PARENTAL ACCEPTANCE-REJECTION, SELF-ESTEEM AND
PSYCHOLOGICAL ADJUSTMENT:
CHILDREN WITH LEARNING DISABILITIES AS COMPARED TO CHILDREN
WITH INSULIN DEPENDENT DIABETES MELLITUS

A THESIS SUBMITTED TO
THE GRADUATE SCHOOL OF SOCIAL SCIENCES
OF
MIDDLE EAST TECHNICAL UNIVERSITY

BY

AYLIN ILDEN KOCKAR

IN PARTIAL FULFILLMENT OF THE REQUIREMENTS
FOR
THE DEGREE OF DOCTOR OF PHILOSOPHY
IN
PSYCHOLOGY

JULY 2006



Approval of the Graduate School of Social Sciences

Prof. Dr. Sencer Ayata
Director

I certify that this thesis satisfies all the requirements as a thesis for the degree of

Doctor of Philosophy.

Prof. Dr. Nebi Stimer
Head of Department

This is to certify that we have read this thesis and that in our opinion it is fully
adequate, in scope and quality, as a thesis for the degree of Doctor of Philosophy.

Examining Committee Members

Prof. Dr. Ferhunde Oktem
Assoc. Prof. Dr. Tiilin Gen¢oz
Prof. Dr. Selahattin Senol
Assoc. Prof. Dr. Faruk Geng¢6z
Assoc. Prof. Dr. Belgin Ayvasik

(HU, CPSYCH)
(METU, PSY)
(GU, CPSYCH)
(METU, PSY)
(METU, PSY)

Assoc. Prof. Dr. Tiilin Geng6z
Supervisor




I hereby declare that all information in this document has been obtained and
presented in accordance with academic rules and ethical conduct. I also declare
that, as required by these rules and conduct, I have fully cited and referenced
all material and results that are not original to this work.

Name, Surname: Z. Aylin ilden Kockar

Signature:

iii



ABSTRACT

PARENTAL ACCEPTANCE-REJECTION, SELF-ESTEEM AND
PSYCHOLOGICAL ADJUSTMENT:
CHILDREN WITH LEARNING DISABILITIES AS COMPARED TO

CHILDREN WITH INSULIN DEPENDENT DIABETES MELLITUS

Ilden Kockar, Zekavet Aylin
Ph.D., Department of Psychology

Supervisor: Assoc. Prof. Dr. Tiilin Genc¢oz

July 2006, 216 pages

This study aimed to investigate the psychological adjustment of children
with learning disabilities (LD); to examine the group and gender differences of the
psychological adjustment between children with LD and diabetes; and to investigate
group differences in the way mothers experience having children with LD and
diabetes in terms of their adjustment levels. In order to test the above aims, 2
(Gender) x 2 (Diagnosis) ANCOVA’s were conducted to evaluate the diagnosis and
gender differences on the psychological adjustment levels of children, separately.

Significant diagnosis main effects were found for all of the study variables,

v



indicating that children with a learning disability had worse psychological
adjustment compared to children with diabetes. Regression analyses were conducted
in order to find out the variables associated with the symptoms of depression and
anxiety for children with learning disabilities and diabetes groups, separately.
Separate regression analyses were run to examine the mediator role of self-esteem
between parental rejection and learned helplessness and depression in children with
LD. In order to evaluate the diagnosis differences (LD, diabetes) on the
psychological adjustment levels of mothers ANCOVA’s were conducted.
Significant diagnosis main effects were found for all of the study variables regarding
mothers, indicating that mothers of children with a learning disability had worse
psychological adjustment compared to mothers of children with diabetes. The results
were discussed in terms of the treatment needs of children with LD, helping parents
and children cope with LD, and the importance of early identification of these

children for the prevention of psychosocial problems.

Keywords: psychological adjustment, learning disabilities, diabetes



0z
EBEVEYN KABUL VE REDDI, BENLIK SAYGISI VE
PSIKOLOJIK UYUM: OGRENME GUCLUGU OLAN COCUKLARLA

DIYABETIK COCUKLARIN KARSILASTIRILMASI

[lden Kockar, Zekavet Aylin
Doktora, Psikoloji Boliimii

Tez Yoneticisi: Dog. Dr. Tiilin Gencoz

Temmuz 2006, 216 sayfa

Bu calismada 6grenme gii¢liigii olan ¢ocuklarin psikolojik uyumu; 6grenme giicliigii
ve diabetli ¢ocuklarin psikolojik uyumlar1 ile ilgili gruplar arasi ve cinsiyet
farkliliklar;; ve bu cocuklarin annelerinin psikolojik uyum diizeylerinin
karslastirllmast  amacglanmistir.  Cocuklarin ~ psikolojik  uyum  diizeylerini
degerlendirmek amaciyla, 2 (Cinsiyet) x 2 (Tan1) varyans analizi uygulanmustir.
Arastirma degiskenleri ile ilgili anlamli temel etkiler bulunmustur. Buna gore
O0grenme giicliigii olan ¢ocuklarin diabetli cocuklara gore daha fazla psikolojik uyum
sorunu oldugu belirlenmistir. Ayrica Ogrenme giicliigli ve diabetli ¢ocuklarin

depresyon ve kaygi diizeylerini belirlemek amaciyla iki farkli regresyon analizi

vi



uygulanmistir. Benlik saygisinin aile reddi ile depresyon ve 6grenilmis caresizlik ve
depresyon arasindaki rollerini incelemek amaciyla iki farkli regresyon analizi
gerceklestirilmistir. Annelerin psikolojik uyum diizeylerinin iki grup arasi
farkliliklarin1 géormek amaciyla tek yonlii varyans analizi uygulanmistir. Arastirma
degiskenleri Arastirilan degiskenlerle ilgili anlamli temel etkiler bulunmustur. Buna
gore, Ogrenme giicliiii’ne sahip c¢ocuklarin annelerinin diabetli annelere gore
psikolojik uyumlar ile ilgli daha fazla sorun yasadiklar1 belirlenmistir. Bulgular
O0grenme giicliigii olan cocuklarin tedavi ihtiyaclari, aile ve c¢ocuklara 6grenme
giicliigi ile bas etme becerileri kazandirma ve bu c¢ocuklarda ortaya c¢ikan
psikososyal sorunlar1 6nleme amaciyla erken tan1 konulmasinin 6nemi cercevesinde

tartisilmastir.

Anahtar Kelimeler: psikolojik uyum, 6grenme giicliigii, diyabet
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CHAPTER 1

INTRODUCTION

Learning disabilities (LD) occur in 5 to 10 % of the population
(Kronenberger & Dunn 2003). In Turkey, 10-20 % of school children are diagnosed
with LD (Erden, Kurdoglu, Uslu, 2002). They include reading disorder (dyslexia),
developmental arithmetic disorder (dyscalculia), disorders of written expression
(dysgraphia), and nonverbal learning disorders. Dyslexia is the most common
problem, constituting about half of all learning disabilities (Kronenberger & Dunn
2003). Learning disorders are among the most common problems that a clinician is
likely to encounter (AACAP Official Action, 1998). Many of the children who are
referred for evaluation due to behavioral difficulties in school or homework
completion have unrecognized learning difficulties (Little, 1993; Pearl & Bryan,
1994). These children may also be referred for emotional or behavioral problems
associated with these disorders. Performance anxiety, poor peer relationships, family
conflicts, and decreased self-esteem are common in children with learning disorders.
Some children’s parents and teachers may not recognize the importance of the
learning disability in the child’s life in terms of emotional or behavioral problems.
Usually, these problems present themselves as the child matures, and academic tasks

and peer relationships become more important.



Learning disorders may often be unrecognized until children present
problems such as school refusal or develop somatic symptoms such as headaches or
stomachaches. If undiagnosed and untreated, these problems tend to increase until
children with learning disorders dislike school, refuse to do homework, or has
continuous arguments with his/her parents regarding the completion of schoolwork.
Thus, these children are faced with a multitude of problems from school difficulties
to problems with parents and peers. School difficulties along with constant academic
failures and difficulties in peer relationships lead to different emotional problems for
the child.

Recent research concerned with the effects of learning difficulties on the
personal, social, and emotional development of children has shown a new direction
in psychological research (Margerison, 1996). Since children with learning
disabilities experience academic failure frequently, research with these children has
shown interest to the extent to which these children feel about themselves. Thus,
some research has shown that having a learning difficulty can adversely affect self-
concept and self-esteem as well as children’s adjustment (Humphrey, 2002).
Research in the area of self-concept and adjustment is still inconclusive. This study
aims to find out the links between parental acceptance-rejection, self-esteem, and
psychological adjustment in children with learning disabilities.

1.1 The Construct of Parental Acceptance-Rejection
Parental-acceptance rejection is the warmth dimension of parenting. Parental

warmth has two ends, with acceptance on one end and rejection on the other. Every



individual can be placed on some point in this continuum since everyone receives
more or less warmth from their parents.

Parental love and affection is expressed in two major ways: physical and
verbal. Warmth can be shown through kissing, fondling, caressing, smiling, hugging
and the like physically. Expressions of verbal warmth may be saying nice things,
complimenting or praising.

Rejection in parental acceptance rejection theory is defined as absence or
withdrawal of acceptance (Rohner, 1986). In the theory, rejection takes three forms:
hostility-aggression, indifference-neglect, and undifferentiated rejection. Hostility
refers to the internal feelings of resentment and anger toward the child and it may be
shown behaviorally in forms of verbal and physical aggression. Aggression refers to
behaviors that are meant to hurting another person physically or psychologically.

Indifference, on the other hand, is not showing concern for the child. For
example physical or psychological non-availability of the parent may be seen as
emotional unresponsiveness or failing to attend the physical needs of the child.

Undifferentiated rejection refers to the child’s feelings of rejection without
naming parental behavior as neglect or aggression, but rather points to the child’s
global feelings of being unloved (Rohner, 1986).

Parental-acceptance rejection of children has been extensively studied in
developmental psychology (Rohner, 1986). The Parental Acceptance Rejection
Theory (PART) gives the central importance to parental acceptance (or warmth) as a
factor in parent-child interaction. According to PARTheory’s personality sub-theory

warmth and affection from the most significant people (parents) in the child’s



environment is an important psychological need of the children. If this need is
unfulfilled it can lead to problems in the personality development of children.

According to parental acceptance rejection theory, the psychological
adjustment of children varies directly with their experience of parental acceptance
rejection. PARTheory’s personality sub-theory postulates that seven personality
dispositions among children vary with their experience of childhood parental
rejection (Khaleque & Rohner, 2002). These dispositions are (1) hostility,
aggression or problems with the management of these; (2) dependence or defensive
independence; (3) impaired self-esteem; (4) impaired self-adequacy; (5) emotional
unresponsiveness; (6) emotional instability, (7) negative worldview. These
dispositions vary in a linear way with differing degrees of parental acceptance and
rejection (Khaleque & Rohner, 2002).

Meta-analysis assessing perceived parental acceptance-rejection is associated
with psychological maladjustment among children regardless of differences in
gender, race, geography, language or culture (Khaleque & Rohner, 2002). Also, the
association between perceived acceptance-rejection and psychological adjustment
was found to be stronger among youths since youth is still a time when they can be
influenced by parents love (Khaleque & Rohner, 2002). Studies attempting to
identify risk factors for the development of low self-esteem have generally focused
on parenting. Parenting has been implicated as a risk factor for the development of
childhood low self-esteem (Rohner, 1986). Results from studies also suggest that

low self-esteem is predictive of a later depressive episode.



Parental acceptance rejection has been studied with populations of disabled
children, such as mental or physical handicaps (Taylor, 1998; Zafar Afaq, 2002) yet
studies with children who have learning disabilities are almost non-existent.

1.2 Learned Helplessness

Another issue that has not been thoroughly studied with children who have
learning disabilities is the concept of learned helplessness. Doing well at school is
highly valued among parents, peers, and the society in general. Thus the negative
value of academic failure cannot easily be minimized. Repeated academic failures
may result in self-protective strategies, maladaptive motivational styles such as
helplessness and psychological maladjustment (Valas, 2001a).

The original (Seligman, 1975) and the reformulated theory of learned
helplessness (Abramson, Seligman, & Teasdale, 1978) focus on cognitive processes.
The formulation of “learned helplessness™ indicates that helplessness is not inherent
but learned (Seligman, 1975). In the reformulated theory, cognition was refined in
the form of attributions (Abramson, Seligman, & Teasdale, 1978). Most people are
faced with negative stressful events that can have a major impact on the course and
direction of their lives. The way people cognitively formulate explanations for
negative events may shape their attributional style for future events. Learned
helplessness is a reaction of giving up — a quitting response that comes from the
belief that whatever you do does not matter. Attributional style is the way people
usually explain why events happen. Attributional style is the modulator of learned
helplessness (Seligman, 1990). It is the cognitive personality variable that reflects

the usual manner in which people explain the bad events that happen to them. There



are three dimensions of interest: internality-externality, stability-instability,
globality-specifity. An internal cause points to something about the self (it’s me),
whereas an external cause points to the environment, other people, or circumstances
(it’s the size of the class). A stable cause is related to a long-lasting factor (it’s never
going to go away), whereas an unstable cause is transient (it was a one time thing).
A global cause, on the other hand, affects a wide domain of activities (it’s going to
affect everything I do), whereas a specific cause is circumscribed (it has no effect on
my everyday life). Thus in the reformulated helplessness theory, the three
dimensions of attributions of negative life events that were focused upon were:
internal-external, stable-unstable, and global-specific. Internal attributions explain
causes of negative events in self-referent terms, whereas external attributions assign
causes to factors outside the self. Internal and external attributions may also be
stable or unstable. Stable attributions explain causes of negative events in terms of
permanent factors. Unstable attributions, on the other hand, explain events in terms
of temporary factors. Internal and external attributions whether they are stable and
unstable are divided into global and specific attributions. Global attributions explain
the causes of negative events in pervasive terms and include many situations,
whereas specific attributions explain events in limited, context-specific terms. For
example when failure in Turkish literature lessons is explained by lack of literature
ability, the cause is internal and stable; when the failure is explained by lack of
effort, the cause is internal and unstable. A positive attributional style attributes
negative events to external, unstable and specific causes. A negative attributional

style attributes negative events to internal, stable, and global causes. When people



face frustration and failure, and also have a negative attributional style they may
behave in a fatalistic and passive manner (Peterson & Barrett, 1987). The theory
also proposes that there is a distinction between personal and universal helplessness
(Valas, 2001a). Personal helplessness happens when a person expects that the
outcome is not contingent upon a response in his/her repertoire, but in the response
of a relevant other. Universal helplessness, on the other hand, happens when a
person expects the outcome to be contingent on neither his nor some relevant others’
response repertoire. The reformulated theory hypothesizes that in personal
helplessness lowered self-esteem may occur (Abramson, Seligman, & Teasdale,
1978). The theory also hypothesizes that individuals who attribute negative events to
internal, stable, and global causes are more disposed towards depression compared
to those individuals who make external, unstable, and specific attributions to these
events (Metalsky et al, 1982, 1987). The generality of the depressive deficits will
depend on the globality, whereas the chronicity will depend on the stability of the
attributions of helplessness (Abramson et al., 1978). Whether self-esteem is lowered
depends on the internality of the attribution for helplessness.
1.2.1 Learned Helplessness in Children with Learning Disabilities

The ways children respond to failure are mediated by their beliefs (Dweck &
Repucci, 1973). When children believe that their failures are caused by factors under
their control (such as blaming their lack of effort) they tend to persist in order to
master tasks, even though their initial efforts brought them failure. On the other
hand, when children believe that their failures are beyond their control (such as

blaming their lack of ability) they will be likely to give up quickly when faced with



difficult tasks. This response pattern has been named “learned helplessness” (Dweck
& Repucci, 1973). Children with learned helplessness tend to attribute failure to
external factors rather than effort, and show decreased performance following
failure (Licht & Dweck, 1984). Diener and Dweck (1978, 1980) found that helpless
children evaluate themselves less positively following failure, make ability
attributions to failure and persist less often compared to mastery-oriented children.

Research findings have shown that past academic achievement influences the
pattern of attributions. Thus, children who have a history of poor performance are
more likely to attribute failure to low ability (Diener & Dweck, 1978, 1980). Past
academic performance may also affect attributional patterns indirectly through the
mediation of self-concept, attributing failure to lack of ability after repeated failures
(Marsh, 1984). According to helplessness theory, if the failures are attributed to
internal and stable factors (e.g., ability) these experiences involve expectations of
independence between effort and results (Abramson et al., 1978). Thus, these
expectations may give rise to symptoms of personal helplessness, leading to lowered
self-esteem and increased depressive tendencies.

Students with LD may experience too much failure and set-backs in a
difficult education system. The nature of the disabilities is in direct conflict with the
educational process. Students with LD are likely to experience a non-contingency
between response and outcome through repeated failures in spite of increased effort.
Failure in this sense refers to not receiving a grade equivalent to the effort they put
in. Students with LD must put in more time and energy to achieve the same results

as students who do not have LD. When students with LD experience the non-



contingency between effort and performance, learned helplessness may follow.

The reformulated learned helplessness model predicts that if students with
LD attribute failure to internal, stable and global causes, they may experience
learned helplessness. In an academic setting, students with educational difficulties
can experience differences in performance or in the amount of effort needed for
similar performance compared to peers. This comparison could lead to personal
helplessness which may be lead to a belief that, relief from an aversive event is not
within their own repertoire but is controllable by relevant others. While their
classmates are succeeding, these students struggle in classes, thus, they may
experience internalized helplessness. If the student’s attributions for failure are
stable and global the learned helplessness will transfer to other classes and
situations.

The issue of learned helplessness has not been studied well with child
psychiatric populations. There are a few studies on the learned helplessness response
style of children with Attention-Deficit/ Hyperactivity Disorder (ADHD). Milich
and Okazaki (1991) studied learned helplessness among ADHD boys and found that
these boys exhibit behaviors consistent with a helpless response style when
confronted with failure experiences. Yet their results also showed that ADHD boys
had difficulty sustaining effort on tasks whether or not they have had exposure to
insolvable problems. Thus they concluded that classification of mastery-oriented and
helpless response styles may not be applicable to ADHD samples as described by

Diener and Dweck (1978). In another study it was found that ADHD boys were



prone to a learned helplessness response style when faced with failure experiences
(Milich et al., 1991).

Children with LD, due to the nature of their problems, experience frequent
exposure to failure. In the classroom, their difficulties produce academic problems.
Socially they receive negative feedback from their parents, teachers, and peers.
Thus, children who experience repeated exposure to failure are at risk for
developing a learned helplessness response style (Licht et al, 1985) where they
attribute failure to their own lack of ability. This causal attributional style may lead
to decreased effort when difficult tasks are encountered. Thus, children with a
learned helpless response style will be less likely to persist on a task after a failure
experience. Their lack of persistence leads to more failure and reinforces the belief
that the child has related to not being able to solve a problem and produces the
behaviors that confirm this belief (Milich & Okazaki, 1991). Thus, studies
examining the beliefs of learning disabled children suggest that they fit the learned
helpless response pattern (Butkowsky & Willows, 1980; Pearl, 1982; Pearl, Bryan &
Donahue, 1980; Kistner, White, Haskett & Robbins, 1985). It is natural for LD
children to attribute their failures to factors beyond their control after repeated
school failures. Yet it has been suggested that LD children may enter into a self
perpetuating cycle since early school problems lead them to doubt their abilities and
expect failures, and these beliefs and expectations may lead to less persistent
attempts to achieve tasks which then increase the likelihood of continued failures

(Dweck, 1975).
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Although research supports that repeated failures of LD children lead them
to develop helpless beliefs there could also be other explanations for the differences
in the attributions of LD children and non-LD children. Children’s beliefs related to
their academic failures may be influenced by their experiences such as repeated
failures but still they may also be related to the reasoning abilities of children
(Nicholls, 1978, 1979). Thus, as the reasoning abilities of children increase through
developmental changes, the information used to formulate causal attributions and
the relationship between controllable and uncontrollable factors as explanations of
achievement outcomes also change (Kistner et al., 1985; Nicholls, 1978, 1979).

When normally achieving children’s failure attributions are investigated, it is
shown that as age increases the tendency to attribute failures to insufficient effort,
which is a factor within their control, increases (Frieze & Snyder, 1980). If
differences between LD and normally achieving children’s attributions change
through cognitive maturity, then developmental changes in LD children’s
attributions will be similar to normally achieving children’s in the long run. Yet the
learned helplessness hypothesis predicts that LD children will attribute their failures
to uncontrollable factors such as blaming their abilities. In a study to examine this
hypothesis, it was found that LD girls were more likely than normally achieving
children to attribute their failures to insufficient ability which is a factor beyond
their control, regardless of age (Kistner et al., 1985). Also both younger and older
girls with LD emphasized the role of effort in determining their failures less than
normally achieving girls. On the other hand, for LD boys, age-related changes for

their failures were found to be similar to those of normally-achieving children. Thus,
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boys were more likely to attribute their failures to insufficient effort as their age
increased. It was suggested that LD girls may be at greater risk for developing and
maintaining “helpless” beliefs related to the cause of their failures. Developmental
patterns of attributions may differ for boys and girls, thus, gender differences must
also be examined when attributions of children with LD are to be examined yet very
few studies have investigated this possibility. The studies with LD children and their
attributions for success have shown mixed results. In a meta-analysis, it was found
that LD groups attributed success to external factors such as luck and attributed
failure to internal factors such as lack of ability (Kavale & Forness, 1996). On the
other hand in a study about the attributions made in social situations it was found
that children with LD attributed social success to both external and internal factors
whereas social failure was attributed to external factors (Tur-Kaspa & Bryan, 1993).
Thus, issues regarding LD children’s learned helplessness have still not been
investigated thoroughly.
1.3 Psychological Adjustment

The literature shows an association between learning disability and
psychological maladjustment but the direction of this relationship is not clearly
established. One view is that LD is shown as a secondary reaction to a primary
emotional problem (Colbert, Newman, Ney & Young, 1982; Goldstein, Paul, &
SanFilippo-Cohn, 1985). According to this perspective, learning problems are a
result of the child’s unconscious emotional block (Spreen, 1989) or as a reaction to
conflicts with teachers, unrealistic parental demands, or undiagnosed psychiatric

disorders which lead to obstacles in learning (Rourke & Fuerst, 1991). In support of
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this view Goldstein and colleagues (Goldstein et al., 1985), suggest that for some
children with LD, depression is stable and interferes with learning by reducing
cognitive capacity, which leads to poor achievement. Yet by definition, LD cannot
result from serious emotional disturbance, although the two can co-occur (Hammill,
1993). Therefore, these studies that investigate the above hypothesis do not
differentiate academic underachievement from LD as it is defined as a diagnosis in
DSM-IV.

The alternate view points out that repeated academic failures experienced by
a child with LD result in psychosocial maladjustment, including poor interpersonal
relationships, internalizing and externalizing behaviors (Dyson, 2003, Greenham,
1999). As a consequence of school failure, parents, teachers, and peers express
disapproval toward the child, who begins to feel helpless. This leads to further
academic failure and a cycle of pressure and negative feelings that may eventually
lead to social and emotional problems (Bursuck, 1989; La Greca & Stone, 1990;
Valas, 2001b). Emotional factors have included internalizing problems such as
depression, anxiety, low feelings of self-worth, and faulty attributions for success
and failure (Greenham, 1999, Valas, 2001b). Parents and teachers who are not aware
of the concept of LD, typically call these children as “lazy” or ‘“mentally
challenged” and these labels make it harder for children with LD to adjust in school
(Erden, Kurdoglu, & Uslu, 2002). Learning disability is a disorder newly recognized
in Turkey. These children have academic difficulties and feel different, compared to
their peers (Erden, Kurdoglu, Uslu, 2002). These children may also experience

difficulties in their relationships with their parents and teachers. Secondary
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psychological problems may also arise such as depression and anxiety disorders
along with problems in self-esteem. (Fristad, Topolosky, Weller, & Weller, 1992;
Erden, Kurdoglu, & Giindogdu, 1998).
1.3.1 Self-Concept and Self-Esteem in Children with Learning Disabilities
Children with learning disabilities are at risk for social and emotional
difficulties (Grolnick & Ryan, 1990; Dyson, 2003). 24 to 52 percent of children with
LD are reported to have social and emotional difficulties (Bursuck, 1989; La Greca
& Stone, 1990; Rock, Fessler, & Church, 1997). The social and emotional
difficulties of children with LD have led to research on their social development
such as global self-concept, academic self-concept and social competence yet
conflicting findings have been found in these areas (Dyson, 2003; La Greca, &
Stone, 1990). Several studies have shown that children with LD have a low global
self-concept (Ayres, Cooley, & Dunn, 1990; Hiebert, Wong & Hunter, 1982;
Kistner & Osborne, 1987; LaGreca & Stone, 1990; Rogers & Sakolfske, 1985,
Valas, 2001b), yet some studies have also found no differences in self concept
between children with and without LD (Bear, Juvonen & Mclnerney, 1993; Dyson,
2003; Grolnick & Ryan, 1990; Kistner, Haskett, White, & Robbins, 1987; Priel &
Leshem, 1990; Sabornie, 1994). La Greca and Stone (1990) have found that
compared to low achievers and average achievers, children with LD perceived
themselves lower in global self-worth. A recent meta-analysis (Kavale & Forness,
1996) showed that around 70 % of children with LD exhibited negative global self-

concept and low self-esteem. However, in general, research has produced
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inconsistent results on global self-concept of children with LD and thus needs to be
investigated.

Self-esteem can be defined as “a personal judgment of worthiness that is
expressed in the attitudes the individual holds toward himself” (Coopersmith, 1967,
p 4-5). In order to understand what constitutes self-esteem it must be understood in
terms of the assumptions related to it. Firstly, the concept of self-esteem is learned
(Bandura, 1977) and self-perceptions arise mainly in a social context (Coopersmith,
1967). Self perceptions tend to seek stability, consistency, and enhancement
(Rogers, 1951; Maslow, 1954).

Since self-development is a social learning activity, it is not difficult to see
how children with learning difficulties might suffer deficits in this area. Children
with learning difficulties are at an increased risk for being teased and are less likely
to be accepted by their peer group, thus this can be harmful for the developing self.
Also starting from age eight, children’s self-referential statements become
comparative, thus through unrealistic comparisons with their peers and maladaptive
self-referential styles they may develop low levels of self-esteem (Gurney, 1988;
Humphrey, 2002). In a study investigating self-esteem in dyslexia it was found that
children with dyslexia attending mainstream schools had significantly lower levels
of self-esteem in the areas of reading ability, writing ability, spelling ability,
intelligence, English language ability, neatness, popularity, and importance than

their non-learning disabled peers (Humphrey, 2002).
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Researchers have become aware of the contribution of self-esteem on factors
such as motivation, academic achievement, and peer relations, and how having a
learning difficulty can effect these adversely (Humphrey, 2002). Children who
experience problems in learning may develop maladaptive self-referential styles, in
other words, they consistently refer to themselves in a negative way, and thus they
also develop low levels of self-concept and self-esteem (Humphrey, 2002).

School experiences are important to psychological adjustment. Academic
achievement is also an important factor in self-development. Children with learning
disabilities are faced with academic failure and therefore their self-images are at risk
(Valas, 2001b). Clinical observations show that children with learning difficulties
who experience difficulty in most academic areas have been shown to have low
levels of self-esteem compared to peers who do not have learning disabilities
(Bruininks, 1978; Humphrey, 2002; Kistner & Osborne, 1987; La Greca & Stone,
1990; Rosenthal, 1973; Serafica & Harway, 1979; Thomson & Hartley, 1980). In a
meta-analysis of 34 studies comparing self-reported personality characteristics of
children and adolescents with and without learning disabilities, it was found that
students with LD tend to self-report more negatively on factors such as self-esteem,
anxiety, and locus of control compared with other students (Thompson, 1992).
Other studies interested in emotional well-being in children with LD have found that
both boys and girls with LD were more likely to report having skipped school
without a clear reason and more likely to get into trouble in school (Svetaz, Ireland,

& Blum, 2000).
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Elementary school students with LD have been found to show lower self-
esteem than their classmates (Kistner & Osborne, 1987; Rogers, & Saklofske, 1985).
Since studies have typically compared children with LD to their healthy classmates
and peers it may be natural for these children to display lower self-esteem patterns.
Thus one of the aims of the present study is to compare the self-esteem patterns of
LD children with that of another group of children dealing with a chronic disease
(i.e., diabetes).

1.3.2 Depression

Many factors have been associated with depression such as age, sex and self-
esteem. Depression has been reported to increase with age, be higher for girls than
boys, and is inversely associated with self-esteem (Nolen-Hoeksema & Girgus,
1994; Nolen-Hoeksema, Girgus, & Seligman, 1992; Orvaschel, Beeferman, &
Kabacoff, 1997). Attributional style, self-esteem, and helplessness have been
associated with depression in elementary school-aged children (Blumberg & Izard,
1985; Haley, Fine, Marriage, Moretti & Freeman, 1985; Kaslow, Rehm, Siegel,
1984; Kaslow, Tanenbaum, Abramson, Seligman, & Peterson, 1983; Kazdin,
Rodgers, & Colbus). Consistent with research indicating adolescents with LD have
negative self-concepts relative to nondisabled adolescents, it may be true that
adolescents with LD are also at greater risk for depression (Cohen, 1985; Dalley,
Bolocofsky, Alcorn, & Baker, 1992; Heath & Wiener, 1996).

In a study examining depressive symptoms in LD, it was found that a large
percentage of an urban sample of adolescents with LD rated themselves or were

rated by their counselors as having clinically significant levels of depressive
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symptomatology (Howard & Shick Tryon, 2002). These results are similar to those
of Rodriguez and Routh (1989) who found that 61 % of their sample with LD met
criteria for mild depression and 26 % met the cutoff score for severe depression.
Other studies show that a depressive disorder is found in about half of the students
with LD (Brumback & Staton, 1983; Heath, & Wiener, 1996; Huntington, &
Bender, 1993; Palladino, Poli, Masi, & Marcheschi, 2000; Wright-Strawderman, &
Watson, 1992). Some studies have found that mean depression scores for children
and adolescents with LD are significantly higher than those found in both normative
populations (McConaughy & Ritter, 1985; McConaughy et al., 1994; Wright-
Strawderman, & Watson, 1992) and from normally-achieving controls (Rodriguez &
Routh, 1989). These findings have been found to be consistent where different
measures and raters were used in both clinic-referred and school-identified samples
of LD (Greenham, 1999).

When self-report measures, such as the Children’s Depression Inventory
(CDI) and the Beck Depression Inventory (BDI) are administered to children and
adolescents with LD in order to determine the severity of depressive symptoms,
mean CDI or BDI scores of individuals with LD fall within the mild range of
depressive symptoms between 10.6 and 15 for children (Goldstein et al., 1985;
Rodriguez & Routh, 1989; Stevenson & Romney, 1984; Wright-Strawderman &
Watson, 1992). In one of these studies which included a control group, the mean
CDI score of 8-13 year old children with LD did not differ significantly from the
mean of normally achieving children (10.6 to 8.5, respectively) (Rodriguez &

Routh, 1989). The prevalence of moderate to severe depressive symptoms (BDI
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scores greater than 19, CDI scores greater than 13) varies across studies (Greenham,
1999). 10 % of the normative population report scores in the moderate to severe
range. In a few studies, the percentage of children with LD is significantly higher
than that found in the normative population (26-36 %) (Goldstein et al., 1985;
Wright-Strawderman & Watson, 1992). In some studies the percentage of children
and adolescents with moderate to severe depressive symptoms was comparable to
the normative population (14 % and 11 %) (Stevenson & Romney, 1984; Maag &
Reid, 1994). In one study that included a control group there was no significant
difference between LD and non-LD adolescents in terms of severe depression (11
%, 10 %, respectively). In another study, depression was examined in 66 children
with LD compared to 69 children without LD in grades 5-8 (Heath, 1992). Children
with LD were found to be at a significantly greater risk for high (clinically
significant) levels of depression than were the nondisabled comparison students. In a
study that examined the prevalence of LD in a sample of depressed children it was
found that 7 % of children admitted to a psychiatric unit with an initial diagnosis of
depression were also diagnosed with LD (Colbert et al., 1982). This percentage is
similar to the rates of LD in the general population (Greenham, 1999).

In other studies mild symptoms of depression are reported for children with
LD and have been associated with maladaptive attributional styles (Greenham,
1999; Rodriguez & Routh, 1989). The most widely held view of childhood
depression states that children experience depression in the same way as adults
(American Psychiatric Association, 1980). A consensus has emerged in the literature

that depression exists in children, its symptoms picture is phenomenologically
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similar to that seen in adults (such as having similar affective, cognitive, behavioral,
and somatic symptoms) and there may also be some developmentally appropriate
additional symptoms (such as school phobia and enuresis) (Kaslow, Rehm & Siegel,
1984).

Current theoretical models of adult depression stress social-cognitive
variables as important factors in depressive symptomatology (Abramson, Seligman
& Teasdale, 1978; Beck, 1972, 1976). According to Beck (1972) depressive
schemas that result in a negative cognitive triad are seen as causing the depressive
symptom. Depressed individuals have a negative bias in their thinking that leads
them to have a negative view of themselves, their world, and the future. Thus, in this
study the component of low self-esteem of the negative cognitive triad will be
addressed.

Negative social experiences and individuals’ interpretations of these
experiences can be significant predictors of depressive symptoms (Abramson,
Metalsky, & Alloy, 1989). Rejection in the context of an interpersonal relationship
is often conceptualized as a significant stressor that may be associated with the
development, maintenance, or relapse of depressive symptoms (Prinstein & Aikins,
2004). Yet such an association has not been studied extensively in a child
psychiatric population (Gladstone & Kaslow, 1995). Rejection in the context of an
interpersonal relationship such as a mother-child relationship may lead to depressive
symptoms in children as well, thus this association is intended to be studied.

Cognitive vulnerability-stress models, such as the reformulated learned

helplessness / hopelessness model, (Abramson et. al., 1989) suggest that the
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tendency to attribute negative life events to internal, global, and stable causes is
predictive of the onset, maintenance, and relapse of depressive symptoms especially
when this attributional style is combined with the experience of a life stressor
(Abramson et. al., 1989, Hankin, Abramson, & Siler, 2001; Nolen-Hoeksema,
Girgus, & Seligman, 1992). Seligman et al., (1984) found that children between the
ages of 8 and 13 who attributed bad events to internal, stable, and global causes
were more likely to report depressive symptoms than children who attributed these
events to external, unstable, and specific causes. In another study, it was found that
compared to non-depressed children, depressed children were found to have lower
self-esteem, make more depressive attributions, show negative self-evaluation,
lower expectations, and a preference for punishment over reward (Kaslow, Rehm, &
Siegel, 1984).

It might be expected that learning disabled children who are underachieving
at school are candidates for depression. Although it has been pointed out that
learning difficulties in children may lead to depression, this hypothesis has not been
properly verified. In a study comparing 20 learning-disabled children with with 20
non-disabled boys in grades 3-5, it was found that learning disabled children relative
to non-disabled children reported more depressive symptoms and lower expectations
for future academic success (Reidy, 1985).

Thus one of the aims of the present study is to explore this hypothesis by
estimating the prevalence of depression in learning disabled children. It is also the

aim of this study to identify variables that distinguish children with learning
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difficulties who are depressed from their non-depressed counterparts, thus enabling
a further understanding of depressed children with LD.
1.3.3 Anxiety

Recently evidence has been found for increased symptoms of anxiety in
children with LD by self-report ratings, and parent and teacher ratings (Greenham,
1999). Children with LD report significantly higher levels of anxiety levels
compared to normative populations and normally achieving controls (Paget &
Reynolds, 1984; Fisher, Allen & Kose, 1996; Rodriguez & Routh, 1989). But these
scores are below clinically significant levels. In a study comparing 20 learning-
disabled children with with 20 non-disabled boys in grades 3-5, it was found that LD
children who made more internal-stable-global attributions for failure were more
likely to be anxious (Reidy, 1985).

Generally, learning disabled children may have multiple failure experiences
and therefore it may be assumed that they may show higher levels of trait anxiety
(Margalit & Shulman, 1986). In behavior rating scales, parents and teachers report
higher levels of anxious behaviors for children and adolescents with LD as
compared to normative populations and non-LD controls (McConaughy & Ritter,
1985; McConaughy et al., 1994; Maag & Reid, 1994; Rodriguez & Routh, 1989).

Some children with dyslexia respond with increased anxiety, and this is
frequently associated with depression. Girls with dyslexia are much more likely to
manifest anxiety and depression than boys with dyslexia (Willcutt & Pennington,
2000). Somatic complaints were also elevated in this group. This is certainly well

substantiated in clinical practice; it is very common for children with dyslexia to
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develop stomach-aches or other somatic symptoms, which serve to keep them out of
school (Sundheim & Voeller, 2004).

Thus, there is evidence for mildly higher levels of anxiety among children
and adolescents with LD in clinic-referred and school-based samples using different
measures for anxiety. Some studies have found links between anxiety, maladaptive
attribution styles and depression in LD (Rodriguez & Routh, 1989). There is no
study in Turkey yet related to the anxiety levels of children with LD. Therefore, the
anxiety levels of clinic-referred children with LD in Turkey will also be examined in
the present study.

1.4 Children with LD in the Family Context

Research on children with learning disabilities has only recently started to
examine psychological factors that may influence their social development. Family
climate is often related to children’s social and academic adjustment (Margalit &
Heiman, 1986a; 1986b). Interrelations between children with learning disabilities
and their families were found to be reciprocal and circular. In studies investigating
the transactional-ecological model which assumes that children influence and are
influenced by their environment, it was found that parents of children with LD
showed lower levels of personal coherence, more feelings of anxiety, and less
satisfaction with their lives in general (Margalit & Heiman, 1986a; 1986b). Learning
disabilities affect family functioning and this may in return influence children’s
development (Dyson, 2003). In a study regarding children with learning disabilities
and their families, a strong relationship between the presence of LD and family

characteristics was found (Lombana, 1992). Parents of children with LD were found
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to be more concerned with family organization and more anxious, and they
experienced less family cohesiveness as well as less communication about family
problems than parents of non-LD children (Margalit & Heiman, 1988; Morrison &
Zetlin, 1992). Research has also found that families of LD children have more
dependent interpersonal relationships and experience more family conflicts
(Margalit & Almougy, 1991). It has been suggested by Dyson (2003) that family
based psychological resources such as parental stress related with the child’s
disability, family relationship, family’s emphasis on personal growth, and method of
maintaining the family system may influence children with LD. It was suggested
that parental stress is negatively associated with self-concept and positively with
behavioral problems. Also positive family functioning was suggested to be related to
positive development in self-concept and social competence. Thus in her study,
Dyson (2003) found that some aspects of social and behavioral competence in
children with LD are associated with family psychological factors. It was found that
children’s social competence and behavioral problems were related to their parents’
stress about the child’s disability. Those children with LD who were rated to have
less social competence and more behavior problems had parents who showed higher
levels of stress related to their children’s disabilities.

Family psychological resources (family relationship, family’s emphasis on
personal growth, and family’s maintaining of the family system) were also found to
be related to global self-concept, social competence, and behavior problems in
children with LD (Dyson, 2003). Thus the home environment may have different

effects on children with LD. Even if self-concept is not affected by learning
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disabilities, it was found that it had a negative influence on the children’s social
competence. This change in social competence was found to be associated with the
state of parental adjustment to the child’s disability. Thus, the more positive the
parental adjustment, the greater the degree of social competence in children (Dyson,
2003). Thus, in this study parental adjustment to the child’s disability shall be
examined and the effects of this shall be observed.

1.5 Parents of Children with Learning Disabilities

Studies examining the effects of having a child with a learning disability are
rare. Among families with children who have learning disabilities, a tendency
toward a more rigid, and less supportive climate is reported (Margalit & Almougy,
1991). In order to compensate for their children’s academic failures these families
showed an increased need for the members of the family to reach personal
achievements and also reported less opportunities for recreational activities
(Margalit, 1982; Margalit & Heiman, 1986a; 1986b). The family climate had a
tendency toward organization and control and less encouragement for free emotional
expression and independence was emphasized.

Studies in family systems of children with disabilities show that some
parents experience stress and emotional strains as a consequence of the care
demands they are faced with (Daniels-Mohring & Lambie, 1993; Dyson, 1993;
Waggoner & Wilgosh, 1990). In a study by Dyson (1996), quantitative and
qualitative measures of 19 parents and 19 siblings of school-age children with
learning disabilities showed that the parents of LD children experienced greater

stress than did parents of nondisabled children. Furthermore, the families
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experienced adaptational difficulties. Parents may also experience tension in their
relationship with their LD child. It has been shown that some parents experience
frustration on a daily basis as they try to help their children with completing
homework and giving instructions to the child regarding household chores (Donawa,
1995). Having a child with LD may be a source of anxiety for families (Margalit &
Heiman, 1986; Margalit, Raviv & Ankonina, 1992; Toro, Weissberg, Guare, &
Liebenstein, 1990). In a study comparing parents of LD and non-LD children in
terms of perceived stress and burden it was found that parents of LD children
reported higher levels of perceived burden (Lardieri, Blacher, Swanson, 2000).
Thus, compared to typical families, parents of children with LD are at risk for stress
as a consequence of the care demands they face.

Since it has previously been shown that parents of LD children are prone to
higher emotional dysfunctions, it was aimed to compare this population with another
population which is known to have emotional difficulties due to the difficulties in
the care of their child. Thus the diabetes population was chosen as a comparison
group of the study variables.

1.6 Comorbidity in Learning Disorders

Any child who performs poorly in school is likely to develop a negative self-
concept (Black, 1974; McKinney, 1989). It appears that a learning-disabled child is
likely to manifest a pattern of increasing social and academic dysfunction as early as
the first three grades (McKinney, 1989). Special education services were not noted
to remediate the progressive pattern of underachievement even when these services

were initiated as early as first and second grade. Scarborough (1990) suggested that
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children who become dyslexic have an underlying neurocognitive condition that
impedes mastery at each developmental challenge. Thus, children with dyslexia, are
likely to have persistent but changing learning problems and are at increased risk of
psychiatric disorders (Beitchman, & Young, 1997).

ADHD is the psychiatric disorder most often associated with LD
(Kronenberger & Dunn, 2003). This is a bidirectional relationship and holds true if
children with LD are examined for ADHD or children with ADHD examined for LD
(Gilger, Pennington, & DeFries, 1992; Shaywitz, Fletcher, & Shaywitz, 1995;
Willcutt & Pennington, 2000; Semrud-Clikeman, Biederman, Sprich-Buckminster,
Lehman, Faraone, & Norman, 1992). In a study by McKinney, 29% of the children
were identified with attention deficit, 14.3% with conduct problems, and withdrawn
behavior was noted in 11% (1989). Depression is another frequent comorbidity of
dyslexia. Thirty three percent of adolescents with dyslexia and young adults on an
inpatient service were diagnosed as depressed (Cleaver & Whitman, 1998). In
another study, depressed mood was markedly elevated in the poor readers (23%)
compared with those who were not defined as having reading problems (9.6%) in
the first and fourth grade samples, but depressed mood dropped substantially in the
seventh grade subjects (Maughan, Rowe, Loeber, & Stouthamer-Loeber, 2003). The
investigators explored possible factors that might explain the increased vulnerability
to depression, such as a "depressogenic" family environment, the effect of other
comorbid disruptive behavior disorders, or the detrimental effect of depression on

learning. Although all of these factors had minor effects, the most robust effect was
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the association in the first time period between low reading achievement and
depression.
1.7 Children with Diabetes Mellitus

Insulin-dependent diabetes mellitus (IDDM), also known as type 1 diabetes,
is a life-threatening condition and is the third most common chronic illness among
young people (Northam, Todd, & Cameron, 2006). Diabetes can adversely affect
psychosocial functioning, thus potentially affecting the quality of life of the child
and the entire family (Delamater et al., 2001; Northam, Todd, & Cameron, 2006).
Research indicates that type 1 diabetes is a risk factor for the development of
psychiatric disorders in children and adolescents. Recent studies have found IDDM
to be associated to an increased risk of emotional and mental disorder (Lavigne &
Faier-Routman, 1992; Wilkinson, 1987). Many children develop adjustment
problems after the diagnosis of diabetes (Jacobson, Hauser, Wertlieb, Woldsdorf,
Orleans, & Viegra, 1986; Kovacs, Feinberg, Paulauskas, Finkelstein, Pollock, &
Crouse-Novak, 1985). A study of adolescents with diabetes found that one third had
psychiatric disorders, mostly being internalizing symptoms (Blanz, Rensch-
Riemann, Fritz-Sigmund, & Schmidt, 1993); other studies have shown that diabetic
youth have greater rates of depression (Mayou, Peveler, Davies, Mann, & Fairburn,
1991). In a study reported on 88 IDDM patients aged 8 through 14, depression was
found to be the most common mental disorder, found in 24 patients (Kovacs,
Mukerji, Iyengar, & Drash, 1996). Thus, there is evidence that psychological
problems are increased in children with diabetes. It is known that depression, is

known to be increased in children with diabetes (Northam, Todd, & Cameron,
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2006). A 10-year longitudinal study found that nearly half of the study sample had a
psychiatric diagnosis, the most frequent of which was depression (Kovacs,
Goldston, Obrosky, & Bonar, 1997). In a longitudinal, naturalistic design, 92
children from 8 to 13 years old at onset of IDDM were followed from their initial
diagnosis (Kovacs, Goldston, Obrosky, Bonar, 1997). They were repeatedly
assessed and it was found that major depressive, conduct, and generalized anxiety
disorders were the most prevalent problems, and major depression had a
significantly higher estimated rate than each other disorder. Initial maternal
psychopathology increased the risk of psychiatric disorder in the subjects, and
maternal depression was a specific risk factor for depression in the subjects.
Another 10- year longitudinal study found lower self-esteem among young adults
with diabetes (Jacobson, Hauser, Willett, Wolfsdorf, Herman, & de Groot, 1997)
and this was also reported in a review regarding children’s adaptation to IDDM
(Amer, 1999).

Children with chronic diseases may experience higher levels of anxiety
(Vila, Nollet-Clemencon, de Blic, Mouren-Simeoni, & Scheinmann, 2000; Moussa,
Alsaeid, Abdella, Refai, Al-Sheikh, & Gomez, 2005). In a study aimed to
investigate the psychosocial characteristics of Kuwaiti children with type 1 diabetes
as compared to healthy children without diabetes, 349 school children aged 6-18
years with type 1 diabetes, and 409 children without diabetes having comparable
age, gender, and social class were examined (Moussa et al., 2005). Median scores of
anxiety, depression, and total distress were significantly higher in children with

diabetes, indicating worse psychological adjustment. In a study to determine the
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pattern of adjustment of children with diabetes compared to children without
diabetes, it was found that depression, dependency, and withdrawal were
significantly higher in children with diabetes than in their peers (Grey, Cameron,
Lipman, & Thurber, 1995).

In another study designed to examine self-esteem and depression in diabetic
adolescent girls, one hundred nondiabetic girls aged 12-16 and 105 diabetic girls
aged 12-16 were administered the Rosenberg Self-Esteem Scale and the Beck
Depression Inventory. Results indicated no significant difference between diabetic
and nondiabetic girls in self-esteem scores, however, diabetic girls showed
significantly more depression than nondiabetic girls (Sullivan, 1978).

In a study to assess whether nonhospitalized adolescents with chronic
diseases differ from their healthy peers on standardized measurements of depression,
self-esteem, and life events (Seigel, Golden, Gough, Lashley, & Sacker, 1990). The
study group consisted of 80 patients (20 with sickle cell disease, 40 with asthma,
and 20 with diabetes). The control group consisted of 100 adolescents, matched for
age and socioeconomic status, from local schools. All subjects completed a
questionnaire compiled from the Beck Depression Inventory and the Rosenberg
Scale of Self-Esteem. Adolescents with chronic disease had higher depression scores
and lower self-esteem than their healthy age-matched controls. Depression, self-
esteem, and life events did not differ significantly among the three disease groups.
In another study investigating the psychological and social adjustment patterns of
children and adolescents with type 1 diabetes compared with those of a control

sample, it was found that children and adolescents with diabetes showed lower self-
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esteem and poorer self-image than controls (Martinez Chamorro, Lastra Martinez, &
Luzuriaga Tomas, 2001).

In a study in which school-age youth was assessed over the first 6 years of
their insulin-dependent diabetes mellitus (IDDM) to determine self-perceived
psychological adjustment it was found that after the first year of IDDM, subjects
exhibited a mild increase in depressive symptoms (Kovacs, Iyengar, Goldston,
Stewart, Obrosky, & Marsh, 1990). Anxiety decreased for boys but increased for
girls over the duration of IDDM. Self-esteem remained stable regardless of
rehospitalizations or degree of metabolic control. Adjustment of youth after IDDM
onset, as reflected by levels of depression, anxiety, and self-esteem, were predictors
of later adjustment. In general, it was found that children found the implications of
IDDM more upsetting and the regimen more difficult with time. Girls were more
upset by their illness than boys. The degree to which children were upset by the
implications and management of IDDM varied as a function of their anxiety and
depression. Thus, the results show that there is elevated psychiatric morbidity in
samples of young people with IDDM. The morbidity reflects the high incidence of
major depression in adolescence and generalized anxiety disorder in young
adulthood.

In this study, the sample of diabetic children were chosen due to the reason
of previous studies’ findings that LD children report lower self-esteem and higher
depressive and anxiety symptoms compared to their healthy peers. On the other
hand, diabetic children have been found to show increased anxiety, low self-esteem

and depressive symptoms more than healthy children (Swift, Seidman & Stein,
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1967; Close, Davies, Price, & Goodyer, 1986). Thus, the research question in this
study was whether LD children would show more psychological adjustment
problems compared to children with a chronic disease, in this case diabetic children.
1.8 Parents of Children with Diabetes Mellitus

Diabetes imposes considerable demands on children and their families
(Delamater, Jacobson, Anderson, Cox, Fisher, Lustman, et al. 2001). Many mothers
of newly diagnosed children are at risk for adjustment problems with significant
depressive symptoms observed in approximately one third of mothers (Kovacs,
Finkelstein, Feinberg, Crouse-Novak, Paulauskas, & Pollock, 1985). In a study in
which, mothers of children with newly diagnosed insulin-dependent diabetes
mellitus (IDDM) were assessed over a period of 6 years in order to determine the
psychological correlates of managing this chronic illness, it was found that both
maternal depression and overall emotional distress after the 1st year of the IDDM
increased with illness duration (Kovacs, Iyengar, Goldston, Obrosky, Stewart, &
Marsh, 1990). Mothers' adjustment shortly after their children were diagnosed with
IDDM was a strong predictor of their long-term emotional symptomatology.
However, mothers' symptoms over time were not related to medical aspects of
IDDM (i.e., the extent of the children's metabolic control, number of
rehospitalizations, or their compliance with the medical regimen) and were also
unrelated to the levels of depression or anxiety reported by their children. Mothers
found it easier to cope with the IDDM the longer their children had the illness. The
degree to which mothers perceived the IDDM to be bothersome or difficult to

manage was associated with their overall levels of emotional distress. In a study
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examining relationships of children's illness-related functional limitations and 2
maternal psychological resources, self-esteem and efficacy, to symptoms of
psychological distress in children with diverse chronic illnesses, it was found that
functional limitations in the child and lower resources were associated with higher
maternal scores on a psychological symptom scale (Silver, Bauman, & Ireys, 1995).
It was suggested that mothers experienced greater distress when their children had
illness-related functional limitations and maternal efficacy was low.

In a study where differences in strategies used by mothers and fathers (n =
60) in coping with their child's insulin-dependent diabetes mellitus, The Ways of
Coping Questionnaire (WCQ) was administered during a home interview. Results
showed that both parents used planful problem solving, exercised positive
reappraisal, and sought social support frequently, with mothers using more planful
problem-solving strategies than fathers. Within the family, analyses showed that
mothers were more likely to frequently use all the coping strategies when the child
was a girl (Azar & Solomon, 2001). In a current report on pediatric diabetes it was
suggested that anxiety seems to increase and to be more prevalent in girls than in
boys (Schiffrin, 2001).
1.9 Aim of the Study

The literature points out that the links between parental acceptance rejection,
psychological adjustment, learned helplessness, depression, anxiety, and self-esteem
is not clear for children with learning disabilities. Thus, the aims of this study are:

1. To examine the mediator role of self-esteem between parental (acceptance)

rejection and depression in children with LD.
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To examine the mediator role of self-esteem between learned helplessness
and depression in children with LD.

Since it has previously been shown that LD children are prone to higher
emotional dysfunctions, it was aimed to compare this population with
another population which is known to have emotional difficulties due to the
chronicity of their condition. Thus the diabetes population was chosen as a
comparison group of the study variables. Therefore another aim was to
examine the group differences of psychological adjustment between children
with LD and diabetes in terms of self-esteem, depression, anxiety, learned
helplessness, and parental-acceptance-rejection in children with learning
disabilities and diabetes.

To search for gender differences in the psychological adjustment of children
with LD compared to children with diabetes.

To examine group differences in the way mothers experience having children
with learning disabilities and diabetes in terms of their adjustment levels
(depression, anxiety, family functioning, coping, problem solving abilities,
parental burnout).

To examine group differences in the way mothers experience having children
with learning disabilities and diabetes in terms of their expressed levels of

parental acceptance-rejection.
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CHAPTER 11

METHOD

2.1 Subjects

For the study group, 102 children who were referred to the Child Psychiatry
Clinic of Gazi University Hospital with ages ranging through 8-13, and with school
problems were recruited for the study. In order to be accepted as a participant the
children should have received a Learning Disorder (LD) diagnosis by a child
psychiatrist according to the following DSM-IV criteria (American Psychiatric
Association, 1994):

1. Scores on tests of reading, written skills, mathematical ability, or all are below
the level expected, given the person’s chronological age, measured intelligence, and
age-appropriate education.

2. The deficit in criterion 1 significantly interferes with academic achievement or
activities of daily life that require these skills.

3. A sensory deficit was not present.

As for the comparison group, children with diabetes were chosen. 70
children were referred from the Pediatrics Clinic of Gazi University Hospital with
ages ranging through 8-13. For these children to be accepted as participants they had
to have a diagnosis of Diabetes. Also no other psychiatric problem that would

receive a DSM-1V diagnosis had to be present for these children, as well as those
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criteria described above for LD children. Thus they were screened by a child
psychiatrist and a clinical psychologist for any possible psychological problem.
Children with diabetes who received a comorbid DSM-IV diagnoses was not
recruited to the study and referred for help from the Child Psychiatry Clinic of the
Gazi University. All the children’s full scale 1Q scores were assessed by the
Wechsler Intelligence Scale for Children-Revised. Thus, the following inclusion
criteria were used: a) there had to be no evidence of sensory deficits, retardation,
emotional disturbance, or lack of educational opportunities; b) full scale IQ scores
had to be above 90.

For the study group, a battery of tests as well as relevant information from
the child’s teachers and families was collected in order to evaluate Criterion 1. A
child was diagnosed with LD if a criterion of discrepancy between expected and
observed performances was noticed by teachers in scholastic measures and by a
psychologist in tests. The second and third criteria were assessed on the basis of the
information provided by the child’s teachers and families.

Reading and writing scripts were used in order to assess reading and writing
levels. For reading ability reading speed and not being able to read was taken as
measures. For writing skills skipping letters, skipping words, writing backwards,
mixing letters, writing without breaking words, separating phonemes, adding words,
writing the whole word wrong, grammar mistakes, slow writing, and not being able
to write at all dimensions were measured. These dimensions are frequently
measured in studies with children with LD (Erden, Kurdoglu, & Uslu, 2002; Engel,

1997; Houck & Bilingsley, 1989; Korkmazlar, 1992; Lovett, 1987).
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2.1.1 Children with LD

The children were attending grades 3 through 7. There were 34 females (33.3
%) and 68 males (66.7 %) in this group (Table 1). The ages of the children with LD
ranged from 8-13 with a mean of 9.48 and standard deviation of 1.49. 37.3 % of the
children (n = 38) were 8 years old, 17.6 % (n = 18) 9 years, 20.6 % (n = 21) 10
years, 13.7 % (n = 14) were 11 years, 5.9 % (n = 6) were 12 years and 4.9 % (n = 5)
were 13 years old. 38.2 % (n = 39) of the children were attending third grade, 26.5
9% (n = 27) fourth grade, 12.7 % (n = 13) fifth grade, 11.8 % (n = 12) sixth grade,
and 10.8 % (n = 11) were attending seventh grade.

These children with LD diagnoses had a reading, writing, or arithmetic
disorder. Among them, 5.9 % (n = 6) had only reading disorder, 16.7 % (n = 17) had
only writing disorder, 2.9 % (n = 3) had only arithmetic disorder. The group which
had a combination of these disorders constituted 74.5 % (n = 76) of the LD children.

The children who had no siblings at all were only 11.8 % (n = 12) whereas
the rest 88.2 % (n = 90) who had at least one sibling or more. 96 % (n = 98) of the
children were living in households with their core family, whereas only 4 % of the
children were living in extended families.

Some of the children with LD had comorbid disorders. As for these
disorders, 31.4 % (n = 32) had comorbid ADHD, 4.9 % (n = 5) had enuresis, 2 % (n
= 2) had some form of speech disorder, 1 % (n = 1) had an epilectic disorder, and

60.8 % (n = 62) had no comorbid disorder.
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WISC-R scores of these 102 children with LD, were as follows: the mean for
the verbal IQ score (VIQ) was 86.60, with a standard deviation of 11.82; the mean
for the performance 1Q score (PIQ) score was 100.28, with a standard deviation of
12.04; and full IQ score’s (FIQ) mean was 92.74, with a standard deviation of 10.67.
In order to see the pattern of WISC-R subdivision scores, one-way repeated
measures ANOVA was conducted on the 3 division scores of WISC-R. This
analysis showed a significant main effect for WISC-R divisions, (F 2, 202] = 94.96,
p <.001). According to the post-hoc analyses conducted by LSD, all the subdivision
scores namely, VIQ, PIQ, and FIQ scores were significantly different from each
other. Thus, children with LD tend to have higher scores from PIQ than from VIQ
and FIQ, moreover they also tend to have lower scores from VIQ than from FIQ.

In order to see the pattern of WISC-R subtest scores, one-way repeated
measures ANOVA was conducted on the 10 subtest scores of WISC-R. This
analysis showed a significant main effect for WISC-R subtests, (F [9, 909] = 36.77,
p < .001). Results of post-hoc analyses conducted by LSD are provided in Table 1.
According to these results among verbal subtests, children with LD tend to obtain
lowest scores from the Information subtest and highest scores from the Similarities
and Comprehension subtests. As for the performance subtests, in general they tend
to score higher than verbal subtests, and the highest score seems to be obtained from

the Digit Symbol subtest.
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2.1.2 Parents of Children with LD
a. Education

The mean age of mothers of children with LD was 37.86, SD=5.40. The
mean age of fathers of children with LD was 41.29, SD=4.82. The education levels
of the parents are presented in Table 2. 1.4 % of the mothers (n = 1) were literate,
42.9 % (n = 30) were primary school graduates, 2.9 % (n = 2) were high school
graduates, 30 % (n = 21) were lycee graduates, 22.9 % (n = 16) were university or
some 2- year college graduates. On the other hand, 2.9 % (n = 2) were primary
school graduates, 22.9 % (n = 16) were high school graduates, 47.1 % (n = 33) were

lycee graduates, 27.1 % (n = 19) were university or some 2- year college graduates.

Table 1 WISC-R Subtest Scores of Children with Learning Disabilities (n =
102)

Subtest Mean | SD
Information 6.88, 2.13
Similarities 8.99. |4.22
Arithmetic 7.94,, 2.78
Comprehension 932, |2.62
Digit Span 7.66, | 2.06

Picture Completion | 10.474. | 2.15

Picture Arrangement | 10.664. | 3.61

Block Design 9.96.4 | 2.60
Object Assembly 10.75. | 2.11
Digit Symbol 11.51¢ | 3.10

Note. The mean scores that do not share the same subscript on the same column are
significantly different from each other at .05 alpha level.
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b. Job Status

Mothers of children with LD consisted highly of non-working mothers (60
9, n =42). 40 % (n = 28) of the mothers were working. The working mothers were
usually government employees (21.4 %, n = 15), with 11.4 % (n = 8) working in the
private sector. 4.3 % (n = 3) had a worker status and 27.1 % (n = 19) were retired.
Fathers were either working or retired. The working fathers were also usually
government employees (77.1 %, n = 54), with 15.7 % (n = 11) working in the
private sector, and 4.3 % (n = 3) had a worker status.
Table 2 Percentages, Means, Standard Deviations and Ranges of the

Sociodemeographic Variables of Children with LD (n=102)

N (Percentage) Mean SD Range

Age of children 9.48 1.49 8-13
Gender

Female 34 (33.3 %)

Male 68 (66.7 %)
Education of Parents *

Mother 3.67 1.21

Father 4.15 1.08
Age of Parents

Mother 37.86 5.40

Father 41.29 4.82

Note. For education “1” refers to literacy, “2” to primary school graduation, “3” to
high school graduation, “4” to lycee graduation, “5” to university or some college,
“6” to a graduate degree or higher.
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c. Economic Status

The economic status of the families of children with LD were as follows: 7.1
% of the families (n = 5) were from low income families, their monthly income was
500 YTL or less, 50 % of the families (n = 35) earned between 500-1000 YTL, 24.3
% of the families (n = 17) had a monthly income of 1000-1500 YTL, 11.4 % (n = 8)
had a monthly income of 1500-2000 YTL. Only 7.1 % of the families (n = 5) had a
monthly income of over 2000 YTL.

2.1.3 Children with Diabetes

These children were also attending grades 3 through 7. There were 27
females (38.6 %) and 43 males (61.4 %) in this group (Table 2). The ages of the
children ranged from 8-13 with a mean of 9.69 and standard deviation of 1.57. 27.1
% of the children (n = 19) were 8 years old, 24.3 % (n = 17) were 9 years, 27.1 % (n
=19) were 10 years, 5.7 % were 11 years, 5.7 % (n = 4) were 12 years and 10 % (n
=7) were 13 years old. 31.4 % of the children (n = 22) were attending third grade,
20 % (n = 14) fourth grade, 27.1 % (n = 19) fifth grade, 11.4 % (n = 8) sixth grade,
and 10 % (n = 7) were attending seventh grade.

WISC-R scores of children were as follows: the verbal IQ score (VIQ)
means were 104.34 with a standard deviation of 13.19; performance 1Q score (PIQ)
means were 102.96 with a standard deviation of 13.02; and full 1Q score (FIQ)
means were 103.99 with a standard deviation of 13.88. In order to see the pattern of
WISC-R subdivision scores, one-way repeated measures ANOVA was conducted on
the 3 division scores of WISC-R. This analysis showed no significant effect for

WISC-R divisions, (F [2, 138] = 2.75, p = ns).
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In order to see the pattern of WISC-R subtest scores, one-way repeated
measures ANOVA was conducted on the 10 subtest scores of WISC-R. This
analysis showed a significant main effect for WISC-R subtests, (F [9, 621] = 13.62,
p <.001).

Means and standard deviations of all the subtests are shown in Table 3.
According to these results, children with diabetes, tend to have higher scores on

Similarity and Digit Symbol subtests as compared to other subtests.

Table 3 WISC-R Subtest Scores of Children with Diabetes (n = 70)

Subtest Mean | SD
Information 9.734 | 1.40
Similarities 10.90. | 1.77
Arithmetic 10.00y, | 1.20
Comprehension 10.01, | .92
Digit Span 956, |1.26

Picture Completion | 10.41, | 1.58

Picture Arrangement | 9.74,, | 1.41

Block Design 9.34, 1.21
Object Assembly 10.23, | 1.24
Digit Symbol 10.97. | 1.86

Note. The mean scores that do not share the same subscript on the same column are
significantly different from each other at .05 alpha level.

2.1.4 Parents of Children with Diabetes
a. Education

The mean age of mothers of children with diabetes was 37.09, SD = 5.23.
The mean age of fathers were 40.96, SD = 3.93. The education levels of the parents

are presented in Table 4. It is observed that 1.4 % (n = 1) of the mothers were
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literate, 42.9 % (n = 30) were primary school graduates, 2.9 % (n = 2) were high
school graduates, 30 % (n = 21) were lycee graduates, and 22.9 % (n = 16) were
university or some 2- year college graduates. 2.9 % (n = 2) of the fathers were
primary school graduates, 22.9 % (n = 16) were high school graduates, 47.1 % (n =
33) were lycee graduates, 27.1 % (n = 19) were university or some 2- year college
graduates.
b. Job Status

Mothers of children with diabetes consisted highly of non-working mothers
(60 %, n =42). 40 % of the mothers (n = 28) were working. The working mothers
were usually government employees (33.3 %, n = 15), with 17.8 % (n = 8) working
in the private sector. 6.7 % (n = 3) had a worker status and 42.2 % (n = 19) were
retired. Fathers were either working or retired (2.9 %, n = 2). The working fathers
were also usually government employees (77.1 %, n = 54), with 15.7 % (n =11)
working in the private sector, and 4.3 % (n = 3) had a worker status.
c. Economic Status

The economic status of the families were as follows: 7.1 % of the families (n
=5) were from low income families, their monthly income was 500 YTL or less, 50
% of the families (n = 35) earned between 500-1000 YTL, 24.3 % of the families (n
= 17) had a monthly income of 1000-1500 YTL, 11.4 % (n = 8) had a monthly
income of 1500-2000 YTL. Only 7.1 % of the families (n = 5) had a monthly

income over 2000 YTL.
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Table 4 Percentages, Means, Standard Deviations and Ranges of the

Sociodemeographic Variables of Children with Diabetes

N (Percentage) Mean SD  Range

Age of children 9.69 1.57 8-13
Gender

Female 27 (38.6 %)

Male 43 (61.4)
Education of Parents *

Mother 3.30 1.28

Father

3.99 0.79

Age of Parents

Mother 37.09 5.23

Father 40.96 3.93

Note. For education “1” refers to literacy, “2” to primary school graduation, “3” to
high school graduation, “4” to lycee graduation, “5” to university or some college,
“6” to a graduate degree or higher.
2.1.5 Selected Subjects for Group Comparisons

In order to make comparisons between two groups, a group was selected
among the children with LD to match the control group, since the study group
outnumbered the control group. The selected study group was matched on the
variables of age, sex, and WISC-R performance 1Q (P-1Q) scores with the control
group. After this selection there were 79 children with LD compared to 70 children
with diabetes. A one way analysis of variance was conducted with WISC-R P-1Q
scores as the dependent variable and dignosis (LD, diabetes) as the independent
variable in order to check for any confounding due to WISC-R scores of children.
There was no significant difference between the mean scores, F (1, 147) =2.59, p >

.05. Selecting control groups mathched on P-IQ of WISC scores is in accordance

with the literature (Kral, Kibby, Johnson & Hynd, 2000). Means and standard
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deviations for children with LD and diabetes respectively were as follows: (M =
99.59, SD = 12.45; M = 102.96, SD = 13.02).

2.2 Measures

2.2.1 Parental Acceptance-Rejection Questionnaire (PARQ) (Child Form)

The questionnaire assesses acceptance-rejection as perceived by the child.

The scale consists of 60 items measuring the 4 dimensions of PAR:
a) Parental warmth and affection
b) Aggression and hostility
¢) Neglect and indifference
d) Undifferentiated rejection

PARQ is a self-report questionnaire that can be applied to children in
primary school. The scores change between 4 and 1, with 4 being “almost always
true”, and 1 being “almost never true”. Possible scores change between 60 and 240,
higher scores indicate higher perceived rejection. The questionnaire was developed
by Rohner, Saavedra, and Granum (1978). It was translated and adapted into
Turkish by Erdem (1990) (see Appendix A).

The reliability studies of the child PARQ were carried out on sample of 344
children. Cronbach’s coefficient alpha ranged from .78 to .90 for the subscales and
95 for total PARQ. Test-retest reliability coefficients for the PARQ subscales
ranged from .48 through .64 and .70 for the total scale (Erdem, 1990). Internal
consistency in terms of Cronbach Alpha for the subscales ranged from .78 through

.90 and .95 for the total scale.
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2.2.2 Children’s Depression Inventory

Children’s depressive symptoms were assessed using the Children’s
Depression Inventory (CDI). The CDI is a 27 item self-report measure assessing
affective, cognitive, motivational, and somatic symptoms of depression. For each
item, children choose from one of three statements scored as 0 through 2, which best
describe their level of depressive symptoms in the previous 2 weeks. Higher scores
indicate greater levels of depressive symptoms. Possible scores change between 0
and 54. Normative data indicate a mean of 9.1 (SD = 7) for normal populations of 8
to l4-year-olds (Kovacs, 1980/1981; Smucker, Craighead, Craighead & Green,
1986). CDI was developed by Kovacs (1981) and adapted into Turkish by Oy
(1990). The reliability study was conducted with 380 students and test-retest
reliability coefficient was found to be .80. The criterion related validity of the CDI
scores with the Childhood Depression Inventory score correlations were found as
.61. The construct validity was conducted with 59 students according to DSM-III
diagnostic criteria. The correct diagnosis was ratio of the CDI was reported as 84.75
% (Oy, 1990) (see Appendix B).
2.2.3 Piers-Harris Children’s Self-Concept Scale

Children’s self-esteem is assessed by using the Piers-Harris Children’s Self-
Concept Scale (Piers & Harris, 1969), which was adapted into Turkish by Catakli
and Oner (1986-1987). The scale has 80 items and 6 subtests assessing the following
areas:

a. Behavior

b. Intellectual and School Status
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c. Physical Appearance

d. Anxiety

e. Popularity

f. Happiness and Satisfaction

This is a self-report inventory. There are 80 statements, such as “I lose my
temper easily”, “I am a good person” to which children respond with “Yes/No”
answers for each item, which are scored as 1 or 0. Higher scores indicate positive,
lower scores indicate negative thought and feelings about self. It gives a total self-
concept score and 6 cluster scores.

The test-retest reliability coefficients are between .72 and .91 for primary
school children and .79 and .98 for junior high school children over one to seven day
intervals. Kuder Richardson reliability coefficient was found to be .87 for primary
school children and .86 for junior high school children. The item total correlation
coefficients range between .09 and .50 (Catakli, 1985). The construct or criterion
validity of the Turkish Piers-Harris Self-Concept Scale has been studied through
comparisons the Test Anxiety Inventory and Parental Attitude Resarch Instrument
and the research hypotheses were verified that the Piers-Harris Self-Concept Scale
had construct validity (Catakli and Oner 1986-1987) (see Appendix C).

2.2.4 Children’s Attributional Style Questionnaire (CASQ)

CASQ was developed by Seligman and his colleagues (1984). It is a forced
choice instrument which contains hypothetical positive or negative events involving
the child. Each event is followed by two possible explanations. The child’s

explanatory style for the causes of events is conceptualized in three dimension:
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global-specific, stable-unstable, internal-external. Attributing the cause of events to
external, stable, and global factors indicate a helpless explanatory style. The
questionnaire contains of 48 items. For each item children are asked to select one of
two possible causes. A total helplessness score can be obtained from CASQ. CASQ
was adapted into Turkish by Aydin (1985). The 4 week test retest reliability was
found to be .83. The content validity showed that the mean ratings of the judges who
rated the items of the instrument as valid and showing that the device assessed what
it meant to assess was 96.1 % for all items. This gave support for the content
validity of the questionnaire (see Appendix D).
2.2.5 Children’s State - Trait Anxiety Scale

Children’s State-Trait Anxiety Scale was developed by Spielberger (1973). It
assesses state and trait anxiety of children. In this study trait anxiety test was used
which is a 20 item inventory. This inventory was adapted into Turkish by Ozusta
(1993, 1995). This is a self-report inventory. It is scored through 1 to 3. Higher
scores indicate a higher anxiety level. The test-retest reliability study was conducted
with 42 female and 57 males Ozusta (1993). The alpha coefficient was found to be
.65 for the whole group, .48 for females and .74 for males. The cronbach alpha for
the Trait Anxiety Inventory was found as .81. The criterion validity was conducted
with a total of 420 students and it was found that the scale was significantly able to
differentiate those groups diagnosed with anxiety disorder from groups with other

psychiatric disorders and the norm group (see Appendix E).
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2.2.6 The McMaster Family Assesment Device
The family assesment device was developed in order to evaluate various

functions of family and to find out the problem areas in the family. This
instrument’s purpose is to gather information on different dimensions of the family
system through the family members. The McMaster Family Assesment Device
(MMFAD) was developed by Epstein, Baldwin and Bishop (1983). It was adapted
into Turkish by Bulut (1990). The MMFAD has six subtests, in the Turkish version
a seventh subtest has been added which assesses the family’s healthy functioning in
general (see Appendix F). Thus, the Turkish version of the scale has 60 items and 7
subtests assessing the following areas:

a. Problem Solving

b. Communication

c. Roles

d. Affective Responsiveness

e. Affective Involvement

f.  Behavior Control

g. General Functions

Problem Solving (PS) reflects the family’s ability to resolve problems

together, Communication (CM) refers to effectiveness, extent, clarity and directness
of information exchange, Roles (RL) describes the efficacy with which family tasks
are allocated and accomplished, Affective Responsiveness (AR) is the ability of
family members to respond to situations with appropriate emotions, both positive

and negative, Affective Involvement (Al) reflects the interest and concern that they
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for each other and Behavior Control (BC) describes the standards and latitudes for
behavior. General Functions (GF) gives an overall rating of family functioning.

This is a self-report inventory. It can be applied to all family members above
12 years of age. Each item is scored from 1 being “I agree completely” to 4 “I do not
agree at all”. Higher scores indicate a dysfunctional family pattern.

The MMFAD was found to have cronbach alpha’s between .38 through .86
for the subtests. Test-retest reliability was found to be between .62 through .90 for
the MMFAD subtests in a three week interval (Bulut, 1990). Internal validity was
found to be between .38 through .80 for the MMFAD subtests and .86 for the
General Functions (Bulut, 1990).

The construct validity of the study was conducted with 50 families, of which
half were in the divorce phase and the other half who were leading a normal
marriage. The inventory was also conducted to two groups of families in which there
was a psychiatric patient (n=190) and another group without any patient in the
family (n=170). . All the subtests of the inventory significantly differentiated these
two groups of families, separately. In order to study the concurrent validity of the
inventory, MMFAD was conducted to 25 subjects who were married, along with the
Marriage Life Questionnaire. The Pearson product moment correlation coefficient
was found to be 0.66 which was significant (p < .001).

2.2.7 Turkish Ways of Coping Inventory (TWCI)

The original Ways of Coping Checklist (Folkman & Lazarus, 1980) includes

68 items with a yes-no response style. The items refer to cognitive and behavioral

strategies used by people to cope with stressful situations. Yet these items did not
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cover superstitious beliefs and fatalism, which Turkish people use quite often. Thus,
6 additional items representing these domains were included (Siva, 1991) so that,
TWCI added up to 74 items (see Appendix G). Similar to Folkman and Lazarus
(1985), who used a 4-point, Likert scale in their revised version of Ways of Coping,
Siva (1991) changed the response style into 5-point Likert scale in TWCI. Three
higher order factors were used as studied by Geng¢oz, Gengoz & Bozo (2006),
namely, Emotion Focused Coping, Problem Focused Coping, and Seeking Social
Support: Indirect Coping Style. The internal consistency coefficients of these factors
were .88, .90, and .84, respectively as reported by Geng¢6z, Gengoz & Bozo (2006).
Since the present study focused on children’s learning disability and mothers’
reactions to this situation, the mothers were asked to rate their general style of
coping based on the problems they faced due to their child’s learning disability.

In the same study, the criterion validity of the Problem Focused Coping
factor of TWCI was shown to have a significant and negative correlation with the
sociotropy, trait anxiety, submissiveness, and external locus of control scores
(Gengoz, Gengdz & Bozo, 2006). This coping style also showed significant positive
correlation with the autonomy measure. Emotion-Focused Coping correlated
positively with the sociotropy, trait anxiety, submissiveness, and external locus of
control scores; and negatively with the autonomy measure. Seeking Social Support:
Indirect Coping Style factor showed significant positive correlations with the

sociotropy scores and negative correlations with the autonomy scores.
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2.2.8 Trait Anxiety form of State-Trait Anxiety Inventory (STAI-T)

The State-Trait Anxiety Inventory (STAI) was developed by Spielberger,
Gorsuch, and Lushene (1970). STAI consists of two forms, one for state anxiety
and the other for trait anxiety. Each form includes 20 items that are rated on a 4-
point scale from 1 “never” to 4 “always”. In each form a separate score is formed.
A higher total score in this inventory indicates higher anxiety. Turkish adaptation of
this inventory was done by Oner and LeCompte (1983) (see Appendix H).

Kuder Richardson alpha coefficients for Trait Anxiety Scale were found between
.83 and .87. Item remainder correlations for STAI-T ranges between .34 and .72 and
test-retest reliability coefficients were found to be as .26 t0.68. Various researchers
supported the construct or criterion validity of the Turkish STAI such as Riistemli
(1975), Ziilemyan (1979) and Kozacioglu (1982) (All cited in Oner & LeCompte,
1983).
2.2.9 Problem Solving Inventory

Problem Solving Inventory, Form-A (PSI-A) is a 35 item instrument
developed by Heppner and Petersen (1982) to assess the individuals’ perception on
his/her problem solving ability. The inventory is rated on a 6-point likert scale from
1 (always) to 6 (never). A higher total score in this inventory indicates an
insufficient ability perception of problem solving. Turkish adaptation of this
inventory was done by Sahin, Sahin and Heppner (1993) (see Appendix I). Score
range is between 32 and 192. The reliability study for the inventory was conducted
with 244 university students and the cronbach alpha reliability coefficient was found

to be .88. The criterion related validity study showed that the correlation coefficient
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between the total scores from the PSI and the Beck Depression Inventory was found
to be .33 and .45 with the Trait Anxiety Inventory. Construct validity showed that
the PSI was able to classify groups with (90 %) and without anxiety (80 %).

2.2.10 Maslach Burnout Inventory

Maslach Burnout Inventory (MBI) is a 22-item instrument developed by
Maslach & Jackson (1986) to assess the three components of the burnout syndrome:
emotional exhaustion, depersonalization, and lack of personal accomplishment.
Items about personal feelings or attitudes in terms of how frequently these situations
are experienced are marked on a 7-point scale. The MBI was adapted and translated
by Ergin (1992) and the 7-point scale was converted into a 5-point scale (0 =never,
4=always) (see Appendix J). Duygun and Sezgin (2003), changed the instructions of
the questionnaire which were “my recipients” to “my child” and those that were “my
work” or “my job” into “the care of my child” in a sample of mothers who had
mentally retarded children.

Duygun and Sezgin (2003), found two factors for the MBI with a sample of
mothers of mentally retarded children, namely, emotional exhaustion and lack of
personal accomplishment, both were found to have cronbach alpha’s of .80. Elci
(2004), in his study with mothers of autistic children found the total alpha value of
MBI to be .85.

2.2.11 Beck Depression Inventory

The Beck Depression Inventory (BDI) is a 21-item test (Beck, Steer &

Garbin, 1988). The scores for each item change between 0-3. The highest score is

63. Higher scores indicate higher depressive symptomatology. The BDI was adapted
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to Turkish by Hisli and scores above 17 were found to be indicating depression that
needed psychiatric attention (Hisli, 1988) (see Appendix K). Beck ruled out strict
adhesion to cut-off points for the BDI, preferring that they be chosen according to
the type of study. He suggested that total scores of less than 10 do not show
depressive disorders; between 10 and 18, from mild to moderate depression;
between 19 and 29 from moderate to severe; and scores of more than 30 indicate
severe depression. Hisli, in her study with 259 university students found the split
half reliability of the inventory to be .74. In her study for the criterion related
validity Hisli (1988) found the Pearson product moment correlation coefficient to be
.63 between MMPI-Depression scale and the BDI in a psychiatric patient sample. In
a sample with university students, the Pearson product moment correlation
coefficient was found as .50.
2.2.12 Parental Acceptance-Rejection Questionnaire (PARQ) (Mother Form)
The questionnaire assesses acceptance-rejection as perceived by the mother.

The scale consists of 56 items measuring 4 dimensions of parental acceptance
rejection (PAR):

a) Parental warmth and affection

b) Aggression and hostility

¢) Neglect and indifference

d) Undifferentiated rejection

PARQ is a self-report questionnaire that can be applied to mothers. The

scores change between 4-1, with 4 being (almost always true), and 1 being (almost

never true). Scores change between 56 through 224. Higher scores indicate higher
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perceived rejection. The questionnaire was developed by Rohner, Saavedra, and
Granum (1978). It was translated and adapted into Turkish by Anjel (1993) (see
Appendix L). The reliability studies of the child PARQ were carried out on sample
of 229 mothers. Cronbach’s coefficient alpha was found to be .90 for total PARQ-
mother form. Test-retest reliability coefficient for the PARQ total scale was found to
be .46 (Anjel, 1993). The internal consistency in terms of cronbach alpha coefficient
was found to be 57 through .80 for the subscales and .89 for the total scale. The
construct validity of the questionnaire was tested through factor analysis and 50
items clustered around the rejection factor.
2.2.13 Biographical Information Sheet

Demographic data related to age, gender, mother and father’s education
level, number of siblings, and questions related to school problems of the child and
his/her family were obtained (See Appendix M).
2.3 Procedure

Each participant and their parents signed an informed consent form.
Confidentiality was assured. They subsequently received a booklet containing the
above questionnaires as well as a form obtaining demographic information related to
age, gender, mother and father’s education level, number of siblings, and questions
related to specific school problems.

Children were tested in an initial session by a child psychiatrist and a clinical
psychologist in order to get a possible diagnosis. In the following sessions children
were administered the inventories. To minimize difficulties due to any reading

difficulties, particularly for the LD group, the measures were read aloud to the
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children and the children were instructed to read along. Mothers were handed the
forms and instruments to fill out while their children were being assessed. Mothers
were also interviewed for any recent stressful or traumatic life events in order to rule
out the effects of these experiences on their emotional state. Mothers with recent
stressful life events (e.g. death in the family, divorce) were not recruited to the

study.
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CHAPTER 111

RESULTS

The results will be studied under 5 subheadings. In order to evaluate the
diagnosis and gender differences on the five measures, namely self-esteem, learned
helplessness, parental-rejection, depression, and anxiety levels of children, under the
first subheading, separate 2 (Diagnosis) X 2 (Gender) ANCOVA will be conducted
with Age taken as the covariate.

Under the second subheading, variables associated with the symptoms of
depression and anxiety in children with learning disabilities and diabetes will be
studied through 4 separate regression analysis.

The third subheading will include mediation analyses in order to test the
mediator role of self-esteem between parental acceptance-rejection and depression
symptoms and the mediator role of self-esteem between learned helplessness and
depression symptoms.

The fourth subheading will be related to mother’s characteristics. One-way
analysis of covariance (ANCOVA) will be conducted to evaluate the diagnosis
differences (LD, diabetes) on the measures of interest, namely, BDI score, TAI
score, MMFAD subtest scores, PSI score, TWCI subtest scores, and PARQ-Mother
Form scores. For these analyses, age of the mother will be taken as the covariate

variable.
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The last subheading will be related to the comparison of the psychological
adjutment levels of children with pure LD and their mothers, without any comorbid
disorder, and LD children having ADHD as a comorbid disorder and their mothers.
In this section separate ANOVA’s were conducted in order to compare children with
pure LD and their mothers, without any comorbid disorder (n = 62) to LD children
having ADHD as a comorbid disorder and their mothers (n = 32) on the basis of

their psychological adjustment levels.

3.1 Results for Children: Comparison of the two groups

In order to examine the inter correlations among the variables, Pearson
product-moment correlation coefficients were computed. As expected, there were
significant correlations with the variables of total CASQ score, CDI score, TAI
score, PARQ score, and Piers Harris Self-Esteem Inventory total score. Again
parallel with the expectations, there were no significant correlations between groups

(i.e., LD and Diabetes) and socio-demographic variables (see Table 5).

3.1.1 Psychological Adjustment

Under this section the psychological adjustment of children in terms of their
self-esteem, learned helplessness, perceived parental rejection, depression, and
anxiety levels will be studied. Group comparisons were conducted between 79

children with LD and 70 children with diabetes.
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Table 5 Pearson Correlations of the Diagnostic Group, PARQ-Child Form, CASQ, CDI, TAI,
Piers-Harris Self-Esteem Inventory and Demographic Variables

Variables 1| 2 3 4 5 6 7 8 9 10 11 12
1. Diagnosis - 151 .05 | .60%** | 37** | 36%* | - 37k | 56%* | 08 13 .04 .07
2. Age -.01 | -.03 .09 =27*%% .04 .02 22%% 1 .08 | .18%* -.08
3. Sex - 17% | -28%*% | -.08 29%*% | -.06 .07 .06 A1 -.02
4. CDI SOF* | 41%*F | - 5Tk | 53%*% | 14 .07 13 -.12
5. TAI A3 | F R SGFF | F Rk | Q0% | - 30%*F | - 26%*
6. PARQ S27FE | 45%F | - 18*% | -.14 | -.04 -.12
7. Piers-Harris SE -21%% | 215 -18 |-.09 .03
8. CASQ -.11 -13 | -.10 -.14
9. Mothers’ Age ASHE | J4FE | DO
10. Mother’s Ed. Level 23%% | 60**
11. Father’s Age 13
12. Father’s Ed. Level.

Note. CASQ = Children’s Attributional Style Questionnaire; CDI = Children’s Depression Inventory; Piers-Harris SE = Piers
Harris Self-Esteem Inventory; PARQ = Parental Acceptance-Rejection Questionnaire; TAI = Trait Anxiety Inventory.

** p <.01 level (2-tailed).
* p<.05 level (2-tailed).
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3.1.1.1 Self Esteem

Internal reliability coefficient for the Piers-Harris Children’s Self-Concept
Scale was found to be .91 for this sample. Separate reliability analyses were
conducted for the LD and Diabetes group, and the alpha coefficients were found to
be .93 and .89, respectively.

For children with learning disorders Piers-Harris Children’s Self-Concept
Scale total scores ranged from 24 to 67 (M = 50.28, SD = 9.59). For children with
diabetes, Piers-Harris Children’s Self-Concept Scale total scores ranged from 37 to
69 (M =57.27, SD =7.58).

A 2 (Gender) x 2 (Diagnosis) ANCOVA was conducted to evaluate the
diagnosis and gender differences on the self-esteem level of students. Thus, self-
esteem scores from the Piers-Harris Children’s Self-Concept Scale were taken as the
dependent variable, and Diagnosis (LD, diabetes) and Gender (female, male) as the
independent variables. In this analysis Age was taken as the covariate variable. The
means and standard deviations for self-esteem measures as a function of the two
factors are presented in Table 6. The ANCOVA indicated no significant interaction
effect between Diagnosis and Gender, F (1, 144) = .71, p = ns, partial n2 = .01, but
significant main effects for Diagnosis, F (1,144) = 23.80, p < .001, partial n2 = .14,
and Gender F (1, 144) = 18.04, p < .001, partial n* = .11. The diagnosis main effect
indicated that children with a learning disability had lower self-esteem scores

compared to children with diabetes. The gender main effect indicated that girls had
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lower self-esteem scores compared to boys. The self-esteem levels of children
according to diagnostic groups and gender are presented in Figure 1.
Table 6

Means and Standard Deviations for Self-Esteem of Children as a Function of
Diagnosis and Gender

Diagnostic Group Gender | Mean | Std. Deviation | N
Children with Diabetes | Female | 52.85 6.56 | 27
Male 60.05 6.88 | 43
Total | 57.27 7.58 | 70
Children with LD Female | 47.11 11.72 | 27
Male 51.92 7.92| 52
Total | 50.28 9.59 ] 79
Total Group Female | 49.98 9.84 | 54
Male 55.60 847 | 95
Total | 53.56 9.36 | 149

3.1.1.2 Learned Helplessness

Internal reliability coefficient for the Children’s Attributional Style
Questionnaire (CASQ) was found to be .84 for the entire sample. Again, reliability
analyses were conducted for the LD and Diabetes groups separately, and the alpha
coefficients were found as .74 and .84, respectively.

For children with learning disorders CASQ scores ranged from 11 to 37 (M
=21.99, SD = 5.01). For children with diabetes, CASQ scores ranged from 5 to 22
(M =14.39, SD = 6.27).

A 2 (Gender) x 2 (Diagnosis) ANCOVA was conducted to evaluate
diagnosis and gender differences on the learned helplessness level of children. Thus,
CASQ scores were taken as the dependent variable, and Diagnosis (LD, diabetes)

and Gender (female, male) as the independent variables. In this analysis Age was
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taken as the covariate. The means and standard deviations for learned helplessness

as a function of the two factors are presented in Table 7.
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Figure 1. Self-Esteem Levels of Children by Diagnosis and Gender

Table 7

Means and Standard Deviations for Learned Helplessness of Children as a

Diabetes

Diagnosis

Function of Diagnosis and Gender

Diagnostic Group Gender | Mean | Std. Deviation | N

Children with LD Female | 21.19 4.80 | 27
Male | 22.40 511 ] 52
Total | 21.99 501 ] 79

Children with Diabetes | Female | 16.67 3.55| 27
Male 12.95 7.16 | 43
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Total 14.39 6.27 | 70
Total Group Female | 18.93 4776 | 54
Male 18.13 7.71 | 95
Total 18.42 6.78 | 149

The ANCOVA indicated a significant Diagnosis X Gender interaction effect,
F (1, 144) = 6.85, p < .01, partial n2 = .05, and a significant main effect for
Diagnosis, F (1, 144) = 57.77, p < .001, partial n2 = .29, however the main effect for
Gender was not significant, F (1, 144) = 1.77, p = ns, partial 5> = .01. The diagnosis
main effect indicated that children with a learning disability had higher scores on
learned helplessness compared to children with diabetes.

Post-hoc comparisons were conducted to evaluate the pair-wise differences
among the means for the interaction effect. As can be seen from Table 8, Tukey’s
HSD comparisons at .05 alpha level indicated that girls with diabetes had higher
levels of learned helplessness (M = 16.67) than boys with diabetes (M = 12.95).
Girls with LD and boys with LD did not differ significantly on levels of learned
helplessness (M = 21.19 and 22.40, respectively). Boys with diabetes had the lower
learned helplessness level (M = 12.95) than boys with LD (M = 22.40). Similarly,
girls with LD had a significantly higher learned helplessness level (M = 21.19)
compared to girls with diabetes (M = 16.67). The learned helplessness levels of
children according to diagnostic groups and gender are presented in Figure 2.

Table 8

Means and Standard Deviations for Learned Helplessness of Children across
Diagnostic Groups for Females and Males

Gender / Diagnostic Children with LD Children with Diabetes
Group
Male 22.40,(5.11) 12.95.(7.16)
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| Female | 21.19, (4.80) | 16.675(3.55)

Note. The mean scores that do not share the same subscript on the same row or on
the same column are significantly different from each other at .05 alpha level of
Tukey’s HSD.
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Figure 2. Learned Helplessness Levels of Children by Diagnosis and Gender

3.1.1.3 Parental Acceptance-Rejection

Internal reliability coefficient for the Parental-Acceptance Rejection
Questionnaire-Child Form (PARQ-Child) was found to be .91 for this sample. For
separate samples of children with LD and diabetes, coefficient alphas were found to

be as .91 and .90 respectively.
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For children with learning disorders PARQ-Child scores ranged from 69 to
161 M = 101.46, SD = 23.74). For children with diabetes, PARQ-Child scores
ranged from 66 to 116 (M = 85.83, SD = 16.25).

A 2 (Gender) x 2 (Diagnosis) ANCOVA was conducted to evaluate
diagnosis and gender differences on the parental acceptance-rejection perception of
children. Thus, PARQ-Child scores were taken as the dependent variable, and
Diagnosis (LD, diabetes) and Gender (female, male) as the independent variables. In
this analysis Age was taken as the covariate. The means and standard deviations for
parental acceptance-rejection as a function of the two factors are presented in Table
9.

Table 9

Means and Standard Deviations for Perceived Parental Acceptance-Rejection
of Children as a Function of Diagnosis and Gender

Diagnostic Group Gender | Mean | Std. Deviation | N
Children with LD Female | 98.37 23.52 | 27
Male 103.06 2392 | 52
Total 101.46 23.74 | 79
Children with Diabetes | Female | 94.26 15.07 | 27
Male 80.53 1479 | 43
Total 85.83 16.25| 70
Total Group Female | 96.31 19.67 | 54
Male 92.86 23.14 | 95
Total 94.11 21.94 | 149

The ANCOVA indicated a significant Diagnosis X Gender interaction, F (1,
144) = 7.76, p < .01, partial n* = .05, and a significant main effect for Diagnosis, F
(1, 144) = 12.28, p < .001, partial n* = .08, however the main effect for Gender was

not significant, F (1, 144) = 1.83, p = .ns, partial n2 = .01. The diagnosis main effect

65



indicated that children with a learning disability perceived higher levels of rejection
from their mothers compared to children with diabetes.

Post-hoc comparisons were conducted to evaluate the pair-wise differences
among the means for the interaction effect. As can be seen from Table 10, Tukey’s
HSD comparisons at .05 alpha level indicated that girls with diabetes had higher
levels of perceived parental rejection (M = 94.26) than boys with diabetes (M =
80.53). However, girls with LD and boys with LD did not differ significantly on
levels of perceived parental rejection (M = 98.37 and 103.06, respectively). Boys
with LD had higher levels of perceived parental rejection (M = 103.06) compared to
boys with diabetes (M = 80.53). Girls with LD and girls with diabetes did not differ
significantly on levels perceived parental rejection (M = 98.37 and 94.26,
respectively). The perceived parental rejection levels of children according to
diagnostic groups and gender are presented in Figure 3.

Table 10

Means and Standard Deviations for Perceived Parental Acceptance-Rejection
of Children across Diagnostic Groups for Females and Males

Gender / Diagnostic Children with LD Children with Diabetes
Group

Male 103.06, (23.92) 80.53;, (14.79)

Female 98.37, (23.52) 94.26, (15.07)

Note. The mean scores that do not share the same subscript on the same row or on
the same column are significantly different from each other at .05 alpha level of
Tukey’s HSD.
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In order to examine the group differences on the different subtests of parental
acceptance-rejection, separate ANOVA’s were conducted. Thus, PARQ-Child
subtest scores (namely, parental warmth and affection, aggression and hostility,
neglect and indifference, and undifferentiated rejection) were taken as the dependent
variable, and Diagnosis (LD, diabetes) as the independent variables. The ANOVA
for parental warmth and affection was significant F (1,147) = 41.80, p < .001;
indicating that diabetic children perceived more warmth than LD children. The
ANOVA for parental neglect and indifference was also significant F (1,147) =
39.82, p < .001; indicating that LD children perceived more neglect and indifference
as compared to diabetic children. The ANOVA for aggression and hostility and
undifferentiated rejection was not significant F (1,147) = .09, p = ns; F (1,147) =
1.77, p = ns, respectively.
3.1.1.4 Depression

For children with learning disorders CDI scores ranged from 3 to 26 (M =
13.97, SD = 5.57). For children with diabetes, CDI scores ranged from 3 to 15 (M =
7, SD = 3.44). For separate samples of children with LD and diabetes, coefficient
alphas were found to be as .89 and .88 respectively.

Another set of analyses were conducted to see the magnitude of depression
for LD children. The mean score for CDI was found as 13.97. In the sample of
children with LD 51.9 % (41 children) may be considered mildly depressed
according to the standard of Kovacs (1980/81) who suggested a cut-off score of 11

as an index of mild depression. The cut-off for severe depression suggested by
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Kovacs (1980/81) is 19. In the sample of LD children 21.5 % (17 children) met this

cut-off.

Gender

] Female
O Male

120,00 —

100,00 —

80,00 —

PARQ

60,00 —

40,00 —

20,00 —

0,00 —

Diabetes LD

Diagnosis

Figure 3. Perceived Parental Rejection Levels of Children by Diagnosis and

Gender
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A 2 (Gender) x 2 (Diagnosis) ANCOVA was conducted to evaluate
diagnosis and gender differences on the depression level of children. Thus, CDI
scores were taken as the dependent variable, and Diagnosis (LD, diabetes) and
Gender (female, male) as the independent variables. In this analysis Age was taken
as the covariate. The means and standard deviations for depression as a function of
the two factors are presented in Table 11.

The ANCOVA indicated a significant Diagnosis X Gender interaction, F (1,
144) =, 4.64 p = .05, partial n> = .03, and a significant main effect for Diagnosis, F
(1, 144) = 75.00, p < .001, partial 112 = .34, and a significant main effect for Gender F
(1, 144) = 10.01, p < .01, partial n* = .07. The diagnosis main effect indicated that
children with a learning disability had higher levels of depressive symptomatology
(M = 14.15) compared to children with diabetes (M = 7.41). The gender main effect
indicated that girls had higher depression levels compared to boys (M = 12.00, M =
9.56, respectively).

Table 11

Means and Standard Deviations for Depression Symptoms of Children as a
Function of Diagnosis and Gender

Diagnostic Group Gender | Mean | SD | N

Children with LD Female | 14.48 | 5.51 | 27
Male 13.71 | 5.63 | 52
Total 13.97 | 5.57 | 79

Children with Diabetes | Female | 9.52 | 2.10 | 27
Male 542 3.18 | 43
Total 7.00|344| 70

Total Group Female | 12.00 | 4.83 | 54
Male 9.96 | 6.24 | 95
Total 10.70 | 5.84 | 149
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Post-hoc comparisons were conducted to evaluate the pair-wise differences
among the means for the interaction effect. As can be seen from Table 12, Tukey’s
HSD comparisons at .05 alpha level indicated that girls with diabetes had higher
levels of depressive symptoms (M = 9.52) than boys with diabetes (M = 5.42). Girls
with LD and boys with LD did not differ significantly on levels of depressive
symptoms (M = 14.48 and 13.71, respectively). Both in LD and diabetes groups
girls had higher levels of depressive symptoms (Ms = 14.48 and 13.71, respectively)
than boys (Ms = 9.52 and 5.42, respectively). The depression levels of children

according to diagnostic groups and gender are presented in Figure 4.

Table 12
Means and Standard Deviations for Depression Symptoms of Children across
Diagnostic Groups for Females and Males

Gender / Diagnostic Children with LD Children with Diabetes
Group

Male 13.71, (5.63) 542, (3.18)

Female 14.48, (5.51) 9.524 (2.10)

Note. The mean scores that do not share the same subscript on the same row or on
the same column are significantly different from each other at .05 alpha level of
Tukey’s HSD.
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Figure 4. Depression Levels of Children by Diagnosis and Gender

3.1.1.5 Anxiety

For children with learning disorders TAI scores ranged from 23 to 51 (M =
38.22, SD = 6.56). For children with diabetes, TAI scores ranged from 17 to 44 (M
= 31.91, SD = 9.39). For separate samples of children with LD and diabetes,

coefficient alphas were found to be as .90 and .92 respectively.
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A 2 (Gender) x 2 (Diagnosis) ANCOVA was conducted to evaluate
diagnosis and gender differences on the anxiety level of students. Thus, TAI scores
were taken as the dependent variable, and Diagnosis (LD, diabetes) and Gender
(female, male) as the independent variables. In this analysis Age was taken as the
covariate. The means and standard deviations for anxiety as a function of the two
factors are presented in Table 13.

The ANCOVA indicated a significant Diagnosis X Gender interaction, F (1,
144) =, 13.32 p = .001, partial n2 = .09, a significant main effect for Diagnosis, F (1,
144) =20.70, p < .001, partial n2 = .13, and a significant main effect for Gender F (1,
144) = 19.81, p < .001, partial n*> = .12. The diagnosis main effect indicated that
children with a learning disability had higher levels of anxiety (M = 38.45)
compared to children with diabetes (M = 32.86). The gender main effect indicated
that girls had higher anxiety levels compared to boys (M = 38.45, M = 32.96,
respectively).

Post-hoc comparisons were conducted to evaluate the pair-wise differences
among the means for the interaction effect. As can be seen from Table 14, Tukey’s
HSD comparisons at .05 alpha level indicated that girls with diabetes had higher
levels of anxiety symptoms (M = 38.07) than boys with diabetes (M = 28.05). Girls
with LD and boys with LD did not differ significantly on levels of anxiety
symptoms
(M = 38.85 and 37.88, respectively). Boys with LD had higher levels of anxiety
symptoms (M = 37.88) compared to boys with diabetes (M = 28.05). Girls with LD

and girls with diabetes did not differ significantly on levels of anxiety symptoms (M
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= 38.85 and 38.07, respectively). The anxiety levels of children according to

diagnostic groups and gender are presented in Figure 5.

Table 13

Means and Standard Deviations for Anxiety Levels of Children as a Function
of Diagnosis and Gender

Diagnostic Group Gender | Mean | SD | N
Children with LD Female | 38.85 | 6.89 | 27
Male |37.88|6.43| 52
Total |38.22|6.56| 79
Children with Diabetes | Female | 38.07 | 5.59 | 27
Male 28.0519.26 | 43
Total |3191]939| 70
Total Group Female | 38.46 | 6.23 | 54
Male 33431922 95
Total | 35.26 | 8.59 | 149
Table 14

Means and Standard Deviations for Anxiety Levels of Children across
Diagnostic Groups for Females and Males

Gender / Diagnostic Children with LD Children with Diabetes
Group

Male 37.88 4 (6.43) 28.05 1 (9.26)

Female 38.85 , (6.89) 38.07 4 (5.59)

Note. The mean scores that do not share the same subscript on the same row or on
the same column are significantly different from each other at .05 alpha level of

Tukey’s HSD.
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Figure 5. Anxiety Levels of Children by Diagnosis and Gender

3.2 Variables Associated with the Symptoms of Depression and Anxiety for
Children with Learning Disabilities and Diabetes Groups Separately

Under this section, 4 regression analyses will be conducted in order to find
out the variables associated with the symptoms of depression and anxiety for
children with learning disabilities (n = 102) and diabetes (n = 70) groups separately.

Four separate multiple regression analyses were conducted to find out the
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variables associated with the depression and anxiety levels of the children with LD
and diabetes. For these analyses, in the first step age and gender of the child as well
as variables related to the child’s parents, namely, the mother’s and father’s ages and
education levels were hierarchically entered. The second step constituted of the
variables related to the child’s psychological state: parental-acceptance rejection
(child form) total score, Piers-Harris Children’s Self-Concept Scale total score, and
CASQ score. In the third step, variables related to the mother’s psychological state
were added to the equation: mother’s depression and anxiety level as well as coping
styles of the mother, namely: emotional, problem focused and indirect coping styles.
All the variables were entered in stepwise fashion, thus only those variables having
significant associations with the criterion variable, hierarchically entered into the
equation, for each step respectively.
3.2.1 Variables Associated with the Symptoms of Depression for Children with
Learning Disabilities

The criterion variable was the Children’s Depression Inventory score.
According to the results of this regression analysis, none of the first step variables
had significant association with the children’s depressive symptoms, thus these
variables did not show up in the equation. Among the second step variables, only
children’s self esteem (B = -.49, t [100] = -5.56, p < .001; pr = -.49) and parental
rejection (B = .21, t [99] = 2.44, p < .05; pr = .24) scores had significant associations
with the depressive symptoms of children. Self esteem scores explained 24 % of the
total variance (F [1, 100] = 30.87, p < .001), and parental rejection scores increased

the explained variance to 28 % (F change [1, 99] = 5.97, p = .05). After controlling
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for these variables, among the third step variables, mothers’ emotional coping styles
(B=-.25,t[98] =-3.01, p <.01; pr =-.29) and depressive symptoms ( = .20, t [97]
=2.34, p < .05; pr = .23) entered into the equation as the third and the fifth variables,
respectively. With the entrance of mothers’ emotional coping styles, explained
variance increased to 34 % (F change [1, 98] = 9.05; p < .01); and finally with the
addition of depressive symptoms of the mothers into the equation, the explained
variance increased to 38 % (F change [1, 97] = 5.46; p < .05). Thus, this regression
analysis indicated that, children’s low self esteem scores, and their perception of
parental rejection significantly associated with children’s depressive symptoms.
Furthermore, after controlling for these variables that accounted for 28 % of the total
variance, among mothers’ characteristics utilization of lower emotional coping
styles and having depressive symptoms significantly associated with children’s
depressive symptoms. These 4 variables that could enter into the regression
equation totally explained for 38 % of the total variance (see Table 15).

Table 15 Variables Associated with the Symptoms of Depression in Children
with Learning Disabilities

Predictors F t for df Partial Model R*
in set for set with-in Correlation
set
1. Piers-Harris SE ~ 30.87***  _556%*** 1 100 -.49 .24
2. PAR 5.97% 2.44%* 1,99 24 28
3. Emot. Coping 9.05%* -3.01%*% 1,98 -.29 .34
4. BDI 5.46%* 2.34%* 1,97 23 38

Note. Piers-Harris SE = Piers-Harris Children’s Self-Concept Scale; PAR = Parental
Acceptance-Rejection; BDI = Beck Depression Inventory; pr = Partial correlation

for with-in set predictors.
*p< .05, ¥¥p< .01, ***p< .001.
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3.2.2 Variables Associated with the Symptoms of Anxiety in Children with
Learning Disabilities

The criterion variable was the Trait Anxiety Inventory score. According to
the results of this regression analysis, among the first step variables, only the age of
the father (B =-.31, t [100] = -3.21, p < .01; pr = -.31) had a significant association
with the anxiety symptoms of children. Father’s age explained 9 % of the total
variance F [1, 99] = 10.29, p < .01). Among second step variables, only children’s
self esteem (B = -.33, t [100] = -3.54, p = .001; pr = -.34) scores had significant
associations with the anxiety symptoms of children. Self esteem scores increased
explained variance to 20 % (F change [1, 99] = 12.51, p < .001). After controlling
for these variables, among the third step variables, mothers’ anxiety level (B = .28, t
[98] = 3.15, p < .01; pr = .30) entered into the equation. With the entrance of
mothers’ anxiety level, explained variance increased to 27 % (F change [1, 98] =
9.95; p < .01). Thus, this regression analysis indicated that, younger age in the father
and children’s low self esteem scores significantly associated with children’s anxiety
symptoms. Furthermore, after controlling for these variables that accounted for 20
% of the total variance, among the mother’s characteristics, higher anxiety levels of
mothers significantly associated with children’s anxiety symptoms. These 3
variables that could enter into the regression equation totally explained for 27 % of

the total variance (Table 16).
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Table 16 Variables Associated with the Symptoms of Anxiety in Children with
Learning Disabilities

Predictors F t for with-  df Partial Model R*
in set for set in set Correlation

1. Age of the father 10.29%* .3 2]%* 1,100 -.31 9

2. Piers-Harris SE 12.51%%% 3 S4%** 1,99 -34 .20

3. Mothers’ anxiety level 0.95%* 3.15%* 1,98 .30 27

Note. Piers-Harris SE = Piers-Harris Children’s Self-Concept Scale; pr = Partial
correlation for with-in set predictors.
*p< .05, ¥*p< .01, ¥**p< .001
3.2.3 Variables Associated with the Symptoms of Depression in Children with
Diabetes

The criterion variable for this third regression analysis was the Children’s
Depression Inventory score. According to the results of this regression analysis,
among the first step variables gender (f = -.58, t [68] = -5.93, p < .001; pr = -.58)
and age (B = .37, t [67] = 4.21, p < .001; pr = .46) of the child had significant
association with the diabetic children’s depressive symptoms. Gender explained 34
% of the variance (F [1, 68] = 35.16, p < .001), with the addition of Age explained
variance increased to 48 % (F change [1, 67] = 17.70, p < .001). Among the second
step variables, children’s self esteem (f = -.48, t [66] = -5.81, p < .001; pr = -.58)
and learned helplessness (B = .22, t [65] = 2.73, p < .01; pr = .32) scores had
significant associations with the depressive symptoms of children. Explained
variances increased to 66 and 69 % respectively with the entrance of self esteem (F

change [1, 66] = 33.71 p <.001) and learned helplessness (F change [1, 65] =7.42, p

< .01) measures into the equation. After controlling for these variables, among the
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third step variables, mothers’ problem-focused (p = .37, t [64] = 3.56, p < .001; pr =

41), emotional (B = .41, t [63] = 3.41, p < .001; pr = .39), and indirect (f = -.21, t

[62] = -2.21, p < .05; pr = -.27) coping styles entered into the regression equation.

With the entrance of mothers’ problem-focused coping styles, explained variance

increased to 74 % (F change [1, 64] = 12.67; p < .001). The entrance of mothers’

emotional coping styles increased explained variance to 78 % (F change [1, 63] =

11.59; p = .001); and finally with the addition of indirect coping style explained

variance increased to 80 % (F change [1, 62] = 4.86; p < .05) (see Table 17).

Table 17

Variables Associated with the Symptoms of Depression in Children with

Diabetes
Predictors F for set T for df Partial Model R*
in set with-in Correlation

set
1. Gender 35.16%** -5.93%** 1, 68 -.58 34
2. Age 17.70%** 4. 2] %%* 1, 67 46 48
3. Piers- 33,71 %%** -0.48%** 1, 66 -.58 .66
Harris SE
4. CASQ 7.42%% 2.73%* 1, 65 32 .69
5. Prob. 12.67%*%* 36H** 1, 64 41 74
Coping
6. Emot. 11.59%*%* 3.41%%* 1,63 .39 78
Coping
7. Indirect 4.86* 2.21% 1,62 =27 .80
Coping

*p< .05, **p< .01, ***p< .001.

Note. Piers-Harris SE = Piers-Harris Children’s Self-Concept Scale; CASQ =
Children’s Attributional Style Questionnaire. pr = Partial correlation for with-in set

predictors.

Thus, this regression analysis indicated that, being female and being older

was significantly associated with children’s depressive symptoms. Having lower self
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esteem and higher learned helplessness scores also had significant associations with
the depressive symptoms of children with diabetes. Depressive symptoms in diabetic
children were finally significantly associated with higher problem-focused and
emotional coping, and lower indirect coping styles in the mothers. These 7 variables
that could enter into the regression equation totally explained for 80 % of the total
variance.
3.2.4 Variables Associated with the Symptoms of Anxiety in Children with
Diabetes

For the fourth regression equation the criterion variable was the Trait
Anxiety Inventory score. According to the results of this regression analysis, among
the first step variables, gender of the child (B =-.52, t [68] =-5.07, p < .001; pr = -
.52); education level of the father (B = -.43, t [67] = -4.67, p < .001; pr = -.50);
mother’s age (B = -.25, t [66] = -2.36, p < .05; pr = -.28); and finally age of the child
(B = .36, t [65] = 3.60, p = .001; pr = .41) had a significant association with the
anxiety symptoms of diabetic children. Gender explained 27 % of the total variance
F [1, 68] = 25.69, p < .001), the entrance of father’s education level increased
explained variance to 45 %, F change [1, 67] = 21.80, p < .001), and explained
variance increased to 50 and 58 % as mother’s age F [1, 66] = 5.59, p < .05), and
age of the child F [1, 65] = 12.93, p = .001) entered into the equation, respectively.
Among the second step variables, only parental rejection (f =.74,t[64] = 10.31,p <
.001; pr = .79) scores had significant associations with the anxiety symptoms of
children. Parental rejection scores increased explained variance to 84 % (F change

[1, 64] = 106.38, p < .001). After controlling for these variables, among the third
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step variables, mothers’ emotional coping styles (B = .15, t [63] =2.04, p < .05; pr =
.25) entered into the equation. With the entrance of mothers’ emotional coping
styles, explained variance increased to 85 % (F change [1, 63] = 4.17; p < .05).
Thus, this regression analysis indicated that, being a female, lower education level
of the father, younger age of the mother and older age in the child significantly
associated with diabetic children’s anxiety symptoms. Furthermore, after controlling
for these variables that accounted for 58 % of the total variance, higher parental
rejection scores were also found to be associated with children’s anxiety symptoms.
Among the mother’s characteristics, higher use of emotional coping styles was
significantly associated with children’s anxiety symptoms. These 6 variables that
could enter into the regression equation totally explained for 85 % of the total

variance (see Table 18).

Table 18
Variables Associated with the Symptoms of Anxiety in Children with Diabetes
Predictors F t for df Partial Model R*
in set for set with-in Correlation

set
1. Gender 25.69%** -5.07%*%% 1,68 -.52 27
2. Father’s Education level 21.80%** -4.67%%*% 1,67 -.50 45
3. Mother’s Age 5.59% -2.36% 1,66 -.28 .50
4. Age of child 12.93%%* 3.60%** 1,65 .41 58
5. PARQ 106.38***  10.31*%** 1,64 .79 .84
6. Emotional Coping 4.17* 2.04* 1,63 .25 .85

p< .05, **p< .01, **¥p< 001,

Note. PARQ = Parental Acceptance-Rejection; pr = Partial correlation for with-in
set predictors.
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3.3 Tests for Mediation Roles of Self-Esteem

In this section, regression analyses will be conducted to test the mediator
roles of self-esteem between parental (acceptance) rejection and depression; and also
between learned helplessness and depression for children with learning disabilities
(n=102).
3.3.1 Mediator Role of Self-Esteem between Parental Acceptance-Rejection and
Depression Symptoms

It was hypothesized that self-esteem may act as a mediator between parental
(acceptance) rejection and depression. The statistical procedures and criteria set by
Baron and Kenny (1986) were used to assess possible mediating effects. To
establish that self-esteem acts as a mediator between parental acceptance-rejection
and depression, the following conditions must be met:
1. Parental-Acceptance Rejection Questionnaire-Child Form (PARQ-Child) scores
must be significantly associated with depression.
2. Variations in parental acceptance-rejection must significantly account for the
variations in the self-esteem variable.
3. Variations in the self-esteem measure must significantly account for the variations
in depression.
4. When the effect of the self-esteem variable on depression is controlled for, the
strength of the previously significant relation between parental acceptance-rejection
and depression should significantly decrease.

In order to examine the accuracy of the above conditions, two regression

analyses were conducted. For the first regression analysis, depression was the
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dependent variable. Independent variables were entered in three steps. In the first
step Gender of the child and Age were entered in order to rule out the variance
accounted for by these factors. In the second step, the total parental-acceptance-
rejection score was entered (this step is testing the first condition). The self-esteem
score was entered in the third step (this step is testing for the third and fourth
conditions).

According to the results of this regression analysis (see Table 19-A), only 1
% of the variance was explained by Age and Gender (F [2, 99] = 0.51; p = ns).
Neither Age (B =.01, t[99] = 0.10, p =ns; pr =.01), nor Gender (p =-.10, t [99] = -
1.01, p = ns; pr = -.10) had significant contributions to the explained variance. On
the second step PAR scores increased the explained variance to 11 % F (1, 98) =
11.04; p < 001, thus confirming the first condition, parental rejection was found to
be associated with depressive symptoms (B = .33, t [98] = 3.32, p < .001; pr = .32).
On the last step with the entrance of Self-esteem explained variance increased to 29
%, E (1, 97) = 24.18, p < .001, and confirming the third condition, self-esteem was
found to be negatively associated with depressive symptoms (B = -.48, t [97] = -
492, p < .000; pr = -45) (see Table 19-A). Additionally, on this final step,
confirming the fourth condition, after controlling for self-esteem, the association of
parental rejection with depression decreased (f = .18, t[97] = 1.90, p = ns; pr =.19;
cf. p=.33,1t[98] =3.32, p < .001; pr = .32), All these findings are in line with the
expectations, suggesting that the association between acceptance-rejection and

depression was mediated by self-esteem.
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In order to check for the second criterion stated above, and thus to be sure
about the mediator role of self-esteem between parental acceptance-rejection and
depression symptoms, the nature of the relationship between PAR and self-esteem
level was questioned through the second regression equation. It is expected that
parental rejection would be associated with low level of self-esteem. To be able to
test this prediction, a second regression equation was formulated where self-esteem
level was the dependent variable, Age and Gender entered in the first step as the
control variables and parental-acceptance rejection score entered into the equation
on the second step.

According to these results (see Table 19-B), 14 % of the variance was
explained by Gender and Age F (2, 99) = 8.33, p < .001; in the second step
explained variance increased to 23 %, F (1, 98) = 11.47, p < .001 with the addition
of PAR score. Consistent with the expectations, parental rejection was found to be
negatively associated with self-esteem scores (f =-.31, t [98] =-3.39, p < .001; pr =
-.32). Moreover, in order to test for the significance of the mediation effect, a
Sobel test was conducted. The Sobel test was significant (Z = 2.76, p < .01),
confirming that parental rejection-depression path was significantly mediated by
self-esteem. Thus, as expected when the effect of the self-esteem variable on
depression was controlled for, the strength of the previously significant relation
between parental acceptance-rejection and depression has significantly decreased. In
other words, it was found that the relation between parental acceptance-rejection and

depression was mediated by self-esteem (see Figure 6).
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Table 19
Mediator Role of Self-Esteem between Parental Acceptance-Rejection and

Depression Symptoms

Order of Predictors F t for df Partial Model
entry of set in set for set  with-in Correlati R?
set on

A. Dependent Variable = CDI
1. Demographic 0.51 2,99 01
Variables

Age 0.10 99 .01

Gender -1.01 99 -.10
2. PAR 11.04%*  3,32%* 1,98 .32 .10
3. Piers-Harris SE 24.18*%* -4 92%* 1,97 -45 18
B. Dependent Variable = Self-Esteem
1. Demographic 8.33%* 2,99 14
Variables

Age -3.55%%* 9 -34

Gender 2.03* 99 20
2. PAR 11.47%% -3,39%% 1,98 -32 .09

*p< .05, **p<.001
Note. CDI = Children’s Depression Inventory; Piers-Harris SE = Piers-Harris
Children’s Self-Concept Scale; PAR = Parental Acceptance-Rejection. pr = Partial

correlation for with-in set predictors.

85



33 (p<.001)
Parental Rejection » Depression
.18 (ns)

31 (p<.001) -.48 (p<.001)

Self-Esteem

Reduced Model Full Model
F (3, 98) = 4.006; F 4,97) =9.81,
p<.01,R*=.11 p<.001, R*=.29

Figure 6. Parental (Acceptance) Rejection and Self-Esteem Measures

Predicting Depression: Regression Analyses Testing the Mediation Hypothesis

Note. Summary of the mediating regression analysis for Depression including beta-
weights, F values, and R?s for the model before the Self-Esteem is included
(Reduced Model) and after the inclusion of the mediator: Self-Esteem (Full Model).
The initial path between Parental Rejection and Depression is indicated by the beta-
weight (and the p value) on the top of the line connecting these variables; whereas
the beta-weight (and the p value) after self-esteem is included as the mediator is

indicated by the beta-weight (and the p value) directly under the path.
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3.3.2 Mediator Role of Self-Esteem between Learned Helplessness and
Depression Symptoms

It was also hypothesized that self-esteem may act as a mediator between
learned helplessness and depression. To establish that self-esteem acts as a mediator
between learned helplessness and depression, the following conditions must be met:

1. Children’s Attributional Style Questionnaire (CASQ) scores must be
significantly associated with depression.
2. Variations in CASQ scores must significantly account for the variations in the
self-esteem variable.
3. Variations in the self-esteem measure must significantly account for the variations
in depression.
4. When the effect of the self-esteem variable on depression is controlled for, the
strength of the previously significant relation between learned helplessness and
depression should significantly decrease.

In order to examine the accuracy of the above conditions, two regression
analyses were conducted. For the first regression analysis, depression was the
dependent variable. Independent variables were entered in three steps. In the first
step Gender of the child and Age were entered in order to rule out the variance
accounted for by these factors. In the second step, the CASQ score was entered (this
step is testing the first condition). The self-esteem score was entered in the third step
(this step is testing for the third and fourth conditions).

According to the results of this regression analysis (see Table 20-A), only 1

% of the variance was explained by Age and Gender (F [2, 99] = 0.51; p = ns).
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Neither Age (B =.01, t[99] = 0.10, p =ns; pr =.01), nor Gender (p =-.10, t [99] = -
1.01, p = ns; pr = -.10) had significant contributions to the explained variance. On
the second step CASQ scores increased the explained variance to 7 % F (1, 98) =
6.13, p <.001 and confirming the first condition, increased learned helplessness was
found to be associated with depressive symptoms ( = .25, t [98] = 2.48, p < .01; pr
= .24). On the last step with the entrance of Self-esteem explained variance
increased to 28 %, F (1, 97) = 27.78, p < .001, and confirming the third condition,
self-esteem was found to be negatively associated with depressive symptoms (f = -
ST, t[97] =-5.27, p < .000; pr = -.47) (see Table 20-A). Additionally, on this final
step, confirming the fourth condition, after controlling for self-esteem, the
association of learned helplessness with depression decreased (f = .13, t [97] = 1.39,
p=ns; pr=.14; cf. f =.25, t [98] = 2.48, p < .01; pr = .24). All these findings are in
line with the expectations, suggesting that the association between learned
helplessness and depression was mediated by self-esteem.

In order to check for the second criterion stated above, and thus to be sure
about the mediator role of self-esteem between learned helplessness and depression
symptoms, the nature of the relationship between CASQ and self-esteem level was
questioned through the second regression equation. It is expected that learned
helplessness would be associated with low level of self-esteem. To be able to test
this prediction, a second regression equation was formulated where self-esteem level
was the dependent variable, Age and Gender entered in the first step as the control

variables and CASQ score entered into the equation on the second step.
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According to these results (see Table 20-B), 14 % of the variance was
explained by Gender and Age F (2, 99) = 8.33, p < .001; in the second step
explained variance increased to 20 %, F (1,98) = 6.47, p = .013 with the addition of
CASQ score. Consistent with the expectations, learned helplessness was found to be
negatively associated with self-esteem scores ( = -.23, t [98] =-2.54, p < .01; pr = -
25).

Moreover, in order to test for the significance of the mediation effect, a
Sobel test was conducted. The Sobel test was significant (Z = 2.29, p < .05)
confirming that learned helplessness-depression path was significantly mediated by
self-esteem. Thus, as expected when the effect of the self-esteem variable on
depression was controlled for, the strength of the previously significant relation
between learned helplessness and depression has significantly decreased. In other
words, it was found that the relation between learned helplessness and depression

was mediated by self-esteem (see Figure 7).
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Table 20

Mediator Role of Self-Esteem between Learned Helplessness and Depression

Symptoms
Order of Predictors F t for with-in df Partial Model
entry of set in set for set  set Correlation R®
A. Dependent Variable = CDI
1. Demographic 0.51 2,99 .01
Variables

Age 10 99 .01

Gender -.10 9 -10
2. CASQ 6.13%  2.48% 1,98 .24 .06
3. Piers-Harris SE 27.78%*  -527%%* 1,97 -47 21
B. Dependent Variable = Self-Esteem
1. Demographic 8.33%* 2,99 A5
Variables

Age -3.55%%* 9 -34

Gender 2.03* 99 20
2. CASQ 6.47* -2.54%* 1,98 -25 .05

Note. CDI = Children’s Depression Inventory; CASQ = Children’s Attributional
Style Questionnaire; Piers-Harris SE = Piers-Harris Children’s Self-Concept Scale.

pr = Partial correlation for with-in set predictors.

#p< .05, **p< .001
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25 (p< .01)

Learned Helplessness » Depression
.13 (ns)

-.23 (p<.05) -.51 (p<.001)

Self-Esteem

Reduced Model Full Model

F (3, 98) =2.40; F (4,97)=9.24,

p=ns, R*=.07 p<.001, R*=.28

Figure 7 Learned Helplessness and Self-Esteem Measures Predicting

Depression: Regression Analyses Testing the Mediation Hypothesis

Note. Summary of the mediating regression analysis for Depression including beta-
weights, F values, and Rs for the model before the Self-Esteem is included
(Reduced Model) and after the inclusion of the mediator: Self-Esteem (Full Model).
The initial path between Learned Helplessness and Depression is indicated by the
beta-weight (and the p value) on the top of the line connecting these variables;
whereas the beta-weight (and the p value) after self-esteem is included as the

mediator is indicated by the beta-weight (and the p value) directly under the path.
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3.4 Results for Mothers: Comparison of the Two Groups

In order to examine the inter-correlations among the variables, Pearson
product-moment correlation coefficients were computed. As expected, there were
significant correlations with the study variables of total BDI score, TAI score,
MMFAD subtest scores, PSI score, TWCI subtest scores, and PARQ-Mother Form
scores (see Table 21). Other than these analyses, the measures received from
mothers of the two groups of children, namely, LD and diabetic children were
compared through one-way ANCOVA analyses. In these analyses, age of the mother
was taken as the covariate variable. Comparison were conducted between the
mothers of 79 children with LD and 70 diabetic children.

3.4.1 Depression

For the mothers of children with learning disorders, BDI scores ranged from
0 to 31 (M= 13.23, SD = 6.82). For the mothers of children with diabetes, BDI
scores ranged from 3 to 20 (M= 10.24, SD =4.33).

A one-way analysis of covariance (ANCOVA) was conducted to evaluate the
diagnosis differences (LD, diabetes) on the depression level of mothers. Thus, BDI
scores were taken as the dependent variable and Diagnosis (LD, diabetes) of the
child as the independent variables. The means and standard deviations for BDI as a
function of the diagnosis are presented in Table 22. The ANCOVA indicated a
significant main effect for Diagnosis, F (1, 146) = 11.47, p = .001, partial n2 =.07.
The diagnosis main effect indicated that mothers of children with a learning
disability had higher depression scores compared to mothers of children with

diabetes (see Figure 8).
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Table 21 Pearson Correlations of the Diagnostic Group, BDI score, TAI score, MBI score, MMFAD score, PSI score,

TWCI scores, and PARQ-Mother Form score

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
1. Diagnosis 25%% | 32%%k | 5%k | 3%k | 30%kF | - 17F | 12 .01 .09 -32%% | 15 -.09 A1 106 50%*
2. BDI AO%* | 29%% | 35%¥ | A]¥Ek ) 3PRx | 3Q¥Ek | 3RFF | 36¥F | 14 .05 .10 Q8% | 41%E | 3EE
3. TAI A4%F | A3*E | 60FF | 31¥*F | S]RF | 43%% | 5%k | 12 -.01 .10 SO#E | 49%EF | 43k
4. MMFAD: PS S53%% | 55%%F | 27F¥ | [19% 26%F | .64%F | - 18* -.05 .06 S2#k | 34k 56%*
5. MMFAD: CM STE* | J0¥*F | 36%F | ST*F | 68%* | (15 -.01 -.07 S8#k | 38*Ek | 40%*
6. MMFAD: RL S3%% | 52%*% | 60** | .62%F | 11 20% | .16* STEE | STHRE | 56%*
7. MMFAD: AR 36%* | .68%*F | 72%* | 28%*% | 01 .05 SO#E | 49%EF | D4k
8. MMFAD: Al A45%F | AQ¥k | 24%% | - ]2 20%% | 41FF | 60%*F | 27HE
9. MMFAD: BC O1%F% | 25%% | -07 A1 S6FE | S50%F | 26%*
10. MMFAD: GF .06 -.19*% | .05 SRR L 61%F | 4%
11. Emot. Focus Cop. 22%% | 34%% | 0% 35%F | 13
12. Prob. Focus Cop. 26%* | .07 -25%% 102
13. Indir. Cop. Style .14 30%F | 17*
14. PSI A49%%k | 56%*
15. MBI STH*

16. PARQ-total

Note. BDI = Beck Depression Inventory, TAI = Trait Anxiety Inventory; MMFAD McMaster Family Assessment Device, PS:
Problem Solving; CM: Communication; RL: Roles; AR: Affective Responsiveness; Al: Affective Involvement; BC: Behavior

Control; GF: General Functions; Emot. Focus Cop. = Emotional Focused Coping; Prob. Focus Cop. = Problem Focused Coping;
Indir. Cop. Style= Indirect Coping Style PSI = Problem Solving Inventory; MBI = Maslach Burnout Inventory; PARQ = Parental

Acceptance-Rejection Questionnaire.

** p< .01 level (2-tailed).
* p<.05 level (2-tailed).
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Table 22

Means and Standard Deviations for Depression as a Function of the
Diagnosis their children received

Diagnostic Group Mean | Std. Deviation | N

Mothers of diabetic children | 10.24 4.33 70

Mothers of LD children 13.23 6.82 79

Total Group 11.83 5.96 149

14,00 —

12,00 —

10,00 —

BDI 390

6,00 —

4,00 —

2,00 —

Diabetes LD

Diagnosis

Figure 8 Depression Levels of Mothers of the Two Groups of Children
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3.4.2 Anxiety

For the mothers of children with learning disorders, TAI scores ranged from
25 to 65 M = 41.62, SD = 8.44). For the mothers of children with diabetes, TAI
scores ranged from 24 to 61 (M= 36.59, SD = 6.48).

A one-way analysis of covariance (ANCOVA) was conducted to evaluate the
diagnosis differences (LD, diabetes) on the anxiety level of mothers. Thus, TAI
scores were taken as the dependent variable and Diagnosis (LD, diabetes) of the
child as the independent variables. The means and standard deviations for TAI as a

function of the diagnosis are presented in Table 23.

Table 23
Means and Standard Deviations for Anxiety as a Function of the

Diagnosis their children received

Diagnostic Group Mean | Std. Deviation | N
Mothers of diabetic children | 36.59 6.48 70
Mothers of LD children 41.62 8.44 79
Total Group 39.26 7.97 149

The ANCOVA indicated a significant main effect for Diagnosis, F (1, 146) =
18.50, p < .001, partial 5> = .11. The diagnosis main effect indicated that mothers of
children with a learning disability had higher trait anxiety scores compared to

mothers of children with diabetes (see Figure 9).
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Figure 9 Anxiety Levels of Mothers of the Two Groups of Children

3.4.3 Family Functions

For the total sample, the internal reliability of the MMFAD as measured by
coefficient alpha, was found to be .92. Separate reliability analyses were conducted
for the LD and Diabetes group, and alpha coefficients were found to be .91 and .95,
respectively. Internal reliabilities for the MMFAD subtests as measured by

coefficient alphas were found to be .85, .79, .66, .70, .72, .60 and .90 for the
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Problem Solving, Communication, Roles, Affective Responsiveness, Affective
Involvement, Behavior Control and General Functioning subscales for this sample.
A multivariate analysis of covariance (MANCOVA) was conducted to
evaluate the diagnosis differences (LD, diabetes) on the family functioning level of
mothers. Thus, MMFAD subtest scores were taken as the dependent variables
(Problem Solving, Communication, Roles, Affective Responsiveness, Affective
Involvement, Behavior Control and General Functioning) and Diagnosis (LD,
diabetes) of the child as the independent variable For this analysis Age of the mother
was the covariate variable. The means and standard deviations for MMFAD subtests
as a function of the diagnosis are presented in Table 24.
Table 24

Means and Standard Deviations for Family Functioning subtests as a Function
of the Diagnosis their children received

Family Mothers of diabetic Mothers of LD Difference Between
Functioning children children Groups
Subtests
Mean SD Mean SD F (1,146)

Problem 1.33 .39 1.91 55 61.41%*
Solving
Communication | 1.37 40 1.56 45 9.82%*
Roles 1.74 .50 2.05 46 16.89%**
Affective 1.96 74 1.74 49 3.50
Responsiveness
Affective 1.95 43 2.05 41 3.05
Involvement
Behavior 1.83 49 1.83 37 .09
Control
General 1.73 45 1.81 46 2.11
Functioning

#p< .01, **p< .001
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MANCOVA results indicated a significant Diagnosis main effect F (7,140) =
19.67, p < .001, partial n* = .50. Univariate analyses indicated a significant main
effect for Diagnosis for the “Roles” subscale, F (1,146) = 16.89, p < .001, partial n2
= .10; a significant main effect for Diagnosis for the “Communication” subscale, F
(1,146) = 9.82, p < .01, partial n> = .06; a significant main effect for Diagnosis for
the “Problem Solving” subscale, F (1,146) = 61.41, p < .001, partial 112: .30; and no
significant main effects for Diagnosis for the “Affective Responsiveness”,
“Affective Involvement”, “Behavioral Control” and “General Functioning”
subscales. The diagnosis main effect for Roles indicated that mothers of children
with a learning disability had higher problems in efficacy with which family tasks
were allocated and accomplished compared to mothers of children with diabetes.
The diagnosis main effect for Communication indicated that mothers of children
with a learning disability had lower effectiveness and directness of information
exchange in the family compared to mothers of children with diabetes. Finally, the
diagnosis main effect for Problem Solving indicated that mothers of children with a
learning disability had higher problems in the family’s ability to resolve problems

together compared to mothers of children with diabetes.
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Figure 10 McMaster Family Assessment Device Subtests for the Mothers of

Children of the Two Diagnostic Groups
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3.4.4 Problem Solving

For the total sample, the internal reliability of the PSI as measured by
coefficient alpha was found to be .87. Separate reliability analyses were conducted
for the LD and Diabetes group, and alpha coefficients were found to be .85 and .87,
respectively.

For the mothers of children with learning disorders PSI scores ranged from
56 to 139 M = 92.15, SD = 18.74). For the mothers of children with diabetes, PSI
scores ranged from 44 to 94 (M= 74.76, SD = 20.21).

A one-way analysis of covariance (ANCOVA) was conducted to evaluate the
diagnosis differences (LD, diabetes) on the problem solving ability level of mothers.
Thus, PSI scores were taken as the dependent variable and Diagnosis (LD, diabetes)
of the child as the independent variable. The means and standard deviations for PSI
as a function of the diagnosis are presented in Table 25. The ANCOVA indicated a
significant main effect for Diagnosis, F (1, 146) = 32.60, p < .001, partial n2 =.18.
The diagnosis main effect indicated that mothers of children with a learning
disability had higher perception of inability to solve problems compared to mothers
of children with diabetes.

Table 25

Means and Standard Deviations for Problem Solving of Mothers as a Function
of the Diagnosis their children received

Diagnostic Group Mean | Std. Deviation | N
Mothers of diabetic children | 74.76 20.21 70
Mothers of LD children 92.15 18.74 79
Total Group 83.98 21.24 149
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Figure 11 Problem Solving Levels for the Mothers of Children of the Two

Diagnostic Groups

3.4.5 Ways of Coping

For the total sample, the internal reliability of the TWCI as measured by
coefficient alpha was found to be .90. Separate reliability analyses were conducted
for the LD and Diabetes group, and alpha coefficients were found to be .92 and .84,

respectively. Internal reliabilities for the MMFAD subscales as measured by
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coefficient alpha were found to have reliabilities of .86, .89, and 81 for Problem
Focused Coping, Emotion Focused Coping, and Seeking Social Support: Indirect
Coping Style for this sample. Separate reliability analyses were conducted for the
LD and Diabetes group and alpha coefficients were found to be .83, .91, and .76 and
81, .89, and .80 respectively, for the Problem Focused Coping, Emotion Focused
Coping, and Seeking Social Support: Indirect Coping Style subscales.

A multivariate analysis of covariance (MANCOVA) was conducted to
evaluate the diagnosis differences (LD, diabetes) on the ways of coping of mothers.
Thus, TWCI subtest scores were taken as the dependent variables (Emotion Focused
Coping, Problem Focused Coping, and Seeking Social Support: Indirect Coping
Style) and Diagnosis (LD, diabetes) of the child as the independent variable. The
means and standard deviations for TWCI subtests as a function of the diagnosis are
presented in Table 26. MANCOVA results indicated a significant Diagnosis main
effect F (3,144) = 8.52, p < .001, partial n2 = .15. Univariate analyses indicated a
significant main effect for Diagnosis for the “Emotion Focused Coping” subscale, F
(1,146) = 16.38, p < .001, partial n2 = .10. The ANCOVA indicated no significant
main effects for Diagnosis for the “Problem Solving” subscale, F (1,146) =2.45,p =
ns, partial n2 = .02 and “Seeking Social Support: Indirect Coping Style” subscale, F
(1, 146) = 1.04, p = ns, partial n2 = .01. The diagnosis main effect for Emotion
Focused Coping indicated that mothers of children with a learning disability had
lower use of emotion focused coping style compared to mothers of children with

diabetes.
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Table 26

Means and Standard Deviations for Ways of Coping of Mothers as a Function

of the Diagnosis their children received

Diagnostic | Mothers of diabetic Mothers of LD Difference Between

Group children children Groups
Mean SD Mean SD F (1,146)

Emotion 59.21 4.55 53.68 10.28 16.38*

Focused

Coping

Problem 87.66 12.39 90.85 9.28 245

Focused

Coping

Indirect 35.47 3.32 34.80 4.28 1.04

Coping

Style

* p< .05
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Figure 12 Ways of Coping for the Mothers of Children of the Two Diagnostic

Groups

3.4.6 Parental Acceptance-Rejection

For the total sample, the internal reliability of the PARQ-Mother Form as
measured by coefficient alpha was found to be .89. Separate reliability analyses
were conducted for the LD and Diabetes group and alpha coefficients were found to

be .89 and .86, respectively.
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A one-way analysis of covariance (ANCOVA) was conducted to evaluate the
diagnosis differences (LD, diabetes) on the parental acceptance-rejection as
perceived by the mothers. Thus, PARQ-Mother Form total score was taken as the
dependent variable and Diagnosis (LD, diabetes) of the child as the independent
variable. In this analysis Age of the mother was taken as the covariate variable. The
means and standard deviations for PARQ subtests as a function of the diagnosis are
presented in Table 27.

Table 27

Means and Standard Deviations for Parental Rejection as perceived by
mothers as a Function of the Diagnosis their children received

Diagnostic Group Mean | Std. Deviation | N
Mothers of diabetic children | 77.21 11.25 70
Mothers of LD children 92.11 14.64 79
Total Group 85.11 15.09 149

The ANCOVA indicated a significant main effect for Diagnosis for the
“Parental Rejection Total score”, F (1, 146) = 54.19, p < .001, partial n2 = .27. The
diagnosis main effect on total parental rejection score indicated that mothers of
children with a learning disability perceived higher levels of rejection towards their

children compared to mothers of children with diabetes.
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Figure 13 Parental Rejection Levels for the Mothers of Children of the Two

Diagnostic Groups

3.4.7 Parental Burnout

For the total sample, the internal reliability of the MBI as measured by
coefficient alpha was found to be .85. Separate reliability analyses were conducted
for the LD and Diabetes group and alpha coefficients were found to be .82 and .89,

respectively.
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For the mothers of children with learning disorders MBI scores ranged from
5to 44 (M = 21.28, SD = 8.80). For the mothers of children with diabetes, MBI
scores ranged from 7 to 41 (M= 20.16, SD = 11.29).

A one-way analysis of covariance (ANCOVA) was conducted to evaluate the
diagnosis differences (LD, diabetes) on the parental burnout level of mothers. Thus,
MBI scores were taken as the dependent variable and Diagnosis (LD, diabetes) of
the child as the independent variables. In this analysis Age of the mother was taken
as the covariate variable. The means and standard deviations for MBI as a function
of the diagnosis are presented in Table 28.

Table 28

Means and Standard Deviations for Parental Burnout Level of Mothers as a
Function of the Diagnosis their children received

Diagnostic Group Mean | Std. Deviation | N
Mothers of diabetic children | 20.16 11.29 70
Mothers of LD children 21.28 8.80 79
Total Group 20.75 10.03 149

The ANCOVA indicated a significant main effect for Diagnosis, F (1, 146) =
19.72, p < .001, partial n* = .12. The diagnosis main effect indicated that mothers of
children with a learning disability perceived higher parental burnout compared to

mothers of children with diabetes.
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Figure 14 Parental Burnout Levels for the Mothers of Children of the Two

Diagnostic Groups
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3.5 Comparison of Pure LD to LD with Comorbid ADHD

In this section separate ANOVA’s were conducted in order to compare
children with pure LD and their mothers, without any comorbid disorder (n = 62) to
LD children having ADHD as a comorbid disorder and their mothers (n = 32) on the

basis of their psychological adjustment levels.

3.5.1 Comparison of Pure LD Children to LD Children with Comorbid ADHD

In order to compare the children with pure LD, that is without any comorbid
disorder (n = 62) to LD children having ADHD as a comorbid disorder (n = 32),
separate one-way analyses of variance analyses were conducted. These two groups
were compared on the basis of their psychological adjustment levels, namely
learned helplessness, parental rejection levels, depression, anxiety, and self-
esteem. Thus, in these analyses, the dependent variable was the related
psychological adjustment level (i.e., learned helplessness, parental rejection levels,
depression, anxiety and self-esteem respectively), and the independent variable was
the diagnostic group (LD vs. LD-ADHD). Non of the ANOVA's were significant,
indicating no significant differences between the children with LD and LD-ADHD

in terms of these psychological adjustment levels.
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3.5.2 Comparison of the Mothers of Pure LD Children to the Mothers of LD

Children with Comorbid ADHD

In order to compare the mothers of children with pure LD, that is without
any comorbid disorder (n = 62) to the mothers of LD children having ADHD as a
comorbid disorder (n = 32), separate one-way analyses of variance analyses were
conducted. These two groups were compared on the basis of their psychological
adjustment levels, namely depression, anxiety, family funcyioning, problem solving,
ways of coping, and parental rejection as perceived by the mother. Thus, in these
analyses, the dependent variable was the related psychological adjustment level (i.e.,
BDI score, TAI score, MMFAD subtest scores, PSI score, TWCI subtest scores, and
PARQ-Mother Form scores, respectively), and the independent variable was the
diagnostic group (LD vs. LD-ADHD). Non of the ANOVA's were significant,
indicating no significant differences between the mothers of children with LD and

LD-ADHD in terms of these psychological adjustment levels.
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CHAPTER IV

DISCUSSION

This study aimed to investigate the relations between self-esteem, parental
rejection, learned helplessness, anxiety and depression in children with learning
disabilities. Since it has previously been shown that LD children are prone to higher
emotional dysfunction it was aimed to compare this population with another
population which is known to have emotional difficulties due to the chronicity of
their condition. Thus the diabetes population was chosen as a comparison group of
the study variables. Therefore another aim was to examine the group differences of
psychological adjustment between children with LD and diabetes in terms of self-
esteem, depression, anxiety, learned helplessness, and parental-acceptance-rejection.
Furthermore, differences between mothers who have children with learning
disabilities and those who have children with diabetes were examined in terms of
their adjustment levels (i.e., depression, anxiety, family functioning, coping,
problem solving abilities, parental burnout and expressed levels of parental
acceptance-rejection).

4.1 Psychological Adjustment of Children with Learning Disabilities

All individuals with LD experience mildly elevated social and emotional

problems and a small group of individuals with LD may experience serious

psychosocial difficulties (Greenham, 1999). This study is in line with previous

111



findings showing psychosocial difficulties in children with LD. The female-male
ratio for LD children in this study (1:2) is in line with previous studies’ ratios
(Kistner et al, 1985; Valas, 2001b). In a study it was found that LD males were
disproportionally male, in other words it was twice the number of females (Svetaz,
Ireland, Blum, 2000).

Studies have found that there is a positive developmental bias on young
children’s self-appraisals (Benenson & Dweck, 1986; Priel & Leshem, 1990; Stipek,
1981). Research has shown that accuracy of judgment increases with age (Benenson
& Dweck, 1986), in other words children before the ages of 8 or 9 have a tendency
to overrate their competence. Thus, in the analyses conducted for this study, age was
taken as a covariate in order to control for possible confounding effects.

4.1.1 Self Esteem

Studies focusing on the self-esteem of children with LD are inconclusive.
This study indicated that children with a learning disability have lower self-esteem
scores compared to children with diabetes. This study adds to the growing literature
stressing low self-concept of the LD children (Ayres, Cooley, & Dunn, 1990;
Hiebert, Wong & Hunter, 1982; Kistner & Osborne, 1987; LaGreca & Stone, 1990;
Rogers & Sakolfske, 1985, Valas, 2001b). This finding is also consistent with a
recent meta-analysis that pointed out that around 70 % of children with LD
exhibited negative global self-concept and low self-esteem (Kavale & Forness,
1996).

This study has found a low global self-concept in children with LD. It has

been suggested in previous research that these children may rely upon other sources
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of self-concept such as positive teacher feedback instead of their academic
competence (Bear & Minke, 1996). A study by Kloomok & Cosden (1994), showed
that children with LD who received higher levels of social support from parents and
friends reported higher global self-worth. Thus, providing children with LD with
social support may be useful intervention strategy in order to increase self-esteem of
these children.

In a study, it was found that children with learning difficulties who were
integrated into mainstream schooling showed low levels of self-esteem (Crozier,
Rees, Morris-Beattie & Bellin, 1999). The children in this study did not receive
special education; they were all in mainstream schooling. Thus, they were most
probably comparing themselves with their normally-achieving peers in the
classroom. This is believed to increase the probability of the low self-esteem found
in these children. Previous studies have found that children with LD who are
educated in segregated units had a more positive sense of self compared to those
educated in mainstream schools (Crozier et al., 1999; Humphrey, 2002). Humphrey
(2002) suggested that children in mainstream schooling may be making unfair
comparisons between themselves and their mainstream peers. If the children in this
study had been receiving education in other classes designed for their individual
needs, then they might have been able obtain a more positive sense of themselves.
But this brings out issues of separating children with LD from their non-LD peers.
Since children in mainstream schooling develop lower levels of self-esteem, perhaps
these results show that teachers in mainstream schools who work with children with

LD need to take precautions in order for this not to happen. They need to work on an
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environment in which the children feel secure and appreciated so that they may form
higher levels of self-esteem. Teachers may emphasize the strong points in every
child. Thus, this may help in developing the beliefs in children that they also have a
side to themselves that is strong and can be appreciated by important others such as
peers, family members or teachers. Although it is beyond the scope of this study, a
previous study by Humphrey (2002), pointed out that some of the features of
dyslexia-friendly schools are multi-sensory teaching programs and the use of
achievement, effort, and good behavior acknowledgment in a wide range of
activities. Thus, dyslexia-friendly schools may facilitate the successful education for
children with LD.

The school environment has an important part in the development of self-
esteem. Usually, school is the first occasion in which children act independently and
compare themselves with others (Winnie, Woodlands, & Wong, 1982). Since the
school environment emphasizes social comparison through the use of grades and
praise, children are faced with evaluation from the time they begin school. Previous
research on LD students’ perceived academic competence has found that social
comparison processes play an important role. LD students have been found to
perceive themselves as less academically competent as they move into the next
grade if they compared themselves to their classmates (Renick & Harter, 1989). On
the other hand, when these children compared their abilities with LD peers in their
resource room they were found to have high perceptions of their academic
competence. In another study it was found that social comparison seemed to be

important in the self-perceptions of mildly handicapped children (Coleman, 1983).
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Coleman’s (1983) study showed that those mildly handicapped adolescents who
were placed in a special classroom received higher scores on the Piers-Harris Self-
Concept Scale (Piers & Harris, 1969) compared to those students who were placed
in regular classrooms. Thus, studies have indicated that among children with LD,
difficulties in specific areas of academic performance are generalized to overall
negative academic self-perception (Butkowsky & Willows, 1980; Rogers &
Saklofske, 1985; Winnie et al., 1982) and self-concept (Heyman, 1990). In a study
by Heyman (1990), it was found that self-perception of learning disability was
related to self-esteem. It was pointed out that this finding was in line with the
literature on physical disabilities suggesting that self-esteem is related to acceptance
of the handicap (Heyman, 1990). Thus, Heyman (1990) suggested that having a
similar perception of learning disability may increase self-esteem in LD children.
The findings suggest that self-perceptions play an important role in the future
behaviors of these children. It was pointed out that self-perception of LD may have
an effect on academic self-concept and self-esteem, and these factors then influence
academic achievement (Heyman, 1990).

Through development, children tend to use social comparison processes
more frequently. Previous studies have found that LD students’ perceptions of
competence in regular classrooms declined with grade level (Renick & Harter,
1989). Thus, when LD students compared their competencies with those of their
classmates who were normal achievers, they became aware of the discrepancy
between the performance of those peers and their own. A significant linear trend in

LD students’ perceptions of academic competence was found to decrease across
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three groups of grade level, namely grades 3-4, 5-6 and 7-8. Also since academic
competence and global self-worth are related (Renick & Harter, 1989), according to
the previous findings regarding the downward trend of perception of competence,
age was taken as a covariate in this study.

Academic achievement and self-worth have been found to be closely linked.
In a study it was found that academic competence and global self-worth were
significantly correlated (Renick & Harter, 1989). This result indicates that LD
children’s self-esteem 1is closely linked with their perceptions of academic
achievement. Thus many LD children may be feeling poorly about themselves due
to the difference between their academic performance and that of their peers.
Although the difference was not found to be significant, LD students in middle
school grades were found to show a higher relationship between academic
competence and global self-worth compared to students in grades 3-6.

La Greca and Stone (1990) have found that compared to low achievers and
average achievers, children with LD perceived themselves lower in global self-
worth. This finding indicated that lower feelings of children with LD compared to
their nondisabled classmates could not be considered only to be a function of the
low achievement in LD, since non-LD low achievers received significantly higher
scores on global self-worth. Even when these LD children were matched with their
low achieving classmates, significant differences on social and personal functioning
were found. Thus, it was concluded that the lower self-worth perceptions in LD
children could not be due to low achievement only but peer rejection may also have

played a part (La Greca & Stone, 1990). The findings related to lower self-esteem of
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LD children is in line with the previous literature findings showing lower self-
esteem patterns in LD children (Ayres, Cooley, & Dunn, 1990; Hiebert, Wong &
Hunter, 1982; Kistner & Osborne, 1987; LaGreca & Stone, 1990; Rogers &
Sakolfske, 1985, Valas, 2001b).

In a previous study, helplessness was found to be significantly related to
psychological adjustment (self-esteem and depression) (Valas, 2001a). In this study
it was hypothesized that self-esteem may act as a mediator between learned
helplessness and depression. Consistent with the expectations, learned helplessness
was found to be negatively associated with self-esteem scores. It was also found
that, the learned helplessness-depression path was significantly mediated by self-
esteem. Children who show helpless behaviors do not necessarily need to show
depressive symptoms. Those children who also have self-esteem problems may
show depressive symptoms. This finding further indicates the importance of self-
esteem in psychological adjustment and the necessity to increase these children’s
self-esteem. The findings indicated no significant interaction between diagnosis
and gender. This is in line with previous findings in which LD children were
compared with their low achieving and average achieving peers and no significant
interaction differences (genderXgroup) were found (La Greca & Stone, 1990;
Kistner, Haskett, White, & Robbins, 1987).

In the present study, the gender main effect indicated that girls had lower
self-esteem scores compared to boys. This finding is in line with the literature where
girls report more negative self-concepts than boys (Kistner, Haskett, White, &

Robbins, 1987; Margalit & Ronen, 1993; Woodward & Frank, 1988; Valas, 2001a).

117



4.1.2. Learned Helplessness

The diagnosis main effect indicated that children with a learning disability
had higher scores on learned helplessness compared to children with diabetes. The
findings in this study, related to more helplessness in LD children is in line with the
previous literature findings showing more helpless behaviors in LD children
(Butkowsky & Willows, 1980; Pearl, 1982; Pearl, Bryan & Donahue, 1980; Kistner,
White, Haskett & Robbins, 1985; Valas, 2001b). The frequent failures experienced
by these children may have led to the development of beliefs of helplessness as the
theories on learned helplessness suggest (Weiner, 1979). The literature points out
that, those helpless children perceive past success and failures as caused by external
factors, that is, events outside their control, and they use less effort in new situations
compared to children who think events are under their control. Helplessness was
found to be significantly related to psychological adjustment (self-esteem and
depression) (Valas, 2001a).

In studies examining the beliefs of learning disabled children it has been
shown that they fit a learned helpless response pattern (Butkowsky & Willows,
1980; Pearl, 1982; Pearl, Bryan, & Donahue, 1980). Since these children have
repeated school failures, the tendency to attribute failures to factors beyond their
control may be natural. Yet it has been pointed out in previous research that some
children with LD enter into a failure cycle in which their school problems lead them
to doubt their abilities and expect failures (Kistner et al, 1985). Thus these beliefs
may lead to less persistent attempts to master tasks which in turn, may increase the

likelihood of continued failures (Kistner et al., 1985). Although research has shown
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that LD children develop learned helplessness, there may be other explanations
about the attributional differences of LD and normal children. In studies by Nicholls
(1978, 1979) it was found that as the reasoning abilities of children increase, the
information that is used to formulate causal explanations and the relationship
between controllable and uncontrollable factors for achievement outcomes change.
In another study by Frieze & Snyder (1980), it was found that as normal children
grow older, there is an increase in their tendencies to attribute their failure to
insufficient effort. The same pattern should be expected from LD children but the
learned helplessness hypothesis points out that LD children will keep on attributing
their failures to uncontrollable factors (i.e., “I am unable to be successful in my
lessons”) if some intervention is not provided to change their beliefs (Kistner at al.,
1985). In studies examining the developmental patterns of attributions for LD boys
and girls it was found that LD girls were more likely to maintain maladaptive
attributions compared to boys as they grow older (Kistner at al., 1985). Also LD
children were less likely to attribute their failure to insufficient effort and more
likely to attribute failures to insufficient ability which is a factor beyond their
control, compared to normally achieving children (Kistner at al., 1985). Girls of both
normally achieving and LD children attributed their failures more to insufficient
ability compared to boys. The findings in this study are consistent with the literature
regarding learned helpless response patterns in LD children compared to normal
controls (Kistner at al., 1985).

This study did not find a gender difference regarding learned helplessness

patterns in LD children. This finding is different from previous studies which have
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found boys to have increased levels of learned helplessness compared to girls
(Valas, 2001a). In this study it was found that girls with diabetes had higher levels
of learned helplessness as compared to boys with diabetes. This is in line with the
sex difference literature of normally achieving children regarding responses to
failure (Kistner at al., 1985).

There were gender effects across groups in this study. Boys with diabetes
had the lowest learned helplessness level compared to boys with LD and girls with
diabetes. Girls with LD had a significantly higher learned helplessness level
compared to girls with diabetes. Although diabetes is a chronic disease, this study
has found that those children with diabetes had lower levels of learned helplessness.
This may suggest that although diabetes is a chronic disease it does not lead to the
development of learned helplessness, at least not as much as children with learning
disabilities.

The LD children showed learned helplessness behaviors. Since helpless
children perceive past success and failures as caused by external factors, that is,
events outside their control, they tend to use less effort then it will be helpful to
teach these children to attribute their failures to a controllable cause of insufficient
effort. Previous studies on attribution and self-control training, combined with
success experiences have resulted in increased motivation and improved
performance for helpless children (Dweck, 1975; Licht, Kistner, Ozkaragéz,

Shapiro, & Clausen, 1985; Reid & Borkowski, 1987).
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4.1.3 Parental Acceptance-Rejection

Parental acceptance is necessary for the development of a positive self-
concept (Rosenthal, 1973). This study showed that children with a learning
disability perceived higher levels of rejection from their mothers compared to
children with diabetes.

It was hypothesized that self-esteem may act as a mediator between parental
(acceptance) rejection and depression. The hypothesis that parental rejection would
be associated with low level of self-esteem was verified in this study. Consistent
with the expectations, parental rejection was found to be negatively associated with
self-esteem scores. In other words, this study showed that parental rejection-
depression path was significantly mediated by self-esteem indicating that parental
rejection does not directly lead to depression but it is changed by the presence of
self-esteem. Studies attempting to identify risk factors for the development of low
self-esteem have focused on parenting. In previous studies, parenting has been
implicated as a risk factor for the development of childhood low self-esteem and
results from studies also suggest that low self-esteem is predictive of a later
depressive episode (Rohner, 1986).

Girls with LD and boys with LD did not differ significantly on levels of
perceived parental rejection. Boys with LD had higher levels of perceived parental
rejection compared to boys with diabetes. Girls with LD and girls with diabetes did
not differ significantly on levels perceived parental rejection. Girls with diabetes had

higher levels of perceived parental rejection than boys with diabetes.
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4.1.4 Depression

In this study, the mean score for CDI for children with LD was found as
13.97. This mean is higher than the mean reported by Kovacs (M= 9.27; 1980/81).
The mean found in this study is also above the cut-off score of 11 suggested by
Kovacs (1980/81) as an index for mild depression. In the sample of children with
LD 519 % (41 children) may be considered mildly depressed according to the
standard of Kovacs (1980/81) who suggested a cut-off score of 11 as an index of
mild depression. The cut-off for severe depression suggested by Kovacs (1980/81) is
19. In the sample of LD children 21.5 % (17 children) met this cut-off, this is higher
than the 10 % of children in Kovacs’ nondisabled sample. The scores found in this
study are in line with previous studies finding higher depression levels in children
with LD (Goldstein, Paul & Sanfilippo-Cohn, 1985). In their study of 85 LD
children, Goldstein, Paul and Sanfilippo-Cohn (1985) found that 61 % (52 children)
of their sample were mildly depressed according to the standard suggested by
Kovacs (1980/81). In their study a similar mean of depression (M= 13.78, N=85) to
the one found in this study (M= 13.97) was obtained. Again a similar finding was
found for severely depressed children with LD in their sample. According to the cut-
off suggested by Kovacs (1980/81) as an index for severe depression (19), they
found that 26 % (21 children) of their sample met this criterion (Goldstein, Paul &
Sanfilippo-Cohn, 1985). The percentage of children found to be mildly and severely
depressed in this study is very similar to the percentages in the study reported by

Goldstein, Paul and Sanfilippo-Cohn (1985). Thus, this study provides further
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evidence that children with LD have depressive symptomatology compared to other
populations.

The diagnosis main effect for depression indicated that children with a
learning disability had higher levels of depressive symptomatology (M = 14.15)
compared to children with diabetes (M = 7.41). This finding is in line with the
literature that mean depression scores for children and adolescents with LD are
significantly higher than normative populations (Goldstein, Paul & Sanfilippo-Cohn,
1985; McConaughy & Ritter, 1985; McConaughy et al., 1994; Wright-Strawderman,
& Watson, 1992) and normally-achieving controls (Rodriguez & Routh, 1989). CDI
scores of 11 have been previously mentioned to represent mild levels of depression
(Kaslow, Rehm, & Siegel, 1984). The scores in this study were found to be in the
mild range for children with LD, which is in line with current literature. Previous
studies have found that mean CDI scores of children with LD were found to change
through 10.6 to 15, which is a mild range (Goldstein et al., 1985; Rodriguez &
Routh, 1989; Stevenson & Romney, 1984; Wright-Strawderman & Watson, 1992).
In studies by Fuerst and Rourke (1993, 1995) it was found that 14 % of the parents
of children with LD was mentioned that they were concerned about mild anxiety or
mild depression in their children. On the other hand, 40 % of the children with LD
showed profiles indicating clinically significant psychosocial disturbance. Thus, the
findings in this study, related to more depressive tendencies in LD children is in line
with the previous literature findings showing depressive symptoms in LD children

(Brumback & Staton, 1983; Heath, & Wiener, 1996; Howard & Shick Tryon, 2002;
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Huntington, & Bender, 1993; Palladino, Poli, Masi, & Marcheschi, 2000; Wright-
Strawderman, & Watson, 1992; Valas, 2001b).

Using a continuous measure of depressive symptomatology, the strong
negative correlation between CDI and the Piers Harris Self-Esteem Inventory in the
study group is compatible with hypotheses regarding self-esteem and mood
(Orvaschel, Beeferman, & Kabacoff, 1997). Thus, the greater the severity of
depressive symptoms reported by these children, the lower their reports of self-
concept.

Self-concept appears to provide an important area for intervention efforts as
well. Improvements in self-esteem of children with LD will have beneficial effects
on the overall mood of these children. Also if poor self-esteem is a precursor to
mood disorder, then primary prevention strategies that target improving these
children’s sense of worth would reduce the prevalence of depression in children with
LD.

Gender differences in this study indicated that girls had higher depression
levels compared to boys. The finding that girls report higher depression scores
compared to boys is in line with the previous literature on depression in children
(Brage & Meredith, 1994; Valas, 2001a).

Group by gender investigations showed that girls and boys with LD did not
differ significantly on levels of depressive symptoms. This finding is in line with the
previous findings which did not find any gender differences in children with LD
(Goldstein, Paul & Sanfilippo-Cohn, 1985). Girls with diabetes, on the other hand,

had higher levels of depressive symptoms compared to boys who had the same
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disease. Boys and girls with LD had higher levels of depressive symptoms compared
to boys and girls with diabetes.

Thus, the above findings show that although diabetes is a chronic disease,
the effects on children’s moods are not as negative on these children as the effects of
learning disabilities are on children diagnosed as having LD.

4.1.5 Anxiety

This study showed that children with a learning disability had higher levels
of anxiety compared to children with diabetes. This finding is in line with other
findings stressing the increased symptoms of anxiety in children with LD
(Greenham, 1999). Children with LD report significantly higher levels of anxiety
levels compared to normative populations and normally achieving controls (Paget &
Reynolds, 1984; Fisher, Allen & Kose, 1996; Rodriguez & Routh, 1989). Thus, this
study is in line with studies reporting higher levels of anxiety in LD children
compared to their non-LD peers (Margalit & Shulman, 1986). Some studies have
also reported that anxiety is related to maladaptive attributions and depression in LD
children (Rodriguez & Routh, 1989). In a study by Dyson (2003), it was found that
there was a significant difference between children with LD and their non-LD
siblings in social competence and anxiety. Children with LD were found to have
increased anxiety compared to their siblings.

The gender main effect indicated that girls had higher anxiety levels
compared to boys. Studies with anxiety and gender differences show that females
report significantly higher levels of anxiety compared to males (Ozusta, 1993;

Anderson, Williams, McGee & Silva, 1987; Bell-Dolan, Last, & Strauss, 1990;
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Dong, Yang, & Ollendick 1994; Last, Hersen, Kazdin, Finkelstein & Strauss, 1987;
Varol, 1990).

In this study, there was no gender differences found for children with LD on
levels of anxiety symptoms, on the other hand gender differences were present for
children with diabetes in that girls with diabetes had higher levels of anxiety
symptoms than boys.

Boys with LD had higher levels of anxiety symptoms compared to boys with
diabetes. Girls with LD and girls with diabetes did not differ significantly on levels
of anxiety symptoms (M = 38.85 and 38.07, respectively) yet these levels of anxiety
were both high compared to previous findings of girls in the normative populations
in Turkey (Ozusta, 1993). In a study comparing LD children with their low and
average achieving peers, it was found that LD girls reported higher anxiety levels
compared to their low or average achieving peers (La Greca & Stone, 1990).

4.2 Depression and Anxiety in Children with LD and Diabetes

This study indicated that, children’s low self esteem scores, and their
perception of parental rejection significantly associated with children’s depressive
symptoms. This finding is in line with a meta-analysis assessing perceived parental
acceptance-rejection which was associated with psychological maladjustment
among children regardless of differences in gender, race, geography, language or
culture (Khaleque & Rohner, 2002). The finding that low self-esteem is significantly
associated with depressive symptoms is in line with previous studies regarding self-
esteem and mood (Orvaschel, Beeferman, & Kabacoff, 1997; Rohner, 1986). Also

mothers’ use of lower emotional coping styles and depressive symptoms in the
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mothers of these children significantly associated with children’s depressive
symptoms.

Another interest of research for this study was the variables associated with
the symptoms of anxiety in children with learning disabilities. It was found that
younger age in the father, higher anxiety in mothers’ and children’s low self esteem
scores were significantly associated with children’s anxiety symptoms. This finding
is in line with the findings of a meta-analysis of 34 studies comparing self-reported
personality characteristics of children and adolescents with and without LD, it was
found that students with LD reported more negatively on the factors of self-esteem
and anxiety compared to other students (Thompson, 1992).

In some studies, children with diabetes were shown to have increased
anxiety, low self-esteem and depressive symptoms more than healthy children
(Swift, Seidman & Stein, 1967; Close, Davies, Price, & Goodyer, 1986). In this
study it was found that older females had more risk of depressive symptoms. Having
lower self esteem and higher learned helplessness scores also had significant
associations with the depressive symptoms of children with diabetes. Depressive
symptoms in diabetic children were also significantly associated with higher
problem-focused and emotional coping and lower indirect coping styles in the
mothers.

On the other hand, anxiety symptoms were higher in older females, with
lower education in the father and younger age of the mother in diabetic children.
Higher parental rejection as perceived by the child was also found to be associated

with children’s anxiety symptoms. This finding is in line with a meta-analysis
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showing perceived parental acceptance-rejection to be associated with psychological
maladjustment among children (Khaleque & Rohner, 2002). Higher use of
emotional coping styles by mothers was also found to be significantly associated
with children’s anxiety symptoms.
4.3 Psychological Adjustment of Mothers

Raising a child is not an easy task. When a child has a chronic disease like
diabetes or a lifetime disorder like a learning disability, a mother’s job is harder.
previous studies have found that mothers of children who are diagnosed with
chronic illness or psychiatric disorders, have psychological adjustment problems. In
this study it was aimed to investigate the nature of these problems for mothers.
4.3.1 Depression and Anxiety

In this study it was found that mothers of children with a learning disability
had higher depression and trait anxiety scores compared to mothers of children with
diabetes. These findings are in line with the literature on mothers of children with
disabilities. In a study on parenting stress in mothers of children with mental
handicaps, it was found that mothers of these children were significantly more
stressed compared mothers of non-handicapped children (Pearson & Chan, 1993). In
a study with the parents of 25 dyslexic children it was found that all the parents
attending the study reported experiencing a high degree of parental stress (Bull,
2003).

Pearson & Chan (1993) also found that mothers of children with mental
handicaps received less emotional support from significant others compared to the

control group. Mothers of these children received less social recognition and
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empathy. Support from friends and colleagues were also found to be significantly
lower than the control group. On the other hand, extended family members provided
more support to these mothers in the study group compared to their friends or
colleagues. It was concluded that family members may be more accepting of a
mental handicap compared to non-family others. Although social support has not
been considered in this study, the literature on social support and stress emphasizes
that increased support from significant others, either buffers stress or increases the
overall well-being (Cohen & Willis, 1985). In practice, fathers are reluctant to
accept a diagnosis such as “mental handicap” or “learning difficulty” for their child.
Thus, fathers who do not accept a diagnosis for their child will not support mothers,
which may cause increased stress and anxiety in the mothers. Also the issue of
stigmatization is believed to increase depression and anxiety in mothers. Families
are usually reluctant to acknowledge that their child has a handicap (Pearson &
Chan, 1993). Thus, the same may be true of parents of children with LD. In
communications with parents, it is not uncommon for them to try to hide their
child’s situation from their friends and from those teachers in the child’s
extracurricular activities. Further studies with the mothers of these children should
take into account the effect of support or lack of it on these mothers.
4.3.2 Family Functions

Previous studies on the family factors of children with LD indicated that
these children have family problems. In this study it was found that mothers of
children with a learning disability had higher problems in efficacy with which

family tasks were allocated and accomplished compared to mothers of children with
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diabetes. Another finding of the current study was that mothers of children with a
learning disability had lower effectiveness and directness of information exchange in
the family compared to mothers of children with diabetes. Also mothers of children
with a learning disability had higher problems in the family’s ability to resolve
problems together, compared to mothers of children with diabetes.

In a study of the comparison of children with and without LD on family
background it was found that children with LD lack educational stimulation at
home, moreover overall family difficulties and economic difficulties were three
times higher among the families of children with LD (Toro, Weissberg, Guare, &
Liebenstein, 1990). In this study, mothers of LD children were having difficulties in
the allocation of family tasks, communication in the family, and ability to resolve
problems together as a family compared to mothers of children with diabetes. Thus,
some of the problems that these children are faced in psychosocial areas may be due
to the inadequacies in the home environment. Whether these familial problems are
the cause or the effect of the problems of these children is beyond the scope of this
study and should be assessed in further studies. Yet, the results indicate a practical
need to involve the families of these children in the treatment plan. Interventions
aimed at enhancing maternal psychological resources may reduce the likelihood of
distress in mothers of children with chronic illness.

4.3.3 Problem Solving and Coping

In this study it was found that mothers of children with a learning disability

had higher perception of inability to solve problems compared to mothers of

children with diabetes. Another finding of the current study was that mothers of
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children with a learning disability had lower use of emotion focused coping style
compared to mothers of children with diabetes. In a study where differences in
strategies used by mothers and fathers (n = 60) in coping with their child's insulin-
dependent diabetes mellitus, The Ways of Coping Questionnaire (WCQ) was
administered during a home interview. Results showed that both parents used
planful problem solving, exercised positive reappraisal, and sought social support
frequently, with mothers using more planful problem-solving strategies than fathers.
Within the family, analyses showed that mothers were more likely to frequently use
all the coping strategies when the child was a girl (Azar & Solomon, 2001). In a
study of 25 dyslexic children’s parents who were attending a support group, it was
found that the primary reason for attending a support group was due to a feeling of
not coping with their experience of raising a child with dyslexia (Bull, 2003).
Ability to solve problems quickly and effectively as well as coping with problems is
two important aspects of parenting. Obviously parenting a child with a disability is
harder than parenting a child who has no social or academic problems in school.
Thus the results of this study indicate that these parents who have children that are
faced with problems in many areas of social and everyday life including school, are
in need of a through counseling regarding their problem solving abilities and coping
styles.
4.3.4 Parental Acceptance-Rejection and Burnout

This study showed that mothers of children with a learning disability
perceived higher levels of rejection towards their children compared to mothers of

children with diabetes. In a study by Ansari (2002) comparing mothers’ and fathers’
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rejection levels of physically and mentally handicapped children, it was found that
fathers were more warm and accepting as compared to the mothers who were more
rejecting. According to Ansari (2002), this rejection may be because of the
perceived biological link between mothers and their children. Since mothers share
more responsibility in the upbringing of children, when children have some
problems, mothers may experience a sense of failure.

This study shows that parental acceptance was higher in parents of children
with diabetes. This finding is in line with previous findings showing that parents
show more warmth and less rejection towards their physically handicapped children
compared to their children with mental retardation or their non-disabled children
(Ansari, 2002). The major factor determining the attitude of the parents was the
visibility or the explanation of the handicap (Ansari, 2002). When the problem was
attributed to a physical illness the parents felt more comfortable and accepted the
condition. Thus, children with mental handicaps were treated less warmly. In
another study, it was found that tradition-based communities reported more positive
attitudes toward disability compared to modernized communities (Reiter, Mari, &
Rosenberg, 1986). In another study it was found that mothers of mentally
handicapped children reported greater “social burden” compared to mothers of
physically handicapped children (Tangri & Verma, 1992).

The findings of this study indicated that mothers of children with a learning
disability perceived higher parental burnout compared to mothers of children with
diabetes. In a previous study comparing parents of children with LD and non-LD it

was found those parents of children with LD and who also had behavior problems
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felt more stressed trying to meet the needs of their child and also try to maintain
familial and personal responsibilities (Lardieri, Blacher, & Swanson, 2000). Thus,
the findings in this study are consistent with the literature suggesting that parents of
children with disabilities may show stress and emotional strains due to their care
demands (Daniels-Mohring, & Lambie, 1993; Dyson, 1993; Waggoner, & Wilgosh,
1990).

According to the findings it is suggested that a supportive home environment
in which parents are psychologically healthier and adjusted, may help improve the
psychological adjustment of these children.

4.4 Implications of the Current Study

The above findings in this study have some implications for practical use.
Thus, in this section these practical implications will be discussed.

4.4.1 Treatment Needs of Children with Learning Disabilities

When the treatment needs of LD children are considered a general view of
multimodal treatment approach is pointed out in which education and consultation
seems necessary (AACAP Official Action, 1998). In the AACAP Official Action
(1998), it was pointed out that the clinician may not be involved for providing direct
treatment for the LD, but if there were secondary emotional, behavioral problems or
other psychiatric diagnosis, then the clinician is meant to determine interventions
such as therapy, psychosocial interventions or medication as needed. It was also
recommended that group or individual psychotherapy may be used for low self-
esteem that results from underachievement. It was suggested that psychotherapy be

tailored to the child’s specific deficits. The majority of children in this study were in
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need of psychotherapy due to depressive symptoms, anxiety, and self-esteem
problems. As mentioned earlier these symptoms may worsen children’s ability to
adjust to the school environment and “fit in”, thus making the above mentioned
symptoms even worse. Therefore, therapy for children with internalizing symptoms
is extremely important. Also improvements in self-esteem of children with LD will
have beneficial effects on the overall mood of these children. Thus as mentioned
earlier, primary prevention strategies that target improving these children’s sense of
worth may help in reducing the prevalence of depression in these children.

The goal of treatment of the child should be minimizing the difficulties and
maximizing the child’s potential by providing the child with problem-solving and
study skills, encouragement in extracurricular activities, help with career decisions
and social support (AACAP Official Action, 1998). In a study it was found that
referral to appropriate support groups for children with LD would be an appropriate
intervention (Falik, 1995).

In order to help the family to develop a supportive home environment,
supporting the parents and consultation may be necessary. It was suggested in the
AACAP Official Action (1998), that both parents and teachers should be provided
with help to understand the child’s problem so that they do not perceive the child as
stubborn, lazy, oppositional or slow. At this stage, the clinician may have an
educational and monitoring role (Forness & Kavale, 1989) in which the clinician
should collaborate with the school personnel as well as educate parents and children
about LD. This study has underlined the importance of educating the parents about

possible parental rejection towards the child and the effect this may have on the self-
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esteem, depression and anxiety levels in children. Until the diagnosis of learning
disability is given to their child, parents tend to think that their child is “lazy”,
“stubborn”, or “unwilling to study or go to school”. Thus, these parents are
frustrated with their children and usually feelings of helplessness and anger toward
their child is present. Through education of the parent these symptoms may
improve, as well as the depression, anxiety and parental burnout that these parents
are faced with in dealing with their learning disabled child.
4.4.2 Training Psychiatrists and Psychologists to Recognize Learning
Disabilities

In Turkey, children are often sent to child psychiatry clinics and hospitals by
teachers who think “there is something wrong with the child.” Since this disorder is
very common in child psychiatric populations it is very important for those working
with children to be able to recognize a child with a learning disability in order to
give the necessary remediation for the problem. Psychiatrists receive extensive
training in the diagnosis and treatment of psychiatric disorders, but in many training
programs, the significant psychiatric comorbidity of learning disabilities receives
minimal attention (Sundheim & Voeller, 2004). In a survey of 22 psychiatric
educators, only 2 respondents felt that familiarity with communicative disorders was
an essential part of residency training (Bowden, Humphrey, & Thompson, 1980).
Although the presence of learning disorders has been well established since the early
1990s, the recognition and treatment of learning and the comorbid disorders still
represent an area of weakness in the training of most child and adolescent

psychiatrists (Sundheim & Voeller, 2004). Once the learning difficulties are
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recognized in a child and the issues are worked through as part of treatment, the
psychiatrist understands how a learning disability contributes to the child’s clinical
picture. This study sheds light for the clinicians working with these children by
showing that parents and children with LD both have psychological adjustment
problems. Yet in Turkey, the diagnosis of learning disability is still not well known
by psychiatrists, psychologists, teachers or parents. Thus, training those clinicians
working with children is an important aim in order to diagnose and treat these
children as early as possible.

4.4.3 Helping Parents and Children Cope with Learning Disability

Learning disability has a significant impact on children’s development. The
effects of learning disabilities must be recognized by parents and teachers and
measures should be taken to reduce this impact.

In order to help their child, parents need to come to terms cognitively and
emotionally with the realities of their child's learning disability and associated
behavioral problems. They also need to deal with learning or behavior problems that
they might have themselves. Although understanding that there is something
different about their child might have begun long before they started evaluation and
treatment, the formal diagnostic process often heightens the need to acknowledge
the child's situation from a new perspective. Some parents must face their own
learning problems from a different perspective and deal with their feelings of anger,
guilt and sadness. They might remember their own childhood experiences and the
helplessness it brought. For other parents, who do not have a learning disorder, it

can be a challenge to comprehend their child's disability and the need for intensive
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intervention. Convincing that this is a real diagnosis and that effective treatment is
available means that the professionals working with them need to help them
confront their pain and denial in a way that helps treatment.

When they recognize that their child has a learning problem, parents may
respond in different ways. Some parents minimize the problem and make the
assumption that the child's learning disability will be dealt with by special education
services in the school. However, although special education might stabilize
academic achievement, it is unlikely that children will receive services that will
remediate their skills (Mattison, Hooper, & Glassberg, 2002; Alexander &Slinger-
Constant , 2004; Schatschneider, & Torgesen, 2004). Some parents of children with
learning problems and significant behavioral problems assume that these problems
will diminish with age. Yet this is a rare situation. Parents must decide if they have
the financial and emotional resources to provide intensive remediation services to
their children other than what they receive in school. Some parents respond by
becoming extremely protective of their child and demand special interventions and
accommodations. They might minimize the child's responsibility or demand that the
child should not be required to perform to the standard of peers. But these
interventions do not prepare the child for "real life," and they communicate to the
child that he or she is "different" and is impaired so that special interventions are
required. These kinds of reactions can initiate maladaptive behaviors that may last a
lifetime. The former does not help the child develop appropriate behavioral
strategies and the latter does not support the child in later success once school is

finished. Both can lead to a feeling of being damaged and support in the denial of
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the problem. Children must be taught how to work out their difficulties. Successful
adults do not deny their difficulties, they are aware of their problems and are able to
anticipate workloads and schedule adequate time and use other strategies that
effectively help them to perform to the standard of their peers. Children with
learning disabilities develop ways of coping with the emotional impact of these
disabilities before entering school. However, once the child is in school, the child
quickly becomes aware of the fact that certain tasks, which seem easy for peers, are
extremely difficult. Although children might deny the problem they may also be
troubled by the implications of their diagnoses and being helped may also trouble
them since this may show that they are really different. The diagnosis may not have
been explained clearly to them. Even if the initial explanation of the diagnosis was
made clearly, it may be better to talk over this issue with the parents and child in
order to help them acknowledge the diagnoses at a pace appropriate for the child and
family. This may include processing the experience of the individual and other
family members, the prognosis, and providing information as a necessary part of
coming to terms with any diagnosis. It will not be helpful to talk about "dyslexia,"
"dysgraphia," or general concepts such as "learning disability". It is more helpful to
the child to openly discuss the specific problem that is the result of the learning
disability and emphasize the child’s strengths.

Parents need to be aware of the high prevalence of learning disorders in
children with behavioral disorders, and they should not attribute academic
underachievement to behavioral problems. Mattison and colleagues studied a group

of 8-year-old children attending a classroom for "behavioral disorders", namely,
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ADHD, conduct or oppositional disorders, and depressive disorders (Mattison,
Hooper, Glassberg, 2002). These children received special education services and
behavioral modification programs in structured classrooms. There were 81 subjects
and 52 (64.2%) met the diagnostic criteria for learning disability. Although they
received special education services 61.7% of the subjects continued to meet the
diagnostic criteria for LD when tested 3 years later at age 11 years. Also the
Wechsler Verbal and Full Scale IQ scores of the LD children dropped significantly
over that 3-year period. The authors mentioned that clinicians and special educators
should not "assume that the academic performance of students with emotional-
behavioral disorders is primarily related to their psychopathology and overlook the
role of comorbid learning disability."

Thus, families should be assessed and provided with interventions to help
them develop coping skills as soon as possible after diagnosis. Simple skills such as
recognizing and treating must be taught earlier. Early diagnosis and intervention
prevent problems from growing (Engel, 1997). All interventions must be designed
with age-appropriate developmental capabilities and intellectual capacities in mind.
Clinicians must always be aware that, in the absence of healthy coping strategies for
family members and young patients with LD, the potential for psychological
problems is great as put forth in the findings of this study. Dysfunctional families
are far less likely to develop healthy coping strategies. Professionals who learn to
observe patients’ coping strategies and educate those at risk may find the outcome to

be an increase of healthy coping choices.
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In many cultures, as in Turkey, it is difficult for fathers to be involved
because chronic diseases or disabilities are considered marks of imperfect children.
Usually fathers deny the fact that there is something “wrong” with their child. They
prefer to call their child as “naughty, lazy or uninterested in going to school”, they
also mention that they were also like this when they were a child. Perhaps these
parents were also suffering from LD as a child. Thus, the diagnosis of LD must be
explained in detail to both mothers and fathers. Sometimes, mothers bring their child
in secrecy, not telling the father they are going to see a doctor related to the child’s
psychological difficulties. This must be avoided by the clinician. In order to help the
child full collaboration from both parents is necessary. To achieve this goal, the
clinician working with the family must ask both parents to be present in their
meetings. Also, societal education and time are helpful ways to change these
traditional beliefs.

This study has shown that parents who have children with LD may have
depressive symptoms, anxiety, rejection towards their child, and ineffective coping
and problem solving abilities. In order to share feelings and receive help and
because unity brings strength, family members of children with LD should be
encouraged to join organizations that support themselves. Previous research on the
effectiveness of support groups for a broad range of conditions has shown that the
functions of these groups are meeting social support, practical information, and self-
advocacy needs of group participants (King, Stewart, King, & Law, 2000). Although
from a cognitive-behavioral perspective, support groups may not always be

encouraged due to the thought that they may reinforce the “disabled” role among
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participants and may promote learned helplessness in the group members (Bull,
2003). Yet studies have found that in practice support groups may lead to an
improvement in psychological and physical well-being (Subramaniam, Stewart &
Smith, 1999). Previous studies have found that some of the benefits of support
groups for parents may be emotional exchange, validation of experience, educational
information and discussion and coping strategies (Toseland, Rossiter, Peck & Hill,
1990). In a study in which parents of dyslexic children attended a support group,
participants felt that it raised their personal awareness of others experiencing the
same kinds of difficulties with their children (Bull, 2003). Clinicians can educate
families about the types of services specific organizations promote. These contacts
can also afford families an opportunity for social support and relieve their feelings of
isolation. Finally, such groups can be strong advocates for research funding and for
services necessary to improve the quality of life for children with LD and their
families.
4.4.4 Child Based Implications
The results of this current study add to the growing literature that suggests

children with LD to have multiple problems regarding the psychosocial problems
these children are faced with. In this section a number of suggestions will be
presented that can be used in practice. The issues that will be presented in this
section are summarized below:

1. Helpless behaviors may be an obstacle to learning therefore preventive

measures such as teacher training regarding teaching LD students, providing
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them with individually adapted education to reduce helplessness in order to

increase academic motivation of LD children is necessary.

2. Schools need to provide dyslexia-friendly environments through providing
teachers extra training regarding teaching methods for children with LD in
order to provide them with a better chance to learn.

3. Since the self-esteem levels of LD children are lower than their normally-
achieving peers, programs to enhance the self-esteem are necessary for
children with learning difficulties.

4. The importance of early identification of LD children is important in the
prevention of psychosocial problems.

The results of this study have practical implications for education of children
with LD. Helplessness shows maladaptive motivational behavior. Thus, it may be an
obstacle to learning. It is important to reduce helplessness and increase students
academic motivation and expectation. In Turkey, the diagnosis of LD is not well-
known by teachers. Yet the teacher is the most important figure for the child to be
diagnosed and sent for treatment, because he/she spends the most time to observe
whether the child has problems with reading, writing or arithmetic. Providing
teachers with training related to LD seems rather important since it has been pointed
out in previous research that teacher’s perceptions of the students’ motivational
problems may affect teachers’ attitudes, expectations and behavior towards the
students (Dweck, 1975; Valas, 2001a). Thus, this may contribute in the formation of

student’s expectations.
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Previous research has pointed out that giving individually adapted education
for low achieving students may improve their achievement (Valas, 2001a).
Providing LD children with individually adapted education may improve their
achievement and this may reduce and prevent learned helpless attributions and
improve their psychological adjustment. Thus, another way to help children increase
their motivation and expectations regarding academic achievement may be to
provide individually adapted education for these students so that they can achieve
better in relation with their classmates. Providing individually adapted education
may help to increase LD children’s academic achievement, thus preventing helpless
behaviors. In other words, when children are provided with this individually adapted
education, they may start to achieve better, therefore they will be able to show more
effort in trying to achieve, instead of thinking they can not achieve due to their
inability. In Turkey, schools do not have a regulation to provide individually
adapted education for children with LD yet private schools try to provide this kind
of help. Whether the child is in a public or private school, parents and clinicians
must work in collaboration with the child’s teachers in order to provide the child
with a better fitted educational program according to his/her needs. One of the most
important things a teacher can do to help these children is not to give homework
since it takes hours of work to finish a task that would normally be finished in 10
minutes by a normally achieving child.

As previously noted in the section of self-esteem, schools need to provide
dyslexia-friendly environments. In order to achieve this, schools may need change

the role of teachers and school environment to create a more accepting climate for
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these children. In his study Humphrey (2002), stressed that teachers formed an
important part of the LD child’s environment. Teachers provide and facilitate the
educational environment as well as identify and support the social, emotional,
personal and educational needs of the LD child. It was pointed out those teachers in
special units for students with specific learning difficulties, provided these students
with a more welcoming and facilitative environment (Humphrey, 2002). These
teachers in special units were more likely to have received training in teaching
children with dyslexia. In light of this information, it is important that teachers in
mainstream schools should receive extra training regarding teaching methods for
children with LD in order to provide them with a better chance to learn.

Also, programs to enhance self-esteem may be necessary for children with
learning difficulties. This may be especially important for children with LD whose
self-esteem levels are low. Since self-concept and academic achievement are closely
linked (Humphrey, 2004), the provision of such programs in schools seems
especially important in order to increase both self-esteem and academic
achievement. In a meta-analysis about school-based interventions to improve the
self-concept of students with LD, it was pointed out that classroom-based
interventions could provide significant positive results on the self-concept of these
children (Elbaum & Vaughn, 2001). Elbaum and Vaughn, (2001), also emphasized
the need to take the child as a whole, by providing academic interventions and
supporting the parents. Receiving special attention and help from the child’s teacher
may also help improve children’s self-esteem. In a study it was suggested that

positive self-esteem influenced the resiliency of individuals with LD (Brooks,

144



1994). Thus, research on protective factors and preventative measures regarding
psychosocial problems of LD children is necessary.

Lastly, the importance of early identification of these children is important in
the prevention of psychosocial problems such as depressive symptoms and anxiety
as well as prevention of lowered levels of self-esteem. If children with LD are
diagnosed and treated as early as possible, then they may be protected against
decreased self-esteem and other psychosocial problems. In a study it was found that
children with LD in mainstream schools felt isolated, excluded in their schools, and
half of them were regularly teased (Humphrey & Mullins, 2002). Some of this
teasing was also done by teachers, calling these children “stupid, lazy or slow”
(Humphrey, 2002). Thus, the humiliation that these children are faced with will
diminish if they are diagnosed and treated as early as possible.

Thus, early identification, appropriate educational environment and
providing children with individually adapted education and special attention to
increase their motivation and expectations regarding academic achievement will
help in increase academic achievement and decrease helpless behaviors by these
children. Also interventions to enhance self-esteem will help these children to feel
better about themselves thus providing them with the chance to reach their
potentials.

4.5 Limitations and Suggestions

There may be some limitations to the generalizations of this study which

should be pointed out. Only self-report measures for children’s psychological state

was used. Perhaps there is a gender bias in self-report measures. It may be necessary
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to investigate whether there is a tendency of girls to report in a negative direction
regarding measures on depression, anxiety and self-esteem. This could be done by
using different measures such as reports from teachers, parents or peers for the same
variable.

It must also be noted that this study does not take into account the issue of
causality. This study shows that children with LD are more likely than their non-LD
peers to psychosocial problems. Yet this study does not show the causality of these
psychosocial problems. Longitudinal studies may be helpful in finding the causes of
these problems.

This study did not use any assessment devices about behavioral problems
that the child may have had. But all families and children were assessed prior to the
research and those children who were showing behavioral problems were not taken
into the study in order not to confound results of the study on measures such as
stress, depression and parental burnout of the mothers.

In the population of children with LD, there was only one epileptic child
who was using medication for epilepsy. This child was included in the statistical
analyses of total LD children. It might have been better if this child was not included
in the statistical analyses due to the confounding factor of epilepsy. This may be a
limitation of the current study. Further studies may include another group of
children with epilepsy to see the effects of this comorbid disorder on the children’s
and mother’s psychological adjustment level.

This study did not take into account the psychological adjustment level of

the fathers of the children in the study. Thus, the effects of the father’s psychological
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adjustment on the adjustment of children and mothers are not known. Further studies
must take psychosocial variables related to the father into consideration.

Research on protective factors and preventative measures regarding
psychosocial problems of LD children is necessary.
4.6 Strengths

In Turkey studies with LD children have been very rare. Thus this study may
help clinicians working with these children. A strength of this study may be the
sample size. Another strength of the current study lies in having worked with the
mothers of these children which has shown significant results in relation with the
psychological adjustment of the children in the study. As previously noted in the
above sections of this study, children with LD receive significantly worse
psychological functioning levels as compared to their normally achieving peers. In
order to see differences in another population whom were also diagnosed with a
chronic disorder may also be considered to be a strength of this study. Children with
LD seem to have deeper psychological problems than even those children with a

chronic disease and the mothers of these children suffer similarly.
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APPENDICES

Appendix A: Parental Acceptance-Rejection Questionnaire-Child Form

Aile Cocuk iliskileri Formu

Ad1 Soyadi:
Sinifi:
Cinsiyet:
Yas:

Tarih:

Elinizdeki 6lgekte anne-cocuk iliskisini i¢eren ifadeler bulunmaktadir. Bu ifadelerin
annenizin size olan davraniglarin1 uygun olup olmadigini diisiiniin.

Her ifadeyi okuduktan sonra o ifade annenizin size karsi davranislar1 konusunda ne kadar
dogruysa Benim i¢in “Hemen hemen her zaman dogru” “Bazen dogru”, “Nadiren dogru”,
veya “Hi¢bir zaman dogru degil” seklinde isaretleyiniz.

Ornegin:
Benim icin Dogru Benim icin Dogru Degil
Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
1. Annem ben hi¢ yokmusum (G (G () ( X)

gibi davranir.
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Benim icin Dogru Benim icin Dogru Degil

Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
1. Annem benim hakkimda () (G (G )
giizel seyler soyler.
2. Annem kotii davrandigim zaman () () () ()
beni kiiclimseyerek azarlar.
3. Annem ben hi¢ yokmusum () () ) )
gibi davranir.
4. Annem beni gercekten sevmez. () (G (G )
5. Planlarimiz hakkinda benimle () () (G (G
konusur ve sdyleyeceklerimi dinler.
6. Onun soziinii dinlemedigim () () (G (G
zaman beni baskalarina sikayet eder.
7. Benimle candan ilgilenir. () (G (G (G
8. Arkadaslarimi eve getirmem i¢in () () () ()

beni cesaretlendirir, onlarin hos vakit
gecirmesini saglar.

9. Beni kiigiik diisiiriir ve benimle () () (G (G
alay eder.
10. Onu rahatsiz etmedigim siirece () () (G )

beni bilmezlikten gelir.

11. Kizdig1 zaman bana bagirir. () (G (G (G
12. Benim i¢in onemli olan seyleri () (G (G (G
ona anlatmamu kolaylastirir.

13. Bana ¢ok sert davranir. () () ) )
14. Onun yaninda olmamdan () () () )
hoslanir.
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Benim icin Dogru Benim icin Dogru Degil

Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
15. Bir seyi iyi yaptigim zaman () () () )
gurur duymami saglar.
16. Haketmedigim zaman bile () () () (G
bana vurur.
17. Benim i¢in yapmasi gereken () () ) )
seyleri unutur.
18. Beni biiyiik bir bagbelasi « ) (G (G )
olarak gortir.
19. Beni baskalaria dver. () () ) )
20. Kizdig1 zaman beni ¢ok sert () () () )
bir sekilde cezalandirr.
21. Benim gerekli gidayr almam () () () (G
icin gayret eder.
22. Benimle sicak ve sevgi dolu () () () )
bir sekilde konusur.
23. Bana hemen hiddetlenir. () (G (G (G
24. Benim sorularima cevap () () « ) ()
vermemek i¢in isi oldugunu soyler.
25. Benden hoslanmiyor gibi () () (G (G
gorunr.
26. Hakettigim zaman bana giizel () (G (G (G
seyler soyler.
27. Cabuk kizar ve hiddetini () () () )
benden ¢ikarir.
28. Arkadaglarimin kim oldugunu () () « ) ()

merak eder.
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Benim icin Dogru Benim icin Dogru Degil

Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
29. Yaptigim seylerle gercekten () () C ) ¢ )
ilgilenir.
30. Bana kirici seyler soyler. () () () ()
31. Yardimina ihtiyacim oldugunda ( ) () « ) ()
beni duymazliktan gelir.
32. Bagim dertte oldugunda hatayr () () ) )
bende bulur.
33. Bana istenildigimi ve ihtiyag () () ) ()
duyuldugumu hissettirir.
34. Sinirine dokundugumu sdyler. () () () )
35. Beni ¢ok dnemser. () () C ) ¢ )
36. lyi davrandigim zaman benimle () () () (G
gurur duydugunu soyler.
37. Beni kirmak i¢in elinden geleni () () () ()
yapar.
38. Onun hatirlamasi gerektigini () () () )
diisindiigiim seyleri unutur.
39. Kotii hareket ettigimde artik () () C ) (G
sevilmedigimi hissettirir.
40. Yaptigim seyin 6nemli oldugunu () () ) C )
bana hissettirir.
41. Kotii davrandigim zaman beni () () C ) ()
korkutur veya tehdit eder.
42. Zamanini benimle gegirmekten () (! (G )

hoslanir
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Benim icin Dogru Benim icin Dogru Degil

Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
43. Uziildiigiim veya canim () () () ()
sikildiginda bana yardim etmeye c¢aligir.
44, Kotii davrandigim zaman () (G (G C )
arkadaslarimin 6niinde beni utandirir.
45. Benden uzak kalmaya ¢alisgir. () () () )
46. Beni sikayet eder. () « ) C ) )
47. Ne diistindiiglimii merak eder ve () () () )

o konuda benimle konusmay1 sever.

48. Ne yaparsam yapayim baska ) ) () ()
cocuklarin benden iyi oldugunu soyler.

49. Plan yaptig1 zaman benim () () () ()
istedigim seylere dikkat eder.

50. Onemli oldugunu diisiindiigiim () () ( ) ()
seyleri onun i¢in uygun olmasa bile
yapmam izin verir.

51. Baska cocuklarin benden daha () (G (G (G
1yi davrandigim soyler.

52. Beni bagkalarinin bakimina () () () )
birakar.

53. Istenmedigimi bilmemi saglar. () () () ()
54. Yaptigim seylerle ilgilenir. () () « ) (G
55. Canim acidig1 zaman veya hasta () ) () (G

oldugum zaman kendimi daha iyi
hissetmem i¢in gayret eder.

56. Kotii davrandigim zaman (G () () ()
benden utandigini soyler.
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Benim icin Dogru Benim icin Dogru Degil

Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
57. Beni sevdigini soyler. () () () C )
58. Bana nazik ve yumusak () (G () )
davranir.
59. Koétii davrandigim zaman beni () () ) ()
utandirir ve suglu hissettirir.
60. Beni mutlu etmeye caligir. () () () (G
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Appendix B: Children’s Depression Inventory

Adi1 Soyadi:
Cinsiyeti: Tarih:
DogumTarihi : Okul:

Sif:
Sevgili Ogrenciler,

Asagida gruplar halinde bazi ciimleler yazihidir. Her gruptaki ciimleleri dikkatlice oku-
yunuz. Her grup icin, bugiin, dahil son iki hafta icinde size en uygun olun ciimlenin yanindaki
numarayi daire i¢ine aliniz.

Tesekkiirler

A) 1- Kendimi arada sirada iizgiin hissederim.
2- Kendimi sik sik iizgiin hissederim.

3- Kendimi her zaman iizgiin hissederim.

B) 1- Islerim hig bir zaman yolunda gitmeyecek.
2- Islerimin yolunda gidip gitmeyeceginden emin degilim.

3-iglerim yolunda gidecek.

C)1-Islerimin ¢ogunu dogru yaparim.
2-Islerimin ¢ogunu yanls yaparim.

3- Hepsini yanlis yaparim.

D) 1- Bircok seyden hoslanirim.
2-Bazi seylerden hoslanirim.
3-Higbir seyden hoslanmam.

E) 1- Herzaman kotii bir cocugum.
2-Cogu zaman kotii bir cocugum.
3- Arada sirada kotii bir cocugum.

F) 1- Arada sirada basima kotii birseylerin gelecegini diistiniiriim.
2- Sik sik bagima kotii birseylerin geleceginden endiselenirim.
3- Basima ¢ok kotii seyler geleceginden eminim.

G) 1- Kendimden nefret ederim.
2- Kendimi begenmem.

3- Kendimi begenirim.
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H) 1- Biitiin kotii seyler benim hatam.
2- Kotii seylerin bazilar1 benim hatam.

3- Kotii seyler genellikle benim hatam degil.

I) 1- Kendimi 6ldiirmeyi diisiinmem.
2- Kendimi 6ldiirmeyi diistiniiriim ama yapmam.

3- Kendimi 6ldiirmeyi diistiniiyorum.

I) 1- Hergiin icimden aglamak gelir.
2- Birgok giinler icimden aglamak gelir.

3. Arada sirada igimden aglamak gelir.

J) 1- Hersey hergiin beni sikar.
2- Hersey sik sik beni sikar.
3- Hersey arada sirada beni sikar.

K) 1-Insanlarla beraber olmaktan hoslanirim.

2- Cogu zaman insanlarla birlikte olmaktan hoglanmam.
3- Higbir zaman insanlarla birlikte olmaktan hoglanmam.

L) 1- Herhangi birsey hakkinda karar veremem.
2- Herhangi birsey hakkinda karar vermek zor gelir.

3- Herhangi birsey hakkinda kolayca karar veririm.

M) 1- Giizel/Yakisikli sayilrim.
2- Gilizel/Yakisikli olmayan yanlarim var.
3- Cirkinim.

N) 1- Okul 6devlerimi yapmak i¢in herzaman kendimi zorlarim.
2- Okul 6devlerimi yapmak icin ¢cogu zaman kendimi zorlarim.
3- Okul 6devlerimi yapmak sorun degil.

0) 1- Her gece uyumakta zorluk ¢ekerim.

2- Bir ¢ok gece uyumakta zorluk ¢ekerim.
3- Oldukg¢a iyi uyurum.

O) 1- Arada sirada kendimi yorgun hissederim.
2- Bir cok giin kendimi yorgun hissederim.

3- Her zaman kendimi yorgun hissederim. 184



P) 1- Hemen hergiin canim yemek yemek istemez.
2- Cogu giin canim yemek yemek istemez.

3-Oldukga iyi yemek yerim.

R) 1- Agr ve sizilardan endise etmem.
2- Cogu zaman agr1 ve sizilardan endise ederim.

3- Herzaman agr1 ve sizilardan endise ederim.

S) 1-Kendimi yaliz hissetmem.
2- Cogu zaman kendimi yalniz hissederim.

3- Herzaman kendimi yalniz hissederim.

S) 1- Okuldan hi¢ hoslanmam.
2- Arada sirada okuldan hoslanirim.

3- Cogu zaman okuldan hoslanirim.

T) 1- Bircok arkadasim var.
2- Bir¢ok arkadagim var ama daha fazla olmasini isterdim.

3- Hi¢ arkadagim yok.

U) 1-Okul basarim iyi.
2- Okul bagarim eskisi kadar iyi degil.

3- Eskiden iyi oldugum derslerde ¢ok basarisizim.

U) 1- Higbir zaman diger ¢cocuklar kadar iyi olamiyorum.
2- Eger istersem diger ¢cocuklar kadar iyi olurum.

3- Diger cocuklar kadar iyiyim.

V) 1- Kimse beni sevmez.
2- Beni seven insanlarin olup olmadigindan emin degilim.

3- Beni seven insanlarin oldugundan eminim.

Y) 1- Bana soyleneni genellikle yaparim.
2- Bana soyleneni ¢ogu zaman yaparim.

3- Bana soyleneni hicbir zaman yapmam.

Z) 1- Insanlarla iyi geginirim.
2- Insanlarla sik sik kavga ederim.
3- Insanlarla her zaman kavga ederim.
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Appendix C: Piers-Harris Self-Concept Scale

Asagida 80 ctimle var. Bunlardan sizi tanimlayanlar1 evet, tantmlamayanlar ise hayir ile
cevaplandirin. Bazi ciimlelerde karar vermek zor olabilir. Yine de liitfen biitiin ctimleleri
cevaplandirin. Ayni ciimleyi hem evet hem hayir seklinde isaretlemeyin. Unutmayin,
ciimledeki ifade genellikle sizi anlatiyorsa evet, genellikle sizi anlatmiyorsa hayir olarak
isaretleyeceksiniz. Ciimlenin size uygun olup olmadigini en iyi siz kendiniz bilebilirsiniz.
Bunun icin siz kendinizi gercekten nasil goriiyorsaniz aynen Oyle cevaplandirin.
Cevaplarinizi isaretlerken, buradaki ciimlenin numarasi ile cevap kagidindaki numaranin
ayni olmasina dikkat edin.

Iyi resim cizerim.
Okul 6devlerimi bitirmem uzun siirer.
Ellerimi kullanmada becerikliyimdir.
Okulda basaril1 bir 6grenciyim.
Aile i¢inde onemli bir yerim vardir.
Sinif arkadaglarim benimle alay ediyorlar.
Mutluyum.
Cogunlukla nesesizim.
Akilliyim.
. Ogretmenler derse kaldirinca heyecanlananirim.
. Di1s (fiziki) goriiniisiim beni rahatsiz ediyor.
. Genellikle cekingenim.
. Arkadas edinmekte giicliik cekiyorum.
. Biiylidiigiimde 6nemli bir kimse olacagim.
. Aileme sorun yaratirim.
. Kuvvetli sayilirim.
. Sinavlardan once heyecanlanirim.
. Okulda terbiyeli, uyumlu davranirim.
. Herkes tarafindan pek sevilen biri degilim.
. Parlak, giizel fikirlerim vardir.
. Genellikle kendi dediklerimin olmasini isterim.
. Istedigim bir seyden kolaylikla vazgecerim.
. Miizikte iyiyim.
. Hep kotii seyler yaparim.
. Evde ¢cogu zaman huysuzluk ederim.
. Smifta arkadaslarimbeni sayarlar.
. Sinirli biriyim.
. Gozlerim giizeldir.
. Derse kalktigimda bildiklerimi sikilmadan anlatirim.
. Derslerde sik sik hayal kurarim.
. (Kardesiniz varsa) Kardes(ler)ime satasirim.
. Arkadaslarim fikirlerimi begenir.
. Basim sik sik belaya girer.
. Evde biiyliklerimin séziinii dinlerim.
35. Sik sik iiziiliir meraklanirim.

WO R WD =
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36. Ailem benden cok sey bekliyor.

37. Halimden memnunum.

38. Evde ve okulda pek ¢ok seyindisinda birakildigim hissine kapilirim.

39. Sacglarim giizeldir.

40. Cogu zaman okul faaliyetlerine goniillii olarak katilirim.

41. Simdiki halimden daha baska olmay1 isterdim.

42. Geceleri rahat uyurum.

43. Okuldan hi¢ hoglanmiyorum.

44. Arkadaglar arasinda oyunlara katilmak icin bir se¢im yapilirken, en son
secilenlerden biriyim.

45. Sik sik hasta olurum.

46. Baskalarina kars1 iyi davranmam.

47. Okul arkadaglarim giizel fikirlerim oldugunu soylerler.

48. Mutsuzum.

49. Cok arkadasim var.

50. Neseliyim.

51. Pek cok seye aklim ermez.

52. Yakigikliyim / giizelim.

53. Hayat dolu bir insanim.

54. Sik sik kavgaya karisirim.

55. Erkek arkadaslarim arasinda sevilirim.

56. Arkadaslarim bana sik sik satasirlar.

57. Ailemi diis kirikligina ugrattim.

58. Hos bir yiiziim var.

59. Evde hep benle ugrasirlar.

60. Oyunlarda ve sporda basi hep ben ¢ekerim.

61. Ne zaman bir sey yapmaya kalksam her sey ters gider.

62. Hareketlerimde hantal ve beceriksizim.

63. Oyunlarda ve sporda oynamak yerine seyrederim.

64. Ogrendiklerimi ¢cabuk unuturum.

65. Herkesle iy1 gecinirim.

66. Cabuk kizarim.

67. Kiz arkadaslarim arasinda sevilirim.

68. Cok okurum.

69. Bir grupla birlikte ¢calismaktansa tek basima ¢alismaktan hoslanirim.

70. (Kardesiniz varsa) Kardes(ler)imi severim.

71. Viicutca giizel sayilirim.

72. Sik sik korkuya kapilirim.

73. Her zaman bir seyler diisiiriir ve kirarim.

74. Giivenilir bir kimseyim.

75. Bagkalrindan farkliyim.

76. Kotii seyler diistiniiriim.

77. Kolay aglarim.

78. Iyi bir insanim.

79. Isler hep benim yiiziimden ters gider.

80. Sansl1 bir kimseyim.
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Appendix D: Children’s Attributional Style Questionnaire

Cocuklarda Ogrenilmis Caresizlik Olcegi

Ad1 Soyadr:
Sinifi:
Cinsiyet:
Yas:

Tarih:

Sevgili Ogrenciler,

Elinizdeki anket 6grencilerin bazi konulardaki diisiincelerini 6grenmek icin hazirlanmistir. Anketin
her sorusunda bir olay anlatilmis ve bu olay karsisinda kalan bir kisinin secebilecegi a ve b harfleri
ile gosterilen iki segenek verilmistir. Siz boyle bir olayla karsilagsaydiniz bu segeneklerden hangisini
secerdiniz? Diisiiniiniiz ve eger a secenegi sizin diisiincenize daha uygun ise a’y1, b secenegi sizin
diisiincenize uygun ise b’yi yuvarlak icine aliniz. Unutmayin bu bir dogru-yanls testi degildir.
Onemli olan sizin gercek diisiincenizi belirtmenizdir. Sizin diisiincenize hangi secenek uyuyorsa onu
isaretleyiniz.

Ornek

Balik tutmaya gittiniz ve hi¢ balik tutamadiniz.
a. Balik tutmay1 bilmedigim icin tutamadim.
b. Avlandigim yerde balik az oldugu i¢in tutamadim.
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10.

1.

12.

Bir testte en yiiksek puan1 aldiniz.
a. Ben her testte bagarili oldugum icin yine enyiiksek puani aldim.
b. Bu test benim en iyi bildigim konuda oldugu i¢in en yiiksek puani aldim.

Birkag arkadasinizla birlikte bir oyun oynadiniz ve siz kazandiniz.
a. Birlikte oynadigim arkadaslar bu oyunu iyi oynayamadiklari i¢in ben kazandim.
b. Bu oyunu iyi oynadigim icin ben kazandim.

Bir arkadasinizin evine konuk gittiniz ve ¢ok iyi bir giin ge¢irdiniz.
a. Arkadasim o giin bana candan ve yakin davrandigi i¢in iyi bir giin ge¢irdim.
b. Arkadasimin ailesindeki herkes bana candan ve yakin davrandigi i¢in iyi bir giin geg¢irdim.

Bir grup arkadasinizla geziye gittiniz ve ¢ok eglendiniz.
a. Ben neseli oldugum i¢in eglendik.
b. Birlikte gittigim arkadaslar neseli oldugu icin eglendik.

Tiim arkadaslariniz grip oldu bir tek siz olmadiniz.
a. Son zamanlarda sagligim yerinde oldugum i¢in gribe yakalanmadim.
b. Her zaman saglikli oldugum i¢in gribe yakalanmadim.

Beslediginiz bir hayvani araba ezdi.
a. Ben ona iyi bakamadigim i¢in ezildi.
b. Soforler dikkatsiz oldugu i¢in ezildi.

Tanidiginiz baz1 ¢ocuklar sizi sevmediklerini sdylediler.
a. O ¢ocuklar bana kotii davrandiklari i¢in boyle soylemislerdir.
b. Ben o ¢ocuklara kotii davrandigim icin boyle soylemislerdir.

Derslerinizden ¢ok iyi not aldiniz.
a. Dersler kolay oldugu icin iyi notlar aldim.
b. Cok calistigim i¢in iyi notlar aldim.

Bir arkadasinizla karsilastiniz ve size sevimli goriindiigiiniizii soyledi.

a. O giin arkadasima herkes sevimli goriindiigii i¢in boyle soylemistir.

b. Arkadasim her zaman baskalarina sevimli goriindiiklerini sdyledigi icin bana da dyle
demistir.

En iyi arkadaslarinizdan biri sizden nefret ettigini soyledi.
a. O giin arkadagimin huysuzlugu iizerinde oldugu i¢in dyle sOylemistir.
b. Ben arkadasima o giin iyi davranmadigim i¢in dyle soylemistir.

Anlattiginiz fikraya hi¢ kimse giilmedi.
a. Ben hi¢ 1yi fikra anlatamadigim i¢in hi¢ kimse giilmez.
b. Fikray1 herkes bildigi i¢cin kimse giilmedi.

Ogretmeninizin derste anlatt1i§1 konuyu anlayamadiniz.

a. O giin hicbir seye dikkatimi veremedigim i¢in dersi anlayamadim.
b. Ogretmen anlatirken dikkatli dinlemedigim icin dersi anlayamadim.
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13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Ogyetmeninizin uyguladigi bir testte basarisiz oldunuz.
a. Ogretmenimiz her zaman zor testler uyguladigi i¢in basarisiz oldum.
b. Son birkag haftadir 6gretmenimiz zor testler uyguladig icin basarisiz oldum.

Kilo aldimiz ve oldukc¢a sisman goriinmeye bagladiniz.
a. Yemek zorunda oldugum yemekler sismanlatici oldugu icin sismanladim.
b. Ben sismanlatic1 yemekleri sevdigim i¢in sismanladim.

Birisi paranizi ¢ald.
a. Diiriist olmayan birisi parami ¢almustir.
b. Insanlar zaten diiriist degildir.

Yaptiginiz bir sey i¢in anne-babaniz sizi ddiillendirdi.
a. Ben bazi seyleri iyi yaptigim i¢in odiillendirildim.
b. Annem-babam yaptigim bazi seyleri begendikleri icin beni ddiillendirirler.

Bilya oyununda tiim misketleri kazandiniz.
a. Her seyde sansh oldugum icin bilya oyununda da kazandim.
b. Oyunlarda sansl oldugum i¢in bilya oyununda da kazandim.

Denizde yiizerken neredeyse bogulacaktiniz.
a. Her zaman dikkatsiz oldugum i¢in az daha bogulacaktim.
b. Baz1 giinler dikkatsiz oldugum icin az daha bogulacaktim.

Pek cok arkadasiniz sizi yasgiinil partisine ¢agirtyor.
a. Son zamanlarda arkadaglarim beni cana yakin bulduklar i¢in yasgiinlerine cagiriyorlar.
b. Son zamanlarda ben arkadaslara yakin davrandigim i¢in yasgiinlerine cagirtyorlar.

Biiyiiklerinizden birisi size bagirdi.
a. IIk rastladig1 insan ben oldugum icin 6fkesini benden ¢ikarmustir.
b. O giin herkese bagirmistir.

Bir grup arkadasinizla bir calisma yaptiniz ve basarisiz oldunuz.
a. O gruptaki kisilerle iyi anlasamadigim icin basarisiz oldum.
b. Grup ¢alismalarinda hi¢bir zaman 1yi olmadigim i¢in basarisiz oldum.

Yeni bir arkadas edindiniz.
a. lyi bir insan oldugum igin arkadas edinebilirim.
b. Karsilastigim ¢ocuklar iyi insan oldugum icin arkadas oluyorlar.

Ailenizdeki kisilerle iyi ge¢iniyorsunuz.
a. Ailemdeki kisilerle her zaman iyi geg¢inirim.
b. Ailemdeki kisilerle kimi zaman iyi geg¢inirim.

Ciklet satmay1 denediniz ama kimse almadi.

a. Son zamanlarda cocuklar o kadar ¢ok sey satiyorlar ki, artik insanlar ¢ocuklardan birsey
almak istemiyor.

b. Insanlar genellikle ¢ocuklardan birsey satin almaktan hoslanmiyor.
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25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Bir oyunda siz kazandinz.
a.Ozellikle oyunlarda basarili olmak i¢in ¢cok ¢aba gosterdigim i¢in ben kazandim.
b. Hemen her konuda basarili olmak icin ¢ok caba gosterdigim i¢in ben kazandim.

Diisiik bir not aldiniz.
a. Akilsiz oldugum i¢in diisiik not aldim.
b. Ogretmenler diisiik not veriyorlar.

Kapiya ¢arptiniz ve burnunuz kanadi.
a. O anda 6niime bakmadigim i¢in kapiya carptim.
b. Son zamanlarda ¢ok dikkatsiz oldum.

Top oynarken bir hata yaptiniz ve takiminiz kaybetti.
a. O giin 1yi oynamak i¢in fazla ugragsmadim.
b. Top oyunlarinda iyi oynamak i¢in fazla ugrasmam.

Beden egitimi dersinde ayaginizi burktunuz.
a. Son haftalarda beden egitimi dersinde tehlikeli hareketler yaptigimiz i¢in burkuldu.
b. Son haftalarda beden egitimi dersinde beceriksiz oldugum i¢in burkuldu.

Anne-babaniz sizi deniz kiyisina gotiirdii ve ¢ok iyi vakit gecirdiniz.
a. O giin her sey cok giizel oldugu i¢in iyi vakit gecirdim.
b. O giin hava giizel oldugu i¢in iyi vakit gecirdim.

Sinemaya gitmek i¢in bineceginiz otobiis gecikti ve filmi kacgirdiniz.
a. Otobiisler zamaninda gelmiyor.
b. Zaten otobiisler hicbir zaman zamaninda gelmez.

Anneniz en sevdiginiz yemegi pisirdi.
a. Annem her zaman beni mutlu etmek i¢in ¢aligir.
b. Annem de beni mutlu etmek i¢in ¢cok az sey yapar.

Oynadiginiz takim bir oyunu kaybetti.
a. Takimdaki oyuncular hi¢bir zaman anlasamadiklari icin oyunu kaybettik.
b. Takimdaki oyuncular o giin anlasamadiklari i¢in oyunu kaybettik.

Ev 6devlerini cabucak bitirdiniz.
a. Son zamanlarda her seyi cabucak yaptigim i¢in erken bitirdim.
b. Son zamanlarda ev 6devlerimi ¢abucak yaptigim icin erken bitirdim.

Ogretmeniniz bir soru sordu ve siz yanls cevap verdiniz.
a. Bana soru soruldugunda hep heyecanlandigim i¢in yanlis cevap verdim.
b. Bana soru soruldugunda o giin heyecanlandigim i¢in yanlis cevap verdim.

Yanlis otobiise bindiniz ve kayboldunuz.

a. O giin ¢cevreme dikkat etmedigim icin kayboldum.
b. Genellikle ¢cevreme dikkat etmedigim i¢in kayboldum.
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37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

Lunaparka gidip cok eglendiniz.
a. Genellikle lunaparkta ¢ok eglenirim.
b. Genellikle her yerde eglenirim.

Sizden biiyiik bir ¢cocuk sizi ¢ok dovdii.
a. Kardesiyle alay ettigim i¢in dovmiistiir.
b. Kardesi ona “Benimle alay etti” dedigi i¢cin dovmiistiir.

Yasgiiniiniizde istediginiz tiim oyuncaklar armagan edildi.
a. Yakinlarim yasgiiniimde hangi oyuncaklari istedigimi dogru bilirler.
b. Bu yasgiiniimde hangi oyuncaklar istedigimi dogru bildiler.

Tatilde bir kdye gidip ¢ok 1yi vakit gecirdiniz.
a. Koy yasamak i¢in giizel bir yer oldugu i¢in iyi vakit geg¢irdim.
b. Koy bu mevsimde giizel oldugundan iyi vakit gecirdim.

Komsu ¢ocuklar sizi yemege ¢agirdilar.
a. Insanlar bazen nazik oluyorlar.
b. Insanlar her zaman naziktirler.

Ogretmeninizin yerine bir baska 6gretmen geldi ve sizden hoslandi.
a. O giin siifta uslu oldugum i¢in benden hoslandi.
b. Sinifta her zaman uslu oldugum i¢in benden hoslandi.

Birlikte gezdiginiz arkadasiniz sizinle birlikte cok iyi vakit gecirdigini sdyledi.
a. Her zaman neseli bir insan oldugum i¢in iyi vakit gecirmistir.
b. O giin neseli oldugum i¢in iyi vakit gecirmistir.

Bakkal size bir seker ikram etti.
a. O giin bakkala kibar davrandigim i¢in bana seker ikram etti.
b. O giin bakkalin 1yiligi izerinde oldugu i¢in bana seker ikram etti.

Gittiginiz bir kukla tiyatrosunda kuklaci sizden yardim istedi.
a. Goziine ilk ben ilistigim i¢in benden yardim istedi.
b. Benim oyunla gercekkten ilgilendigimi anladig1 i¢in benden yardim istedi.

Bir arkadasinizi sizinle birlikte sinemaya gitmek i¢in kandirmaya calistiniz ama gelmedi.

a. O giin can1 hicbir sey yapmak istemedigi icin gelmedi.
b. O giin can1 sinamaya gitmek istemedigi i¢in gelmedi.

Uzun siiredir samimi olan iki arkadasiniz birbirlerine kiistiiler.
a. Arkadaglikta gecinmek zor oldugu i¢in kiistiiler.
b. Onlarin gecinmeleri zor oldugu icin kiistiiler.

Bir cocuk kliibiine liye olmaya calistiniz ama sizi almadilar.

a. Hicbir ¢ocukla iyi gecinemedigim icin almamiglardir.
b. O kliipteki ¢ocuklarla iyi gecinemedigim i¢in almamigslardir.
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Appendix E: Children’s Trait Anxiety Inventory

Adi Soyadr: Tarih:

Kizlarin ve erkeklerin kendilerini anlattiklar1 baz1 ciimleler asagida verilmistir. Her
climleyi okuyun ve hangisinin sizin i¢in en dogru olduguna karar verin. “Hemen hemen
hi¢” mi, “bazen” mi yoksa “sik sik”” m1? Daha sonra sizi en dogru anlatan ifadenin
oniindeki parantezler arasina (X) isareti koyun. Yanlis veya dogru cevap diye bir sey yok.
Herhangi bir ciimle {izerinde fazla zaman ge¢irmeyin. Genellikle nasil hissettiginizi
anlatan ifadeyi segmeyi unutmayin.

1. Yanlis yapacagim diye endiselenirim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
2. Aglayacak gibi olurum. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
3. Kendimi mutsuz hissederim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
4. Karar vermekte giicliik ¢cekerim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
5. Sorunlarimla yiiz yiize gelmek

bana zor gelir. () hemen hemen hi¢ ( ) bazen ( ) sik sik
6. Cok fazla endiselenirim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
7. Evde sinirlerim bozulur. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
8. Utangacim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
9. Sikintiliyim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
10. Aklimdan engelleyemedigim 6nemsiz

diisiinceler geger ve beni rahatsiz eder. () hemen hemen hi¢ ( ) bazen ( ) sik sik
11. Okul beni endiselendirir. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
12. Ne yapacagima karar vermekte zorluk

cekerim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik

13. Kalbimin hizli ¢carptigini fark ederim. () hemen hemen hi¢ ( ) bazen ( ) sik sik
14. Nedenini bilmedigim korkularim var. () hemen hemen hi¢ ( ) bazen ( ) sik sik
15. Annem-babam i¢in endiselenirim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
16. Ellerim terler. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
17.Kétii bir seyler olacak diye endiselenirim.( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
18.Geceleri uykuya dalmakta

giicliik cekerim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
19. Karnimda bir rahatsizlik hissederim. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
20. Bagkalarinin benim hakkimda ne

diistindiikleri beni endiselendirir. ( ) hemen hemen hi¢ ( ) bazen ( ) sik sik
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Appendix F: The McMaster Family Assessment Device

AILE DEGERLENDIRME OLCEGI

ACIKLAMA

Mlisikte aileler hakkinda 60 ciimle bulunmaktadir. Liitfen her cimleyi dikkatlice okuduktan
sonra, sizin ailenize ne derece uyduguna karar veriniz. Onemli olan sizin ailenizi nasil
gordiigiiniizdiir.

Her ciimle i¢in 4 secenek soz konusudur.

Aynen Katiliyorum Eger climle sizin ailenize tamamen uyuyorsa isaretleyiniz.
Biiyiik olciide katiliyorum  Eger ciimle sizin ailenize ¢cogunlukla uyuyorsa isaretleyiniz.
Biraz katiliyorum Eger ciimle sizin ailenize ¢ogunlukla uymuyorsa isaretleyiniz.
Hi¢ katilmiyorum Eger ciimle sizin ailenize hi¢ uymuyorsa isaretleyiniz.

Her ciimlenin yaninda 4 segenek icin de ayr1 yerler ayrilmistir. Size uyan secenege (X)
isareti koyunuz. Her climle i¢in uzun uzun diisiinmeyiniz. Miimkiin oldugu kadar ¢cabuk ve
samimi cevaplar veriniz. Kararsizlia diiserseniz, ilk akliniza gelen dogrultusunda hareket
ediniz. Liitfen her cimleyi cevapladiginizdan emin olunuz.
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CUMLELER

Aynen
Katiltyorum

Biiyiik ol¢iide
katiliyorum

Biraz
katiliyorum

Hic¢
katilmiyorum

1. Ailece ev diginda program yapmada giicliik ¢cekeriz
¢iinkil aramizda fikir birligi saglayamayiz.

2. Giinliik hayatimizdaki sorunlarin (problemlerin) hemen
hepsini aile icinde hallederiz.

3. Evde biri iizgiin ise diger aile iiyeleri bunun nedenini
bilir.

4. Bizim evde kisiler kendilerine verilen her gérevi
diizenli bir sekilde yerine getirmezler.

5. Evde birinin bag1 derde girdiginde digerleri de bunu
fazlasi ile dert ederler.

6. Bir sikint1 ve iiziintii ile karsilastigimizda birbirimize
destek oluruz.

7. Ailemizde acil bir durum olsa sasirip kaliriz.

8. Bazen evde ihtiyacimiz olan seylerin bittiginin farkina
varmayl1z.

9. Birbirimize kars1 olan sevgi, sefkat gibi duygularimizi
aciga vurmaktan kaginiriz.

10. Gerektiginde aile iiyelerine gorevlerini hatirlatir,
kendilerine diigen isi yapmalarini saglariz.

11. Evde dertlerimizi, tiziintiilerimizi birbirimize
sOylemeyiz.

12. Sorunlarimizin ¢6ziimiinde genellikle ailece aldigimiz
kararlar1 uygulariz.

13. Bizim evdekiler, ancak onlarin hosuna giden sey
sOylediginizde sizi dinlerler.

14. Bizim evde bir kisinin sdylediklerinden ne hissettigini
anlamak pek kolay degildir.

15. Ailemizde esit bir gorev dagilimi yoktur.

16. Ailemiz iiyeleri birbirlerine hosgoriilii davranirlar.

17. Evde herkez bagina buyruktur.

18. Bizim evde herkes soylemek istediklerine iistii kapal
degil de dogrudan birbirlerinin yiiziine sdyler.

19. Ailede bazilarimiz duygularimiz belli etmeyiz.

20. Acil bir durumda ne yapacagimiz biliriz.

21. Ailecek korkularimizi ve endiselerimizi birbirimizle
tartismaktan kaginiriz.

22. Sevgi, sefkat gibi olumlu duygularimizi birbirimize
belli etmekte giicliik cekeriz.

23. Gelirimiz (iicret, maas) ihtiyaglarimizi kargilamaya
yetmiyor.

24. Ailemiz bir problemi ¢ozdiikten sonra bu ¢oziimiin ige
yarayip yaramadi@ini tartigir.

25. Bizim ailede herkes kenidini diigiiniir.

26. Duygularimzi birbirimize agikca soyleyebiliriz.

27. Evimizde banyo ve tuvalet bir tiirlii temiz durmaz.

28. Aile icinde birbirimize sevgi gostermeyiz.

29. Evde herkes her istedigini birbirinin yiiziine
soyeleyebilir.

30. Ailemizde her birimizin belirli gorev ve
sorumluluklari vardir.

31. Aile i¢inde genellikle birbirimizle pek iyi gecinmeyiz.
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CUMLELER

Aynen
Katiltyorum

Biiyiik ol¢iide
katiliyorum

Biraz
katiliyorum

Hic¢
katilmiyorum

32. Ailemizde sert-kotii davranislar ancak belli durumlarda
gosterilir.

33. Ancak hepimizi ilgilendiren bir durum oldugu zaman
birbirimizin isine karisiriz.

34. Aile i¢inde birbirimizle ilgilenmeye pek zaman
bulamiyoruz.

35. Evde genellikle soylediklerimizle soylemek istediklerimiz
birbirinden farklidir.

36. Aile i¢inde birbirimize hoggoriilii davraniriz.

37. Evde birbirimize ancak sonunda kisisel bir yarar
saglayacaksak ilgi gosteririz.

38. Ailemizde bir dert varsa kendi icimizde hallederiz.

39. Ailemizde sevgi, sefkat gibi giizel duygular ikinci
plandadir.

40. Ev islerinin kimler tarafindan yapilacagini hep birlikte
konusgarak kararlastiririz.

41. Ailemizde herhangi bir seye karar vermek her zaman sorun
olur.

42. Bizim evdekiler sadece bir ¢ikarlar1 oldugu zaman
birbirlerine sevgi gosterirler.

43. Evde birbirimize kars1 acik sozliiytizdiir.

44. Ailemizde hig bir kural yoktur.

45. Evde birinin bir sey yapmasi istendiginde mutlaka takip
edilmesi kendine hatirlatilmasi gerekir.

46. Aile icinde herhangi bir sorunun nasil ¢oziilecegi hakkinda
kolayca karar verebiliriz.

47. Evde kurallara uyulmadig1 zaman ne olacagini bilmeyiz.

48. Bizim evde akliniza gelen her sey olabilir.

49. Sevgi, sefkat gibi olumlu duygularimizi birbirimize ifade
edebiliriz.

50. Ailede her tiirlii problemin iistesinden gelebiliriz.

51. Evde birbirimizle pek iyi gecinemeyiz.

52. Sinirlenince birbirimize kiiseriz.

53. Ailede bize verilen gorevler pek hosumuza gitmez ¢iinkii
genellikle umdugumuz gorevler verilmez.

54. Kétii bir niyetle olmasa da evde birbirimizin hayatina ¢ok
karigtyoruz.

55. Ailemizde kisiler herhangi birtehlike karsisinda (yangin,
kaza gibi) ne yapacaklarini bilirler ¢linkii boyle durumlarda ne
yapilacag1 aramizda konusulmus ve belirlenmistir.

56. Aile icinde birbirimize giiveniriz.

57. Aglamak istedigimizde birbirimizden ¢ekinmeden rahatlikla
aglayabiliriz.

58. Isimize (okulumuza) yetismekte giicliik cekiyoruz.

59. Aile i¢inde birisi hoglanmadigimiz bir sey yaptiginda ona
bunu acikca soyleriz.

60. Problemlerimizi ¢cozmek i¢in ailecek ¢esitli yollar bulmaya
caligiriz.
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Appendix G: Turkish Ways of Coping Inventory

Bir ebeveyn olarak cesitli sorunlarla karsilagiyorsunuz. Bu sorunlarla basa ¢ikabilmek i¢in ¢esitli duygu, diisiince ve

davraniglardan yararlaniyor olabilirsiniz.

[SRYPT

Sizden istenilen gocugunuzun “Ogrenme Giigliigii” ile ilgili olarak karsilastiginiz sorunlarla basa ¢ikabilmek igin neler

yaptiginizi géz 6niinde bulundurarak, asagidaki maddeleri cevap kagidi iizerinde isaretlemenizdir. Liitfen her bir maddeyi
dikkatle okuyunuz ve cevap formu iizerindeki ayn1 maddeye ait cevap siklarindan birini daire i¢ine alarak cevabinizi

belirtiniz. Baslamadan oOnce 6rnek maddeyi incelemeniz yararl olacaktir.
ORNEK:

Madde 4. lyimser olmaya caligirim.

Hig Pek
uygun  uygun olduk¢a  cok
degil degil uygun uygun uygun
Madde 4. 1........... 2iiiiiin, éﬁ ............ 4o, 5
Hicg Pek
uygun  uygun oldukca c¢ok
degil degil uygun  uygun uygun
1. Aklimi kurcalayan seylerden kurtulmak i¢in degisik islerle ugrasirim......... | DU 2 3 4o 5
2. Bir sikintim oldugunu kimsenin bilmesini istemem ................ccooivina.... | DU 2 3 4o 5
3. Bir mucize olmasini beKIerim............ooeiiiiiiiiiiii i | DU 2 3 4o 5
4. Tyimser olmaya CaliSIrTm. ............o.oiuuiiiei e | DU 2 3 4o 5
5. “ Bunu da atlatirsam sirtim yere gelmez ” diye diigiiniiriim......................... | DU 2t 3 4o 5
6. Cevremdeki insanlardan problemi ¢6zmede bana yardimci olmalarini beklerim.1............ 2 3 4o 5
7. Baz1 seyleri bilylitmemeye tizerinde durmamaya ¢aligirim.................cooeenee | DU 2 3 4o 5
8. Sakin kafayla diisiinmeye ve ofkelenmemeye caligirim.....................o.e.e. | DU 2 3 4o 5
9. Bu sikintili donem bir an 6nce ge¢sin iSterim.........cvuvueveireerieenineenenaennn. | DU 2iiiiiiin 3 4o 5
10. Olayin degerlendirmesini yaparak en iyi karar1 vermeye calisirim............... | DU 2 3 4o 5
11. Konuyla ilgili olarak bagkalarinin ne diisiindiigiinii anlamaya calisirim......... | DUSRRR 2, 3 4o 5
12. Problemin kendiliginden hallolacagina inanirim.................cooiieiiine.. | DU 2 3 4o 5
13. Ne olursa olsun kendimde direnme ve miicadele etme giicii hissederim...... | DUPR 2t B 4o 5
14. Baskalarinin rahatlamama yardimci olmalarini beklerim........................ | DU 2t 3 4o 5
15. Kendime kars1 hosgoriilii olmaya calisirim................oooiL. | DU 2 3 4o 5
16. Olanlart unutmaya CaliSIITm. ........oouuiiii e | DU 2 3 4o 5
17. Telasimi belli etmemeye ve sakin olmaya caligirim............................ | DU 2 3 4o 5
18. “ Basa gelen ¢ekilir ” diye dilgiiniiriim..............cooviiiiiiiiiiiiini.. | DU 2iiiiiiin 3 4o 5
19. Problemin ciddiyetini anlamaya ¢ali$Irim............cooevieiiiiiiiiiiiiiieaen, | DU 2 3 4o 5
20. Kendimi kapana sikismig gibi hissederim................coooiiiiiiiiiiii.. | DU 2 3 4o 5
21. Duygularimi paylastigim kisilerin bana hak vermesini isterim.................... | DU 2 3 4o 5
22. Hayatta neyin 6nemli oldugunu kesfederim......................coooeiiiinn. s, | DU 2t 3 4o 5
23. “ Her iste bir hayir vardir ” diye distiniirim..............c..oooiiiiiiiin, | DU 2 3 4o 5
24. Sikintili oldugumda her zamankinden fazla uyurum.........................o | DU 2 3 4o 5
25. icinde bulundugum kotii durumu kimsenin bilmesini istemem............... | DU 2 3 4o 5
26. Dua ederek Allah’tan yardim dilerim...........coovieiiiiiiiiiiiiiiiiiiinian... | DU 2iiiiiiiin 3 4o 5
27. Olay1 yavaslatmaya ve boylece karari ertelemeye ¢alisirim..................... | DU 2 3 4o 5
28. Olanla yetinmeye galISIrIm. ... ...ouuetiet ittt eeaaes | DU 2 3 4o 5
29. Olanlan kafama takip siirekli diigiinmekten kendimi alamam.................. | DU 2iiiiiiin 3 4o 5
30. icimde tutmaktansa paylagmayi tercih ederim......................ccccoveennn.. | DU 2iiiiiiin 3 4o 5
31. Mutlaka bir yol bulabilecegime inanir, bu yolda ugrasirim..................... | DU 2 3 4o 5
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32.
33.
34.
35.
36.

37.
38.
39.
40.

41

43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.

65.
66.
67.
68.
69.
70.
71.
72.
73.
74.

Sanki bu bir sorun degilmis gibi davranirim.................oooeiiiiiiiiiin..

Olanlardan kimseye s6z etmemeyi tercih ederim......................

“Is olacagina varir ” diye dilslinlirim..............cooiiiiiiiiiiiiiiiia,

Neler olabilecegini diisiiniip ona gore davranmaya calisirim.......
Isin i¢inden ¢ikamayinca * elimden birsey gelmiyor ” der,
durumu oldugu gibi kabullenirim..................ccooiiiiiiiiinnn..

Ik anda aklima gelen karari uygularim...................ccoeeuveiiieiiieiiinn,
Ne yapacagima karar vermeden 6nce arkadaslarimin fikrini alirim.

Herseye yeniden baslayacak giicti bulurum............................

Problemin ¢oziimii igin adak adarim...............ccooiiiiiiiii i
. Olaylardan olumlu birsey ¢ikarmaya ¢aligirim..............cooiiiiiiiiiiiiiiinn,
42.

Kirginligim belirtirsem kendimi rahatlamis hissederim.........................

Alin yazisina ve bunun degismeyecegine inanirim....................

Soruna birkag farkli ¢oziim yolu arartm...............cooiiiiiiiiiiiiiiinine...

Basima gelenlerin herkesin basina gelebilecek seyler olduguna inanirim......
“ Olanlar keske degistirebilseydim ” derim.............coooeiiiiiiiiiiiinn,

Aile biiyiiklerine danismayi tercih ederim................ccoeveene.n.
Yasamla ilgili yeni bir inang gelistirmeye calisirim...................

“ Herseye ragmen elde ettigim bir kazang vardir ” diye diistintiriim...........

Gururumu koruyup giiclii goriinmeye ¢alisirim...............c..coueen.

Bu isin kefaretini ( bedelini ) 6demeye c¢alisirim......................

Problemi adim adim ¢ozmeye ¢aligirim.............oevveiiiienann.n.

Elimden hig birseyin gelmeyecegine inanirim.........................
Problemin ¢oziimii i¢in bir uzmana danismanin en iyi yol olacagin

Problemin ¢oziimii i¢in hocaya okunurum................cooiiiiiiiiiiii i,
Herseyin istedigim gibi olmayacagina inanirim. .............o.eeeveueeneenennannn.
Bu dertten kurtulayim diye fakir fukaraya sadaka veririm.........................
Ne yapilacagini planlayip ona gore davranirim.............c.oeoieiieiiiinanenae.
Miicadeleden VaZgeCeTim..........oiueiuiiniintiniit et

Sorunun benden kaynaklandigini diistintirim..........................

Olaylar karsisinda “ kaderim buymus ~ derim...........c.cooevviiiieninenn..

Sorunun gercek nedenini anlayabilmek i¢in baskalarina danigirim.
“ Keske daha gii¢lii bir insan olsaydim ” diye diistiniiriim...........
Nazarlik takarak, muska tasiyarak benzer olaylarin olmamasi

icin Oonlemler alirim...........ooiiiiiii e

a inanirim

Ne olup bittigini anlayabilmek i¢in sorunu enine boyuna diistiniiriim..........

“ Benim sugum ne ” diye dislinliriim. ...,

“ Allah’1n takdiri buymus ” diye kendimi teselli ederim.............

Temkinli olmaya ve yanlis yapmamaya ¢aliIrim. ...........cceevvveninnnnnnn.n

Bana destek olabilecek kisilerin varligini bilmek beni rahatlatir....

Coziim i¢in kendim birseyler yapmak istemem. ...........cooeviiiiiiiiiiienn..
“ Hep benim yiiziimden oldu ” diye diislintirtim.................ocevvvieinninn....
Mutlu olmak i¢in bagka yollar ararim................cooeviiiiiiiiiiiiiiienenn.s.
Hakkimi savunabilecegime inanirim...........coeviiiiiiiiiiniin e,

198

| DO

| DU
| DU
| DU

[\CTN \S TN S I\

NS NN S O N N (O I \O 2 NS I NS I WS I (ST 'S I \O T NS T O I O I NS I NS (O I (O I NS R NS I NS T\ T S T S I\

[NST NS S O I N NI NS I (O I \S I \S I\ ]

W W W W

L L L LY W L LW LW L W W L LW L LW W LW LW W W W W W W W W WW

L W LW LW W W W W W W W

R S N

R N T T il T i T e S N S S e R N N N

R N i



Appendix H: Trait Anxiety Inventory

Adi Soyadr :
Cinsiyeti :
Yasi :

YONERGE : Asagida kisilerin kendilerine ait duygularim anlatmada kullandiklar1 bir takim
ifadeler verilmistir. Her ifadeyi okuyun, sonra da genel olarak nasil hissettiginizi, ifadelerin
sag tarafindaki parantezlerden uygun olanini1 karalamak suretiyle belirtin. Dogru ya da yanhs
cevap yoktur. Herhangi bir ifadenin {izerinde fazla zaman sarfetmeksizin genel olarak nasil
hissettiginizi gosteren cevabi isaretleyin.

Hemen hig Cok Hemen
Bir zaman Bazen Zaman Her zaman

1. Genellikle keyfim yerindedir. () () () ()

2. Genellikle ¢abuk yorulurum. () () () ()

3. Genellikle kolay aglarim. () () () ()

4. Bagkalari kadar mutlu olmak isterim. () () () ()

5. Cabuk karar vermek icin

firsatlar1 kaciririm. () () () ()
6. Kendimi dinlenmis hissederim. () () () ()

7. Genellikle sakin, kendime hakim ve

sogukkanliyim. () () () ()
8. Giicliiklerin yenemeyecegim kadar

biriktigini hissederim. ()
9. Onemsiz seyler hakkinda endiselenirim. ()
10. Genellikle mutluyum. ()
11. Herseyi ciddiye alir ve etkilenirim. ()
12. Genellikle kendime giivenim yoktur. ()
13. Genellikle kendimi emniyette

hissederim. () () () ()
14. Sikintili ve gili¢ durumlarla

kargilasmaktan kaginirim. ()
15. Genellikle kendimi hiiziinlii hissederim. ()
16. Genellikle hayatimdan memnunum. ()
17. Olur olmaz diisiinceler beni rahatsiz

Eder. () () () )
18. Hayal kirikligin1 dylesine ciddiye

alirm ki hi¢ unutamam. () () () ()
19. Akli baginda ve kararli bir insanim. () () () ()
20. Son zamanlarda kafam takilan konular

beni tedirgin eder. () () () ()
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Appendix I: Problem Solving Inventory

Bu envanterin amaci, giinlitkk yasantinizdaki problemlerinize (sorunlariniza) genel olarak nasil tepki
gosterdiginizi belirlemeye calismaktir. Soziinii ettigimiz bu problemler, matematik ya da fen
derslerindeki alismis oldugunuz problemlerden farklidir. Bunlar, kendini karamsar hissetme,
arkadaslarla gecinememe, bir meslege yonelme konusunda yasanan belirsizlikler ya da bosanip
bosanmama gibi karar verilmesi zor konularda ve hepimizn basina gelebilecek tiirden sorunlardir.
Liitfen asagidaki maddeleri elinizden geldiiiince samimiyetle ve bu tiir sorunlarla karsilastiginizda
tipik olarak nasil davrandigimizi g6z Oniinde bulundurarak cevaplandirin. Cevaplarinizi, bu tiir
problemlerin nasil ¢oziilmesi gerektigini diisiinerek degil, boyle sorunlarla karsilastiginizda gercekten
ne yaptitiinizi diisiinerek vermeniz gerekmektedir. Bunu yapabilmek i¢in kolay bir yol olarak her soru
icin kendinize su soruyu sorun : “ Burada sozii edilen davranisi ben ne siklikla yaparim ?

Yanitlariniz1 asagidaki 6lgege gore degerlendirin:

1. Her zaman boyle davranirim 4. Arada sirada boyle davranirim
2. Cogunlukla boyle davranirim 5. Ender olarak boyle davranirim
3. Sik sik boyle davranirim 6. Hic bir zaman bdyle davranmam
Ne kadar siklikla boyle
davranirsiniz?
1. Bir sorunumu ¢6zmek i¢in kullandigim ¢6ziim yollar1 basarisiz ise 1 2 3 4 5 6

bunlarin neden basarisiz oldugunu arastirmam.
2. Zor bir sorunla karsilastigimda ne oldugunu tam olarak belirleyebilmek 1 2 3 4 5 6
icin nasil bilgi toplayacagimi uzun boylu diisiinmem.

3. Bir sorunumu ¢6zmek i¢in gosterdigim ilk ¢abalar basarisiz olursa 1 2 3 4 5 6
o sorun ile basagikabilecegimden siipheye diiserim.
4. Bir sorunumu ¢ozdiikten sonra bu sorunu ¢dzerken neyin ise yaradigini, 1 2 3 4 5 6

neyin yaramadigini ayrintili olarak diisiinmem.
5. Sorunlarimi ¢6zme konusunda genellikle yaratici ve etkili ¢oziimler

tiretebilirim. 1 2 3 4 5 6

6.Bir sorunumu ¢dzmek icin belli bir yolu denedikten sonra durur ve ortaya 1 2 3 4 5 6
cikan sonug ile olmasi gerektigini diisiindiigiim sonucu karsilagtiririm

7. Bir sorunum oldugunda onu ¢ézebilmek i¢in bagvurabilecegim yollarin 1 2 3 4 5 6
hepsini diisiinmeye ¢aligirim.

8. Bir sorunla karsilastigimda neler hissettigimi anlamak i¢in duygularimi 1 2 3 4 5 6
incelerim .

9. Bir sorun kafami karistirdiginda duygu ve diisiincelerimi somut ve agik- 1 2 3 4 5 6
secik terimlerle ifade etmeye ugrasmamam.

10. Baslangicta ¢oziimiinii farketmesem de sorunlarimin ¢ogunu ¢dzme 1 2 3 4 5 6

yetenegim vardir.
11. Karsilagtigim sorunlarin ¢ogu, ¢ozebilecegimden daha zor ve karmagiktr. 1 2 3 4 5 6

12. Genellikle kendimle ilgili kararlar1 verebilirim ve bu kararlardan hognut 1 2 3 4 5 6
olurum.
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13. Bir sorunla karsilastigimda onu ¢6zmek icin genellikle aklima gelen ilk 1

yolu izlerim.
14. Bazen durup sorunlarim iizerinde diisiinmek yerine gelisigiizel siiriiklenip
giderim.
15. Bir sorunla ilgili olas1 bir ¢6ziim yolu iizerinde karar vermeye calisirken
seceneklerimin basari olasiligini tek tek degerlendirmem.
16. Bir sorunla karsilastigimda baska konuya gegmeden 6nce durur ve o 1
sorun iizerinde diisiiniiriim.
17. Genellikle aklima gelen ilk fikir dogrultusunda hareket ederim.
18. Bir karar vermeye calisirken her secenegin sonuglarini dlger, tartar, 1
19.Bir sorunumu ¢6zmek iizere plan yaparken o plan yiiriitebilecegime 1
giivenirim.
20.Belli bir ¢dziim planin1 uygulamaya koymadan 6nce, nasil bir sonug 1
verecegini tahmin etmeye ¢alisirim.
21. Bir soruna yonelik olasi ¢6ziim yollarini diisiiniirken ¢ok fazla secenek 1
iretmem.
22. Bir sorunumu ¢dzmeye calisirken siklikla kullandigim bir yontem ; 1
daha 6nce basima gelmis benzer sorunlar1 diisiinmektir.
23. Yeterince zamanim olur ve ¢aba gosterirsem karsilastigim sorunlarin 1
cogunu ¢ozebilecegime inantyorum.
24. Yeni bir durumla karsilastigimda ortaya ¢ikabilecek sorunlari 1
¢Ozebilecegime inancim vardir.
25. Bazen bir sorunu ¢6zmek i¢in ¢abaladigim halde, bir tiirli esas 1
konuya giremedigim ve gereksiz ayrintilarla ugrastigim duygusunu yasarim.
26. Ani kararlar verir ve sonra pismanlik duyarim. 1
27. Yeni ve zor sorunlar1 ¢ozebilme yetenegime giiveniyorum.
28. Elimdeki secenekleri karsilastirirken ve karar verirken kullandigim 1
sistematik bir yontem vardir.
29. Bir sorunla baga¢ikma yollarini diigiiniirken gesitli fikirleri birlestirmeye 1
calismam.
30. Bir sorunla karsilastigimda bu sorunun ¢ikmasinda katkis1 olabilecek 1
benim disimdaki etmenleri genellikle dikkate almam.
31. Bir konuyla karsilastigimda ilk yaptigim seylerden biri, durumu gozden 1
gecirmek ve konuyla ilgili olabilecek her tiirlii bilgiyi dikkate almaktir.
32. Bazen duygusal olarak dylesine etkilenirim ki, sorunumla basagikma 1
yollarindan pek ¢cogunu dikkate bile almam.
33. Bir karar verdikten sonra, ortaya ¢ikan sonug¢ genellikle benim bekledigim 1
sonuca uyar.
34. Bir sorunla karsilastigimda, o durumla basacikabilecegimden genellikle 1
pek emin degilimdir.
35. Bir sorunun farkina vardigimda, ilk yaptigim seylerden biri, sorunun 1
tam olarak ne oldugunu anlamaya calismaktir.

—_—
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Appendix J: Maslach Burnout Inventory
Elinizdeki ankette anne/babalarin yasamlarindaki sikintilar, stresler ve yorgunluklar1 yansitan
ifadelere yer verilmistir. Sizden istenen her bir ifadenin 6rnekledigi durumu ne kadar siklikla
yasadigimizi uygun yanit araligina (x) isareti koyarak belirtmenizdir.

1. Cocugumdan sogudugumu hissediyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

2. Giin sonunda kendimi ruhen tiikkenmis hissediyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

3. Sabah kalktigimda bir giin daha bu isi kaldiramayacagimi hissediyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

4. Cocugumun ne hissettigini hemen anlarim.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

5. Cocuguma sanki insan degilmis gibi davrandigimi farkediyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

6. Biitiin giin cocugumla ugrasmak i¢in gercekten ¢ok yipratici.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

7. Cocugumun sorunlarina en uygun ¢dziim yollarin1 bulurum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

8. Cocugumun bakimina yonelik olarak yaptigim islerden tiikendigimi hissediyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

9. Yaptigim seylerle cocugumun yasamina katkida bulunduguma inaniyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

10. Cocugumla birlikte olmaya basladigimdan beri insanlara kars1 sertlestim.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

11. Cocugumun / ¢ocuklarimin bakiminin beni giderek katilastirmasindan korkuyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

12. Cok seyler yapabilecek giicteyim.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

13. Cocugumun beni kisitladigini hissediyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

14. Cocugumun bakimi konusunda ¢ok fazla calistigimi hissediyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

15. Cocuguma ne oldugu umurumda degil.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

16. Dogrudan dogruya ¢cocugumla ilgilenmek bende ¢ok fazla stres yaratiyor.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

17. Cocugumla aramda rahat bir hava yaratirim.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

18. Cocugumla birlikte olduktan sonra kendimi canlanmug hissederim.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

19. Cocugumun bakimina yonelik olarak bir ¢ok kayda deger basari elde ettim.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

20. Yolun sonuna geldigimi hissediyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

21. Cocugumla ilgili duygusal sorunlara serinkanlilikla yaklagirim.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman

22. Cocugumun kendisinin bazi problemlerini sanki ben yaratmigim gibi davrandigin
hissediyorum.

a. Hicbir zaman b. Cok nadir c. Bazen d. Cogu zaman e. Her zaman
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Appendix K: Beck Depression Inventory

Isim : Cinsiyeti :
Tarih:

Asagida kisilerin ruh durumlarimi ifade ederken kullandiklar1 bazi ciimleler verilmistir. Her
madde, bir cesit ruh durumunu anlatmaktadir. Her maddede o ruh durumunun derecesini
belirleyen 4 secenek vardir. Liitfen bu secenekleri dikkatle okuyunuz. Son bir hafta icindeki (su
an dahil) kendi ruh durumunuzu goz oniinde bulundurarak, size en uygun olan ifadeyi bulunuz.
Daha sonra, o maddenin yanindaki harfi yuvarlak icine aliniz.

1. (a) Kendimi {izgiin hissetmiyorum.
(b) Kendimi iizgiin hissediyorum.
(c) Her zaman i¢in iizgiiniim ve kendimi bu duygudan kurtaramiyorum.
(d) Oylesine iizgiin ve mutsuzum ki dayanamiyorum.

2. (a) Gelecekten umutsuz degilim.
(b) Gelecege biraz umutsuz bakiyorum.
(c) Gelecekten bekledigim hicbir sey yok.
(d) Benim icin bir gelecek yok ve bu durum diizelmeyecek.

3. (a) Kendimi basarisiz gormiiyorum.
(b) Cevremdeki bir¢ok kisiden daha fazla basarisizliklarim oldu sayilir.
(c) Geriye doniip baktigimda, cok fazla basarisizligimin oldugunu goériiyorum.
(d) Kendimi tiimiiyle basarisiz bir insan olarak goriiyorum.

4. (a) Her seyden eskisi kadar zevk alabiliyorum.
(b) Her seyden eskisi kadar zevk alamiyorum.
(c) Artik hicbir seyden gercek bir zevk alamiyorum.
(d) Bana zevk veren hicbir sey yok. Hersey cok sikici.

5. (a) Kendimi suglu hissetmiyorum.
(b) Arada bir kendimi suglu hissettigim oluyor.
(c) Kendimi ¢ogunlukla suglu hissediyorum.
(d) Kendimi her an i¢in suc¢lu hissediyorum.
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6. (a) Cezalandirildigimi diistinmiiyorum.
(b) Baz1 seyler icin cezalandirilabilecegimi hissediyorum.
(c) Cezalandirilmay1 bekliyorum.
(d) Cezalandirildigimi hissediyorum.

7. (a) Kendimden hosnutum.
(b) Kendimden pek hosnut degilim.
(c) Kendimden hi¢ hoslanmiyiorum.
(d) Kendimden nefret ediyorum.

8. (a) Kendimi diger insanlardan daha kotii gdrmiiyorum.
(b) Kendimi zayifliklarim ve hatalarim i¢in elestiriyorum.
(c) Kendimi hatalarim i¢in ¢cogu zaman su¢luyorum.

(d) Her kotii olayda kendimi su¢luyorum.

9. (a) Kendimi 6ldiirmek gibi diisiincelerim yok.
(b) Bazen kendimi 6ldiirmeyi diisiiniiyorum, fakat bunu yapmam.
(c) Kendimi oldiirebilmeyi isterdim.
(d) Bir firsatin1 bulsam kendimi 6ldiiriirdiim.

10. (a) Her zamankinden daha fazla agladigimi sanmiyorum.
(b) Eskisine gore su siralarda daha fazla agliyorum.
(c) Su siralarda her an agliyorum.
(d) Eskiden aglayabilirdim, ama su siralarda istesem de aglayamiyorum.

11. (a) Her zamankinden daha sinirli degilim.
(b) Her zamankinden daha kolayca sinirleniyor ve kiziyorum.
(c) Cogu zaman sinirliyim.
(d) Eskiden sinirlendigim seylere bile artik sinirlenemiyorum.

12. (a) Diger insanlara kars1 ilgimi kaybetmedim.
(b) Eskisine gore insanlarla daha az ilgiliyim.
(c) Diger insanlara kars1 ilgimin ¢ogunu kaybettim.
(d) Diger insanlara kars1 hi¢ ilgim kalmadi.

13. (a) Kararlarim eskisi kadar kolay ve rahat verebiliyorum.
(b) Su siralarda kararlarimi vermeyi erteliyorum.
(c) Kararlarimi vermekte oldukga giicliik ¢ekiyorum.
(d) Artik hi¢ karar veremiyorum.

14. (a) D1s goriiniisiimiin eskisinden daha kotii oldugunu sanmiyorum.
(b) Yaslandigimu ve ¢ekiciligimi kaybettigimi diistintiyor ve liziiliiyorum.
(c) D1s goriintistimde artik degistirilmesi miimkiin olmayan olumsuz degisiklikler
oldugunu hissediyorum.
(d) Cok cirkin oldugumu diisiiniiyorum.
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15. (a) Eskisi kadar iyi ¢alisabiliyorum.
(b) Bir ise baslayabilmek icin eskisine gore kendimi daha fazla zorlamam gerekiyor.
(c) Hangi is olursa olsun, yapabilmek icin kendimi ¢ok zorluyorum.
(d) Higbir is yapamiyorum.

16. (a) Eskisi kadar rahat uyuyabiliyorum.
(b) Su siralarda eskisi kadar rahat uyuyamiyorum.
(c) Eskisine gore 1 veya 2 saat erken uyaniyor ve tekrar uyumakta zorluk ¢ekiyorum.
(d) Eskisine gore ¢cok erken uyaniyor ve tekrar uyuyamiyorum.

17.(a) Eskisine kiyasla daha ¢abuk yoruldugumu saniyorum.
(b) Eskisinden daha ¢abuk yoruluyorum.
(c) Su siralarda neredeyse her sey beni yoruyor.
(d) Oyle yorgunum ki hic birsey yapamiyorum.

18. (a) Istahim eskisinden pek farkli degil.
(b) Istahim eskisi kadar iyi degil.
(c) Su siralarda istahim epey kotii.
(d) Artik hig istahim yok.

19. (a) Son zamanlarda pek fazla kilo kaybettigimi sanmiyorum.
(b) Son zamanlarda istemedigim halde ii¢ kilodan fazla kaybettim.
(c) Son zamanlarda istemedigim halde bes kilodan fazla kaybettim.
(d) Son zamanlarda istemedigim halde yedi kilodan fazla kaybettim.
Daha az yemeye calisarak kilo kaybetmeye calisiyorum. Evet( ) Hayir( )

20. (a) Sagligim beni pek endiselendirmiyor.
(b) Son zamanlarda agr1, s1z1, mide bozuklugu, kabizlik gibi sorunlarim var.
(c) Agr, s1z1 gibi bu sikintilarim beni epey endiselendirdigi i¢in baska seyleri
diisiinmek zor geliyor.
(d) Bu tiir sikintilar beni dylesine endiselendiriyor ki, artik bagka higbir sey
diistinemiyorum.

21. (a) Son zamanlarda cinsel yasantimda dikkatimi ¢eken bir sey yok.
(b) Eskisine oranla cinsel konularla daha az ilgileniyorum.
(c) Su siralarda cinsellikle pek ilgili degilim.
(d) Artik, cinsellikle hi¢bir ilgim kalmada.
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Appendix L: Parental Acceptance Rejection Questionnaire-Mother Form

Aile Cocuk Tliskileri Formu
(ANNE)

Ad1 Soyadi:

Tarih:

Elinizdeki 6lcekte annenin ¢cocuga karsi cesitli davranis sekillerini igeren ifadeler verilmistir. Her
ifadeyi dikkatle okuyup, kendi davranisiniza ne derece uydugunu diisiiniiniiz. Fazla zaman
kaybetmeden ilk diisiincenizi kaydediniz. Eger ifade sizin i¢in dogru ise, hemen hemen her
zaman dogru veya bazen dogru sikkim carpilamak (x) suretiyle isaretleyiniz. ifade sizin icin
dogru degil ise, nadiren dogru veya hicbir zaman dogru degil sikkini ¢carpilayarak isaretleyiniz.

Dogru ya da yanhis cevap yoktur. Sorular1 cevaplarken cocugunuza karsi genelde nasil
davrandiginizi diistintiniiz. Sorularin tamamim diiriist, samimi ve gercek¢i bir sekilde
cevaplamaniz onemlidir. Sorular1 Ozgiil Ogrenme Giicliigii olan cocugunuzla olan iliskinizi
diisiinerek yanitlaymiz.

Ornegin:
Benim icin Dogru Benim icin Dogru Degil
Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
1. Cocugum iyi davrandigt zaman ( X ) () () ()

ona sarilir 6perim.

Cocugunuz iyi davrandiginda hemen hemen her zaman ona sarilip dpiliyorsaniz ornekte
gosterildigi sekilde isaretleyiniz.
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Benim icin Dogru Benim icin Dogru Degil

Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
1. Ben ¢cocugum hakkinda () () () ()
giizel seyler sdylerim.
2. Cocugum kotii davrandiginda () () « ) « )
onu kiiclimseyerek azarlarim.
3. Cocuguma sanki orada yokmus () () () ()
gibi davranirim.
4. Cocugumu gergekten sevip () () () C )
sevmedigimden siiphe ediyorum.
5. Giinliik yasantimizi cocugumla () () () ()
tartisir ve fikrini alirim.
6. O beni dinlemedigi zaman () (G C ) C )

cocugumu baskalarina sikayet ederim.
7. Cocugumla candan ilgilenirim. () () () ()

8. Cocugumu arkadagslarini eve

getirmesi icin cesaretlendiririm ve () () () ()
onlarin 1yi vakit gecirmesine

gayret ederim.

9. Cocugumla alay ederim. () () () C )
10. Beni rahatsiz etmedigi siirece

cocugumun varligini bilmezlikten () () () ()
gelirim.

11. Kizgin oldugum zaman () () () C )
cocuguma bagiririm.

12. Cocugumun bana giivenip () () « ) C )
acilmasini kolaylastiririm.

13. Cocuguma sert davranirim. () () () ()
14. Cocugumun etrafimda () () () ()

olmasindan hoslaniyorum.
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Benim icin Dogru Benim icin Dogru Degil

Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
15. Cocugum bir seyi iyi yaptiginda () () « ) « )
onun gurur duymasini sagliyorum.
16. Haketmedigi zaman bile () () () ()
cocuguma vururum.
17. Cocugum i¢in yapmam gereken () (G C ) C )
seyleri unutuyorum.
18. Cocugumu bagkalarina 6verim. () () () ()
19. Kizgin oldugum zaman () () « ) « )
cocugumu cezalandiririm.
20. Cocugumla sefkat ve sevgi dolu () () « ) ()
konusurum.
21. Cocuguma kars1 ¢ok sabirsizim. () () () « )
22. Cocugumun sorularina cevap () () « ) « )
veremeyecek kadar mesgulum.
23. Cocuguma igerliyorum. () () () C )
24. Cocugumu hak ettigi zaman () () () ()
overim.
25. Cocugum sinirime dokunur. ( ) () () C )
26. Cocugumun kimlerle arkadashk ( ) () () )
ettigi ile ilgilenirim.
27. Cocugumun hayatindaki olaylarla( ) () () ()
gercekten ilgilenirim.
28. Cocugumla kirict konusurum. () () « ) ()
29. Cocugum yardim istedigi zaman ( ) () () ()
anlamazliktan gelirim.
30. Cocugumun bag1 dertte () () () C )
oldugunda ona kars1 anlayigsiz
davranirim.

208



Benim icin Dogru Benim icin Dogru Degil

Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
31. Cocuguma istenilen ve ihtiyag () () « ) C )
duyulan bir kisi oldugunu hissettiririm.
32. Cocuguma sinirime dokundugunu( ) () « ) ()
sOylerim.
33. Cocuguma biiyiik dzen () () () C )
gosteririm.
34. Cocugum iyi davrandigi zaman () () () « )
onunla gurur duydugunu séylerim.
35. Cocugumun kalbini kirarim. () () () C )
36. Cocugumun hatirlamami () () () ()

bekledigi olaylari unuturum.

37. Cocugum yanlis hareket ettigi

zaman onu artik sevmedigimi () () « ) C )
hissettiririm.
38. Cocuguma yaptigi seyin 6nemli () () () « )

oldugunu hissettiririm.

39. Cocugum yanlis bir sey
yaptiginda onu tehdit ediyorum () () () ()
veya korkutuyorum.

40. Cocugumla birlikte vakit ) () () ()
gecirmekten hoslanirim.

41. Cocugum iiziildiigi, tasalandigir () () () ()
veya korktugu zaman ona yardim
etmeye caligirim.

42. Cocugum kotii davrandigi
zaman onu oyun arkadaslarinin () ) C ) C )

yaninda kiiciik diisiiriiriim.

43. Cocugumun benimle beraber () () () ()
olmasindan kaginirim.
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Benim icin Dogru Benim icin Dogru Degil

Hemen Higbir
hemen zaman
her zaman Bazen Nadiren dogru
dogru dogru dogru degil
44. Cocugumdan sikayet ederim. () () () C )
45. Cocugumun goriislerine saygt () () () ()
duyarim ve acik¢a sdylemesi i¢in
onu cesaretlendiririm.
46. Cocugumu olumsuz bir gekilde () () () « )
baska cocuklarla kiyaslarim.
47. Plan yaptigim zaman ¢cocugumu () () () ()

da goz oniinde bulundururum.
48. Benim i¢in uygun olmasa bile,
cocugumun 6nemli gordiigii () () () ()

seyleri yapmasina izin veririm.

49. Cocugum kotii davrandiginda

onu bagka ¢ocuklarla haksiz bir () () () « )
sekilde kiyaslarim.

50. Cocuguma istenmedigini () () () ()
hissettiririm.

51. Cocugumun yaptig1 seylere ilgi () () () C )
duyuyorum.

52. Cocugum kotii davrandigi zaman () () () C )
ondan utandigimi soylerim.

53. Cocuguma onu sevdigimi () () () « )
hissettiririm.

54. Cocuguma nazik ve yumusak () () () C )
Davranirim.

55. Cocugum yanlis davrandiginda
onu utandirmaya veya suclu () (G C ) C )
hissettirmeye c¢aligirim.

56. Cocugumu mutlu etmeye () (G C ) ()
caligirim.

Simdi basa donerek bos biraktiginiz sorulari cevaplayiniz.
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Appendix M: Biographical Information Sheet

L. Ad SOYad:.....ooiiiiiiiieeeieeeeeee e
2. Y aSINIZ:.uiiieieiiiee ettt e e aee e e rae e e e eeraaa s
3. Egitim:
( )1 Qkur—Yazar ( )4 I:ise ve dengi okul mezunu
() 2. llkokul mezunu () 5. Universite veya yiiksek okul mezunu

() 3.Ortaokul mezunu () 6. Yiiksek lisans ve Ustii

4. Evlilik durumunuzu belirtiniz
() 1. Evli ve kocasiyla yastyor () 3. Dul

() 2. Bosanmis () 2. Bosanmamis, ayr1 yasiyor
5. Kag cocugunuz var?..........ccceeeeveeenieeeniieeniee e
6. Asagida cocuklarinizin cinsiyet ve yasini belirtiniz.
1. Cocuk: Cinsiyet ( )Kiz ( )Erkek Yasu:
2. Cocuk: Cinsiyet ( )Kiz ( )Erkek Yasu:
3. Cocuk: Cinsiyet (  )Kiz ( )Erkek Yast:
4. Cocuk: Cinsiyet (  )Kiz ( )Erkek Yasu:
7. Aylik eve giren para miktari ne kadardir?
() 500 milyondan az () 1,5 milyar — 2 milyar arasi
() 500 milyon-1 milyar arasi ()2 milyar ve istii

() 1 milyar — 1,5 milyar arasi

8. Is:
() 1. Calismiyorum
() 2. Calistyorum
() 3. Diger (Belirtiniz)......cceevuveervuveerereennneen.

9. Ne tiir bir iste calistyorsunuz?

() 1. Serbest ( )3 Isci
( )2.Memur () 4. Emekli

12. Babanin egitimi:

() 1. Okur-Yazar () 4. Lise ve dengi okul mezunu
() 2. Ilkokul mezunu () 5. Universite veya yiiksek okul mezunu
() 3.Ortaokul mezunu () 6. Yiiksek lisans ve Ustii
12. Babanin is durumu:
() 1. Serbest ()3 Isci
( )2.Memur () 4. Emekli
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Appendix N: Turkish Summary

Ogrenme giicliigii toplumun % 5 ila 10’unda goriilen bir bozukluktur
(Kronenberger & Dunn 2003). Ulkemizde okul ¢ag1 ¢cocuklarmin % 10 - % 20’si
ogrenme giicliigii (OG) tamist almaktadir Erden, Kurdoglu, Uslu, 2002). Bu
cocuklar okul sorunlar1 ile birlikte ebeveyn ve yagsitlar1 ile de sorunlar
yasamaktadir. Akademik basarisizligin yam sira akran ve ebeveyn iliskilerinde de
zorluklar yasamak c¢ocuk icin farkli duygusal sorunlara yol a¢cmaktadir. Bazi
arastirmalar 6grenme giicliigiiniin ¢ocugun benlik algisinin yani sira uyumunu da
bozdugunu gostermektedir (Humphrey, 2002). Bu arastirmanin amaci, aile kabul
ve reddi, benlik saygisi ve psikolojik uyumun 6grenme giicliigii olan ¢cocuklardaki
iliskilerini bulmaya caligmaktir.

Aile kabul ve reddi ebeveynligin sicaklik boyutu ile ilgilidir. Sicakligin bir
ucunda kabul, digerinde ise red kavramlar1 vardir. Her birey bu yelpazenin bir
noktasina yerlestirilebilir ciinkii, herkes ebeveynlerinden az ya da ¢ok yakinlik
goriir. Aile kabul ve reddi teorisine gore, ¢ocuklarin psikolojik uyumu, ebeveyn
kabul-reddi deneyimlerine gore degisir. Algilanan ebeveyn kabul-reddini
degerlendiren meta-analizler cocuklardaki psikolojik sorunlarin cinsiyet, 1k,
cografya, dil veya Kkiiltiir farki gozetmeksizin ebeveyn kabul-reddi ile iliskili
bulmaktadir (Khaleque & Rohner, 2002). Ebeveynlik, ¢ocukluktaki diisiik benlik

saygisinin ortaya ¢ikmasina yonelik olarak bir risk faktoriidiir (Rohner, 1986).
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Ayrica aragtirmalar, diisiik benlik saygisinin daha sonraki bir depresif donemi
yordayabilecegini gostermektedir.

Okulda basarili olmak, ebeveynler, akranlar arasinda ve genel olarak
toplumda olduk¢a fazla Onem verilen bir konudur. Dolayisiyla akademik
basarisizliga atfedilen olumsuz degerler kolaylikla kiiciimsenemez. Tekrarlanan
akademik basarisizliklar kendini korumaya yonelik stratejilerin gelismesi,
caresizlik ve psikolojik uyum sorunlart gibi olumsuz motivasyon tarzlari
gelismesine neden olur (Valas, 2001a).

Ogrenme giicliigii olan cocuklar sorunlarmin dogasi geregi sik sik
basarisizliklar yasarlar. Simif icerisinde yasadiklarn zorluklar akademik
problemlere neden olur. Sosyal anlamda ebeveynleri, Ogretmenleri ve
akranlarindan olumsuz geri bildirimler alirlar. Dolayisiyla, sik sik basarisizlik
yasayan c¢ocuklar Ogrenilmis c¢aresizlik tepkileri gelistirme riski tasirlar.
Ogrenilmis caresizlik tepkisi gelistiren cocuklar ise basarisizliklarini kendi
beceriksizliklerine atfederler. Bu atif tarzi zor gorevler karsisinda daha az caba
gosterilmesine neden olabilir. Dolayisiyla, Ogrenilmis caresizlik tepki tarzi
gelistirmis olan cocuklar bir basarisizlik deneyiminden sonra bir gorevi
gerceklestirmeye yonelik daha az israrci olurlar. Bu da daha fazla basarisizliga
neden olur ve cocugun problem cdzemeyecegi inancini pekistirerek bu inancin
dogrulanmasina neden olan davranislar ortaya cikartir (Milich & Okazaki, 1991).

Yazinda Ogrenme giigliikkleri ile psikolojik sorunlar arasinda iligki
bildirilmektedir ancak, bu iliskinin yonii agik degildir. Psikolojik sorunlar
arasinda depresyon, kaygi, diisiik benlik saygis1 ve basarn ve basarisizlik ile ilgili

hatal1 atiflarda bulunma bildirilmektedir (Greeham, 1999; Valas, 2001Db).
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Ogrenme giicliigii olan cocuklarda ayrica sosyal ve duygusal problemler de
bildirilmistir (Grolnick & Ryan, 1990; Dyson, 2003). Bazi arastirmalarda
O0grenme giicliigi olan c¢ocuklar icin hafif depresyon semptomlart bildirilmis,
bunlar hatali atif tarzlar ile iligkilendirilmislerdir (Greenham, 1999; Rodriguez &
Routh, 1989). Cocukluk depresyonu ile ilgili en yaygin goriis -eriskinlik
depresyonuna benzer oldugu yoniindedir (American Psychiatric Association,
1980).

Ogrenme giicliigii olan cocuklarda artmis kayg: diizeyleri bildirilmektedir
(Greenham, 1999). Normatif 6rneklem gruplar1 ve normal diizeyde basarili oldugu
bildirilen kontrol gruplarina kiyasla 6grenme giicliigii olan ¢ocuklarda daha fazla
kaygi diizeyi bildirilmistir (Paget & Reynolds, 1984; Fisher, Allen & Kose, 1996;
Rodriguez & Routh, 1989).

Ogrenme giicliigii olan ¢ocuklarin ebevynlerinin OG olmayan cocuklarin
ebeveynlerine kiyasla aile organizasyonu ile daha fazla ilgili olduklari, daha
kaygili olduklan ve aile arasinda daha az yakinlik ile daha fazla iletisim sorunu
oldugu da bildirilmektedir (Margalit & Heiman, 1988; Morrison & Zetlin, 1992).

Ogrenme giicliigii olan bir cocuga sahip olmamn etkilerini arastiran
calismalar oldukga azdir. Oziirlii ¢ocuklarm ailelerinde aile sistemine bakildiginda
baz1 ebeveynlerin cocuklarinin bakimu ile ilgili kars1 karsiya kaldiklart zorluklar
nedeniyle stres ve duygusal zorlanma yasadiklar1 bildirilmektedir (Daniels-
Mohring & Lambie, 1993; Dyson, 1993; Waggoner & Wilgosh, 1990).

Kronik hastalig1 olan ¢ocuklar daha fazla kaygi yasayabilmektedir (Vila,
Nollet-Clemencon, de Blic, Mouren-Simeoni, & Scheinmann, 2000; Moussa,

Alsaeid, Abdella, Refai, Al-Sheikh, & Gomez, 2005). Diyabet psikososyal
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islevselligi etkileyerek hem cocugun hem de ailesinin yasam Kkalitesini
degistirebilir (Delamater et al., 2001; Northam, Todd, & Cameron, 2006).
Diyabetli ¢ocuklarin uyumlarinin diabetli olmayan c¢ocuklarla karsilastirildigi bir
aragtirmada, diyabetli ¢ocuklarda depresyon, bagimlilik ve geri c¢ekilmenin
akranlarmna gore daha fazla bildirildigi ortaya konmustur (Grey, Cameron,
Lipman, & Thurber, 1995).

Bu arastirmada karsilasirma grubu olarak diyabetli ¢ocuklarin
secilmelerinin nedeni Onceki arastirmalarda Ogrenme gii¢liigii olan ¢ocuklarda
saglikli akranlarina gore daha fazla depresyon ve kaygi semptomu ile daha diisiik
benlik algis1 bildirilmesinden kaynaklanmaktadir. Diabetli ¢ocuklar da saglikli
akranlarma gore daha kaygili ve depresif olarak bildirilmis, benlik saygilarinin
daha diisiik olabildigi belirlenmistir (Swift, Seidman & Stein, 1967; Close,
Davies, Price, & Goodyer, 1986). Dolayisiyla, bu calismadaki arastirma sorusu
O0grenme giicliigii olan ¢ocuklarin kronik hastaligi olan ve normal gruplardan daha
fazla sorun psikolojik uyum sorunu oldugu bildirilen bir gruba kiyasla durumlarini
belirlemektir.

Yazinda ebeveyn kabul-reddi, psikolojik uyum, Ogrenilmis caresizlik ,
depresyon, kaygi ve benlik saygisi arasindaki iligki, 6grenme gii¢liigii olan
cocuklar icin agik degildir. Dolayisiyla bu arastirmanin amaglari:

1. Ogrenme giicliigii olan cocuklarda ebeveyn kabul-reddi ile depresyon
arasindaki iliskide benlik saygisimin araci degisken olarak roliinii

belirlemek.
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. Ogrenme giicliigii olan cocuklarda Ogrenilmis caresizlik ile depresyon
arasindaki iliskide benlik saygisimin araci degisken olarak roliinii
belirlemek.

Ogrenme giicliigii olan ¢ocuklarla diyabetli ¢cocuklarin benlik saygisi,
depresyon, kaygi, Ogrenilmis c¢aresizlik, ve ebeveyn kabulu-reddi
cercevesinde psikolojik uyum diizeyleri arasindaki farkliliklar1 belirlemek.
Ogrenme giicliigii olan ¢ocuklar ile diyabetli cocuklarn psikolojik uyum
diizeyinin cinsiyet acisindan karsilagtirmak.

. Ogrenme giicliigii ve diyabetli cocuklara sahip olan iki anne grubunu
psikolojik uyum diizeyleri, depresyon, kaygi, aile islevleri, basa ¢ikma,
problem c¢6zme becerileri ve ebeveyn tiikkenmisligi acisindan
karsilagtirmak.

. Ogrenme giicliigii ve diyabetli cocuklara sahip olan iki anne grubunu
algilanan ebeveyn kabulu-reddi agisindan karsilagtirmak.

Arastirma grubu igin Gazi Universitesi Hastanesi Cocuk Psikiyatri

Boliimii’ne okul problemleri ile sevk edilmis 8-13 yas arasi ¢ocuklar secilmistir.

Arastirmaya kabul edilebilmek icin c¢ocuklarin ¢ocuk psikiyatristi tarafindan

degerlendirilerek Ogrenme Giigliigii tanis1 almis olmalar1 gerekmektedir. Kontrol

grubu i¢in Diyabet tanist almis olan cocuklar arastirmaya katilmistir. Gazi

Universitesi Hastanesi Cocuk Saghg Béliimii tarafindan Diyabet tanis1 konulmus,

yaglar1 8-13 arasinda degisen 70 ¢ocuk arastirmaya alinmistir. Ayrica, bu gruptaki

cocuklar icin, Ogrenme Giicliigii olan ¢cocuklarin arastirmaya katilma kriterlerinin

disinda bir baska onkosul olarak baska bir DSM-IV tanisi almamak Onkosulu

belirlenmistir. Tim cocuklarin zeka boliimii katsayilart Wechsler Cocuklar igin
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Zeka Olgegi-R ile degerlendirilmistir. Dolayisiyla, arastirmaya katilma kriterleri
olarak asagidaki kriterler kullanilmistir: a) Hicbir duyusal bozukluk, zeka geriligi,
duygusal bozukluk veya egitim yetersizligi olmamalidir; b) Tiim puan zeka
boliimii katsayilar1 90’1n tizerinde olmalidir.

Ogrenme Giigliigii olan cocuklarin 34’ii kiz (%33,3), 68’i erkektir
(%66,7). Bu cocuklarin yaslar1 8-13 arasinda degismekte olup, ortalamasi 9,48 ve
standart sapmasi 1,49 olarak belirlenmistir.

Ogrenme Giicliigii tamis1 almis olan bu c¢ocuklarin okuma, yazma,
aritmetik alanlarindan bir veya birkacinda bozukluklar1 vardir. Bu c¢ocuklar
arasinda %35,9’unun (n=6) yalmzca okuma bozuklugu, %16,7’sinin (n=17)
yalnizca yazma bozuklugu, %2,9’unun (n=3) ise yalnizca aritmetik bozuklugu
oldugu belirlenmistir. Bu tanilarin birarada goriildigii cocuklar %74,5 (n=76)
olarak belirlenmistir.

Ogrenme Giicliigii olan 102 cocugun WISC-R puanlart su sekildedir:
Sozel boliim zeka boliimii katsayisi ortalamast 86,60, standart sapmasi 11,82;
performans zeka boliimii katsayist ortalamasi 100,28, standart sapmasi 12,04 ve
toplam zeka boliimii katsayisi ortalamasi 92,74, standart sapmasi ise 10,67 olarak
belirlenmistir.

Ogrenme Giicliigii olan cocuklarm annelerinin yas ortalamasi 37,86,
standart sapmas1 5,40 olarak belirlenmistir. Babalarin yas ortalamasi ve standart
sapmasi ise, 41,29, 4,82°dir.

Diyabet tanis1 almis olan c¢ocuklarin 27’si kiz (%38,6), 43’1 erkektir
(%61,4). Bu cocuklarin yaslar1 8-13 arasinda degismekte olup, ortalamasi 9,69 ve

standart sapmas1 1,57 olarak belirlenmistir.
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Diyabet tanis1 almis olan 70 ¢ocugun WISC-R puanlart su sekildedir:
Sozel bolim zeka boliimii katsayisi ortalamasi 104,34, standart sapmast 13,19;
performans zeka boliimii katsayist ortalamast 102,96, standart sapmasi 13,02 ve
toplam zeka boliimii katsayisi ortalamast 103,99, standart sapmast ise 13,88
olarak belirlenmistir.

Diyabet tanis1 almis olan cocuklar1 annelerinin yas ortalamasi 37,09,
standart sapmasi1 5,23 olarak belirlenmistir. Babalarin yas ortalamasi ve standart
sapmast ise, 40,96, 3,93 tiir.

Bu arastimada kullanilan ©Ol¢iim araglari cocuklar igin sirasiyla su
sekildedir: Aile Kabul-Reddi Envanteri (Cocuk Formu); Piers-Harris Cocuklar
icin Benlik Algis1 Olcegi; Cocuklar icin Ogrenilmis Caresizlik Olgegi; Cocuklar
icin Siirekli Kaygi Olgegi. Anneler icin kullamlan 6lciim araclar ise: Aile
Degerlendirme Olgegi; Basa Cikma Tarzlarn Olgegi; Siirekli Kaygi Envanteri;
Problem Co6zme Envanteri; Maslach Tiikenmislik Envanteri; Beck Depresyon
Envanteri; Aile Kabul-Reddi Envanteri (Anne Formu); Bigi Formu.

Cocuklar cocuk psikiyatristi tarafindan degerlendirilerek tamilar
konulmustur. Daha sonraki seanslarda ¢cocuklara test ve envanterler uygulanmaistir.
Ogrenme Giigliigii olan cocuklarin, okuma zorlugundan kaynaklanabilecek
sorunlarmi ortadan kaldirmak amaci ile dlgekler ¢ocuklara okunmus, cocuklarin
da kagit iizerinden takip etmeleri istenmistir. Cocuklart degerlendirilirken
annelere kendi dolduracaklar1 dlgekler verilmistir. Ayrica anneler, yakin zamanda
ortaya c¢ikan stresli veya travmatik yasam olaylarma yonelik olarak

degerelendirilmis, bu tiir yasantilari yakin zamanda yasamis olan annelerin
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arastirma acisindan karistiric1 faktorlere neden olacag: diisiiniilerek bu annelerin
arastirma dis1 birakilmas1 ongoriilmiistiir.

Sonuglar 5 baslik altinda ele almmustir: Ilk alt bashik altinda 5 &lgegin
(Benlik Saygisi, Ogrenilmis Caresizlik, Ebeveyn Reddi, Depresyon ve Kayg) iki
grup cocuk ic¢in nasil farklilastigi 2 (tan1) X 2 (cinsiyet) Coklu Varyans Analizi
yapilmis, yas ortak degisen olarak alinmistir.

Ikinci alt baslik altinda Ogrenme Giigliigii ve Diyabet tanis1 almis olan
cocuklarin Depresyon ve Kaygi semptomlart ile baglantili degiskenlerin
belirlenmesi icin dort ayr regresyon analizi yapilmistir.

Uciincii  alt baslik altinda benlik saygisinin - Aile Kabul-Reddi ve
Depresyon ile Ogrenilmis Caresizlik ve Depresyon arasindaki araci degisken
roliinii degerlendirmek amaci ile iki farkli regresyon analizi gerceklestirilmistir.

Dordiincii alt bashik altinda anneye ozgii bilgiler degerlendirilmistir.
Depresyon, Kaygi, Aile Degerlendirme alt test puanlari, Problem Co6zme
Becerileri, Basa Cikma Tarzlarn ve Aile Kabul-Reddi, Tiikenmislik diizeyleri
Olctimlerinin iki tam1 grubu arasindaki farklari belirlemek amaci ile tek yonlii
varyans analizi yapilmistir.

Son alt baghk altinda ise yalmizca Ogrenme Giigliigii tanis1 olan (n=62) ve
Ogrenme Giigliigii’niin yam sira Dikkat Eksikligi Hiperaktivite Bozuklugu es
tanis1 konulmus olan (n=32) iki grup c¢ocuk ve annelerinin psikolojik uyum
diizeyleri karsilastirilmistir. Bu boliimde iki grubun karsilastirilmasi i¢in ayrt ayri

varyans analizleri gergeklestirilmistir.
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iki Grup Cocugun Karsilastirilmasi
Psikolojik Uyum

Bu bolimde cocuklarin psikolojik uyum diizeyleri benlik saygisi,
Ogrenilmis caresizlik, algilanan ebeveyn reddi, depresyon ve kaygi diizeyleri
acisindan degerlendirilmistir. Gruplar aras1 karsilastirmalar Ogrenme Giicliigii
olan 79 cocuk ile Diyabet tanis1 konmus 70 cocuk arasinda gerceklestirilmistir.
Benlik Saygisi

Tan1 temel etkisi, 6grenme gii¢cliigli olan ¢ocuklarin diyabet tanisi almis
olanlara kiyasla daha diisiik benlik saygisi puanlar1 aldiklarin1 gostermistir.
Cinsiyet temel etkisi ise kiz ¢ocuklarin erkeklere gore daha diisiik benlik saygisi
puanlart aldiklarim gostermistir.
Ogrenilmis Caresizlik

Tanm1 temel etkisi 0grenme giicliigii olan ¢ocuklarin diyabetli ¢ocuklara
gore daha yiiksek 6grenilmis garesizlik puanlarn aldigin1 gostermistir. Cinsiyet X
Tami ortak etkisine gore ise diyabetli kizlarin erkeklere gore daha fazla 6grenilmis
caresizlik diizeyi bildirdikleri belirlenmistir. Ote yandan &grenme giicliigii olan
kiz ve erkeklerin 6grenilmis caresizlik diizeylerinin birbirinden anlamli derecede
farkli olmadigi belirlenmistir. Diyabetli erkeklerin 6grenme giicliigii olan
erkeklerden daha diisiik Ogrenilmis caresizlik diizeyi bildirdigi belirlenmistir.
Benzer olarak, 6grenme giicliigi olan kizlarin da diyabetli kizlara gore daha
yiiksek 6grenilmis caresizlik diizeyleri bildirdigi belirlenmistir.
Ebeveyn Kabulu-Reddi

Varyans analizi sonuglarina gore tani temel etkisi anlamli bulunmustur.

Buna gore 6grenme giicliigii olan cocuklarin diyabetli ¢cocuklara gore daha fazla
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ebeveyn reddi algiladiklar1 belirlenmistir. Cinsiyet temel etkisi anlamlh
cikmamistir. Ancak Tam1 X Cinsiyet ortak etkisi anlamlidir. Buna gore diyabetli
kiz cocuklarinin erkeklere gore daha fazla ebeveyn reddi bildirdigi, 6grenme
giicliigii olan kiz ve erkek cocuklarinin ise birbirinden anlamh diizeyde farkli
ebeveyn reddi bildirmedigi ortaya ¢ikmustir. Ogrenme giicliigii olan erkek
cocuklarin diyabetli erkek ¢ocuklarla karsilastirildiginda daha fazla ebeveyn reddi
algiladiklar1 belirlenmistir. Ogrenme giicliigii ve diyabetli kizlarin arasinda
algilanan ebeveyn reddi agisindan fark bulunmamastir.
Depresyon

Tan1 temel etkisine gore Ogrenme giicliigii olan cocuklarin diyabetli
cocuklara gore daha fazla depresif belirtiler gosterdigi belirlenmistir. Cinsiyet
temel etkisine gore ise kizlarin erkek cocuklara gore daha fazla depresif belirtiler
bildirdigi saptanmistir. Cinsiyet X Tani1 ortak etkisine gore Diyabetli kizlarin
erkeklere gore daha fazla depresif semptom bildirdigi ortaya konulmustur.
Ogrenme Giicliigii olan kiz ve erkek cocuklarin birbirlerinden depresif
semptomlar acisindan anlamli diizeyde farklilik gostermedikleri belirlenmistir.
Hem 6grenme giicliigii hem de diyabetli gruptaki kizlarin erkeklere gore daha
fazla depresif semptom bildirdigi ortaya konulmustur.
Kaygi

Varyans analizi sonuglarina gore tani temel etkisi anlamli bulunmustur.
Buna gore Ogrenme Giicliigii olan ¢cocuklarin Diyabetli cocuklara gére daha fazla
kaygi belirtisi gosterdikleri belirlenmistir. Cinsiyet temel etkisine gore ise kizlarin
erkek cocuklara gore daha fazla kaygi belirtileri bildirdigi saptanmistir. Cinsiyet

X Tam ortak etkisine gore diyabetli kizlarin erkeklere gore daha fazla kaygi
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belirtisi bildirdigi ortaya konulmustur. Ogrenme giicliigii olan kiz ve erkek
cocuklarin birbirlerinden kaygi belirtileri acgisindan anlamhi diizeyde farklilik
gostermedikleri belirlenmistir. Ogrenme giicliigii olan erkek cocuklarin diyabetli
erkek ¢ocuklara gore daha fazla depresif semptom bildirdigi ortaya konulmustur.
Ogrenme giigliigii ve diyabetli kiz ¢ocuklarmin birbirlerinden kaygi belirtileri
acisindan anlamh diizeyde farklilik gostermedigi belirlenmistir.

Ogrenme Giicliigii ve Diyabet Tams1 Konmus olan Cocuklarin Depresyon ve
Kayg Belirtileri ile iliskili Degiskenler

Bu basghk altinda 6grenme giicliigii ve diyabet tanmis1 konmus olan
cocuklarin depresyon ve kaygi belirtileri ile iligkili olan degiskenleri bulmak
amactyla dort farkli regresyon analizi gerceklestirilmistir.

Belirtilen dort regresyon analizini gerceklestirmek amaciyla ilk adimda
cocugun yasi ve cinsiyeti ile cocugun ailesine iliskin degiskenler (baba ve annenin
yaslan ve egitim diizeyleri) hiyerarsik olarak girilmistir. Regresyon analizinin
ikinci adiminda c¢ocugun psikolojik durumuna iliskin degiskenler (Ebeveyn
Kabul-Reddi toplam puani, Piers-Harris Benlik Algisi toplam puanmi, Ogrenilmis
Caresizlik Enventeri toplam puani) girilmistir. Ugiincii adimda annenin psikolojik
durumuna (annenin depresyon ve kaygi diizeyleri ile basa ¢ikma tarzlar) iliskin
degiskenler analize katilmistir.

Ogrenme Giicliigii olan Cocuklarda Depresyon Belirtileri ile iliskili
Degiskenler

Uygulanan regresyon analizine gore diisiik benlik saygisi ile algilanan

ebeveyn reddinin ¢ocuklarda goriilen depresyon ile iligkili oldugu belirlenmistir.

Ayrica annelere iliskin 6zelliklerden, annenin daha az duygusal basa ¢ikma tarzini
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kullanmasi ile depresyon belirtileri ¢ocuklarda goriilen depresyon belirtileri ile
iliskili oldugu bulunmustur.
Ogrenme Giicliigii olan Cocuklarda Kaygi Belirtileri ile iliskili Degiskenler

Cocuklardaki kaygi belirtileri ile diisiikk benlik saygisi ve babanin daha
gen¢ yasta olmasi iligskili bulunmustur. Ayrica annelere iliskin 6zelliklerden,
annenin daha kaygili olmasiin ¢ocuklarda goriilen kaygi belirtileri ile iliskili
oldugu bulunmustur.
Diyabet olan Cocuklarda Depresyon Belirtileri ile iliskili Degiskenler

Diyabetli cocuklarda goriilen depresyon belirtilerinin kizlarda ve yasin
daha biiyiik olmasi ile iligkili oldugu bulunmustur. Ayrica diisiik benlik saygisi ve
daha yiiksek Ogrenilmis caresizlik diizeylerinin de Diyabetli ¢ocuklarda goriilen
depresyon belirtileri ile iligkili oldugu bulunmustur. Annelere iliskin
ozelliklerden, annelerin daha fazla problem-odakli ve duygusal basa ¢ikma tarzi
ile daha az sosyal destek arama tarzi basa ¢ikma becerilerini kullanmalarinin
Diyabetli ¢ocuklarda goriilen depresyon belirtileri ile iliskili oldugu bulunmustur.
Diyabet olan Cocuklarda Kayg Belirtileri ile iliskili Degiskenler

Regresyon analizi sonuclarina gore kiz cocuklarinda daha fazla kaygi
belirtileri oldugu belirlenmistir. Ayrica babanin daha diisiikk egitim seviyesine
sahip olmasi, annenin daha gen¢ olmasi cocugun yasinin daha biiyiikk olmasi da
diyabetli cocuklarda kaygi belirtileri ile iligkili olarak belirlenmistir. Cocuklarda
algilanan ebeveyn reddinin daha yiiksek olmasi ve annelerde daha fazla duygusal
basa ¢ikma tarzinin kullanilmasi da c¢ocuklardaki kaygi belirtileri ile iligkili

bulunmustur.
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Benlik Saygisinin Araci Degisken Olarak Rolii

Bu boliimde benlik saygisinin ebeveyn kabul-reddi ile depresyon
arasindaki ve 6grenilmis caresizlik ile depresyon arasindaki rollerini belirlemek
amactyla regresyon analizleri gerceklestirilmistir.
Benlik Saygisinin Ebeveyn Reddi ile Depresyon Arasinda Araci Degisken
Olarak Rolii

Benlik saygisinin ebeveyn reddi ile depresyon arasinda aracit degisken
olarak roliinii degerlendirmek amaciyla iki regresyon analizi gerceklestirilmistir.
[k regresyon analizinde depresyon bagimli degisken olarak alinmistir.Bagimsiz
degiskenler ise iic adimda analize katilmistir. ilk adimda cocugun cinsiyet ve yasi
girilmistir. Ikinci adimda ise toplam ebeveyn kabul-reddi puani girilmistir.
Uciincii adimda ise benlik saygisi puami analize katilmistir. ikinci regresyon
analizinde ise bagimli degisken benlik saygisi olarak ele alinmis, cocugun cinsiyet
ve yasi ilk adimda analize girilmis, ikinci adimda ise ebeveyn-kabulu-reddi puani
analize girilmistir. Bu analizlerde Baron ve Kenny’nin (1986) ongordiigi
istatistiksel yontem ve kriterler kullanilmistir. Uygulanan analizlerin sonucunda
ebeveyn kabulu-reddi ile depresyon arasindaki iliskinin araci degisken olarak
benlik saygisi tarafindan anlamli olarak degistigi belirlenmistir.
Benlik Saygisimn Ogrenilmis Caresizlik ile Depresyon Arasinda Araci
Degisken Olarak Rolii

Benlik saygisinin Ogrenilmis caresizlik ile depresyon arasinda aract
degisken olarak roliinii degerlendirmek amaciyla iki regresyon analizi
gerceklestirilmistir. Ik regresyon analizinde depresyon bagimli degisken olarak

alinmistir. Bagimsiz degiskenler ise iic adimda analize katilmustir. ilk adimda
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cocugun cinsiyet ve yasi girilmistir. Ikinci adimda ise toplam o6grenilmis
caresizlik puam girilmistir. Uciincii adimda ise benlik saygist puani analize
katilmugtir. Ikinci regresyon analizinde ise bagimli degisken benlik saygis1 olarak
ele alinmis, ¢cocugun cinsiyet ve yasi ilk adimda analize girilmis, ikinci adimda ise
Ogrenilmis ¢aresizlik puan1 analize girilmistir. Bu analizlerde Baron ve Kenny’nin
(1986) ongordiigi istatistiksel yontem ve kriterler kullamlmistir. Uygulanan
analizlerin sonucunda 6grenilmis ¢aresizlik ile depresyon arasindaki iligkinin araci
degisken olarak benlik saygisi tarafindan anlamli olarak degistigi belirlenmistir.
Anne Gruplarmin Karsilastirilmasi
Psikolojik Uyum

Bu boliimde annelerin psikolojik uyum diizeyleri Depresyon, Kaygi, Aile
Degerlendirme alt test puanlari, Problem C6zme Becerileri, Basa Cikma Tarzlar,
Aile Kabul-Reddi, Tiikenmislik diizeylerinin iki tam1 grubu arasindaki farklan
belirlemek amaci ile tek yonlii varyans analizi yapilmistir. Gruplar arasi
karsilastirmalar Ogrenme Giicliigii olan 79 cocuk ile Diyabet tanist konmus 70
cocugun annesi arasinda gerceklestirilmistir. Analizlerin tiimiinde annenin yasi
ortak degisen olarak alinmistir.
Depresyon

Iki tam grubu (Ogrenme Giigliigii, Diyabet) arasinda annelerin depresyon
diizeyleri arasindaki farki beilrlemek amaciyla varyans analizi uygulanmistir.
Beck Depresyon Envanteri puanlari bagimli degisken olarak ele alinmis, tani
grubu (Ogrenme Giigliigii, Diyabet) ise bagimsiz degisken olarak belirlenmistir.
Tam temel etkisine gore 6grenme giicliigii olan ¢ocuklarin annelerinin diyabetli

cocuga sahip annelere gore daha yiiksek depresyon belirtisi oldugu belirlenmistir.
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Kayg1

Iki tam1 grubu (Ogrenme Giigliigii, Diyabet) arasinda annelerin kaygi
diizeyleri arasindaki farki belirlemek amaciyla varyans analizi uygulanmistir.
Siirekli Kayg1 puanlar1 bagimli degisken olarak ele alimus, tam1 grubu (Ogrenme
Giicliigii, Diyabet) ise bagimsiz degisken olarak belirlenmistir. Tan1 temel etkisine
gore 6grenme giicliigii olan ¢ocuklarin annelerinin diyabetli cocuga sahip annelere
gore daha yiiksek siirekli kaygi seviyesi belirlenmistir.
Aile islevleri

Iki tam1 grubu (Ogrenme Giigliigii, Diyabet) arasinda annelerin aile
islevlerini algilayislan arasindaki farki belirlemek amaciyla ¢ok yonlii varyans
analizi uygulanmistir. Aile Degerlendirme Olcegi alt test puanlar1 (Problem
Cozme, lletisim, Roller, Duygusal Tepki Verebilme, Gereken Ilgiyi Gosterme,
Davranig Kontrolii, Genel Islevler) bagimli degiskenler olarak ele alinmis, tam
grubu (Ogrenme Giicliigii, Diyabet) ise bagimsiz degisken olarak belirlenmistir.
Coklu varyans analizi tan1 temel etkisinin anlamli oldugunu ortaya koymustur.
Tek degiskenli analizlerde “Roller”, “iletisim” ve “Problem Cozme” alt test
puanlar i¢in tani temel etkisinin anlamli oldugu ortaya ¢ikmistir. “Roller” temel
etkisine gore Ogrenme giicliigli olan c¢ocuklarin annelerinin diyabeti olan
cocuklarin annelerine gore ailedeki gorev dagilimi ve basarilmasinin etkinligi
konusunda daha fazla problem yasadiklar1 belirlenmistir. “Iletisim” temel etkisine
gore Ogrenme giicliigii olan c¢ocuklarin annelerinin diyabeti olan c¢ocuklarin
annelerine gore daha az bilgi aligverisi gerceklestirebildikleri belirlenmistir. Son

olarak “Problem C6zme” temel etkisine gore 0grenme giicliigii olan ¢ocuklarin
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annelerinin diyabeti olan ¢ocuklarin annelerine gore ailenin birarada problem
¢Ozme becerileri ile ilgili daha fazla sorun yasadigi ortaya konulmustur.
Problem Coézme

Iki tam grubu (Ogrenme Giigliigii, Diyabet) arasinda annelerin problem
cozme Dbecerileri arasindaki farki belirlemek amaciyla varyans analizi
uygulanmistir. Problem ¢6zme puanlar1 bagimhi degisken olarak ele alinmis, tani
grubu (Ogrenme Giigliigii, Diyabet) ise bagimsiz degisken olarak belirlenmistir.
Tanmi temel etkisine gore 6grenme giicliigli olan ¢ocuklarin annelerinin diyabetli
cocuga sahip annelere gore daha fazla problemleri ¢cozme konusunda beceriksizlik
algiladiklar belirlenmistir.
Basa Cikma Tarzlan

Iki tan1 grubu (Ogrenme Giigliigii, Diyabet) arasinda annelerin basa ¢itkma
tarzlar1 arasindaki farki belirlemek amaciyla ¢ok yonlii varyans analizi
uygulanmistir. Bagsa Cikma Tarzlar1 Olgegi alt test puanlar1 (Duygu Odakli Basa
Cikma, Problem Odakli Basa Cikma, Sosyal Destek Arama Tarzi Baga Cikma)
bagimli degiskenler olarak ele alinmus, tam1 grubu (Ogrenme Giigliigii, Diyabet)
ise bagimsiz degisken olarak belirlenmistir. Coklu varyans analizi tam temel
etkisinin anlamli oldugunu ortaya koymustur. Tek degiskenli analizlerde “Duygu
Odakli Basa Cikma” tarzi i¢in tam temel etkisinin anlamli oldugu ortaya ¢ikmastir.
Bu temel etkiye gore 6grenme giicliigii olan ¢ocuklarin annelerinin diyabeti olan
cocuklarin annelerine gore daha az Duygu Odakli Basa Cikma tarzini

kullandiklar1 belirlenmistir.
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Ebeveyn Kabul-Reddi

Iki tan1 grubu (Ogrenme Giigliigii, Diyabet) arasinda annelerin algilanan
ebeveyn kabul-reddi arasindaki farki belirlemek amaciyla varyans analizi
uygulanmistir. Ebeveyn Reddi puanlart bagimli degisken olarak ele alinmig, tani
grubu (Ogrenme Giigliigii, Diyabet) ise bagimsiz degisken olarak belirlenmistir.
Tanmi temel etkisine gore 6grenme giicliigli olan ¢ocuklarin annelerinin diyabetli
cocuga sahip annelere gore cocuklarina yonelik daha fazla ebeveyn reddi
algiladiklart belirlenmistir.
Ebeveyn Tiikenmisligi

Iki tam1 grubu (Ogrenme Giigliigii, Diyabet) arasinda annelerin tiikenmislik
diizeyleri arasindaki farki belirlemek amaciyla varyans analizi uygulanmistir.
Maslach Tiikenmislik Envanteri puanlar bagimlh degisken olarak ele alinmis, tani
grubu (Ogrenme Giicliigii, Diyabet) ise bagimsiz degisken olarak belirlenmistir.
Tami temel etkisine gore 6grenme giicliigii olan ¢ocuklarin annelerinin diyabetli
cocuga sahip annelere gore daha fazla tiikkenmislik algiladiklar1 belirlenmistir.
Ogrenme Giicliigii ile Ogrenme Giicliigii’ne Eslik Eden Dikkat Eksikligi
Olan Gruplarm Karsilastirilmasi

Bu boliimde yalnizca Ogrenme Giigliigii olan ¢cocuklar ve anneleri (n=62),
Ogrenme Giigliigiiniin yan1 sira Dikkat Eksikligi Hiperaktivite Bozuklugu tanisi
almis olan cocuklar ve anneleri (n=32), psikolojik uyum diizeyleri acisindan
kargilagtirilmistir.
Cocuklar Aras1 Karsilastirmalar

Yalmzca Ogrenme Giicliigii olan ¢ocuklar (n=62) ile Ogrenme

Giiclugiiniin yam sira Dikkat Eksikligi Hiperaktivite Bozuklugu tanis1 almis olan
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cocuklart (n=32) karsilastirmak amaci ile tek yonli varyans analizleri
uygulanmistir. Bu iki grup o6grenilmis caresizlik, ebeveyn reddi, depresyon, kaygi
ve benlik saygis1 acisindan karsilastirilmistir. Dolayisiyla bu analizlerde bagiml
degisken ilgili psikolojik uyum
(6grenilmis caresizlik, ebeveyn reddi, depresyon, kaygi ve benlik saygisi)
diizeyidir, bagimsiz degisken ise tam grubudur (Ogrenme Giicliigii, Diyabet). Bu
boliimde varyans analizlerinin hicbiri anlamli bulunmamistir. Buna gore yalnizca
Ogrenme Giicliigii olan cocuklar ile Ogrenme Giicliigiiniin yam sira Dikkat
Eksikligi Hiperaktivite Bozuklugu tanis1 almis olan ¢ocuklar psikolojik uyum
acisindan birbirlerinden anlamli diizeyde farkli bulunmamastir.
Anneler Arasi1 Karsilastirmalar

Yalnzca Ogrenme Giicliigii olan ¢ocuklarin anneleri (n=62) ile Ogrenme
Giiclugiiniin yam sira Dikkat Eksikligi Hiperaktivite Bozuklugu tanis1 almis olan
cocuklarin annelerini (n=32) psikolojik uyum agisindan karsilastirmak amaci ile
tek yonlii varyans analizleri uygulanmistir. Bu iki grup Depresyon, Kaygi, Aile
Degerlendirme alt test puanlari, Problem C6zme Becerileri, Basa Cikma Tarzlar,
Aile Kabul-Reddi ve Tiikenmislik diizeyleri agisindan karsilastirilmistir.
Dolayisiyla bu analizlerde bagimhi degisken ilgili psikolojik uyum (Depresyon,
Kaygi, Aile Degerlendirme alt test puanlari, Problem C6zme Becerileri, Basa
Cikma Tarzlari, Aile Kabul-Reddi, Tiikenmislik) diizeyidir, bagimsiz degisken ise
tam grubudur (Ogrenme Giigliigii, Diyabet). Bu boliimde varyans analizlerinin
higbiri anlamli bulunmamstir. Buna gore yalnizca Ogrenme Giigliigii olan

cocuklarm anneleri ile Ogrenme Giicliigiiniin yam1 sira Dikkat Eksikligi
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Hiperaktivite Bozuklugu tanis1 almig olan cocuklarin anneleri psikolojik uyum
acisindan birbirlerinden anlamli diizeyde farkli bulunmamastir.
Tartisma

Bu calismada 6grenme giicliigii olan ¢ocuklarin benlik saygisi, ebeveyn
reddi, Ogrenilmis c¢aresizlik, depresyon ve kaygi diizeyleri agisindan
degerlendirilmesi hedeflenmistir. Ogrenme gii¢liigii olan cocuklarin normatif
gruplara gore daha fazla duygusal problemler yasadigi bilindigi i¢in bu grubu
kronik hastaliklart nedeni ile duygusal zorluklar yasayabilen bir diger grupla
karsilastirmak amaglanmistir. Dolayisiyla bir diger amag, ogrenme giicligii ve
diyabet tanis1t almis olan iki grup ¢ocuk arasindaki psikolojik uyum diizeylerini
benlik saygisi, ebeveyn reddi, 6grenilmis caresizlik, depresyon ve kaygi agisindan
karsilagtirmaktir. Ayrica, 6grenme giicliigii ve diyabet tanist almis olan iki grup
cocugun annelerinin psikolojik uyum diizeyleri acisindan Kkarsilastiriimasi
amaglanmistir (Depresyon, Kaygi, Aile Degerlendirme alt test puanlari, Problem
Cozme Becerileri, Basa Cikma Tarzlan,AileKabul-Reddi, Tiikkenmislik).
Ogrenme Giicliigii Olan Cocuklarm Psikolojik Uyum Diizeyleri

Bu calisma 6grenme giicliigii olan cocuklarda psiko-sosyal problemler
bildiren yazin bilgisi ile aym1 yondedir. Bu arastirmada 6grenme gii¢liigii olan
cocuklar i¢in bildirilen diisiik benlik saygis1 daha ©Once saglikli cocuklarla
yapilmis olan arastirma bulgulan ile benzerdir. Ayrica bu arastirmada bulunan
kizlarin erkek cocuklara gore daha diisiik benlik saygisi bildirmeleri yazin bilgisi
ile uyumludur (Kistner, Haskett, White, & Robbins, 1987; Margalit & Ronen,

1993; Woodward & Frank, 1988; Valas, 2001a).
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Bu arastirmada, ogrenme giicliigii olan ¢ocuklarda bildirilen daha fazla
caresizlik diizeyi, Ogrenme giicliigli olan cocuklar i¢in bildirilen caresizlik
davraniglarinin daha fazla olmasi1 daha onceki arastirma bulgular ile uyumludur
(Butkowsky & Willows, 1980; Pearl, 1982; Pearl, Bryan & Donahue, 1980;
Kistner, White, Haskett & Robbins, 1985; Valas, 2001b). Ogrenilmis Caresizlik
Teorisinin Onerdigine gore bu cocuklarin sik sik yasadiklar1 basarisizlik
deneyimleri bu ¢ocuklarda caresizlige yonelik inang¢larin gelismesine neden olmus
olabilir.

Ebeveyn kabulii olumlu benlik algisinin gelisimi acisindan gerekmektedir
(Rosenthal, 1973). Bu arastirma, ogrenme giiclii§ii olan ¢ocuklarin diayebetli
cocuklara gore daha fazla ebeveyn reddi algiladiklarini ortaya koymustur. Bu
arastirmada benlik saygisinin ebeveyn reddi ve depresyon arasinada araci
degisken olarak rol oynamasi hipotezi dogrulanmistir. Ebeveyn reddi, beklentiler
yoniinde, benlik saygis1 puanlan ile ters yonde iliskili olarak bulunmustur. Diger
bir deyisle, ebeveyn reddi ile diisiik benlik saygisinin iligskisine yonelik hipotez
dogrulanmistir. Bu calismada ebeveyn reddi ile depresyon arasinda benlik
saygisinin aract degisken olarak anlamli bicimde rol oynadigi ortaya ¢ikmistir.
Ebeveyn reddi direkt olarak depresyona yol agmamakta, benlik saygisinin
diizeyine gore degismektedir. Onceki calismalarda cocuklukta ortaya cikan diisiik
benlik saygisi icin ebeveynligin 6nemli bir risk faktorii oldugu, diisiik benlik
saygisinin ise, daha sonraki depresif bir donemi yordayabilecegi Onerilmektedir
(Rohner, 1986).

Bu calismada 6grenme giicliigii olan ¢ocuklarda, diyabetli cocuklara gore

daha fazla depresif belirtiler bulunmasi daha oOnceki calismalarda O6grenme
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giicliigii olan cocuk ve ergenlerde normatif gruplara gore bildirilen daha yiiksek
depresyon diizeyleri bilgisi ile uyumludur (Goldstein, Paul & Sanfilippo-Cohn,
1985; McConaughy & Ritter, 1985; McConaughy et al., 1994; Wright-
Strawderman, & Watson, 1992).

Ayrica bu calismada bildirilen kiz ¢ocuklarinin erkek cocuklara gore daha
yiikksek depresyon diizeylerine sahip olduklar1 bilgisi ¢ocuklarda depresyonu
arastiran yazin bilgisi ile uyumludur (Brage & Meredith, 1994; Valas, 2001a).

Bu bulgular, diyabetin, kronik bir hastalik olmasina ragmen, bu
bozuklugun etkilerinin, 6grenme giicliigiiniin bu cocuklarin duygu durumlarina
olan etkileri kadar olumsuz olmadigini ortaya koymaktadir.

Bu aragtirmada ogrenme giigliigii olan c¢ocuklarin diyabetli ¢ocuklara
kiyasla daha yiiksek kaygi diizeyi bildirdikleri belirlenmistir. Bu bulgu, 6grenme
giicliigii olan cocuklarda daha fazla kaygi belirtisi bildiren arastirmalar ile
uyumludur (Greenham, 1999). Ogrenme giicliigii olan cocuklar normatif gruplar
ve normal diizeyde basar1 gosteren kontrol gruplarina gore daha yiiksek diizeyde
kaygi bildirmektedirler (Paget & Reynolds, 1984; Fisher, Allen & Kose, 1996;
Rodriguez & Routh, 1989). Ayrica bu arastirmada kiz ¢ocuklarinin erkeklere gore
daha yiiksek kaygi diizeyi bildirdikleri belirlenmistir. Onceki calismalarda da
benzer olarak, kiz cocuklarinin erkeklere gore daha yiiksek diizeyde kaygi
belirtileri gosterdikleri ortaya konulmustur (Ozusta, 1993; Anderson, Williams,
McGee & Silva, 1987; Bell-Dolan, Last, & Strauss, 1990; Dong, Yang, &
Ollendick 1994; Last, Hersen, Kazdin, Finkelstein & Strauss, 1987; Varol, 1990).

Bu arastirmada 6grenme giicliigii olan ¢ocuklardaki diisiik benlik saygisi

ve algiladiklarnt ebeveyn reddinin depresyon belirtileri ile iligkili oldugu
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bulunmustur. Bu bulgu, algilanan ebeveyn reddinin psikolojik sorunlarla iligkili
oldugu bulgusunu destekleyen bir meta-analiz ile uyumludur (Khaleque &
Rohner, 2002).

Bir ¢ocugun diyabet gibi kronik hastaligi olmasi1 veya 6grenme giicliigii
gibi yasam boyu bir bozuklugunun olmasi cocuk bakimini anne acisindan
zorlagtiran bir faktor olabilir. Onceki arastirmalar kronik hastaliklar veya
psikiyatrik bozukluklar1 olan ¢ocuklarin annelerinde psikolojik uyum sorunlari
ortaya cikabilecegini bildirmislerdir. Bu arastirmada bu sorunlarin igerigi
incelenmeye caligilmistir.

Depresyon ve Kaygi

Bu aragtirmada 6grenme giicliigii olan ¢cocuklarin annelerinde diyabeti olan
cocuklarin annelerine gore daha fazla depresyon ve siirekli kaygi diizeyi
belirlenmistir. Bu bulgular engelli cocuklar olan annelere iligkin yazin bilgileri ile
uyumludur. Zihinsel engelli ¢ocuklar1 olan annelerin ebeveynlige iligkin stres
diizeylerinin arastirildigi bir calismada, bu annlerin engeli olmayan c¢ocuklara
sahip olan annelere kiyasla daha fazla stres diizeyi bildirdikleri belirlenmistir
(Pearson & Chan, 1993).

Aile islevleri

Ogrenme giicliigii olan c¢ocuklarin aileleri ile yapilan calismalar bu
cocuklarin ailelerinde sorunlar oldugunu bildirmistir. Bu arastirmada 6grenme
giicliigii olan ¢ocuklarin annelerinin diyabeti olan ¢ocuklarin annelerine gore
ailedeki gorev dagilimi ve basarilmasinin etkinligi konusunda daha fazla problem
yasadiklar1 belirlenmistir. “Iletisim” temel etkisine gore 6grenme giicliigii olan

cocuklarin annelerinin diyabeti olan ¢ocuklarin annelerine gore daha az bilgi
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aligverisi gerceklestirebildikleri belirlenmistir. Son olarak ‘“Problem Co6zme”
temel etkisine gore ogrenme giicliigii olan ¢ocuklarin annelerinin diyabeti olan
cocuklarin annelerine gore ailenin birarada problem ¢6zme becerileri ile ilgili
daha fazla sorun yasadig1 ortaya konulmustur. Dolayisiyla bu cocuklarin psiko-
sosyal alanlarda yasadiklar1 sorunlarin bir kismi ev ortaminin yetersizlikleri ile
iliskili olabilir. Ailevi sorunlarin bu ¢ocuklarin yasadigir sorunlarin neden ya da
sonucu olup olmadig1 bu arastirma bulgular ile aciklanamaz ve bu konuda daha
fazla calismaya ihtiya¢ vardir. Ancak, sonuclar, ¢ocuklarin tedavi planini
uygularken ailelerini de tedavi planina katmak gerekliligini ortaya koymaktadir.
Anneye psikolojik destek saglamaya yonelik miidahalelerin kronik veya yasam
boyu hastaligt olan c¢ocuklarin annelerinin stres diizeyini azaltabilecegi
diisiiniilmektedir.
Problem Coézme ve Basa Cikma

Ogrenme giicliigii olan ¢ocuklarin annelerinin diyabetli cocuga sahip
annelere gore daha fazla problemleri ¢c6zme konusunda beceriksizlik algiladiklar
belirlenmistir. Bu aragtirmada 6grenme giicliigii olan c¢ocuklarin annelerinin
diyabeti olan c¢ocuklarin annelerine gore daha az Duygu Odakhi Basa Cikma
tarzimm  kullandiklar1 belirlenmistir. Dolayisiyla bu arastirmanin  sonuglari
cocuklariin sosyal ve giindelik yasamda pek ¢ok sorunla karsi karsiya kalmast
durumundaki ebeveynlerin problem ¢6zme becerileri ve basa ¢ikma bicimleri ile
ilgili detayl bir danismanliga ihtiyaglar1 vardir.
Ebeveyn Kabul-Reddi ve Tiikenmisligi

Bu calismada o6grenme giicliigii olan c¢ocuklarin annelerinin diyabetli

cocuga sahip annelere gore cocuklarina yonelik daha fazla ebeveyn reddi ve
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tikenmislik algiladiklar1 belirlenmistir. Fiziksel ve zihinsel engelleri olan
cocuklara yonelik anne ve babanin reddini karsilagtiran bir calismada babalarin
annelere gore daha sicak ve kabul edici oldugu bildirilmistir (Ansari, 2002).
Ansari’ye gore (2002), annelerin daha fazla reddedici olmas1 anneler ile cocuklar
arasindaki biyolojik baglanti ile iligkili olabilir. Anneler ¢ocuklarin yetistirilmesi
ile ilgili daha fazla sorumluluk iistlendikleri i¢in ¢ocuklar sorunlar yasadiginda
annelerin basarisizlik duygusu yasamasi s6z konusu olabilir. Ayrica bu
aragtirmada Ogrenme giicliigi olan ¢ocuklarin annelerinde daha fazla ebeveyn
titkenmisligi bulunmasi, yazin bilgisinde engelli ¢cocuklarin ebeveynlerinde daha
fazla stres ve duygusal gerginlik bildirilmesi ile benzesmektedir (Daniels-
Mohring, & Lambie, 1993; Dyson, 1993; Waggoner, & Wilgosh, 1990).

Bu calismanin bulgularma gore, ebeveynlerin psikolojik olarak daha
saglikli ve uyumlu olduklan destekleyici bir ev ortaminin ¢ocuklarin psikolojik
uyumu agisindan olumlu katkilar saglayabilecegini gostermektedir.

Uygulamaya Yonelik Sonuclar

Yukarida bildirilen bulgularin pratik anlamda kullamima iliskin bazi
sonuclarinin bu boliimde incelenmesi planlanmistir.
Ogrenme Giicliigii Olan Cocuklari Tedavi ihtiyaclar:

Diisiik benlik saygisina yonelik grup veya bireysel psikoterapi
uygulamalar1 gergeklestirilmesi ve bu terapilerin ¢ocugun kendine Ozgii
zorluklarmma gore uygulanmasi gerekmektedir. Tedavinin amaci, ¢ocugun
zorluklarini azaltmak ve problem c¢dzme ve calisma becerileri, sosyal ve sportif
faaliyetlerde yiireklendirme ve kariyere yonelik kararlarda yardim saglayarak

potansiyelinin en iist diizeye ¢ikarilmasi olmalidir.
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Ebeveynlerin destekleyici bir ev ortami saglayabilmeleri i¢in ebeveynlere
yonelik damismanlik verilmesi gerekmektedir. Hem ebeveynler hem de
Ogretmenlere, cocugu inat¢i, tembel veya yavasmis gibi algilamamalarn igin
cocugun sorunlarmmi anlamalarina yonelik yardim saglanmalidir. Bu calisma
ebeveyn reddinin cocugun benlik saygisi, depresyon ve kaygi diizeylerine olasi
etkilerini ortaya c¢ikartmistir. Dolayisiyla ebeveyn reddi ile ilgili ebeveynlere
yonelik egitim verilmesi gerekliligi bu calismanin énemli bir sonucudur. Ogrenme
giicliigii tanis1 konulana degin ebeveynler ¢ocuklarimi tembel, inat¢i veya okula
gitmek ile ilgili isteksiz olarak degerlendirmektedirler. Dolayisiyla, bu ebeveynler
cocuklarinin bu durumu ile ilgili zorlanmistir ve ¢ocuga yonelik garesizlik ve 6fke
duygular1 olabilir. Ebeveynin egitilmesi ile birlikte, hem caresizlik ve ofke
duygularinda hem de bu ebeveynlerin yasadigi depresyon, kaygi ve titkenmislik
diizeylerinde iyilesme goriilebilir.

Ogrenme Giicliigii Olan Cocuklarla Cahsan Uzmanlarin Egitilmesi

Tiirkiye’de ¢ocuklar cocuk psikiyatri klinikleri ve hastanelere “bu ¢ocukta
bir sorun var” diistincesi ile yonlendirilirler. Bu bozukluk c¢ocuk psikiyatrik
gruplarinda ¢ok yaygin oldugu icin, bu gruplarla calisan uzmanlarin bu ¢ocuklari
tanimalar1 6nemlidir. Psikiyatristler psikiyatrik bozukluklarin tan1 ve tedavisi ile
ilgili olduk¢a yogun egitim almalara ragmen 6grenme giicliikleri egitimlerinde
yeterli miktarda yer almamaktadir (Sundheim & Voeller, 2004). Dolayisiyla,
alanda calisan uzmanlarin bu cocuklara erken tan1 koymak ve tedaviye

yonlendirmek agisindan egitilmeleri biiyiik onem tagimaktadir.
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Ebeveyn ile Cocuklara Ogrenme Giicliigiine Yonelik Basa Cikma Becerileri
Kazandirma

Ogranme giicliigiiniin cocuklarin gelisimi iizerinde anlamh etkileri vardur.
Ebeveyn ve Ogretmenler bu etkilerin azaltilmasina yonelik onlemler almalidir.
Ebeveynler c¢ocuklarina yardim edebilmek i¢in dgrenme giicliigiinii bilissel ve
duygusal olarak kabul etmelidirler. Dolayisiyla ailelere 6grenme giicliigli tanisi
konulduktan sonra degerlendirilerek basa ¢ikma becerilerinin kazandirilmasina
yonelik miidahale gerekip gerekmedigi irdelenmelidir. Bu arastirmanin
bulgularinda ortaya konuldugu gibi aile iiyeleri ve Ogrenme giicliigii olan
cocuklarin saglikli basa c¢ikma becerileri olmadigi durumlarda psikolojik
sorunlarin ortaya ¢cikma ihtimali yiiksektir.

Pek c¢ok kiiltiirde oldugu gibi Tiirkiye’de de babalarin bu siirecte yer
almas1 onlara zor gelmektedir. Genellikle babalar ¢ocuklar ile ilgili bir sorun
oldugunu inkar etmekte, ¢cocuklarina tembel, yaramaz veya okula gitmek ile ilgili
isteksiz olarak degerlendirmeyi tercih etmektedirler. Dolayisiyla 6grenme giicliigii
tanisinin hem annelere hem de babalara detayli bicimde agiklanmasi 6nem

tasimaktadir.
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