration

Screen resolution Graphics Quality
1440 x 800 Eastest
1600 x 900 SRR
1600 x 1200 . Fast
1680 x 1050 " Simple
1920 x 1080 ) Good
1920 x 1200 o
2560 x 1440 ' _
© Fantastic
| Windowed

| Only show this dialog if the option key is down

Quit Save and Quit




Brjpa 9:

ZUUTIANPWOTE TA OTOLYEIN 0AG AV VEOG XPTOTIG LE £va EPAIA KAl KwSIKO
Tov B BupdoTe, kat akoAoVOws emAééte "Eyypagn”

.r':- .
!huv*ﬂvvﬂw-“

sample@gmail.com ¢ HA. AtevBuvon o &

ok o o koK K - Kwdikoc

ok o ok koK K

Eyypadn
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Brjua 10:

LUUTANPWOTE TO EPWTNUATOAGYLO (évTUTIO CUYKATAOEONG) IOV Bt
ep@avioTel. AKOAOVO WG eToTPEPeTE Miow 6TV MAaT@Oppa ALGEApp
Ko

XPNOLLOTIOLEIOTE TNV NAEKTPOVIKY oa§ SlelBuvon kal KwSiko yia Elco8o

otV e@appoyn!

® 0 ® /@ AGEADD Evrumo Tuykatéser X \ e
C | & secure GEAPPCH orms w8 gD
3 Apps 3 Psychology and Healtr £ Books [ O Notifications @ What is the best wa... 1 SCI conferences £ SMS software for al.. £PhdLife (R Charis Kasinopoulo... [) O Messages (& Bank Of Cyprus - 1... /3 Vacation Rentals, H.. [1 0Messages @ YouTube [ Blog — Ali M. Mattu... »

ALGE ¢/

ALGEApp Eviuno ZuykatdBeonc & Anpoypadika

“Evruna Zvykaraéeong (1)

Tlapaxold S10PUOTE TPOGELTIKG. TIS TAPAKETO TAPOPOPIES L T HERETN OV SleEyovyE Kat av itz dote ™ ovy ) o0g
70w BpioKeTar 670 TEROS TV TAEKTPOVIKDY EVIbTEY

ENTYIIA EYTKATAOEEHE
Y10 GUUETOY OE TPOYPAL EpEDVaC
Eivropos Titkog Tov TIpoypéupaTos 60 0moio KaksioTs va cvppeTdoyers:

ALGEApp - Kavotéyio mpoyy

)

A | University

y
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Brjua 11:

EnéEete o e€aywvakt 1 kat eiote étopol va Eekvnoete! EmAéEste
tov Obdvoosa N v Agpoditn mov Ba cac kaBodnynoouvv yix TIC
emouevec Atyec eBdouddec!

KAAH APXH!

ALGE#

EEpEEY |\
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APPENDIX 4

Ewayoyn — Kohosépiopo oty Hrateéppa ALGEApp
AoV 0 ypnotg KoTePACEL TNV EQPOPLOYT GTOV VTOAOYIGTH TOL, Ba Tov {NTNBel va Khvel
gyypaen. Av givol 1on TpodTapy v ¥pNoTNG TOTE KAVEL «EIGOJ0» LE TNV NAEKTPOVIKT] TOV

dtevbuvon Kot ToV KoK Tov.

& ,;a... i SRR 4 \
o A y . p
I'M./'\Hm‘?www; l [H/‘. Atevduvon e Tt
‘ Kwodikoc

{ EntaAn9evon Kwbikot

Eyvpadn
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211 GLVEYELN LETAPEPETOL GTNV KVPLAL GEMOA TNG TAATOOPLOG OOV ERPAVILETOL TO EE0YOVAKL
e TG ovvedpieg, To £ETpa VAIKO 0AAG Kot T oedida tov AATEA. O ypnotng €xet 0onyndet

TPOTYOVUEVMG OO TOV «0OMYO EYKOTAGTACN G VO TOTHGEL 0TO e&0y@VAKL « 1>

ALGE/

Avagopd Tipopaiaros M} ‘
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21 ovvéyewa eppaviCovron ta 2 ynelaxd pog AVATARS: O Odvcecéag kot Aepoditn. O

YPNOTNG EMAEYEL Eval amd Ta. 2 Yo va Tpoxwpnoetl. OTov 0 user GEPVEL TOV KEPCOPH TAV® GE

éva omd ToVg 2 KIvoupeVoLg yopaktipeg To emieyuévo AVATAR Ba cvuotrvetat Aéyovtog:
«le10. oov, eiuon o “Odvacéog / n Appodity. Av emBoueis va. eluar eyw o/ OVOSOITOPOS GOV TE
VT UG TH 0100pout], TOTE emELECE guéve, kavovtag "khik" mava pov. EAmilw vo giuot viouevog

KoatdAinio yio. v mepiotaon!» Otov o ypiotng Kavel «kik» o AVATAR Aéew: “Qpaio ag

Cexivioovue Aoiwov!y

156



Kolmwoopiopa ané tovg AVATARS

1.1.A O Odvocéag Ba Aéet: “Kalwanpbeg! Einor o Odvacéag, eipor 50 ety kot einat
koOnyntng Ayylikaov, Ejuon mavipeuévog ue 2 moidid Kot Hov opEeTeL Vo, 0.aY0A0DUAL UE TH
xknmovpixy. To. tedevtaio 8 ypovia {w we pevuatociong apbpitida ota. yépia, n omoio Lov
TPOKAAEL EVIOVODS TOVODS KOl OVTKOUYIO. GTOVS KOPTOVS KOl GT0, OGKTVAO, OTTw¢ Plémels. Eiyo
TNV EVKOIPIO, OUWGS VO, COUUETATY W KOl Vo ekTa1devt ato epyaotipt ACThealthy tov tunuatog
woyoloyiag aro Ilavemotiuio Korpov. Qo nbeka va poipaota poli cov 1o ooa &y uabet xai
OOKIUATEL OTO EPYOGTIPL CYETIKG, LUE TH TUUPIOON OV UE TOV TOVO, TO, OTOLO. PAIVETAL VO, EYOVY

Ponbnaoet tovtoypove wolin drlo koouo otnv Kompo, EALGoa olla kat oto e wTtepiko.

H Agpodit Ba Aéet: ““Katwanpbeg! Eiuon n Appodity, eiuor 50 etwv kot giuor kabnyntpio.
Ayylikaov. Ejuor moavipeuévny pe 2 woidio kot pov apécel va. aoyoloduol ue t knmoovpixy. To
tedevtaia 8 ypovio, (o [e peVUOTOEIONS apBpiTIdon aTo. YEPLa, N OTOLO. LLOD TPOKOULEL EVTOVODS
TOVOVS KOl ODOKOUWIO OTOVG KOPTOUS KAl 0T0. OGKTUAC OTt@w¢ Prémels. Elyo v evkaipio ouws va
OVUUETOOY® KOl Vo, EKTaLoevT® ato epyaotiplt ACThealthy tov tunuatog woyoloyias aro
THovemotnuio Kompov. Oa n0eia vo. poipoaotd pali oo 1o ooa Eyw uabel kai d0Kuocer ato
EPYOOTHPL GYETIKG UE TH OOUPIOTN OV UE TOV TOVO, T OTOLO. PaiveTaL Vo Eyovy fonbBnoel

TOVTOYPOVO, TOAAY GALO Koauo atnv Korpo, EALGda 0AAd kar oT0 eEwTepiio.

1.1.B T'o 11 emdueves Aiyeg efoouades Ba mpoomabnoove vo, dOKIUATOVUE VEOVS TPOTOVS TOD
Oo. g PonBnoovy va drayeipi{opoate mo evélixra tov movo. Ilag Qo yiver avto, Avto Ga. yivel
Héao amo dpootnpioTnTes Tov Ba kavovue ot oovovtioelg pog. Qo vrapyovy fivreaxio amwo
TOIVIES, 10TOPIES KO UETAPOPES, TPOYOLOL0, KOI GALO TOAAG TO, OTCOLOL GTOXO EYOVV VO. o€

PonBnoovv vo, avartiéeig diapopeg deCrotnteg mov Ba. ae fonbnaovy va (oeig t {wn cov Ormg

157



eab o 1010¢ emBoueic. Avaueoo. amo tis avvedpies, Bo nhela va. dokiudoovue (o kabévog otnv

(w1 Tov), OLa AVTE TOV KAVOUE TTH GOVAVTHON UAG.

1.1.T". Ilopdlinlo. Qo vmapyovy Kol KGTOIES EPWTHOELS OTHV OPYN KOl OTO TEAOS TV
ovVaVTHoE®V, 01 omoies Bo. re fonBnoovy va. poléyw Kamoia Oe00UEVO TPOKEIUEVOD VO
O10TTLTTWOO® TOYOV OLLAYES TOV EYIVAY KOTO, TH OIGPKELD, THG GVVEPYOTLAS Log. Me to mov
tedelvers v kabe ovvavrnan, o vEopyeL  OLVATOTHTA. VO THY TapakoiovBdnoels Cova 6ces

popég Blels ue ta ototyeia mpoofaocns Tov aov Exovy dobel.

1.1.4. Ag dodue ouws Aiyo mwg dovleder avto to «mpayuoy. Eivor moltd axlo, ota opiotepd cov
plémeis avto to ueyalo eCaywvo. Lo abvolo vrapyovy 4 covavtioeig diapkelag mepimov 50
Aemrav n kabe pioa. Onwg mopotnpeis oo, ato, eCoywvaoKio, avaypopetal 0 aptduog g kabe
ovvavTnong. (av vrapyel ovvoToTHTO. VO ovafoafnver n kabe covavinon). Oa cov givar Told
LonOntio vo. copuetéyels kot atig 4 ovvavtioels, ot omoieg Qo yivovrar uio kabe efooudda. Lo
01K1] 60V O1EVKOLVVEN B GOV aTéAVETOL THAEPWVIKO LUVoUa Kot e-mail o, uépo. Tp1y
ovvavtnBovue. Tavtoypova, OTWS TOPOTHPELS, VIOPYEL EVOA OKOUO ECOYDVOKL UE TO OVOUO.
AAI'EA to omoio mepiéyel: A) yevikes TAnpopopies yio. to Tpoypouuo. Gepameios aAld ko To
elaywvarxt B) YAIKO to omoio mepigyel pviiddia yio eKTOTWON Kol GOUTANPOON 6TO OTitl, QAL
ko1 eETpa vAIKO Y10, o1 facue yio vo. o€ fonbnoel va kotovoncels kaldtepo. o 0o, ASuE aTIS

OVVOVTHOELS UAG.

1.1.E. Xe mepintwon mov avTyueTmioels KAmoLo. OVGKOALR, EYEIS TH JDVATOTHTA Vo,
EMKOIVWVHTEIS LE TOVS «ONUIOVPYoDSH pov. Ilava deia (to AVATAR odeiyver ue pio kivijon too
XEPLOD TOV THY TAVW 018, Ywvia) vdpyovy To Kovtl "Avapopa mpofinuatogs” (av yivetal vo

avafoafnvooy ta kovtokio kobwg ta vrodeiyvel 1o AVATAR). Eav éyeig ovokolicg advoeons 1
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0€ TEPITTWTN TOV OEAEIS VO OVAPEPELS OTOIOONTOTE GALO TEYVIKO TPOLINUO. ) OvoKOALO TATHGE
OTO «OVOPOPE. TPOPANUATOSY KO QUETWS 0L ONULovPYOL 1ov Bo. eviuepwBovy kat Go
emixovawvioovy uali cov. Lo 6lo. ta vwoloira, Qo to movue oty ovvéyeia. Ti Aeg, maue vo,
Cexrviiooovue; Av vai, tote Tatnoe movew oto kvokloki «Zvvavinon Iny (To AVATAR deiyver
Tavw 0e1d) yio Vo UPOVIGTODY Ta TPWTO. EPOTHUATOAOYIA, Ta. omolo, Qo supavilovtal atny

apxn Kai oTo TEA0S TWV GOVOVTHEEWY, Kol Bo. oe GLVAVTHOW EKEL.

[Epnpavifovton 1o epotnuatoddylo “pre-treatment questionnaire” pécm e ceAidag

surveymonkey]|
AVATAR Aéet:

1.1.Z. « Xe evyopior yio. avtéG TIC TANPOPOPIES, EATILM VoL Unv 6€ KOOPOoa. TOLD
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YYNANTHZH 1

X10y01:
1.2. Anpovpyia Bepamevtikng coppayiog - Metagopd pe ta 2 fouva (non-expert stance)
1.3. Anpovpywn Anelmioia 1(Creative Hopelessness)

- (Acoknon pe 1o xépL)
1.4. Anpovpywkn Anelmicia 2 (Metapopd KOAANTIKNG Touviag)
1.5. Awywpilovtog tov Bpodpko and tov kabapod movo
1.6. Acxmomn eveuveldnTtotNTog

1.7. Eicaymyn 6Tig AGKNGELS Y10 TO OTiTL Kol 6TO VAIKO Bonus

1.8. Kieiowo
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1.2. META®OPA ME TA 2 BOYNA (1 Aent6)

1.2.A. ITiotedw ot1 umopodue vo. uaboovue woria o évag omo tov arlo. Oa e fonba omov Eyels
ovokolies ka1 Oa oe evhappivw va ooveyioeig. Tnyv idio wpa Oo. ue fonbnoeis ko ead va puabw
TEPLOTOTEPQL YL TO TS VO, fonBcd droua va. drayelpiloviar Lo evélikto. To TOvo Tovg. Agv Gélw
va. e Gewpeic oav Eva E101KO o€ OUTH TH TPOTTAOELQ TTOV EYEl CETEPCOEL OL.0. TO. TTOPANUOTO. TOV.
Avubérwg, Oa uropovaes vo. e deig oav éva ovvralioiwty ae ooty ) apoorabdeio. Olot o
avBpwmol Piraovovue TOVO e OLAPOPETIKO TPOTO.

1.2.B. Doavrdoov 1o kanwg étotl (insert Image "'1.2 two mountains"): Eivoi ooy vo.
OKOPPOLDVEIS ETD TO OIKO TO GOV SOVVO KOl €Y@ TO OIKO ov amo oxévavtl. H uovn drapopa
eivai 0Tl amo T0 GNUELO TOV EUOL EYD, UTOPD VO OO TNV TLO O.GPAL OLAOPOUN] VIO, EGEVA, OTWS
KO €00 Y10, UEVA Kl UEPLKES PopES Ba. umopodue va. poipaarovue Tl PAETEL 0 KabEvog yio. To
Poovvo tov ailov. Olot pog ouws ooveyilovue vo, akappoiavooue o kabévog to dtko tov Lovvo
ko1 ovveyifovue va kavooue Aaln kai vo, pobaivooue amo avta. Olot pag umopodue vo, yivooue
0A0 KO KOADTEPOL GTO V. GKOPPOLDOVOVUE TO fovvo nog. Bonbnoe ue va oe fonOnow vo, yivelg

KoADTEPOS T€ 0WTO TO akappoiwuo! (end images - switch to original)
1.3. CREATIVE HOPELESSNESS

1.3A. (insert image "'1.3. Creative Hopelessness") [110avov va éyete ovaimoel Tolin evépyela.
KO YpOvo 0TO V0. TPOGTOOEITE VO KAVETE TPAYUATO VIO VO, AVTIUETOTICETE TOV TOVo dog. Kat

T€T010 €Vl PLOIOAOYIKO.

Ag to dovue ouws atn mpalny. (end image "1.3.Creative Hopelessness'")

[Initiate Video file '"Creative Hopelessness Hand,mp4"]

1.3.B. Xtnv 06ovny oov supoviletor to Topaderyuo. mov uoiis cov édwaoa. (insert "'Creative

hopelessness Table AVATAR" from below)

1.3.C. Oa nbelo tapa va pridieis éva kat yio. géva.

1.3D. Jouminpwaoe péoo. ato 01Ko 600 TIVaKe. TOVS OIKOVS GOV TPOTOVS OVTIUETWOTIOHNS TOD TOVOD

00V, TOGES WPES TEPITOV COVEVELS TNV NUEPA. Yio. ToV Kabe Tpomo abpoilovtag aro TéAog T0
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oOVoLo TV WPV mov E0OEVEIS YLaL TO TOVO GOV GE 10, NUEPQ. XE TEPIUEV® VO TO COUTANPATELS!

(Insert "Creative hopelessness Table USER'" from below)
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Creative hopelessness Table AVATAR

ALGE Ap,

-

»

)

Imuﬁh

Tpomor avryperwniong Tov mvou wou| QPEE (ov odedw Ty nuépa yi Tov xibe 7pomo)

1. Tuipve papuaxe 1
2. Kopdpas, §amhaovo 10
3. Mévwonint 6
lA' 4. Exgpddw o mévo yov 1 4
(mapamoviéuan)
i‘ - 5. Ilivw aAxool 1
é-ﬁ 6. varofepanein I

20/4

Zodeiw xad pégo po 20 Gpeg TNV NUEPX GTIC TAPATIEYW GUTEPIPOPES
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Creative hopelessness Table USER

Apaoctnpwotnta // QOpeg

[ Enter toxt

KatavaAverg teAkd 0 WpEG TNV Nuépa npoonadivrag va §exdoels tov tévo cou!

[O AVATAR mepyiéver tov user vo, GOUTANPOGCEL TO OLAYPOLYLO. IO VO,
UTCOPETL VoL TPOYWPNTEL 1] GOVAVTHON]
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1.3.E. «Avopwtiéuar av YIS VIWOOEL TOTE OTWGS EVIWTO. KOL EYM, GOV VO EYW KOAANOEL GE AVTO TO
KOKAO, OnA0dn Tov TOVOV, Kol TOV Tl KAV® Yia Vo, EAEYE@ ToV Tovo. Myrawes evufaivel kot ae aévo,
oTo;

1.4. META®OPA KOAAHTIKHX TAINIAX (insert Image 1.4 "Metagopd KOAANTIKNG
touviag")

1.4.A. Dovtaoov yio Aiyo t {wn cov oav &va dwuatio. Mio uépa mopoTnpeis ot Evog owAvas
&yet orappon ue omotéleaua vo, aralel To tofavi. O Hyos TV aToyOvmY TOv TEYTOVY A0 TO
tofavi givou exvevpiotiog. 1o v wpa, aropocileis ot Aiyn koilntikn toavio Qo emioiopOanoet
™ (NUIG. ATOAAGOTOVTAS GE OO TOV EVOYANTIKO )0 TOV VEPOD TOV GTALEL.

Mezd, amo Aiyn wpo Ouwg, N KOAANTIKN TOIVIO. OIVETOL VO UNV UTOPEL VO, KPOTHOEL TIG GTAYOVES
LE ATOTEAEGLO. O EKVEVPLOTIKOS YOG OO TO VEPO TOV GTOLEL VO EXOVEPYETAL ... UTAOVT. . .
UTAOVT. . umlovrm . . .

1.4.B. Amwopaacileig Aoimov va. fOAEIS aroua EVa KOUUOTI KOAANTIKNG TOIVIOS 0TO 1010 el Vi
Vo, oTOUOTHOELS TH 010ppon]. DVOIKG, OUWS N NOVYIO KoL ) YOAVH OEV OLapKODY Yia. TOAD, 0pOD
npérnel vo. emidtopbaaeis v drappon Cava kar Cova. Kamoia otiyun Cekivag va 60VEIONTOTOLEIS
OTL [UE 0T THY TPOYEIPN ETIOKEVY T1YA-01Y0, KOUUATI-KOMUUOTL, YEUICEIS e TOIVIO. OLO TO
owuaTIo.

Kamoio oniyun uropel va wopotnpnoeis ot n (w1 6ov Eyel TEPLOPIOTEL 0TO VO, KOILAS T pio:
TOIVIO. TOVW TTNY GAAN 1§ VO, AVOUEVELS TNV ETOUEVH Otoppon). Tows umopel vo wapatnpnoels ot

70 OWUATIO EYEL LIKPOVEL OTHYV TPOOTAOELID, GOV VO TEPLOPITELS TH OLOPPOT].

Oa umropoveay o1 GTAYOVES VO, TOPOUOINCTODY [0MG UE TIS TTIYUES TOD VIWBELS TOVO,

H xolinuixn torvia Oo. uwopodoe va ivar o1 TpOTol IO PPICKODUE VIO, VO, TOAEYOVUE UE TO TOVO
Hog;

To dwuatio kot ta wepieyoueve Tov o uropodvoayv vo, avykpiBodv iows e ™ (N 1og Kai to.
ONUOVTIKG, TIPOYUOTO YLO. LUOG,

Mnrwg, n Tpoorabeio omoPvYRS TOL TOVOL Exel Koatioel va. unv (odue oxpifag t {wn mov Ha
Ocloue va {odue;

2e T pag Eyel KooTioel 04N ot 1 TPOoTABELD. EAEYYOD TOV TOVOD;

Aev Oédw amhas va moTeYeEIS avTd oL Aéw. OEAw amAd vo, oKeQTEIS av avTd, 1ayDovY faon

oiknec oov guneipiog. (end Image 1.4 "Meta@opd KoAANTIKAGS Toviac')
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1.5. KaBapog ko Bp@dprkog movog

1.5.4 Eioou £to10¢g y1o. KAt OLaQOopETIKO;

Yrdpyovv kouudtio tov movov mov motedw ot EEpeEIS mws umopeis va. ta oropOaaoeig. 1o
rapaderyuo, mOavov va Exels OOKIUATEL UL, YEIPOVPYIKN emeufaon (insert image 1.5.
operation) 1 popuoxevtiy aywyy (insert Image 1.5. medication) mwov vo, o€ Eyel fonOnoe e
kamoto fabud. To mpofinue 6uwms, OGS TO TPOTEIVOVUE GE AVTO TO TPOYPALHA, OPYICEL
otav 1§ vEEPPolIKI) TPOGTAOELD VA UNY VIDGELS TOVO KVpLapyel oty {wif 6ov. Avto ovufaivel
OTAY OVAYVWPIGOVUE TO. KOUUATLO TOD TOVOD OV O€V UTOPOVUE Va. dtopBaaovue. Eivor ue avta
70 Koupatio wov Bélovue vo. acyoinBovue. (Insert image 1.5 laundry) Zxéwov on Eyeig éva
Kolabh ue povya xai mpoomabeis va Eeywpioeis to kabopd amo ta fpoiko. Etol ka1 ue tov
ovo pog. Oclovue, oniaon, va Eeywpioovue Tov TOVO TOV TPOKOAEITOL OO TO GOUA GOV, TOV
«xaBopoy wovo oniaon, amé GAO QVTA TOL KAVOLLE TPOKEEVOD VO ATOQVYOVLE 1| VO,

LEUDGOLVLE TO TTOVO poG, ONAad Tov «Bpaptko» movo. (end image 1.5. laundry)

2Kéyou 10 KATwGS ETolL:

Davraoov o1l 0 «kaBopog TOVOSH EIVaL U0, GOUATIKN aioBnan 1] omoio GHUATOO0TEL OTL KATL
raer AaBog oo oauo pog. I'ia mapadetyua, kobopog movog uwopel va eivai 0 mOvog oty TAGTH 1
&va Ta1o yromnue o omoio onuiovpyel pieyuovi. O «Bpouixog Tovogy amo v aiin,
TEPLLOUPOVEL OAES UAS TIC OVTIOPATEIS TOV GYETICOVTAL UE TOV CWUOTIKO TOVO. Méoa. o€ owTeg TIG
OVTIOPGOEIS EIVAL TO. GVVOLTONUATO, 01 OKEWELS, TO TPOYUATA TOV TO UDOAO UOS AEEL YIO. TOV TOVO
KOl TG TOV TEPLYPapovue. Boaika, « Bpauixog movogy givar 0Aes o1 mpoomabelss yio. va.
owwlovue, mepropioovue 1 awalloyodue amo tov tovo. Oums avtd givat mov weplopilovy Ty

{onj pag.
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«Ilope vo to dodue ue 2 mopodeiypoto: »

Insert video "clean vs dirty pain_Giorgos_edited"

Xevapro 1: 'Evog 50ypovog dvdpag, o I'idpyog, acyoleitat Le TV KNTOLPIKY VA EAPVIKE TOV
YTUTAEL £VaG amOTOUOG TOVOG 0T péoT (Kivnon wévov) =2 €0d Oa maymvel 1 eikova Kot Ha
yiveton editing pe Tov KaBapd Tévo va epeaviletal pe Tpactva, YPOLLLOTO TEVE TT.Y. G Lo
povoka kar ©. Metd amd 3 mepimov dgvteporenta to dropo cvveyilel vo toamiletl Kot 0 mdvog
Eavoemotpépel, 2 freeze 2 kKabupog movoc. Xty mopeia Eovayivetor unfreeze Kot o
50ypovog kavel v e&ng oxéyn (editing) « Ay [Hoavayio pov, avtdg o Tdvog ciyovpa Ba pe
KaONAmoel 610 KpePATL Kot dgv Bo UTOPD VL GUVEYIGM TNV KNTOVPIKT, KOTOVOADVEL 3 Ydmia,
TOPOTA TNV KNTOLPIKN Kot Thetl Kot EamAmvel otov kované. H ewdva yivetan freeze ko

gneaviCovron pe kokkwva ypaupoto BPOMIKOX ITONOX ®
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Oodnyiec: [ va cuveyicovpe, andvtnoe otnv Odonyiec: [Na va cvveyicovpe, andvince oty

TOPAKATO EPAOTNON TOPAKATO EPAOTNON
Epdtnon 1: Epoton 2:
O kaBapog TOVOG sivar gVdLaKPLTOG OTAV: O Ppodpkog movog givor

EVOLAKPLTOG OTOV:

1) Otav 0 Gvtpog KatavaAmveL To

2) Otov KATOVOAGDVEL TOL TOVGITOVE, TovCITova,
3) Otav ayvoei To oKuAGKL 2) Otav ayvoei 10 GKLAGKL
4) Otav GTANOTAEL TNV KNTOLPIKT 3) Otov otopotdel TNV KNTovpikn

KOVOVTOG GKEYELS OTL TPETEL VAL

TEPLOPLOTEL GTO KPERATL

] o Avatpo@odotnon: O Bpodpukoc movog,
Avatpo@oddtnon: O kabapdg Tdvog,
) o ) ONAOON 01 GUVETELEG TTOV EMAEYEL O K.

ONAadN N couaTK 0icOnon Tov Tdvov,

) ) ] IMopyog va axorovdnocetl petd and v
etvat Wwaitepa eVOAKPLTN LE TV
) . ) P Eapvikn aicOnon tov Tdvov mov Pirodvet
EKQPOGT TOV TPOCAHTOV TOV AVTIPO OTAV

) ) . elvai 1dwaitepa evdLdkpiteg pe 1o 1) mov
otapoatdet o todmicpa. O k. [dpyog

: o ] amo@ocilel va KoTavaldoet 2 Tovcitova,
atoBdvertat Tov kabapd movo EekdBapa

) ; OV EMAEYEL VAL AyVOEL TO GKLAGKL TOV Kol
OTI TEPLOYN TNG LECTG TOV.
oL 670 TéA0G 3) amopacilel va

ToPOUEPIGEL TNV oyoTnévn Tov acyoria

KOl VO TEPLOPLOTEL GTO OTITL.

[Insert video "clean vs dirty pain Stella_edited”]
Xevapro 2: M 50xpovn yovaika, 1 Xtélha, KaOeTal 6To GoAdvL Ko PAETEL TNAEOpOOT (TT.).

Brusko). Za@vikd KTumdel To THAEP®VO, GNKOVETOL VO, TO OTAVTHOEL KOl TEPTATAEL KOVTGA
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Kovtod (apBpitikd) péxpt o Aépmvo. Ed® yivetar freeze > KAGAPOZX ITONOX. Ev
ovveyela EeKva 1 cuvopdio 6mov 1 yuvaike Aapfavetl pio TpdokAnon yuo BOATA Yo KagE Tov
g apveitor yioti poPatar ot Oa yepotepéyet o movoc g 2 FREEZE - BPOMIKOX

[IONOX ®

Odnyiec: ['a va cuveyicovpe, anavinoe

X h Odnyiec: [Na va cvveyicovpe, andvinoe 6Ty
TNV TUPIKATO EPOTNON

TOPOKATO EPATNON

Epoton 3: Epoton 4:

O ka0apog movog givar EVOLAKPLTOG O Bpopkog mévog givar

oTav: EVOLAKPLTOG 0TV 1) YUVaiIKO:

1) H yuvaika mapakoiovdei tniedpaon 1) [Mepmatdet kot kpatdet T péon
2) Otov GNKAOVETL VO OTTOVTIGEL TO ™mg

MAEPOVO 2) BAémer tnAedpaon

4) Otav apveitar 6T0 TMAEPOVO TNV

TPOCKAN O Yo BOATAL
Avatpo@oddtinon: O kabapdg TdHvog, dSnrodn Avatpo@odotnon: O Bpodpikog TOVoG,
1N COUOTIKY aicOnon tov movov, givol taitepo dnAad1| o1 GLVETELEG TOV £VTOVOL TOVOL OTN
€VOLAKPITN UE TIG EKPPAGELS TOL TPOSHOTOV TNG péon mov Puover N Ko ZTEAAa, ivat ot
K. ZTéAA0G Kol 6Tav KaTeLhHVETOL TPOG TO OKEWELS KOl TO. GLVALGOA AT TOV
mAépwvo. Gaivetar Eekdabapa ot Prodvet TPOKOAAOVVTOL ATO TO TOVO, TO, OTOL0L LIE TN
Kka0apo couatikd THVO Gt TEPLOYN TNG HEONG. oglpd Tovg Kavouv TV Ko. LTéALA Vo

emAé€el va apvnbel v TpdokAnomn g
QIANG ™G, L€ OTOTEAEGLO VO TEPLOPICTEL Y10

GAAN o popd 6TO OTiTL.
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To AVATAR epopaviCetan kot Aéet:
(insert image "'thoughts avoidance values")
1.5.B. «O Bpairog movog OTws EI00UE KOl GTO, TOPAOEIYUOTA, GVOVHOMS EUPaVILETOL UE TPELS
TPOTOVG:
A. Karoieg oxeyeig mov kavovue
B. Ti kavovue yio vo. aropdyovue tov movo kat
I'. Ilog 0 Tovog, 1og amopuaKpOVEL A0 GHUOVTIKG, Y10, EUGS TPAYPUATO, OTWS UE TO PIAO UOS TO
Tiwpyo omov avaykdotnke vo. aropatioer Tv Koplaxartikn tov acyorio mov tav n kKNmovpikn
Kol KoTéQuye oto Kpefatt ue 3 yomaxio.!

(end image ""thoughts avoidance values")
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1.6. Excaymyikn Goknon cuveldntotntog

1.6.A. Oa nbeia oe avTO TO GHUETIO VO CTOUOTHOOVUE YLO. ATYO KOL VO. TOPOTHPHTOVUE Tl OKEWELS
PEPVEL TO UDAAG oG aro Tov kabopo kot fpaouiko wovo. Eivar omovdoio epyaleio to vo. umopet
KOVELS V. TOPOTHPEL KoL VO, EGTIALEL TNV TPOTOYH TOV GE OAN QUTO. TOV UOS PEPVEL TO UDOLO OOTH
™ otryun (insert image '6oveiontoryra 1)!

Evo, aro ta mpdyuata wov Oa epapuolovue ovyva nali, Evor To vo. GTOUOTOUE Y10, AIYo avTe, TOD
KAVOUUE KO VO TOPATHPOVUE TI OKEWEIS, ovvalaOnuata 1 aiotneels fiadvovue ato oo kai 1o
HVOLO OGS TOPA, OY1 OTOPAITHTO. Y10, VO YOLOPDTOVUE AALG, Y10, Va. To. avayvapioovue. Eiool
&roiuog va o dovue; Ilpotod Cexrviioovue, Qo nelo. o 0wTO TO THUELD VO. KOTTELS OVATODTIKG,
Kol vo. ax0lov8noels avtd mov Aéw rAeivovrog ta puatio cov. Eav dev umopeis vo. kAgioeig to
UATIOL GOV, TOTE OTADG ETKEVIPOTE TO PAEUUO. GOV GE EVA. GHUELO TTO YDPO GOV, TPOKELUEVOD VO
unv amooraral ebkoAa n mpoaoyn cov. Ilpoorwadnoe vo. unv avoilelg 1 UETAKIVHGEIS TO UATIO
00V UEYPTL VO. GOV TTW.

Ag Eexiviioovue Aoimov...

1.6.B. 1lope uepixés npeues avaoes..., EIGTVEOVTOS TOV GEPO. OO TH UVTH... KOl EKTVEOVTOS TOV
omo 1o owoue. Topa mopotipnoe Aiyo kabwg to atnbos cov avaonkwvetar yio Aiyo ue kabe
ELOTTVOT... KO ETOVEPYETaL KOOGS EKTVEEIG.

Ilpooele s Kobwg ekTvéiS ToV aépa omo T0 GTOUA 60V, TO OTHHOS AVOGTHKMVETAL..., Ol WUOL
DYOVOVTOL... KOI Ol TVEDUOVES EKTEIVOVTAL.... 1100 UEPIKES AVATTVOES, TPOTELE OVTES TIG AVTOUOTES

KIVIGELS TTOD KAVEL TO GOUA G0V KOOGS aVATVEELS.
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Tapa, Go nBelo. vo. Tpocélels T OmoLeg TKEYEIS EUPOVIGTODY. Apnoe Kals oreéWn Kal EIKOVA. VO,
EPYETAL... KO VO PEVYEL... GOV VO, EIVOL QVTOKIVHTA TOD TEPVAVE UTPOTTO, OO TO omitt oov. Eivor
PLOLOLOYIKO Va. EpYovTol oKEWEIS Kol avvaiotuato. Otav pio véo e1Kovo ) OKEYN EUPAVIOTEL,
OTTAG, AVOYVOPLGE TNV TOPOVTIO, THG, OOV VO. YOIPETAS EVAV TEPAOTIKO TOV TEPVE. XOIPETNTE VIO
Alyo aUTES TIC OKEWEIS 1] EIKOVES KL UETO. GTPEWE KOl TOAL TV TPOGOYH GOV GTHV OVOTVON GOD,
0K0A00OD VTS TOV éPO. TOD UTOLVEL... Kal TOV aépo. Tov Pyaivel, e kabe exmvon.

Oa vrapyovy oTIYUES OTTOD U0 OKEYN — OTECS UE TO Ppauiro Tovo - Qo wayiosdoer ko G
oamoamaoel T Tpoooyn oov. Kabe popa wov ovayvawpileig oti to poaio aov Exel piyel ue pio
OKEYN, OTPEYE TLOW TNV TPOGOYI GOV TTNV OVOTVOR GOV. LOVEYIGE YI0. AKOUO. ATYO, KOl OTOV
elOO1 ETOLUOG ETETTPEYE TNV TPOTOYN GOV GE OVTO TO OWUATIO, UEGO OE QDTO TO YXWDPO.

To AVATAR mepyévet 3-4 devteporenta péxpt o USER va tedeidoel Ty doknon.

(end image "ovveldntomnra 1'")

Odnyiec: [Na va cvveyicovpe, andvince 6TNY TAPUKATO EPAOTNO

Epotnon 5:

2T0y01 TS TTPONYOVUEYYS dOKNONS ETval:

1. No. pag yotopwaoovy

2. No. nog pépovv e emapn ue to Ilopov

3. Na pog PonBnoovv vo, avayvopilovue kaldtepa v main nog (oKEYEIL,
ovvoleOnuoTo, coUATIKES aloOnoels)

4. Na. pog kovooy mo mpolouong va vidoovue to. 0moleonTote covoiohiuata,
OKEWEIS KO OOUOTIKES a1oOnoels

5.
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Avazpopodotyon: H wo novw doknon eivor pio. Goknon e0TIAONS TS TPOCOXNS HOS GTO TOPOV,
OTIS ALGONOEIS OGS, TOTO TIC CWUATIKES OG0 KO TIG CVVOLTONUATIKES OLAG KO OTIC OKEWELS LUAG,
XWPIC ATOPOITNTO VO, TIG KPIVOVUE. 2TOYXO0 EYEL Va. HaS 00CHTEL THY TPpobouio Tov va
TOPOTHPHGODUE O, TIONTOTE OLOONTEIS 1 GKEYEIS TOPOVOLALOVTAL T CUYKEKPLUEVY OTIYUN GTO

OOUO. KOL TO UDOLO OGS, ETITPETOVTIAS TOVS OTAC, VO DEGPYOVV.

1.7. Kataypapin suneipicov USER:

1.7. «Meta oo g gumeipieg twv 2 pog pilwv oto. fivieo aAld koi Ty Goknon s
ovverontotntag Qo pe evoiépepe moAd vo uabw yio. v dikn cov gumeipio. pe 10 kaBopo koi
Ppauixo wovo. Avto wov fonbnoe uéva oto va avoyvopiowm T 010popa. avauesa. ato kabopo
KOl TO SpOUIKo TOVOo, IOV VO KATOYPOaW® TIG KOONUEPIVES LLOD EUTEIPIES LUE TO TOVO.

20 0e10, flEmels Evo, TIvaka 0TOV 000 EY®W KOTOYPAWEL TL EKOVA. OTAY EVIwBo, TOVo, TOGO TOVO
eviwBo. kaOwg ka1 oIS NTAV 01 AVTIOPATELS OV OTAY TOVoVLaa. 110 Topaderyua, TPOoyYTES
TpooTaOnoa vo, ankwo Eva COAIVO OLOKOOUNTIKG TOV ELya QTIALEL, VIO VO, TO KPEUATE TTO
T0iY0, OTOW EVIWaa Eviovo Tovo atny wAaty. Ao 1o 0 ewg to 10 (0=kabolov wovog kar 10= 1
UEYOADTEPNS EVTATEWS TOVO TOV EViwaa woTE) Oa Tov yopaxtipilo 0Tl HTAV EVIATEWS 7. XTN
TOPELO. OUWS TOPATHPNTO, OTL GPYLOO. VO, CKEPTOUOL TS Bow ETPeme Vo, EYKOTAAETY® aKOua [0,
opaotnpLotnta mov ue evyopiatel (tn Colovpyixn). Tote o movog pov anod to 7 wnye aro 10.
AvTO T0 TOPAOEIYUO. LUE EKAVE VO, AVAYVDPIOW TS O «PPOUIKOS TOVOSY ETNPEGLEL TOV «kabapo
wovoy. Oa nleda Lo1mov vo KoToypawels Tig OIkES oov gumelplies ato pvALdoio « O fpauixog
TOVOG [LODY OV PPIoKeTal 0TO KOUUATI «DAIKA YLa. T0 ortitiy Tov ESoywvov mov wilnooue otnv
opyn. Avtn n Kataypopn Oev Vol DTOYPEWTIKY, OUWS TLoTEL® TS Ba o€ fonbBnoel kou oéva,

omwg fonbnoe uéva, vo. eviomi(elg evkOAOTEPA TOTE O TOVOS GOV EIVol «KABOPOSH Kol TOTE
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«Ppopkosy . Tédog, mBovov vo. avopwTtiéaar 010G 0 A0Y0S va. Sy wPIeODIUE TOV PPauiKo omo
70V KaBopo wovo. H oinbeio eivor ot dev vIAPYOVY KOl TOALG TPAYUATO. TEPO, OO TH GOOTH
ANWN QOPUOKEVTIKNS AYWYNS GE GOVODOOUO UE TIG AOKNTELS PVOLOOEPATEINS KAl AOKNONS, TOV
umwopodue vo, kavovue. 1o tov fpouiko movo OUmS UTOPODUE VO, KAVODUE TOALD, ONL00N OEV

XPELGLETAL VO, DTOPEPOVUE OKOUO KOL OV EYOVUE TOVO. L€ OTO AOITOV aTo)eDW Va. 6€ LonOnow.»

1.8. Kiciowo

Oloxinparvovrog, onuepo. giyo ™ Tiun vo. o€ yvapion. Tavtoypovo. poli uropéaoue vo.
ovtiAnpBodue oo ypovo kai evépyelo. Exovue COOEWEL UEYPL TWPO OTO VO. AVTIUETWTIOVUE 1 VO,
TOAEUGUE TO TOVO UAS OALG KO GTO TI UTOPEL VO, OGS GTEPNTE OOTH 1] TOLN UEXPL TWPOL.
Ipoorabnooue vo. droywpicovue tov fpauirxo oxo to kabapo ToVo, TaPITHPMDVTAS KOl
ovayvapiloviog Ti¢ oVVETELES TOV Ppauikov movov. Eidoue uoli pio aoknon oovelontotnTog n
OTOLOL HOG EPEPE TE ETOPN UE TO TWPA OAAG K1 TH TpoBvuio Tov vo. frwcovue Kamoies o1oOnoelg,

OKEYELS Ko avvaiotnuato.

«XE YOUPETO UEYPL TNV ETOUEVN UOS TOVAVTON! »
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Bonus - YAko Yo to omitt

Avayvapilovtas tov “kabopd” amo tov “Ppauixo”’ wovo

O movog pmopet va daymprotet og 600 €idn. ATd ™ pia TAevpd VILdpPyEL 0 «KaBaPIS TOHVOCSH
TOV OVOPEPETOL GTT COUATIKT] 0icONGN TOL VTOJEIKVIEL OTL KATL TAEL AABOG, V1o TAPASELY LA O
ndvog Tov VimBelg oty TAATN. O «Bpdpkog Tovosy amd v GAAN TAevpd TEPAapPiveL OAES
LLOG TIC OVTIOPAGELG TOV GYETILOVTAL PE TOV COUOTIKO TOVO. Méca 6" anTéC TIG avTIOPAoELS
etvat o1 GKEYELG TOL TO LVOAD LG KAVEL Y10 TOV TOVO KaBMG Kot Ta nifeTa OV
YPTOLOTOLOVLLE Y10 VO TOV TtEptypdyovpe. «Bpdpukog mdvogy givar emiong OAeg ot
TPOoTAdElES Yo va StdwEovpe, Teplopicovpe 1| amoAiiayovpe ard Tov movo. 1o kdto
TopaTifEVTAL KATO0 TOPAOELYLOTO CKEYEDV KOl GUUTEPLPOPDV TTOV EUTITTOVY GTNV

Katnyopio Tov «BpdUtKov Todvouy.

Eion okéyewv:
-Ymokeyevikoi Aoyot epedviong Tov TGVov/KavOoves Tov SNULOVPYOLHE YOP® Ao TV
EUOAVION TOV TOVOUL, T.X. "Otav KOVPUGT®, TOVA®"

-EniBeta mov ypnotpomolovpe yio va xapoaKTnpicovpe Tov €anto pog, w.y. "Eipot PAdkag"

Hopadeiypota copmepLPopav:
Xpnon eapudkmv yio v eEdAstyn Tov TOVoL

Amoguyn dpacTnploTHTOV Kot HOVo otV THavOTNTO Vo TPOKAAEGOLY TOVO
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SopPiBoacpog pe Mydtepa and 6ca 0Ehovpe ot {on pog eneld] ToTeLOLLE OTL O TOVOG LA

LELDVEL TIG EVKALPIES

[No va og fondnoovpie va KATOVONGELS KAAVTEPA TIG APOPEG AVAIEGH OTOV «KABAPO» Kol TO
«Bpopiko» TOVo, Gov {NTOVLE VL KPOTHOELS £VOL NUEPOADYLO LE TIG EUTELPIEG TOL THVOL GOV.
Xpnoiponoince avtd o NUEPOAIYIO Y10, VO TAPOUTNPNOELS TMG O «KOOUPHS», AUYDG PUOIKOC,

VoG AEITOVPYEL KO TG 0 «PPpOUIKOS) TOVOG AetToLPYEL.

SOUTANP®CE TO £VTLTO TOL AKOAOLOEL KaTd TNV emdpevn efdopdoa. Kab' 0An ) didpkeia tng
efdopdOaG KaTaydpNoe TIS amapoitnTeg TANpoPopieg Kabe popd mov acBdvesal Tovo.
Koatdypawye kot to 5 ototyeio mov avapépovIal 6To VTLTO: CNUEIMGE TNV KATAGTACT 1) TN
dPOACTNPLOTNTO TOV EKAVEG OTOV ELPOVIGTNKE O TOVOS, TEPypaye TNV aicHnomn Tov puoKon
ndvov (10 €100¢ TOV GOUATIKOV TOVOL oL aloBdvOnKeg), PaboAidynoe tov Tvo og [
KAMpoka amd 1o 0 éo¢ 10 10, mepiypaye T1g avtidpdoels Gov 6TV EUTEpia TOV TOVOL (TO
«Bpopikd» cov Vo) kat fabporoynce 1o fabud otov omoio vépepeg e€attiag Tov

«Bpodpkov" Tovov e po kKApoka amd to 0 éog to 10.

Ipv Eekvijoels T GOUTAPW O TOV SIKOD GOV TIVAKA 0ES TOV TIVAKA TTOV EXEl

oouminpaacel o I'apyog!
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O ITivakag Tov IN@pyov

«KaBapoc» mévog

«Bpopkog» movog

Kotaotaon Ieprypan mwoévov "Evtacn Meprypa) Tévov "Evtaon
[Ipoorabaviog va onkdcm Eva , . ¥ . , . ,
ey , Evtovog movog Zekivnoo vo 6KEPTOUOL TOG EYKATEAELYA TN POGIKN
erappL EOAMVO SLOKOGUNTIKO Yo . 7 , , 10
. . oTNV TAATN pov acyoAio, TNV ELAOLPYIKN
VoL TO KpERAo® otV Kovliva
[IpoorabavTog va maco Ao Eekivnoo vo Kataptépot SuvaTa T yuvaiko Hov Tov
Caxéta mov 1 yuvaika pov TETaée oL MSQ " 4 Baptétor 1060 TOAD va KAveL ot SOVAELY, oV Kot dEV 9
07O TATOO TOV VITVOOWUOTION HOPHITYKLOOH 10 evvoovoa. Me dkovoe Kot £Quye amd T0 dWUATIO
otV TAATY .
KAaiyovtog.
[Inyaivovtog o peydin Borta pe Axopumtn 1 T it , . W .
gt 6 HO Heyarn p W MICOHTE T 70T Apyoa va okéeropon "Agv propd ovte o BOAta
TO QWTOKIVNTO 6tav Tpooradnca . . . Nl
va Bye omb o 2 vo, Tao e TO aVToKiviTO. Aomov, va axoun Eva 6
Y npdrypo and to omoio Ha mpémet va TPocE "
oynHa
2xvfovtog vo Tiocw To M o 510 "Hma éva yam ko £va aAkooAobyo motd MGTE Vo
TNAEYEPLOTAPLO 5 5 Katapépm vo 0w Alyn tniedpaon To picd o6t 8

TOALOG TOVOG

TOTE TPONYOLUEVMG dEV EMVAL PAPLOKOL!




YopuTAMPMOE TOV 01KO 6oV Tivaka!

«KaBapoc» mévog

«Bpomkog» mévog

Koataotaon

Meprypagi] Tévov

"Evtaon

Heprypagi] Tévov

"Evtaon

Aocknoelg Evoovelontotrog yio katéfacpa 6Tov vroroyloTiy:
-1" Goxknon gvevveldnrotnroc Odvectag.mp3
-2" Goknon evevveldnrotnrog Agpoditn.mp3
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XYNANTHXH 2

X1oy0u:

2.1. Iepiinym Tp®OTNS GLVAVINONG
2.2. Atieg

2.3. Apdoeig mpog Aéopevon

2.4. 'vootikn Ttavtion

2.5. Zuveiomtomnto

2.6. Epyocio yio to omitt

1¢



2.1. Karooopiopo ané AVATAR — Xovropn wepiinyn Ing cuvavrnong
Section 1 (1 minute)

2.1.A «Kalwoopioeg oty debdtepn pag ovovavrnon! Xoipouor mov vmdpyet
mKoTHTa 0TO. pOvTefoD uag! Xty mponyovuevy pog ocvvavenon mbovov va Gopdoar ot
Tpoomadnoous vo, eCETATOVUE TL OGS EYEL OTEPNOEL N TOAN UE TO TOVO. OIS Y10 TOPAOELYLUOL
XPOVO, EVEPYEL KOl GHUOVTIKG VL. UGS TTpayuata. Tlpoomadnooue va daywpioovus Kot vo,
evtomioovue 1o, kaBapo. amo ta fpouIke TaLyviolo, Tov HooLod Kol TIG GOVETELES TOvG. TEAOG uE
NV AOKNGN Y10, TRV EXKEVIPWON GTHY TPOocoxn Nploue ae Exapn ato Twpo. U TIS 0oONELS, Tig
OKEWELS KAl TO. CVVOLTONUOTO. LLOG JLywS Vo, To. KPIVODUE. »

«Znuepa Oo eletdoovue véeg mroyég e (NS LS 1 KOl KATOLES TOV 100G
&yovue mopouernoer! 2toyog eivar vo dGovUE VONUA GE 0JES LOG TIS TPOTTAOEIES Yio, AALO.
Eriong Qo eéepevvioovue ta maryvidia wov pag moilel to uoolo (insert image brain) ko1 Oa
UaBovue VEOVS TPOTOVS VIO VO, TO. AVTIUETWTICOVUE.

Ag Cexrvnoovue . . "

2.2. — Aoxnon knociag — Alies (5 minutes)
2.2.A. «Avto mov Go. oov {nriow tpa eivar vo. mopels pia fabic ovaoo. kot vo EGTIACELS THY
TPOTOYN GOV OTO £0C KO TAPO, o€ avTa Tov Oa cov dinynbw. Oa nbeia va dovléwels

pavtaoio 6ov aKOAOLIMVTOS TPOCEKTIKG TNV OILI0. LLOVY
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«Dovtaoov Tov eavTO 00V, 0TI KOTEVODVETOL TPOS TNV KNOELD, EVOS

[Insert audio file "funeral music]

oYomTnUEVOD 60 Tpoawmov. Tlapkdpels kovid oto exkkinooki (insert image ""church"),
LOVPOPOPOPNUEVOS KATEPAIVEIS A0 TO OYNUA, KOL TEPTOTAS TPOG TTO TPOODAIO THG EKKANGLOG.
Koba¢ mpoywpag uéoa otnv exkinaio, Topatnpeis ta. otepavio kot Loviovdia. (insert image
"flowers", axovg tnv kabopn pwvy Tov 1EpEn TOV WAALEL, PAETEIS TOL TPOTWTTO. PIAWV KA
ovyyevav. A1600veoal ) oTEVOYMPLO TOV EKTEUTETOL OTTO TIG KOPOILES TOD KOGLOD TPLYDP® VIO, TO
YOO ODTOD TOD TPOCOTOV, OAAL TAVTOYPOVA KOL THV EVYOPIOTHON TOD ELYOV VO, YYWPIGODY QVTO
70V avlpwro. Kobw¢ mepmatas 1o d100pouo e EKKANCIAS TPOS T0 PEPETPO VIO, VO. TIUNCEIS TO
TPOTWTO ULO. TEAEVTALO POPE, OTAV TO TPOGEYYILEIS CaPVIKO. PAETELS TPOTWTO UE TPOTWTO TOV
£QVTO TOV.

2VVEIONTOTOIELS OTL OTH EIVOL I OIKH GOV KNOELA KATOL0. YpOVIQ. GTO UEALOV
(insert image "your funeral”). Xvveiontomoieic oti 0Ao1 0wTol €IVOL 01 PILOL GOV KAl 01 GVYYEVEIS
000 Tov HPOav vo. o€ TIUNEOVY, VO, EKPPATOVDY COVOLTHNUOTO. AYaTnS Kol EKTIUNONS TPOS T (N
oov. KaBag raipveis ty Oéon oov Aoimov oo kabioua, Taipvels Kai Evo, TPOYPOLILO OTO OTOT0
TopaTnpelS ot vIEaPyovY 4 ouintés: O TPATOS OMIANTHS EIVaL EVO, GHUOVTIKO UEAOS TOD
EKTPOTWTEL TV OIKOYEVELQ KL TOVG GOYYEVELS aov. I 10 TOPAIEIYUO, TOVIPOPOGS, TOLIT, GOEAPOS 1]
yovéag. O 0edTeEPOS OUIANTHS EIVOL EVAS OO TOVS PIAODS 0OV, EVOL GTOUO TO OTOLO UTOPEL VO
TEPLYPAWYEL TO GTOUO GOV, TO YOPOKTHPO 60V, T010G eloal. O TPITOS OUIANTHS EIVaAL KOT010G OTTO

70 YWPO EPYATIOS OOV EITE EPYOIOTOVUEVOS GOV, GOVAOEAPOG gite apevTiko. O TETopTog Eval Evo,
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OTOUO aTO TNV EKKANTIO, 1 OTTO KATOLO GAAN KOILVOTNTA 1] OPYOVIGUO 1 OPATTHPIOTHTO. TOV HEODY
OVOUEIYUEVOG.

Twpa oviloyicov; ti Oa nBeles o kKGbe Evag amo TOVS OUIANTES VO EKPWVODTE
yio géva kai ™ (wn oov, Ti mpotomo ovlDyov, maTEPO §j UNTEPAS, AOEAPOD 1§ 00elpnS Qo nOeleg
vo. Tpofatovy to Aoyio. tovg; Ti mpotvmo yiov 1 kopng, Eadeipov i Caderpns, Beiov 1 Oeiag Oa
nBeies vo, wovv ot eloar; Ti avouvnoeis oikoyevelakes Qo nheies vo, Eyovv ano aeva, Ti mpotomo
@ilov Oo. nOeles va. mepiypayel o pilog oo,

Oa nleieg va éleye: "Amo tov kaipo mwov Lekiviiae va Exel 0TODS TODS TOVOVS ATOUAKPOVONKE
oo v mopéa pog" N "Eépw moco mold movoiae, Kol OUwS Tov avayvwpilw ot EKove

TPOOTAOELES VO UV YOVEL ETOPN KO Va. EIval KovTa pog"

Ti eumeipieg Oa nbeieg va Qoudtar ot Exete HOIPAOTEL,

Ti eidovg avvepyaoiog oto ywpo gpyocias cov Ba nheies va exppacovy yio. geva,

Ti eioovg yopaxtipao. Oo. emBouovoes avtol o1 avlpwmol vo, EAeyoy 0Tl IElYVOY 01 TPALEIS GOV,
T1 eioovg ovvelopopd, Tl emitvyies Qo nheies vo mpoopwviaovy,; Av eiye pwvny t0 owuo 6ov § N
vyeia oov i Qo Eleye; To ppovtiles 1 to mapauclodoes, Av eixe pawvy n yoyn cov,
TVEDUOTIKOTHTO, GOV, O YOPOKTHPOS 00V, T TLOTEV® a0V, Ti Oa éAeyay yia oéva, Zovoes abupwva,
e avtd wov Qo nleles va (eig;

Koitale mpooektind tovg avlpamovg yopw cov, tas Qo nhsies vo, Tovg giyes ennpeaoel Kata )

owapkela e (wng oov;

183



Section 2: 12 Aemta

2.3.A. Ewsayoyn otic adieg

Ayornté ovvodoimope, VITOWIGLOUAL OTL VIO, VO, ATOPOTLOELS VO. AGPELS UEPOS TE OTO TO
TPOYpoULLa KoL VO, fpioKedol Kol CHUEPA. €0 TIOOVOV Vo, Exels non Cekiviael va katevBoveoal
TPOS KATO1ES OO TIS alleg oov, Omws n Yyeia, n n Peitioon twv ayéoewy aov ue ayoTnuévo,
Tpoowa.

H (on pog, umopet va yopoxtnpiotel ooy pio dwadpous, Eve. taliot, wo wopeio . H uovn
O10pOPa. EIVAL OTL UEPIKES POPES KATW ATO ODOKOAES GOVONKES UTOPET Va. YAGOVIUE TOV
TPOTOVOTOMGUO UOS KOL VO, YPELATTOVUE Hia Toéloo, (insert image mwodion,) yio, va. pog fondnoet

va. Cavofpovue To Opopo Hog.

Or alieg pag umopel va dertovpynaoovy aav uia. tétota. moéioo. H avayvaopion twv olidv
OGS, OL GYECEIS UAS e CHUAVTIKG VL0 EUOS GTOUA HaS fonba vo. alioloynoovue mov

pproxduacte kor mov Oélovue va waue.

110/1EC popéS Ouwe, umepoevove TS alleg Hog He Tovg aToyovs uog . H alia eivor oav uio
mopela, o katevBovan, éva taliol - eivar katt mov gov oivel vonuo, oty (. 110 Topaderyuo.
UTOPEL VaL €1V TOAD GHUAVTIKO YLO. GEVO, VO, ELGOIL KOAOS KO 6WGTOS YoVIOG (insert image
"parenting"), eivai kati mov gov Tpoopipel vonuo, atn {wn cov. MTopel vo. unv PTacels ToTé aTo
ONUELO Va. Eloal 0 TELELOG YOVIOG (KAl TOLOG EIVaL CAAWTTE,) OUmS Yvwpilels Toio kotevbvvon

emBoueic va axolovbnoeg.
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O X10y0¢, amo v aAln, eivol kATl 10 emtedliio, KATL TO 0TOLo EYEl apxN Kol TELOS Kol
ovvHOwWS Exel va KAVEL LUe GOUTEPLPOPES TTOV ETIAEYoVUE Vo, Kavovue. Ot 2Toyol amotelody
074006 6Ta0U0VS 0TOV Opouo TV aliwv, atabuol arapaityTol yio vo. EpOel KavelS To Kovia
otig alies tov. o mopdderyua, eov EIvail GHUAVTIKO Y10, GEVO, VO. EIOOL KOAOS YOVIOG, TOTE EVOS
OTOY0G 10(WG Va. EIVal Vo, TOIPVELS TO Ta1dl GOV TTLO GVY VA, 010 Tapko (insert image "park”), i vo.

TOV YOUOYEAGS TEPIOTOTEPES POPES (insert image smile).

Lo va oe fonbnow vo, Cexalbopioels axoun KoAOTEPA TH O10pO0PG UETOLD TTOYOV Kol allog
0EG TO. TOPOKOTW ATOTTOTUOTO. OO TOAES EALNVIKES TOLVIEG KO TPOCTAONTE VO EVIOTITEIS TIG
alies ka1 Tovg aToyovs Tov Tpwoywviaty! Eico étoyos va Gounbodue ta talid,

Insert video "o ue@voraxag"”

Insert Multiple Choice Questions:

Epoton 1:

ow mpoommuk] Tov alia 0&her va Tpofdarerl €™ o0 n00mo010¢ pog;
1) Tnv AEIA ™¢ EPTAXIAY kou tov EPTATIKOY ANGPQIIOY
2) Tnv AEIA tov PATHTOY

3)

4) Tnv AZIA g @PIAIAZ kot tov va eican KAAOZ PIAOX
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Epoton 2:
Mg o106 Tpomo (ot0)0) Kiveitar 0 Opéotne Makpnc (matépac) mg Tpog TV asia Tov

(owkoyévern):

2) Amopacilel ot Oa yivel mapopvbdg Kot va Al 16Topieg 6T KOPT TOV
3) Amopacilel vo payelpedel To oLy VE GTNV OKOYEVELD TOV Y10, VO, ETOEIEEL TIG LOYELPIKES TOV
KOVOTNTEG

4) Anopaciletl va EeKivogl OOVAELE Y10 VO LTOPEGEL VO OTNPIEEL TNV OIKOYEVELD TOV.

Insert video: ""Zwij yeuatn noévo"

Insert Multiple Choice Questions:

Epoton 3:
Iowég agieg mpoPairovron amod Tig 2 yuvaikes 6 avTl TO Pivreo;
1) H Mapio (aprotépa) mpoPdrrer tnv AZEIA tov KAAOY OATHTOY kou  Maipn (d€&1é) mpoPdiiet

mv AZEIA mg ZYITPADHX

3) H Mopwod mpofdirer tnv AZIA ™ KAGAPIOTHTAX kou n Maipn mpofaiier tmv AZIA tov va glvon

EYT'ENIKOZ évOpwmog

4) Agv BAéno va mpoPaiiovtor KaBoAov alieg e0m



Epoton 4:
Mg o160 Tpomo (ot0)0) Kiveitor  Maipn (n koméha wov grroeveitan) mpog v aio T™G;
1) Arogoaciletl va pdet 6A0 T0 PaynTod TNC.

2) Anogacilet va kabapicel Ta mdTo HeTd TO POYNTO TNG.

4) H Maipn dev @aivetat va kveiton Tpog v a&io g,

Ayornté oovtolloimTy, TavTo VICPYOVY TPCYUOTO. TOD UTOPOVUE VO KAVOVUE VL. VO
TPOYWPNoOVUE TIPOS TIG OLIES HaS 01 oToies Yeuilovy T (i nog ue vonuo. I'ia woapadeiyua, eyw
ONUEPO. Y10, VO, TPOCAVOTOMTTD TPOS TO IPOLUO TV L1V 1o (insert image e atoyovs), Hao
KQV® KATL TOV ELYO. TOPOUEANTEL TOV TEAEVTOLO KOLPO, Vo COOEW W ALYO TPOTWTIKO YpOovo uoll e
70 QYATHUEVO OV TPOoWTO. ET0l A01TOV, EKAgIo0 TPATE( OTO OYOTNUEVO ETTIOTOPIO THS
ov{Dyov pov. Akouo. ko av UPaviarel 0 TOVoG, amoyeE T0 fpadv Go waue poli pavieffovdaxi.

(insert image romantic dinner)

Eobd 11 Qo umopodoeg vo kaveis aijuepa, yio vo. EpOeis mo Kovia o€ avto Tov EIVOL GHUAVTIKO Y1,
eaeva,
Eiuaui mepicpyog vo axodow to daytvio oov vo TAnKTpoioyody Tig dikés oov alieg alla kai

atoyovg! (insert image "oroyo¢ ka1 ocia" yio va courinpwbei amo tov USER)
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[insert table "oto)0g KON i ]
Oonyieg: o vo Umopeis vo, TPoYwpnoels, COUTANPOOE 110, OIKH 6OV oClo. Kol EVa O1KO GOV

otoyo. Etot Oo. uog PonOnoeis ko eudc vo kataldfovus kaAdTepa Ti Eival GHUOVTIKO VIO GEVOL.

Iipepo 0o 10eha va EeKivijo® va, KivoOpor Tpog TNV akorovdn alia

pov:

"Evag 6t6)05 mov 00 propovoa va Baim Yo va Kivn0® mtpog avti

v aéia pov givar o akéiovbog:

Section 3: 11 Aemtd
2.4.a. Avayvopilovtog To Epmodta yio To opopo Tov asldv
Yropyovv atiyuéc ayannté ovvodoimope, wov emibopodue vo, kivnhodue Tpog onuUavTIKG, yio EUOS

TPOYUOTO. 1] OVEIPADTOVS, OUDLS KOTI UOS EUTOOILEL.

[Insert video: "Xapéva overpa']
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2.4.B. [T1Bavov va £xelg avayvmpicetl ott 610 video mov HOALG cov £0e1&a 1 yuvaika Kot o
Gvtpog Ktvovvtotl Tpog TV a&io Toug ToL gival 1) 1) 6Y£0T TOVG, LE TO Vo £pOBOVV Lo KOVTH O
€vag e Tov aAlo, pe to va yopéyovuv. H yuvaika aviyetonilel kamowo epnddio Omwg £xELg oL,

7OV OEV Elval AAAN A0 CKEYELS KOl OVOUVIOELS OTO OYOTTNUEVOL OAAL YOUEVO TPOCMOTOL.

2.4.C. Av70 t0 UTOIL0 UTTOPEL Va. EIVOL ETIONS KAl 0 TOVOS TOV a1oOaVOUaoTE 0TO KOPUL UOG
(insert image "pain"’), umopei vo, eivai 01 GKEYELS Kl T0. GVVALTONUATO. TOV U0 TPOKAAEL O
TOVOG, YLO. TOPCOEIYUO. 1] AVIITVYIO, 1] AVAOGTATWOH, 1] 0 POSOS TOV VoL UNV YEIPOTEPEY® 1] VOL U]V
Tovéow TEPLoaOTEPO. Aev oov Qouilel To mopadeyuo. (oo ue 1o pavlo kvokio (Insert image
"vicious circle") ; Omov T TPAYUOTO TOV EKOVA YLO. VO, OVTIUETWTIOW TO TOVO OV TEAIKG. 1]TOV
0T, TOV UE ATOUAKPVOVAY OO THV OIKOYEVELL OV, TOVS PIAOVG OV, THV KOPIEPA. OV KO GAAG
ToALG.

2.4.D. Xxéyers kar ovovoroOnuoto. Ayyovs, pofov, ameAmioiog Kol KOOPOGNS NToW UOVO UEPLKC,
oo TV AloTa. e T OTol0. TAAEVa KaONUEPIVA, Y1a. vo. eC0l00pebow e Tov Eva, i ToV GALO
POTO, UE ATOTEAECUO. VO, fP@ TOV EQVTO OV TE ODTO TO PADLO KUKAO (remove image padiog
KOKAOG).

2.4.e. H yioyia pov (insert image ""grandmother"), pov éleye mavra "Odvoaéa, tov Ppovinoo
T0. TOLOLA, TIPLV TEIVAoOVY Uoyepebovy”. ETol ko uels, evon oUaVTIKO TPMOTA Vo,
OVOYVWPIGOVUE TO. EUTOOL0, TOD ELTYWPOVY GTO IPOUO TV alldV uog. 110te owtd. ta gumooio.
eIV PUOIKO. KO YEIPOTIOOTA, YLO. TOPCOELYUO. OTAY OEV EX AVTOKIVHTO 1§ OTAV UTAEKOUOL 0T

kivnon (insert image traffic) ye amotéleoua vo. Y6om U0 GHUOVTIKY VIO UEVO, GOVAVTHOY.
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AMwte avtd To. gumooia ivar vonta, puio. okéyn tov tomov "Ag 1o avaforiie kaAdtepa umag Kol
UE TIGoEL TOAL QVTOG 0 TOVvog" i "Aev Ta apnvw To. WoVIa Kal TO UAYEIPEUO. Y10, THUEPO. UTOS KOl
e maoel n wéon pov wali; " Oda avtd o UTO0I0, EIVOL TOV UOG TPOKAAODY AVOTTATWON KOl TOV
HOS amoUaKpOVoLY amo Tig adiog Hog.

2.4.F. Qpaia Aoiwov, 0tav 10, avayvwpiow ot Ta. umoolo. Tl yivetal, Aev yperaletar vo,
TPOTTOONTELS VO, TO. OLEELS, UTTOPELS OUMS VO, EKTOIOEDOELS TO UDAAO GOV VO, TO. PAETEL Aiyo
OL0POPETIK..

Towcg 10 Cn¢ video va oe fonbnoel va. to deig Aiyo kalbtepo.

[Insert video " Headspace effort expectations'']

2.5.A. Eivou moAd katavonto 0Tl 0 6OUATIKOS TOVOS TOAAES POPES UTOPEL VO, AE1TOVPYNOEL
oav gUTOOL0 TIPOGS TO Va. KIVROODUE TPOS THUAVTIKG. Y10, EUAS Tpayuata. otn (. Exeig ouws

ovopwTNOEl TOTE, TWS TO KAVEL OVTO,

2.5.B. O wovog o€ ovveEPYOTio. e TO UDOLO HOG UEPIKES POPES OTOPATILOVY VO. LLOG TOILOVY
KAT010. fp ko, moryvioio. Qvuaoolr avtd Tov AEYyoue yio. To. fpauiKe Taiyviolo Tov poaiov,
Avta ta. fpopaka moLyviola 1ov HooA0D, EYOVY Vo KAVOLY UE TIG OKEWELS UAS 01 OTOLES UE TH
OELPO. TOVG EPYOVTOL KO ETNPEGLOVY TO. GOVALTONUOTO KOl TIG COUTEPIPOPES OGS (Insert image
"thoughts"). I[100eg pOpPES THY NUEPO, TOPATHPODUE TO UDAAD LOS VA EXEL TIC aKOLODOES
opvntikes okeyelg, "llwnm movawm wold onuepa, woiog o kavel Twpa TIS OOVAEIES TOV oritioD, "
n "Qxx.. Oo. Exw avtods T0VS TOVOVGS Y10, L 0AoKANpY (N, Tlwg Oo to koTopepw, 1 arxoun

",

umopet va. eivar vwo ™ popen "siuor ovikavog” , "oovéyeia movaw," "eiuar kovpoouévog”, " n/o
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oOVTIPOPOS LoV Tpémel va. ue Papédnke”, "oev umopa va mpoopépw oo OéAw" i to mo yvawoto

"oev avtéyw allo!".

2.5.C H Jiota pe t1g OKEWEIS TOV UTOPEL VO, EPYOVTAL OTO HVOLO HOS, EIVOL ATEAEIWTH KoL ATYo
ordiatikn yio. to kabe drouo... Olot uag Exovue ™ oikn uag exooyn” To amotéieouo oume molo
eivar; Ot oKEWELS Lag ETNPEGLOVY TH CVUTEPIPOPA. 1OG... "AS Cexovpaota arxdun Aiyo”, "Ag

Al

ovafalw to taliolr pov yio. kamoia otryun wov Ga eiuar mo kola" "avpio tovg PAET® TOVS Pilovg

14
’

nov", "Aev Oa Pyw élw, umopei va yiva yeipotepa. To uooalo cov Exel katapépel vo. oov mailel
&va ToLyvIol 0TO OT0I0 TO GOUO. GOV AVTATOKPIVETOL, AVOPOLILOVTOS GHUAVTIKA Y10, GEVA.

Tpayuato, ue v 10éa ot "onuepo. doev ivar kan atiyun”.

2.5.D. Ayornté 6vVOOOITOPE, EOV TIOTEVEIS 0TI EI0GL O UOVOS TTOD TOV ONUIODPYOVVTOL TETOILO,
EUTOO10, 1] LLOVO TO UDAAD GOV, GOV TOILEL TETOLO TALYVIOLQ, EXETPEYE OV Vo. o€ oloyedow! To
HUVaAo oov, Plemels, eivai moAD mopoUo10 LE TO 01KO LoV, KaOWS Kal ue TOALDYV GALWY
ovlparwv.

To mepiepyo eivar ot 000 mePi1oToTEPO TPOoTTOHoduE Vo. divlovue 1 va. Eepoptwhodue katl, 00
TEPIOTOTENO AYWVICOUATTE VIO, KATI, TOALES POPES ETITVYYAVOVUE TO OVTIOETO. YIOp)el Ouws o
TPOTOS VO. EKTALOEDTOVIUE TO UDOLO UAS AALALOVTAS ATAG T GYECN UOG UE TIC OKEWEIS KAl TO,

ovvouoOnuoTa pag.

Avto 10 Pivreaxt iows to eEnynoel Alyo koAvtepa.:

[Insert video ""headspace effort"]
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2.5.E. "Znuepa Qo uobovue Evav o10popeTiKo IpomTo Vo, AVIATOKPIVOUOTTE OTIS GKEWYEIS TOD TO
HVOLO pas pépver ovvexwg. 2t Oepameio mov axolovBodue, Oewpodue ot o1 apvnTIKES TKEYEIS
oev givar amo ) pvon Tovg Tpofinuatikés. O1 apvnTIKES OKEWEIS YIVOVTOL TPOPANUATIKES EQV
TAYIOEVOUOOTE TE QVTES, OTAV TIG AauPavovue ToAD Gofopa vVITOWN, KOl EAV TOVS OIVOVUE TN
poooyn uas n otow mpooraboiue vo tig drwlovue 1 va tig eleylovue. Exeic dokiuaoel moté va.
TOPOTNPHOELS QVTESG TIC OKEWELS OOV ATAOS BeaTNS, YWPIS Vo, TIS KPIVELS, OTAG 0PIVOVTOS TIS VO,
vrapyovv, Qo gicovy TpoBvuog avti vo, Tpoowadnaels vo. Tig ekolm&els, vo. arlicels ) ayéon
00V UE OTES; AV EIVAL KOVPOOTIKO VO TOAEDELS CVVEXWG, YTOp)EL KOTO10G TPOTOS VO,

ONUIOVPYNOOVUE TTEPLOGOTEPO YDPO VIO, OVTES TIG OKEWELS GTO KEPOAL LUOG,

Ag dodue Aoimov Evo. S10.POPETIKO TPOTO VO. AVIOTOKPIVOUAOTE O OTOLECONTOTE OKEWYEIC,

oVVOLTONUOTO. 1] OKOUN KL COUOTIKES aloONoELG.

Section 3:
2.6. [Insert audio file "mindfulness 2'"]

mindfulness 1 Oa 110cio va oe Tpookaiéow va Ppeig wio. avoTavTiKy aTaon oty KapEKLo.
00V, ILE TO. TOOL0, GOV VO, AKOVUTIGVE 0T0 £00.00G. AV emOVUEIS UTOPEIS Vo KAEIOEIS TOL UATIO. GOV 1]
V0. TO. QPNOEIS AVOIKTA KO VO EGTICOEIS T EVO. CUYKEKPIUEVO THUELO UETO, GTO YDPO TOV
Ppiokeoou.

Oa nOclo. vo. eEMIKEVIPOOEIS TNV TPOGOYN GOD 0TO TWUa d0ov... Ildpe uepixes fabiés npeues

OVAOES EICTVEOVTAS TOV GEPO. OTTO TH UOTH KL EKTVEOVTOS TOV OO0 T0 aTouo... Eravélafe 1o 3-4
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POPES, APKETH. ODVOTO. OVTWGS WATE AV KoHOTOY KATo10¢ diTtAa. 6ov Oo. umopovae va. e aKovaeL va
QVOTVEEIG...

mindfulness 2 Twpo, emikevip®oov 10 TPOTO TOL 0 GWOPOKOS GOV OVATHKMDVETAL VIO,
Alyo... kou oty TopeLa EXOVEPYETaL KOHMS 0 0EPAS EITEPYETOL Kol ECEPYETOL OTTO TOVG TVEDUOVES
oov... Tlapatnpnoe 11 viwbeic kabms EKTVEEIS TOV OEPA OTTO TO GTOUO GOV..... T0 0THHOG G0V

OVOOHKMOVETAL...., Ol OUOL GOV DYOVOVTIOL KO Ol TVEDUOVES GOV EKTEIVOVTAL....

Emixevipwoov aro vo o1wéeis kabe 1opio tov oépo. wov EYELG...., 00EIGLOVTOS KUPIOAEKTIKA
TOVG TVEDUOVES GOU..... Ilicoe mpog to €€ KGOe KopuudT TOL 0EPO, APHRVOVTOS TOVS TVEDUOVES
000 KeVOUG.... Meive yia Alyo ue avtyy v aiolnon mpiv avorvevoels kot morl. Kabwg gionvéelg
0V 0épa (TadoN), TOPOTHPNGE VO, OEIS OV POVOKWVEL TO OTOUGYL 00V, 0 Bwpaxas cov 1 10

O10QPPOYUO. GOV OAAG KO TO TS KIVEITOL....

mindfulness 3. Oo. nfeia yio. wepimov 10 devtepolenta, vo, GKOVOPELS Ayo TO G GOV,
OTTO TV KOPVLPH UEYPL TO, VOYLO. SEKIVOVTOS OTTO TAVW TKAVOPE TO KEPOAL GOV THYOIVOVTOS T1Ya
O1Y0. TPOGS TAL KOTW, OVOKOADTTOVOS [0S KATOLES OIOONTELS OTO GOUO. 00V, 10WS KATO10, EVIATT],
N ovaotatwon mwov cov mpokoAeital. Ilnyaivovios mpog to. kKotw O vo. emelepyaoctels
OTOIEGONTOTE OWUATIKES OLOONCEIS TOPATHPEIS OTO TWOUA GOV, XWPIS VO TIS KPIVEIS YWPIS Va
Oélels vo Tig O10LeLS, OTAG aPHVOVTAS TIS VO DTGPYOVY , TOPOTHPOVTOS TIS. AV TOPOTHPHOEIS TO
HUVAAG 60D Vo pebyel KaOmS OKOVOPELS TO TWOUA GOV, OVOYVOPLOE TO KOl ETETIPEYE TO TIOW OE

0TO TO GKAVAPIOLUO.
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mindfulness 4. Tapo, Qo nleia va apnoeic kdbe oreéyn kai E1KOVO, TOV EPYETAL GTO UDOAO
00V, VO. EPYETAL KO VO PEVYEL GOV VO. EIVOL ODTOKIVHTO TOV TEPVAVE UTPOCTA OTTO TO OTITI GOD.
Aev ypelaletor vo, KAVeELS 0,TIONTOTE GO Topa Vo KoBIoEIS oTNY GKpn TOV dPOUOD Kal OTAd Vo,
TIC TOPOTHPHOELS, VO TIG OKODGELS KOL VIO, QALOYH VO ETITPEYELS OTO UDOAO 0OV OTAG VO TIG
opnaoet vo, vapyovy. Eivar pooioloyiko va Epyovial o1 okeWeIS kKol Ta. ovvaiohiuato kol o0 va
Oélers va tig aropatioeis n§ vo g olwéels. Otav pio véo, E1IKOVO. 1§ OKEYN EUPOVIGTEL, OTAG,

oVOYVWPLEE TV TOPOVTIO. THS, GOV VO. YOIPETOS EVAV TEPATTIKO TOV TEPVAL.

mindfulness 5. 2tpéye kou TGl TNV TPOGOYH GTHY AVATVON GOV 0KOAOVODVTOS TOV 0EPO.
kobag elopéel uéoa ko éEw amo tovg mvevuoves oov. Kabe popa mov avtilaufiavesor ot 1o
UDOLO GOV Eyel QOYeEL e Lo OKEYN OTAG OVAYVOPLOE TO YWPIS VO TO KPIVEIS KOl OTPEYE THV

TPOTOYN GOV KOl TTAAL GTHV AVATVOl] GOU.

Oa vropyovv oriyués mov uio okéyn Bo. wayidevoer ™ wpocoyn cov, Bo  oe aykioTpOOEL UE
OKOTO Va. 0€ OTOOTAoEL Th oTiyun Lo1mov wov Eyelg yovt{wlei amo ) oréyn, Tape Aiyo xpovo va
ovVoyvopIoEIS TI HTOV ODTO TOV 00V OTECTOOE TH TPOGOYN KOI OTH GOVEYELD, HOVYO
COTOYKLOTPOTOVY TIPEPOVTAS THV TPOCGOXH GOV GTHYV OVATVOH. AS TO KAVODUE ODTO UETPOVTOS
VIo, HEPIKG. OEVTEPOLETTO. OkOuUn. OTav €001 ETOIUOS UTOPEIS VO KOVVIOEIS OTAOLOKA TIG GKPES
TV YEPLOV KO TOV TOOLMDV GOV KOl OLYG-OIY0, VO ETLOTIPEYELS GE ODTO 0O TO OWUATIO UETO, TE

0TO €0 TO XWPO.
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2.7.A. Ziuepo wilnooue yio tig alieg kai Tovg aroyov Kal mola. EIvol n olapopa tovg. Eidaue
OPKETA, Videos [e TPWToYoVIOTES VO TPOPEILOVY TIG OIKES TOVG aLIES Kal TTOYOVG. 2TH TVVEYELO.
eldaue 0TL KOUIG. POPa 0 TOVOS LS TPOKOAEL OKEWEIS Kal oVVaIoHNUOTA, TO. OTOT0, LLOG
OTOUOKPOVODY QIO CHUAVTIKG VLo UGS Tpayuato. MaBoue vo va ovayvawpilovue moia ivai
OTC, TO. EUTOOL0, KO ELOOYLE LE TTOLO TPOTO UTOPOVUE VO, EKTOLOEDCOVUE TO UDOAO OGS Y10, VO,

oAralovue ™) oyéon Hag Ue avTa.

To va fefouwbo ot katdiafeg ti eivar n d1apopd. Tov ardyov kot ¢ aliog Bo oe maporoiodoa

VO, OTTOVTHOELS TIC TOPOKOTO EPWTHOEIG.

Epoton 1: Ilowég givan ot dwogopég petald XTOXOY kot AZIAL;

A) H AEIA eivon kdtt petpnotpo eved o ZTTOXOX givon po katevBovveon mov maipvelg ot {on cov

I') H AEIA kou 0 XTOXOZX givon axpipdg to id10 mpdypo
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Epoton 2: Mepikéc gopéc propel va punv pmopd vo eEareiym TIS OKEYELS KOl TO cuvalcOpata

OV TOV TPOKOAOVVTUL OTO TO TOVO. XE GVTEG TIS TEPIMTOOCELS EIVOL KAAVTEPW:

A) Na dnpovpynow Aiyo XQPO 610 poaro pov XQPIX va kpive T 6KEWELG Kot To. cuvoisOnuata oo
B) Na pooradnow pe kabe Bucio va ATIODYTQ va rocm avtég Tig OKEYELG Kot To. GLVOIGON LT

I') Na K Ae10Td 6TOV €00DTO LLOV PEYPL VO LLOV TEPAGEL

A) Na ETIITPEYQ 610 pooid pov vo €xel auTég TIG OKEYELS Kol GLVAICON AT, EVO TAVTOHYPOVA
KINOYMAI npog 11 AZEIEX pov

E) To A) xaito A)

Kieivovtag, Oa oov mpoteiva otov eAedbepo aov ypovo vo. dokiudoels vo. eCooknbeic Alyo ato va
OAAGLEIS TN GYéan GOV UE TIS OPVITIKES GOV OKEWEIS KO GUVALTONUATA, LE TO VO,

TOPATHPEIS AVTES TIG OKEWEIS KO TO. CVVOLGONUOTO. Oly (G VO, TO. KPIVEIS KO EXIOTPEPOVTAS TAVTO.
070 £00) KO TOPA, TTNV AVOTVON GOV GAAG Kal oTi¢ atotoels oov. 210 YAiko (supaviletar to
"vAiko") Qo fpeis d1dpopes Tapouoles acknoels orov Oo umopeic va eCaoknbeic atov eAcdBepo

o0V YPOVo).

Eriong, orwg Qoudoai, eiyoue mer vo, faleig éva otoyo ko pua olia (insert image "otoyog kai
ocia"). Eme1on oty Ppdon koliael o aioepo, o ov mapotpvva va ppeis oto "Yiiko" v doxnon
"AZEIEXY" ka1 vo Ty ooumlnpwoeig. 1o va oe 01e0k0A0vw Qo. fpeis ko 10 TopaoELyUo. LoD LUE TO
ovoua "AZIEY OAYXYXEA" wov umopel va o€ katevBovel yio 1o mmg Vo GOUTAPMOCELS TO OIKO

oov.

2E YOUpeT®, UEYXPL TV ETOUEV] POPaL!
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Y6 Bonus: "Bonnoe tov avtd cov va yivel axoun koivtepog"

H/W:
"AZIEY OAYXYXEA"
Hapdoetypa Odvocéa,
Aéia: Noa gipon karog [atépoag
X10y0¢: Na Eodevm mepiocotepn dpa pali pe to Tondid pov

Yoykekpipévn oopmeprpopd: Bipa 1 Yo va metvyo Tov 61030 pov

Ba Ta® To ZaPPoToKHPLAKO Vo d® TNV KOPN HOL GTO PEGITAA TOV TAVOL TNG.

Yoykekpipévn copreprpopd: Brjpa 2 yio va TeTim 1oV 6TOY0 oV

Oa tpoomadncm va maiEw AMyo umdia pali pe To Y10 Hov 610 TAPKO

Yuykekpipévn copreplpopd: Bijpa 3 yio va wetdyom 1oV 6T0)0 pov

Oa Bydio v okoyévela Lov £ Yo deimvo.

Epm6ore mov pmwopei va 6uvavtiioete 0TOV TPOSTOONGETE VO TETVYETE AVTO TOV 6TOY0 GOG
[MBavo va emoTpéyetl 0 TOVOg dpyvtepos. [TiBavo va pov dnpiovpynoet dyyog kot Buud Kot va
Kvo ™ oKéyn va T0 avaBAaio Yoo GAAN pépa.

T umopeite vo KAVATE Y10 VO TPOGTEPAGETE 1] VO AVTIUETOTICETE AVTA TO, EUTOOLU;

Eipot mpoBopog va Sokipndom vo Topatnpioo avtés Tig ol oelg Tov TGVoL 6TO GO LoV,
Yopic va Tig Kpive 1 va BEA® va T Sidém, amid va Tig enelepyoct®. Mmopel va S0KILAcm va
EKTALOELGM TO HVOAD LOV UE KATOL0 oK O GUVELINTOTNTOS, ONUIOVPYDVTIOS XDPO GE OVTES

TIC OO OELC, CKEYELS KOl CLVOLGONUATO ATAG VO VTTAPYOLV.
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Oa nbeia va ovurminpaaeis Mia Adio, Evo atoyo, 3 oourepipopés, kot toyov Eumoola mov

UTOpEL VO TPOoKDWOoLY Kol TS Ba avTamorkpivogovy ae avta T, UTOIILA.

Aéia:

X10y0¢:

Yuykekpipévn copreprpopd: Bijpa 1 yio va ety 10V 6T0)(0 pov

Yuykekppévn copmeptpopd: Bijpa 2 yio va Tetdyom 10V 6T0Y0 pov

Yuykekppévn copreprpopd: Bijpa 3 yia va ety 10V 6T0)(0 pov

Epmoowe mov propei vo 6uvavticeTe 0TAV TPOSTUONGETE VO TETVYETE AVTO TOV 6TOY0 GUG

T pmopeite vo KAVATE Y10 VO TPOCTEPAGETE 1] VU AVTIPHETOTIGETE QVTA TA EPTOOL0;

Aocxknoeig Evooveldntotnrog yio katéfaocpa 6tov vroroyoTi):

- 2" Acoknon evevvadnrétnrag Odvecioc.mp3

- 2" Acknon evovveldntétnTag Agpoditn.mp3
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XYNANTHXH 3

XToy0u:

3.1. ITepiinyn devtepNg cuvavtnong (2 minutes)
3.2. Amodoyn ko [TpoBupio

- Headspace video 1 (2 minutes)

- ATpookdreoTog eMokENTNG (5 minutes)

- Aoknon ITiélovrag to yoapti (10 minutes)
3.3.’Exbeon otov mH6vo

- Eravéinym ®@aviov kdkAov

- Aoknomn evouveldntodtntog — £KBeon — GKOVAPIGIO GCOUATOG
- 2uvoeon: Emioyég ko mpobupia

3.4. Emoyég kat OpAcElS OEGUEVOTG

Metagpopd Hpaxin

EMnvik6 andoracpo and towvio — dpdoeic déopevong
AoKNo™ Yo To XpNoTN

3.5. Tlepiinym
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Kohlooopropa aréo AVATAR - Zovropn aepinyn 216 ovvavinong

[Section 3.1. Insert mindfulness “blue sky” animation]|

Section 3.2. [IepiAnyn 2ng cuvavtnong

3.2.a. “Kolwaopioeg atny tpitn pog covavinon! (insert image 1) 2tnv mponyoduevy 1og
ovvavtnon mhovov va Qoudoar ot iAnooue Alyo yio Tig alies Kol Tovg oTOYOVS Kol TOLa. EIval 1
o1opopa. tovg. Eidaue opxeta frviecxio. (insert image 2) (e mpotoymvioTés va. mpofoiiovy Tig
01Kés 006 alies (insert image 3) ka1 0TOY0VG . XTH GUVEXELQ EIOGUE OTL KOUIG POPT, O TOVOS OGS
TPOKOAEL OLAPOPA EUTOOLA, OIS OKEWELS KOl GOVOLOONUOTO, QT TO. PPOULKO, TOLYVIOLO. TOV
Hvalod (insert image 4) mov Aéyaye, T, OTOLO. LOG ATOUGKPDOVODY GO CHUAVTIKG Y10, EUAS
rpoyuorta oty (wn - tig alies puag. Maboue éva diapopetixo tporo (insert image 5), e tov omoio
UTOPODUE VO avayvapiovuE TI0 EDKOAQ OVTA TO, SPOUIKO TOLYVIOLI0, KO OTH TOPELQ. VO,

aAAGlovuE T TYéTN LS LE ODTO. TOPOTHPDVTOS TO. OLYWS VO TO. KPIVOUUE, OVTE VO TO. OLOEOVLE.

3.2.b. Koita va. deig topo. ti yiveror! Eyovue uaber uéypt twpo o10popeTikods ipomovg vo.
OVTOTOKPIVOUOOTE GTO. PPWOULKO, TOLYVIOLO. TOV uvoiod (insert image 6). Ti yivetor ouwg ue
owuoTIKY alofnon, ue to movo (insert image 7); Yrapyel 0poaye KGTo10¢ TPOTOS VO, ONUIODPYHTW

XWOPO GE 010 aVTO TOV ouchavoual oto oaue Lov (image 8);
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3.2.c [loAdés popés ovapwtiéuar oy o movog uog, Ba uropodvoe vo. mopouolactel ue Evav
“Avem@ounro emoxénty,” (insert image 9) Exel mov mepvog kala, N ekel mov EYEIS KAVELS TO.
TAGVa GOV Kol 0pYovaVveETal yio, Evo. wpaio mopto (insert image 10), ue tovg pilovg kot Ty
OIKOYEVELD, GOV, TOOVT, VO, GOV 0 QDTOS 0 EVOYANTIKOS OVETIHOUNTOS EMOKETTNG, KOS GOV OTO

70 PIVTEGKI TOD TPOKEITOL VO, GOV OEIEW TWPAL.

3.2.d. Ilpdrta ouws, oov mapabetw 3 TpofAinuotionods vo oKePTEIS KOTO. TH O1GPKELR TOV Video:
1) T1600 deleaotikd eivor vo. TOv KAEIOEIS THY TOPTA Kal va. ToV appayioels ECw, 2) Me i koarog

yivetol 6umg avto; 3) Av Qo noovv diateOeiuévog vo, GOKIUGTELS KATL OLOPOPETIKO,

[Insert "Unwelcomed Party Guest complete.m4v"]

Epotnon 1:

1) Me ti Qo umopovoe vao mopouoiaotei oty (wn cov o Mraunng,

o)  Me 10 cowuatiko pov movo

p)  Me 1o couatiké pov movo alld kai Ta. fpaduika Tov matyviola

y)  Me éva modv evoylntiko yeitovo. oo

2woth oxavinoy: f) Me 10 6ouATIKG POV TOVO 0AAd Kol Ta BpaduIKa TOV Tatyviola,

Epotnon 2:

2) Ti ovuPoliler to mapt ;
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3)

o)  To mapt wov kavovue ovviOwe otav uetarxouilovue o€ Eva Kaivoiplo oTit
b)) Mio dpootnpiotnTo mov KAVOUE YIa. Vo, KAEIGOVUE TO KEVO Tov aiobovouaote oty {wn Uag.
) Tovg onuovtikovg avipdmovs Kot OPacTHPIOTHTES IOV HAS TTPOCPEPOVY EVYAPIGTH OGN

oty {on uog

2Zwary aravinon: y) Tovg euavtikovs avlpdmovs Kol OpacTypIOTYTES TOV UAS TTPOCPEPOVY

svyapictnon ety {oON Hag

Epaotnon 3:

Twg emélele aT0 TELOS 0 TPWTAYWVIGTHS VO ovTamokpifel ato Moy,

a)  Emélele va emitpéwel oto aioOnua tov Gopod ko arov Mmoumn vo. vapyovy kai v ioio,
oTIyUn GALaLE GOUTEPLPOPE. OTOPATICOVTOS VO. TEPATEL KOAG UE TOVS PIAODS TOD

b))  Amopdoioe vo. kGvelL 0TI TEPVODOE GO TO YEPL TOV Yo, Va. Ueivel EEw o Mmourng xat Eyooce
0Ao 10 mopTL

y)  Eime arovg pilovg tov vo ayvonoovy tov Mraurn kai vo unv tov uilodv

2woty anovinon: a) Exéieée va emrpéyer oto aicOnua tov Qouod kar etov Mraumny vo
VTTAPYOVY KAl THY IO10 GTIYUY GAAALE COUTTEPLPOPT. ATOPAGISOVTAS VA TEPUGEL KOLD HE TOVG
QIL00G TOV

Section 3.3

3.3.a Ayornté vVOO0ITOpE, UTOPD VO POVTOTTO AALC. KOl VO, KOTOAGS® TOG0 0DoK0AO €lval vo.
TPOTTOOELS Vo TaLEDEIS KOONUEPIVA VO, OVTIUETWTITELS TOV TOVO o0V (insert image 11), va

o1wéeis owtov tov lourn! To Eyw Praraet kou eivor e aviAnTiko.
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3.3.b. Ol ovto. ta. fpopixe waLyvioio Tov poolod uog, ot okéyels (image 12) “unv Pyeig, doto
KoAvtepa B movéoeig”, “mape oAy doon mavoirova kar Ba gioar ok, “dev eivan kKaipog yia
poites”, n “ocBovouar avikovog”, “oev umopw vo. Eyw pio pvoioloyikn {wn” olid ko To
oVVaLeONUOTO. TOD GOV TPOKAAEL, OTWS POfo, ayxos, ameimiaio, OLlyn, OAa owTd g EYovv

wOnoer va SoKLUATEIS TOTO. TOAAG TIPAYIOTO. Vo, Vo, TOV eCalelyels. Exovy mpayuotike 0ovAéyel,

Av vou, uéypt moio fabuo; koi ue T KOGTOG,

3.3.c. I1oco mpobvuog Oa 1600V Vo OOKIUATELS KATL OLAPOPETIKO Yia. olloyn, Emipvldooouot

OUWS Y10 va. 9€1g Ayo kaAbtepa oty Tpaln T evwowm oxplfag.

3.3.d. Ilpokeitar vo, dgig éva Piviedki 0mov o gpilog uas o Kwotag vmodéyetor tov pilo pag tov
Boagiln mov avtiuetwniler ypoviovg movovg. Oo eivor moAd fonbntiko yia oéva av kovelg avtn
™mVv aoknon woll we Tovg Pirovg 1ag, yi’'ovto Qo ae coufodleva vo, Tapeig Evo, polio yopti poli
oov, kot wpotiunan A4 yia vo to dodue uali eumeipixa! Moiig wapeis to yopti, moTnoE TOV®

Hov yia va, Cexrvioet to video!

3.4. [Insert video “mélovrog To yopti”]

3.5."Ex0¢gom otov mévo - opening up - Mindfulness
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3.5.a. Eico1 mpoOouog va omaoeis to podlo koxio (image 13) omov n ampobouio tov va
Procovue movo, mhavo va pog oTéEPRoE GNUAVTIKG, Yo UGS Tpayuata, Av vai, akoiodOnoe ue

OTNV EMOUEVH] COKNTH.

3.5.b. Xe mpookadam vo. PpeEis o GveTH Kol YOAGpT GTG0H OTHYV KOPEKLO, oD 00D Ta. Yépia Oa
elval yalopa Kai To. OO GOV VO TOTOVY GTO E00POS, KAELTE T UATLO. GOV 1] TPOTHADGE TO

Pléuua oov ae Eva onELO TOV YWPOL ETGL OGTE VO, UV ATOCTATOL 1] TPOGOYH GOD.

3.5.c. Awoe uepixa OevTEPOAETTO. GTOV EQVTO GOV VO, TOPATHPHOEIS THV GVATVON GOU. . . TWS
vidobet 1o aauo oov (radon 5°°). Iopatnpnoe wwgs 0 owue cov TECEL THY KOPEKAQ TOL KABeTol
(movon 3 7). Ilape uepikég PoLEC Kol NPEUES AVATVOES TTOPOTHPIDVTOS TOV GEPQ, TOV ELTEPYETOL

KPDOG OO TNV UOTH Kol ECEPYETOL (EGTOS OO T0 aroue. (tavon 8.

21y6-01ya, QEpE TNV TPOoOoXN dov ato atihog kal v kKoilia. Ilapatnpnoe v kKivhon mov
onuiovpyeital ue kabe eromvon koi ekwvon (movon 5°°). Loveyioe divovrag mpoooyn atny

avamvon kot Tov Hpero poluo g (ravon 5°).

3.5.d. Apyo. y ypnyopa, to uvald, Go. mepimiavnOel paKpid omo THY aVaTVOl a& GKEYEIG,
OVNOVYIES, EIKOVES, OWUOTIKES aloboels i omlwgs Ba wapacvpOel amd povo tov. Avto eivar kat
OV KQVEL GOVEXS TO UDOLO pog. Otoy TapatnpRoeis 0Tl 10 Uvalo cov Exel mepimAavnbel, amio.

OQVEPEPE TO GTOV EAVTO GOV OTI EXEL CVUPEL KO ETETTPEWE TTOV TOVO THG POVHG LOD.

3.5.e. IlpoaraOnoe va oKoVOpEIS TO GOUG GOV A0 THY KOPOPH UEXPL TO VOXI0, KOL OES OV UTOPELS
V0. VI®OOEIG OTOLOONTOTE COUATIKY EVTaon i Tovo (madon 57°). Apiépwae Aiyo ypovo va
TOPOTNPHOEIS GTO KEPAAL GOV . . . GTO GfEPKO 00V . . .0T0 0THOOG . . . OTHY TAGTH KOL OTH UETH . .

. 070, TOO10, KO OTO. YOVATC. . . . OE TOI0 OHUELO 01oHaveETol TOVO,

3.5.f. Eotiooe v mpoooyn gov, otnv aictnon avtod tov movov, § av ogv aichaveoal Tpo. movo,

ppeg koamoio anueio omov viwbeig afoia 1 povolaoua. AVErVEDTE 0pya. Kol HPEUA, POVTALOVTOS
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TNV QVOTVON GOV VO, KIVEITOL HEGO. KO YOP@ G0 TO GHUELO TOV TOVOD Kol TV aicOnon tov

(movon 8”).

3.5.g. lloparnpnoe ovth v aicOnon ue Tepiépyeia, oav vo, El001 KATO10G EPEVVHTHG TOV UEAETO.
avth v aioOnon. Hopatipnoe Toco yvapiun oov eivar ooty  eureipio. (ravon 5°°). Eiyes ovtn
™mVv alodnon TolES POPES KOTO. THV O1GPKELR THS (NS GOV, THY YVWPILELS KOAG... AeS av umopels
VO. THG ETITPEYEIS VO DTOPYEL, OIS KL OV EIVal, YWPIS va. Tpoomodnoeis va v aAlaeis n vo, tpy

owwéeis (mavon 87')...

3.5.h. Aeg av umopeis, amimg yio. Ty 016pKeLa OVTHS THS AOKNONGS VO, LGOI EUTPOKTO.
orozeleiuévog va Exels otionmote supaviatel (mavon 5°°). Hapatipnoe wags n aiolnon tov Tovov,
O10POPOTOIEITOL KAT(WS, A0 atiyun] o€ anyun (movon 3°°). Tows pua otryun va eivai mo évrovy,
VoL KQiel ) va. 600 TPOoKalel oQICLo aTo ONUEID EKETVO, EVM GALES POPES TaPaUEVEL Id1a 1] Elval
Lo aovvoun, (mavon 5°°). Pavidoov 0Tl kKpatag évo, ueyeBvvtiko paxo. Xpnoyonoinoe 1o poxo
oov yia vo, eéepevvioels avty v aionon. Ilag givar oto kévipo tg;,; Tlwg eivor oTic aKpeg
oavth n aioBnon; Eivon eloppid i fopetn; Aoveitar 1 eivor axivyy, Ilag eivor n Oeprokpacio

g, Eyer kamoio ypoua, Tt oynuo Exet;

3.5.i. Avayvapioe thv mopovaio, Tov TOVOL Kol 0ES OV UTOPELS VO KAVEIS AP0 XWOPO YL avTOV...

LNV Tpoomabeic vo. Tov O1&eIS... amAd 0o TOV Vo, DTTapyEL, eCepevvavtag tov (tadon 8).

3.5.j. Ilope uepixég Pabies avaoes. Me kabe siomvon, meg «Kalwaopioes wove...». Me kale
EKTVON TCEG.. «TTOAIE pov Qile...» (Tadon 57°). ATAd avénvevoe uéoo ko yopw omo avty v
oloOnon tov Tovov. Lvvéyiae yio, uepika. devtepoiernta... Eionvon, «Kolwaopioes move...».

Exnvon, «wodié pov pile... (movon 8”).

3.5.k. TowoOétnoe, to yépt oov, aro onueio mov Vimbels v ueyalotepy évraon 1 movo. Awia,
«CETTOVEY AVTO TO UEPOS IUE TO YEPL OOV ETTL WOTE VO, CHUELDTELS TOV PPIOKETAL Y10, EGEVO, (TODOH
57). Zyediaoe wio ypouun pe to xépi oov, yopo omo 1o onueio avTo. AeS oV UTOPEIS VO KAVEIS
Ayo yapo 6Tov TOVo 6ov Kal VO, TOV ATOOEXTEIS (G W10, alobnan eVEPYEIOS TOD ONUIOVPYEITaL OE

0TO TO GHUELO TOV OAUOTOS 00V (Tavon 8.
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3.5.1. Me 10 va emitpéyels otov €00TO 60D VA VIOGEL OTIONTOTE VIWOEL, TOIPVELS THUOVTIKG,
Pruata mpog v kotedBovon e orabeouotntag. Aeg otig aiobnoeis kot okéyels oov, «Nai,
umopw vo. 6100w e woli oov...» (movon 5°°). Aeg, «Oa kdvm owTo TOL EIVOL CHUAVTIKO Y0,
uéva, aveCaptnro. ue 10 s vidbw...». Av eCoornbeis oe avto (ravon 3°°), Oa deig ot1 yivera

Ayo mio avero to va unv viwbeig avero... (movon 5°).

3.5.m. Axodyetor mepicpyo..... ka1 iowg givai..., alla..., Nai! Mropodue va eCoorxnbodue aro vo.
otvoovue yawpo ae avty TV aiobnon tov wovov. (mabon 5°'). Aev onuoivel 0t pag opécer y Ty
Oérovue (mavon 5°°). ATAG, TS divovue Aiyo ywpo..... Liog Kol N EUTEIPIo. (oG AEEL OTI OEV

UTOPODUE V. THY OTOPDYOVUE, OS THYV APHOODIUE ATAG VO. DTOPYEL... (Todon 3 )

3.5.n. Topa, orodioxd, Oo n0eAa va ETEKTEIVEIS THY TPOCOYH GOD TOPOATHPDVTOAS TOVS HYODS TOD
DITAPYOVY UETO, GTOV YWPO TOV Pplokeoal. ATOAG, KOOVOL, TIC GKPES TWV TOOIWV KOL TWV YEPLDV

00V Ka1 OTOW El001L ETOYWOG/ ... .... avoi&e ta uatia.

3.5.0. Ilape av Oéleig Aiya OevTepPOLETTO. VO OVAAOVIOTEIS LYo TS NTAV N EUTELPIO, QTN VIO,

eaéva. Otay eloal ETOIU0G, KAVE KAIK TAV® [LOD, YI0. VO, GOVEYITOVUE.

3.6. Choices and committed actions

3.6.0. [0, vo. fpiokeoal ueypt €00 0YamnTé GVVOOOITOPE, OV POIVETAL 0TI EYEIS HON KOVEL VAL
TOAD ueyaio Pruo. wg mpog v mpobouio 6ov Kol T OEGUEDTN GOV VO. EMIAEEEIS VA OPAOEIS
(image 14) o1opopetika omo oti Ekaves uéypt twpa. Llpv gov mw ouws mepiaootepa, Bo nBslo
vo. oipaota woll oov to uvbo tov Hparln (image 15) ano v Apyoio EAAnvikn pvBoioyio

OYETIKG, UE TIC ETMIAOYES TOV KA VOvUE oTh (Wh UAG.
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3.6.p. O uvbog éxer wg eéng: O Hpaking amopooloe vo. TEPTOTHTEL UI0L UEYGAN OL1O.OPOUN
oAV yihouétpwy amo v Apyoio Onfa npog v Atk (image 16).

Eyovtog o1avioer TOALG Y1LIOUETPO. LUE TO. TOOIO, KOTO10, GTIYUN EPTATE OE EVO. CHUELO OTOV O
opouog ywpilotoy ae dvo katevbovoeig (image 17) O Hpaxiig, un yvawpilovas tyv owotn

owadpoun, kabioe vo. Camootdoel yio Alyo (image 18).

3.6.c. Kabag oreptotoy moro dpopo va okoAovOnael, eupoviotnkoy uxpoota tov 000 KOTELES, 1
“Hovaiovy” kou n «Aéioy (image 19).

H Hovoirovy piinee mparty otov Hpaxin kai tov gime:

- Hpaxii, av axolovOnoeic avtiyv edw v dtadpoun, tote 0 dpouos aov Ga. eivar e0K0AOG,
POPOVS Ywpic moAd wovo (image 20).

O HpaxAng, mopotnpadviag Ty oladpous), E10€ 0Tl OVIWS NTAV E0KOAN Kol EiYe Kol TOALES
otaoels omov Qo umopovoe va Comootaoerl. Hrav évag e0k0log 0pouog, aAra . . . yawpic moAréES
eUTEIPIeS N TPAYUOTO. va. kavel. Exions, paivovray puovoyixog, ywpic molle. atouo. va
KOKAOQOPODY GT0 dpOouo T0v. Z0VEIONTOTOINGE 0TI AV ETELEYE AVTO TOV Opouo, Oa Empeme vo, UEVEL

OTAOYOG/TEPIUEVEL TOALN OPO. TTIS OTATEIG.

3.6.d. Tote, minoiooe ka1 n alin yovoika, n Aia.

-HpoxcAn, tov eime, ue réve Alia. Av eloar mpobouog vo, axorovOnoeis to oiko wov dpouo (image
21), n {own oov Ba eivar yeudtn komovg kai aywveg. O opouog o eivar dvarolog, yeuarog
KOQTEPES TETPES Kot aykabio. alla. Oo. Eyeig mollég exmAnéels, Oo yvwpioelg onuavtikoig kat
evolopépovres avlpwmoug ko Ba (Hoeis ovvapraotikes kataotaoels. H Alia tov gime ot n
0100pOUN] TOV TOV TPOTEIVE NTOW «YEUATHY Ko Ba tov Eueve aléyaotn. 2ty mopeio Oa eiye

onuIovpYNTEL GHUAVTIKES ayéaels kol Bo. eiye (Hoel moALES eumelpieg, map’ OAES TG OVOKOAIES.

3.7. a Mavreye moid omo Tig 000 O1adpouss, didrece o pilog uog o Hparing... (Aiyo ypovo yia vo,
okepTOOV). Meta omo Aiyn oxéyn, o HpoaxAng amopdoios kai emérete, mapa. 1o ToveueVo tov
Kopuli, va. orafel to ovafato opouo s «ALiacy yio va 0waoel 6ToV EaVTO TOV THV EVKALPIO. VO,

(njoer onuovTikéS eumeipies kKai va. Exel oxéoelg yeuares vonuo. Orwgs kor o HpoaxAng, étol kot
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euels, kabe otryun e (wNg pog kaAobuoote va 0odue Tig emIAoyéS pog (image 22), va

emiréCovue kar va. avolafovue opaoy.

3.7.p. Koui eov 1o Eyeig Eexivioer non.: Enélees vo oniwaoeis avuuetoyn oe avto to mpoypouua,
emédeCeg Kou avtamokpibnkes oe ol to. uail kot tig ovvavtyoeis uog. Kot anuepo fpiokecol
£0, EYOVTOG UOALS TPIV ALYa AETTC, OOKIUATEL KOTI O10p0peTIKO! ‘EKoveS pia opyn ato va.
OTGOELS AVTOV TOV PODA0 KOKAO Tov Aéyaue oTic apyés (insert image 13). Enéledes va
ONUIOVPYNOELS YDPO GTOV TOVO GOV KAl VO, TOV PLCEIS, o€ avtifeon e 10 TOAAEVEIS VO, TOV
o1éeig 1 va tov Cepoptwbeic. Znuepa kavovue pali pio véo apyn. ZToUOTOUE TOV OYPEIOTTO Kal
TOAVIGTOVO TOAEUO KOL OTPEPOVUE TV TPOCOYN UGS TTO, TPCYUGTO. TOD OIVOVLY VORUo oth (W]
nag (image 23) kai Kavovue veeg EMIA0YES, Taipvovtags uall Hag TopED TOV TOALO UAS Pilo, TOV

ovo uog!

3.7.c. Odeg avtés 01 eMAOYES TOV EYELS KOVEL TOPATAV® KOI GOVEYILEIS VO KAVEIS, EIVal TPALEIS
oéauevons (image 24). Eivai 0eouedoels yio. KAt Tov EIVOL GHUOVTIKO VLo EGEVO, EITE AVTO EIVOL )]
Yyeio oov, eite o1 ayéocic aov, gite avto eivar i epyacia cov. Me dila Loyia, av fpiokeoai
ONUEPQL E0, EXEIS NON TOTOBETNOEL TO TOAL GOV 6TO OPOUO OV emEree 0 HporAng, oto dpouo
¢ Aéiag.

Section 3.7.

3.7.d. Znuepo. Eyovue del Eva SLaPOPETIKO TPOTO TOV UTOPELS VO OVIOTOKPIVEGOL GTIS GOUATIKES
oov aiobnoeis (image 25), 1010itepa otav ovtég Eekivody va oov wailovy to. moryvioia tovs. Oa
00D TPOTEIVO, GTOV EAEVOEPO GOV YPOVO VO VOKIUATEIS VO, eCOTKNBOELIS Alyo oT0 Va dnuiovpyels
XDPO, TOPATHPOVIAS AALC. KO EXITPETOVTIAS T OOTH THY aioOnon vo. vIapyel dixwgs vo. Ty

KPIVEIS, ETLTTPEPOVTOS TAVTO, OTO E0C) KA1 TWPQ, GTHV OVOATVON GOV OAAG KOl 0TI 01GONTEIS GOD.
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270 VAIKO (gupavi{etal To vAiko) Oo. fpeis Ty i01a doknon oo giyoue oty avvavrnon pas. Oco
rep1oootepo eCaoknbeic tooo Liyotepn emiopoon Qo Eyxel mavm oov o movog. Zvvibacg 10 Aewta

Y QUEPQ VAL TO 10QVIKO.

3.7.e. Tavtoypova oto “YAiko” Oo. fpeic uepikés amAés allo, ypnoyues aoufoviés yia pio. 6woth
160pPOTIO. UETOLD OLOTPOPNHS KOl YOUVOOTIKHG, 2 TOUEIS 01 OT0I0L EIvol facikd KAELOIG 0TH 6aTh
o1oeipion Tov wovov. AAAwate, eival TAEOV EPEVVNTIKG. VTOGTHPLLOUEVO OTI O POLOS TOV VO,
a160avBodue TOVO HaS TPOKOAET OKIVIGIO, TOV UE TH TEPA. THS OOPOVEL KOL 0.ODVATEL TOVG UDES,
UE amoTéAETUA VO a1000VOUOTTE KO TEPITOOTEPO TOVO KL VO. EYOVUE OKOUN AIYOTEPES

OVTOYEG.

3.7.f. Oloxlnparvovrag, Oo. nleia vo. puov meig Aiyo yio, tyv gumelpio. 6ov e T ITH HOG
OOVOVTHON OTOVTOVTOS TIS TOPOKATO TOVIOUES EPWTHOELS, VLA VO. e PonONoeIS va yive aKouo.
Kalbtepog oto vo. ae fonba.

2 Youpeta UEypl ™y exouevy ovovavenon!

Yl ko - Bonus
O 6VVOVOGNOG GOKN GG KO VYLELVIG OO TPOPIG EIvaL £va 0O TO KAELOLE Y10, pLid.

160pPOTNUEVY G6YEGT UE TOV TOVO

e ATNPOVTOG L0 DVYIEWVT OATPOPT) TAOVCLN GE
TPOTEIVES Kol ONUNTPLOKA B0 6€ KPATNGEL

e MuokpompdHesua vyw).




e IlpoordOnoe va £xelg TovAdyloToV 6 YEObHOTA 1 SIPOPETIKE 3 KAAG e TO TPWIVO va glval
TATPES

e Ilpoomdbnoe va Kpotdg ToV OpyavioUd GOV EVOOATMUEVO TIVOVTAG TOALA LYPA, WlaiTEpO VEPD
KOl QLGIKOVG YLHOVG

e H &\ewyn yopvaotikng Kot vvov, ot GLVHBELES TOV TGYAPOV KOt TOTOV, 1] OTOVGIN
1G0PPOTLOG 6TO TPOTO OV JoYEPILETAL TIC OKEWYELS KOt TOL cuvaloOnuota (T.Y. 6TPES) elval
TOAD 7O CNUOVTIKE od TOV TEPLOPIGUO TPOP®Y OV THOVOV VO TPOKAAOHYV TOVOKEPALO

e H pvowm doknon Ponda kot otnv KoAn Aettovpyia TOL EVIEPOL TTOL, WOLHTEPA KATA TV
dlapKeln TOV NKpavidv, epediletat. ‘Etot, eivatl onuovTiko vo KOToOVOADVETE SNUNTPLOKE
OMKNG OAECEMG (T LOVPO WOLLL) KOl VO KAVETE VYLELS EMA0YEG OTOV TPpOTE £E® (.. OVTL Y10
voatavlpakeg 6nws pOll, matdteg N youl Tapayysilete cardTa).

e Ilpoomabnote va mOPAUEIVETE GTIV PLGIKT TNYN TOV TPOIOVTOV TOV Katavaimvete. [a
TOPASELY LA, UMV OATE UNAOTLTA, GALG LA 1] ETOLUN KOTEWYLYUEVT TGO, OALG PTIAEETE £0ELG
pio!

o Tlopapeivere evepyol oe OpaoTNPLOTNTEG £0T® KL AV
dev &yete xpovo vy 30° doknon kabe pépa! Iapte
TIC OKAAEG Y100 TO YPOPELO 1) AALEC SOVAELES,
TOPKAPETE LOKPLE OO TO YMPO TOL TATE TO

OVTOKIVITO GO Y10l VO TEPTOTI|GETE TEPLGGATEPO,

aoYoAN0ElTE e TNV KNTOVPIKN, PN OYLOTOLEITTE

TOONAOLTO KATT)

Aocknoelg Evoovelontotnrog yro katéfacpa 6Tov vroroyloTi|:

- 3" Goxknon Evovveldnrétntog Odvocéac.mp3

- 3" goxnon Evevveldnrotnroc A@poditn.mp3
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XYNANTHXH 4

X1ly0u:

4.1. ITepiAnym tpiTng cLVAVTINONG

4.2. O I[Mapoatnpnig eavtdg pov - video sunset

4.3. Awyopilovtag Tov oKeTTOUEVO 0td TOV TapatnpnTY| €0vtod - greek movie video - Multiple
choice questions

4.4. Metagpopd Ovpavoc kat Zovvepa - multiple choice questions

4.5. Avtocoumdvolo Kot EUTEIPIKN AGKN oM

4.6. Apdoeig déopevong: Kailepymvrag dpdoelg déopevong kadnueptva

4.7. Oha elvar koA 0tav Celg KaAd - insert bus metaphor video

4.8. K\eioyo - epotnuotordyo

4.1. Ilepiinyn 3nc ovvavinong

4.1.1. Ayamnté oVVOOOITOPE KALOTWOPITES KOL TAAL GTHV TETOPTH KO TEAEVTOLO. OIS COVAVTHOH.

2y tedevtaio pag oovavinon eiyoue CEKIVROEL avoyvmpiloviog 0Tl UEPIKES POPES ETITPETOVUE
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OTO GOVVEPQ. TTOV DTGPYOVY GTO UVAAO 1o, (image of pain), vo, QoL aovy T0 ovpavo uog,

(image gray clouds) ue omotéleouo ToAES popég vo. Ceyvaue To Yalalio mov vrapyel.

4.1.2. 2tn ovvéyela ldoue TOGO OEAEOTTIKO UTTOPEL VO. EIVOL VO. KAEITEIS TNV TOPTO. € ADTOV TOV
Ampoorinro emorénty mov ovoualeton “Ilovog” (insert image Mmaumryg), allo kot mo1éG

UTOPEL VoL VAL 01 GVVETEIES KL TO KOGTOS OWTHS THS TPACHS (insert image consequences).

4.1.3. X mopeia, elepevviiooue Eva O10QOPETIKO TPOTO OLOYEIPITNS TOV TOVOD (insert image
mindfulness) Ilopatnpnooue kot execepyootniaue T0 aioOnuo. TOL TOVOV, EGTICOOUE TH TPOTOXH
oty avanvon (insert image breathing) ko1 oty pvoikn aiocOnon tov Tovov (image pain
sensation), olywg vo. Tov kpivovue. (image willingness) 2o{ntnooue v mpoouio tov vo. {odue

LE TO TOVO

4.1.4. I1i00vov vo. unv 6ov NTav eDKOAO 0YOTNTE GOVOOOITOPE, OUMS TO, KOTAPEPES. Exels kavel
i owovoaia opyn. Mio. apyn w¢ Tpog To Vo, EAEVOEPMDTELS YPOVO KOl EVEPYELD. Y10, VO.
ONUIOVPYNTELS KO VO, (HOELS GAAQ TPAYUATO, ODTC TOD GOV EYEL GTEPHOEL UEYPL TWPO ] AVIOH

ain ue to Mroumn (tov movo) (insert image Mpampis)

4.1.5. Ev tél, idoue oti oty {wn pag Eyovue mavro. emiLoyés (insert image choices), oovelonTég
EMIAOYVES 01 OTOIES UTOPODV VO, HaS KoTevBDVOLY TTpog Tic alies nag (insert image values), yio vo,
{noovue pio. yeudtn kou mo1otikd oAokinpwuévn {wn poli pe tov movo 1 uio icwgs otepnuévy (wn

OVVEYWDS ATATYOINUEVH] TOAEUWDVTAS TO TOVO. (insert image fighting pain)
4.1.6. Ag Cexivioooue OUwWS Aiyo O10POPETIKG CHUEPO. KOL TOUE VO, OVAKOADWOVUE EVO. GALO

Kopuatl Tov eontov uog. Tov wapotnpnty eovto uog (insert image paratiritis). Etoyudoov yio

Alyn jazz (insert image Jazz) koi moue vo, oovue ti givor owtog o . . . Topotnpntng!

[Insert video Sunset]

4.3. O mapaTnpnTS EXVTOS LoV
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[Insert audio 4.3.]

4.3.1. H mpcdrty otiyun mov viddoopue avto 10 060G, HTOW TPIv EEKIVIOEL TO UDAAD VO OGS PEPVEL
016popes oKkEWELS. AVTO elval TO0 KOUUATI TOV £avTol TTov oty Bepomeio. mov axolovBodue
OVOUGLETAL O «TAPATHPNTHS EAVTOSH (insert image “paratiritis 2”) uog. Kou avto eivar éva
DYIES KOUUATI TOV €0DTOD UAS, TO OTOLO TOALOT amo &uog Eyovue exoouévo 1 fabia pi{ouévo

Uéoa uag.
4.3.2. Eve) n aAln mroyn tov avtod UaAS, OUTEG OAES 01 OKEWEIS Tov oakxoiovBodv, eivai o
«GKERTOUEVOS £aVTOS» (insert image the thinking self) mov Cexivaer omo ) oTiyun mwov to

HVOAG LOG apyilel Vo GKEPTETAL, VO, OAVOADEL, VO. KPITIKOPEL KTA.

Awaywpilovrac tovg 2 eavtoic uag

4.3.3. Avoroywg, oty (on pog Erovue eCotkelwlel ToOAD ue T TAEVPG. TOL EOVTOD UOE TO
OKEPTETOL, POVTALETOL, AVOLDEL, Tyeo10(el,, Tpofinuatiletar kpivel, aloloyel kAx (insert image
overthinking). "Eyovue uabei vo. Aertovpyodue mord kol e t0v OKELTOUEVO EQDTO UOS KOL VO
T0V a@vovuE vo, Taipvel to. wia (insert image pairnei ta inia) 1 axoun kot vo. puog Paer «arov
ODTOUOTO TIIAOTO» TOV AEYaE TTIC TPONYOVUEVES OGS TOVOVTHOELS Kol Vo. uag katevbdovel. “Kala
éxava kot ovtipiinoo atov Liavvy,; Ti Qo poue dpaye omoye; Exw falel ToALG KiAa, mpémel va.

’

xoow Papog. Eiuar avikavog, o movog ue Exel kodniaaoer . ..~

4.3.4. O oKemToUEVOS EOVTOS LUOS TOPAYEL COVEYMDS OKEYELS, OOV ULO UNYOVH- TOD TOAD GUYVA
HOG OTOOTC. Ao OVTe. WOV KAVovuUEe TH ovykekpyevy anyun. Ovalaotika, paboivovue va (odue
UE ODTO TOV TPOTTO. Z00€VOVUE TNUAVTIKO Ypovo (insert image time) oo v KaOnuepivotnta
nog, (insert image worrying) oto vo. aviovyoOUE, VO, GYEOIGLOVUE 1§ VO, POVTOLOUOTTE TO UEALOV
HOS Kol TOAD ypovo ato vo. avauoyieboovue 10 wopeldov. O OKETTOUEVOS EAVTOS UAS, TUVEXWS
HOG KAEDEL TNV TPOCOXN UOS OTO ODTG. TOV KAVODUE EKEIV TNV OTIYUN UE OTOTEAEGUO, VO, UNV

Codue oto mapov!

O dlapaTnpntic covtdcy (insert image of observing self on the right of the screen)
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1)
2)
3)
4)

1)

2)

3)
4)

4.3.5. Yrmapyel, ouws xar pio. 6AAN TAEVPG. TOL UDOAOD HOS TOV, TRV KUPIOAESID, OEV MIAG
kofolov- dev oxéptetal! Aev umopel va okeptel, amla mopotnpel. Zet oto twpa (insert image
live in the present), ko1 TOPOTHPEL OTIONTOTE OKEPTOUOOTE, OTIONTOTE ViwBovue, 0TIONTOTE

okovoovue kim. (Insert image paratiritis 3) «o mwopotnpntns eovtocy. Poviooteite TOV

TOPaTHPNTI EQVTO GOV ULO TOAD 1KOVI] KGUEPQ, (insert image camera) Tave amo 10 KEPAAL UOG
OV OTAG UTOPEL VO TOPOTHPEL OTIONTOTE KAVODUE OAN UEPO. KOL OTIONTOTE OKEPTOUAOTE 1

Provovue.

4.3.6. OJo. avto. mov viwBovue eomTepika Kol ECWTEPIKA. YTAPYEL UI0. O10POPC, OUMS TE TYETH UE
70V OKEPTOUEVO €0TO. Avtog o mapatnpntis eowtos, AEN KPINEI, AEN AZIOAOI'EI ovte
rpoormobel vo. AIQEEI 1 va. EAETZEEI 0Aes avtés Tic OKEWEIS, d0VOIGONUATO KOl EUTEIPIES. ..

omAG ka1 uovo woapatnpel (insert image only observe)!

4.3.7. lloue o emiotpopn oo, TOALG Vio Vo doDuEe Eva. PIVIEGKT TOV [0S HOS KOAVEL AIYo TTLO

CexaBopn ™) O10pOPa TOL TOPATHPNTH KOL TOV CKETTOUEVOD EODTOD!

[Insert video Xkentopnevog £00T0G |

Epotnon 1:

270 Pivtedki Tov HOALS ToparxolodOnoes, 0 TapPaTHPNTHS EQVTOS PAIVETAL OTAV:

H mportaywviotpio kot 0 Tpotoyoviotis pmve moymto Kol T0 amoioufavovve

O avipag ovouoyiedel Tig coVONKES TOV TOV EPEPOY GTH PLAOKN

Orav n KoméAa Kot 0 GVTPOS TapPaTnpovy 10 NAOPATIAEUA VLo, A1Yo. UEPIKE OEVTEPOAETTO,
To 1) ka1 7o 3)

Epatyon 2:

270 Pivtedki oo HUOALS TopaKoloDONoeS, 0 OKETTOUEVOS EQDTOS PALIVETAL OTAV:

Orav 1 IpwTaywvioTpio. TopaTnpeEl 0Tl TO TAYWTO EIVOL WPOLO

Otav 0 TPWTAYWVIGTHS GUVEIONTOTOIEL 0TI EXEL PPAODATEL KOl OTL PPIOKETOL OKOUN OTH QUAGKH

Orav o1 Ipwtoywvietég fAémovy to nitofaacileuo.

Kovévo amo to. mopamcve
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4.4. Meragpopopa Ovpavog kai Lovvepa

4.4.1. Evo amd to. oquUovTIKG TPOYUOTO. OTH CGHUEPIVH WUOS GOVAVTIHON glval vao. uabooue va
avayvaopiLovue avTeS TIG 000 TOAD O1OPOPETIKEG TAEVPES TOV UDAAOD HOS ODTH TOV TOPOTHPNTH
KOl TOD OKETTOUEVOD EQVTOD. XTOYO0C HOG, OUMG, EIVOL VO, avamTOEOVUE AlYyo TEPIOTOTEPO TNV
TAELPG TOL TapaTHPNTH EOWTOD (insert image paratiritis), oTOD TOV E0VTOD TOL UTOPEL Va. (el
NV TOPODoa OTIYUI YWPIS VO TNV KPIVEL, ATAG TOPOTHPEL OTIONTOTE PIOVOVUE.

4.4.2. Aopaiang oev Bélovue va elapavicovue tov okertouevo gowto (insert image thinking
self) yati eivou elioov onuavtikog: pog fonboet ato va opyovwVOUOTTE, VO KGVOVUE TACVO.
aKOUN Kal vo. avootoyalouoote kol o1opdavovue to. AdOn pog yia vo. yivovus Kolotepa. GToua.
Yropyovv ouws ko apketés Epevves mov vmwoaTnpilovy 0TI AEITOVPYWOVIOS TEPIGEOTEPO UE TOV
Hopatnpnty eovto (insert image paratiritis 2) t0te  Piadvel koveig ) {wn 100 ue TEPIoTOTEPT

amoiavon.

4.4.3. Dovraocov yia mopaderyuo. evo. kabopo, yainvio kor yalalio ovpavo (insert image sky),
Eyovue ovyVe TETOI0VG aTOV TOTO HOG! APKETES POPES OUWS TOYYAIVEL VO OODUE KOOI UEPLKO.
ovvvepo (insert image cloudy sky), iowg vo vrapcer ppoyn (insert image rain), 6w oxoun vao
Ceomooel kKou Kouid katoryioa (insert image storm) 1 Kol TopOVAS (0 TOVOS OTHYV TEPITTWON
Hag). Mropet ta Kaupikd garvoueve va ival T0o0 aKpaia, Tov EDKOAG VO, CEYVOUE OTL TIOW OO
ot0, ovveyilel va vrapyel o yiiog (insert image cloudy sky with sun) (o1 yopés oty (wn) kai o

1010 KO amaparloyTog YaAGLI0G 0DPOVOG.

4.4.4. Avtog (clear sky) o adicilaxtos ovpovog eivar o Ilapatnpntng €ovtos uog, Topo. Tig

OTOIEGONTOTE TKEYEIS, OVHOVYIES Ol CWUOTIKES OLTONTEIS TOV UTOPEL VO EYOVULE.

4.4.5. Av umopeis vo, mapeig Aiyo ypovo va amavtioels Tis okoiovbes epwtnoels Go. o ektipovoa

1010itepo!
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Epotnyon 3:

O Iopoznpntng ovtog 1o eivai:

To Kouudti T00 E0VTOV UOG TOV KPIVEL, ETECEPYALETOL, AVAADEL KO TPOPANUATICETOL COVEXWG.

To kopuat T0V £00TOD LOS TOD YPHOIUOTOIOVUE TEPLETOTEPO TTHV KOONUEPIVOTNTA OGS

To kouuatt Tov €0VTOD UOS TO OTOIO OTAG TOPOTHPEL CKEYEIS KOl GOVOICONUOTO YWPIS VO, KPIVEL,

070 €00 KOl TOPO.

2wotn arwaviyon: 3.

Epotnon 4:

O XKemTOUEVOS EAVTOG LLOD EIVAL:

To Kouuatt Tov €0VTOD UAS TO OTOLO LUOS ETITPETEL VO, OTOAQDTOVUE TIG UIKPES YOPES THG (WNG
OKOUN TEPITTOTEPO

To kouuatt 00 €0VTOD UAS TOV UOS TOCIOEDEL GUVEXMDS OVOUOYAEDOVTOS TO TOpeAdov Kol
emeepyalovrag to ueALov. wvTnon)

To xouuatt tov eavtod pag wov Bélovue va avnoovue TEPIEEOTEPO

2wotn aravtyon: 2.

4.5. Avto-ocvumovola Kol EUTTEIPIKY dOKNG:

4.5.1. Avopwtiéuor uNnmws av ovtog 0 OKETTOUEVOS EODTOS OGS, PY0ivel TEPICOOTEPO TTHV
ETLPAVELD, OTAV EUELS OL 10101 OEV OYOTOUE 1 VOLALOUAOTE AIYOTEPO YIo. TOV £0VTO UaS. Me dlia
AOyLo. uNmw¢  apoye  OKEPTOUAOTE, OCI0A0YODUE, KPITIKGPOVUE TEPICGOTEPO, OTOV EIUOCTE

TEPIOTOTEPO QVOTHPOL KO ALYOTEPO GUUTOVETIKOL ILE TOV EOVTO LOG,

4.5.2. Oa noovv TpoBouog vo. eI TEPICTOTEPT TPOTOYH OTOV TOPUTHPHTH EODTO GOV OTO EXD

KOL TP UE ALYN TEPLOGOTEPY COUTOVIO,

4.5.3. Bo. nbeia vo. mopels Evo, kouuatt yopti kai Eve, atvlo. I1oTnoe Tavw [ov otow eloal ETOIOS

yia vo. mpoywpnoovue. (CLICK ON AVATAR TO PROCEED)
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4.5.4. Av umopodoeg vo. allalers Evo mpayuo arov eavto aov ti Ba nrav avto;

2KéWov Alyo kol ovuminpwae 1o yoptoki. Otav gioal étoiuog watnoe movew pov. (CLICK ON

AVATAR TO PROCEED)

(Ypog: digpevvntino, ue mepiepyeia)

4.5.5. Topa, wape o avamovtixy Oéon oty kKopEklo koi KAEIGE Ta HOTIO ) OTAG EGTIOOE TO
PAéuuo oov ae évo anueio. Kabioe ue tpomo mov vo, umopeis vo. Eioail avoiytog, ovVamveoVvTog
aveta. Ace T0 oo GO Kol THY aVOTVOl 00D Va. 600 0WaeL 0Tl ypelaleaol. Ilpooede g to

oOUO. GO CEPEL OKPLPMS T YPELALETOL.

4.5.6. Ilopatinpnoe v ovamvon oov. . . TOPOTHPNTE TO AVELATUA OALG KOL TRV TTWGCH TOV
otBouvg oov.... Niwoe v aicbnen tov aépo. ata povbodvia cov kabwg avarvéelg. ...

Hopatipnoe avtég tig aohnoeig.

4.5.7. Oo nelo. tadpo, Vo GTPEYEIS TH TPOTOYH GOV OTO CMUO, GOV TOAPATHPDVIAS TOV TPOTO TOV
70 OOUO. TECEL OTOLG TV KOPEKAQ... TOPOTHPNGE THY aloOnon TS TIETNS TOL JIAPEPEL TTA.
O1GQPOPO. GHUELO TOD GOUATOS GOD.... Aev Onuiovpyodue ooOnoels, oA tapoTnpodue ot

eupaviletai... Ag Cekiviioooue ue v mepLoyn tov kpoviov... 11 ooufoiver exei; (wadon 5°°).

Hopatnpnoe t1 oopufoivel omo Ty Hid UePIG. TOL KPOVIOV GTHY GALY, OTT0 To Evo. avTi 0T0 GALO.

(movon 57°). Aeg av umopeic va viwoeig v kabe aiobnon wovo oav uio oicOnon...

4.5.8. Mropeic va viddoels ta puatia oov, Tt GOUPAIVEL 010 UEYODAG OOV.. UTOPELS VO VIDTEIS THV
oloOnon tov oépa ato. uayovid cov, To mold evaictnto. avtia cov... (madon 3°°). To louuo...
Tov kopuo tov oouatog... Tov omoio uropei ToIAES popés va waipvovue dedouévo.. Eivor
KOUMUEVOS OTTO UGS KOL VEDPWVES TE EVO, GOVEYILOUEVO YOPO TPOTTablwvTog vo, Ppel 160ppoTia.

Aeg o UmOPELS Vo, VI TELS Kamoleg aloOnoeis exel tapoa... (ravon 5°°).
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4.5.9. Topa og Tpoywpnoovue 6To TOAD GHUOVTIKO UTPOCTIVO UEPOS TOV CIUOATOS OOV... (TODOH
4"""). Mropeic va viowoels v kopoid oov;... H kapdia. cov, ytomodoe movia yio o€va kot oxouo.
XTOTTG... Mmopeis vo. v viwaoeig, (madon 5°). Mropeic vo. vicaelrs tny pobuixn kivnon e
ovamvons ato atfog oov, (wavon 4°°). Tnv koidia cov... AT6 T0 TAV®W UEPOS TOV TTOUOYIOD,

HEXPL THY KOT®W KOILIOKN XWOpO... Aeg av umopeis va v aiobovOeic... (movon 107).

4.5.10. Kou wavw otovs dpovg 6o, o1 0moiol TOAAES popés cvommvol otay vimBovue Eviaar.
Ipooece g vivboov twpa. Aeg av Eyovy v Taon vo. Ipafnytody Ipog 1o Tave... Nidaoe Tig
oro0noels wg awotoeig... (movon 5°°). Mropeic va viwoeig ta yépio. oov, Tig moAv evaioOnteg
waAdues... Mmopeis vo. vicdoels orapopetikés aiotnoeis oto kabe daxtoio oov, Xwpic va kivioeig

70, OGKTLAO, 60V, TOPATHPNOE TIC alobnoelg mov Viwbels oto kabe éva... (mavon 57°).

4.5.11. Kabwg mopotnpeis g o1apopes a1odNoels ato omuo, 6ov, TopoTnploe molog TopaTypel

oTES TIC auobnoelg... (movon 5 7). Avayvapioe ot vmopyel évo, « EXY», wiow amo to udtio. 6o

OV TOPOTHPEL QVTH THV eUTEIpLa... (Tovan 8’°) vmopyel wio aioOnon e avamTvong... VIOPYEL O

(«TOPOTHPNTHS EQVTOCY GOV TOV OE PAETEL VO AVOTTVEEIS....vo. alobdveoad... (tadon 5°).

4.5.12. Tadpo. povieoov TwS DTGPYEL EVA GTOUO aTH (N GOV TO OTOLO GE EYEL ATOOEYTEL ETOL
omwg¢ gloal... Mmopei vo, eivar Eva. GToo amo TV Toidlkn) NAIKIA... VA GTOUO TOV O€ OENETOL LE
OAN v mepimlokotnta oov... (movon 8). Doviaoov, Aoimov, 0Tl T0 ATOWO AVTO € OYKAAGLEL ...

(movon 57).

4.5.13. H mporinon cov, givar vo, avoilels tov eonto gov Kol va. ToV apnoels vo. aialavOei tnv
omoooyn...Aeg av umopeis vo, aralavOeis tnyv amoooy... (wadon 3°°). Tirote mov va mpoomaleic
Vo 0AAGEELS, TIMOTO TOV VO TPOTTAOEIS VO TETVYELG. .. ATAG GPHOE TOV EQDTO GOV OVOLYTO GTHV
omoooyn... (movon 5°'). Eicor axpifag ornws Qo énpere va eioar !...Eicon téletog! Apnoe avto to
ovvaioOnuo. va kvlioel o€ 0A0 T0 6OUA GOV... AV TOPOTHPHOEIS OTOLECONTOTE OKEWEIS 1

a1o0noeis wov Tpoomaody va 6ov Tovy Katl avtifeTo... OTAd TOPOTHPHOE TEG..

4.5.14. Topo pépe a0 PDAAO GOV UIG. EIKOVA, KOTTOLO. GTIYUN TOD EVIWTES AVETOPKNG, EAMTHG. .

Mropei vo. éviwaes amdppiyn, § viporn 1§ mpocfoln (radon 57°) .. Aeg av umopeic vo vidoeig
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0TO0 TO ALEONUO. TOV EVIWUTEG... TO OTL OEV El0AL OPKETOG... Aeg TOV 010 TOUA GOV VIWOEIS GVTO TO

aloOnua, koi ue o yépi oov ayyiée to onueLo ovTo..... (movon 8’’)

4.5.15. Aeg av umopeis, anuepa, ano v urcipn Oéon atnv omoia Ppickecar vo, oyKkaildoels Tov
EQDTO GOV 0TS NTAY TOTE, OTAY EViwle avTo T0 alodnua s averdpkeiog (ravon 57)...Kor deg

OV UTOPELS VO. ODTELS OTO OO, GOV ODTO TOV YPELALETaL... AT0doyN... (tavan 10°)

4.5.16. Tapa, Oedam vo el ToV €00TO GOV a0 OVO OLAPOPETIKES TPOOTTIKEG. .. (Tavon 5°°).
Llparoa., vo, Tov 0€1g G TOV YEVVOIOIWPO JOTH ATOIOYHG...0lVOVTOS GTOV EGVTO GOV OTI

XPEICLETOL... OVETIPOAOKTA, OTEPLOPLOTA... OIVOVTOS QYOTH... COUTOVIO... (Tadon 47).

4.5.17. Amo ™)V GAAN UEPLQ, EAOL VO. DEIS TOV EAVTO GOV WG AVETOPKH... KATOL0V DTOPISATUEVO. .
(ravon 47°). Aeg ov umopeis vo. pépeis ta. 000 Hall Kai vo, avoiCels Tov avto aov mov Vimbel
OVETOPKHNG... VO TOV OTOOEYTELS... AV VO, AODAODIL TOV avoiyel aTov (eoTo HAl0... (movan 3 7).
AES O UTOPELS VO. VIOTELS TV ATOIOYH, Ol ETELON ELOOL KOAO ATOUO, 1] ETELON TETVYES KATL,
0AAG, amda. emeldn... eioon EXY... (modon 57°). Aeg to aioOnua owto kai doe 10 vo kvAioel uéoo,
00v..... Eloou téle10¢ oxpifars omwg gioatl.... [lpoaese av vmapyovy omoieconmote oKEWEIS N
oVTIOpaoelS ae avTo... Avayvapioe T€¢ Kol G0€ TEG EKEL.... Aeg To10¢ TIS PAETEL... T TapoTnpéEL....!

(movon 5°7).

4.5.18. Tapo, exéotpeye miow atnv avamvon cov (wadon 5 "'). Zkéyov to dwudtio 6to omoio
Ppiokeool, deg TOV £aVTO GOV UEGO OE ADTOV E0 TOV YWpo, va kabetal atny kopékia. Otav giool

éroyuog, avoile ta uatia oov (rovon 37)

4.5.19. Oa ue evoiépepe moAd vo uabw Twg nrav ovTh N eumEIPio yio. GEVa.

Mropeaeg dpaye vo. €IS Lo OLaPOPETIKY TPOOTTIKI TOV EQVTOD GOV,

Avapwtiéuol av umopeces va. OIS TIS OKEWELS KL T0, GVVALTONUATO. GOV 0 AmOTTO0N,

llwg nrav n gumeipio 00 vo. ETOEILEIS ATOIOYN TPOS TOV EAVTO GOV, TIC EUTEIPIES KO OKEYELS

oov,
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Niwae elevbepo. vo. ypayels otionmote oyolio emiOvUeElS aT0 KOVTOKL o KoTw Kol Qo Aafels tnv

avaTPoPoOOOTHaN OV OTTO EUCIA!

4.6. Apaceis déoucvons: Kalligpyovrag opacels oécusvons kabnuepiva

4.6.A (insert image lost) Ayornté @ile, Exeic avopwtnlel moté, WOGES POPES 0 1010G O
OKEMTOUEVOS EOVTOS UOG, UG Exel  Pydlel extog mopeiog, Tloces popéc o mOVoS uag kai ot
OKEYEIS TOD TOV GOVOOELOVY, UAS EYOVV TOPEL TO TIUOVI OTO TO. XEPLO TPOOTAODVTAS Va

katevBovoov  {wn pog, Tows avto to fivieaxt va to eénynoet Aiyo kalbtepa.

[Insert video of Bus Metaphor]

4.6.B. H dwalconotnro eivou mpaln! Xe avto lowmdv 1o talidl guelc emiAéyovue, Oyt va
OYVONGOVUE ADTODS TOVS TEPIENYOVS EMIPATES (insert image passenger), o0Te Vo, TOVG OLWOEOVLUE,
0AAG vo, okoLovOngovue Ty 01kn pog wopio aimv.

4.6.3. Emitpénovue ato0g «TEPIEPYOVSY KOOI OTPOCKANTOVS EMPATES TOV TOVOD LS VO UETVODY,
ouwg Eexabopilovue ot Go. axolovOnoovue 1o opouo (insert image follow the road) mwov gueic

Oédovue, oxoun ki av o1 «wepicpyory emifateg eivou exel § pawvalovy (insert image shouting).

4.6.4. Apovue ue 0100ea1uOTHTO OTAV KAVOVUE TPAYUATO, OKOUA KoL OV EIVal ODoKOAA i dffola,

ULE TKOTO VO TETOYOVUE KATI GHUAVTIKO Y10, UOG... VO aKolovBncovue ) mopeia twv allav 1og.
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4.6.5. I'a mopdodetypa:

(insert image beach) Av mwag oty mopaiio 0T Kot oV 0 GKETTOUEVOS GOV EOVTOS GOV AEEL TS
Oo. oe Kpivovy o1 aAlol, TOTe dpog e drabeaiuotyo.

4.6.6. (insert image walk) Av mog yio. foATa. e Eva PiLo E0TW K01 OV TO GMOUC GOV, GOV AEEL OTL
aroaveoor movo, TOTE Opag e orobeaiuotna.

4.6.7. (insert image intimacy) Av koveig v opyn yio. vo. EpOeis o€ eCOVOAIKN ETOPN UE TOV/THY
oOVIPOPO GOV ETM Kl o VIOOEIS affola, E0TW KO AV 0 GKEPTOUEVOS EAVTOS GOV AEEL 0TI

pofaooai, oti Qo TovéTELS i pofooar THY AmOpPIYN, TOTE OPOS UE O1aBeaiuoThTO.

4.6.8. OJo. avta eivou dpaoeis Bappouvg, aav tov pilo uag oto Aewpopeio (insert image bus)!
Eiuou mepiepyoc va axobow uia oxn oov dpaon Gappovg: Ti arro Ba noovv mpobouog va
OOKIUGTELS GHUEPD, 0ONYOVTAS TO AEWPOPELO GOV KOl TEPVOVTOS UOLL GOV OLES TIS TKEWEIS KOl

ovoonyies oov: (USER HAS TO FILL IN SOMETHING TO CONTINUE)

Oodnyiec: 2ovuninpwaoe oto kovti, wa dpaon Bappovg o noovv TpPoBvuos/n vo. kKAvers oo

ONUEPO. KIOAOG, OV UEYPL TWPO OE EUTOOLLE O TOVOG.

4.7. Oho. givan koAd 6Tav Ce1g KaAA (5 Aentd)
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4.7.1. Axovoeg ToTé T PPaon «OAa EIval Kol OTOV TEAEIOVOVY KOAG, » 1] alricds: «Oco ola
Tyoivovy Omwg to. OéAm, de voiralopal yio 10 WS EPToaa, E0M .

4.7.2. Tederwvovrag Tig GOVOVINOEIS LUAS, T TPOTKOA®D VO TAPEIS ULG OLAPOPETIKY OTTIKY OTH
Cwn oov. Ti Aeg yra 10 «Olo. eivar kaAd otav (eig koiay, Iati ouws “otav (eig kald”;

4.7.3. Avto €ivor UEPOS TOD EAEYYOV TOV UTOPELS VO. EXEILS, TO Tl KAVELS, TS (EIS, TO TS
OVUTEPLPEPETOL. ATTO TH O1KN LoV EUTELPIO,

Orav dpog ue dr100eo1uoTNTO, KO TPOYUOTIKG KOVEIS OTL EIVAL CHUAVTIKO Y10, EGEVAL... TO,
poyuoTo. e Ba Tnyaivovy movrote kold. (insert image surprise) Ti!; Axpifag, simoue g ta
wpoyuora de Ba Tnyaivovy movtote kola. Mepikés popés Qo eivar mepipnua, ailes popés Oa

LO16LOVY UE KOTOTTPOPT.

4.7.4. H (o eivor ampOfremtn Ko UEPIKES POPES OEV UTOPOVUE VO, EAEYYODIUE TL KAVODY 01 GALOL
avlpwmol, N ToALES POPES TI KAVEL TO 1010 TO MU, LUAS. ZVVEIONTOTOINGO. OTL ODTO TOVD UTOPD
vo. Exw e yvaouove, Thy woéioo, twv allmv pov, (insert values core) eivai to Tawg o 010G €YD

Oélw va eiuor ooy arouo oe kabe oriyun s {wNS Hov.

4.7.5. Mirawg apoye, uropa va. giuor otopyikog eva aiglavouar Gouo (insert image
affectionate), ov 1o va giuor aropyixog oliel yia guéva,; Mropa va fyw éEw kot va
oVVAVATTPOP® UE OALG dTou (insert image conversation), aKoun Kol oV KAmoLol 0o oDTODS
Oy 0MBLOVY TNV KATATTOON OV, OV TO VO, GOVOVIW GALOVS AVOIPOTOVS EIVAL THUAVTIKO VIO EUEVA.,
4.7.6. Mmopa va gijon Topyikog axoun kot av 1 cOVIPOPoS Lo UEPIKES POPES LOMG Ue
exvevpilel (insert image couple) av 10 vo. KOAAMEPYD THV GTOPYN EIVAL THUAVTIKO YLO. EUEVO.,
4.7.7. Mropw va mow yio. aoknon (insert image exercise) axoun Kol oV T0 UDOAO L0V, OV JEEL
TG ENLOT OODVOUOS KOI KOVPATUEVOS, OV TO VO, YOUVALOUOL EIVOL KOTI TOD 1OV AEITEL OTAV OEV TO

Kavo,
Avta 0lo. EIvol EpMTHUATA. TO OTOL0 KO EY UE T TEIPT, OV, KANONKO vo. amovTiow,

XPNOYOTOLOVTOS QVTES TIC TEYVIKES (insert image opening up) Omwgs T0v Vo. ETLTPEY® GTOV TOVO

VoL VTGPYEL, ONUIOVPYOVTAS YWDPO Y10, QVTOV KAOWDS KOVW GHUOVTIKG. IO, EUEVO, TPAYUOTO.
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Yropyer {otikotnta fAéreis ato va (ovue ue Tis alleg 1og, e0TIAoVTas 10 €00 KOl TWPA.
Hopouévovue 0AnBrvorl arov eavto LOG, OVATTOOTOUATTE, GVOIYODUE THY TOPTO. GTOV OTPOCKANTO
emiokenty, (ovue Tig mpokinaels oav tov HpoxAn (insert image Hercules)

A7 tapo. kou ato eENG, 10 va a1ahavesal 0Tl EYEIS KOO0, EPYOLEIQ GTO VO, UTOPELS VoL

ETTIOOTEIS KO VO. TETVYEIS TO TL E6V KAVELS 6€ avTifeon ue To 11 600 ovufaivel.

4.7.9. 2¢e npookalm Loimdv va mpoomobnoeig va yivelg avto mov mavtote Hleles va eioai! Na
OVVEYLOEIS YI0TI §ON EKOVES TV opyn) vo. (e1g T {wn oov Tolunpd (insert image live)! I'iati

Con umopel va eival wpaio Kat e Tov Tovo.

2e EVYOPLOTA YIO. TOV YPOVO GOV OAAG Ko THV TpoBouio va coumopenteis uali (oo ae avto 1o
70101 TV 4 ovvavtioewv. EArilw va oov ntav ypnoiuo orws oy ko yia péva. Teleiwvovrag
Bo. To EKTIODOO. LOIAITEPO, AV UTOPODTES VO TGPEIS AIYO YPOVO VO OTOVTHOEIS TIS EPWTHOEIS TOV

axolovBovv.

Kain ovovéyera!
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YAIKO - BONUS
"E&uveg ZopPoviéc Awayeiprong Ilévov

Etvor mBavov va punv etvar mévia mpo@aveg, ahld Kavovpe cuveymg emAoyés. Emléyovpe va
onkwBovpe and 1o KpePdrtt, i va pape, av Bo kdvovpe vToug 1 0L, av 0o GTAUATIGOVUE LETA
amo (o uropol 1 HeTd amd moAAEG! TToAAES and Tig emAoYEC HaG vt TOGO QLTOUOTES 1] TIG

hoyaprdlovpe ocav cuvnbeleg mov omdvia TIC oKEPTOHOOTE Gov EmA0YES. Kat Opmg givor!

"Eva and ta ToAAd 0pEAN TOL va pabovpe Tmg va
elLOOTE O EVGVVEIONTOL, N EOTINGUEVOL GTNV
TPOVGA GTIYUT, efval OTL YIVOUOGTE O
GULVELONTOTOUEVOL Y10l TO TG
ouumEPIPEPOOGTE. Stop Yo Alyo! Mmopovpe va
avoi&ovpe To Yoyelo pe peyordtepn
ocvvewdntonoinon («Iletevm mpaypotikd 6Tt

elvatl Ko 10€a va, Exm KO £VOL KOUUOTL KEUOY

) 1 va. avtamokplfovpe 6Tov GHVIPOPO LG LE
£va MPENO Kal U ovTIdpaocTikd Tpomo. Ta o@Eéin
elvatl SuVNTIKA TEPACTLA... LTOPOVUE VO EXOVUE BEATIOUEVEG TYEGELS, O VYIS COUATO OTMG

Kot o Kabapd poard! Ondte TOG akpPdg LTopoviE Vo TO KAVOVUE 0VTO;

1. Na gioat oto [IAPON — cuvdécov pe 1o Ti KAvelg Tdpa, avtn ) ottypn. « Tt oképtopal;»,

«IIdc viobw;», «Ti copPaivel 610 cOUA LOV;»

2. 2vvdéoov pe tic AZIEZ ocov — «Iloiot etvan onpavtikol yuo pévasy, «Ilog B o va eipon

ATEVOVTL GTOVG O1KOVG Lov;» [T mpdrypoata/dpactnpldtnTes €ivat ONUAVTIKEG Yio LEVOLS)»
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3. Amooé€ov tic EZKEWEIX kot ta ZYNAIXOHMATA cov — Na gicatl GuvedNTomompuévog 0Tt
VIAPYOLV Kot U1 BonONTIKES GKEYELG KOl GUVOLGONLATO TTOL dPOVV GOV PPOYLLOTL GTO VO KAVELS
U0 «GOQN» EMAOYN TN OEdOUEV OTIYUN. «AV T Alyo dAKOOA, Bal LoV TEPAGEL O TOVOSH 1| «
oV T TOL PAPLLOKO LoV, TOTE Ba Lov Tepdoetl 0 Tovogy. H dapopd avtng g Bepaneiag and
T1g vroAomeg PacileTor oty W0Ea 6T dev glvar 0 TOVOS avTOHS Kah'avTAC, AALA TO TMOG AVTIOPAS
ATEVOVTL 6TO TTOVO (L€ TO Vo TPOSTADEIC VOl TOV AmOPUYELS, LEIDGELS 1] EAEYEELS) OV
onuovpyel to mpdPAnua. Agv motedovpe 0T pe To va Tpootabeis va Eepoptwbeic To mOVO Gov
aALaCet Katl. Poviaoov yio Alyo va pmopovces va Eepoptwbeic OAo to mdvo mov vimbels. Tt Ba
nrav dapopetikd ot {on cov; Tt Oa ékaveg; Yrdpyovv téca eapuoka ekel EEm mov Ba

UTOPOVCaAY VO GE LOLOLAGOLY ot OAO TO TOVO Yo TNV LOAoITN {1 cov, aAAA pe Tt KéoTtog; Tt

KL 0V 60V €Aeya OTL EKOTOUUOPLO KOGHOG LE YPOVIO TOVO
eotialeton og OTIONTOTE GALO EKTOG A0 TO VoL TPOSTODEL
va dunéel 1o movo! Ko 101e 11 cupPaiver Eépetg; Tati oyt
va mpoonadeic vo (Moeig t (o1 cov e 1o Tovo; Ti ki av
avtd eavtalet (kat etvar) mo epikto! Tt kL av propovoeg
va etdoelg oto onpeio tov va ATIOAEXTEIZ anid, xopig
aAAG KOl OIKOOAOYIEG. ... ! 70 mOvo cov kot va Ceig ) {on

mov Tobeig pe o Td TO TOVO.

4. APAXE — EméEte ) Opdon mov apuolel KaAvtepo oe
GEVaL GYETIKA e TO Ti PETPE TPy HOTIKA. AVTO GLYVA
pmopel va etvan 11 SuoKoAdTEPN EMAOYT Bpayvpdbeoya,

aAAG Tetverl va elval kodvtepn pokpompdOeopa. [a

H
Zwn Jmopel va gpavel
oav pua rnuEida.. mv dikr) gou
nuEida aflv. Av KAMOIEG TTIYHES
KAVELS ua emAoyr Tou Jev elvat
oupewvn HE T afleg oou, UMAPXEL
navra n nu&ida nmou Ba oe Bondroel va
EavaBpeiq ™v karevBuvon TOU  €0U
eMAEYELS (AuTKA, AvaToAkd kAr). Na eloa
KOAOG HE TOV eautd OOU Kal OnoTe
MPOCEXELG OTL N NUuEda TaAavTeveTal, va
E€pelg OTL Unopel§ kat MaM va v
BaAelq otov opilovra Kal va v
ENavanpoodlopioelg va maet
EKEL TIOU £0U BEAELG.

TOPAOELY LA, TO VO EMAEEELS VO APYIGELS KO TTAAL KATOLEG OPUGTNPLOTNTEG TOV GTAUATNGES

AdY0 TOV TOVOL GOV, 16MG Etvat SVGKOAD GTNV APy 0ALG B GE KAVEL VO VIDGELS wpaio e TO

Kopo.

C 2010. Counseling and Psychological Services, University of New South Wales, Written by

Louise Shepherd

Aocxknoelg Evoovelontotnrog yio katéfacpa 6tov vroroyloTiy:

4" dgoxknon Evoevvaldntotnroc Odveciac.mp3

4" éoxknon Evovvaldntotntog Aepoditn.mp3
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APPENDIX 5

Ewayoyn — Kaiwosopiopa oty [Thateoppa ALGEApp

AoV 0 xpnotg KatefAoel TNV EQAPLOYN GTOV VTOAOYIGTH ToV, Ha Tov {Nndel va Kavel

gyypaon. Av gtvar 0N TpodTapy®V YPNOTNG TOTE KAVEL KEIGOO0» LE TNV NAEKTPOVIKT)

ToV d1EVOLVON Kot TOV KMITKO TOL
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211 GUVEXEWD LETAPEPETAL GTNV KOPLO GEAIDO TNG TAATOOPLOG OTOV ENPaviCETOL TO
eEaymvaxkt pe Tig ovuvedpieg, 1o EETpa VAIKO aALd Kot T oelida Tov AATEA. O ypnomng

£xer 00MynOBel mponyovpévmg amd Tov «0dNYO EYKATACTOCNG» VO TATHGEL GTO £EAYMVAKL

ALGE/

Avagopd TTpopAfparog 1‘
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> ovvéyeto eppaviCovtar ta 2 ymoewokd pog AVATARS: O Odvecéag kot Aepoditn. O ypriotg
emAgyet £va amo to 2 yuo va tpoywpnoct. Otav o user GEPVEL TOV KEPGOPU TAV® GE £VOL A0 TOLG 2
KIVOOLEVOLG YapoKTNPEG TO emreypuévo AVATAR Oa cvotiveton Aéyovtag: «I eia oov, iuat o
“Oovacéag / n Appoditn. Av emBouelc va eluar eyw 0/ GVVOOOITOPOS GO GE QVTH UAS TH OLAOPOUT],
107€ emédece guéva kavovrag "khik" mavw pov. EAmilw vo. eluai viouévog katalinio yio. ty
repioroon!» Otav o ypnomg kavel «kAk» 0 AVATAR Aéev: “Qpaia og Eexivioooue Aoimov!»

[ pase 11 |
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Kohlooopropa amwd toog AVATARS

1.1.A O Odvocéag Ba Aéet: “Katwaonpbeg! Eiuar o Odvacéag, einar 50 etwv ko gipon
kaOnyntng Ayyrikawv, Eiuor movipeuevog e 2 Taidld Kol [ov OpeseL VO, 0y 0L0VUOL UE
™ knmovpixy. To televtaia 8 ypovia {w e pevuotociong apbpitioo ata yépia, 1 omoio
OV TPOKOAEL EVTOVODS TOVOVS KO OVOKOUYIO. GTOVS KOPTODG KO 0T0, OGKTUAQ, OIS
plémeig. Elyo tnv evkoupio OUmS vo. GOUUETAOK® KOL VO EKTOIOEVTD OTO EPYATTHPL
ACThealthy tov tunuarog woyoloyiog oto Ilavemotiuio Kompov. Oo nleia vo.
Hoipaot 1ol 6ov 1o 000 Exw UaBEl Kol OOKIUGOEL GTO EPYOCTHPL CYETIKG. UE TN
ovUPIwon 1oV UE TOV TOVO, TO. OTTOLO. PAIVETAL Va. Exovy fonbnoel Towtoypova moiln

oALo koouo atnv Korpo, ELddo. alla kar oto e wtepixo.

H Agpodit Oa Aéet: ““Kalwanpbeg! Eiuar n Appooitn, eiuor 50 etwv kou eiua
koOnyntpio. Ayyrikcov. Eiuor movipeuévn pe 2 moioic, kol [ov apEcEL Vo, Q.oYOAODUOL LLE
) knmovpixy. Ta televtaio 8 ypovia {w ue pevuotoelons apbpitida ota yépia, n omoia.
OV TPOKOAEL EVTOVODE TOVOVS KO OVOKOUYIO. GTOVS KOPTOVG KO 0T OGKTOAG OIS
PAémers. Eiyo. v evkoupio OUmS Vo, COUUETATY® KOl VO, EKTOIOEVTM TTO EPYOTTHPL
ACThealthy tov tqunuatog woyoloyiog oo Havemotiuio Kompov. Oo neio. va
Hoipaotd noli 6ov to. 0oa Eyxw Ubel Koi OOKIUGTEL GTO EPYOTTNPL CYETIKA. UE TH
ovUficwon [ov e TOV TOVO, T, OTOLO. POIVETOL Va. Eyovy fonbiael tavtoypovo, ToAAl

aAlo koauo oty Kompo, EALGda 0AA6 ka1 0T0 e€mTEPIKO.

1.1.B I tig emoueves Alyeg gfdouacoes Qo mpoomabnoovue vo JoKIUATOVUE VEOVS

pomovg mov Ba uag fonbneovv va. dioyeipilopacte mo evélikto tov wovo. Ilag Ha
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yiver avto, Avto Qo yivel uéoo, amo opaotnplotnTes oo Oa KAVovue 0TI GOVOVTHOELS
Hag. Oa vdpyovy PIVTedKio OO TOIVIES, IGTOPIES KO UETAPOPES, TPAYOVOLO. KO CAAC
T0AAG T0. 0010, TTOY0 EYOVY Va. o€ onBnoovy va avortdels d1apopes 0e£10TnTES TOV
Oo. o€ Ponbnoovy va. {foeig ™ {wn oov 0mWS €00 0 10106 emBouEls. Avaueoa omo Tig
ovveopieg, Oo. nbelo. va. dokiudoovue (o kabevag atnv (w1 Tov), Ol0 OVTC. TOD KAVOUE

ot GLVAVTION UOG.

1.1.I". Hopaiinia Qo vrepyovy Kot KATOIES EPWTHOEIS TTNY Op)H KOl OTO TEAOS TV
oVVOVTHOEWY, 01 0TtoieS Qo we fonbnaovy vo uoléyw Kamoio, OEG0UEVa TPOKEIUEVOD VO,
O10TTLOTAOTW TOYOV ALLOYES TTOV EYIVALY KATA TH OIGPKELD. THS OVVEPYATLAS 1og. Me to
Tov teAetwvels v kabe ovvavtnon, Oa vIopyEL ) OVVATOTHTA VO, THY TOPOKOLOVONTELS

Cava ooeg popés OELEIS e Ta. aToLyElo TPOTPacns Tov cov Exovy 00belL.

1.1.4. Ag oovue ouwg Aiyo wws 0oviedel avto 10 «mTpayuoy. Eivor mold omio, oo
apIOTENT. GOV PAETEIS OWTO TO UEYGLO ECAY@VO. XTO GDVOAO TLAPYOVY 4 TVVOVTHOELS
o1apretag mepirov 50 Aemrav n kdbe pio. Onws mopotnpels péoa ota eCoywvakio
avaypopetor o opiBuos e kabe cuvavTnong. (v VIApPyEL SVVOTOTHTA VO, AVOocSNVeEL
n kabe avvavyon). Qo oov eivar mold fonOntiko va couuETEYELS Kou aTig 4
ovvavtioelg, ol omoles Oo. yivovtal uia kabe efoouada. I'ia dikn cov dicvkoivven Go.
00V OTEAVETOL THAEPWVIKO Unvouo. kol e-mail pio. uépo. piv avvavtnoiue.
Tavtoypovo, OTws TapoTnPELS, VIAPYEL EVo, OKOUa eCoywVakt ue To ovouo. AAI'EA to
omolo mepigyel. A) yevikeg TAnpopopies yia to mpoypoyuo Oepoareiog aild kar to

eCoywvori B) YAIKO to omoio mepiéyel pvllaoia yia eKTOTWoN Kol GOUTANPWOH OTO
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onitl, 0AAG KaL €CTPA, DAIKO Yio O16facua. yio. vo. o€ fonbnoel vo. koTovonoels KaADTEPa

0. 000, AEUE TTIC TOVOVTHOTELS UOG.

1.1.E. X mepintwan mov ovIIUETWTITELS KATOLO. OVGKOALQ, EXELS TH JDVATOTHTO. VO,
EMIKOIVOVITEIS UE TODS «ONUIOVPYOLSY 1ov. Tlovew detid (to AVATAR deiyver ue pio
KIVION TOV YEPIOD TOD THY TAVW OECLA YVIa) DIAPYOVY T0 KovTi "Avopopd
rpofinuazog” (av yiveror va ovafoafivovy to kovtakia kobwg to vTodElYVEL TO
AVATAR). Eav éyeic dvokolies ovvoeons N o€ TEPIntwon wov OEAEIS Vo, avapépers
OTOL0ONTOTE GALO TEYVIKO TPOPANILO. ) OVOKOALO TATHTE OTO «OVOPOPE. TPOPANUATOSY
KOl 0pUECS 01 ONuIovpyol uov Go. eviuepwBodv kar Oa emikorvawvioovy uoli oov. I 'ia
oAa to. vroloira, Ba o, Todue oty ovvéyela. Tt leg, maue vo, Cexivoovue, Av vai, tote
ratnoe mavw oto kvkiaki «2ovevinon Iny (To AVATAR oeiyver mavw oeia) yia vo.
EUPOVITTOVY TO TPADTA EPOTHUATOAOYIO, Ta. 0Tola Ba gupovilovtar oty apyn Kol 1o

TEA0G TV oVVOVTHOEWY, Kal Qo 08 GVVOVTHOW EKEL.

[EppaviCovton to epotnuotordyto “pre-treatment questionnaire” pEcw g oeAdOG

surveymonkey]
AVATAR Aéet:

1.1.Z. « Xe evyapioto yio avtés Tig TANPopoplies, EATI(w va unv o€ kobpaoa wold!»
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1" YSYNANTHXH

H EMIIEIPIA TOY IIONOY KAI H «(IIYAH» EAEI'’X0OY TOY IONOY

H aicOnom tov mdévov etvar pior moAvmAokn dtadikocioo oty omoio ‘UeETEYOLY’ TOALOL
ocopotikoi-froroywol aAld Kot yuyoroywol mapdyoviec. Znv apyn £va VELPIKO
pvopa EEKva amd TV mEPLOYN TOL TOVOL Kal, LEGM TNG GTOVOLAIKNG GTHANG, PTAVEL
otov eyképaro. Exel vmapyetl o «moiny» mov kabopilel Tog avtilapuBdvetal To dtopo
tov wovo. OVte GAOL 01 TOVOL YivovTal TO 1010 avTtiAnmTol amd va Atopo, ovTe Kot 0 110G
ovog yivetal opoto avTiinmrog amd oo ta dtopa. H eumeipio Tov movov kabopiletan
amd T0 TOCO AVOIKTN N KAESTH ivan 1) TOAN. Tovto eAEyyeTal amd TO YOPUKTNPIOTIKA
TOV ATOLOV, OO TO T KAVEL Y10 VO EAEYEEL TOV TTOVO, T YPOVIKN GTIYUN| KOl TOAAG GALQL.

Mo mopdderypa, oxéyelg mepl advvapiog eréyyov tov TOHVOVL, OTMG Kol M
aneAmioio Kot n OALy™n, 0 Buuds, To GTPEG KOt 1) EVTAOT), KOOMG KOl 1] COUATIKY] AdVVOLLio
Kol KOT®ON O1TnpovV TNV «ITOANY OVOIKTN KO, ETOUEVAS, TNV EUTEPi0. TOV THVOL
évtovn. Ot Kotaotdoels autég elvar cuvnOIGHEVES, €10IKA OTIC TEPUTTMOGELS EVIOVOL
Wkar ypéviov wovov. Eilvar Opmg onuaviikd vo  OVTIHETOMTGTOVV KOl VO
avTIKaTooTaoHV 0md GUUTEPIPOPES OV KAEIVOLV TNV «TOAN Kol HEUDVOVV, £TCL, TNV
évtaorn Tov TOVoL kot BeTidvouy TV moldtnta (mNg. XTo TANICL TOV GLVAVTNCEDV
nog Ba eotidoovpe oe dVO TETOOVG TOAD GNUOVTIKOVG TOPAYOVTEG TOV EAEYXOLV TNV
«TOAN EAEYYOL TOV TOVOLY»: GTO GTPES KOl OTIG OPVNTIKES GUVETEES TOV, KOOGS Kol 6TV

OKIVNTOTOINGT — ATOPLYT dPACTNPLOTITMV.
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TeAKN suneoia

Mnviuata amd tov
EYKEQAAO IOV avolyouv
(T.x., oTPEG) 1 KAEVOLV TNV
TOAN (TT.X., EVXAPLOTES
SpactnploTnTES)

MnvOpata tévou
amo KAmoLo onpelo
TOL OCWUATOS

EmovSuAkn
oA

MnviOpata
TOVOL ATO TA
OAAQ LEAN TOU
OWUATOG

XPONIOX IIONOX KAI XTPEX

INUEPO. TO OTPEC OMOTEAEL UL OO TIG KLUPLOTEPES OAMEIAEC YO TNV YUYIKN Kol
copatiky vyeio OAwv. Emmpdcbeta, po amd tic mAéov coPapéc cuvemElEg TOL XPOVIOL
oVoL givar 1 eKONAMON EVIOVOL GTPEG Kol GYETIKMV cuvalcOnpdtov, 6mwg 10 dyyos, o
@OPog kot n avnovyio. Ot avTdpAcelg aVTES £ival «TUTKES) KoL OVAUEVOLEVES OTAV £val
dropo voeépel amd Kdmola pLopen xpoviov tdvov. To TpdPAnua Eykettor 6To yeyovog
OTL TO GTPEG KOl TOL «GLVOOM GVVOLGOHOTA, UTOPOVV HAKPOTPOBESLO VO TPOKAAEGOVY
aKOUO TEPLGGOTEPO TOVO KOl KO TEPIGGOTEPO TPOPANLLATOL.

lNa mapdderypo, Omote  €lHOOTE  GTPECOPIGUEVOL,  GTEVOY®PNUEVOL 1
EKVEVPICUEVOL, Ol POEG TOV CAOUATOS LG cvotéAlovtal. Otav 1 6uoToAn avtn yivetal
€vtovr), TOTE T0 cOUO Pudvel dLVGAPESTEG ALOONGELS, OT®MG TOVO GTOLG MUOVE, GTO
otfog N 010 KEPAAL, dvokoMa otnv avamvon kKot GAla. Emiong, ayydvetor moAd
TEPLGGOTEPO Omd 660 cLVNOWCS Yo ToV TOVO. DVGIKE, OVTEC 01 UGONGELS EMOEVOVOLV
Tov vdpyovia THVo 1 yivovtal agopun ywo va apyicel. Me aila Aoy, petald mdvov

KOl GTPEG LITAPYEL EVOG PAVAOS KUKAOG 0AANAOEVIGYLOTG.
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l |

OTPEC aicOnon Tov ToHvov

H oyéon peta&d otpec kot mdévou gival 1660 duvartr, Tov 1 voyia 1 0 POog OtL
uropet va Eavapyicel kdmolog movog mpolevel €viovo OTPEG, TO OMOI0 TPOKAAEL
COUOTIKY £VTOoN Kol apvnTikd cvvaicOnua. Avtd pe T 6€pd TOVG GLVIEAOVY GTO VO
apyioel 0 TPAyHATIKOG TOVOC, O OTOI0C OUMC EMITEIVEL TO OTPEG KOL OWTO TPOKOAEL

KoL TEPLGCOTEPO TOVO.

Ymnoyio/popog mévov = Ztpeg = Evoapén mpoypatucod tévov

[Teplocotepo otpeg = IlepioodTepPog MOVOS

_—= 7

ITwo ovykekppéva...

H owepyacio to0 otpeg elvar onuaviikny ywoo v emPioon pog yoti pog
nwpoetoldlel vo To PydAovpe mépa pe TG apvnTIKEG N avemBOuNTES Kol SLGAPESTES
Kataotdoels. ['ivetal to aitio ylo aAloy€C 0TO OPUOVIKO HOG CUGTNLO, KOl LE QVTOV TOV
TPOTO, TPOETOUALEL TO CAONO LG VO ApLVOEL KATA TOV «KIvduvovy N va «to PAAEL oTO

oo, TTapdAinio ot oppovikég aAlayég, TPOKAAOVYV OPICUEVO TWUATIKG 01oOnuoTe

OV UITOPOVLLE VO GUCYETIGOVLE LIE TO OTPES, OTTMG:
*  £VTOOT TOV HO®V
* ypryopot Kapdtokoi mapol
* Ypyopn avamvory
*  gpidpwon

234



BpoyvrpoOeopa, avtég ot arlayég sivan Betikég, epdsov Ponbodv to copa pag va
TPOETOOOTEL Y100 OPACT KOl TO HVOAO oG Vo oVYKeEVTpwOEL 610 Topdv TpoPAnua. Ot
OAAOLYEC OVTEC OUMOC KAVOVIKG GTOUOTOVV KOl EPYOLOCTE GTIV TPONYOVUEVT] KOTAGTAON
npemiog, HOMG o Kivduvog 1 OUTO TOL HOG TPOKAAECE GTPES, MEPAGEL. AV OumS o1

OVTIOPAOEIC OV OTOUOTHOOVY, TOTE Ol CWUOTIKEC aloOnogic YivovTiol TAéov dvoapEoTES Kol

KOTOANYOVY OE:
*  UVIKOLG TOVOLG

* oadvvapio oto TOdK

*  TPEUOLAO
*  OUOKOAN avamTvon|
*  (POVCKMOUO 1) TOVO GTO GTOHAYL

*  dLVOTOVG 1 YPNYOPOLG KOPILOKOVS TAALOVG KO GAACL. ..

Ola avtd, BéPata, pmopoldv va yivouv agopun yo va EEKvAGEL €vag £vTovog mOVOC,

€101k dtav vVIapyel o otabepn artia, 1 va yivel evTovotePOS £vag oM VITapywv TOVOC.

Orav giuoots os évriovy micon ollalel, emions, o TPOTOC UE TOV OTOLO CKEPTOUOOTE.

YuvNn0mg 0oyoAOVUOCTE HE TO OCULYKEKPLUEVO TPOPANUO. TTOL HOG TPOKAAESE TNV
avaoTaT®on (.., TOV TOVO 1| TIG KOTAOTAGELS Tov oyeTi{ovtat e To THvo, 1} T0 OO Hog

vl Tov TOVO) Ko Egxvape OAa Taw AAAa, Ko Kupimg ta OeTikd mpdypata.

H oxéyn uog yivetar 040 kol meplocoteEpo oviavyn:

* gvieivovion Ta cuvaloOnuoto dyyovs, AOmNG, opyng K.Am. (m.y., «I1ote emréhovg Oa
TOWYEL 1 KATAGTOON QTN »).

*  TAvtoTE POPOLACTE YOl TO YEPOTEPO (T.)., «AgV Ba GTANATACEL TOTE AVTOG O TOVOC;»).

*  pofopacte 6tL T0 TPOPANUa givarl povipo (my., «Na d€ig, mTov mavta €16t Oa eiptoy).

*  OKEPTOLOOTE OPVNTIKG Kol amoictodoéa, oyedov ue amedmsio (m.y., «Timoto dev

umopet va pe fondnoet. Oa gipan Tavta £T61 KoL XEPOTEPOY).

I®g dratnpovvrar Ko avEavovTal ol APVNTIKES GUVETELEG TOV OTPES;
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Topa mao ‘ocmvetar’ €vag padlog kdkAog Kal cuyxvd N Katdotaot EePevyel amod

TOV AEYYO HOG:

l }

OTPEC COUOTIKA GUUTTOOTO, TEPIGGOTEPOG TOVOG

I }

OTPEC avnovyia yo Tov Tovo

! |

OTPEG > KOTMON =—> TOVOG

Tnv dpa e ueyeing évriaons, aAldlel Kol 17 COUTEPIPOPA LUOC:

*  KAvVOLUE XPNOT JPOPWOV OVGIMV (NPEUOTIKA, AAKOOA K.4..)
*  Cobue vmd cuveyn Eviaon

* kamvifovpe TOAD

*  TPOUE TOAD

*  KAVOLUE AOKOTEC EVEPYELEG

Kot wéA, ko avtd Pmopovv vo emOEVOcOVY TV aichnon tov movov N va
eATTOOOVY TN 0160€0M HOG VO KAVOLLE KATL TPAKTIKO Yo va petwbel o movog 1 yia va

VIOGOLE KAT®G KOADTEPO (COUATIKE 1)/KOL YOYOAOYIKEL).

M GAAN TOAD cuyvh avTidpaoT o€ KATL Tov POPOLIGTE 1| OGS OTPEGAPEL, OTMOS O
ovog, givar va to «Palovpe ota TOdN, VO aropedyovue va. acyoinbovpue cofapd yio
va Bpovpe TPOTOVS AVTIUETOMTIONG TOV TPOPANUATOS 1| £0T® KATOLWV TAELPDOV TOV.
‘Etot 0pwg onpiovpyeitar €vog akOpo @ovA0g KOKAOG: e TNV OTOQLYN CLEAVETOL TO

GTPEC, TO 01010 aEAVEL TOV TOVO, 0 0TTOT0G ALEAVEL KO TNV OITOPLYT| KOl TO GTPEG,.
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Amoguyr| = Z1peg —=> AvENoN mdvov

[Teprocdtepn anogouy = Ilepriocdtepo otpeg =) IleprocdteEpOg TOVOG

R

A&ilel va onueidoete 1L 1| eumelpio Tov TOVOL pmopel va emdevmbet 1060 and 10
OTPEG MOV TPOEPYETOUL amd TOV {10 TOoV TOVO (T.)., M afePardTnTa Yoo T0 HEALOV, oL
TEPLOPIGHOL TOV 0 TOVOG EMPAAAEL) OGO Kol GO TO GTPEG TOV OPEILETON GE TPOPAN AT
Kol SUOKOAEG TOL APOPOVV GTNV OIKOYEVELD, TNV EPYACIN, TIC KOWMVIKEG GYECELS, TNV
OIKOVOUIKT KATACTAOY KAT. Xe KAOe MEPIMTMOON, 1) EMIMTMOOT TOL GTPEG OTNV EUTELPLN
tov movov elvar 1 Wdw. Tavtdypova, OP®S, Umopel Vo OVTIHETOTIOTEL LE TOVG 1010V

TPOTOLG TOV OaL TEPTYPUPOVV GTASLUKE GTIG GLUVAVINGELS LLOG.

TpOmoL OVTIUETAOMIGNG TOV GTPES

O mo omoTeEAECHOTIKOG TPOMOG EAEYXOL TOV OLGAPECTMOV COUATIKOV KoL
YUYOAOYIKMV GUUTTOUAT®V ££01TIOG TOV GTPEG Kot TOL THVOL OV T akoAoLOEL efva M
YOALP®ON TOV COUATIKOV Hudv. XaAdpmon oev eivar va PAEREL kavelg TnAedpaon, 1
vo omooyoleitor pe kdmolo yopmv (ov Ko ovtd eivor onupovtikd). H copatikn
yohdpwon givor pia dedtnro, oty omoia Oa mpémel vo aocknbel kavelg, £Tol dote va
amoBdAdel Tnv €vtaon 6mote avtn Oev elval amapaitntn. BéPara, dtav npeuet to copa,
npepel Kol To POOAD, EVO 0KOUO KOl O TOVOG LEIMVETOL acONTAL.

H expdbnon tov oeottov yoldpmong eival évag amd Tovg oTOYOLS NG
mopeppaong avte. Aev eivor mlviote €OKoAn Oladikacio ko, YU avtd yperdleTon
GUOTNUOTIKOTNTO KOl ETUOVH, KaODC 1 oxéon UETOED TOVOL KOl OTPEG &ival TOAD
1oYVPN Kol OgV «omAey e0KoAd. Auunbeite OUmG OTL, €0V KATOPEPETE VO LEIDGETE TO
OTPEG KOl TNV avnovyio 6og, T0Te Kot 0 movog Ba peiwdei, kabmng to éva ennpedlel To
GAL0. XN S1dpKELD TOV CLVOVTIOEDV oG Bo Tpoomadncove vo cog dEIEOVUE TPOTOVG
VO OVTUYETOTIGETE TO OTPEG HEGO OmMO KOTAAANAEG TeEYVIKEG YOoAdpmons. Av kol

VTAPYOLV  OpKETOl  TETOWOL TPOTOL, <euelg Ba  aocyoAnbovdue pe TtOvg WO
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OVTUTPOCMTEVTIKOVS, TOVG OMOIOVG TOAAES €PELVEG £XOVV KOTOOEIEEL OC TPOYUOTIK

OTOTEAEGLOTIKOVG Y10l T OL0YEIPLON TOV GTPEG Kat TN Uelmaon Tov Tdvov.
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XAAAPQXH MEXQ MIAX NOHTIKHX AXKHXHX

Axopo Ko n amAn eovtacio pmopel vo xpnoyoroindel omoTeEAECUATIKA Y10 Vo TETOYEL

KOVELG [0 KOTAGTAOT YOAGLPMOTNG GTO LVOAD Kol GTO GO

Aoxipudote v akolovdn amin doknon ko eAéyEte o€ mowo Pabud pmopéoate va

yoropooete. Avtiy 1 aoknon ivai, PEPara, N apyn. Ao akorovdcGovy Kot GAAES TOV

iowg cag tapralovv meplocdtepo kol Bo cag Pondncovv Mo amoteAESHOTIKA. Ag

doKydcovpe, Aomov:

1.

Kobiote avoamavtikd 1 Eamhdote oe éva pépog mov dev €xel BopvPovg, moAy
duvaTd EMC N AAAL TPAYLOTO TTOL UTOPOVV VO GOg EapViacovy. Bpeite o avetn
oTdon.

Kleiote o pdtio oog Kot npeUnoTe.

davraoteite 0Tt giote POVOL GOG GE o peyain moapaiia... Agv kavel ovte (Eotn,
ov1e Kpvo. H Beppokpacia eivor Ommg mpémet. ..

davraoteite 6t apyilete va mepmatdte oty mapaiio... Nidvbete v dupo oto
oo 6ag. Agv kaiet, kot 1 aicOnon eivon evyapiot... [lepratdre Alyo akdpo kot
koutalete mpog T BdAacaoa... [Tpoympdte kot ptavete o€ £va onueio mov OéleTe
va kaficete.

davraoteite Tog vimbete... Xkepteite AMyo mwg oag eaivetor  BGAacoa... T
YPOUA EYEL... TL NYOVS OKOVTE... TL LUPMOLEG VILAPYOVV... TOS VIMOETE TOV NA0
TOVO GOG. .. PLGAEL KABOAOV, TOG MGOAVESTE;

XKeQTelTE TL AALO VTLAPYEL TPLYVP®... 0&vTpa, Ppdyot, ktiopata... Tt PAénete; Ti
axovte; T vimbete; ... TkeQTeite TO, OAO OVTA LE OGO TEPLGGOTEPEG AEMTOUEPELES
unopeite. Ilpoomabnote vo @TuaEete TV €KOVO pHE 00O TEPIOCOTEPES
AemTopépeleg Umopeite.

Kabnote yio Ayo ypdvo étol dmwg eiote, 0G0 MO MPEUOL UTOPEITE KO UNV
OKEPTESTE TIMOTO GAAO TaPA HOVO TNV mapaiic, tn OdAocco, Tov A0 Kol TO
1660 wpaia givor Oha aTA. ..

Mmnopeite va otapatioete v doknon omaAd kot foabuaio, petpovtag ond to 5

1pog 10 1, Katd Tov akdAovho Ttpomo: 5.... 4, Kovviote EAaPPA o T GAG.... 3,
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KOVVIOTE EAOPPA TO YEPLDL GOG.... 2, KOLVINOTE TO KEQPAAL Ko TO AdUd GOG.... 1,

avoi&te Ta patio cog. Avaonkobeite.

Hpeporoyro IIovov

Aocxknon yia 1o omitt

[Mopaxalodpe, copnAnpaoote, yio kdbe pépa g efdopddag, Tnv £vraon Tov TGvov Tov ViKOETE,

aALAG KO TNV TEPLOYN TOV TTOVOL (LOVOAEKTIKG) O TEGGEPLS YPOVIKEG OTIYUES: TO TPWI, TO

UECTUEPL, TO OOYELUO Kol Alyo Ttptv koiunOeite to Bpddv.*

Mnv Egxvate vo GOUTANPOVETE TO KAOE TETPAY®OVO TNV AVTIGTOLYN XPOVIKT GTIyU . Mnv to

avaBAarAeTe yio apydTEPO N Y10 TNV GAAN MUEPOL.

8:00 - 9:00 m.p.,
[Teproyn movov

1:00 - 2:00 p.p.,
[Teproym moévoL

7:00 - 8:00 p.p.,
[Teproym moVoL

[pwv ) Bpadvn
KatdKkAon,
[Teproyn moHvov

[Hoapatnpnoeig

AEYTEPA

TPITH

TETAPTH

IIEMIITH

I[TAPAXKEYH

YABBATO

KYPIAKH

* Youminpdote Kabe teTpdymvo pe Tov avtictoyo apBud mov delyvel v £viootn Tov Tovov,

otov:

0 = KaB6rov wovoc.

10 = IToAv N70g TOVOG: YIVETOL GUVELOINTOG HOVO OTAV GTPEPETE TV
TPOGOYN 6OG G AVTOV
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25 ="Hmog mOvoG: PTOPEiTE VA TOV AYVONCETE
50 = Métprog wHvog: 0 TOVOGS €ival aeONTOS

75 = ZoPapoc mOVOg e SVGKOAI 0TI GUYKEVTPOGT KO AdVVapic
ekTéleoNG 0V0KOAMV 1] GoPfapdV EpyacLOV

100 = EEaipetikd cofapoc mévog: mAfpng advvapio eKTELEGG
0700V TTOTE £PYOV

Mmnopeite va ypnoiponomoete 6moto Pabud Bédete peta&y 1 — 100, dote va meprypdyete

KaAvTEPQ TO Pabpd ToL TOVOL TOL VidBETE.
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2" YYNANTHXH

’ Ymo1ég TpomOg avamvons: H dra@paypatiki avamvor|

To éviovo otpeg dwtapdooel To pudud TNG OVOTVONG HOG. Xvyva, OTov
OVOGTOTOVOUUGTE, TIEVOVUE TOVS E0VTOVG LOG VO OVOTTVEOVLE TOAD YpIyopo 1/Kot KoTd
TPOTO ATOKTO. AVTO £)El OC AMOTELEGUO O AVOPAOTIVOG OPYOVIGHOG VO AOUPAVEL TTOAD
TEPLGGOTEPO 0ELYOVO AT’ OGO £YEL TPAYLLATL AVAYKY, KO 0ONYEITOL £TGL GE U0 KOTAGTOON

mov ovopdleton "vmepolvyovwon". Me v vrEPOELYOVMOT Ot PHOEC TOL CAOUOTOC oG

mpoundevovtal apketd o&uydvo, MGTE Vo glval £TOOL Vo, dpAcovv (T.y. va to PdAovue
0T0 TOOL) UTPOCTE GE U0 EMKIVOLVT KOTAGTOOT).

2uyva, OpmS, M YPNYopn Kot dTaktn avamvon yivetor cuvibeia, e amotélecua vo
VIAPYEL OTO Ao TOAD TEPIOTOTEPO 0ELYOVO Kot TOAD AydtepO O010EE1010 TOV AvOpoaKa
ar' 0,TtL yperaletal. Avtd TPOKAAEl GUUTTOUATO, OTWS: TPEUOVAO, KPAUTES, LOAGOES Kot
BoAn Opacm, OVGKOAN avamvor), acHNUATO KOTMONG, EVOYANCELS GTO GTOUAYL 1 TO
omboc, KAn. Ta ovuntdpato ovtd, pHEC® €vOG EOVAOL KOKAOVL, GUVTEAOVV GTINV
TOPUYMYY] EVIOVOTEPOV OPVITIKAOV GUVAICONUATOV Kot 0VTO o€ EMTAEOV VITEPOSVYOVMOOT

KO GE T0 TOAAQ GUUTTAONOTO, LETAED TV OTOI®MV 1 HEYOAVTEPT] KOTTMOT| KOl O TOVOC.

H owarti avamvon givai pio avaykn koi Ipémel coyvo. Vo 0OKOOUAOTE 6 QUTHV:
Hekwnote va ackeiote Eamlmpévog/n dtav pobaivete v doknon. v Kopékia 1
opOloc/a apyoTepa.
- ToroOeteiore t0 éva yépi oto atHBog Kot TO GAAO GTO GTOUGI.

- Eionvebore ano ) uotn oac koi apnote 1o otoudyl oo vo, povokwmaoel. Etol

XPNOYOTOIELTE TANPWS TOVG TVEDUOVES dog. [lpoarabnate va dioTnpeite Ty Kivion
700 otnBovg oag ae Evo. uivipoou, xwpis va. opiyyeate. Xe ovto Oo. cog fonbnoer n
aloOnon wov oag o1vovy 0. yépio, oog Tavm ato athfog Kai T0 GTOUGYL.

- AmoAa Kot npeua, EKTVEDOTE OO TH UOTH TOG.

- Emavoldfete, kpotwviog éva poluo. Xtoyog eivar vo maipvere 8-12

OVOATTVOEC (E10TVOEC KOl EKTTVOEC) VA, AETTTO.
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Xmv apyn umopel vo vimoete 0Tt dev AopPdvete apkeTd aépa, oALd kabmg Oa
eEaokeiote Ba Ppeite 011 oWTOG 0 VEOG TPOMOG OvOTVONG €ival 100VIKOTEPOG Kol
avetdtepoc. Acknbeite ot SaPpoyUaTiKn ovamvor| 2-3 eopE TV NUEPA, Kot GLVOVACTE

T e T1G GAAEG LOPPES YOAAPDONG.
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DvALAOL03

Nevpopvikn yorapoon

Th gival | vevpopviki yorapoon;

H vevpopvikn yordpmon, 1 TANPECTEPL «TPOOIEVTIKH VEDPOUVIKY YOAGPDTH,
elvor po dwdikacio kot v omoia, HEoH Omd cuveXElG KUKAOLG £vioong Kot
YoAdpmong, To atopo pabaivel TG vo YaAOPOVEL SIAPOPES OLAGES LVDV TOV CAOUUTOS
Tov. Mg NV TPOOSEVTIKY VEVPOUVTKN YOAApwoN, TO dtopo pobaivel mwwg va
ameAEVOEPDOVEL TNV CLGGMPEVIEVN EVTAOT], OAAA KOl vo avoyvopilel mote vmdpyet
évtaon (akdpo Ko 1 o pkpn) kot tote npepio, KOs otrypn e nuépag Kot KATm omd
OTOlEGONTOTE GLUVONKEG,.

H yaldpwon sivor pia de&omra v omoio. ovdEnoTe 0VGLOGTIKA UdBape, oAAL
UTopovpE va TNV pdbovpe 0nmg pobaivovpe va KoAvumdpe, vo odnyodue kKAT. Onmg kot
KaOe GAAN deglotnta, yperdleton TakTiky e€Aoknon wpokeévov va katoktnoel. Eivol
wa 0ot ta mov Bo TPEMEL Vo ypnoLomoteital KABe popd mov vdpyel AdyoS, AL Yio
va yivel auto, 0o TPEMEL TO ATOWO VO TNV KOTEYXEL GMOTA Kot OAoKANpopéva. ' to Adyo
avtd, Bo mpémel va egookeital 67 aVT EmOPKAOS, €0WKE oty apyn. EWdAimg, n 6An

npoondBeia o TpocPEpel TOAD Alya.

KdéBe avBpomog omv kabnuepwvny tov (on Pploketor oe évtaon (ToAAN 1 Adyn,
avédloya pe Tig meplotdoelc). EEGaAAov, ot poeg pag mpémel va Ppiockovtal oe «kdmolo
£VTOON» TPOKEUEVOL VO EVEPYOVLE (VL TEPTATALE, VO 00N yoLpe KAT). TIoALEG popég
évtaon mov Pudvovpe eivor eEopetikd peyain, egoutiog SoeOpmV YEYOVOT®V 1
KOTOOTACE®MY. ZVyVi, OUMG, EVO TO 0TI TOVL TNV TPOKAAECAV TAPEPYOVTOL, VTN
TOPUUEVEL KO LOAMGTO, KOTE TPOTO GLCCOPEVTIKO.

Kabe dtopo «kotéxey €vo mpoowmikd emimedo KaOnuepvig Eviaons. ZTdyog g
TPOOJEVTIKNG VEVPOUVIKNG YoAApwong gival va Pondnoel 1o dtopo va «Katéfeyy 060
yivetor o KAt omd ovtd TO TPOCHOTIKO eminedo kol vo oamoAloyel omd oom
mePLocoTePn €vtaon eival dvvatoév. H vevpopwikn yoldpwon elvarl pua celpd KOKA®V

£€VTOoNG Kol YOALP®MONG O10POP®V OHAd®V HVAOV: Tponyeitol 1 €vtaon Kot ETETOL M
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yordpwon. Avefdlovope v évtoon Ynid kol ot cuvéxew, e éva oOvOnua, v
apnvovpe vo evyel OAn poll, ®ote M yoAdpwon mov Oo akoAovOncer vo elval

TPOOJEVTIKA 1 LEYOADTEPT dVVOTN.

To dtopo pmopet, emiong, Katd Tn SPKELL TOV KOKAOL EVTOONG — YOALP®ONG Vo
TPOGEEEL KO VO EKTIUNGEL T S0POPE TOL LPICTUTAL AVANESH GTIC OVO KATOGTAGELS KO

Vo EVTLOGEL Ta. (GLV)ooONpaTa oL EMKPATOOV o€ KAOE Lia.

I'evikég apyés

- IIpwv v doxnon, amoeacicte mote Oo TV €PUPUOCGETE Kol TPOSTOONOTE VO
mpeite avtn TV andeacn kdbe pépa, dote va avantuydet po otabepn cuvndeio.

- Aoknbeite 800 1 TPEIG POPES TV NUEPA: OGO O TOAD AOKEIGTE TOGO TO EHKOAN
Oa umopeite va yoAapOCETE.

- Emi\éEte yio va acknBeite éva novyo pépog, 0mov dev Ba cag evoyAcel Kaveic.
Mnyv dokipdlete va yoAapOOETE OTAV TEWATE 1) EXETE LOALG QAEL, N €4V TO dwudTio gival
oA Bepo M yuypo. Avtég ol cuvOnkeg Bo SLGKOAEYOLV TN YOALP®GT| GOG.

- EeKvoTe 0poV COMAMOETE, POPOVTOS AVETA povya. Apyotepa, Ba umopeite va
YOAOPDVETE VD oA KAOEGTE 1) 6TEKESTE OpOoL.

- Aoxpdote va vioBetnoete po "tadntikn" otdon, m.y., LNV avnovyEiTE Yo TO oV
B To KOTOEEPETE VO, YOAOPADOETE EMAPKMG. ATAG dOKIUAOTE, Kot 0,TL YiVeL

- Mnv mepluévete vo YOAOPOCETE ATOAVTA e TNV TPOTN Gopd. H aAlayn Oa

enéMDEL GLyA-o1yd, HéEPa e TN HEPQL.

Odnyieg Nevpopvikig yorapoong

Mnv mpoywpate oto emousvo fruo,
TOPC LUOVO OTOY YAAOPIDOETE TANPWOS TNV TPONYOVUEVH OUAOO UDDV.

Kieiote Ta pata.

Opddeg poayv M£6odoc yoAdpmONC
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1. Kvpiapyo xépt ko Bpayiovog Kavte po ypobud, opiyyovrag Eviova ta
SAKTVAO, ETTPETOVTOS OUWG GTO UTPATCO

VO TAPOUETVEL YOAUPOUEVO.
Kpotnore v éviaon yio 5 - 7 sec.
Xolapwote rar mpooelte ) d10popa.
uetalo eviaong kou yaldpwong.
Eravaldfete
2. Mzpdtoo tov Kupiapyov yepLon ITiéote OV ayKdVa TPOG T0 KATM, TPOG
70 oTPOUA (1] TO «YEPL TNG KAPEKANG),
yopic va mélete Tov Ppayiova.
Kpotnoze v éviaon yio 5 - 7 sec.
Xolopawote kor pocélte ) d1apopd
uetald évraons kou yaldpwong.
Enavardfete
3. To dAAo yépt kai Bpayiovog Onwg 1o 1.
Kparnote v évraon yio 5 - 7 sec.
Xolopawote kou mpocélte ) d1apopd
UETOLD EVTOTNS KoL YOAGPOTTNG.
Enavolafete
4. To dAlo pmpdrco. Onwg 10 2.
Kpotnote v évtaon... Xalopaote.
Enavardfete
5. Métomno YNKOGTE TPOG TA TAV® TO PPVLO, KOl
Lapmdote TOo PETOTO GaG, 65O TO dSLVATO
TEPLGGOTEPO.

Kpatnote v évraon... Xolopmaote.

EnavoAiaPete
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6. ZUY®UOTIKA Kot poTn 2ei&te moAD T paTio ko {apmote Evrova
TN poT.

Kpotnote v évtaon... Xalopawote.
Enavolafere

7. To kdT® PEPOG TOV TPOSHOTOV Yopi&te ta d6vTia kot Tpafnéte TPog To
oW T1G GKPEG TOL GTOUATOC GOC.

Kpotnote v évtaon... Xalopawote.
Enavolafere
8. Aoupod [Méote TOVG PoES TOV AoV GAg, GAV VO,
9
0éhate va avoifete Ko va KAeloete
TOVTOYPOVA TO GAYOVL GOG.
Kpatnote v évraon... Xolopaare.

Enavoldfere

9. 2mBoc, dpot kot TAdTn ITapte pia padid avdoa, Kpatiote TV Kot
tpoaPnéte mpog Ta TAVED TIG TAGTEG GO,

Kpotnore v évioon... Xadapamate.
Enavoldfere
10. Kot [Tiéote TOVG PHES TNG KOTMAG GOC, TGOV VO
npoonabdeite tavtdypova vo Tpafnéete
PO Ta £E® Kot TNV 1010 GTIYUN TPOS TA
HECO TO CTOUAYL GOG.
Kpotnore v évioon... Xalapamate.

Enavolafete

11. Mnp6g Tov Kupiapyov Tod100 2pi&te 660 10 dVVATO TEPIGGOTEPO OAOVG
TOVLG LOEC TOL UNPOov GG,

Kpotnore v évioon... Xolapamare.
Enavolafete

12. T'auma tov xupiopyov mod10h TNupiote T dGKTLAN KO TO TEAUQ TTPOG TOL
OV, TPAPOVTIG LE GYETIKN dVVAUT).

Kpatnore v évroon... Xolapdote.

Eravalafete
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13. TIéApa kopiopyov Tod100 IMvpiote ta ddKkTLAM TOV TOS10D
KO TO TEALLO TPOG TOL KOTM KO paléyte
T SAKTLAG COC OTOA.
Kpatiore v évioon... Xodapdore.
Enavoléfere
14. Mnp6g Tov GAAOL TOd100 Onwgto 11.
Kpatnore v évioon... Xolapdote.
Enavalafere
15. T'duma tov dAhov Tod100 Onwg to 12.
Kpatnote v évraon... Xolopwaore.
O 1eppatiopds s yordpwong pmopel va yiver amaid kol Pabpaio, petpdvioag amd to 5
7poc¢ to 1, katd Tov akdrlovbo Tpomo: S.... 4, KOLVNOTE EAOPPA TO. TOSLX GOC.... 3, KOUVIOTE

erappd To Y€PLoL 00G.... 2, KOUVNOTE TO KEPAA Kal TO Ad 6ag.... 1, avoi&te Ta pdtio oog.
Avoonkobeite.

Odnyieg Yo yorapowon oto omiti

H g&doxnon g yohdpwong 6to omitt gival eEPETIKA OMUOVTIKY Ylo. THV TANPN
€KHAOM oY TNG.

- AoknbBeite o YoAGp®OON KOTA TPOTIUNGT OVO 1| TPEIS POPES TNV NUEPA: TO TPWL,
TO peonuéPt Kat to Bpadv.

- Kabe dwdwcacio yordpwong Ba mpénet va dapkel 20°-30°, mepimov. o to Adyo
avTo, EMAEETE YOPO Kot dpa 6oV dev Ba Gog EVOYANoEL TITOTa (GTOWO, GUGKEVES, NXOL,
0opvPot, poTa KAT) Yo 30 ToLVAdYIGTOV AETTAL.

- Xpnowyn umopet va @ovel 11 COUTANP®GT TOV GOVTIOHOV «HUEPOLOYIOD YOLGPWGNCY,
®OOTE VO OOMIOTOVETE TNV TPO0dd G0C, TOGO YPOVO OPLEPMOVETE GTY| YOAAP®GY, Vo
ONUELDVETE dLAPOPES SVGKOAES TOL Bl TIG cLINTATE HETA BTNV OLAdN KAT.
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Acknon yia 1o omitt

Hpeporoyro Xarapoong

Mo kéBe nuépa cuumANpOoTE: (0) TOV APBO TOV ACKNGEDMV VEVPOUVIKNG XOAGP®OONG TOV
mpaypotonomaoote, () to cuvolkd ypoévo mov dwwbécate yio kdbe Sadikacio yordpmong ot
AemTA NG ®pOg, (Y) to Pabud évtoong mov elyate P TV YOAApwON, kKabm¢ kot to Pabuod
£€VTOONG TOV EMTOYOTE PETE TO TEPQG TNG dladikaciog yardpmong, omd 1o 0 wg to 10, 6tav: 0 =
eEopeTika peydin évraon ko 10 = wpng yorapwon xai, (8) OmoOlEC TAPATNPNOELS EXETE
OYETIKG LLE TIG OLOKNOELG XOUAAPMONG KOL TNV EMTVYIN TNG.

[Ipoomabnote vo. LUTANPOVETE TO NUEPOLOYIO OUECHOC LETA A KAOE AloKno.

ApiBuoe BoOpog BoOpog
; Awapkelo kGBe | gvraonc mpwy | éviaong petd .
Huepounvia | aoxficenv A ne p ne | [Mopatnprocelg
LOAGPOOTC XOAAPOONG | v Yahdpwon | v xaAdpwon
(0 - 10) (0-10)
In: Aemtd In: In:
2n: AemTA 2n: 2n:
3n: AemTA 3n: 3n:
In: Aemtd In: In:
2n: AEmTA 2n: 2n:
3n: AEmTA 3n: 3n:
In: AemTd In: In:
2n: AemTd 2n: 2n:
3n: AemTA 3n: 3n:
In: AemTd In: In:
2n: AEmTA 2n: 2n:
3n: Aemtd 3n: 3n:
In: AemTd In: In:
2n: AETTA 2n: 2n:
3n: Aemtd 3n: 3n:
In: Aemtd In: In:
2n: AETTA 2n: 2n:
3n: Aemtd 3n: 3n:
In: AemTA In: In:
2n: AemTA 2n: 2n:
3n: Aemtd 3n: 3n:
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Hpegpoiéyro Iévov

Acknon yia 1o omitt

[Mopakalodpe, copTANPOOTE, Yio kKdbe pépa g efdonddag, TV £vTaon Tov TOVOL Tov VIMDETE,

aALAG KO TNV TEPLOYN TOL TOVOL (LOVOAEKTIKG) O TEGGEPLS YPOVIKEG OTIYUEG: TO TPWI, TO

HECNUEPL, TO ATAYEL O KOt Alyo tptv kounOeite To Bpddv.*

Mnyv Eeyvate va GUUTANPOVETE TO KAOE TETPAY®OVO TNV OVTIGTOLYN YPOVIKY| OTIyUn. Mnv 10

avaPAAreTe Yo apydTEPQ 1 YO TV GAAN MUEPQL.

8:00 - 9:00 m.p.,
[Teproym movoL

1:00 - 2:00 p.p.,
ITeproyn movVoL

7:00 - 8:00 p.p.,
[Teproym moVOL

[pw ™ Bpadvi
KoTdKAlon,
[Teproym movov

[Mopatnpnoelg

AEYTEPA

TPITH

TETAPTH

ITEMIITH

[TAPAZKEYH

~ABBATO

KYPIAKH

* ZoumAnpdote kabe TETPAY®VO pE TOV avtioTotyo apBud mov deiyvel v €viacn tov ToVov,

oTav:

0 = Kaf6rov wovoc.

10 = [ToAV NYT0g TOVOG: YIVETAL GVVELOINTOS LOVO OTAV GTPEPETE TNV
TPOCOYI] 60G G° QVTOV

25 ="Hmog TOvog: NTOPEITE VA TOV 0YVON|CETE

50 = Métprog mévog: 0 movog givar arsOnTiég

75 = Lofapog Tévog pe SVGKOAIN 6T CLYKEVTIPMGT KUl 0.OVVARIX
EKTELEGT G OVGKOLMV 1] GOPAPOV EPYACLAOV
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100 = E€mipetikd cofapoc mévos: mAfpng advvapio eKTéleong
0010V TOTE £PYOV

Mmnopeite va ypnoiponomoete 6moto Pabud Bérete peta&y 1 — 100, dote va meprypdyete

KaAvTEPA TO Pabpd ToL TOVOL TOL VidOETE.
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3" YXYNANTHXH

dvArGdLo 4

| Acknon vevpopvikig yardpoons: Kowd npofinpara ko Aoeig

[MpopApota | okéYeLG SVGYEPAIVOVY TH VEVPOUVIKN YOAGP®OT 1 TNV EKUAON OGN TNG. KON B TV M
YXPNOT TEXVIKOV VTEPPOONS TETOLOV KOWVAV duoyepeldv. [Tapakdtw mapovstaletor o oepd amd TETOEG

TEXVIKEG.

AvVGKOAiQ

To éropo ouchaverou wapaleva otav aokeital

oty yoAapwor.

Kpdumeg

To drouo KowyudTal KT T YoAGpPwon.

To drouo &xel oKéWels TOV O10TOPBOGOVY
T GOVEYION TNG GOKNOHG.

To drouo vicwbet 011 dev yalapdvel.

Teyvucn vaéppaong

®vuunBeite 611 givar cOvnBec va vidbete
mopa&eva 0tav Kavete kATl aovviBioTo Kot
Kavovpylo. Ot aebnoeig avtég ypryopa Ha
eEapavicBodv. @uunbeite va pnv onkdveote
TOAD YPNYOPO 0LPOV YOAUPDCETE, VO, UMV
0OKEIGTE OTOV TTEWVATE 1) EXETE PAEL TOAD.

Mnv aoxkeiote o€ TOAD KpHO SOUATIO

KoL punv opiyyete oAb Tovg LHEC GOC.
«Kovviioteny 1 meplotpéyte  elappd  TOV
L, OGTE VO VTOXWPNGEL 1] KPAUTOL KO
ovveyiote TV GoKN oM MPELO.

Av dev Katapépvete vo unv kolundeite,
TPoonadnoTE Vo YOAUPDOOETE GE LA
KapEkAa Kot oyt EomAmpévog. Mnv
aokelote PETA amd yevuato 1 Alyo Tpwv TV
®PO TOV VITVOUL.

[ToAAég popég elvar KATL TO AVALPLEVOLLEVO.

To xaAvTEPO TOL PmOpEiTE VO KAVETE Eival va
«amodeyBeiTen TIC CKEYELG KOL VO TIG «OLPTOETE
va TEPAcoLV». Mnv tpoortabeite «va punv
OKEPTECTE TIG OKEYELGH: AVTO TIG KAVEL TO
£€VTOVEG,.

Mnv npocnadeite ToAD Evtova vo
yohopwoete. H évtaon g tpoonddeiog
Y10 YOAAPOOT), OVTICTPATEDETOL TNV 1010
™ yoAdpwon. Yiobeteiote pia wo
«moONTIKN» oTAoM («O,TL £y1ve, £YvER) Kot
vevOvpioTe 6TOV €0VTO GaG OTL T
YoAdpwon eltvar pa dE16TNTO TOV
Bertidveton pe v doxknon. EAéyEte €dv 1
doxmon yivetal 6’ éva KaTIAANA0 Yo
YOAGpwoN TEPIPAALOV.
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To dropo viwber ot dev umopet va. «opebei
elevBepor kar va yalopwaoel.

[ToAAG dTopa duckorehoviol va «apedovv
elevBepay. Towg yati n aicOnomn g
YOAAPOONG TOV LV®V VoL KATL AyVOGTO Kol
GUVETMG Oyl EVYAPLOTO, 1| IoWG Yot N epmepia
™G YAAAPOONG TOPATEUTEL GE KOTAPAOEKTO
Yl 0 dtopo cuvousHnpata, OTMG advvapia,
am®AE EAEYYOV Kot Evmadela. AV ovTd
arotelel cofapd epumddo, EeKiviote U
o0OVTOUEG A0KNGELS (YaAopdvovTag apyikd 2-3
oudodeg pomv) kot fadptoio Tpoy®PNGTE GE L
0 OLOKANPOUEVT XOALPOOT).
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DdvALdSL0 5

AIIO®YTI'H KINHTOHOIHXHX/APAXHY KAI IIONOX

[ToAAéG popég 0 TOVOC 00MYEl GE «adPaVOTOING» TOL ATOLOL TOV TOVA. TNV ATOPLYN,
oNAadY, M TN ONUOVTIKNY HEI®ON TNG COUATIKNG TOL OPOCTNPLOTNTOG Kot Kiviomg.
Opwg, n copotikn dpactnprotto kot 1 Kivinon (amd po amdn PoOAto kor v
Kafnuepwvn epovtida Tov £0Toh MG TIG EEMTEPIKES JOVAELES, TOL YADVLA, TIG EMICKEYELS
0TO YlOTpO, KOl TNV doknorn) elval amopaitnto KOpUdtio TG kafnuepvotntag Tou
KaBeVOS. AVoTUY(DC, TOAAEG POPEG OEV KATAVOOLE TNV 050 TOVG HEYPL VO OPYICOVLE VOl
YOVOLLE TNV KavOTNTO EAEVOEPNC Kol AkoTN g Kivinong.

O mepropiopdg TG Kivnong Kat, GUVETMS, TOV KaOMUEPVDV dpacTnplotHTeV (arnd
TIG O AMAEG MG TIS O GVVOETEC) elval o amd TIC KUPLOTEPES GUVETELEG TOV TOVOV.
Tavtdypova, 6T cupPaivetl Kot Le TO GTPES, 1| AKIVNTOTOINOT/AdpavoToinon Hropel va
EVIOYDGEL TOV TOVO KO VO KAVEL TTLO QUGN TNV EUTEPLO TOV.

Onwmg ko pe 10 otpeg, £xovpe Eva eavAo KOKAo: to dtopo mpoomadel v LetdoEL
TOV TOVO TOL UEIDMVOVTOG TNV KIviioN TOL Kot TIS OpacTnploTnTég ToV. Avtd oTnv apyn
eaivetal Bondntkd, kabmg meTvyaivel va peunoel kdmmwg tov movo. 'Etot, apyilel oyd
oyé vo LETAPAAAETOL GE TTAYL0 CUUTEPLPOPE TOV ATOMOL: KABE popd mov vimbel Tdvo
(éot® Ko Gyt TOAV) M| wov PoPdtatl 0Tt Bo emavéABel N Ot B peyodwoel, emAEYEL va
HEtVEL «aKivITO» Kot VoL amoLyeL Omoto dpactnplotta miotevel 6t Oa 1o emPapidvet.

H axwvntomoinom, 0pmg, £xel d00 «kaKa»: advuvatilel TOLg LUEG TOV GMUATOG, EVM
«meiBey Ko To dropo OtL T0 vo unv kdével timota eivar pdAiov kdtt kohd. Kot ta dvo
avtd pokpompodecua 0dnNyodv ce mEPLGGOTEPO TOVO, KOOMG ot adbvator pvec dev
pumopovv vo avtéEovy v mieon. Telkd, T0 ATOHO EMALYEL KO TAAL TV ATOQLYN TNG
kivnong og ™ «cwot» Avon. [leptrtd va movpe 0Tl pe avtdv TOV TPOTO 0 TOVOS ATAL
yivetar yepotepoc kabe @opd, 1o ATOHo VidmBel OAO KOl TTEPIGGOTEPO QOVVOLO KO
OMEATIGUEVO, KOl TEAKA €MAEYEL OAO KO TEPIOCOTEPO Vo PNV Kavel timota. Eyer 1on

eyklwPiotel o€ pia 001EEoon KatdoTooy.
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ITévog ——=>Adpavomoinon ——=>Zwouatikn adovauio +

Yoyoroyikn advvapia, otpeg, poPog, anedmoia
1 AN

Hspwoétsp¥ adpavomoinon

Hspwoétspyg novog —————|

‘Etot, n avaykn va Eemepaotel n akvnTonoinon/adpavomroinon tov atdpov gival
peydaAn. Tovtdypova, OUMS, dev TPEMEL va EeYVAE OTL 1 KOTAGTAON VYELNG KOl 0 TOVOG
7oL PLdVEL TO ATOUO ONUIOVPYOVV U0 TPOYHOTIKOTNTO TTOV OEV UTOPEL OVTE VO ATTOPVYEL
o0TE Vo Oyvonoel gVKoAN. XTO KAT® KAT® TG Ypaens, &ivar eoutiog avtng g
KATAGTOOTG TTOL EMAEYEL TNV OKIVITOTTOINOT).

To a161060&0 eivar 4Tt VILAPYOLY TPOTOL VAL PEATIOGEL KAVELG TNV KIvNTIKOTNTA TOL,
Swtnpovtog po woppomic. Xwpig, dNAadY, Vo ETIOEVOVEL TNV KOTAGTOGT TOV OVTE
Bpayvrpobeopa (mElovtac, dnAadn, ToV E0VTO TOV KOl TPOKOAMVTAG TOVO), 0AAL 00TE
Kol pokpompdOecpa  (advvatifovrag, OmAadr, TNV QUOIKN TOL KOTAGTOON KOt
TPOKAA®VTOS TEPIGGOTEPO TOVO 6TO PEALOV). T Tovg Tpdmovg avtovg, Ba Ancovue

KATA TN S1APKELOL TNG GLVAVTNONG LOG.
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dvALGdL0 6

Tpoémor kKo 6TPATNYIKEG GTUOLOKNG KV TOTTOiINGNG — PripaTodoTnon

‘Eva Bacikd mpdypo mov TPEMEL Vo, £(OVUE GTO HVOAO pog givol OTL HETAED «TANPOVG
OKIVNTOTOINONG» KOl «TANPOVS SPOACTNPLOTOINGNG» LIAPYOLV TAPA. TOALL EVOLAUEGO
onueto. Aev givor pia Kotdotoon «aompo — pavpor. o kébe évo dtopo, vdpyet Eva
«KOAO» onpelo 100ppomiOG OVAUESH OTIS OVO KOTOOTAGELS. XZNUEIDOTE OTL KAOE
dvBpwmog £xet To O1KO TOL TETO10 «onpeio PEATIOTNG KIvTOTTOINGNG», TO 0Toi0 Hmopel va

Spépel avaroyao and tepiodo og mepiodo.

Ti va kavere y1a va fpeite To onueio 1coppomios — Byuarodotnon

Yuyvé ot avBpwmol Tov TAGYOLV amd KATOW HOPPN YPOVIOL TOVOL KAVOLV
olakpion PETOED «Kal@vy Kol «kak@v guepadvy. Otav vidvbBovv KoAdTeEpO, GE o
«KOAY HEPQ, TPOGTOHOOVV VO «AVATANPMOGCOVVY» TO YPOVO 1| TIG VTOYPEMCELS KOl TIG
OOVAEEG TTOL OEV UTOPOLV VO KAVOLV G M0 «KOKN» MUEPA, OTav OMAad] movovv
TEPLGGATEPO 1 VIOOOLV TOAD KOvpaGUEVOL. ZvyVvd, LAAMoTa, To Tapoakdvovy. Tote, duwc,
0 OVOG Kol 1 KOTMWOT ETIOTPEPOLY dptuvTepa, pall pe 6Aa ta apvntikd cuvaicHnuota,
TO GTPEG KOL TNV OTOYONTEVCT| TOV TO. GLVOSEVOVV. Tehkd, To dTopo eEavtAgital, 1 KOAN

HéEPa LETAPAALETOL GE KOKT), KOL 1) ETOpEVN elval pua eEicov doynun NUEPQL.
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To {nroduevo elvar vo pmopel kamolog vo dlatnprioel to 010 mepimov eminedo
dpaocTnPOTNTOG Kot KvnTikOTTag 0Xed0V KAOe pépa. 1o va yiver owto, Oa mpémel Kavels
va. Aertovpyel oty Poon evog oyediov kou oxi oty faon tov mws viwmbel. Avtd, to Aéue
«Pnuotoddtony. Av yivel pe emroynpévo Tpomo, T0Te UTOPEl va Ol KOVEIG TN PLGIKNY
TOV SUVOUN VO EVICYDETOL 6TO ¥POVO Kot va vidBel kaAdtepa. Kot kabmg 1 copotikn
dvvaun Ba evioydetat, 1660 PIKpOTEPOC Bal eivar 0 TOVOG Kot 1 kovpaon. Mropel va givat
Myo amoyontevtikn n dwdikacion avtr, €0KA otV apyn, kabmng (a) éxovpe cvvnbicet
oot oe éva tpomo {ong, oAAd wor yori (B) umopel va vidoelr Kovelg 0Tl 0
TPOYPULUUATIGHOG OVTOG TOV EUTOSILEL VA TELEIDMOEL KATL TOV ToTEVEL OTL UTOPEL VAL TO
Kével onuepaL.

Elvar 6pmg ovimg 1ot ta mpdypota; Ti Aéelt 1 0w cog epmelpio; Agitovpyet 1
oTaon avt N PNTOC xpelaletal vo Eavaoyedldoete TIg dpacTNPOTNTEG OO KOl TNV
npoomdfel mov katofdrete; Av vai, tOtE M «Prpoatodotnony o cag eovel ToAY
xpnoun kot Oa cag fondnoel va aroktnoete €oeig Tov EAeyyo g {oNg oag Kal Oyl O

noévoc. BéPara, yperdleton mpoomdBeia ko TeYVIKT, 0ALL UTOpEL va YiveL.

* To mpwro Prua eivor va damotdoete ta Opld cag. Aniadn, OGO ¥pdvo Kot
npoomdfelo. Umopeite Vo aQLEPOCETE GE KOMOES POCIKEG OPAGTNPLOTNTES.
dvowd, To Opw Swpépovv oamd dropo oe  dtopo. Ov  TEPGGOTEPEC
dpaoTNPOTNTES APOPOLV €ite TO Vo KABeTOL KATOLOG 0 cmwotn 0éom, &ite va
otékeTo OpO10C, Vo TEPTATA, £ITE VO GLYKEVIPDOVETAL Y10 VO KAVEL KATL.

* Koat’ apyds, okepteite mOco ¥pdvo UTOpEite Vo APlEPOOETE 68 KAOE pio amd TIg

Owég o0 Paoctkég dpaoTnPlOTNTES KOl VIOYPEDCELS, GE Lo KOKN NUEPa (T0c0

YPOVO UTOPEITE VO KAVETE KATL TPV YPEOCTEL VoL EEKOVPAGTEITE Y10l TOAD DdpaL).

Ynueuwote 10 61N eopuo Tov Ba cog ddcovpe. Kdvte to 1010 kot yio pio KoAn

nuépa.

* 211 GUVEKELD, OTOPOCIOTE KOl ONUEIDOTE TO Ypdvo mov Ba Béhate eoeig va

oplEpOVETE 6 KAOe dpaotnplotnTa, AauBdvovtoc Oume vToOwn TIC KOAEC KOl TIC

KOKES MUEPES KOL TL CNUELDOCATE Yo 0VTES. MTopeite, Yo mapaderypo, vo 0écete

®G 0TOYO0 TO HEGO OPO T®V VO AVTAOV NUEPDV (1] KATL EVOLAUESO) 1] VO EEKIVIOETE

amd TOV XPOVO OV APIEPMOVETE GE L0 KOKT NUEP. ZvVNOmGS, T0 KaAOTEPO £ivor
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VO APIEPMOOETE AMYO TOPATAV® YPOVO OO OGO GE L0 KOKN NUEPO. EEKIVAOVTOG
amd €va GYETIKA YapmAd 6p1o (Kovtd 6€ avTO TOV £XETE KOTA TIG KOKES NUEPES),

dev Ba KovpaoTteite 0VTe Bo TOVEGETE TEPIOTOTEPO ATO OGO AVIEYETE.

Kol «pnpotodotnon» onpaivel va tnpeite Tovg 6103005 Ko To Opua,
A0YETA OO TO OV 1) PEPA EIVOL KKUAN 1] «KOKI]».

'Etolr, 0 ypovoc mov Bo amopacicete Bo eivar o uéyiotoc ypdvoc mov 6Oo

OQPIEPMOETE TNV EMOUEVT] POPG o€ KABE dpaoTnpldTTa. XT0 TEAOC TOV YPOVOL

A

avtov, Oo otopatdte eite movécatre 1 Kovpoaotikote (omdte, UmOpEiTe Vo

EexovpaoTeite KOl Vo NPeUNCETE), gite Oyl Xe kabe mePInTOON, UETE TO TEPOG
UG dpacTnploTNTOS APNoTE VO TEPACEL Alyog ¥povog npepiag. Mn Praleote va
TEPAGETE GTNV EMOUEVT] OpacTNPLOTNTA, OGO KAAG Kot av vidbete 1 660 Kot av

Bualeote.

Ilpocéére: M peydin mpoxinon kot SuokoAia eival vo upv KAvVeETE o0 Lo KOAN
uépa meplocoHTEPE OmO OcH EYETE AMOPACIcEL vo. KAvere. Me dAlo Adyia,
ypedleTan Tpoooyn va unv moapacvpbeite and 10 TOG vimbete, aALL va TphEete

OTMOG OMOPAGICATE.

Mo mapaderypo:

Upaactypiotyto «Karny uépar»  |(«Kain uépor  |(apyikég) Xtoyog
Noa péve 6pbrog 10 Aemtdr 20 Aemtd 10-13 Aemtd

No Tepmatd S Aemtd 12 Aemtd 6-8 Aemtd

INo GLYKEVIPOVOLLUL GE KATL 15 Aentd 35 Aemtd 15-18 Aemtd

Av Bon0d, pmopeite vo LOPAGETE TO GTOYO COG GE EMUEPOVS «PAGELS» TOL Oa. TIg
ovvodevovy ukpd dwdsippoto. ILy., av yio pa dpactnpiotnta £xete BEcel m¢
010)0 ta 20 Aemtd ko domiotdoete 6tL kovpdleate 1 movate ota 10 Aentd, tote
UTOPELTE VO KAVETE Eva KPS St 2-3 AeTT®OV (.., VO KATGETE Alyo 1 amAd
VO YOAOPMDGETE) KOl LETA VoL cLVEXIGETE O,TL KAvate. Oa mpémel OU®MG 0 GLVOAMKOG

xpOvog va ptaoet Ta 20 Aemtd wov givot Kot 0 6TOYOG.
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v Av o dpaotnprotnto. ypetdletar meplocdtepo xpdvo N mpoomdbeia and 660
€xete amoQacicel vo KOToPAALETE ©€ M MUEPH, OMAQ «OTAGTE» TNV OF

UIKPOTEPQL TUNILOTO, KO KAVTE TOL G OUPOPETIKES UEPEC.

v' To odpa oag (Kal... GEC) UTOPEL VO XPEWGTEL XPOVO Y10l VO TPOSUPUOGTEL 6TN

véa ocvvnBeta. Opmg, 660 mpoomabdeite ToG0 KaAvtepa Bo Tpocapudletal Kol T0

ocopo oag kot toco Oa BeAtidveror N copaTikn cog avtoyn. Tote Ba £yl £pbet o

Kopdc vo. avobempnoete to Opla Tov Bécote otnv opyn. Na avéncete, dniadn,

Alyo 10 ypdvo kai, esmouévec, tov kOmo mov Palete kabe ©opd ¢ otdYO0.

[IpocéEte povo 6T 1 oAAayn TPEMEL TAVTO VoL YIVETOL GE LIKPE PrpotaL.
Ovunbcire:
Kol «Bnpatoddtnon» onuaivel vo tmpeite Toug 6tdyovg Kot to. Opio,
GoyeTo amd TO oV M UEPA EIVOL «KOAN N «KakN». Mnv To Topakdvete o
ML «KOATDY HEPQ (TO... «TEVTE AETTTA axouay €ival Kakn cuUBovAn), amid
YL VO UMV KAVETE TIMOTA 0 Piot «KOK P péEpa. Me tov Kopd, n uoIKn
oag ovToyn Kot dvvapn Ba evioyvbet kot 10te Bo pmopeite va avénoete ta
0Pl 00 Kol Vo BEATIOCETE TOLG GTOYOVS GOC.
v Aev ypedletan  Piocvvn. Kpatiote eogic tov éheyyo g
KOTAGTOONG,.
v Aocyolnbeite pe éva mpdypo T @Opd, oV avTd EMITPETOLY Ol
duvdipelg oo,
v’ Ouunbeite vo Eekovpdleote kot va mpepeite petald toV
VIOYPEDCEDV KO TOV OPACTNPLOTHTMV.
v Av Swmiotdocete 0Tl 10 «PAuay - 610Y0¢ mov Oécate givor TOAD
QL000E0C, U O10TACETE VO TOV OAAGEETE BOTE Vo TOPLAEEL

KOAVTEPQ GTIG TOPLVEG OVVALELS GOG.

259



2e (1o yprioyun Topalloyn e «PRUaTo00THONSY UTTOPEITE VO OPIOETE EVO. TEAIKO GTOYO TOV
embBoueite vo emtoyete (ppovtiotre, oUW, va eival pearloTikiog) Kol YpHOYWOTOOTE T
«Pruotor w¢ evildueoes oaraocelg. 1o mapaoetyua, ov OEIETe Vo GOYKEVIPWOVETE THV
rpoooyn oog yia. 30 Aemrd kou twpa uropeite povo 10, uropeite va Géoete ¢ VOIGUECODS
otoyovs — Pruata to. 14 Jemra, ta 17, ta 21 Aewta... @womov vo. QTOOETE TO OTOXO OOG.
Zekiviiote OumS Omo T0. TO OTAG Kol EDKOAN KOl UETC, TPOYWPHOTE GTO WO OVCKOACL.
Zntiote ) Ponbeio twv avvioviotav e oudoos, ov Bélete, yia va gptiacete Evo. t€Tol0

TPOYPOLUO. «TTOOIOKNS ETITEVEHS TTOYWVH.
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Acknon yia 1o omitt

"Evtumo «pnpatoddtnonc»

Apactypiotyra MéyioTog ypovog «Bijua» — 6toyog

«Kaxn» nuépa «Kain» nuépa Xpoviko opro*

* AMGCer kG0e popd mov to meTvyaivete otofepd ko giote £Towog va to avEnoete. Ilpocoyn,
Opmc: kabe popd To emduevo Prpa Oa mpémel va gival oxeTIKA PiKpo kot BEParo.
Av dwmiotdoete 0Tl T0 «Puay - otdx0oc mov Bécate givor PLAGS0E0, N S10TAGETE VA TO

oAAGEETE DOTE VO TUPLAEEL KAADTEPO OTIG TOPIVEG SVVALELS GOG.
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Acknon yia 1o omitt

Hpegporoyro Xarapowong

IMa xd6e nuépa coumAnpaoote: (o) Tov aplBpd TOV ACKNGEMV VEVPOUVIKNG YOAAP®ONG TOV
mpaypotonomaoote, () to cuvolkd ypoévo mov dwwbécote Yo kdbe Sadikacio yaAdpmong o
AenTd TG Opag, (y) T0 Pabud €viaonc mov elyate mpv TV yoAdpwon, kabmng Kot to Paduo
£VTOONG TOV EMTOYOTE UETE TO TEPAG TNG dladikaciog yardpmong, omd 1o 0 wg to 10, 6tav: 0 =
eEopeTika peyain évraon ko 10 = mpng yorapwon xoi, () OmMOlEC TAPUTNPNOELS EYETE
OGYETIKG LLE TIG OLOKNOELG XUAAPMOTNG KoL TNV EMTVYIN TNG.

[Ipoomabnote vo LUTANPAOVETE TO NUEPOLOYIO OUECHOC LETA O KAOE dloKkno.

AptBoe BaOpog BaOpog
. Aapkewn kG0 | évraong wpwy | éviaong petd .
Huepounvia | aoxficemv a ne p e p Mapatnpiosig
HOABPOOTC XOAOPOONG | v yordpwon | v xardpmon
(0-10) (0-10)
In: AemTd In: In:
2n: AemTA 2n: 2n:
3n: Aemtd 3n: 3n:
In: AemTd In: In:
2n: AETTA 2n: 2n:
3n: Aemtd 3n: 3n:
In: Aemtd In: In:
2n: AemTA 2n: 2n:
3n: Aemtd 3n: 3n:
In: Aemtd In: In:
2n: Aemtd 2n: 2n:
3n: AemTd 3n: 3n:
In: AemTA In: In:
2n: AemTa 2n: 2n:
3n: AemTd 3n: 3n:
In: AETTA In: In:
2n: Aemtd 2n: 2n:
3n: AemTd 3n: 3n:
In: AEmTA In: In:
2n: Aemtd 2n: 2n:
3n: AemTd 3n: 3n:
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Hpegpoiéyro Iévov

Acknon yia 1o omitt

[Mopakalodpe, copTANPOOTE, Yio kKdbe pépa g efdonddag, TV £vTaon Tov TOVOL Tov VIMDETE,

aAAG KO TNV TEPLOYN TOV TTOVOL (LOVOAEKTIKG) O TEGGEPLS YPOVIKEG OTIYUEG: TO TPWI, TO

HECNUEPL, TO ATOYEL O KOt Alyo tpv kowunBeite To Pfpdov.*

Mnv Egyvate va GUUTANPDVETE TO KAOE TETPAY®VO TNV OVTIGTOLYN YPOVIKY| OTIYUn. MnVv 10

avaPAaAlete ylo apydTEPQ 1 Yo TV GAAN MUEPQL.

8:00 - 9:00 m.p.,
[Teproym movoL

1:00 - 2:00 p.p.,
ITeproyn movVoL

7:00 - 8:00 p.p.,
[Teproym moVOL

[pw ™ Bpadvi
KOTdKAIoN,
[Teproym movov

[Mopatnpnoelg

AEYTEPA

TPITH

TETAPTH

ITEMIITH

[TAPAZKEYH

~ABBATO

KYPIAKH

* ZoumAnpdote kabe TETPAY®VO pe TOV avtioTotyo apBud mov deiyvel v €viaon tov Tovov,

oTav:

0 = KaB6rov mévoc.

10 = [ToAV NT0g TOVOG: YIVETAL GUVELOINTOS LOVO OTAV GTPEPETE TNV
TPOCOYI] 60G G° QVTOV

25 ="Hmog TOvog: NTOPEITE VA TOV 0YVONCETE

50 = Métprog mévog: 0 movog givar a1sOnToég

75 = Lofapog mtévog pe SVGKOAIN 6T CLYKEVTIPMGT KUl 0.OVVARIX
EKTELEOG OVGKOAMY 1] COPUPOV EPYAGLAOV
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100 = E€mipetikd cofapoc mévos: mAfpng advvapio eKTéleong
0010V TOTE £PYOV

Mmnopeite va ypnoiponomoete 6moto Pabud Bérete peta&y 1 — 100, dote va meprypdyete

KaAvTEPQ TO Babpd Tov TOVOL OV VidBeTE.
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4% YSYNANTHXH

Nevpopvikn yordpowon og 7 opddes poov

H vevpopixn yorldpwon xopiopévn o 16 opddes podv, ov Kot eEapeTiKd ®@EALUN Yo
™V eKpadnon g texvikng, tval opwg ypovoPopa. I'a 1o Adyo avtod, glvon oKOmpUO T0
4ToO VO YOAUPOVEL TO CAOO TOV, YOPILOVTAS TO 6€ OAO Kol AyOTEPES OUAOES LVDV.
Kot avtd 1ov 1pdémo emitvuyydvovial 600 GTOXOL 0) TO GTOHO YOAOPDOVEL GE
GUVTOUOTEPO YPOVIKO SIUCTNLO KOl GUVETMG, B) Hmopel va yohapmdvel Oyl LOVO GTO OTiTL
oV o€ TPOKABOPIGUEVEG DPES, AALL Kot o€ dAAa TepPdAlovTa, OTOTE OVTO OmOLTEITOL.
Metéd amd eEdoknon, to dtopo upmopsl vo  yohopovel 1060 Pobdid, 660 Kot

YPNOUOTOLDOVTAG TG 16 OpAdES HudV.

Kiegiote To péTI0 KO EQUPUOCTE TNV SLOPPAYNOTIKY] AVATVOT].

Opdodeg poav M£60d0¢ YOAAP®OTC
1. Kvpiapyo yépt (oAdKANpO) Tevidote TO0TOYPOVA OAOVS TOVG LHEC TOV YEPLOV

oo (maAdun, Ppayiova, UmpdTco): c@i&te 1
ypob1d cog Kol omPpMOETE TOV OYKAOVO TPOG TO.
KOT®, TPOS TNV KAPEKAX 1] TO GTPOLLOL.

Kpotnore v éviaon yio. 5 - 7 sec. Xodopwote.

2. To GAlo yépt (0AOKANPO). Onwg 1o 1.

Kpatnore v évraon yio. 5 - 7 sec. Xalopwote.

3. [Ipdécwmo (0AOKANPO). Tevidote TavTOHYPOVA OAOVS TOVS PVES TOV TPOSHTOV
O0G: «ONKMGTEN TO PPV 560G 650 YnAdTEpa Yiveral, opifte Ta pdtia cag 6o yivetal, {apmote )
potn cog, opite Ta d6vTIa oag Kot TpafnEte TG AKPEG TOL OTOUATOS GOG TPOG T, TIG® GE VA £VIOVO
YOLOYENO.

Kpatnote v évraon yio 5 - 7 sec. Xoropwote.
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4. Aopog

Kpatiore v évioon yio

5. 2m00¢, dpot, TAATN Kot KOALd.

Tevtdote TavTOHYPOVA OAOVG TOVE HDEG TOV AGLLOV
ooag, oav vo Bélate va avoifete kal vo KAeioete
TOVTOYPOVA, TO GOYOVL GOC.

5 -7 sec. Xalapaaorte.

Tevidote  tovtdypove  OAOVG  TOLG  MOEG
maipvovtoag wo Pabid avaoo Kol KpoT®dVIOS T,
Tpofdvtag mPog To WOW® TIG TAATEG GOG KOl
méLovTog Tovg pPOEG NG KOWMAG oG, ooV V.
npoonabeite TavtoOXpova vo TpoPnEete TPoc Ta
€€ Kot TNV 1810 oTLYU TPOG TOL LEGO TO GTOLAYL

oG,

Kpatnote v évraon yio 5 - 7 sec. Xalapwote.

6. Kvpiopyo 661 (0AOKANpO).

Tevtdote TavTOYPOVE OAOVG TOVG LHES TOV TOSL0V
oag (Unpog, yauma, TEALM): oNKOCTE TO TOOL GOG
eloepd amd 10 3AmEdO, TEVIDGTE KOl 1G1D0TE TO
OO, TEVIMOTE TO SAKTVAO UTPOCTE KOl YUPIoTE

TO TWEALLOL TPOG TOL LEGL.

Kpotnote v éviaon yio. 5 - 7 sec. Xolopwaote..

7. AALo TOOL (OAOKANPO).

Onwg 10 6.

Kpotnote v évtaon yio. 5 - 7 sec. Xodapwaore.
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Mepikad televtaia Aoyra

Méypt TOpa €xete OmMOKTNOEL MOAAEG KaVOTNTEG Yoo Vo o Pydlete mépa pe Tto

TpOPANUO TOV TOVOV, 0ALG B Tpémel va. cuveyicete TV poomdbela Yo T dotpnon

TOV OEI0TNTOV AVTOV.

O 7o amoTEAEGCUATIKOS TPOTOG Eval va ocvveyiocete Ty edoknaon.

Xpnowa Bo cag eavovv kot To akoiovda:

o) AQlepMOTE KATOLEG OTIYUEG KAOE PEPA GE TPAYUOTIKT YOAAPOGT] KO OLVONVYY].

B) Ka&vte 660 mo ToAAG EVYEPIGTO TPAYLLOTO UTOPELTE.

Y) Mnv agnvete 10 6Tpeg Vo 60 KOTOKAL EL. Avtidpdote cOpemva pe ta 6ca
&yovpe ovintnoet.

d) OpyavmdoTe TOV €0VTO GOG, TO YPOVO GOG KOl TIG VITOXPEDCELS GOG GTO OTITL, GTN
OOVAELA, OTIG TPOCMOTIKESG KOl KOWVMVIKES OYECELG.

otT) Amo@vyete vo Kovpaleote mhpo mOAL T/kow va Eemepvate to. OpLdl GOG.
Avayvopiote 0Tt £(eT€ KATOM OPLOL KOl CTOUOTIOTE EYKALPOL.

) Mnv amopebyete 6o @oPdote. AVIIHETONIOTE TO KOL XPNOUYLOTOMOTE OGA
pdbare.

n) Ouunbeite va avayvopilete To emtedypotd cog Kot vo emPpafevete Tov €00TO
oG,

0) Zyedidote To HEALOV KOl aTEVIOTE TO e a161000E 0.

1) Mn dwotdoete va {ntoete fondeta amd kdmolov mov vouilete 4Tl pmopel va cog

Bonbnoet 1 and kdmolov £101K0.
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Acknon yia 1o omitt

Hpeporoyro Xarapoong

Mo kéBe nuépa cuumANpOoTE: (0) TOV APBO TOV ACKNGEDMV VEVPOUVIKNG XOAGP®OONG TOV
wpaypotonomoote, () to cuvolkd ypoévo mov dwwbécate yio kdbe Sadikacio yordpmong ot
Aemtd g dpoc, (Y) to Pabud évtaonc mov siyate mpwv MV YoAdpworn, Kabmg kol To Padud
£VTOONG TOV EMTOYOTE UETE TO TEPQG TNG dladikaciog yardpmong, omd 1o 0 wg to 10, 6tav: 0 =
eEoupeTika peydin évraon ko 10 = mjpng yorapwon xoi, () OmMolEC TAPUTNPNOELS EYETE
OYETIKG LLE TIG OLOKNOELG XOUAAPMONG KOL TNV EMTVYIN TNG.

[Ipoomabnote vo. LUTANPOVETE TO NUEPOLOYIO OUECHOC LETA A KAOE AloKno.

ApiBuoe BoOpog BoOpog
; Awapkelo kGBe | gvraonc mpwy | éviaong petd .
Huepounvia | aoxficenv A ne p ne | [Mopatnprocelg
LOAGPOOTC XOAAPOONG | v Yahdpwon | v xaAdpwon
(0 - 10) (0-10)
In: Aemtd In: In:
2n: AemTA 2n: 2n:
3n: AemTA 3n: 3n:
In: Aemtd In: In:
2n: AEmTA 2n: 2n:
3n: AEmTA 3n: 3n:
In: AemTd In: In:
2n: AemTd 2n: 2n:
3n: AemTA 3n: 3n:
In: AemTd In: In:
2n: AEmTA 2n: 2n:
3n: Aemtd 3n: 3n:
In: AemTd In: In:
2n: AETTA 2n: 2n:
3n: Aemtd 3n: 3n:
In: Aemtd In: In:
2n: AETTA 2n: 2n:
3n: Aemtd 3n: 3n:
In: AemTA In: In:
2n: AemTA 2n: 2n:
3n: Aemtd 3n: 3n:

269




Hpegpoiéyro Iévov

Acknon yia 1o omitt

[Mopakalodpe, copTANPOOTE, Yio kKdbe pépa g efdonddag, TV £vTaon Tov TOVOL Tov VIMDETE,

aALAG KO TNV TEPLOYN TOV TTOVOL (LOVOAEKTIKG) O TEGGEPLS YPOVIKEG OTIYUEG: TO TPWI, TO

HECNUEPL, TO ATAYEL O KOt Alyo tptv kounOeite To Bpddv.*

Mnyv Eeyvate va GUUTANPOVETE TO KAOE TETPAY®OVO TNV OVTIGTOLYN YPOVIKY| OTIyUn. Mnv 10

avaPAAreTe Yo apydTEPQ 1 YO TV GAAN MUEPQL.

8:00 - 9:00 m.p.,
[Teproym movoL

1:00 - 2:00 p.p.,
ITeproyn movVoL

7:00 - 8:00 p.p.,
[Teproym moVOL

[pw ™ Bpadvi
KoTdKAlon,
[Teproym movov

[Mopatnpnoelg

AEYTEPA

TPITH

TETAPTH

ITEMIITH

[TAPAZKEYH

~ABBATO

KYPIAKH

* ToumAnpdote kabe TETPAY®VO pe TOV avtioTotyo apBud mov deiyvel v €viacn tov ToVov,

oTav:

0 = Kaf6rov wovoc.

10 = [ToAV NYT0g TOVOG: YIVETAL GUVELINTOS LOVO OTAV GTPEPETE TNV
TPOCOYI] 60G G° QVTOV

25 ="Hmog TOvog: NTOPEITE VA TOV 0YVON|CETE

50 = Métprog mévog: 0 movog givar arsOnTiég

75 = Lofapog Tévog pe SVGKOAIN 6T GLYKEVTIPMOGT KOl 0.OVVANIN
EKTELEGTNG OVGKOLMV 1] GOPAPOV EPYACLOV
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100 = E€mipetikd cofapoc mévos: mAfpng advvapio eKTéleong
0010V TOTE £PYOV

Mmnopeite va ypnoiponomoete 6moto Pabud Bérete peta&y 1 — 100, dote va meprypdyete

KaAvTEPA TO Pabpd Tov TOVOL TOL VidOETE.
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APPENDIX 6

Results of a series of One-Way Repeated Measures ANOVA with Intent-to-treat Analysis (ITT):
Primary Treatment Outcomes
Brief Pain Inventory Scale

There was no significant interaction of group (ALGEApp, control) by time (pre-treatment, post-
treatment), Wilks Lambda=.99, F(1,62)=.38, p=.54 np2 =.01. There was a significant main effect of time,
Wilks Lambda =.79, F(1,62)=16.47, p<.001, npz =.18. There was no significant main effect of group,
F(1,62)=.70, p=41 n,’=.01.
World Health Organisation Quality of Life Questionnaire

There was no significant interaction of group (ALGEApp, control) by time (pre-treatment, post-
treatment), Wilks Lambda=1.00, F(1,62)=.18, p=.67 np2=.00. There was a significant main effect of time,
Wilks Lambda=.84, F(1,62)=12.10, p< .01 np2 =.0.16. There was no significant main effect of group,
F(1,62) = 1.12, p=29, n,’=.02.
Process Outcomes
Psychological Inflexibility in Pain Scale

There was no significant interaction of group (ALGEApp, control) by time (pre-treatment, post-
treatment), Wilks Lambda=.98, F(1,62)=1.09, p=.30 np2=.02. There was a significant main effect of
time, Wilks Lambda=.76, F(1,62)=19.67, p<.001 np2=.24. There was no significant main effect of group,
F(1,62)=.01, p=.93, n,’=.00.
Psychological Inflexibility in Pain: Avoidance subscale

There was no significant interaction of group (ALGEApp, control) by time (pre-treatment, post-
treatment), Wilks Lambda=.99, F(1,62)=.527, p=.471 np2=.01. There was a significant main effect of
time, Wilks Lambda=.79, F(1,62)=7.85, p<.001 np2=.21. There was no significant main effect of group,
F(1,62)=.00, p=.98 1,°=.00.

Psychological Inflexibility in Pain: Fusion subscale



There was no significant interaction of group (ALGEApp, control) by time (pre-treatment, post-
treatment), Wilks Lambda=.97, F(1,62)=1.99, p=.16 np2=.03. There was a significant main effect of
time, Wilks Lambda= .78, F(1,62)=.17.07, p<.001, np2 =.21. There was no significant main effect of
group, F(1,62)=.08, p=.79 1,’=.00.

Chronic Pain Acceptance Questionnaire

There was a significant interaction of group (ALGEApp, control) by time (pre-treatment, post-
treatment), Wilks Lambda=.94, F(1,62)=4.27, p=.04 np2=.06. There was a significant main effect of
time, Wilks Lambda=.75, F(1,62)=20.32, p<.001 np2=.25. There was no significant main effect of group,
F(1,62)=.28, p=.60, n,”=.00.

Chronic Pain Acceptance Questionnaire: Willingness subscale

There was a significant interaction of group (ALGEApp, control) by time (pre-treatment, post-
treatment), Wilks Lambda=.94, F(1,62)= 3.94, p=.05 np2=.06. There was a significant main effect of
time, Wilks Lambda=.93, F(1,62)=17.92, p<.001 np2=.22. There was no significant main effect of group,
F(1,62) = .05, p=.82, n,"=.00.

Chronic Pain Acceptance Questionnaire: Activity Engagement subscale

There was no significant interaction of group (ALGEApp, control) by time (pre-treatment, post-
treatment), Wilks Lambda=.98, F(1,62)=1.34, p=.25 np2=.02. There was a significant main effect of time,
Wilks Lambda=.90, F(1,62)=7.02, p<.05 np2=. 10. There was no significant main effect of group,
F(1,62)=.46, p=.50, ,’=.01.

Secondary Treatment Outcomes
Hospital Anxiety and Depression Scale

No Significant interaction of group (ALGEApp, control) by time (pre-treatment, post-treatment),
Wilks Lambda=1.00, F(1,62)=.18, p=.67, np2=.00. There was no significant main effect of time, Wilks
Lambda=.85, F(1,62)= 11.29, p<.01, n’=.15. There was no significant main effect of group,
F(1,62)=3.55, p=.06 1," =.054.

Hospital Anxiety and Depression Scale: Anxiety Subscale



There was no significant of group (ALGEApp, control) by time (pre-treatment, post-treatment),
Wilks Lambda=.98, F(1,62)=1.04, p=.31, np2 =.02. There was a significant main effect of time, Wilks
Lambda=.96, F(1,62)=8.08, p< .01 n2=.12. There was no significant main effect of group, F(1,62)=3.02,
p=.09, n,°=.05.
Hospital Anxiety and Depression Scale: Depression Subscale

No Significant interaction of group (ALGEApp, control) by time (pre-treatment, post-treatment),
Wilks Lambda=1.00, F(1,62)=.09, p=.76, np2=.00. There was a significant main effect of time, Wilks
Lambda=.87, F(1,62)=9.37, p<.01, np2 =.13. There was no significant main effect of group, F(1,62)=2.8,
p=.101," =.04.
Client Satisfaction Questionnaire
There was no significant interaction of group (ALGEApp, control) by time (pre-treatment, post-
treatment), Wilks Lambda=1.00, F(1,61)= .02, p=.88, np2 =.000. There was a significant main effect of
time, Wilks Lambda=.73, F(1,61) = 22.10, p<.001 np2=.27. There was no significant main effect of

Group, F(1,61) =.51, p=.48 n,’=.01.
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Figure 1. Diagram summarising dimensions and recommendations for improving
engagement and adherence of chronic illness sufferers in digital interventions





