ASSOCIATED FACTORS OF CHILD MALTREATMENT
AND ITS CONSEQUENCES
AMONG CHILDREN DIAGNOSED WITH AND WITHOUT ADHD:
A COMPARATIVE STUDY

- WHEN TELLING IS NOT ENOUGH... -

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

BY

S. GULIN EVINC

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

JUNE 2011



Approval of the Graduate School of Social Sciences

Prof. Dr. Meliha Altunisik
Director

| certify that this thesis satisfies all the requirements as a thesis for the degree of Doctor
of Psychology.

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.

Prof. Dr. Tiilin Gengoz
Supervisor

Examining Committee Members

Prof. Dr. Ferhunde Oktem (HU, CPSYCH)

Prof. Dr. Tiilin Geng6z (METU, PSY)

Prof. Dr. Elvan Iseri (GU, CPSYCH)

Prof. Dr. Bengi Oner-Ozkan (METU, PSY)

Assist. Prof. Dr. Ozlem Bozo (METU, PSY)




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: S. Giilin Eving

Signature:



ABSTRACT

ASSOCIATED FACTORS OF CHILD MALTREATMENT
AND ITS CONSEQUENCES
AMONG CHILDREN DIAGNOSED WITH AND WITHOUT ADHD:
A COMPARATIVE STUDY

- WHEN TELLING IS NOT ENOUGH...-

Eving, Siikran Giilin
Ph.D., Department of Psychology

Supervisor: Assoc. Prof. Dr. Tiilin Gengoz

June 2011, 240 pages

Child maltreatment is one of the most severe problems that child mental health
experts deal with. Limited studies on this field suggest risk of child maltreatment is
higher for children with ADHD and disruptive behavior disorder. There is also great
need for investigating child maltreatment and its risk factors in Turkish society. In
the present study, with the aim of understanding maternal attitudes and actual
practices of discipline styles, qualitative and quantitative analyses were run with 125
children and their mothers. Results indicated that mothers of children with ADHD
combined type were more prone to approve physical and verbal punishment as
discipline styles, consistently; children with ADHD combined type were more
frequently and more severely exposed to both physical and verbal maltreatment.
Maternal approval of verbal maltreatment as a discipline style predicted disruptive
behaviors of children and disruptive behaviors of children predicted increased
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maternal approval and practice of physical punishment as a discipline style. Maternal
scores on perception of childhood sexual abuse, emotion focused coping style,
personality characteristics, and psychopathologies were found to be predictive for
maternal approval and actual practicing of abusive discipline styles. Maternal
approval of physical punishment was predictor of child depressive symptoms and it
was a mediator between oppositional behaviors and depressive symptoms.

Key Words: ADHD, Child Abuse, Child Maltreatment, Discipline Styles.



0z

DEHB OLAN VE OLMAYAN COCUKLARDA COCUK ISTISMARI VE
SONUCLARIYLA ILiSKILI ETKENLER:
KARSILASTIRMALI BiR CALISMA

- SOZUN BITTIGI YERDE...-

Eving, Siikran Giilin
Doktora, Psikoloji Boliimii

Tez Yoneticisi: Dog. Dr. Tiilin Gengoz

Haziran 2011, 240 sayfa

Cocuk istismar1 ¢ocuk ruh sagligi alaninda c¢alisan uzmanlarin karsilastigi en ciddi
problemlerden biridir. Bu alanda yapilan sinirli sayidaki ¢aligmalar istismara ugrama
riskinin DEHB (Dikkat Eksikligi Hiperaktivite Bozuklugu) olan ¢ocuklarda daha
yiiksek oldugunu gostermistir. Cocuk istismarinin ve bununla iliskili etmenlerin
Tiirk kiiltiiriinde arastirilmasina gereksinim duyulmaktadir. Bu ¢alismada, annelerin
disiplin tutum ve uygulamalarinin anlagilmasi amaciyla 125 ¢ocuk ve annesinden
bilgi toplanmus, nitel ve nicel analizler yiiriitiilmiistiir. Sonuglar DEHB bilesik tip
olan cocuklarin annelerinin istismar igeren sozel ve fiziksel cezayr disiplin stili
olarak kabul etmeye daha egilimli olduklarini, ayni sekilde, bu ¢ocuklarin daha fazla
sozel ve fiziksel istismara ugradiklarini gostermistir. Annenin sdzel istismari disiplin
stili olarak kabul etmesi ¢ocugun davranis sorunlarindaki artigi, gocugun davranis

sorunlarindaki artis annenin fiziksel istismara bagvurma olasiligini, sikligini, ve bu
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istismar tiiriiniin siddetini yordadagi bulunmustur. Annenin, kendi g¢ocukluk cinsel
istismar Oykiisiinlin, duygu odakli basetme stilinin, kisilik 6zelliklerinin, istismar
igeren ceza tiirlerini disiplin stili olarak kabul etmesini ve uygulamasini yordadigi
sonucu elde edilmistir. Bununla birlikte, bu ¢alismanin sonuglarina goére, annenin
fiziksel cezay1 disiplin stili olarak kabul etmesi ¢ocugun depresyon puani iizerindeki
artist yordamig ve ¢ocugun davranig sorunlart ve depresyon puani arasinda araci

degisken (mediator) islevi gormiistiir.

Anahtar Kelimeler: DEHB, Cocuk Istismar1, Disiplin Stilleri.
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CHAPTERII

INTRODUCTION

1.1. Attention Deficit and Hyperactivity Disorder

1.1.1 Definition of the attention deficit and hyperactivity disorder

Attention Deficit and Hyperactivity Disorder (ADHD) is one of the most prevalently
diagnosed disorders in child mental health services (American Psychiatric
Association; APA, 1994; Barkley, 1997). It is reported to be the most frequent reason
of the referral to the child health services (Barkley, 1996). The high prevalence of the
disorder brings about the increasing interest in its etiology and contributions. ADHD
is a chronic, neurobehavioral disorder (Van Cleave & Leslie, 2008) and it is defined
as having difficulty in giving attention to the homework or work, and in delaying the
wish for doing something else while working on a task, as well as being overactive
which cannot be considered normal at that developmental progress. Diagnostic and
Statistical Manual of Mental Disorders (DSM — IV; APA, 1994) denominates this
disorder as ADHD and International Statistical Classification of Disease and Related
Health Problems (ICD 10, World Health Organization; WHO, 1993) names it as
Hyperkinetic Disorder.

The diagnostic criteria for Hyperkinetic Disorder according to ICD 10 (WHO; 1993)
are, having inattention, hyperactivity, impulsivity symptoms that was present before
the age 7 and that have persisted for at least 6 months to a degree that is maladaptive
and inconsistent with developmental level and also exhibiting the combination of
inattention and hyperactivity in two or more settings. The diagnostic criteria for
ADHD according to DSM-IV (APA, 1994) are, having either inattention or
hyperactivity-impulsivity symptoms that was present before age 7 and that have
persisted for at least 6 months to a degree that is maladaptive and inconsistent with
developmental level and also exhibiting these symptoms in two or more settings.

According to American Psychiatric Association (APA, 1994), there are three
subtypes of ADHD: ADHD Predominantly Inattentive Type, ADHD Predominantly
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Hyperactive-Impulsive Type, and ADHD Predominantly Combined Type. If the
child suffers from ADHD Predominantly Inattentive Type, the symptoms of attention
deficit are dominant and enough to be diagnosed while the symptoms of
hyperactivity do not exist or are not strong (notable) enough to make the diagnosis.
When the child is diagnosed with ADHD Predominantly Hyperactive-Impulsive
Type, symptoms of hyperactivity and impulsivity are dominant. Symptoms of
attention deficit may exist but they are not diagnosed. ADHD Predominantly
Combined Type is considered when symptoms of both hyperactivity and attention
deficit exist and are diagnosed. Predominantly hyperactive-impulsive children, when
compared to predominantly inattentive children, are recognized in younger ages such
as preschool years, while majority of inattentive children are diagnosed in school

years or never recognized (Blum & Mercugliano, 1997).

1.1.2. Prevalence and manifestation

According to the estimates of American Psychiatry Association (APA, 1994), 3 — 5%
of the school age children suffer from ADHD. ADHD is diagnosed more frequently
in boys than in girls (Singh, 2008).The estimated female — male ratio is
approximately 1/ 4 (APA, 1994). Studies support this estimation by indicating that
ADHD is more prevalent among boys (Oktem & Sonuvar, 1993). Kent and
Cralddock (2003), reported the frequency of ADHD as 5 — 9% among school age
children and indicated that it was seen among boys three times more than among
girls. Oktem (1993) reported that the frequency of ADHD among the gitls of age
between 4 and 12 was 4%, and the same percentage among boys was 10%. The
higher ratio observed in boys may derive from genetic factors either determining the
existence of ADHD or determining the primarily exhibited, dominant symptom.
Thus, girls may tend to exhibit inattentive symptoms primarily and may not be
recognized easily. Wodushek (2003), in his study with 45 participants, could not find
any relation between severity of ADHD symptoms and age or gender but reported

that education was negatively correlated with ADHD.

Though ADHD was thought to be a childhood disorder which ends through
adulthood, in recent years there is a growing consensus among the researchers and

clinicians about the idea that individuals keep on suffering from ADHD in
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adolescence and in adulthood as well (Manuzza, Klein, Bessler, Malloy, & La
Padulla, 1998). Studies indicate that 80% of the children having ADHD still exhibit
similar symptoms in adolescence, a period of particular stress and impairment (Weiss
& Murray, 2003). Oktem (1996) has reported that the estimated prevalence of
ADHD among adults is 2%, this means that while 50% of the adults leave their
ADHD symptoms behind, other 50% continue suffering from this disorder and this
prevalence also shows some differences between women and men (2%, and 5% for
women and men respectively). Studies report that among the ones who have a
childhood history of ADHD, 50 — 80% of the adolescents and 30 —50% of the adults
keep on suffering from ADHD (Barkley, Dupaul, & McMurray, 1990). Based on
these findings, the researchers try to find the answer of how ADHD is manifested in
adulthood. Depending on the Utah adult ADHD research group’s studies, Wender
(2000) defines the adult ADHD characteristics as motor hyperactivity, attention
deficits, affective lability, hot temper, explosive, short — lived outbursts, emotional
over activity, disorganization, inability to complete tasks, and impulsivity associated
symptoms (e.g., Academic problems — independent of 1Q level, social problems,

relationship problems, marital problems, alcohol - substance dependence).

1.1.3. Comorbidity

ADHD is shown to be related to many other disorders. Biederman (1997) indicates
that at least 50% of children with ADHD exhibit one or more comorbid disorders in a
life time period. A study conducted in ADHD Research and Education Center in
Canada concerning 137 ADHD children aged between 3 — 18, indicated that 29% of
ADHD children did not have any additional diagnosis, while 35% had one, 25.5%
had 2, and 8% had 3 additional diagnosis (Erman, Turgay, Oncii, & Urdavic, 1999).
Learning Disorders (10%; Biederman et al. 1991), Tourette’s Syndrome (20-90%)
anxiety disorders (25%), mood disorders (24%; Milberger, Biederman, Faraone,
Murphy, & Tsuang, 1995) are some of the disorders reported to show comorbidity
with ADHD. However ADHD shows the highest comorbidity with disruptive
disorders, namely; Oppositional Defiant Disorder (ODD) and Conduct Disorder. The
high prevalence of comorbidity observed in ADHD samples seems to be of
importance (Burke et al., 2005; Dick et al., 2005; Volk et al., 2005).



The factors underlying this prevalence are not well understood. “What determines
the development of a disorder comorbid to ADHD?”’ It may be the overlap of
symptoms (i.e., inattention and over activity) between ADHD and such other
disorders as mania and depression. This overlap may even cause misdiagnosis.
Another possible factor is a probable predisposing role of ADHD in many ways (e.g.,
determining the relationship of the proband with environment, effecting the parent
child interactions, causing the managing difficulties). There may also be some
common factors underlying both ADHD and the comorbid disorders, such as
psychosocial, physiological, genetic, or environmental vulnerabilities. All these
ambiguities point to our lack of understanding of the etiology, which also affect the

development of effective intervention programs.

1.1.4. Oppositional defiant disorder (ODD)

Oppositional Defiant Disorder (ODD) is defined as having negativistic, hostile, or
defiant acts that hinder functioning in academic, occupational, or social domains
(APA, 1994). 35% of children with ADHD exhibit comorbid ODD (Burke et al.,
2005; Dick et al., 2005; Volk et al., 2005). The prevalence of comorbidity of ODD
and Conduct Disorder (CD) was found to be around 35% (Anderson et al., 1987,
Biederman et al., 1990, Faraone et al. 1991). According to some studies, oppositional
behavior and substance abuse disorders are seen more prevalently among people with
ADHD as compared to control group (Murphy & Barkley, 1996).

The ratio that ADHD overlaps with conduct disorder and oppositional defiant
disorder is reported as 40 — 95% (Turgay et al., 1994; Faraone et al., 1995). The high
prevalence of comorbid ODD and ADHD may derive from some common genetic
factors, the characteristics of ADHD such as being a vulnerability factor for
behavioral disorders because of the association with poor interpersonal relationships,
or may derive from the characteristics of mothers of children with ADHD who have

difficulty in catching the social cues.



1.1.5. Conduct disorder (CD)

Conduct Disorder (CD) is defined as having persistent antisocial acts in children and
adolescents, which can be clustered in four areas: aggression to people and animals,
destruction of property, deceitfulness and theft, and serious violations of rules. It has
been indicated that the prevalence of CD among children with ADHD was 30 — 50%
(Milberger et al. 1995), 54% (Senol 1997).

1.1.6. Etiology

Despite the great concern for the etiology of ADHD, researchers indicate that there is
no specific reason of ADHD, but there are many conditions observed to contribute to
this disorder, for example; genetic, biological, brain related, and environmental

contributions.

1.1.6.1. Genetics — biological — brain related factors

Researchers investigating the genetic factors contributing to ADHD focus on twin
studies (e.g., Bradley & Golden, 2001). The monozygotic twins show 80%
concordance, same sex dyzygotic twins show 30% concordance rate. Family studies
give evidence to genetic factors underlying this disorder, by indicating that 10-35%
of family members of children with ADHD exhibit the same disorder (Bradley &
Golden, 2001). The role of dopaminergic neurotransmitter system has been
extensively studied (e.g., Sagvolden & Sergeant, 1998; Swanson, et al., 2001) DAT1,
DRD2, DRD3, DRD4 and DRD5 are the dopamine related genes which are thought
to have an essential role in the core symptoms of ADHD (Kirley et al., 2002; Muglia
et al., 2000; Sagvolden & Sergeant, 1998). Studies conducted to detect the brain
dysfunctions report abnormalities in prefrontal, parietal, and temporal lobes, caudate
nuclei, corpus collasum, cerebellum of ADHD children and reduction in volumes of
either the whole brain or its specific areas (Siiriicii, 2003; Tannock, 1998). Studies
indicate an association between executive functions and ADHD independently from
comorbid conditions (Nigg, Carte, Hinshaw, & Treuting, 1998). Barkley (1997) in
his comprehensive review study reports that 4 executive neuropsychological

functions are linked with inhibition: (a) working memory, (b) self-regulation of
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affect-motivation—arousal, (c) internalization of speech, and (d) reconstitution
(behavioral analysis and synthesis).

1.1.6.2. Psychosocial and environmental factors

Among environmental factors alcohol and tobacco smoke exposure during pregnancy
and in very early life after birth are implicated to lead ADHD (Braun, Kahn,
Froehlich, Auinger, Lanphear, 2006) A study made in Child Mental Health services
of Hacettepe University, Turkey, revealed that 20% of the children with ADHD were
premature babies (Oktem, 1996). The period of taking mother milk is indicated to be
shorter in boys with ADD (approximately 5.5 months), and ADHD (approximately 1
— 2 months) compared to normal comparison group (Oktem & Sonuvar, 1993). The
roles of feeding, vitamins, and dyes containing lead are being investigated in the
etiology of ADHD. Foodstuffs are also thought to be associated with ADHD
(Feingold, 1976). Some researchers suggest that children with ADHD have a
tendency to allergic disorders (McGee et al., 1993).

Adverse family environment (e.g., low socio-economic status (SES), marital
problems or mental disorder of parents, having a criminal parent etc.) has been
shown to increase risks for child ADHD (Rutter & Quinton, 1977). Researchers also
stated that there were different interactions between the ADHD children and their
parents (Oktem, 1993) especially the interaction between hyperactive adolescents
and their parents was even worse (Barkley et al., 1991). Results of some studies
indicated that mothers of ADHD children were more controlling, autharitative and
punishing (Cunningham & Barkley, 1979; Hechtman, 1981, 1996). These results
may be interpreted either as low parenting skills leading to ADHD symptoms of
children or as having ADHD children raising difficulties in parenting, or both.
McClearly and Ridley (1999) stated that parent education program is one of the
treatments used in order to reduce the negative sequella of ADHD. Researchers also
indicated that parents who participated in their intervention programs reported
improved parenting skills that help them in managing their children with ADHD.
Biederman, Milberger et al. (1995) stated that the environmental factors predicted the
poor prognosis of ADHD more than the disorder itself. However, results of the study

conducted by Pekcanlar et al. (1999) did not reveal any dysfunction in family factors
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in their sample consisting of different age groups, except for some communication

and control problems they observed in the 9 — 14 age groups.

While the unshared environment can be shown as an underlying cause of HD, shared
environment (Nigg & Hinshaw, 1998) was also shown as one of the underlying
factors for antisocial behaviors and comorbid disorders of children with ADHD
(Edelbrock, Rende, Plomin, & Thompson, 1995; Nigg & Goldsmith, 1998). In
accordance with this, a great number of psychopathologies are shown to be more
common among the relatives of ADHD children especially among parents compared
to relatives of normal comparison samples (Biederman, Faraone, Keenan, & Tsuang,
1991; Biederman, Faraone, Keenan, Steingard, & Tsuang, 1991; Biederman,
Faraone, Keenan, Knee, & Tsuang, 1990; Farone et al., 1991; Frick et al., 1991). The
reason underlying the great number of psychopathology of either the ADHD proband
or the relatives of ADHD proband is still an issue of debate. As parental
characteristics, such as personality and psychopathology, are thought to play a great
role on the psychosocial development of the child through many ways such as
modeling, effecting the child parent interactions; thus, it seems as an important issue
to understand. However in order to increase our understanding of this relationship, it

seems useful to examine this issue under broader topics.

1.1.7. The possible negative outcomes of ADHD

ADHD has both short term and long term outcomes. In the short term children with
ADHD exhibit difficulties in many domains during their childhood; externalizing
difficulties (Hinshaw, 1987), internalizing problems (Jensen, Martin, & Cantwell,
1997), peer relationships (Hinshaw & Melnick, 1995), and academic performance
(Hinshaw, 1992). Children experiencing problems in all these domains feel rejected
and especially perception of peer rejection contributes to ongoing behavioral
problems of ADHD (Parker & Asher, 1987). Related with these findings, ADHD is
seen as a great risk for antisocial behaviors (Loeber, 1991). Manuzza et al. (1991)
conducted a follow up study concerning 94 hyperactive boys selected among the
patients who were evaluated in a no—cost psychiatric clinic between the years 1970 —
1977 and 78 normal controls. Their results revealed that participants who had an

ongoing ADHD diagnosis were more likely to develop antisocial disorder, and
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substance abuse (Manuzza et al., 1991). Studies indicate that the majority of criminal
youth suffering from ADHD and hyperactivity is a strong criminogenic factor
(Dalteg, Lindgren, & Levander, 1999). Dalteg and Levander (1998) have found
hyperactivity to be an important predictor of poor outcome among juvenile

delinquents.

Researchers have indicated that 80% of the children diagnosed with ADHD continue
having symptoms in adulthood (Weiss & Murray, 2003), and childhood ADHD has
also long term outcomes which occur in adulthood such as poor adult psychosocial
life conditions (Dalteg, Lindgren, & Levander, 1999). Leaving the school, having
problems in marriage, low social abilities, lack of attention in traffic, smoking habit,
insufficiency at work, lower socio-economic status, poor planning skills, and higher
risk of distress disorders are some of these possible negative outcomes (Barkley,
Murphy, & Kwasnik, 1996; Borland & Heckman, 1996; Gittelman, 1985; Manuzza
& Klein, 1999; Nigg et al., 2002;).

Results of these studies reveal various ways that adults manifest their symptoms:
Among them there are adjustment and employment problems, relationship
difficulties, car accidents, and other complications (Manuzza & Klein, 1999). It is
suggested that even the individuals who do not carry on a diagnosable ADHD to
adulthood, manifest subtreshold problems like inattention, impulsivity, mood
disorders, and other adaptation or health problems (Nigg, John, Blaskey, Pullock, &
Willcut, 2002).

1.2. Child Abuse and Neglect

1.2.1. Definition of child abuse and neglect

Physical, emotional or sexual maltreatment that hinders the optimal development of
the child can be considered as child abuse or neglect. In 1961 Henry Kempe,
described the “Battered Baby Syndrome” and since then professionals working with
children drew more interest to this issue. Although the ratios about the prevalence of
child abuse and neglect vary depending on the definitions of abuse and the sample

studied on, in general it can be concluded that the prevalence of child abuse and
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neglect are extremely striking. According to the world health organization, 40
million children aged between 1-14 years in all over the world are being neglected or
abused (Johnson, 1996).

1.2.2. Child emotional neglect and abuse

It is the type of maltreatment that represses the psychological growth of the children.
According to Barnett, Manly, and Cicchetti (1993) an emotionally maltreated child
does not feel psychologically safe, accepted, and supported to develop autonomy
required by his/her age in his/her environment.

Six main forms of emotional abuse are defined (Garbarino & Garbarino, 1994;
Glaser, 2002); rejecting (refusing to acknowledge a person’s presence, value or
worth), degrading (insulting, ridiculing, name calling, imitating and infantilizing),
terrorizing (inducing terror or extreme fear in a person; coercing by intimidation;
placing or threatening to place a person in an unfit or dangerous environment),
isolating (physical confinement; restricting normal contact with others; limiting
freedom within a person’s own environment), corrupting/ exploiting (socializing a
person into accepting ideas or behavior which oppose legal standards), denying
emotional responsiveness (failing to provide care in a sensitive and responsive
manner). Though emotional and physical maltreatment (abuse and/or neglect) often
occur together emotional abuse may also be observed without physical abuse
(Korfmacher, 1998). Among 90% of physical abuse and neglect cases, emotional
maltreatment is also reported (Claussen & Crittenden, 1991; Korfmacher 1998).
Schneider (2005) indicates that emotional abuse threatens self confidence and

autonomy and, in turn, this may lead to post traumatic stress disorder.

1.2.3. Child sexual abuse

Sexual abuse may be defined as any sexual activity that an adult or a substantially
older child carries out with a child before the age of legal consent (Green, 1996).
These activities may vary such as: oral-genital, genital-genital, genital-rectal, hand-
genital, hand-rectal, or hand-breast contact; exposure of sexual anatomy; forced

viewing of sexual anatomy; and showing pornography to a child or using a child in
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the production of pornography. If these activities are perpetrated by another child,
who is maximum 4 years older than the child exposed to these activities, they may be
considered as sexual play. However in order to call these activities as sexual play
there should not be force or coercion should not be included in to those activities
(Johnson, 2001).

According to the definitions and data-gathering techniques the reported prevalence of
child sexual abuse varies. Wurtele and Miller-Perrin (1992) maintained that the
prevalence of child sexual abuse ranged from 7% to 62% for females and 3% to 16%
for males. Kendall-Tackett and Marshall (1998) suggested that the rates of these
problems vary not only according to the population surveyed, but also according to
the definition of sexual abuse as operationalized by the investigator. Finkelhor
(1994) surveyed the international rate of child sexual abuse based on research
conducted among nonclinical populations in English speaking and Northern
European countries, as well as in Costa Rica, the Dominican Republic, Spain, and
Greece. Finkelhor’s survey and analysis revealed similar international rates of child
sexual abuse in the United States and Canada, ranging from 7% to 36% for women
and 3% to 29% for men.

Child sexual abuse has both short and long term effects. Kendall-Tackett and
Marshall (1998) indicated that the psychological and medical sequella of abuse can
appear immediately or later. A study conducted in Palestinia university students
indicated sexual abuse was associated with significantly higher levels of
psychoticism, hostility, anxiety, somatization, phobic anxiety, paranoid ideation,
depression, obsessive-compulsiveness, and psychological distress compared to their
non-abused counterparts (Haj-Yahia & Tamish, 2001). Consistently, Paredes, Leifer,
and Kilbane (2001) suggested that mothers who were sexually abused as children,
and who had more problems in their family of origin had children showing poorer
functioning and more behavioral symptomatology. However, results of the study
conducted by Oates and colleagues (1998) did not support these findings. Oates and
colleagues (1998) assessed the sexually abused children for self-esteem, depression
and behavior at the time of diagnosis, after 18 months and after 5 years. Results of
these researchers showed no difference in any of these measures at any of the three

time intervals between those whose mothers had suffered child sexual abuse and
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those whose mothers had not been abused. The study of Calam and colleagues
(1998) may explain the contradiction between these findings. Calam and colleagues
(1998) studied with 144 sexually abused children and they conducted three follow up
sessions 4 weeks, 9 months, and 2 years post investigation. According to their results
the abused children frequently complained about sleep disturbance, temper tantrums,
and depression. Among these problems, depressive and anxious symptoms of the
children decreased by time. Interestingly, Calam and colleagues (1998) found that as
anxious and depressive symptoms decreased in their sample, suicide attempts,
substance abuse, lack of interaction with peers and sexualized behavior increased.
This finding raises a question whether anxious and depressive symptoms actually
decrease or just change form in time. This is important because if the form of distress
symptoms are changing form in time, rather than disappearing, examining the same
symptoms in the determined time intervals may lead to bias and false negatives in the
researches investigating the long term effects of child abuse. For this reason, it may
be better to screen abused people for the whole psychopathology on the time

intervals determined before.

1.2.4. Physical neglect and abuse

Physical neglect can be defined as causing physical problems on children by
providing insufficient nutrition, clothing and hygiene (Kaplan, Pelcovitz, Labruna,
1999). Physical abuse is physical harm given to the children aged below 18 years.
The perpetrators are generally the parents or another caregiver (Kaplan, 1996). The
perpetrator intentionally gives the child a violent physical punishment or causes the
child feel physical pain (Widom, 1989).

In general the physical neglect and abuse frequencies are high in most of the cultures
(Hunter, Jain, Sadowski, 2000; Jones, & McCurdy, 1992; Samuda, 1988). However,
the frequencies change according to many factors such as the definition of physical
abuse, the cultural acceptance of physical punishment in the study sample, the age
and the gender of the sample.

Jones and McCurdy (1992) studied in America where the laws are known as very

strict about child abuse and found that 40% of children were victims of physical
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neglect, 29% of children suffered from physical abuse and 17% were followed after a
sexual abuse. However an Indian study indicated that the ratio of physical abuse in
India was found to be much higher (42%) than the results of Jones and McCurdy
(1992). Results of a study from Hong Kong suggested that the prevalence of physical
abuse in that culture was 95%, however, in this study sample was consisted of
University students, and they were asked to rate their childhood abuse history. In
dependently from the culture it is shown that university students and the parents may
differently define and rate the abuse (e.g., Orhon et al., 2006). Mostly, researches
who investigate the parental attitudes about maltreatment types prefer studying with
mothers (e.g., Ateah & Durrant, 2005; McEIroy & Rodriguez, 2008; Schneider et al.,
2005) rather than fathers, but still there are studies including fathers (e.g.; Francis &
Wolfe, 2008) or both parents (e.g.; Park, 1996). The results of a study conducted by
Park (1996) indicated that mothers in Seoul were more prone to use corporal
punishment compared to fathers. This finding suggests that selection of parent is
another factor determining the differences between the physical abuse prevalence

found in different studies.

Turkish studies about physical abuse are very few. In one of these Turkish studies
Oral and colleagues (2001) reported that discipline styles including physical violence
were common among Turkish families and they indicated that in their sample
consisting of 55 Turkish families, the offenders were only fathers in 38%, only
mothers in 28%, and multiple in 34% of the cases. Another study suggested that
children under the age of five are at increased risk for physical discipline and 36% of
these children were exposed to physical abuse (Bilir, Ari, & Donmez, 1986). Orhon
et al., (2006) studied with 210 adults and asked them to complete a questionnaire
about discipline practices. According to their results compared to parents, pediatric
residents and medical students were more likely to accept abusive practices as
discipline. Researchers also indicated that abusive discipline practices of pediatric
residents and medical students were significantly associated with their childhood
abuse experiences. This study was conducted by administering a questionnaire, thus
differences between parents and other two groups, namely; pediatric residents and
medical students may be related to parents biased responses to the questionnaire.

More studies are needed to determine the physical neglect and abuse among Turkish
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families, and also to determine professional groups’ attitudes towards physical

maltreatment.

1.2.5. Risk factors for child emotional and physical maltreatment

Defining risk factors is somewhat difficult and risky because it may lead to a wrong
idea as ‘there may be some factors that may cause child abuse or neglect’. When
talking about the child abuse and neglect primarily it must be accepted that nothing
may be an eligible and a valid reason for giving such kind of maltreatment. However,
some conditions or characteristics of the environment, of the parent or children may
predispose the maltreatment. In order to be able to conduct the most effective

intervention we need to understand the underlying factors.

To better understand and clarify the data obtained about the characteristics of the
abuser, abused child and the context that abuse occurred in, researchers made several
categorizations. For example, Brown and colleagues (1998) categorized risk factors
as child or adult characteristics (referring to the characteristics of the children and
their parents), family functioning (referring to marital happiness or discord, income
of the family and presence of a single parent or step-parent), community level (socio-
economic status and neighborhood relations of the families), and the socio-cultural
context (referring to cultural attitudes about child rearing). Similarly, Bronfenbrenner
(1979), identified four levels of analysis: microsystems (the immediate setting),
mesosystems (relations between settings), exosystems (broader social system
settings), and macrosystems (overarching patterns of ideology and/or institutional
organization). Microsystems, the immediate setting refers to the child, parents,
family, and the conditions at individual or family level. Mesosystems, relations
between settings, refer to the context that the microsystem settings (parents, family,
and the conditions at individual or family level) occur and the relationship between
them. Exosystems, broader social system settings, refer to the conditions and the
social factors of the community. Macrosystems, refer to the overarching patterns of
ideology and/or institutional organization, refer to the cultural factors and ideologies
accepted, the social constitution. Belsky (1980) added another level, termed
“ontogenic development” to the Bronfenbrenner’s categorization. This category

includes the factors about the past experiences that the parent has lived and at the
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time s/he brings to the interaction. When, overviewed, it may be concluded that risk
factors may be related to the children’s characteristics, parents’ characteristics
(including their past and current experiences, familial characteristics and conditions),

cultural factors and culturally approved discipline styles.

1.2.5.1. Child characteristics

Some characteristics of children may lead to higher vulnerability for being physically
or emotionally abused (Ammerman, 1990). Younger children and male children are
significantly more likely to be the victims of physical violence than older children
and females (Berger, 2005; Ross, 1996; Straus, 1994). In addition to this, children
having difficult temperament for example, children with behavioral problems are at
higher risk of being abused (Frodi, 1981; O’Keefe, 1995). In a group of 532 Italian
preadolescents, Baldry (2007) investigated whether aggressive and delinquent
behaviors may be indicators of direct or indirect child maltreatment. Results of the
study indicated that, compared to normative data, preadolescents with aggressive and
delinquent behaviors were exposed to higher levels of direct and indirect family
abuse. Children with developmental delays, disorders (Ammerman, Hersen, Van
Hasselt, McGonigle, & Lubetsky, 1989), with physical disabilities (Goldson, 1998;
Oates, 1996), or with chronic diseases were known to be particularly vulnerable
(Sullivan & Knutson, 2000). The child related factors may be bidirectional. Such
factors as, behavioral disorders, aggression, may precipitate child abuse but may also
occure as a result of being abused. As Belsky noted (1980), ... characteristics of the
child make sense as elicitors of maltreatment only when considered vis a* vis the

caregiver’s attributes” (p. 324).

1.2.5.2. Parental factors

Studies investigating the predictors of child abuse, suggest that parental
characteristics have great importance on the likelihood of physical punishment and
child abuse. Younger parental age (Lealman, Haigh, Phillips, Stone, & Ord-Smith,
1985; Olds et al., 1986; Straus, 1994; Wolfe, Edwards, Manion, & Koverola, 1988),
low parental education (Bowker et al., 1988; Margolin & Larson, 1988; Zuravin &
DiBlasio, 1992), low income (Bowker et al., 1988; Caliso & Milner, 1992; Cicchetti
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& Rizley, 1981; Coohey, 2000; Gillnam et al. 1998; Sedlak & Broadhurst, 1996;
Straus & Smith, 1990), being a mother in adolescence (De Pa’Ul & Domenech,
2000), parental physical and mental health (Cicchetti & Rizley, 1981; Margolin &
Larson, 1988), parent’s ability to empathize and take the perspective of their child
(McElroy & Rodriguez, 2008) are among the parental factors frequently indicated to
be significant predictors of child maltreatment.

When studies are reviewed it may be concluded that higher parental anger and lower
cognitive ability of empathizing are two factors associated with each other and with
child maltreatment. Empathy is a cognitive-emotional process including; emotion
recognition, perspective-taking, emotion replication, and response decision
(Marshall, Hudson, Jones, & Fernandez 1995) and anger is an emotion indicated to
provoke misinterpretation of the emotions and the intentions of others (Hall &
Davidson, 1996; van Honk, Tuiten, de Haan, Van den Hout, & Stem, 2001;
Wingrove & Bond, 2005). Abusive parents were shown to have expectations from
their children which are unrealistic and incongruent with the child’s developmental
level (Azar, 1997; Azar & Siegel, 1990). It has been also reported that abusive
parents cannot empathize with the child and misinterpret the situation when their
expectations are not met, in turn, easily get angry (Hall & Davidson, 1996; Mash &
Johnston, 1990). In conclusion, lower cognitive ability of empathizing (McElroy &
Rodriguez, 2008) and higher parental anger was shown to be associated with higher
likelihood of child maltreatment (Ateah & Durrant, 2005).

Though the cognitive difficulty of parents especially on empathizing was strongly
associated with child maltreatment (Feshbach, 1964; Feshbach & Feshbach, 1969;
Feshbach, Feshbach, Fauvre, & Ballard-Campbell, 1983; Mehrabian & Epstein,
1972) and fathers were shown to have greater difficulty on empathizing (Perez-
Albeniz & Paul 2004), studies also indicated that mothers were more likely to show
positive attitudes about using corporal punishment than fathers. In general mothers
play a higher role on the education and discipline of the children, for this reason, they
may be experiencing higher burn out (Park, 2000).

Familial characteristics such as type of the family and number of the children at

home are also among the parent related factors determined as important predictors of
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child maltreatment. Families with more children tend to engage in more physical
violence (Berger, 2005). It is possible that when there are more children at home
parenting stress increases and tolerance decreases. Marital status is another familial
factor suggested to predict child maltreatment. Being a single parent family or two
parent family may differentiate the likelihood of child maltreatment. It is reported
that single working mothers have higher child maltreatment rates (Paxson &
Waldfogel, 1999, 2002). This may be related to increased parenting stress and/or
increased economical problems. Berger (2005) has found that income is a significant
moderator between being single parent and exhibiting maltreatment. Specifically,
Berger (2005) suggested there was a significant association between being a single
parent and maltreatment among the families with low income but not among the ones
with high income. However, Berger (2005) also indicated that compared to family
type, depression, maternal alcohol consumption, and history of family violence were
more important predictors of child maltreatment and their predictive roles were valid
for both single and two parent families. Depending on the economical reasons or not,
according to these results being a single parent family may be associated with higher
parenting stress and child maltreatment. On the other hand, being a two parent family
might also be considered as a stress and risk factor when there is violent or non-
violent marital discord. According to the results of a study conducted by Edleson
(1999) the co-occurrence of domestic violence and child maltreatment is between
30% and 60%.

Among the mental health problems of parents, depression (Whipple & Webster-
Stratton, 1991), substance abuse and post-traumatic stress disorder (PTSD) were
shown to be related to abusive parenting (Famularo, Kinscherff, & Fenton, 1992;
Kelleher, Chaffin, Hollenberg, & Fischer, 1994; Murphy et al., 1991; Whipple &
Webster-Stratton, 1991). Francis and Wolfe (2008) studied abusive attitudes and
predictors of these attitudes and suggested that abusive fathers reported more mental
health concerns (such as depression, hostility, and paranoid ideation), more stress in
parenting, and significantly less empathy for their children. Lesnik-Oberstein et al.
(1995) compared psychologically abusive Dutch mothers and non-abusive mothers
on measures of psychiatric symptoms, aggression/ hostility, several dimensions of

personality, social activity, verbal reasoning ability, and physical health. The
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psychologically abusive mothers reported more dysthymic symptoms, neurotic
symptoms, and aggression and hostility than did non-abusive mothers.

Perceived social support is suggested to play a stress buffering role and decrease the
likelihood of children’s being maltreated (Cicchetti & Rizley, 1981; O’Keefe, 1995;
Straus & Smith, 1990). Consistently, compared to non-abusive, psychologically
abusive mothers engaged in fewer social activities, scored lower on a measure of
verbal reasoning, higher on social anxiety and lower on self-esteem (Lesnik-
Oberstein et al., 1995).

1.2.5.3. Discipline and physical-emotional (verbal) abuse / maltreatment

1.2.5.3.1. The discrepancy between discipline and maltreatment

There are several rules people have to obey on all domains of real adult life, for
example, not speaking loudly in a library, not making speed in traffic, not using
others belongings without permission. Discipline is a process of learning and
obeying the rules and this process is controlled first by the external sources (parents,
teachers etc.), later by the internal sources (Hart, DeWolf, Wozniak, & Burts, 1992;
Michels, Pianta, & Reeve, 1993; Smith & Brooks-Gunn, 1997; Strassberg, Dodge,
Pettit, & Bates, 1994). The aim of discipline is helping the child gain self control and
self discipline (Howard, 1991, p. 1352). These features are necessary for the child to
socialize appropriately and adapt to the real world (Darling & Steinberg 1993, Rosen
(1997).

Learning approach suggests (Skinner, 1938) that in behavior learning of organism
reinforcement and punishment are important concepts. According to Skinner (1938)
reinforcement, either positive or negative, aims to increase the likelihood of a
behavior through something pleasant (Budak, 2003; Erden & Akman 1995). On the
other hand, punishment, either positive or negative, aims to reduce the likelihood of a
behavior through something unpleasant (Morgan, 1981). Punishment can only be
effective when it occurs immediately after the behavior and when it consistently
follows every instance of that behavior (Morgan, 1981). Punishment styles of some

parents might include physical force. When the parents use physical force with the
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intention of causing a child to experience pain, but not injury, for purposes of
correction or control of the child’s behavior, it is called corporal punishment,
physical punishment, or physical maltreatment (American Academy of Pediatrics,
Committee on Psychosocial Aspects on Child and Family Health, 1998; Holden,
2002; Straus, 2001).

Discipline is not solely reinforcement or punishment; indeed, it is a broader concept
referring to the learning process. The purpose of an ideal discipline strategy is to
teach a child how to behave and how to develop his/her moral character, rather than
merely reducing a child’s misbehavior (McCormick, 1992). Thorndike (1898)
suggested that saying "wrong" had less effect than saying nothing, and the most
effective response was saying "right" to the learner's responses. Consistently with
Thorndike (1898), Vittrup and Holden (2010) suggested that punishment may not be
effective in long term behavior changes. Researchers asked 6—10 years old children
to watch videos depicting a child being disciplined and then asked them to rate each
discipline method. Reasoning was rated as most fair, spanking as least fair method.
Spanking was regarded most effective for immediate compliance but not for long-
term behavior change (Vittrup & Holden, 2010).

The low long term effectiveness may be related to the aim and the fairness of the
punishment given to a child, and to the extent of the association between the
punishment and the behavior to be corrected. Park (1996) investigated the discipline
strategies from the children’s perspective and reported that severely or lightly 76.7%
of children perceived to be physically punished in the last year and according to their
data, regardless of the severity of the physical punishment 12% of children failed to
associate the punishment with the actual reason. Parents’ preferences of discipline
strategy, sadly, are not made due to the effectiveness and quality. Ateah and Durrant
(2003) suggested that not the goal of discipline but maternal anger following the
child misbehavior predicted physical punishment use. Depending on these results one
may conclude that when the parents, apart from their anger, aim to help their children
learn the right behavior, the most effective way is to provide discipline in an

empathic and supportive context.
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1.2.5.3.2. Approval of physical discipline and intergenerational transmission

from a cultural perspective

Discipline cannot be discussed ignoring the context it occurs in. In order to
comprehend discipline, child related, parent related, and socio-cultural factors must
be understood well. Collier and colleagues (1999) emphasized the importance of
cultural differences when deciding whether an act is an abuse or not. Considering the
cultural factors, the concepts of maltreatment and abuse may be distinguished from
each other. An act may be considered as physical or verbal punishment, maltreatment
or as an abuse depending on the parents’ intent, severity and the cultural acceptance
of the act (Elliott, Tong, & Tan 1997). All these styles are known to be inappropriate
and it is difficult to distinguish one from the other in actual life, however, as Whipple
and Richey (1997) suggested, among the maltreatment types, physical discipline,
punishment, and abuse must be differentiated in order to understand the phenomena
better.

Studies conducted in different cultures widely reported that parents believe in the
effectiveness of physical discipline and approve using slight physical discipline
(Collier & colleagues, 1999; Kagitgibasi & colleagues, 2001; Orhon, Ulukol,
Bingoler, Gulnar, 2006; Qasem, Mustafa, Kazem & Shah, 1998; Simons, Whitbeck,
Conger, & Chyi-In, 1991; Whipple & Richey, 1997). A cultural study conducted in
Turkey revealed that Turkish mothers of children receiving preschool education
easily supported the children’s appropriate behaviors, but experienced difficulty and
felt less competent in decreasing inappropriate behaviors, in turn, exhibited
inappropriate attitudes such as punishment, shouting, physically punishing, and
threatening (Kircaali-Iftar, 2004). Orhon, Ulukol, Bingoler, Gulnar (2006) conducted
a cross-sectional survey with 65 parents, 39 pediatric residents, and 106 medical
students. Authors asked participants to complete a questionnaire (Survey of
Standards for Discipline). According to their results life-threatening practices were
accepted as discipline by none of the groups, but among the participants, 43.3%
declared beating as acceptable. Among the medical students with an abusive
childhood experience, 56.5% accepted beating as appropriate. Similarly Collier, and
colleagues also (1999) reveled that in Palau physical punishment is considered

culturally appropriate, unless it led severe injuries, and unless it is perpetrated
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without the goal of discipline. Consistently, in their cross sectional interview Qasem,
Mustafa, Kazem and Shah (1998) with 337 Kuwaiti parents indicated that 68% of
parents approved physical punishment as an educational aspect especially when the
misbehaviors of children were more serious. Yoon (1997) surveyed Korean public
and professional groups (social workers, medical doctors and teachers) in order to
investigate their perceptions about abuse and child maltreatment. The results of this
study also revealed that while social workers and medical doctors name all types of
maltreatments (emotional - physical discipline or punishment) as abuse, general
public and teachers did not consider the maltreatment types as abuse unless there was

a physical injury.

The results related to acceptance of physical punishment and categorization of
abusive behaviors according to cultural factors must be interpreted with caution
because even if the parent begins the physical punishment with the aim of discipline
when the punishment does not work it may result in physical abuse (Hemenway,
Solnick, & Carter, 1994). Research conducted about the discipline styles of the
parents and the physical abuse demonstrated that the majority of substantiated cases
of child physical abuse occurred in the context of punishment (Kadushin & Martin,
1981; Samuda, 1988; Trocm e & Durrant, 2003).

It has been shown that approval of physical discipline is a great risk factor for child
physical abuse. More specifically, it has been indicated that individuals who exhibit
attitudes supporting physical punishment are more likely to abuse their children than
those who oppose physical punishment (Jackson, Thompson, Christiansen, Colman,
Wilcox, & Peterson, 1999; Qasem, Mustafa, Kazem & Shah, 1998; Vargas, Lopez,
Perez, Zuniga, Toro, & Ciocca, 1995). Similarly, Whipple and Richey (1997)
examined five articles from American literature and reported that approval of
physical discipline attitudes like spanking predicts actual occurrence of abusive
discipline and parents approving physical discipline spanked their children more
often than did parents disapproving physical discipline. They concluded that parents
disapproving physical discipline also used physical punishment but the frequency per
day was lower. Therefore, a parent’s attitudes towards child physical abuse seem to

be an important predictor of child physical abuse.
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Cultural approval and intergenerational transmission of child abuse seem to have a
bidirectional relationship. As reported above, cultural approval of physical discipline
increases the possibility of physical abuse. On the other hand, past experiences of
childhood abuse and current domestic violence may lead to normalization of violence
and a negative identification and in turn, may bring out and approval of its use
(Bower-Russa, Knutson, & Winebarger, 2001; Durrant, Broberg & Rose-Krasnor,
1999; Holden et al. 1995; Jackson et al., 1999). A childhood history of abuse
(Buntain-Ricklefs, Kemper, Bell, & Babonis, 1994; Graziano, Hamblen, & Plante,
1996; Holden & Zambarano, 1992; Jackson, et al., 1999; Rodriquez & Sutherland,
1999; Socolar & Stein, 1995; Straus, 1990), having witnessed violence in one’s home
of origin (Merrill, Hervig, & Milner, 1996; Ross, 1996; Straus & Smith, 1990) and
having experienced corporal punishment (Straus, 1994) were regarded as risk factors
for abusive parenting. Results of Kaufman and Zigler (1987), related to the
association between childhood abuse history and abusive attitudes, are striking.
Kaufman and Zigler (1987) suggested that 1/3 of parents with childhood abuse
exhibited maladaptive and abusive attitudes to their children. The findings of Bower
and Knutson (1996) also seem to strongly support such association between
childhood abuse history and abusive attitudes. Bower and Knutson (1996) screened
1359 university undergraduates for childhood disciplinary histories and their
perceptions of that history. Among the 1359 students the ones reporting to be
physically punished were required to assess discipline attitudes. According to their
results among the students having severely punitive histories, compared to those who
labeled themselves abused, the ones who did not label themselves as abused were
less likely to classify events physically abusive. Additionally, students who had
experienced a specific form of physical discipline as a child were less likely to label

that form of discipline abusive.

Rodriguez and Sutherland (1999) examined how childhood history of discipline
predicted the ‘maternal perception about how severe and typical punishments’ were;
and the use of discipline techniques. Ninety-nine parents were required to judge the
severity of the disciplines depicted in the 12 physical discipline scenarios and
reported the frequency of their childhood experience of such discipline and how
often they had used them with their own children. Presence of such discipline in the

parent’s childhood was found to be related to the parent’s use of that method, and the
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parents judged techniques they used with their own children as less severe and more
typical as methods of discipline.

Milnera and colleagues (2009) suggested that childhood physical abuse may be
predicting perpetrating child physical abuse through trauma symptoms. In their study
conducted with 5,394 participants (parents including both mothers and fathers and
college students) they found that the association between a history of child physical
abuse and adult child physical abuse risk was largely mediated by psychological

trauma symptoms (Milnera et al. 2009).

Another possible explanation may be the transmission of impaired parenting
(Egeland, Jacobvitz, & Sroufe, 1988; Simons, Whitbeck, Conger, & Wu, 1991).
Parents learn parenting from their own parents and the ones grown up with harsh
discipline practices normalize these attitudes (Bower-Russa, Knutson, & Winebarger,
2001; Durrant, Broberg & Rose-Krasnor, 1999; Holden et al., 1995; Jackson et al.,
1999) and consider as acceptable disciplin styles (Bower-Russa, Knutson, &
Winebarger, 2001; Kaufmann & Zigman, 1987). In addition to this higher
revictimization is indicated among the adults having a history of childhood abuse
(Yehuda, Spertus, & Golier, 2001). Women with history of childhood abuse, are
suggested to be at higher risk for domestic violence (Yehuda, Spertus, & Golier,
2001) which may contribute to a mother’s tendency to use corporal punishment
(Claussen & Crittenden, 1991; Fantuzzo et al., 1991; Kolko, 1992; Salzinger,
Feldman, Hammer, & Rosario, 1991). Intergenerational transmission of maltreatment
may also be a result of the higher aggression (Sternberg, 2006), anger (Egeland,
Sroufe, & Erikson 1983), distress disorders (Moeller, Bachmann & Moeller 1993;
Yehuda, Spertus, & Golier, 2001), and social problems including having difficulty in
intimate relationships (Colman & Widom, 2004; Haskett & Kistner, 1991; Mueller &

Silverman, 1989) as consequences of childhood abuse.

Co-existence of wife abuse and child abuse is also frequently revealed in recent
studies (Bowker, Arvitell, & McFerron, 1988; Dubowitz et al., 2001; Margolin &
Gordis, 2003; Ross, 1996; Schechter & Edleson, 1994; Stark & Flitcraft, 1988;
Straus & Smith, 1990). Mothers who are victims of domestic violence were reported

to be more prone to the use of physical disciplinary tactics (Claussen ve Crittenden,

22



1991; Fantuzzo et al., 1991; Kolko 1992; Salzinger, Feldman, Hammer, & Rosario,
1991). Even when mothers did not have permissive attitudes about using corporal
punishment, Oates (1998) suggested that mothers who experienced violence by
husbands more often used corporal punishment of children than those who did not
have such experiences. Interestingly compared to wife abuse, non-violent marital

discord was a strong predictor for verbal child abuse (Tajima, 2000).

Studies indicate that child abuse can be observed in all cultures (American Academy
of Pediatrics. Committee on Psychosocial Aspects on Child and Family Health,
1998; Hunter, 2000; Samuda, 1988). However, it has been reported that in a
community, as the awareness about child rights and consequences of child abuse and
the value given to an individual or to a child increases the frequency of physical
abuse decreases (Earls, McGuire, & Shay, 1994; Hemenway, Solnick, & Carter;
1994; Korbin, 2002).

1.3. The Link Between ADHD and Maltreatment

1.3.1. Empirical evidence and possible explanations

Recently, physical abuse is more frequently associated with externalizing disorders
(Margolin & Gordis, 2000) and sexual abuse is more frequently associated with
internalizing disorders (Whiffen & Maclntosh, 2005). The frequency of ADHD is
reported as 14-46% among abused children (Briscoe-Smith & Hinshaw, 1996; Endo
et al., 2006; Glod & Teicher, 1996). Briscoe-Smith and Hinshaw (1996) studied with
girls aged between 6-12 years and indicated that, compared to children without
ADHD (4.5%), children with ADHD (14.3%) were more frequently and severely
abused, in addition to this compared to girls with ADHD who are not abused, abused
girls with ADHD exhibited higher externalization disorder. A retrospective study
conducted in Turkey investigated the demographic and clinic features of the 54
emotionally, physically, sexually abused children and suggested that 22.2% of all
abused children were diagnosed with ADHD (Cengel-Kiiltiir, Cuhadaroglu-Cetin, &
Gokler, 2007).
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Comorbidity of ADHD and disruptive behavior disorders is shown to increase the
risk of abuse (Ford et al., 2000). Accordingly, Ford et al., (2000) indicated that the
ratio of being abused among children diagnosed as pure ADHD was 25% for
physical abuse and 11% for sexual abuse whereas when ODD is comorbid to ADHD,
a notable increase can be observed on these ratios for physical abuse (%43-75) and a
slight increase is shown on the ratios for sexual abuse (%18-31). Similar findings
were reported by Urquiza (2002) who reported that the prevalence of emotional
abuse was 90% among children with comorbid ADHD and ODD however; there was
a significant decrease on these ratios when children had pure ADHD (remaining still
high).

This co-occurrence of ADHD and abuse may be related to some common features of
ADHD and abuse such as socio-economic status, parental characteristics, and
parental psychopathologies. Parents of children with ADHD were frequently
reported to have low socio-economic status (Rutter & Quinton, 1977) and low social
support (Cunningham, Benness, & Siegel, 1988). These findings were linked to a
variety of possible reasons such as; parental ADHD leading to inoccupation and
being socially undesirable or poor environmental conditions precipitating ADHD of
children. On the other hand discipline styles of parents having lower income are
indicated to be harsher compared to ones having higher income (Pinderhughes,
Dodge, & Bates, 2000; Portes, Dunham, & Williams, 1986). Low socio-economic
status and low social support were also pointed to be significant predictors of child
emotional and physical abuse (such as scolding, spanking, and hitting), probably,
through a mediation effect of parental ADHD, or parental stress (Caliso & Milner
1992; Coohey, 2000; Gillham et al. 1998). Domestic violence and marital discord is
also associated with increased risk of child emotional and physical abuse (Appel &
Holden, 1998; Jouriles & LeCompte, 1991; Straus, 1994) and child behavior
problems (Rutter & Quinton, 1977; Straus, 1994; Wender, 2000).

Parental mental health problems are known to be associated with both ADHD
diagnosis of children and abuse potential of parents. According to studies
investigating the clinical features among parents, prevalence of mental health
problems is high in both groups, namely; parents of children with ADHD (Rutter &
Quinton, 1977) and abusive parents (Whipple & Webster-Stratton, 1991). More
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specifically depression (for ADHD: Biederman ve ark. 2004; Eving, 2004
Milberger, Biederman, Faraone, Murphy, & Tsuang, 1995; for abusive parenting:
Whipple & Webster-Stratton, 1991), bipolar disorder (for ADHD: Hirshfeld-Becker
& colleagues, 2006; for abusive parenting: Cengel-Kiiltiir et al., 2007), alcohol abuse
(for ADHD: Milberger, Biederman, Faraone, Murphy, & Tsuang, 1995 for abusive
parents: Merrill et al., 1996; Whipple & Richey 1997; Berger, 2005), antisocial or
borderline personality disorders (Bland & Orn, 1986; Gordon et al., 1989; Susman,
Trickett, lannotti, Hollenbeck, & Zahn-Waxler, 1985; Whipple, Fitzgerald, &
Zucker, 1995) were reported more frequently among parents of children with ADHD

and among abusive parents.

Parental characteristics of children with ADHD are known to determine how well the
mother handles the process and the problematic issues (Alizadeh, Applequist &
Coolidge, 2007). Literature reveals that compared to mothers of healthy control
children, mothers of children with ADHD scored higher on neuroticism, negative
affect (Eving, 2004; Nigg & Hinshaw, 1998), and passive aggression (Tiirkbay &
colleagues, 2003). Similarly abusive parents were shown to have higher negative
affect and feelings of anger (Francis & Wolfe, 2008; Mammen, Kolko, & Pilkonis,
2002; Rodriquez & Green, 1997). From the perspective of discipline attitudes,
mothers of children with ADHD were shown to be more controlling, authoritarian,
and punitive (Cunningham & Barkley, 1979; Hechtman, 1981, 1996). In addition to
feelings of anger and negative affect, parental locus of control, and parental level of
frustration tolerance were found to be significant predictors of abuse potential in a
study conducted by McElroy and Rodriguez (2008) with seventy-three mothers of 5-
12-year-old children identified as having an externalizing behavior problem.
Parenting stress is one of the most important variables that is widely reported to be a
significant predictor on parent-child relationship (Berger, 2005; Park 2001). Having
a child with ADHD is a challenging situation for parenting. Controlling, protecting,
directing are always a matter. Consequently, joy of parenting decreases and parental
confidence is damaged; parents feel highly incompetent, blame themselves and
experience higher parenting stress (Francis & Wolfe, 2008). In the long run,
sometimes because of parents own psychopathologies, sometimes because of
parents’ depressive feelings and the increased difficulty of controlling children with

ADHD outside the home parents become isolated and begin to receive lower social
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support (Francis & Wolfe, 2008, Nigg & Hinshaw, 1998). All these may result in
impaired parent-child relationships (Gershoff, 2002) and in turn parents
experiencing, high parenting stress, low self confidence, less warmth and
involvement with their children may exhibit abusive attitudes (Alizadeh, Kimberly,
Applequist, & Coolidge, 2007; Park, 2001)

Behind all the common parental psychopathology and characteristics it should not be
ignored that ADHD is shown to be a heritable and neurobiological,
neurodevelopment disorder (Tannock, 1998). Accordingly it is widely indicated that
parents of children with ADHD are likely to show impulse control and attention
problems themselves (see review in Johnston & Mash, 2001), and impulsivity is a
feature which has strong associations with aggressive behavior (Barratt, 1993, 1994;
Hollander & Stein, 1995).

1.4. Consequences of Childhood Maltreatment

Maltreated children are at increased risk for a variety of emotional and behavioral
problems. Consequences of maltreatment can appear in short or long term (Kendall-
Tackett & Marshall, 1998). Child maltreatment is a highly distressing factor leading
the children to be more vulnerable to a broad range of behavioral, psychological and
physical problems that persist into adulthood. While some children are shown to be
more vulnerable some children are suggested to be more resilient (Luthar et al.,
2000). Having a supportive environment, a good parent child relationship in general,
a strong attachment with the primary caregiver, and high levels of emotion regulation
were indicated to be among the protective factors while the adverse conditions are
listed in risk factors (Alink, Cicchetti, Kim, & Rogosoh, 2009; Cyr et al., 2009). Age
and gender of the children were reported to be predicting the existence and the
severity of the distress experienced following a traumatic event. More specifically
younger children were suggested to show higher symptomatology as a result of
sexual abuse (Wolfe et al., 1989), girls were reported to be more vulnerable to
depression and anxiety symptoms whereas boys were more vulnerable for

externalizing disorders (Sternberg, 2006).
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1.4.1. Consequences on cognitive and psychological characteristics

Especially when prolonged, abused children are at increased risk of developing lower
self esteem, learned helplessness, somatization, behavioral problems, posttraumatic
stress disorder, externalizing and internalizing disorders, marital problems, eating
disorders (Kent & Waller, 2000), and personality disorders (Moeller, Bachmann &
Moeller, 1993; Yehuda, Spertus, & Golier, 2001). Vissing et al. (1991), in their
nationally representative sample of 3346 families, found that child aggression (e.g.,
physical fights with other children), child delinquency (e.g., vandalism), and child
interpersonal problems (e.g., trouble making friends) were significantly associated
with the child being psychologically abused.

Child abuse is a traumatic event that may disrupt children’s appraisals about
themselves, others and the world, accordingly, impairs and weakens their coping
ability (Ehlers, Mayou, & Bryant, 2003). The child may begin to perceive him/
herself as more worthless, helpless and incapable of coping in a stressful situation,
the others as more angry and threatening, the world as more dangerous. Consistently,
research indicated that when compared to non-abused controls abused children
exhibit significantly lower self esteem, higher learned helplessness, depression and
suicidality scores (Kazdin, 1985; Kent & Waller, 2000).

Mostly, parents are the primary caregivers of children and they are responsible to
take care of the child, to protect him/her from the outside sources of threat, however,
when the threat comes from the parent the child loses his/her shelter and the world
seems more dangerous than ever. Abused children perceive their environment
insecure, threatful (Ehlers, Mayou, & Bryant, 2003) social relationships as
threatening and painful (Ornduff, 2000; Stovall & Craig, 1990), eventually
experiences higher difficulty in his/her social relationships (Osofsky, 2003; Widom,
1997). Conflict and lack of intimacy are observed in their relationships often
(Colman & Widom, 2004). Researchers suggest that limited close relationships of
these children may be a result of continuous threat perception which leads to
avoidance from social interactions (Haskett & Kistner, 1991; Mueller & Silverman,
1989), less intimacy (Colman & Widom, 2004) or their difficulty in interpreting the

social cues and expressing their emotions (Azar, Ferraro, & Breton, 1998; Cicchetti
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& Lynch, 1995), aggressive behaviors (Howing, Wodarski, Kurtz, Gaudin, & Herbst,
1990; Patterson, 1986), strong anger feelings (Egeland, Sroufe, & Erikson, 1983)
may be causing these children to be less popular among their peers (Bolger et al.,
1998; Salzinger et al., 1993; Sheilds, Ryan, & Cicchetti, 2001).

These children were indicated to have higher feelings of anger and exhibit more
aggressive and hostile behaviors (Egeland, Sroufe, & Erikson, 1983). Studies
conducted about the feeling of anger suggests that angry people experience great
difficulty on interpreting the facial expressions objectively and they frequently
interpret others as angry (Hall & Davidson, 1996; van Honk, Tuiten, de Haan, Van
den Hout, & Stem, 2001; Wingrove & Bond, 2005). Depending on these results, one
explanation of aggressive behavior of children may be the misperception of others
feelings and intentions. On the other hand, given that a parent child relationship is a
learning process of child which shapes the child’s social interactions, aggressive

behavior may be the only way that the child knows to interact with others.

1.4.2. Psychopathology related consequences

Cognitive educational problems are frequently observed in abused children (Egeland,
Sroufe, & Erikson, 1983). These children suffer from inattention problems and low
academic performance. Trauma is indicated to disrupt attention and other cognitive
problems (Margolin & Gordis, 2000; Osofsky, 2003; Widom, 1997), and also it has
been suggested that children having attention and cognitive problems are more
vulnerable to experience traumatic life events (Ford et al., 2000). In addition to
cognitive problems these children also are reported to have higher physical
complaints, somatization (Felitti, 1991; Haj-Yahiaa & Tamish, 2001), lower
obedience to school rules and higher school related problems (Hart & Brassard,

1991), which may all influence their academic achievement.

In the long term, together with all possible ongoing short term effects, childhood
maltreatment was shown to be associated with poor body image, eating disorders,
sexual dysfunction (regardless of the abuse type), personality disorders (Moeller,
Bachmann, & Moeller, 1993; Yehuda, Spertus, & Golier, 2001) and problems in

romantic relationships including marital discord (Kent & Waller, 2000). One of the
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most tragic consequences of abuse is; having ongoing experiences of maltreatment in
adulthood either as a victim or a perpetrator. Studies investigating adulthood effects
of maltreatment suggest that adults reporting themselves maltreated in childhood
were more likely to develop inappropriate identification (Bower-Russa, Knutson, &
Winebarger, 2001; Durrant, Broberg, & Rose-Krasnor, 1999; Holden et al., 1995;
Jackson et al., 1999), dependent or borderline personality, to experience difficulty in
intimate relationships (Colman & Widom, 2004; Haskett & Kistner, 1991; Mueller &
Silverman, 1989), to normalize the violence and in turn these women were more
vulnerable to domestic violence (Yehuda, Spertus, & Golier, 2001). Similarly adults
having an abusive childhood normalize physically and emotionally abusive attitudes
and tend to accept these as appropriate discipline styles. This leads to
intergenerational transmission of impaired parenting (Egeland, Jacobvitz, & Sroufe,
1988; Simons, Whitbeck, Conger, & Wu, 1991).

Interestingly the effects of sexual, physical abuse and emotional neglect or abuse
were shown to be similar (Briere & Runtz, 1988; Johnson et al., 2001; Rich,
Gingerich, & Rosen, 1997; Sackett & Saunders, 1999). Though researchers ignored
effects of emotional neglect and abuse, recently it has been indicated that compared
to sexual and physical abuse, emotional abuse has more negative consequences and
sometimes even it is the core, the strongest predictor of these consequences (Hart &
Brassard, 1987). Researchers suggest that the core problem predicting the
psychological consequences may the damaged trust to the self, others and the world
not the type of the abuse (Hart & Brassard, 1987).

1.4.3. The link between ADHD and PTSD following child abuse and the possible

mediator role of dissociation

In addition to the demographic, etiological, and environmental factors, factors related
to the parental characteristics and features of ADHD, the role of PTSD on the high
co-occurrence of ADHD and child maltreatment has been recently an issue of a great
debate. Symptoms related to the both disorders (ADHD and PTSD) frequently exist
among abused children (Briscoe-Smith & Hinshaw, 1996; Endo et al., 2006; Glod &
Teicher, 1996; Milnera et al., 2009). When the study results are reviewed there seems

to be four possible ways to explain the high frequency of PTSD and ADHD among
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abused children: 1- Depending on all reasons given above, children with ADHD may
be more vulnerable to abuse and abused children may exhibit symptoms of PTSD. 2-
Child abuse may exacerbate both ADHD and PTSD simultaneously and specific
symptoms (e.g., difficulty with concentration, restlessness or irritability, and
impulsivity) may be common to both disorders 3- Abused children may exhibit
dissociation which can be seen in PTSD and mimic ADHD symptoms. 4-

Overlapping symptoms may cause misdiagnose and PTSD may be skipped.

Common etiological, demographic, environmental, and parental factors were
indicated to lead frequent diagnosis of ADHD among abused children (Appel &
Holden, 1998; Caliso & Milner, 1992; Coohey 2000; Gillham et al. 1998; Jouriles &
LeCompte, 1991; Rutter & Quinton, 1977; Straus, 1994; Wender, 2000). Ford et al.
(2000) reported that traumatic experiences were more frequently observed among
children with ODD and to a lesser extent among children with ADHD. An important
feature of ADHD is impulsivity (WHO, 1993). Impulsive and riskful behaviors of
children with ADHD are one possible explanation of increased abuse and higher
exposure of traumatic events in this sample (Ford et al., 2000). Impulsivity is a
feature which has strong associations with riskful behaviors and aggressive behavior
(Barratt, 1993; Blank, 1994; Hollander & Stein, 1995). ADHD was reported to be
associated with interpersonal and self regulatory problems and these problems were
shown to increase the vulnerability for maltreatment (Angold & Costello, 1998;
Cuffe, McCulag, & Pumaries, 1994). Children with ADHD were shown to be more
distractible, hyperactive and sometimes more aggressive and defiant and all these
characteristics were suggested to be more provocative for maltreatment (Patterson et
al., 1998). ADHD is also frequently observed among the parents of children with
ADHD and parental impulsivity was indicated to be in relation with parental
aggression (Barrat, 1993; Hollander & Stein, 1995) and parental antisocial
personality disorder (Faraone, Bieerman, & Milberger, 1995). For these reasons
children with ADHD may be more vulnerable to traumatic experiences. As child
abuse is a highly distressful and traumatic phenomena, it has been widely shown to
cause symptoms related to PTSD, such as; anxiety, depression, somatization,
dissociation (Cengel-Kiiltiir, Cuhadaroglu-Cetin, & Gokler, 2007, Endo &
colleagues, 2006, Haj-Yahia & Tamish, 2001), higher avoidance from social
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interactions and less intimacy in friendships (Haskett & Kistner, 1991; Mueller &
Silverman, 1989; Parker & Herrera, 1996).

Child abuse may exacerbate both ADHD and PTSD simultaneously (Famularo,
Fenton, Kinscherff, & Augustyn, 1996) and specific symptoms (e.g., difficulty with
concentration, restlessness or irritability, and impulsivity) may be common to both
disorders (Blank, 1994). Both ADHD (Briscoe-Smith & Hinshaw, 1996; Endo et al.,
2006; Glod & Teicher, 1996) and PTSD are reported to be highly prevalent among
abused children (Broman-Fulks et al., 2007). In addition to this both disorders are
associated with interpersonal difficulties, aggressive and hostile behaviors (Margolin
& Gordis, 2000; Parker & Herrera, 1996), poor academic functioning, cognitive
problems (Margolin & Gordis, 2000; Osofsky, 2003; Widom, 1997). Studies
indicated that maltreatment was a factor leading to inhibitory deficits which is also
associated with ADHD (Comings, 1997). Etiological studies suggested that PTSD is
strongly associated with a genetic predisposition toward psycho-physiological
reactivity (True et al., 1993) and in turn, PTSD and ADHD frequently co-occur
(Famulara, Teyton, Kinscherff, & Augustyn, 1996; Merry & Andrews, 1994).

Abused children may exhibit dissociation which can be evaluated as an important
aspect of PTSD (Endo et al., 2006; Haj-Yahia & Tamish, 2001) and mimic ADHD
symptoms. Approximately 19-73% of maltreated youths are suggested to exhibit
dissociation. The studies investigating the consequences of child maltreatment report
that among many interpersonal and psychological problems dissociation is
commonly observed after child abuse regardless of the abuse type (Briere & Runtz,
1988; Narang & Contreras, 2000). Subjects with dissociative disorder are shown to
meet the criteria for ADHD (DePrince et al., 2009; Endo et al., 2006)

Overlapping symptoms may cause misdiagnose and PTSD may be skipped. As
maltreatment in childhood is a traumatic event, PTSD is one of the consequences of
this type of traumatic experience (Milnera et al., 2009). Poor academic performance,
poor cognitive functioning, high interpersonal difficulties, such as impulsivity, labile
mood, dysphoria, and behavioral problems are shown to be trauma consequences
highly associated with PTSD such as well (Ariga et al., 2008; Dixon et al., 2005;
Ford et al., 2000; Haskett & Kistner, 1991; Titus et al., 2003; Weinstein et al., 2000).
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Ford et al. (2000) re-analyzed the data of Wozniak et al. (1999) and suggested that
when the overlapping symptoms of ADHD and PTSD were controlled the
association between these disorders decreased. Results also indicated that these
symptoms may begin after the abusive experiences (Endo & colleagues, 2006; Shonk
& Cicchetti, 2001; Veltman & Browne, 2001). Neurobiological and neuro-imaging
studies report that prolonged stress or prolonged exposure to trauma interrupts brain
development and expose impairment on memory, learning, and the storing and
processing of spatial information (Edwards, Harkins, Wright, & Menn, 1990;
Sapolsky, 2000). Endo and colleagues (2006) also suggested that there were
inheritance and etiological differences among the ADHD manifested before and after

the abusive experiences.

1.5. The Aim and the Hypotheses of the Present Study

Present study will investigate the discipline attitudes of Turkish mothers. In general
maternal characteristics, past experiences, psychopathological characteristics of
children, namely ADHD diagnosis and symptom severity, scores of depression, self
esteem, and social support will be examined in terms of their predictive roles on
abusive discipline attitudes of mothers. Specifically the frequency of maternal
abusive discipline attitudes in a sample diagnosed with ADHD and factors increasing
the likelihood of physical discipline and emotional maltreatment are going to be
studied. In addition children’s self esteem, depression, and social support scores will
be evaluated for their predictor role on maltreatment and the frequency of their

occurrence as an outcome of maltreatment.

Though increasing, studies investigating maltreatment in a sample of children
diagnosed with ADHD are still not enough. Among the few studies conducted to
investigate the predictors of maltreatment used by mothers of children suffering from
ADHD, most of them have assessed the attitudes solely with questionnaires (eg;
Collier, McClure, Collier, Otto, & Polloi, 1999; McElroy & Rodriguez, 2008). In this
study in order to prevent the effect of bias on questionnaires, qualitative methods
were used in addition to questionnaires. Secondly, most of the researches were
conducted with abused children investigating the psychopathology as a predictor and

this does not exactly inform us about the ratio of maltreatment among the children
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with ADHD. There are some studies conducted in samples of children with ADHD
however, some of these studies used not the diagnosis but the subjects ADHD scores
on a questionnaire and others were conducted with adults having ADHD and
required them to report their perceptions about their childhood abuse. In this study
children with ADHD were diagnosed with K-SADS which is a semi-structured
interview and children in the control group were also regarded as healthy according
to K-SADS.

Another important point is absence of studies conducted to investigate the
maltreatment among Turkish children. There are few studies investigating the
abusive attitudes of Turkish mothers, health care providers, and university students.
Some of them investigated these attitudes in general population, some examined the
psychopathology among abused children and others investigated psychopathology
and perception of being abused in a non-clinical group.

This study has both content differences and methodological differences. In this study
in addition to the frequency, a wide range of predictive factors and possible
outcomes of abusive attitudes will be investigated among Turkish mothers both in a
clinical and nonclinical population. Quantitative and qualitative assessments will be
made through questionnaires and semi-structured interviews. Accordingly it is
hypothesized that together with the ADHD symptoms, current maternal
characteristics and maternal past experiences will contribute to abusive discipline
attitudes. Depending on the cultural factors, to some extent, harsh discipline attitudes
are hypothesized to be observed also in control group mothers. However, compared
to control group, mothers of children with ADHD are hypothesized to score higher

on all emotional and physical maltreatment types.

Briefly hypothesis of the present study are:

1. Mothers of children with ADHD would be more accepting the abusive
discipline styles and in turn more prone to use these styles. In other terms;
children diagnosed with ADHD would be more frequently and severely
exposed to harsh/ abusive discipline. This relationship is hypothesized to

differ among the subtypes of ADHD and particularly children with subtypes
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including disruptive behaviors would be more vulnerable to maternal harsh/
abusive discipline styles.

Maternal past experiences and current characteristics would predict Conners
ADHD and OD/CD Scores of children.

Maternal past experiences and current characteristics would predict maternal
approval and actual practicing of harsh/ abusive discipline styles.

Conners ADHD and OD/CD scores of children would exhibit a bidirectional
association with child maltreatment, pointing to the reciprocal relationship
between them.

Exposure to harsh/ abusive discipline styles would predict self esteem and

depression scores of children.
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Figure 1. Hypothesis of the Study
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CHAPTER I

METHOD

2.1. Subjects

There were two main groups of subjects namely study group and control group.
Study group consisted of 100 children diagnosed with Attention Deficit and
Hyperactivity Disorder (ADHD) and 100 mothers of children diagnosed with
ADHD. Study group was also consisted from three groups, Attention Deficit
Disorder Group (ADD Group; children with ADHD Predominantly Inattentive
Type), Hyperactivity Disorder Group (HD Group; children with ADHD
Predominantly hyperactivity Type), and Combined Group (Combined Group;
children with ADHD Combined Type). Study group were taken among the
applications to University of Hacettepe Child and Adolescent Psychiatry Polyclinic.
Control group consisted of 25 children having no psychiatric diagnosis and 25
mothers of children having no psychiatric diagnosis. Study group were selected
among the first applications to the child mental health services. In all groups the age
ratio of children included to the study was between 72 and 107 months. The
exclusion criterion was having neurological disorder and having scores below 80 on
all Intelligence Quotient subtypes (Verbal 1Q, Performance 1Q, and Total 1Q). 7
study group subjects participated to all clinical interviews, however; did not fulfill
questionnaires, 5 study group subjects fulfilled questionnaires however; did not
participate to the clinical interview consisting of open-ended questions related to the
discipline styles of mother. In the quantitative analyses, where no qualitative data
were used, all subjects fulfilling the questionnaires were included and subjects not
fulfilling the questionnaires were excluded. In the qualitative analysis, where no
guantitative data were used, all subjects participating clinical interviews were
included and subjects not participating to the interview related to the discipline styles
were excluded. In the analyses related with both qualitative and quantitative data,
only the scores belonging to the subjects participating to both stages of the study

were analyzed.

36



2.2. Instruments

The instruments used for the present study will be given under five categories;
demographic form, structured and semi structured interviews, inventories
administered to children, inventories administered to mothers and inventory
administered to teacher. The first part contained questions about the socio-
demographic characteristics the subjects (See Appendix A).The second category
included the Schedule for Affective Disorders and Schizophrenia for School-Age
Children: Present and Lifetime Version, Wechsler Intelligence Scale for Children
Revised (WISC-R), Interviews made with open ended questions (See Appendix Bl
& Appendix B2). The third category included Rosenberg’s Self-Esteem Scale (See
Appendix C), Child Depression Inventory (CDI; See Appendix D), and Social
Support Appraisals Scale for Children (APP; See Appendix E). The fourth category
included Recognition of Emotional Maltreatment Scale (REMS; See Appendix F),
Adult ADD/ADHD DSM-IV based diagnostic screening and rating scale (See
Appendix G), Conners’ Parent Rating Scale (CPRS; See Appendix H) Survey of
Standards for Discipline (See Appendix 1) State -Trait Anxiety Inventory (See
Appendix J-1 & Appendix J-2), Beck Depression Inventory (See Appendix K),The
Turkish Ways of Coping Inventory (TWCI; See Appendix L), Young Parenting
Inventory (YPI; See Appendix M), Basic Personality Traits Inventory (See
Appendix N), Childhood Trauma Questionnaire (See Appendix O), Perceived
Social Support Scale (PSS; See Appendix P). The fifth part included the Conners
teacher rating form (See Appendix R).

2.2.1. Demographic information form
This is a form consisted of 12 questions among which there were both multiple
choice type questions and fill in the blanks type questions. The form was prepared by

the investigator with the aim of getting information about the demographic and

family characteristics of the subjects (See Appendix A).
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2.2.2. Structured and semi structured interviews

2.2.2.1. Schedule for affective disorders and schizophrenia for school-age

children: present and lifetime version

Schedule for Affective Disorders and Schizophrenia for School-Age Children:
Present and Lifetime Version (K-SADS-PL) is a semi-structured instrument
developed by Kaufman and colleagues (Kaufman, Birmaher, Brent, et al., 1997) to
screen psychopathology in children and adolescents between ages 6-18 by gathering
information from both parents and the offspring. Mood disorders, psychotic
disorders, anxiety disorders, disruptive behavioral disorders, elimination disorders,
eating disorders, tic disorders, and alcohol and other substance use disorders are the
psychiatric conditions included in this instrument. Reliability and validity of
KSADS- PL were determined in Turkey in 200 [Gokler, Unal, Pehlivantiirk, Kiiltiir,
Akdemir, Taner, 2004].

2.2.2.2. Wechsler intelligence scale for children revised (WISC-R)

The Wechsler Intelligence Scale for Children (WISC) was developed by Wechsler in
1949 to measure the intelligence of children aged between 5 and 15 years. The scale
was revised in 1974 (WISC-R) and the age range expanded to 6-16 years. WISC-R
was adapted to Turkish with a standardization study conducted by Savasir and Sahin
(1980), which included 1639 children from 11 different city centers. WISC-R
includes 6 verbal (General Information, Similarities, Arithmetic, Judgment,
Vocabulary, and Digit Span) and 6 performance (Picture Completion, Picture
Arrangement, Block Design, Object Assembly, Digit Symbol, and Labyrinths)
subtests. Both verbal and performance subtests have an extra subtest. In addition to
the standard scores of these subtests, verbal intelligence scale, performance scale,
and full-scale 1Q coefficients are calculated. The mean value for all intelligence
scales is 100 and the standard deviation is 15. The means of the standard scores for

each subtest is 10 and the standard deviation is 3.
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2.2.2.3. Interviews made with open ended questions

In order to obtain more detailed information about the actual discipline behaviors of
the mothers, all children and mothers were interviewed with open ended questions. 6
standard open ended questions, regarding the length and the quality of time spent
together, the source and the type of the children’s problematic behavior, and how the
problems are handled by the mother were prepared by the researcher and asked to all
mothers and all children. In these answers, child neglect and abuse were particularly

detected (see Appendix B).

2.2.3. Inventories administrated to children

2.2.3.1. Rosenberg’s self esteem scale

The Rosenberg Self-Esteem Scale which has been developed by Morris Rosenberg
(1965) is a widely-used global self-esteem measure with a 10-item Likert scale, with
items rated on a four point scale-ranging from strongly agree (4) to strongly disagree
(1). The scores range from 10 to 40, with 40 indicating the highest score possible. A
high score indicates a high level of self esteem. The scale generally has high
reliability; test-retest correlations are typically in the range of .82 to .88, and
Cronbach's alpha for various samples are in the range of .77 to .88. In the reliability
study of Turkish version of the scale (Cuhadaroglu, 1986), Cronbach alpha reliability
coefficient was reported as .75 and validity of the scale was found as 71. The
Cronbach alpha reliability coefficient in the present study was .83 (for the

questionnaire, see Appendix C).

2.2.3.2. Child depression inventory (CDI)

The Children’s Depression Inventory (CDI) for children aged 7 to 17 was devised by
Kovacs (1981), based on the Beck Depression Inventory. The CDI (Kovacs, 1981)
contains 27 items describing different symptoms of childhood depression and
requires children to choose statements that best describe themselves during the
previous two weeks. The statements are graded according to severity from 0 to 2.

Approximately half of the items are reverse-scored and higher totals reflect more
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severe depression. The CDI was adapted to Turkish culture by Oy (1991). The
Turkish CDI’s cut-off point was found to be 19. The scores on CDI range from 0 to
54. To examine the validity of the inventory the correlation between CDI and
childhood depression inventory was investigated and the correlation coefficient was
found to be .61. The internal consistency coefficient was .84 and reliability
coefficient was .70 (for the questionnaire, see Appendix D).

2.2.3.3. Social support appraisals scale for children (APP)

The inventory was developed by Dubow and Ullman (1989) in order to evaluate
child perception of social support from their families, friends, and teachers. The
inventory was revised in 1991 by Dubow, Tisak, Causey, Hryshko and Reid (1991).
It is consisted of items based on the definition of social support made by Cobb
(1976). The items were rated on a five point likert type scale and the highest score
that subjects can obtain is 205. Turkish adaptation was made by Gokler (2007). The
criterion validity of the inventory was determined based on its correlation with child
depression inventory and found to be satisfactory (r = -.62; p<0.01). Similarly,
validity of the inventory was reported to be high based on the Cronbach alpha
internal consistency coefficients (.93) and test-retest reliability coefficients (.49). For

the questionnaire, see Appendix E.

2.2.4. Questinnaires administrated to mothers

2.2.4.1. Recognition of emotional maltreatment scale (REMS)

In this scale there are 30 short vignettes and in 25 of these vignettes, various forms of
parental emotional maltreatment were described. Each vignette includes incidents
that describe emotionally abusive or neglectful parental practices or interaction
patterns. The initial form of the REMS consisted of 25 maltreating and 5 constructive
parenting vignettes each of which was rated on a four-point scale ranging from 1 to
4. Parents were asked to rate each vignette from “1 = definitely inappropriate” to “4
= definitely appropriate”. Vignettes describing constructive parenting were included
in order to prevent response bias and therefore were not scored. According to the

original calculation, the increase in scores indicated a lack of recognition of
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emotionally maltreating parenting behavior. However, in this study in order to ease
the evaluation of the results, the scoring was reversed by subtracting the mean from
each subjects score. Uslu and colleagues (2010) examined the correlations between
REMS, Child Abuse Potential Inventory (CAPI) and Parental Acceptance Rejection
Questionnaire (PARQ). According to their results REMS showed significant
correlations with CAPI and PARQ and the correlations were found as .40 and .44,
respectively, thus suggested that convergent validity of REMS was supported. It is
also reported that test-retest stability of REMS was .73 and internal consistency was

.70 (for the questionnaire, see Appendix F).

2.2.4.2. Adult ADD/ADHD DSM-1V based diagnostic screening and rating scale

Adult ADD/ADHD DSM-IV based diagnostic screening and rating scale was
developed by Turgay (1995). It is a five point likert type inventory assessing the
ADHD symptoms in adulthood. The scale is composed of three dimensions; 9 items
regarding symptoms of attention deficit according to DSM-IV, 9 items regarding
hyperactivity-impulsivity based on DSM-IV and 30 items regarding problems related
with ADHD. Validity and reliability studies of the Turkish version of the scale were
conducted by Gilinay et al. (2006). Test-retest stability of the inventory was found to
be .95 and internal consistency was indicated to be .95 as well (for the questionnaire,

see Appendix G).

2.2.4.3. Conners Parent Rating Scale (CPRS)

Conners’ Rating Scale was developed primarily to use in drug studies of children
with hyperkinesias by Conners in 1969. After various revisions; “Conners’ Rating
Scales” aimed measure attention-deficit/hyperactivity disorder (ADHD) in children
and adolescents through parents’ and teachers’ ratings of their behavioral problems
as well as oppositional defiant disorder and conduct disorder. The scales correspond
with symptoms used in the DSM-IV criteria for ADHD. It also contains an index for
identifying children and adolescents at risk for a diagnosis of ADHD. This form
includes 48 items, which aims to evaluate behavior of children assessed by their
parents (Conners, 1997). The scale includes inattentiveness, hyperactivity,

oppositional behavior and disruptive behavior domains. Turkish translation
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(Dereboy, Senol, Sener, & Dereboy, 2007) revealed good validity and reliability
coefficients (.90). For the questionnaire, see Appendix G.

2.2.4.4. Survey of standards for discipline

This questionnaire was translated to Turkish by Orhon and colleagues (2006) from
Morris and Johnson’s questionnaire, the Survey of Standards for Discipline (Morris,
Johnson, & Clasen, 1985). This questionnaire has been translated into Turkish.
Authors modified some of the questions to provide clarity. The Turkish version of
the questionnaire contains three parts: (1) socio-demographic characteristics, (2) the
attitudes of participants toward child disciplinary practices, and (3) abusive
childhood history. The first and the third parts do not exist in the original scale but
were added to the questionnaire by Orhon et al. (2006). In this study only the second
part of the questionnaire (namely; attitudes toward childhood discipline) was used.
The questionnaire consists of 43 different disciplinary acts (27 physical and 16
verbal acts). Responses to these 43 different disciplinary acts in one of the following
three categories: (a) acceptable as discipline; (b) unacceptable as discipline; and(c)
unacceptable as discipline-would report to authorities as child abuse (for the
questionnaire, see Appendix H). All items have different scores according to their

content.

2.2.4.5. State-trait anxiety inventory

State-Trait Anxiety Inventory (STAI) scales were developed by Spielberger,
Gorsuch, and Lushene (1970). State-Trait Anxiety Inventory-Trait Form (STAI-T;
Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983) consists 20 items to measure
individual’s proneness to anxiety. The items are rated on a four-point Likert scale
ranging from 1 “not at all” to 4 “very much so” according to how respondent
generally feels about the statements. Internal consistency (with alphas ranged from
.86 to .95) and test-retest reliability (with alphas ranged from .65 to .75) coefficients
were very good (Spielberger et al., 1983). Oner and Le-Compte (1985) translated and
adapted State-Trait Anxiety Inventory (STAI) into Turkish. In their study test-retest
reliability for sample of both normal population and psychiatric patients for trait

anxiety inventory was between .71 and .86. Internal consistency of this version
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ranged between .83 and .87 (Oner, 1997). Furthermore, the correlation between
Turkish version of STAI and Beck Depression Inventory was found to be .53. In
terms of validity, STAI-T scores of clinical sample were found to be significantly
higher than nonclinical control group (for the questionnaire, see Appendix la and
Appendix Ib).

2.2.4.6. Beck depression inventory

The BDI is a 21 item four-point Likert type self-report inventory originally
developed by Beck, Ward, Mendelson, Mock, and Erbaugh (1961). The inventory
aims to assess the depressive symptomatology. The BDI demonstrates high internal
consistency, with alpha coefficients of .86 and .81 for psychiatric and non-
psychiatric populations, respectively (Beck et al., 1988). Tegin (1980) adapted the
first version of the Beck Depression Inventory to Turkish in 1980. According to this
study, the split-half reliability coefficient of BDI was .78 in a student sample whereas
the test-retest reliability coefficient was .65. In addition, the 1979 BDI version was
translated to Turkish by Hisli (1988). The split-half reliability of this version was .74
(Hisli, 1988). Scores for each item range from O to 3. The scores above 17 are
considered as an indication of clinical depression (Hisli, 1989). For the

questionnaire, see Appendix J.

2.2.4.7. The Turkish ways of coping inventory (TWCI)

W(CI used in this study was originally developed in a yes — no response format by
Folkman and Lazarus in 1980 and changed into a four point Likert Type Scale when
revised by the same authors in 1985. The inventory aims to measure the cognitive
and behavioral coping strategies that people use in stressful situations on a 4-point
Likert Type Scale consisting of 74 items. Higher scores on each item imply a greater
use of that coping strategy. The revised WCI consisted of 66 items and 8 subscales:
problem focused coping, wishful thinking, distancing, emphasizing positive, self
blame, tension reduction, self isolation, seeking social support. Studies conducted
with WCI indicated that factors of WCI ranged from 4 to 8 (e.g., Bouchard,
Sabaurin, Kussier, Wright & Richer, 1997; Jenkins, 1997). The adaptation of the

scale into Turkish, was made by Siva (1991). Siva included 6 additional items
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covering superstitious beliefs and fatalism. Results of Siva (1991) revealed a
Cronbach alpha coefficient .90 and 7 factors. Geng¢dz, Gengdz and Bozo (2006)
studied higher order dimensions of coping styles and found that TWCI was
composed of 5 primary factors (Problem Focused Coping, Religious Coping,
Seeking Social Support, Self-Blame/Helplessness, and Distancing) and three second
order factors. As the second order factors, Distancing and Religious Coping grouped
under the first higher order factor and named as ‘Emotion Focused Coping’; Self—
Blame/ Helplessness (with a negative loading) and Problem Focused Coping grouped
under the second higher order factor, and named as ‘Problem Focused Coping’;
finally Seeking Social Support emerged under the third factor and named as
‘(Seeking Social Support): Indirect Coping Style’. In addition to the construct
validity, Guttman split-half reliability and criterion validity of these three higher
order factors revealed good reliability and validity outcomes. It was also emphasized
that these 3 higher order factors constituted independent dimensions of coping styles

(for the questionnaire, see Appendix K).

2.2.4.8. Young parenting inventory (YPI)

YPI, developed by Young (1994), consists of 72 item intended to identify the
potential origins of 17 early maladaptive schemas. Each item concerns perceptions of
maternal and paternal behaviors during childhood and is rated on a 6-point Likert-
type scale (1 = entirely untrue of me, 6 = describes me perfectly). Preliminary
evidence regarding the psychometric properties of the original form indicated that it
had acceptable levels of validity and reliability (Sheffield et al., 2006). Psychometric
study of the Turkish version of the scale conducted by Soygiit et al. (2008) revealed a
10-factor structure for both mother (the YPI-M) and father (the YPI-F) forms. These
factors are: Emotionally depriving, overprotective/anxious, belittling/criticizing,
pessimistic/worried, normative, restricted/emotionally inhibited, punitive, and
conditional/ achievement focused, over permissive/boundless and
exploitative/abusive parenting. Inter-correlation values for the factors range from .10
to .39. Internal consistency coefficients of both mother and father forms were found
as .90. Validity studies revealed .43 correlations between YPI and Symptom Check

List 90-R (for the questionnaire, see Appendix L).
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2.2.4.9. Basic personality traits inventory

Basic Personality Traits Inventory (BPTI) was developed by Geng¢dz and Onciil
(submitted manuscript) particularly for Turkish Culture to measure the basic
personality traits based on the five factor model of personality (McCrae & Costa,
2003; Peabody & Goldberg, 1989). They conducted a series of studies to develop
BPTI. Firstly, 100 participants wrote the adjectives that they used to describe
different people. 226 adjectives were determined from those written adjectives by
participants, and List of Personality Traits was produced. Secondly, the List was
applied to other 510 participants to describe their own personality traits. Afterwards,
the data was examined with Varimax rotated factor analysis, 45 items and 6 basic
personality traits, extraversion, conscientiousness, agreeableness, neuroticism, and
openness to experience, and negative valence, constituted the Basic Personality
Traits Inventory. The item were rated from 1 (does not apply to me) to 5 (definitely
applies to me). Lastly, BPTI were applied to 454 undergraduate students to test the
psychometric properties. Internal consistency coefficient for each personality traits
were found as follows: Extraversion; .89, Conscientiousness; .84, Agreeableness;
.85, Neuroticism; .83, Openness to Experience; .80, and Negative Valence; .71. Test-
retest reliability of 6 factors ranged from .71 to .84. For concurrent validity,
correlation analyses between 6 factors of BPTI and various questionnaires developed
for Turkish culture was examined and found to be satisfactory validity (see Appendix
M for BPTI).

2.2.4.10. Childhood trauma questionnaire

The CTQ is a 40-item screening inventory that assesses self-reported experiences of
abuse and neglect in childhood and adolescence. Original form of the scale was
developed by Bernstein et al. 1994. The scale has three subtests, namely; childhood
experiences of physical abuse, childhood experiences of emotional abuse, and
childhood experiences of sexual abuse. Most items are phrased in objective,
behavioral terms ("When | was growing up, someone tried to touch me in a sexual
way or tried to make me touch them."), while others call for more subjective
evaluations (e.g., "When | was growing up, | believe that | was sexually abused.™)

(Additional sample items are given in a previous report [Bernstein et al., 1994], and
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the entire scale can be obtained from the authors). Items are rated on a 5-point
Likert-type scale, with response options ranging from "Never true" to "Very often
true." Instructions for the CTQ ask respondents about their “experiences growing up"
and, therefore, in the case of adolescents, do not distinguish between current and past
maltreatment. The CTQ requires about 10 to 15 minutes for completing. Turkish
adaptation, validity and reliability studies were carried by Aslan and Alparslan
(1999). The reliability of the whole scale was determined as .93. Reliability
coefficients of subscales were found to range in between .74 and .83; criterion
validity results indicated its correlation with BDI in between .24 and .29. For the
questionnaire, see Appendix N.

2.2.4.11. Perceived social support scale (PSS)

Perceived Social Support Scale (PSS) was developed by Procidano and Heller (1983)
with 2 subscales for assessing the perceived level of social support from friends
(PSS-fr) and family (PSS-fa). Scales were used to measure the extent to which
respondents perceive that their needs for support, information, and feedback are
fulfilled by friends and by family. Each scale consists of 20 statements with three
response alternatives: “Yes,” “No,” and “Do not know.” For each item, a response
that is indicative of support is scored as +1. The “Do not know” responses are not
scored. Thus, the scores for each scale range from 0 to 20. The PSS was adapted into
Turkish by Eskin (1993) and found to be a reliable and valid instrument. The internal
consistency reliability coefficients in this study were found to be .79 for the PSS-
Friends and .85 for the PSS-Family. Test-retest reliability was found as .80-.90.For

the questionnaire, see Appendix O.

2.2.5. Inventory administrated to teachers

2.2.5.1. Conners teacher rating form (CTRS)

This form includes 28 items, which aim to rate classroom behavior of children
assessed by teachers (Goyette CH, Conners CK, Ulrich RF, 1978). There are three
subscales of the form: 8 items inattentiveness, 7 items hyperactivity and 8 items

conduct problems. CTRS is translated to Turkish by Sener (Sener, Dereboy,
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Dereboy, Sertcan, 1995), and the Turkish form showed adequate validity and
reliability (Cronbach’s alpha .95). For the questionnaire, see Appendix P.

2.3. Procedure

Prior to the study acceptance from Hacettepe University Ethical Committee was
obtained. All children and parents were informed about the rationale of the study.
Volunteer families were included to the study after signing the informed consent
form. Among applications to the child and adolescent mental health department of
Hacettepe University Child Hospital, 6-12 year old children with ADHD
prediagnosis were included to the study in case they did not meet the exclusion
criteria. All children, both in study group and control group, were screened for their
intelligence and child mental health problems. With the aim of screening intelligence
and mental health problems, Wechsler Intelligence Scale for Children - Revised
(WISC-R) and Schedule for Affective Disorders and Schizophrenia for School-Age
Children: Present and Lifetime Version (K-SADS-PL) were administrated to all
children and K-SADS-PL was also administrated to mothers. Control Group was
consisted of the children who were screened and found to have no mental health
problems. In addition to the clinical interview, made for the decision of diagnosis (K-
SADS-PL), a semi structured clinical interview -consisting of standard open-ended
questions asked to all mothers and children- was made. Questions were prepared for
the present study and they covered the discipline styles of mothers with special

emphasis to the possible existence of verbal or physical abusive attitudes.
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CHAPTER 111

RESULTS

3.1. Descriptive Information for the Measures of the Study

Regarding descriptive characteristics of the measures, means, standard deviations,
and minimum maximum ranges were presented in Table 1 for Beck Depression
Inventory; State-trait Anxiety Inventory subscales, namely, State Anxiety, Trait
Anxiety; Adulthood Attention Deficit Hyperactivity Disorder Inventory subscales,
namely, Attention Deficit Disorder, Hyperactivity Disorder, Attention Deficit
Hyperactivity Disorder Combined Type, Problems Related to Attention Deficit
Hyperactivity Disorder; Basic Personality Traits Questionnaire subscales, namely,
Extraversion, Conscientiousness, Agreeableness, Neuroticism, Openness to
Experience, Negative Valence; The Ways of Coping Questionnaire subscales,
namely, Problem-Focused Coping, Emotion-Focused Coping, Indirect Focused
Coping; Young Parenting Inventory subscales, namely, Normative Parenting,
Belittling/Criticizing Parenting, Emotionally Depriving Parenting, Exploitative/
Abusive Parenting, Overprotective/Anxious Parenting, Conditional/ Achievement
Focused Parenting, Over Pessimistic/ Worried Parenting, Permissive/Boundless
Parenting, Punitive Parenting, Restricted/Emotionally Inhibited Parenting; Childhood
Traumatic Experiences Inventory subscales, namely, Physical Abuse, Emotional
Abuse, Sexual Abuse; Social Support Inventory (for adults) subscales, namely,
perceived social support from a significant other, from friends, from family;
Recognition of Emotional Maltreatment, Survey of Standards for Discipline
subscales, namely, attitudes towards physical discipline practices and verbal
discipline practices; Conners teacher rating subscales, namely, Attention Deficit
Disorder, Hyperactivity Disorder, Conduct Disorder; Conners Parent Rating
Subscales, namely, Attention Deficit Disorder, Hyperactivity Disorder, Oppositional
Defiant Disorder, Conduct Disorder; Rosenberg Self Esteem Scale, Child Depression
Inventory, Social Support Appraisals (for children) subscales, namely, perceived

social support from family, from friends, from teacher.
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Table 1. Descriptive Information for the Measures of the Study

Measures N | Mean | SD Min-Max
Values
BDI 121 | 12.39 | 8.35 0-38
STAI State anxiety (STAI-S) 121 | 38.17 | 10.71 21-68
Trait Anxiety (STAI-T) 121 | 45.25 | 8.96 22-69
Adulthood ADHD Maternal ADD Scores 121 | 7.21 5.28 0-23
Inventory Maternal HD Scores 121 | 6.31 6.15 0-25
Maternal ADHD Scores 121 | 23.58 | 14.50 6-61
Maternal problems related to ADHD 121 | 37.09 | 23.14 1-98
Basic Personality Extraversion 121 | 30.31 | 6.09 13-40
Traits Questionnaire | Conscientiousness 121 | 32.17 | 431 19-40
Neuroticism 121 | 25.27 | 6.15 11-38
Openness 121 2153 | 3.94 8-29
Negative valence 121 | 9.08 2.68 6-19
Agreeableness 121 | 35.12 | 3.72 22-40
The Ways of Coping | Problem Focused Coping (PFC) 121 | 97.29 | 11.12 72-128
Questionnaire Emotion Focused Coping (EFC) 121 | 55.49 | 9.43 34-85
Indirect Coping (INDC) 121 | 38.49 | 5.92 24-51
Young Parenting 1-Normative
Inventory (YPI) Mother 118 | 35.17 | 11.91 12-67
Father 118 | 36.54 | 13.84 13-68
2-Belittling/Criticizing
Mother 118 | 16.18 | 8.22 9-49
Father 118 | 16.26 | 9.57 9-53
3-Emotionally Depriving
Mother 118 | 31.57 | 3.81 21-41
Father 118 | 30.14 | 4.00 16-40
Young Parenting 4- Exploitative/Abusive Parenting
Inventory Mother 118 | 8.29 3.58 7-28
Father 118 | 9.01 | 471 7-30
5- Overprotective/Anxious
Mother 118 | 20.67 | 5.64 7-33
Father 118 | 19.50 | 5.25 7-31
6- Conditional/Achievement Focused
Mother 118 | 16.64 | 5.16 5-30
Father 118 | 17.00 | 5.58 5-30
7- Over Pessimistic/Worried
Mother 118 | 12.42 | 5.18 6-32
Father 118 | 12.70 | 5.04 6-25
8- Permissive/Boundless
Mother 118 | 8.09 | 3.57 3-18
Father 118 | 7.70 3.61 3-18
9- Punitive
Mother 118 | 10.75 | 4.25 4-24
Father 118 | 10.99 | 5.09 4-24
10- Restricted/Emationally Inhibited
Mother 118 | 10.23 | 3.39 3-17
Father 118 | 10.70 | 3.66 3-18
Perceived Social Perceived social support from
support (for adults) significant other 121 | 1499 | 6.57 4-28
Perceived social support from family 121 | 22.08 | 4.74 4-28
Perceived social support from friends | 121 | 19.63 | 4.49 10-28
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Table 1. Continued

Min-
Measures N Mean SD Max | Measures
Values

Survey of Attitudes towards physical discipline
Standards for practices 121 6.90 4.09 0-21
Discipline practices | Attitudes towards verbal discipline

practices 121 2.94 4.86 0-41
Recognition of Emotional Abuse 121 56.02 6.39 39-72
Qualitative scores of physical abuse (mother) 118 241 1.83 0-3
Qualitative scores of verbal abuse (mother) 118 3.36 3.16 0-14
Childhood Physical Abuse that Mother Has Been
Traumatic Exposed to in Childhood 121 29.02 8.73 18-70
Experiences Emotional Abused that Mother Has

Been Exposed to in Childhood 121 44,12 | 16,51 20-87

Sexually Abuse that Mother Has

Been Exposed to in Childhood 121 5.42 1.95 5-12
Conners Teacher Attention Deficit Disorder 104 15.34 3.59 9-23
Rating Scale Hyperactivity Disorder 104 14.41 4.50 6-24

Conduct Disorder 104 11.41 4.48 5-20
Conners Parent Attention Deficit Disorder 121 11.29 3.36 5-18
Rating Scale Hyperactivity Disorder 121 11.21 291 4-16

Oppositional Defiant Disorder 121 10.66 3.46 5-19

Conduct Disorder 121 22.11 7.59 11-41
WISC-R Verbal Intelligence Scores 125 96.73 | 14.49 52-133

Performance Intelligence Scores 125 | 105.96 | 17.58 67-154

Total Intelligence Score 125 | 101.33 | 15.55 69-137
Social Support Perceived social support from friends 121 55.80 6.51 42-80
Appraisals (for Perceived social support from family 121 30.97 3.93 19-43
children) Perceived social support teacher 121 31.34 3.74 15-40
Rosenberg self esteem scores 118 30.32 4.63 18-40
Child depression scores 118 10.14 7.67 1-54
Qualitative scores of physical abuse (child) 118 .69 46 0-1
Qualitative scores of verbal abuse (child) 118 1.69 1.25 0-5

Note 1. BDI: Beck Depression Inventory, STAI: State-Trait Anxiety Inventory, Maternal ADD:
Maternal Attention Deficit scores (Inattention scores), Maternal HD: Maternal Hyperactivity Scores,
Maternal ADHD: Maternal Attention Deficit Hyperactivity Scores, Maternal problems related to
ADHD: Maternal scores of problems related to Attention Deficit Hyperactivity Scores, WISC-R:
Profiles of Wechsler Intelligence Scores for children revised version

3.2. Differences on Demographic Variables

In order to examine the differences of child diagnostic status (namely; control group,
ADHD inattentive type, ADHD hyperactivity type, and ADHD combined type) on
demographic variables One-way ANOVA was conducted. The demographic
variables of the study were; parental age, paternal education, maternal education,
income of the family, order of birth, number of siblings, length of breast feeding,
length of bottle using, length of nipple using, gender of the child, age of the child.
The analysis revealed significant main effect for ADHD on length of maternal
education; F (3, 117) = 3.81, p<.05, time of breastfeeding; F (3, 117) = 3.14, p <.05,
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family income; F (3, 117) = 4.84, p <.01, academic performance F (3, 117) = 11.73,
p<.001, and relationships with family; F (3, 117) = 9.21, p<.001, friends; F (3, 117) =
10.49, p<.001, teacher; F (3, 117) = 12.12, p<.001. Following ANOVA post-hoc
analyses were conducted by Tukey’s HSD at.05 level. Results revealed that mothers
of control group had significantly higher education (M = 11.81 years) compared to
mothers of children in ADHD combined group (M = 8.98 years). However, ADHD
inattention group (M = 9.00 years) and ADHD hyperactivity group (M = 8.45 years)
did not significantly differ from each other, from the mothers of control group or the
mothers of ADHD combined group on maternal education scores. Accordingly,
children diagnosed with ADHD hyperactivity type (M = 18.81 months) were breast-
feeded for significantly longer time than children diagnosed with ADHD combined
type (M = 11 months). However, ADHD inattention group (M = 12.73) and control
group (M = 10.75) did not significantly differ either from each other, or from
children in hyperactivity group or ADHD combined group on breast-feeding length.
Children in control group significantly differed from children diagnosed with ADHD
combined type on family income F = (3, 121) = 4.131, p <.01 According to the
results children in control group had families with higher income (M = 2.555 TL)
than children diagnosed with ADHD combined type (M = 1.447 TL). However
control group children or children in ADHD combined group did not significantly
differ from children diagnosed with ADHD inattention (M = 2.053 TL) or
hyperactivity type (M = 1.618 TL) on family income. Also, children diagnosed with
ADHD in attention (M = 2.053 TL) and hyperactivity type (M = 1.618 TL) did not
differ from each other on family income. As mentioned above diagnosis revealed
significant difference on academic performance scores. Accordingly, children in
control group had higher academic performance scores (M = 4.48) compared to
children in ADHD inattention group (M = 3.33) and children in ADHD combined
group (M = 3.10) where as children in ADHD inattention group and children in
ADHD combined group did not differ from each other on academic performance
scores. In addition to this, children in hyperactivity group (M = 3.72) also did not
differ from children in other groups on academic performance scores. Similar pattern
could be observed on the relationship scores of children with their friends and
teachers. Accordingly, children in control group had better relationships with their
friends (M = 4.43) and their teachers (M = 4.71) compared to children in ADHD

inattention group (M = 3.62 and 3.97; for scores on relationship with friends and
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teacher respectively) and children in ADHD combined group (M = 3.17 and 3.49; for
scores on relationship with friends and teacher respectively) where as children in
ADHD inattention group and children in ADHD combined group did not differ from
each other on relationship scores. In addition to this, children in hyperactivity group
(M = 3.64 and 4.18; for scores on relationship with friends and teacher respectively)
also did not differ from children in other groups on their relationship scores. When
the post-hoc analysis on family relationships were examined children ADHD
combined group had worse relationships with their families (M = 3.32) compared to
children in ADHD inattention group (M = 4.03) and children in control group (M =
4.29) where as children in ADHD inattention group and children in ADHD control
group did not differ from each other on family relationship scores. In addition to this,
children in hyperactivity group (M = 3.73) did not differ from children in other
groups on their relationship scores.

Table 2. Diagnostic Status of the Children in the Study

Diagnosis n Percentage (%)
Control Group 25 20
ADD Group 30 24
HD Group 11 9
Combined Group 59 47

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
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Figure 2. Diagnostic Status of Children in the Study
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Table 3. Analysis of Variance for Demographic Variables

Source df SS MS F

ADHD (for income) 3 1.82 60751170.41 4,13**

Error 121 1.78 1470508.116

ADHD (for maternal 3 14.65 4.88 4.10**

education)

Error 121 14.02 1.19

ADHD (breast feeding) 3 619.05 206.35 3.23*

Error 121 | 7727.75 63.87

ADHD (family relations) 3 19.04 6.35 9.53***

Error 121 80.59 .67

ADHD (friendship) 3 22.07 7.36 9.29***

Error 121 95.73 .79

ADHD (for relations with 3 23.08 7.69 11.45%**

teacher)

Error 121 81.35 .67

ADHD (for academic 3 30.91 10.31 12.20***

performance)

Error 121 | 102.24 .85

Note 1. **p <.01
Table 4. Mean Scores for Family Income

Demographic Control ADD HD Combined

Variables Group Group Group Group

Income 2554,76 2053,67 1618,18 1447,07
a ab ab b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2. The mean scores that do not share the same subscript on the same row are significantly

different from each other, on .05 alpha level of Tukey’s HSD.
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Figure 3. Mean Scores for Family Income
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Table 5. Mean Scores for Demographic Variables

Demographic Control ADD HD Group | Combined
Variables Group Group Group
Maternal education 11.81 9.00 8.45 8.93
a ab ab b
Breast feeding 12.90 12.73 18.82 10.75
ab ab a b
Relationship with 4.29 4.03 3.73 3.10
family a a ab b
Relationship with 4.43 3.62 3.63 3.17
friends a b ab b
Relationship with 4.71 3.97 4.18 3.49
teacher a b ab b
Academic 4.48 3.33 3.73 3.10
performance a b ab b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group Combined Group: Children in ADHD Combined Group.
Note 2. The mean scores that do not share the same subscript on the same row are significantly
different from each other, on .05 alpha level of Tukey’s HSD.

Demographic Variables

Academicperformance
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EADHD combined
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D ADHD hyperactivity
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Figure 4. Mean Scores for Demographic Variables

54



3.3. Differences of ADHD Diagnosis on Child Characteristics

3.3.1. Differences of ADHD diagnosis on WISC-R scores of children

In order to examine the association between diagnosis (including; control group,
ADHD inattentive type, ADHD hyperactivity type, ADHD combined type) and
WISC-R scores of children MANOVA was conducted. The results revealed a
significant main effect of diagnosis [Multivariate F (9, 289) = 1.42, ns, Wilks’
Lambda =.90, n”=.04] on WISC-R scores.

3.3.2. Differences of ADHD diagnosis on child depression scores

In order to examine the differences among four groups of children (namely; control
group, ADHD inattentive type, ADHD hyperactivity type, ADHD combined type) on
depression scores one way ANOVA was conducted. Analysis revealed significant
difference, F (3, 114) = 4.025, p<.01, ADHD diagnosis main effect on depression
scores of children. The post-hoc analysis following the ANOVA conducted by
Tukey’s HSD at.05 significance level revealed that children in control group
(M=4.95) had lower depression scores children in ADHD combined group
(M=11.60). Accordingly compared to children in control group, children in ADHD
combined group had significantly higher scores on Child Depression Inventory.
Children with ADHD inattentive type (M=10.45) and hyperactivity type (M=11.09)
did not differ on depression scores neither from each other nor from children in

ADHD group or control group.

Table 6. Analysis of Variance for Depression Scores of Children

Source df SS MS F
ADHD Diagnosis of Children 3 67564.640 | 225.213 4.02**
Error 114 6378.91 55.96

Note 1. p <.01
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Table 7. Mean Scores for Depression Scores of Children

Control ADD Group | HD Group Combined

Group Group
Child Depression 4.95 10.45 11.09 11.6
Scores a ab ab b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2: The mean scores that do not share the same subscript on the same row are significantly
different from each other, on .05 alpha level of Tukey’s HSD.
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Figure 5. Mean Scores for Depression Scores of Children

3.3.3. Differences of ADHD diagnosis on Rosenberg self-esteem scores of

children

In order to examine the differences among depression scores of four groups of
children one-way ANOVA was conducted. Analysis revealed significant difference
on Rosenberg scores of children in ADHD combined group, ADHD inattention
group and ADHD hyperactivity group and control group, F (3, 114) = 17.85, p<.05.
To interpret this main effect for self esteem scores, Tukey’s HSD was conducted
at.05 level. Post-hoc analysis revealed that children in control group (M=35.40) had
significantly higher Rosenberg self esteem scores from children in ADHD inattention
group (M=29.62) and children in ADHD combined group (M=28.45) however, when
compared to children in hyperactivity group (M=32.81), children in control group did
not have significantly different scores. Rosenberg scores of children in ADHD
inattention group were also not significantly different from either children in ADHD
hyperactivity group or children in ADHD combined group. Whereas children in
ADHD combined group had significantly lower scores than children in ADHD
hyperactivity group.
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Table 8. Analysis of Variance for Rosenberg Self Esteem Scores

Source df SS MS F
ADHD Diagnosis of Children 3 802.15 267.38 17.85***
Error 114 1707.61 14.98
Note 1. *** p <.001
Table 9. Mean Scores for Rosenberg Self Esteem Scores
Control ADD Group | HD Group Combined
Group Group
Rosenberg Self 35.40 29.62 32.81 28.45
Esteem Scores a bc ab c

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2. The mean scores that do not share the same subscript on the same row are significantly

different from each other, on .05 alpha level of Tukey’s HSD.
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Figure 6. Mean Scores for Rosenberg Self Esteem Scores

3.3.4. The differences of ADHD diagnosis on Conners scores rated by teacher

In order to examine the differences between diagnosis (consisting of; control group,

ADHD inattentive type, ADHD hyperactivity type, ADHD combined type) on

teacher rated Conner’s scores (namely; inattention scores, hyperactivity scores,

conduct disorder scores) of children MANOVA was conducted. The results revealed

a significant main effect of diagnosis [Multivariate F (9, 238) =, p <.001, Wilks’

Lambda, .51 n%=.20] on Conner’s scores.

Following multivariate analyses, Univariate analyses were performed for significant

main effects of diagnosis with Bonferroni correction. Thus, for the Univariate

57




analyses, the alpha values that were lower than .17 (found by dividing alpha level by
the number of subscales, i.e., .05/3 = .017 and rounded up to .02) were considered to
be significant with this correction. Based on this correction, the results indicated
diagnosis main effect for all Conner’s scores, F (3, 100) = 15.01, 15.71, 14.35, p
<.001, n?= .31, .32, .30, for inattention, hyperactivity, conduct disorder respectively.
Thus, to interpret this main effect post-hoc analyses was conducted by Tukey’s HSD
at.05 alpha level. Accordingly, participants in control group (M = 11.26, 9.31, 6.37
for inattention, hyperactivity, conduct disorder scores; respectively) had significantly
lower scores on all subscales of Conner’s than children diagnosed with ADHD
inattention type (M = 15.28, 14.20, 11.60 for inattention, hyperactivity, conduct
disorder scores; respectively), hyperactivity type (M = 14.73, 16.00, 13.09 for
inattention, hyperactivity, conduct disorder scores; respectively), combined type (M
= 16.96, 16.14, 12.90 for inattention, hyperactivity, conduct disorder scores;
respectively). However, children diagnosed with ADHD inattention type,

hyperactivity, combined type did not differ from each other on Conners scores.

Table 10. The Relationship between Conner’s Scores Rated by Teacher and
Diagnosis of Children

Multivariate Univariate
Source Wilks’ F df W F df W
Lambda

Conners .51 8.54*** | 9 300 | .20 - - -
ADHD

Conners ADD 15.01*** | 3,100 | .31
Conners HD 15.71*** | 3,100 | .31
Conners CD 14.35*** | 3,100 | .31

Note 1. ***p <.001; Conners ADHD: Conners ADHD Parent Rating Scale, Conners ADD: Conners
ADHD Parent Rating Inattention Subscale, Conners HD: Conners ADHD Parent Rating Hyperactivity
Subscale, Conners CD: Conner’s ADHD Parent Rating Conduct Disorder Subscale.
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Table 11. Mean Scores for Conner’s Scores Teacher Ratings

Inattention Hyperactivity Conduct

Scores Scores Disorder
Control Group 11.26 9.31 6.37
a a a
ADD Group 15.28 14.20 11.6
b b b
HD Group 14.73 16.00 13.09
b b b
Combined Group 16.96 16.14 12.9
b b b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group
Subscale.

Note 2. Inattention Scores: Scores on Conners ADHD Parent Rating Inattention Subscale,
Hyperactivity Scores: Scores on Conners ADHD Parent Rating Hyperactivity Subscale, Conduct
Disorder Scores: Conners ADHD Parent Rating Conduct Disorder Subscale.

Note 3. The mean scores that do not share the same subscript on the same column are significantly
different from each other, on.05 alpha level of Tukey’s HSD.
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Figure 7. Mean Scores for Conner’s Scores Teacher Ratings

3.3.5. The differences of ADHD diagnosis on Conners scores rated by mother

In order to examine the differences of diagnosis (consisting of; control group, ADHD
inattentive type, ADHD hyperactivity type, ADHD combined type) on mother rated
Conners scores (namely; inattention scores, hyperactivity scores, conduct disorder
scores) of children MANOVA was conducted. The results revealed a significant
main effect of diagnosis [Multivariate F (12, 301) = 7.44, p <.001, Wilks’ Lambda =
.50, n? = .20] on Conners scores.

Following multivariate analyses, Univariate analyses were performed for significant

main effects of diagnosis with Bonferroni correction. Thus, for the univariate
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analyses, the alpha values that were lower than .012 (found by dividing alpha level
by the number of subscales, i.e., .05/ = .012 and rounded up to .01) were considered
to be significant with this correction. Based on this correction, the results indicated
diagnosis main effect for all Conners scores, F (3, 117) = 18.31, 14.31, 14.74, 13.93,
p <.001, n? = .32, .27, .27, .26 for inattention, hyperactivity, oppositional defiant
disorder and conduct disorder scores; respectively. Thus, to interpret this main effect
post-hoc analyses was conducted by Tukey’s HSD at .05 alpha level. Accordingly,
on Conner’s inattention subscale, participants in control group (M = 7.19) had
significantly lower scores than children diagnosed with ADHD inattention type (M =
11.93), hyperactivity type (M = 11.91), combined type (M = 12.32). However
children diagnosed with ADHD inattention type, hyperactivity, combined type did

not differ from each other on Conners inattention scores.

On Conner’s hyperactivity subscale, children diagnosed with ADHD inattention type
(M =9.70) and children in control group (M = 9.14) did not differ significantly from
each other but they both had lower scores compared to children diagnosed with
ADHD hyperactivity type (M = 12.36) or ADHD combined type (M = 12.51).
However hyperactivity scores of children with ADHD hyperactivity type and ADHD

combined type were also not significantly different from each other.

On Conners oppositional defiant disorder subscale participants in control group (M =
7.19) had significantly lower scores than children diagnosed with ADHD inattention
type (M = 10.03), hyperactivity type (M = 11.18), combined type (M = 12.11). In
addition to this children diagnosed with ADHD inattention type had also
significantly lower scores than children with diagnosed with ADHD combined type.
However, oppositional defiant disorder scores of children with hyperactivity type did
not significantly differ from neither children diagnosed with ADHD inattention type

nor children diagnosed with ADHD combined type.

On Conners conduct disorder subscale participants in control group (M = 14.85) had
significantly lower scores than children diagnosed with ADHD inattention type (M =
20.50), hyperactivity type (M = 22.91), combined type (M = 25.37). In addition to
this children diagnosed with ADHD inattention type had also significantly lower

scores than children with diagnosed with ADHD combined type. However conduct
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disorder scores of children with hyperactivity type did not significantly differ from
neither diagnosed with ADHD inattention type nor diagnosed with ADHD combined

type.

Table 12. The Relationship between Conner’s Scores Rated by Mother and
Diagnosis of Children

Multivariate Univariate
Source Wilks’ F df W F df "
Lambda

ADHD 50 7.4477 [12,301.91] .20

Conners ADD 183177 | 3,117 | .32
Conners HD 143177 | 3,117 | .27
Conners ODD 147477 | 3,117 | .27
Conners CD 13.937 | 3,117 | .26

Note 1. ***p <.001, Conners ADHD: Conners ADHD Parent Rating Scale, Conners ADD: Conners
ADHD Parent Rating Inattention Subscale, Conners HD: Conners ADHD Parent Rating Hyperactivity
Subscale, Conners CD: Conners ADHD Parent Rating Conduct Disorder Subscale.

Table 13. Mean Scores for Conner’s Scores Mother Ratings

Inattention Hyperactivity | Oppositional Conduct
Scores Scores Defiant Disorder
Disorder

Control 7.19 9.14 7,19 14.85
Group a a a a
ADD 11.93 9.70 10.03 20.5
Group b b b b
HD Group 11.91 12.36 11.18 22.91
b b b b
Combined 12.32 12.51 12,11 25.37
Group b b b b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2. Inattention Scores: Scores on Conners ADHD Parent Rating Inattention Subscale,
Hyperactivity Scores: Scores on Conners ADHD Parent Rating Hyperactivity Subscale, Conduct
Disorder Scores: Conners ADHD Parent Rating Conduct Disorder Subscale.

Note 3. The mean scores that do not share the same subscript on the same column are significantly
different from each other, on .05 alpha level of Tukey’s HSD.
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3.3.6. Differences on child social support scores according to diagnostic status

In order to examine the differences of diagnosis (consisting of; control group, ADHD
inattentive type, ADHD hyperactivity type, ADHD combined type) on social support
appraisals scores (namely; social support perceived from family, social support
perceived from friends, social support perceived from teacher) of children
MANOVA was conducted. According to the results, there was no main effect of
diagnosis [Multivariate F (9, 272) = .74, ns, Wilks’ Lambda = .94, n* = .019] on
social support. Since, the Multivariate F was not significant Univariate analyses were

not examined.
3.4. Differences of ADHD Diagnosis on Maternal Characteristics
3.4.1. Differences on maternal anxiety scores according to diagnostic status

In order to examine the differences among maternal anxiety scores of four groups
(namely; control group, ADHD inattentive type, ADHD hyperactivity type, and
ADHD combined type) of children one way ANOVA was conducted. There were no
significant differences among maternal state anxiety scores of children in four groups
F (3, 117) = 2.41, ns. Whereas ADHD revealed significant differences on maternal
trait anxiety scores of mothers, F (3, 117) = 6.16, p <.001. The post-hoc analysis
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following ANOVA, was conducted by Tukey’s HSD at.05 alpha level revealed that

mothers of control group received significantly lower scores on maternal trait anxiety
(M=39.67) when compared to mothers of ADHD combined group (M=48.29).
However, children with ADHD inattentive type (M=43.90) and hyperactivity type

(M=42.91) did not differ from any groups on maternal trait anxiety scores.

Table 14. Analysis of Variance for Maternal State-Anxiety Scores

Source df SS MS F
ADHD Diagnosis of Children 3 801.51 267.17 241
Error 117 12954.46 110.72
Table 15. Analysis of Variance for Maternal Trait-Anxiety Scores
Source df SS MS F
ADHD Diagnosis of Children 3 1314.04 438.01 6.16***
Error 117 8324.38 71.15
Table 16. Mean Scores for Maternal Trait-Anxiety Scores
Control ADD HD Combined
Group Group Group Group
Maternal Trait Anxiety 39.67 43.90 4291 48.29
a ab ab b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2: The mean scores that do not share the same subscript on the same row are significantly
different from each other, on .05 alpha level of Tukey’s HSD.
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3.4.2. Differences on maternal depression scores according to diagnostic status
of children

In order to examine the differences of mothers in four groups of children (consisting
of; control group, ADHD inattentive type, ADHD hyperactivity type, ADHD
combined type) on depression scores, one-way ANOVA was conducted. Analysis
revealed significant difference of ADHD diagnosis on maternal depression scores; F
(3, 117) = 4.36, p <.01. According to the post-hoc analysis conducted by Tukey’s
HSD at.05 alpha level, depression scores of mothers having children in control group
(M = 11.45) were significantly lower than mothers having children in ADHD
combined group (M = 14.45). Mothers of children with ADHD inattentive type (M =
12.33) and hyperactivity type (M = 11.45) did not differ on depression scores neither
from each other nor from mothers of children in ADHD combined group (M = 14.46)
or control group (M =7.14).

Table 17. Analysis of Variance for Maternal Depression Scores

Source df SS MS F
ADHD Diagnosis of Children 3 840.13 280.04 4.36**
Error 117 7510.61 64.28

Note 1. **p <.01

Table 18. Mean Scores for Maternal Depression

Control ADD HD Combined
Maternal Depression 7.14 12,33 11,45 14.45
a ab ab b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2. The mean scores that do not share the same subscript on the same row are significantly
different from each other, on .05 alpha level of Tukey’s HSD.

64



Maternal Depression

=
s B

N B B B

5 —‘

Control ADD Group HD Group Combined
Group Group

= Maternal Depression

Figure 10. Mean Scores for Maternal Depression

3.4.3. Differences on maternal ADHD scores according to diagnostic status of
children

In order to examine the association between child’s ADHD diagnosis and maternal
ADHD scores (namely; inattention scores, hyperactivity scores, ADHD scores,
scores of ADHD related problems) of children MANOVA was conducted. The
results revealed a significant main effect of child diagnosis [Multivariate F (9, 280) =
2.41, p <.05, Wilks’ Lambda = .83, n> = .059] on ADHD scores of mothers.

Table 19. Differences on Maternal ADHD Scores According to Diagnostic Status of

Children
Multivariate Univariate
Source Wilks’ F df N F df | ¢°

Lambda

ADHD .83* 2.41* | 9,280 | .06
Maternal ADD 2.88ns | 3,117 | .07
Maternal HD 1,90ns | 3,117 | .05
Maternal ADHD 3,52ns | 3,117 | .08
Maternal ADHD 3,91* | 3,117 | .09
Related Problems

Note 1. p* <.01, Maternal ADD: Maternal Attention Deficit Hyperactivity scores for Inattention type,
Maternal HD: Maternal Attention Deficit Hyperactivity scores for Hyperactivity type, Maternal
ADHD: Maternal Attention Deficit Hyperactivity scores for combined type, Maternal ADHD Related
Problems: Maternal scores of life problems related to Maternal Attention Deficit Hyperactivity Scores
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Following multivariate analyses, Univariate analyses were performed for significant
main effects of diagnosis with Bonferroni correction. Thus, for the univariate
analyses, the alpha values that were lower than .012 (found by dividing alpha level
by the number of subscales, i.e., .05/4 = .012 and rounded up to .01) were considered
to be significant with this correction. Based on this correction, the results indicated
diagnosis main effect on maternal ADHD related problems scores; F (3, 117) = 3.91,
p <.01, n*=.09. Thus, to interpret this main effect post-hoc analyses was conducted
by Tukey’s HSD at .05 alpha level. Accordingly, mothers of participants in control
group (M = 14.33) had significantly lower ADHD related problems scores compared
to mothers of children diagnosed with ADHD combined type (M = 26.46). However,
there were no significant differences on maternal ADHD related problem scores
between mothers of children in ADHD inattentive group (M = 24.33) and mothers of
children in ADHD hyperactivity group (M = 23.73), also ADHD inattentive group
and mothers of children in ADHD hyperactivity group did not significantly differ

from either children in control group or children diagnosed with ADHD combined

type.

Table 20. Mean Scores of Maternal ADHD Scores According to Diagnostic Status

of Children

Maternal Maternal Maternal Maternal ADHD

ADD HD ADHD Related Problems
Control Group 4.24 4.57 23.14 14.33
a a a a
ADD Group 7,47 5.3 37.1 24.33
a a a ab
HD Group 7.73 9.27 40.73 23.73
a a a ab
Combined 8.03 6.89 41.39 26.46
Group a a a b

Note 1. Maternal ADD: Maternal Attention Deficit Hyperactivity scores for Inattention type, Maternal
HD: Maternal Attention Deficit Hyperactivity scores for Hyperactivity type, Maternal ADHD:
Maternal Attention Deficit Hyperactivity scores for combined type, Maternal ADHD Related
Problems: Maternal scores of life problems related to Maternal Attention Deficit Hyperactivity
Scores.

Note 2. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 3. The mean scores that do not share the same subscript on the same column are significantly
different from each other, on .05 alpha level of Tukey’s HSD.
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Figure 11. Mean Scores of Maternal ADHD Scores According to Diagnostic Status
of Children

3.4.4. The relationship between maternal coping styles and diagnosis of children

In order to examine the association between diagnosis and maternal coping scores
(namely; problem focused coping, emotion focused coping, indirect coping) of
children MANOVA was conducted. According to the results, there was no main
effect of diagnosis [Multivariate F(3, 115) = .67, ns, Wilks’ Lambda = .95, 5= .017]
on maternal coping scores. Since, the Multivariate F was not significant univariate

analyses were not examined.

3.4.5. Differences on maternal recognition of emotional maltreatment (misuse)

scores according to diagnostic status of children

In order to examine the differences on scores of maternal recognition about
emotional abuse among the mothers of four groups of children one-way ANOVA
was conducted. ADHD diagnosis (consisting of; control group, ADHD inattentive
type, ADHD hyperactivity type, ADHD combined type) had no significant
differences F (3, 117) = 1.99, ns on scores of maternal recognition of emotional
maltreatment among the mothers groups of children in four groups (Means for
children in ADHD control group, ADHD inattention group and ADHD hyperactivity
group and combined group are 58.43, 56.80, 53.73, 55.19, respectively).
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3.4.6. The relationship between scores of maternal approval of verbal and

physical discipline towards children and diagnosis of children

In order to examine the association between diagnosis and maternal approval of
verbal and physical discipline of children MANOVA was conducted. The results
revealed a significant main effect of diagnosis [Multivariate F (6, 232) =3.99, p
<.001, Wilks’ Lambda = .82, n2 =.094] on Conner’s scores.

Following multivariate analyses, Univariate analyses were performed for significant
main effects of diagnosis with Bonferroni correction. Thus, for the Univariate
analyses, the alpha values that were lower than .025 (found by dividing alpha level
by the number of subscales, i.e., .05/2 = .025 and rounded up to .03) were considered
to be significant with this correction. Based on this correction, the results indicated
diagnosis main effect for both maternal verbal F (3, 117) = 4.51, p <.01, n? = .104
and physical discipline, F (3, 117) =4.60, p <.01, 0% = .105. Thus, to interpret this
main effect post-hoc analyses was conducted by Tukey’s HSD at.05 alpha level.
Accordingly, participants in control group (M = 5.14) had significantly lower scores
on verbal discipline compared to children diagnosed with ADHD combined group
(M = 7.85). However there were no significant differences on verbal discipline
scores between control group and children in ADHD inattention type (M = 5.60),
children in ADHD hyperactivity group (M = 8.82). Similarly, children in ADHD
combined group also did not differ from children in ADHD inattention group,
children in ADHD hyperactivity group on verbal discipline scores.In addition to this,
children in ADHD inattention type and children in ADHD hyperactivity did not
differ from each other from each other on verbal discipline scores. Participants with
ADHD hyperactivity type (M = 7.60) had significantly higher scores on physical
discipline compared to children diagnosed with ADHD combined type (M = 2.98),
ADHD inattention type, control group. However there were no significant
differences on physical discipline scores among three groups (control group, ADHD

inattention type, ADHD combined type).
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Table 21. The Relationship between Scores of Survey of Standards for Discipline

Practices and Diagnosis of Children

Multivariate Univariate

Source Wilks’ F df W F df |
Lambda

ADHD .82 3.99*** 16,232 | .09

Attitudes towards 451* | 3.117 | .10
verbal discipline
practices

Attitudes towards 4.60* 10
physical discipline
practices

Note 1. ***p <.001, **p <.01, *p <.05

Table 22. Mean Scores of Survey of Standards for Discipline Practices and

Diagnosis of Children

Verbal Discipline Physical Discipline

Control Group 5.14 1.5
a a

ADD Group 5.6 2.19
ab a

HD Group 8.8 7.6
ab b

Combined Group 7.85 2.98
b a

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2. The mean scores that do not share the same subscript on the same column are significantly
different from each other, on .05 alpha level of Tukey’s HSD.

QUANTITATIVE MEASURES OF
VERBAL AND PHYSICAL VIOLENCE

u Verbal Physical

8,82
82 76 785

5,14 5,6 P —
— — 2,98
!5 !19 I .L
/.'l.f—. —r — b
Control ADD HD Combined
group

Figure 12. Mean Scores of Survey of Standards for Discipline Practices and
Diagnosis of Children
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3.4.7. Differences on qualitative scores of verbal and physical discipline
according to diagnostic status of children

Based on the data gathered in the semi-structured interview, calculations were made
to understand how frequent physical punishment and how many types of physical
punishment were used by mothers. When the frequency and the number of types in
physical punishment were calculated, another variable, namely the severity of
physical punishment, was created from the multiplication of these two variables.
However verbal discipline was indicated very frequently by mothers, whereas
children could not give reliable frequency information so the severity of verbal
discipline was created based on only the number of verbal discipline types.
Following this procedure, quantitative analyses were conducted with these severity

variables created based on the information gathered with qualitative methods.

In order to examine the differences of children’s diagnostic status on qualitative
scores of verbal and physical discipline One-way ANOVA were conducted. Analysis
revealed significant difference of diagnostic status on verbal discipline scores of
mothers; F (3, 114) = 5.18, p <.01. Accordingly, qualitative verbal discipline scores
of mothers having children in control group (M = 1.60) were significantly lower than
mothers having children in ADHD combined group (M = 2.80). Whereas, mothers of
children with ADHD inattentive type (M = 2.14) and hyperactivity type (M = 3.0)
did not differ on qualitative verbal discipline scores neither from each other nor from
mothers of children in ADHD combined group or control group. According to the
analysis there were significant differences among qualitative physical discipline
scores of mothers; F (3, 114) = 3.20, p <.05. Accordingly, qualitative physical
discipline scores of mothers having children in control group (M = 1.40) were
significantly lower than mothers having children in ADHD combined group (M =
4.26). Whereas, mothers of children with ADHD inattentive type (M = 3.39) and
hyperactivity type (M = 3.27) did not differ on qualitative physical discipline scores
neither from each other nor from mothers of children in ADHD combined group or

control group.

70



Table 23. Differences on Qualitative Scores of Verbal Discipline According to

Diagnostic Status of Children

Source df SS MS F
ADHD Diagnosis of Children 3 139.82 46.61 5.18**
Error 114 1025.231 8.99

Note. **p <.01.

Table 24. Differences on Qualitative Scores of Physical Discipline According to

Diagnostic Status of Children

Source df SS MS F
ADHD Diagnosis of Children 3 30.87 10.096 3.20*
Error 114 360.188 3.160

Note. **p <.05.

Table 25. Mean Scores of Qualitative Data about Verbal and Physical Discipline

According to Diagnostic Status of Children

Qualititative Verbal Discipline | Qualititative Physical Discipline

Control 1.60 1.40
a a

ADD 2.14 3.39
ab ab

HD 3.00 3.27
ab ab

Combined 2.80 4.26
b b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2. The mean scores that do not share the same subscript on the same column are significantly

different from each other, on .05 alpha level of Tukey’s HSD.
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Figure 13. Mean Scores of Qualitative Data about Verbal and Physical Discipline
According to Diagnostic Status of Children
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3.5. Inter-correlations between groups of variables

Before the Regression Analyses, Pearson correlation analyses were carried out in
order to examine the relationship between Conners scores, depression scores,
Rosenberg self esteem scores of children, quantitative scores of maternal attitudes
towards verbal and physical discipline, qualitative scores of maternal verbal and
physical discipline towards children and other variables of the study such as;
demographic variables, child and maternal characteristics, social support perception

of both children and mothers, and maternal past experiences.

Considering the large sample size, among the significant correlations only those
having a correlation coefficient larger than .35 were interpreted. According to the
results a maternal scores on attitudes towards verbal discipline had significant
positive correlations with Conner’s HD (r = .41, p <.001), Conner’s ODD scores (I =
49, p <.001), Conner’s CD scores (r = .49, p <.001), maternal scores on attitudes
towards physical discipline (r = .63***, p <.001), maternal scores on qualitative data
about physical discipline (r = .36, p <.001). Thus, as maternal scores on attitudes
towards verbal discipline increased Conner’s HD, Conner’s ODD scores, Conner’s
CD scores, maternal scores on attitudes towards physical discipline, maternal scores

on qualitative data about physical discipline also increased.

According to the results maternal scores on both attitudes towards verbal discipline
and attitudes towards physical discipline had significant negative correlations with
none of the variables; however, attitudes towards physical discipline had significant
positive correlations with child depression scores (r = .38, p <.001) and maternal
attitudes towards verbal discipline (r = .63, p <.001). Thus, as scores on attitudes
towards physical discipline increased child depression scores and maternal scores on

attitudes towards verbal discipline increased.

According to the results maternal scores on qualitative data about physical discipline
had significant negative correlations with none of the variables however it had
positive correlations with Conner’s ODD scores (r = .41, p <.001), Conner’s CD
scores (r = .42 p <.01), maternal scores on attitudes towards verbal discipline (r =

.36, p <.001). Thus, as maternal scores on qualitative data about physical discipline
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increased Conner’s ODD scores, Conner’s CD scores, maternal scores on attitudes

towards verbal discipline also increased.

According to the results qualitative scores of verbal discipline had significant
positive correlations with Conner’s ADD (r = .35, p <.001). Thus, as qualitative

scores of verbal discipline increased Conner’s ADD scores increased also.

According to the results child depression scores had significant negative correlations
with Rosenberg self esteem scores (r = -.53, p <.001) however it had positive
correlations with maternal attitudes towards physical discipline (r = .38, p <.001).
Thus, as child depression scores increased maternal attitudes towards physical

discipline also increased however Rosenberg self esteem scores decreased.

According to the results Rosenberg self-esteem scores had significant negative
correlations with child depression scores (r = -.53, p <.001), Conners ADD (r = -.40,
p <.01), Conners ODD scores (r = -.40, p <.001), Conners CD scores (r = -.39, p
<.001) however it had positive correlations with quality of relationship with friends
(r =.39, p <.001) and with teacher (r = .41, p <.001). Thus, as Rosenberg self esteem
scores increased quality of relationship with friends and with teacher increased as
well, however, Conners ODD scores and Conners CD scores child depression scores

decreased.

According to the results Conners ADD scores had negative correlations with quality
of relationship with family (r = -.36, p <.001), with teacher (r = -.39, p <.001), with
friends (r = -.40, p <.001) and academic performance (r = -.38, p <.001), Rosenberg
self-esteem scores (r = -.39, p <.001); it had significant positive correlations with
Conner’s HD (r = .45, p <.001), Conners ODD scores (r = .55, p <.001), Conner’s
CD scores (r = .48, p <.01), qualitative data about verbal discipline (r = .35, p <.001).
Thus, as Conners ADD scores increased Conners HD, Conners ODD scores, Conners
CD scores, qualitative data about verbal discipline increased, however quality of
relationship with family, with teacher, with friends and academic performance

decreased.
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According to the results Conners HD scores had negative correlations with quality of
relationship with family (r = -.35, p <.001) and had significant positive correlations
with Conners ADD (r = .45, p <.01), Conners ODD scores (r = .53, p <.001),
Conners CD scores (r = .48, p <.001), attitudes towards verbal discipline (r = .41, p
<.001). Thus, as Conner’s ADD scores increased Conners HD, Conners ODD scores,
Conners CD scores, attitudes towards verbal discipline increased, however quality of

relationship with family decreased.

According to the results Conners ODD scores had negative correlations with quality
of relationship with family (r = -.61, p <.001), with teacher (r = -.43, p <.001), with
friends (r = -.53, p <.001), Rosenberg self-esteem scores (r = -.40, p <.001) had
significant positive correlations with Conner’s ADD (r = .55, p <.01), Conner’s
Conners HD scores (r = .53, p <.001), Conner’s CD scores (r = .92, p <.001) attitudes
towards verbal discipline (r = .49, p <.001), qualitative data about physical discipline
(r=.41, p <.001). Thus, as Conners ODD scores increased, Conners ADD, Conners
HD scores, Conners CD scores, attitudes towards verbal discipline, qualitative data
about physical discipline scores increased as well, however quality of relationship
with family, with teacher, with friends, Rosenberg self-esteem scores decreased.

According to the results, Conner’s CD scores had negative correlations with quality
of relationship with family (r = -.50, p <.001) with teacher (r = -.59, p <.001),
Rosenberg self-esteem scores (r = -.39, p <.001), however it had significant positive
correlations with Conner’s ADD (r = .48, p <.01), Conner’s HD scores (r = .48, p
<.001), Conner’s ODD scores (r = .92, p <.001) attitudes towards verbal discipline (r
= .49, p <.001), qualitative data about physical discipline (r = .42, p <.001). Thus, as
Conner’s CD scores increased Conner’s ADD, Conner’s HD scores, Conner’s CD
scores, attitudes towards verbal discipline, qualitative data about physical discipline
also increased, however as quality of relationship with family, with teacher, with

friends, Rosenberg self esteem scores decreased, Conner’s CD scores increased.
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Table 26. Correlations between Demographic Variables and Main Study Variables

7

Variables Gender | Child’s | Income | Maternal Paternal Bottle Nipple Breast Walking | Number of
age Education Education Using Using Feeding Age Siblings

V-dispapr. | .21 -11 -.06 -.04 -19 12 -01 -10 .09 A1

P -disp apr. .08 -12 -.04 -12 -17 .04 -01 .09 27 A1
REMS -.09 -.09 28" 237 19" 01 .09 -15 01 -317
P- disp prc. 11 -.04 -13 -.03 -.02 -.04 .05 -.08 22" 10
V- disp pre. 19 .06 -12 -.16 -.09 -01 -.05 -.07 .05 -.01
CDI 16 217 -15 -18 -17 -.06 .04 .004 .05 .07
Self-Esteem .08 .09 247 23" 16 .03 .01 .003 -.07 -.06
Con-ADD 17 .09 -.08 -21 .02 .08 12 12 10 11
Con-HD 18" =22 -15 -15 -.01 .06 .10 -12 .000 .06
Con-ODD 26 10 217 =207 =207 .03 .05 -.02 -.10 -.01
Con-CD 297 .05 -197 -197 =217 .01 .07 .01 -.03 11

Note 1. ***p <.001, **p < .01, *p < .05

Note 2. Con-ADD: Con-ADHD Parent Rating Inattention Subscale, Con- HD: Con- ADHD Parent Rating Hyperactivity Subscale, Con- CD: Con-ADHD Parent Rating
Conduct Disorder Subscale; CDI: Scores on Child Depression Inventory; Self-esteem: Rosenberg Self-Esteem Scores.

Note 3. REMS: scores on Recognition of Emotional Maltreatment Scale; V- disp apr.: Quantitative scores of mothers on approval of verbal discipline; - disp apr.: Quantitative
scores of mothers on approval of physical discipline; V- disp prc.: Qualitative scores of mothers on practicing verbal discipline; P- disp prc.: Qualitative scores of mothers on
practicing physical discipline.
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Table 27. Correlations between Child Characteristics and Main Study Variables

Variables CDI Self - WISC-R WISC -R WISC -R Rel. With Rel. With Rel. With Academic
Esteem Verb. 1Q Perf. 1Q Total 1Q Family Teacher Friends Performance

V- disp apr. 24" -19 -12 -.004 -.06 337 -18" 327 -11

P -disp apr. 38" -.20 -13 .002 -.06 -17 .001 -.06 .004
REMS -.09 327 .07 .09 .09 22" 25 17 18

P- disp prc. 15 =247 -.30 -11 -.08 -25 25 337 -.18
V- disp prec. .06 -.19 -.14 -17 -17 -23" -.18 -26 -28"
CDI 1 -537" -20° .08 =207 -15 -.15 -26" =23
Self-Esteem -537" 1 23" 14 21 337 4177 397 347
Con-ADD -001 -15 -2877 =25 -2977 -36 -39 -407 387
Con-HD -.08 -.03 .003 .02 01 -35 17 -.20* -.10
Con-ODD .06 -17 -23 -23 =237 -617 -437 -537" -327
Con-CD .02 -15 -.26 =247 -26° -50 -59" 2347 -.02

Note 1. ***p <.001, **p < .01, *p < .05
Note 2. Con-ADD: Con-ADHD Parent Rating Inattention Subscale, Con- HD: Con- ADHD Parent Rating Hyperactivity Subscale, Con- CD: Con-ADHD Parent Rating

Conduct Disorder Subscale; CDI: Scores on Child Depression Inventory; Self-esteem: Rosenberg Self-Esteem Scores.
Note 3. REMS: scores on Recognition of Emotional Maltreatment Scale; V- disp apr.: Quantitative scores of mothers on approval of verbal discipline; - disp apr.: Quantitative
scores of mothers on approval of physical discipline; V- disp prc.: Qualitative scores of mothers on practicing verbal discipline; P- disp prc.: Qualitative scores of mothers on

practicing physical discipline.
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Table 28. Correlations between Social Support Perception of Both Mother and Children and Main Study Variables

Variables | Maternal Perceived | Maternal Perceived | Maternal Perceived | Child Perception | Child Perception | Child Perception
SS.- Sign. Other SS. -Family SS. - Friend of SS -Teacher of SS. - Family of SS. - Friend

V- disp -.05 -.20* -.10 -.06 01 .06

apr.

P -disp 11 .01 .03 -.02 -.05 -01

apr.

REMS A2 16 VA ekolel -.14 .07 -.01

P- disp -.09 -11 -.08 .04 .003 .09

prc.

V- disp -.05 -.06 -.01 .05 -.10 12

prc.

CDI -.08 .04 .02 -.02 -.03 -.06

Self- -.03 .07 21* -.08 .07 .06

Esteem

Con-ADD -.15 -17 -.22*% .05 -.13 -.05

Con-HD -.05 -.04 -.18* -.001 -17 -.05

Con-ODD -.18 -.23* -.23* -.09 -.04 -.07

Con-CD -21 -.23 -.25** -.15 -.03 -.10

Note 1. REMS: scores on Recognition of Emotional Maltreatment Scale; V- disp apr.: Quantitative scores of mothers on approval of verbal discipline; - disp apr.: Quantitative
scores of mothers on approval of physical discipline; V- disp prc.: Qualitative scores of mothers on practicing verbal discipline; P- disp prc.: Qualitative scores of mothers on
practicing physical discipline; Maternal Perceived SS.- Sign. Other:Maternal perception of social support from significant other; Maternal Social Support - Family: Maternal
perception of social support from family; Maternal Perceived SS. - Friend: Maternal perception of social support from family Child Perception of SS - Teacher: Child

perception of social support from teacher;

perception of social support from family.

Child Perception of SS. - Family Child perception of social support from family; Child Perception of SS. — Friend: Child




Table 29. Correletions between Conners Attention Deficit Hyperactivity Parent Rating Scale and main study variables

Variables CONNERS ADD CONNERS HD CONNERS ODD CONNERSCD
V- disp apr. 29 4177 4977 4977
P -disp apr. 20" 16 29 28"
REMS -11 -11 =257 =22
P- disp prec. 23 28" 4177 427
V- disp prec. 35 22 28" 23
CDI 20" .04 337 327
Self-Esteem 407 -22" -407 -39
Con-ADD 1 457 55 48"
Con-HD 457 1 53 48"
Con-ODD 55 537 1 927"
Con-CD 48™ 48" 927" 1

- Note 1. ***p < .001, **p < .01, *p < .05

®© Note 2. Con-ADD: Con-ADHD Parent Rating Inattention Subscale, Con- HD: Con- ADHD Parent Rating Hyperactivity Subscale, Con- CD: Con-ADHD Parent Rating
Conduct Disorder Subscale; CDI: Scores on Child Depression Inventory; Self-esteem: Rosenberg Self-Esteem Scores.
Note 3. REMS: scores on Recognition of Emotional Maltreatment Scale; V- disp apr.: Quantitative scores of mothers on approval of verbal discipline; - disp apr.: Quantitative
scores of mothers on approval of physical discipline; V- disp prc.: Qualitative scores of mothers on practicing verbal discipline; P- disp prc.: Qualitative scores of mothers on
practicing physical discipline; Maternal Perceived SS.- Sign. Other: Maternal perception of social support from significant other; Maternal Social Support -Family: Maternal
perception of social support from family; Maternal Perceived SS. - Friend: Maternal perception of social support from family Child Perception of SS -Teacher: Child
perception of social support from teacher; Child Perception of SS. - Family Child perception of social support from family; Child Perception of SS. — Friend: Child
perception of social support from family
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Table 30. Correlations between Discipline Styles Used by Mothers

Variables V- disp apr. P -disp apr. REMS P- disp prec. V- disp prec.
V- disp apr. 1 63*** -.19* 36%** A19*

P -disp apr. B3*** 1 -.18 29%* 18
REMS -.19* -.18 1 -.25%* -17

P- disp prc. 36*** 29** -.25** 1 34F*r*
V- disp prec. 19* 18 -17 34F** 1

Note 1. ***p <.001, **p < .01, *p < .05
Note 2. REMS: scores on Recognition of Emotional Maltreatment Scale; V- disp apr.: Quantitative scores of mothers on approval of verbal discipline; - disp apr.: Quantitative

scores of mothers on approval of physical discipline; V- disp prc.: Qualitative scores of mothers on practicing verbal discipline; P- disp prc.: Qualitative scores of mothers on
practicing physical discipline

Table 31. Correlations between Young Parenting Inventory Mother Subscale and Main Study Variables

Variables YAl YA2 YA3 YA4 YAS YAb6 YAT7 YAS8 YA9 YA10
V- disp apr. -13 -.08 -14 -.003 .02 -13 -.03 -.03 15 .04
P -disp apr. -12 -.10 -.04 -.08 15 .08 -.05 -.02 .02 18*
REMS -.08 -.10 .09 .09 -14 01 .09 14 -06 -11
P- disp prc. -.05 -.01 -.10 16 .02 -.04 15 -.01 16 .04
V- disp prec. -.07 -.07 -.03 -14 15 -.06 .02 .06 .04 -.01
CDI 15 A3 -.09 10 .06 27** -.07 -.002 10 27**
Self-Esteem -14 -.26%* .08 .05 -.19* -.20* -14 -.07 -13 -.16
Con-ADD 18 16 .04 -.03 10 -.02 .03 A9 21 A1
Con-HD 12 .003 -.60 10 11 -.10 14 .07 13 .09
Con-ODD 14 -.003 -12 -.03 .04 -11 .01 .06 .08 12
Con-CD .09 .008 -13 .03 .03 -.09 .03 .01 .04 15

Note 1. ***p <.001, **p < .01, *p < .05
Note 2. Con-ADD: Con-ADHD Parent Rating Inattention Subscale, Con- HD: Con- ADHD Parent Rating Hyperactivity Subscale, Con- CD: Con-ADHD Parent Rating

Conduct Disorder Subscale; CDI: Scores on Child Depression Inventory; Self-esteem: Rosenberg Self-Esteem Scores.
Note 3. YAIL: belittling/criticizing; YAZ2: emotionally depriving; YA3: exploitative/abusive parenting; YAA4: overprotective/anxious; YAS5: Normative
conditional/achievement focused; YAG: over pessimistic/worried; YAT: over pessimistic/worried; YA8: permissive/boundless; YA9: Punitive; YAL0: restricted/emotionally

inhibited
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Table 32. Correlations between Young Parenting Inventory Father Subscale and Main Study Variables

Variables YB1 YB2 YB3 YB4 YB5 YB6 YB7 YB8 YB9 YB10
V- disp apr. -.004 -.08 -.06 -.05 -.03 .05 -.03 -.05 .09 01
P -disp apr. -.05 -.09 -.08 -.07 14 14 -.01 -.04 .04 -.04
REMS -.09 -.01 -.03 18 -.24 -.04 -.21* .08 .07 -.05
P- disp prc. .01 .004 -11 .05 -.03 .02 16 .08 13 .03
V- disp prec. -.05 -.09 -.07 -.12 13 -.03 .04 .06 .09 -.10
CDI 16 .08 -.14 11 .05 33F** -.06 .08 .10 11
Self-Esteem -11 -12 .03 .02 -.22 -.18 -12 -.04 -.06 -.04
Con-ADD .09 .08 -.03 -.03 14 -.02 .04 14 14 -.01
Con-HD .02 -.01 -.01 -.004 .03 -.10 .06 .06 .08 .09
Con-ODD 14 -.04 -11 -.04 10 .000 12 .06 .05 .004
Con-CD .07 -.01 -.13 01 .04 -.01 15 -.01 .03 -.02

Note 1. ***p < .001, **p <.01,* p < .05
Note 2. YB1: belittling/criticizing; YB2: emotionally depriving; YB3: exploitative/abusive parenting; YB4: overprotective/anxious; YB5: Normative conditional/achievement

focused; YBG6: over pessimistic/worried; YB7: over pessimistic/worried; YB8: permissive/boundless; YB9: Punitive; YB10: restricted/emotionally inhibited.
Note 3. REMS: scores on Recognition of Emotional Maltreatment Scale; V- disp apr.: Quantitative scores of mothers on approval of verbal discipline; - disp apr.: Quantitative
scores of mothers on approval of physical discipline; V- disp prc.: Qualitative scores of mothers on practicing verbal discipline; P- disp prc.: Qualitative scores of mothers on

practicing physical discipline.
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Table 33. Correlations between Maternal Characteristics and Main Study Variables

Variables BDI STAI-S STAI-T ADD HD ADHD ADHD REL. PROB.
ADHD 29F** 23 35 22* 25** 25**
V- disp apr. 22* 17 18* .16 18 21* 21*
P -disp apr. 23* 10 .18* 13 .04 .08 .07
REMS -.22 -.25** -.25** -.20 -.05 -.12 -11
P- disp prec. 28** 18 28** 10 .02 15 .20*
V- disp prec. 12 13 21* 12 14 .16 15
CDI 15 .08 .05 -.001 -.08 .02 .06
Self-Esteem 36*** -.22* -23* -.15 -.03 -.15 -17
Con-ADD 36*** 11 22* A1F** 26** A0*** 37Fr*
Con-HD 19* 13 19* 22* 29* 30*** 28**
Con-ODD 34F** 26** 27 * 14 15 24** 28**
Con-CD 37x** 28** 29*F** .09 .09 .20* 24**

Note 1. ***p <.001, **p < .01, *p < .05

Note 2. Con-ADD: Con-ADHD Parent Rating Inattention Subscale, Con- HD: Con- ADHD Parent Rating Hyperactivity Subscale, Con- CD:

Conduct Disorder Subscale; CDI: Scores on Child Depression Inventory; Self-esteem: Rosenberg Self-Esteem Scores.
Note 3. REMS: scores on Recognition of Emotional Maltreatment Scale; V- disp apr.: Quantitative scores of mothers on approval of verbal discipline; - disp apr.: Quantitative
scores of mothers on approval of physical discipline; V- disp prc.: Qualitative scores of mothers on practicing verbal discipline; P- disp prc.: Qualitative scores of mothers on

practicing physical discipline

Con-ADHD Parent Rating

Note 4. BDI: Beck Depression Inventory, Maternal ADD: Maternal Attention Deficit scores (Inattention scores), Maternal HD: Maternal Hyperactivity Scores, Maternal
ADHD: Maternal Attention Deficit Hyperactivity Scores, Maternal problems related to ADHD: Maternal scores of problems related to Attention Deficit Hyperactivity Scores
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Table 33. Continued

Variables PFC EFC INDC EXTR CONSC. NEURT OPN Neg.Val AGRB
ADHD -.13 09 -.03 -.05 -15 17 -11 15 .001
V- disp apr. .02 25** .03 .06 -.07 21* 13 .05 13
P -disp apr. -.08 23** -.03 -.03 -.03 20* -.04 .08 14
REMS 28** -.20* -.02 .02 12 -.25** .08 -17 .09
P- disp prec. -.20* 21* .05 11 -.05 .16 .02 .06 10
V- disp prec. -.19* .03 .02 .04 -.03 A1 .08 -.03 .06
CDI -.07 .09 -11 -.10 .08 14 .04 .06 .02
Self-Esteem 11 -.19* .01 .06 .08 - 24*** .02 -.06 11
Con-ADD -21* 12 -.003 -.10 - 24** 20* -.03 18* .03
Con-HD .07 21* .05 -.05 -.09 15 -.02 .07 13
Con-ODD -.13 17 .006 .002 -.07 18 .05 .09 .09
Con-CD - 59*** -.50*** -.61*F** -.003 -.06 20* 10 .09 .09

Note 1. ***p <.001, **p < .01, *p < .05

Note 2. REMS: scores on Recognition of Emotional Maltreatment Scale; V- disp apr.: Quantitative scores of mothers on approval of verbal discipline; - disp apr.: Quantitative
scores of mothers on approval of physical discipline; V- disp prc.: Qualitative scores of mothers on practicing verbal discipline; P- disp prc.: Qualitative scores of mothers on
practicing physical discipline.
Note 3. PFC: Problem Focused Coping Style of Mother;EFC: Emotion Focused Coping Style of Mother; INDC: Indirect Coping Style of Mother; EXTR: Extraversion scores
of mothers on basic personality questionnaire; NRT: Neuroticism scores of mothers on basic personality questionnaire;OPN: Openness scores of mothers on basic personality
questionnaire;CONS: Conscientousness scores of mothers on basic personality questionnaire; AGRB: Agreeableness scores of mothers on basic personality questionnaire;
Neg.Val.: Negative Valence scores of mothers on basic personality questionnaire.




3.6. Three Sets of Hierarchical Linear Regressions

Three sets of hierarchical regression analyses were conducted to examine the
associations among the variables of the study. Hierarchical regression analyses were
performed in three sets to reveal the predictors of the (i) Conners scores of children
and (ii) physical and verbal discipline directed towards children (iii) psychological

characteristics and symptomatology of children.

3.6.1. Variables associated with Conners scores of children

Separate hierarchical regression analyses were conducted to reveal the significant
associates of Conners scores of children; namely; inattention scores, hyperactivity
scores, oppositional defiant disorder and conduct disorder scores. Variables were
entered into the equation in five steps. In order to control for the possible effects of
demographic variables (i.e., gender, age, parental status and sibling number), they
were entered (via stepwise method) into the equation in the first step. After
controlling for the demographic variables, maternal factors related to the mothers
past life (such as; mothers perception about her parents parenting attitudes, how
much abusive her childhood was) were hierarchically entered into the equation. In
the third step maternal factors related to the mothers current life (such as; mothers
scores of depression, anxiety, adult ADHD, coping styles, personality characteristics,
perception about her social support, about her parents parenting attitudes, and about
how much abusive her childhood was) were hierarchically entered into the equation.
In the fourth step social support appraisals and in the fifth step self esteem and
depression scores of children were hierarchically entered into the equation. The final
step was consisted of recognition of emotional maltreatment, quantitative scores of

verbal and physical discipline that mothers use as discipline techniques.

3.6.2. Variables associated with scores of attitudes towards maltreatment
(namely; scores of recognition of emotional maltreatment, quantitative

scores of verbal and physical discipline directed to children)

Separate hierarchical regression analyses were conducted to reveal the significant

associates of attitudes towards maltreatment (namely; scores of recognition of
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emotional maltreatment, quantitative scores of verbal and physical discipline directed
to children). Variables were entered into the equation in five steps. In order to control
for the possible effects of demographic variables (i.e., gender, age, parental status
and sibling number), they were entered (via stepwise method) into the equation in the
first step. After controlling for the demographic variables, maternal factors related to
the mothers past life (such as; mothers perception about her parents parenting
attitudes, how much abusive her childhood was) were hierarchically entered into the
equation. In the third step maternal factors related to the mothers current life (such
as; mothers scores of depression, anxiety, adult ADHD, coping styles, personality
characteristics, perception about her social support, about her parents parenting
attitudes, and about how much abusive her childhood was) were hierarchically
entered into the equation. In the fourth step psychological characteristics of children
(namely; social support appraisals, self esteem and family relationship scores) were
hierarchically entered into the equation. The fifth step was consisted of Conners

scores of children. In the final step child depression was entered to the equation.

3.6.3. Variables associated with psychological characteristics of children

Separate hierarchical regression analyses were conducted to reveal the significant
associates of psychological characteristics; namely; Rosenberg self-esteem scores
and depression scores of children. Variables were entered into the equation in four
steps. In order to control for the possible effects of demographic variables (i.e.,
gender, age, parental status and sibling number), they were entered (via stepwise
method) into the equation in the first step. After controlling for the demographic
variables, maternal factors related to the mothers past life (such as; mothers
perception about her parents parenting attitudes, how much abusive her childhood
was) were hierarchically entered into the equation. In the third step maternal factors
related to the mothers current life (such as; mothers scores of depression, anxiety,
adult ADHD, coping styles, personality characteristics, perception about her social
support, about her parents parenting attitudes, and about how much abusive her
childhood was) were hierarchically entered into the equation. The final step was
consisted of recognition of emotional maltreatment and quantitative scores of verbal

and physical discipline that mothers use as discipline techniques.
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3.6.1. Variables associated with Conner’s scores of children

3.6.1.1. Variables associated with Conner’s ADD scores of children

Hierarchical regression analysis run for the Conner’s ADD (inattention) scores of
Children (see Table 34.) revealed that, among the control variables maternal
education had a significant association with Conner’s ADD (inattention) scores of
Children [B =-.20, t (106) = -2.12, p <.05, pr = -.20] and this variable explained 4 %
of the variance (F change [1, 107] = 4.48, p <.05). After controlling for this factor,
among the factors of maternal past experiences; maternal perception of having a
punitive mother [ = .21, t (106) = 2.30, p <.05, pr = .22] had a significant positive
association with Conner’s ADD (inattention) scores of Children. Maternal perception
of having a punitive mother increased explained variance to 9% (F change [1, 106] =
5.28, p <.05). Among the factors of maternal current characteristics; maternal ADD
(inattention) scores [B = .37, t (105) = 4.10, p <.001, pr = .36] had a significant
positive association with Conner’s ADD (inattention) scores of Children. Maternal
ADD (inattention) scores increased explained variance to 21% (F change [1, 104] =
16.79, p <.001). Self esteem of children [ = -.32, t (104) = -3.82, p <.001, pr = -.35]
had a significant negative association with Conner’s ADD scores of Children. Self
esteem of children increased explained variance to 31% (F change [1, 104] = 14.58, p
<.05).

Totally four variables, namely maternal education status, maternal perception of
having a punitive mother, maternal ADD scores and self esteem of children were
found to be significantly associated with Conner’s ADD (inattention) scores of
Children. As maternal perception of having a punitive mother, maternal ADD scores
increased Conners ADD (inattention) scores of Children also increased. However, as
maternal education status and self esteem of children increased Conners ADD

(inattention) scores of children decreased.

3.6.1.2. Variables associated with Conner’s HD scores of children

Hierarchical regression analysis run for the Conners HD scores of children (see
Table 34.) revealed that, age of saying the first word [p = -.20, t (107) = -2.06, p
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<.05, pr = -.20], the length of using nipple [ = .24, t (106) = 2.48, p <.05, pr = .23]
and maternal educational status [ = -.21, t (105) = -2.27, p <.05, pr = -.22] had a
significant association with HD scores. Age of saying the first word explained 4 % of
the variance (F change [1, 107] = 4.27, p <.05), the length of using nipple explained
9 % of the variance (F change [1, 106] = 6.16, p <.05) and maternal educational
status 13 % of the variance (F change [1, 105] = 5.14, p <.05). Among the factors of
maternal current characteristics, ADHD related problems [ = .27, t (104) = 3.04, p
<.01, pr = .28] had a significant positive association with Conners HD scores of
children and this variable explained 20 % of the variance (E change [1, 104] =9.22, p
<.01). After controlling for this factor, maternal quantitative scores on approval of
verbal discipline [ = .33, t (103) = 3.88, p <.001, pr = .32] had a significant positive
association with Conners HD scores of children and this variable increased explained
variance to 31 % (F change [1, 103] = 15.02, p <.001).

Totally five variables, namely age of saying the first word, the length of using nipple,
maternal educational status, maternal ADHD related problems, quantitative maternal
approval of verbal discipline were found to be significantly associated with Conners
HD scores of children factor. As the length of using nipple and maternal quantitative
maternal approval of verbal discipline increased Conners HD scores of children also
increased. However, as saying the first word, maternal educational status and
maternal ADHD related problems increased Conners HD scores of children

decreased.

3.6.1.3. Variables associated with Conner’s ODD scores of children

Hierarchical regression analysis run for the Conner’s ODD scores of children (see
Table 34.) revealed that, among the control variables income had a significant
association with Conners ODD scores of children [B = -.21, t (107) = -2.17, p <.05,
pr = -.21] and it explained 4% (E change [1, 107] = 4.70, p <.05) of the variance.
After controlling for this factor, among the factors of maternal current characteristics
maternal depression [ = .34, t (106) = 3.63, p <.001, pr = .33] had a significant
positive association with Conner’s ODD scores of children and this variable
increased explained variance to 15% (F change [1, 106] = 13.19, p <.001). Among
the factors of psychological characteristics of children, self esteem [ = -.32, t (105)
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= -3.39, p <.001, pr = -.31] had a significant negative association with Conner’s
ODD scores of children and this variable increased explained variance to 23% (E
change [1, 105] = 11.51, p <.001). After controlling for this factor, among the factors
of abusive discipline attitudes verbal discipline [ = .41, t (104) =5.24, p <.001, pr =
40] had a significant association with Conner’s ODD scores of children increased
explained variance to 39 % (E change [1, 104] = 27.46, p <.001).

Totally five variables, namely family income, maternal perception of childhood
sexual abuse, maternal depression scores, maternal verbal discipline and self esteem
scores of children were found to be significantly associated with Conner’s ODD
scores of children. As maternal childhood sexual abuse, maternal ADHD related
problems, maternal verbal discipline increased Conner’s ODD scores of children also
increased. However, as family income and self esteem scores of children increased

Conner’s ODD scores of children decreased.

3.6.1.4. Variables associated with Conners CD scores of children

Hierarchical regression analysis run for the Conners CD scores of children (see Table
34.) revealed that, paternal educational status had a significant association with
Conners CD scores of children [ = -.19, t (107) = -2.08, p <.05, pr = -.20] and this
variable explained 4 % of the variance (E change [1, 107] = 4.37, p <.05). After
controlling for this factor, among the factors of maternal current characteristics
maternal depression scores [p = .35, t (106) = 4.19, p <.001, pr = .38] had a
significant positive association with Conners CD scores of children and this variable
increased explained variance to 18 % (F change [1, 106] = 17.57, p <.001). Among
the personality characteristics of mothers, openness [ = .24, t (105) = 2.67, p <.01,
pr = .25] had a significant association with Conners CD scores of children. Openness
increased explained variance to 23 % (F change [1, 105] = 7.15, p <.01). In the 4"
step among the factors of psychological characteristics of children self esteem [} =
-.27, 1 (104) = -3.05, p <.01, pr = -.29] had a significant negative association with
Conners CD scores of children and this variable increased explained variance to 29%
(F change [1, 104] = 9.31, p <.01). After controlling for this factor, among the factors
of abusive discipline attitudes verbal discipline [} = .36, t (103) = 4.47, p <.001, pr =
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40] had a significant association with Conners CD scores of children increased
explained variance to 41 % (E change [1, 103] = 20.00, p <.001).

Totally five variables, namely paternal educational status, maternal depression
scores, openness, self esteem of children and maternal verbal discipline. As maternal
depression scores and openness, maternal verbal discipline increased Conners CD
scores of children increased as well. However, as paternal educational status and self

esteem of the child increased Conners CD scores of children decreased.

Table 34. Variables Associated with Conners Scores of Children

‘ Echanqe ‘ df ‘ B ‘ I(Within set) ‘ R2
Dependent Variable
Conners Inattention (ADD) Scores | | | | |
Step 1: Control Variables
Maternal education | 448 [ 1,107 |-20] -2.12° | .04
Step 2: Mothers Past Experiences
Maternal perception of 5.28" 1,106 | .21 | 2.30 .09

having a punitive mother

Step3: Mothers Current Characteristics

Maternal ADD Scores | 16,797 [ 1,105 | 37 | 4107 [ .21
Step 4: Social Support Appraisals o‘f Children ‘ ‘ ‘ ‘
Step 5: Psychological Characteristics of Children

Rosenberg Self-Esteem 14.58" 1,104 | .18 2.02 31
Scores of Children

Depression - - - - -
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Table 34. Continued

‘ Echanqe ‘ df ‘ B ‘ E (within set) ‘ R2
Dependent Variable
Conners Hyperactivity Scores | | | | |
Step 1: Control Variables
Age of saying first word 427 1,107 |-20| -206 | .04
Length of using nipple 6.16 1,106 | .24 | 2.48 .09
Maternal education 5.14" 1.105 |-21| -2.27 13

Step 2: Mothers Past Experiences

Step3: Mothers Current Characteristics

Maternal ADHD related problems | 9.22° | 1,104 | .27 | 3.04" | .20

Step 4: Social Support Appraisals of Children

Step 5: Psychological Characteristics of Children

Rosenberg Self-Esteem Scores of - - - - -
Children

Depression - - - - -

Step 6: Maternal Recognition and Approval of Discipline as Discipline Styles

Maternal approval of verbal 15.027 | 1,103 | .33 | 388" | .31
discipline

Dependent Variable

Conner’s ODD Scores ‘ ‘ ‘ ‘ ‘

Step 1: Control Variables

Family income | 470" [ 1107 [-21] -217 [ .04

Step 2: Maternal Past Experiences

: I I S I

Step 3: Maternal Current Characteristics

Maternal depression | 13197 | 1,106 | .34 | 363" | .14
Step 4: Social Support Appraisals of Children
Step 5: Self-esteem | 11517 | 1,105 |-32| -339° | .23

Step 6: Maternal and Approval of Discipline as Discipline Styles

Maternal approval of verbal - "
discipline 27.46 1,104 | 41 5.24 .37

Note 1. ***p <.001, **p <.01, *p <.05
Note 2. Conners ODD: Conners ADHD Parent Rating Oppositional Defiant Disorder Subscale
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Table 34. Continued

2

Py,

‘ Echanqe ‘ df ‘ B ‘E(Withinset)‘

Dependent Variable

Conduct Disorder \ \ \ ‘ ‘

Step 1: Control Variables

Paternal educational status | 437 | 1,107 [-19] -209° | .04

Step 2: Mothers Past Experiences

Step 3: Mothers Current Characteristics

Maternal depression scores 1757 | 1,106 | .38 | 419 | .18

Maternal openness 715" 1,105 | 24| 267 | .23

Step 4: Social Support Appraisals of Children

Step 5: Psychological Characteristics of Children

Rosenberg Self-Esteem 9.317 1,104 |-27| -3.05 | .29
Scores of Children

Depression - - - - -
Step 6: Maternal Recognition and Approval of Abuse as Discipline Styles
Quantitative scores on maternal 20.007 | 1,103 | .36 | 4.47 | 41
approval of verbal discipline

Note 1. ***p <.001, **p <.01, *p <.05
Note 2. Conners ODD: Conners ADHD Parent Rating Oppositional Defiant Disorder Subscale

3.6.2. Variables associated with maternal recognition quantitative and
qualitative scores for approval of emotional abuse, verbal and physical
discipline directed to children

3.6.2.1. Variables associated with maternal recognition of emotional

maltreatment

Hierarchical regression analysis run for the maternal recognition of emotional
maltreatment (see Table 3.85.) revealed that, family income [ = .29, t (107) = 3.09,
p <.01, pr = .29] and number of siblings [ = -.26, t (106) = -2.84, p <.01, pr = -.27]
had a significant association with maternal recognition of emotional maltreatment.
Family income (E change [1, 107] = 9.57, p <.01) explained 8% of the variance and
number of siblings increased explained variance to 15% (F change [1, 106] = 8.09, p
<.01). Among the factors of maternal current characteristics, neuroticism [f = -.25, t
(105) = -2.81, p <.01, pr = -.26] had a significant association with maternal
recognition of emotional maltreatment and increased explained variance to 20% (F
change [1, 105] = 7.88, p <.01). In the final step among the psychological
characteristics of children self esteem [ = .22, t (104) = 2.43, p <.05, pr =.23]
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Totally four variables, namely family income, number of siblings, neuroticism, and
self esteem of the child were found to be significantly associated with maternal
recognition of emotional maltreatment factor. As family income and self esteem of
the child increased maternal recognition of emotional maltreatment also increased.
However, as number of siblings and neuroticism of the mothers increased, maternal

recognition of emotional maltreatment decreased.

3.6.2.2. Variables associated with quantitative scores of verbal discipline

Hierarchical regression analysis run for the quantitative scores of verbal discipline
(see Table 35) revealed that, none of the control variables had a significant
association with quantitative scores of verbal discipline Among the factors of
maternal past experiences, perception of childhood sexual abuse [ = .19, t (107) =
2.03, p <.05, pr =.21] had a significant positive association with quantitative scores
of verbal discipline and this variable explained 4% of the variance (E change [1, 107]
= 412, p <.05). After controlling for this factor, among maternal current
characteristics emotional focused coping [B = .29, t (106) = 3.04, p <.01, pr = .29]
had a significant positive association with quantitative scores of verbal discipline and
this variable increased explained variance to 12 % (F change [1, 106] = 9.29, p <.01).
Among maternal personality characteristics openness [ = .19, t (105) = 2.25, p <.05,
pr =.19] and openness increased explained variance to 16% (F change [1, 105] =
5.08, p <.05). Maternal ADHD related problems [ = .23, t (104) = 2.66, p <.05, pr =
21] had a significant positive association with quantitative scores of verbal
discipline and this variable increased explained variance to 21% (F change [1, 104] =
7.09, p <.01). After controlling for this factor, among the factors of psychological
characteristics of children, friend relations [ = -.26, t (103) = -2.90, p <.01, pr =
-.24] had a significant negative association with quantitative scores of verbal
discipline increased explained variance to 27% (F change [1, 103] = 8.46, p <.01).
Among Conners scores of children oppositional defiant disorder [ = .36, t (102) =
3.55, p <.001, pr = .33] and hyperactivity [p = .21, t (101) = 2.03, p <.05, pr = .20]
had a significant positive association with quantitative scores of verbal discipline and
conduct disorder increased explained variance to 35% (F change [1, 102] = 12.58, p
<.001) hyperactivity increased explained variance to 38% (F change [1, 101] = 4.12,
p <.05).

91



Totally seven variables, namely maternal perception of childhood sexual abuse,
emotional focused coping, openness, maternal ADHD related problems, friend
relations, Conner’s scores of children oppositional defiant disorder and hyperactivity
were found to be significantly associated with quantitative scores of verbal
discipline. As maternal perception of childhood sexual abuse, emotional focused
coping, openness, maternal ADHD related problems, Conners scores of children
oppositional defiant disorder and hyperactivity increased, quantitative scores of
verbal discipline also increased. However, as among the factors of friend relations

increased quantitative scores of verbal discipline decreased.

3.6.2.3. Variables associated with quantitative scores of physical discipline

Hierarchical regression analysis run for the quantitative scores of physical discipline
(see Table 30) revealed that, none of the control variables had a significant
association with quantitative scores of physical discipline Among maternal current
characteristics emotional focused coping [p = .25, t (107) = 2.72, p <.01, pr = .25 ]
had a significant positive association with quantitative scores of physical discipline
and this variable explained 7% of the variance (E change [1, 107] = 7.41, p <.01).
Among maternal personality characteristics neuroticism [ = .20, t (106) = 2.08, p
<.05, pr = .20] had a significant positive association with quantitative scores of
physical discipline and neuroticism increased explained variance to 10% (E change
[1, 106] = 4.33, p <.05). Among the factors of psychological characteristics of
children oppositional defiant disorder [ = .23, t (105) = 2.47, p <.05, pr = .24] and
depression [B = .31, t (104) = 3.39, p <.001, pr = .39] had a significant positive
association with quantitative scores of physical discipline and oppositional defiant
disorder increased explained variance to 15% (E change [1, 105] = 6.12, p <.001)
where as depression increased explained variance to 24% (F change [1, 104] = 11.50,
p <.05).

Totally four variables, namely emotional focused coping, neuroticism, Conners
oppositional defiant disorder scores and child depression scores were found to be
significantly associated with quantitative scores of physical discipline. As emotional
focused coping, neuroticism, oppositional defiant disorder and depression increased

quantitative scores of physical discipline also increased.

92



3.6.2.4. Variables associated with qualitative scores of verbal discipline

Hierarchical regression analysis run for the qualitative scores of verbal discipline
(see Table 35) revealed that, none of the control variables had a significant
association with quantitative scores of verbal discipline. Among maternal current
characteristics trait anxiety [ = .22, t (100) = 2.24, p <.05, pr = .22] had a significant
positive association with qualitative scores of verbal discipline and this variable
increased explained variance to 5% (F change [1, 100] = 5.03, p <.05). Among
maternal personality characteristics openness [ = .22, t (99) = 2.06, p <.05, pr = .20]
had a significant positive association with qualitative scores of verbal discipline, this
variable explained 9% of variance (F change [1, 99] = 4.26, p <.05). Among
Conner’s scores of children attention deficit scores of children conduct disorder [} =
30, t (98) = 3.23, p <.01, pr = .26] had a significant positive association with
qualitative scores of verbal discipline increased explained variance to 18% (E change
[1,98] =10.42, p <.05).

Totally three variables, namely maternal trait anxiety, openness, Conner’s scores of
attention deficit were found to be significantly associated. As maternal trait anxiety,
openness, Conner’s scores of attention deficit increased qualitative scores of verbal

discipline also increased.

3.6.2.5. Variables associated with qualitative scores of physical discipline

Hierarchical regression analysis run for the qualitative scores of physical discipline
(see Table 35) revealed that, none of the control variables had a significant
association with qualitative scores of physical discipline. Among maternal past
experiences perception of childhood sexual abuse [ = .25, t (100) = 2.61, p <.01, pr
=.25]. Among maternal current characteristics trait anxiety [ = .28, t (99) = 2.96, p
<.01, pr = .28] had a significant positive association with qualitative scores of
physical discipline this variable explained 14% of variance (E change [1, 99] = 8.76,
p <.01). Among maternal personality characteristics extraversion [ = .25, t (98) =
2.45, p <.01, pr = .22] had a significant positive association with qualitative scores of
physical discipline this variable explained 19% of variance (F change [1, 98] = 6.02,

p <.01). After controlling for this factor, among psychological characteristics of
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children family relationship [B = -.27, t (97) = -2.89, p <.01, pr = -.25] and conduct
disorder [B = .26, t (96) = 2.34, p <.05, pr =.23] had significant association with
qualitative scores of physical discipline family relationship increased explained
variance to 25% (F change [1, 97] = 8.34, p <.01) conduct defiant disorder increased
explained variance to 29% (F change [1, 96] = 5.45, p <.05).

Totally four variables, namely maternal perception of childhood sexual abuse,
maternal trait anxiety, extraversion, and children’s family relationship, Conner’s
scores of conduct disorder were found to be significantly associated with qualitative
scores of physical discipline. As maternal perception of childhood sexual abuse,
maternal trait anxiety, extraversion, children’s family relationship, Conner’s scores
of conduct disorder increased qualitative scores of physical discipline also increased.
However, as children’s family relationship increased, qualitative scores of physical

discipline decreased.

Table 35. Variables Associated with Maternal Recognition and Quantitative and
Qualitative Scores for Approval of Emotional Abuse, Verbal and Physical
Discipline Directed to Children

‘ Echange ‘ df ‘ B ‘ ! (within set) ‘ R2
Dependent Variable
Variables Associated with maternal
REMS
Step 1: Control Variables
Family income 957 | 1,107 | 29 | 3.09° | .08
Number of siblings 8.09° | 1,106 |-.26| -2.84 | .15

Step 2: Mothers past experiences

Step 3: Mothers current characteristics

Neuroticism | 788" | 1,105 |-25] -2.817 | .21
Step 4: Psychological characteristics of children
Self esteem | 5927 | 1,104 | 22| 243 | .25

Step 5: Conners scores

Step 6: Depression scores of children

Note 1. ***p <.001, **p <.01, *p <.05
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Table 35. Continued

Echanqe

df

‘ B ‘ E(Within set) ‘ RZ

Dependent Variable

Variables Associated with
Quantitative Scores on Maternal
Approval of Verbal Discipline

Step 1: Control Variables

Step 2: Mothers past experiences

Maternal perception of
childhood sexual abuse

E3

4.12

107

19

.04

Step 3: Mothers current characteristics

Maternal emotion focused coping

9.29"

106

29

3.04"

12

Openness

5.08

105

19

2.25

.16

Maternal ADHD related problems

7.09"

104

23

2.66

21

Step 4: Psychological characteristics of children

Friend relationship

8.46

103

| -.26 |

-2.90"

Step 5: Conners scores

Oppositional Defiant Disorder

12587

102

.36

3.55

.35

Hyperactivity

412"

101

21

2.03

.38

Step 6: Child Depression Scores

Note 1. ***p <.001, **p <.01, *p <.05

Dependent Variable

Variables Associated with
quantitative scores on maternal
approval of physical discipline

Step 1: Control Variables

Step 2: Mothers past experiences

Step 3: Mothers current characteristics

Maternal emotion focused coping

7417

107

25

.07

Neuroticism

433"

106

.20

10

Step 4: Psychological characteristics of children

|

Step S5: Conner’s scores

Oppositional defiant disorder

6.12°

105

.23

15

Step 6: Depression scores of
children

1150

104

31

24

Note 1. ***p <.001, **p <.01, *p <.05
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Table 35. Continued

‘ Echanqe ‘ df ‘ B ‘ E(Within set) ‘ Rz

Variables Associated with qualitative scores of verbal discipline
Step 1: Control Variables

: IR I R
Step 2: Mothers past experiences
: IR I R
Step 3: Mothers current characteristics
Maternal trait anxiety 5.03" 100 | .22 | 224 |.05
Openness 4.26° 99 22| 206 |.09
Step 4: Psychological characteristics of children
: R R R R
Step 5: Conner’s scores
Attention deficit disorder | 10427 | 98 | .30 323 |.18
Step 6: Depression scores of children

Dependent Variable

Variables Associated with
qualitative scores of physical
discipline

Step 1: Control Variables

Step 2: Mothers past experiences

Maternal childhood sexual abuse | 6.83° | 100 | 25| 261 [ .06
Step 3: Mothers current characteristics

Maternal trait anxiety 8.76" 99 27 ] 296 | 12
Maternal extraversion 6.02 98 25| 245 | 17
Step 4: Psychological characteristics of children

Family relations | 834" | 97 |-27] -289" [ .23
Step 5: Conner’s scores

Conduct disorder | 545 | 9 |.25] 234 [ .29

Step 6: Depression scores of children

3.6.3. Variables associated with  psychological charactersitics and

symptopathologies of children

3.6.3.1. Variables associated with self esteem scores of children

Hierarchical regression analysis run for the self esteem scores of children (see Table
36) revealed that, among demographic variables family income [B = .23, t (107) =
2.39, p <.05, pr = .31 ] had a significant positive association with self esteem scores

of children this variable explained 5% of variance (E change [1, 107] = 5.73, p
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<.05). Among maternal past experiences having a belittling/criticizing mother [ =
-.24,1(106) = -2.66, p <.01, pr = -.24], had a significant positive association with self
esteem scores and maternal perception of having a belittling/criticizing mother
increased explained variance to 11% (F change [1, 106] = 7.07, p <.01). After
controlling for this factor, among maternal current characteristics depression scores
[B=-.29,t (105) = -3.06, p <.01, pr = -.27] had a significant negative association
with self esteem scores of children and depression scores increased explained
variance to 18% (F change [1, 105] = 9.36, p <.01). In the final step recognition of
emotional maltreatment had a significant positive association with self esteem scores
of children [ = .23, t (104) = 2.50, p <.05, pr = -.22] and recognition of emotional
maltreatment increased explained variance to 23% (F change [1, 104] = 6.24, p
<.05).

Totally four variables, namely family income, maternal perception of having a
belittling/criticizing mother, maternal depression and recognition of emotional
maltreatment were found to be significantly associated with self esteem scores of
children. As family income and recognition of emotional maltreatment increased self
esteem scores of children also increased. However, as maternal perception of having
a belittling/criticizing mother, maternal depression and recognition of emotional

maltreatment increased self esteem scores of children decreased.

3.6.3.2. Variables associated with depression scores of children

Hierarchical regression analysis run for the depression scores of children (see Table
36) revealed that, none of the control variables had a significant association with
depression scores of children. Among maternal past characteristics having an
achievement focused father [ = .33, t (100) = 3.59, p <.001, pr = .31] had a
significant positive association with depression scores of children, this variable
explained 11% of variance (E change [1, 100] = 12.90, p <.01). After controlling for
this factor, among maternal discipline techniques quantitative scores on maternal
approval of physical discipline [ = .34, t (99) = 3.96, p <.001, pr = .26] had a
significant positive association with depression scores of children, this variable

increased explained variance to 22% (F change [1, 99] = 15.64, p <.001).
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Totally two variables, namely maternal perception of having an achievement focused

father and quantitative scores on maternal approval of physical discipline were found

to be significantly associated with depression scores of children. As maternal

perception of having an achievement focused father and quantitative scores on

maternal approval of physical discipline increased depression scores of children also

increased.

Table 36. Variables Associated with  Psychological —Characteristics and
Symptomatologies of Children
‘ Echanqe ‘ df ‘ B ‘ ¥ (within set) ‘ R2
Dependent Variable
Variables Associated with self-
esteem scores of children
Step 1: Control Variables
Family income | 573 | 107 |.23| 239 | .05
Step 2: Mothers past experiences
Maternal perception of 7.07 106 |-24| -2.66 | .11
having a belittling/ criticizing
mother
Step 3: Mothers current characteristics
Maternal depression | 936 | 105 [-29] -3.06 | .18
Step 4: Maternal recognition and attitudes towards discipline
Maternal REMS | 624 | 104 | 23] 250 [ .23
Dependent Variable
Variables Associated with
depression scores of children
Step 1: Control Variables | ‘ ‘ ‘
Step 2: Mothers past experiences
Achievement focused father | 12907 | 107 | .33 359 | .11
Step 3: Mothers current characteri‘stics ‘ ‘ ‘
Step 4: Maternal recognition and attitudes towards discipline
Maternal approval of physical 15.64 106 | .34 | 396 | .22
discipline

Note 1. ***p <.001, **p <.01, *p <.05.
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3.7. Mediation Analysis

3.7.1. The mediator role of maternal attitudes towards maltreatment as
discipline techniques between Conner’s ODD scores of children and

depression scores of children

In order to see whether Conner’s ODD scores of children and depression scores of
children were mediated by maternal attitudes towards discipline as discipline
techniques, a hierarchical regression analysis was performed. In this analysis,
depression scores of children served as the dependent variable. In the first step,
Conner’s scores of children (namely; inattention scores, hyperactivity scores,
conduct disorder scores), in the second step maternal attitudes towards discipline as
discipline techniques (verbal and physical discipline as discipline techniques and
recognition of emotional maltreatment) were entered by using the stepwise method.
As can be seen from Table 53, according to the Reduced Model, that is before the
mediator (i.e., maternal attitudes towards physical discipline as discipline styles) was
entered into the equation, among Conners scores of children only oppositional
defiant disorder revealed significant association with depression scores of children
(pr=.33,t[116] =-.98; p <.001).

In the Full Model that is after the inclusion of in the second step maternal attitudes
towards discipline as discipline techniques; among maternal attitudes towards
discipline as discipline techniques only physical discipline revealed significant
association with depression scores of children (pr = .31, t [115] = 3.52, p <.001).
Compared to the first step, association between oppositional defiant disorder and
depression scores of children was less but still significant (pr = .23, t [115] = 2.74, p
<.01), indicating that the association between Conner’s ODD scores of children and
depression scores of children is maintained by maternal attitudes towards physical
discipline as discipline techniques. In order to further support this argument, it also
required to reveal that Conners ODD scores of children is associated with maternal
attitudes towards discipline as discipline techniques of mothers. For this aim, the
second regression analysis was performed where the dependent variable was
maternal attitudes towards discipline as discipline techniques. Conners ODD scores

of children were entered into the equation. As can be seen from Table 53 results
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revealed that Conners ODD scores of children was significantly associated with
maternal attitudes towards physical discipline as discipline styles (pr = .29, t [119] =
3.27, p <.001). Finally, Sobel test indicated that maternal attitudes towards physical
discipline as discipline styles had 27% mediator role on the association between
Conners oppositional defiant disorder scores and depression scores of children (z =
2.246, p<05). The mediator role of maternal attitudes towards physical discipline as
discipline styles between Conners ODD scores of children and depression scores of

children is depicted in Figure 21.

Oppositional .33 (.001) Depression scores of

Defiant Disorder children
\ 24 (.01). /

.29 (.001) .31 (.001)

Maternal attitudes towards physical
discipline as discipline styles

Figure 14. The Mediator Role of Maternal Attitudes towards Physical Discipline
Styles between Conner’s ODD Scores of Children and Depression Scores of
Children

Note: Summary of mediating regression analysis for the depression scores of children including beta-
weights for the model before maternal attitudes towards physical discipline as discipline techniques is
included (Reduced Model) and after the inclusion of the maternal attitudes towards physical discipline
as discipline techniques, which is the mediator (Full Model). The initial path between Conner’s ODD
scores of children and depression scores of children is indicated by beta-weight (and p value) on top
of the line connecting these variables, while the beta-weight (and p value) after the depression scores
of children is included as the mediator is indicated by the value directly under the path.
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Table 37. The Mediator Role of Maternal Attitudes towards Maltreatment as
Discipline Techniques between Conner’s ODD Scores of Children and

Depression Scores of Children

Frtor set t df | Partial | Model

cor, R?
First Regression Analysis
Dependent Variable:
Depression scores of children \ \ \ \ \
Step 1: Conner’s scores
Oppositional defiant disorder 113807 3727 | 1116 | 33 | .11
Step 2: Maternal attitudes towards discipline as discipline techniques
Oppositional defiant disorder 13.76 | 2.74 | 1,115 31 19
Maternal approval of physical 1376 [3527 [ 1,115 | .31 19
discipline as discipline techniques o

Second Regression Analysis

Dependent Variable:

Maternal approval of physical

discipline as discipline techniques
Oppositional defiant disorder 10.66 | 3.27 | 1,119 29 .08

Note 1. ***p <.001, **p <.01, *p <.05.

3.8. Qualitative Analysis

After answering the questionnaires, in order to make a more detailed examination
about the actual discipline behaviors of the mothers, all children and mothers were
interviewed. In these interviews 6 standard questions, regarding the length and the
quality of time spent together, the source and the type of the children’s problematic
behavior, and how the problems had been handled by the mother were asked to all
mothers and all children. Based on these answers, child neglect and abuse were

particularly detected.

3.8.1. The children's perception about who gives them directions most

frequently

To investigate how much interrupted the child perceives him/her and how intrusive
s’he perceives his/her parents, children were asked ‘who gives orders or directions to
him/her most at home’. Both groups of children, namely 47 (49%) children in study
group and 14 (56%) children in control group, perceived to be mostly directed and
interupted by their mothers. The rest of the children in the study group perceived that
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they were directed by their fathers (22%), siblings (14%), equally by both parents
(13%), or by everyone at home (2%). Among the control group, children perceived
to be directed by fathers (8%), equally by both parents (12%), siblings (12%), and by
no one (12%).

Table 38. The Children's Perception about Who Gives Them Directions Most

Frequently
The source Study Group | Study Group |Control Group | Control Group
giving the most | Children, Children, Children, Children,
directions n=95 Percentage n=25 Percentage
Both Parents 12 13% 3 12%
Equally
Mostly Mother 47 49% 14 56%
Mostly Father 21 22% 2 8%
Mostly Siblings 13 14% 3 12%
Everyone 2 2% 0 0%
No One 0 0% 3 12%
The children's perception about who gives
them directions most frequently
u Study Group Children, Percentage Control Group Children, Percentage
56%
42?
22%
13% 12% .'8% 14_%?12% 12%
ar B m e N
Both Mostly Mostly Mostly Everyone no cne
parents mother father siblings
equally

Figure 15. The Children's Perception about Who Gives Them Directions Most
Frequently

3.8.2. The most problematic issues

The most problematic issues between mothers and children were asked to all four

groups (mothers in the study group, mothers in the control group, children in study
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group and children in control group). Issues related to academic performance and
doing homework seemed to be the most frequent problems experienced by mothers
and children of both study and control groups (n=48, 51%; n=9, 36%; n=57, 60%);
n=10, 40%; for mothers in the study group, for mothers in the control group, children
in the study group, children in the control group respectively). Two other issues that
mothers of the study group experienced trouble were behavior problems of the
children (n=22, 23%) and not doing things they were told to (n=31, 33%). Children
in the study group complained about the restriction for watching TV and playing
computer (n=24, 25%). Together with the time spent across the TV or computer,
children stated that their attention deficit or their hyperactive (only the restlessness
sypmtom is included) behaviors (n=24, 25%) were also among the important factors
that frequently become a problem between their mothers and themselves. Eating
problems, behaviors to siblings or friends, timing for playing and sleeping, were
among other issues labeled by mothers and children as problem areas between them.
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Table 39. The Most Problematic Issues in Parent-Child Relationships

The most Study Group | Study Group | Control Group | Control Group
problematic Mothers, Children, Mothers, Children,
issues n=95 n=95 n=25 n=25
Academic 48, 57, 9, 10,
performance and 51% 60% 36% 40%
doing homework
Time spent 7, 24, 1, 5,
playing computer 7% 25% 4% 20%
games or
watching TV
Problems related 12, 24, 1, 4,
to inattention and 13% 25% 4% 16%
hyperactive-
restless behaviors
Behavioral 22, 4, 6, 0,
problems 23% 4% 24% 0%
Not doing things 31, 14, 8, 7,
they are told to 33% 15% 32% 28%
Behaviors to 6, 8, 4, 3,
siblings or friends 6% 8% 16% 12%
Everything 0, 7, 0, 2
0% 7% 0% 8%
Nothing 1, 1, 2, 1,
1% 1% 8% 4%
Other issues 26, 39, 6, 13,
28% 41% 24% 42%
Other issues: 7, 10, 1, 5,
eating problems 7% 11% 4% 20%
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The most problematicissues

B Control Group Children, Percentage @ Control Group Mothers, Percentage

B Study Group Children, Percentage | Study Group Mothers, Percentage

40%

academic performance

playing computer games or watching tv

inattention and hyperactivity symptoms

behavioral problems

not doing things they are told to

behaviors to siblings or friends

everything

nothing

other issues

Otherissues: eating problems

Figure 16. The Most Problematic Issues in Parent-Child Relationships
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One-Code Model|

= 2

OTHER @ ABOUT BEHAVIORAL PROBLEMS
STUDY GROUP MOTHERS: 28% STUDY GROUP MOTHERS: 23%
CONTROL GROUP MOTHERS: 24% THE MOST PROBLEMATIC ISSUES CONTROL GROUP MOTHERS: 24%
STUDY GROUP CHILDREN: 41% STUDY GROUP CHILDREN: 4%
CONTROL GROUP CHILDREN:42% CONTROL GROUP CHILDREN:0%
@ ABOUT THETIME SPENT ACROSS THE TV OR COMPUTER
STUDY GROUP MOTHERS: 7%

PROBLEMS RELATED TO INATTENTION AND CONTROL GROUP MOTHERS: 4%

HYPERACTIVITY SYMPTOMS STUDY GROUP CHILDREN: 25%

STUDY GROUP MOTHERS: 13% CONTROL GROUP CHILDREN:20%

CONTROL GROUP MOTHERS: 4%
STUDY GROUP CHILDREN: 25%

=]

@ ABOUT SIBLING FIGHTS
ABOUT ACADEMIC PERFORMANCE STUDY GROUP MOTHERS: 6%
STUDY GROUP MOTHERS: 51% CONTROL GROUP MOTHERS: 16%
CONTROL GROUP MOTHERS: 36% STUDY GROUP CHILDREN: 8%
STUDY GROUP CHILDREN: 60% CONTROL GROUP CHILDREN:12%

CONTROL GROUP CHILDREN:40%

=

NOT DOING THE THINGS THEY ARE TOLD TO
STUDY GROUP MOTHERS: 31%

CONTROL GROUP MOTHERS: 8%

STUDY GROUP CHILDREN: 14%

CONTROL GROUP CHILDREN:7%

Figure 17. The Most Problematic Issues in Parent Child Relationships —
Coding Model

3.8.3. Punishment types

When the punishment types (except for physical and verbal harm given to child)
were asked 50% of mothers in the study group reported that there were no
punishments in their discipline practices. Similarly 57% of the study group children
approved that they were not punished when they broke rules. Among the control
mothers 92% and among the control children 84% declined that there were no
punishment in the discipline practices used in their family. Among the punishment
types, forbidding TV and computer were the most common reported ones, by both

mothers (34%) and children in the study group (21%) and by the mothers in the
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control group. Whereas, children in the control group (12%) mostly reported being

locked into room.

Table 40. Punishment Types

i Study Group | Study Group | Control Group | Control Group
_T_l;ggs;hment Mothers, Children, Mothers, Children,
n =295 n =295 n=25 n=25

not doing the 18, 6, 4, 0,
things s/he wants 19% 6% 12% 0%
forbidding the 23, 12, 2, 1,
child to play with 24% 13% 8% 4%
his/her friends
no punishment 48, 55, 23, 21,

50% 57% 92% 84%
forbidding TV 32, 20, 7, 2,
and computer 34% 21% 28% 8%
locking into a 18, 15, 2, 4,
room 19% 16% 8% 12%
making the child 2, 4, 0, 1,
study something 2% 4% 0% 4%
other 8, 8, 2, 1,

9% 8% 8% 4%

Punishment Types

B Control Group Children, Percentage

B Study Group Children, Percentage

not doing the things s/he wants

forbidding the child to play with
his/her friends

no punishment

forbidding tv and computer

locking into a room

making the child study something

other

[ Control Group Mothers, Percentage

| Study Group Mothers, Percentage

34%

Figure 18. Punishment Types
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3.8.4. Physical discipline

When physical harm was investigated, answers of 81% of the mothers and 71% of
the children in the study group indicated that mothers of children with ADHD used
hitting to their children as a discipline technique when they think that things are
going wrong and feel that words are useless. Shaking the child, pulling hair, pulling
ear, pinching the child were other types of physical harms given to the children in
this group (n=19, 21%; n=7, 9%; n=3, 12; for mothers in the study group, for
mothers in the control group, children in the study group, mothers in the control
group, respectively). In addition to these one mother reported that she was putting
pepper to the tongue of her child when s/he does something wrong and another one
reported that she slitted her child’s throat when she gets angry at him/her. In the
control group 64% of the mothers and 36% of the children reported that hitting was
used as discipline technique in their family. According to the information given by
all four groups, mothers mostly preferred hitting at the face of the child and behind
the child. In addition to hitting with hand, hitting with slipper was also highly
common especially in the study group (n=45, 47%; n=4, 16%; n=23, 24%; n=2, 8%j;
for mothers in the study group, for mothers in the control group, children in the study
group, mothers in the control group, children in the control group respectively).
Rolling pin, stick, sweeper, jumping rope, bucket were things used for hitting
children were things other than slipper. In general using something other than slipper
was reported by 6% of the study group mothers, 15% of study group children, 1% of
study group children. Hitting with rolling pin was reported by 4 (4%) mothers in
study group, 1 (4%) mother in control group and by 7 (9%) children in study group.
Five children in the study group (5%) told their mothers were using stick or sweeper
while hitting him. One child reported that his mother kicked him, one child in the
study group stated that his mother was hitting him with jumping rope, another one
and his mother in the study group reported that bucket was also used with the aim of

hitting in their house.
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Table 41. Physical Discipline

Physical Mothers of Children in Mothers in Children in
Discipline Study Group, | Study Group, |Control Group, | Control Group,

n=95 n=95 n=25 n=25
Hitting 78, 69, 15, 9,

81% 71% 60% 36%
Shaking 11, 3, 1, 0,

12% 3% 4% 0%
Nipping 5, 1, 1, 0,

5% 1% 4% 0%
Pulling 3, 1, 1, 0,
his/her hair 3% 1% 4% 0%
Pulling 3, 3, 0, 0,
his/her ear 3% 3% 0% 0%
Other 2, 0, 0, 0,

2% 0% 0% 0%

Physical Discipline

B Mothers of Study Group, Percentage
B Children in Study Group, Percentage
[ Mothers in Control Group, Percentage

M Children in Control Group Percentage

36%

2%4%

% s A A%% 3% 308 2% off
Qs . S e
Hitting Shaking  Nipping Pulling Pulling Other
his/her his/her
hair ear

Figure 19. Physical Discipline

When the frequency of physical discipline was investigated in the study group, 15%

of the mothers reported not having beaten their children, 11% submitted slapping

their children once or twice in a year, 30% reported beating their children once or

twice in a month, and 44% reported beating their children more than two times in a

week. The frequency of physical discipline was also questioned among the mothers
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of control group. According to the answers given by mothers in control group, 36%
of the mothers reported not having beaten their children, 12% of these mothers used
physical discipline once or twice in a year, 40% reported beating their children once
or twice in a month, and 12% reported beating their children more than two times in
a week. The information about frequency could be gathered only from the mothers
because as expected, based on characteristics of their developmental stage, the
children aged between 6-13 years had great difficulty about telling the time or the

frequency of anything they have experienced or they were exposed to.

@ @ PULLING HAIR
SHAKING @ : Y
iy SO, B soesmmsson
CONTROL GROUP MOTHERS: 1(4%) PHYSICAL DISCIPLINE STUDY GROUP CHILDREN: 1 (1%)
STUDY GROUP CHILDREN: 3(3%) CONTROL GROUP CHILDREN: 0 (0%)

CONTROL GROUP CHILDREN: 0 (0%)

HITTING

STUDY GROUP MOTHERS: 78 (81%)
CONTROL GROUP MOTHERS: 15 (60%)
STUDY GROUP CHILDREN: 69 (71%)
CONTROL GROUP CHILDREN: 9 (36%)

=]

PULLING EAR

STUDY GROUP MOTHERS: 3 (3%)
CONTROL GROUP MOTHERS: 0 (0%)
STUDY GROUP CHILDREN: 2 (2%)
CONTROL GROUP CHILDREN: 0 (0%)

=)
NIPPING

STUDY GROUP MOTHERS: 5 (5%)
CONTROL GROUP MOTHERS: 1 (4)
STUDY GROUP CHILDREN: 1 (1%)
CONTROL GROUP CHILDREN: 0 (0%)

Figure 20. Physical Discipline - Coding Model
3.8.5. Verbal discipline

In order to learn whether there is emotional abuse or verbal discipline that can be
considered as abusive in the relationship between mothers and their children, all
groups were asked what the mothers tell their children when they are angry at them.
When answers given by all groups were categorized 6 categories were obtained
namely; cursing, refusing, comparing, threatening, and arousing pity, insulting. In the
study group mothers submitted that while yelling at their children 58% of them used
insulting, 56% of them used arousing pity, 46% of them used comparing, 30% of

them used threatening, 25% of them used refusing, 19% of them used cursing.
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Children reported that, when yelling at them, their mothers mostly insulted them

(33%). According to the answers of the children, mothers also frequently used words

to arouse pity (20%) and also frequently threatened (20%) them. Making comparison

between the child (17%) and his/her siblings or friends and making the child feel

refused (19%) were also common among the answers of children. Only five children

reported that their mothers cursed at them. Similar to the children in study group,

insulting was the most frequent answer when mothers in both study group and

control group were asked about how they yelled at their children (59%). However,

most of the children in the control group did not report being yelled at and being

exposed to verbal discipline/ discipline. In this group all kinds of verbal

discipline/discipline were reported by 1-5 (4%-20%) children.

Table 42. Types of Verbal Discipline

Verbal Study Group Study Group |Control Group Contr_ol Group

Discipline Mothers, Children, Mothers, Children,
Percentage Percentage Percentage Percentage

Cursing 19% 5% 12% 4%

(Beddua Etme)

Refusing 25% 19% 20% 16%

(Reddetme)

Threatening 30% 20% 24% 8%

(Tehdit Etme)

Accusing and 57% 20% 36% 20%

Arousing Pitty

(Acindirma/

Suglama)

Making 47% 17% 8% 20%

Comparison

(Karsilastirma)

Insulting 59% 33% 60% 8%

(Asagilama)
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Types of Verbal Discipline

asagilama (insulting)
karsilastirma (making..
acimdirma/ suclama..

tehdit etme (threatening)

reddetme (refusing)

beddua etme (cursing)

0% 10% 20% 30% 40% 50% 60% 70%

H Control Group Children,Percentage
[ Control Group Mothers, Percentage
W Study Group Children, Percentage
| Study Group Mothers, Percentage

Figure 21. Types of Verbal Discipline
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B

COMPARING WITH OTHER CHILDREN /

STUDY GROUP MOTHERS: 47%
CONTROL GROUP MOTHERS: 8%
STUDY GROUP CHILDREN: 17%
CONTROL GROUP CHILDREN: 20%

=)

AROUSING PITTY

STUDY GROUP MOTHERS: 57%
CONTROL GROUP MOTHERS: 36%
STUDY GROUP CHILDREN: 20%
CONTROL GROUP CHILDREN:20%

=

CALLING WITH ANIMAL NAMES
STUDY GROUP MOTHERS: 8%
CONTROL GROUP MOTHERS: 12%
STUDY GROUP CHILDREN: 3%
CONTROL GROUP CHILDREN:0%

WISHING NOT HAVING GIVEN BIRTH
STUDY GROUP MOTHERS: 14%
CONTROL GROUP MOTHERS: 4%
STUDY GROUP CHILDREN: 5%
CONTROL GROUP CHILDREN: 0%

B

One-Code Model

= E

VERBAL VIQLENCE

MAKING THE CHILD FEEL REFUSED
STUDY GROUP MOTHERS: 25%
CONTROL GROUP MOTHERS: 20%
STUDY GROUP CHILDREN: 19%
CONTROL GROUP CHILDREN: 16%

=]

THREATENING

STUDY GROUP MOTHERS: 30%
@ CONTROL GRQUP MOTHERS: 24%
STUDY GROUP CHILDREN: 20%

HSULTING CONTROL GROUP CHILDREN:8%

g =

CALLING INSANE
STUDY GROUP MOTHERS: 6% THER

STUDY GROUP CHILDREN: 4%
CONTROL GROUP CHILDREN: 4%

=

SAYING STUPID

STUDY GROUP MOTHERS: 49%
CONTROL GROUP MOTHERS: 48%
STUDY GROUP CHILDREN: 24%
CONTROL GROUP CHILDREN:0%

Figure 22. Types of Verbal Discipline-Coding Model

3.8.6. Types of insulting

When insulting was specifically investigated mothers in both groups namely; the
study group (49%) and the control group (48%), and the children in the study group
(24%) stated that words related to the mental capacity of the child (ex., stupid,
moron) were highly used whereas none of the control group children reported to be
called with these words. One child in control group (4%) reported to be called as

insane (deli) and being called as insane was also reported in other groups (6%, 4%,
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16%; for mothers in the study group, children in the study group, mothers in the
control group, children in the control group, respectively). Other insulting types
were; wishing not having given birth to that child (dogurduguna iliskin pismanlik
dile getirmek; 4%, 5%, 4%, 0%; for mothers in the study group, children in the study
group, mothers in the control group, children in the control group respectively),
calling the child with animal names (hayvan yakistirmast yapmak; 8%, 3%, 12%,
0%; for mothers in the study group, children in the study group, mothers in the
control group, children in the control group respectively), swearing (kiifretmek; 0%,
4%, 0%, 0%; for mothers in the study group, children in the study group, mothers in
the control group, children in the control group, respectively) saying handicapped
(6ziirlii diye seslenmek; 2%, 0%, 0%, 0%; for mothers in the study group, children in
the study group, mothers in the control group, children in the control group,
respectively) dishonorable (serefsiz demek; 2%, 0%, 0%, 0%; for mothers in the
study group, children in the study group, mothers in the control group, children in the
control group, respectively) dirty (pis demek; 2%, 1%, 0%, 0%; for mothers in the
study group, children in the study group, mothers in the control group, children in the
control group, respectively) abnormal (mal demek; 0%, 2%, 8%, 0%; for mothers in
the study group, children in the study group, mothers in the control group, children in

the control group, respectively).
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Table 43. Types of Insulting

Insulting Control Control
(asagilama) StuMdy Group StUdy Group Group Group
others, Children, .
Mothers, Children,
Percentage | Percentage p
ercentage Percentage
Insulting 58% 33% 60% 8%
(asagilama)
stupid (aptal, salak) 49 % 24% 48% 0%
+ moron (
gerizekali)
wishing not having 14% 5% 4% 0%
given birth to that
child (dogurduguna
pisman oldugunu
sOylemek)
saying insane 6% 4% 16% 4%
(deli/ manyak)
calling the child 8% 3% 12% 0%
with animal names
(hayvan
yakigtirmast)
other (diger) 17% 7% 8% 0%
other (diger) : 0% 4% 0% 0%
swearing
other (diger) : 2% 0% 0% 0%
saying
handicapped(6ziirlii)
other (diger): 2% 0% 0% 0%
dishonorable
(serefsiz)
other (diger) : pis 2% 1% 0% 0%
(dirty)
other (diger): 0 2% 8% 0%

abnormal (mal)
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Insulting (asagilama)

aptal (stupid) + salak (stupid) + J
gerizekalh {moron)

dogurduguna pisman oldugunu
soylemek {wishing not having...

deli/ manyak (saying insane)

hayvan yakistirmasi {calling the
child with animal names)

diger {other)
0,00 20,00 40,00 60,00
W Childrenin Control Group, Percentage @ Mothers in Control Group, Percentage
@ Childrenin Study Group, Percentage M Mothers of Study Group, Percentage

Figure 23. Types of Insulting

When the frequency of the verbal discipline/ discipline was investigated, among the
control group 8 (32%, n=25), among the study group 12 (13%) reported that they
have never used verbal discipline as a discipline technique. The information about
frequency could be gathered only from the mothers because as expected, based on
their developmental characteristics, the children aged between 6-13 years had great
difficulty about telling the time or the frequency of anything they have experienced

or they were exposed to.

3.8.7. The most hurtful abusive attitudes according to the children’s perceptions

49 children (41 study group, 8 control group) mentioned that among two types of
these abusive attitudes (verbal and physical), one of them hurt their feelings more
than the other. Among 41 children in the study group 22 of them stated that they feel
worse about the insulting words they hear from their mothers, 16 of them told they
feel worse when their mother hit them, 3 children told both types of abusive
behaviors hurt them similarly and 1 child reported not feeling hurt because of these
abusive attitudes. Among the 8 children in control group, hearing insulting words
was reported to be hurtful/ distressing by 5 children, being hit was perceived as most
upsetting by 2 children and both types of abusive behaviors were evaluated as similar

on distressing by one child.
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Table 44. The Most Hurtful Abusive Attitudes according to the Children’s

Perceptions

iheabuse YPe | Childrenin | Childrenin | Childrenin | Children in
. . Study Study Group, Control | Control Group,
hurtful/ distressing _ _
. Group, n=42| Percentage |Group, n=25| Percentage

for children
Verbal discipline of 22 52% 5 20%
the mother
Physical 16 38% 2 8%
punishment
Both types equally 3 7,% 1 4%
None of them 1 2% 0 0%
Not having any 0 0% 17 68%
abusive attitudes
experience

The abuse type that is most hurtfull/

distressing for children
H Children in Study Group, Percentage
Children in Control Group, Percentage
68%
52% —
m— 38%
% -
" > Y o o
Q o" e° *®
° ¢°¢

Figure 24. The Most Hurtful Abusive Attitudes according to the
Children’s Perceptions

3.8.8. The length and the quality of the time spent together

Mothers and children were asked how much time they spent together and whether
they found it satisfying. 65 mothers (68%) in the study group and 13 (56%) mothers
in the control group reported not being satisfied about the amount of the time they
spare for their children. Whereas 31 mothers (32%) in the study group and 12 (44%)
mothers in the control group perceived that they spent enough time with their
children. When children answered the same question, 65 children (68%) in the study

group and 22 (88%) children in the control group stated that their mothers spent
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enough time with them. However, 30 children (32%) in the study group and 3
children (12%) in the control group expressed they do not think their mother were
spending enough time with them or at least they would like their mother to be with

them more.

Table 45. The Length and the Quality of the Time Spent Together

Time spent Study Group | Study Group | Control Group | Control Group

together Mothers, Children, Mothers, Children,
Percentage Percentage Percentage Percentage

Enough/ 31 (32%) 64 (68%) 12 (44%) 22 (88%)

satisfying

Not enough/ 65 (68%) 30 (32%) 13 (56%) 3 (12%)

unsatisfying

Time spent together

® Enough/ satisfying

® Not enough/ unsatisfying

12,00%

-
Study Group Study Group Control Group Control Group
Mothers, Children, Mothers, Children,
Percentage Percentage Percentage Percentage

Figure 25. The Length and the Quality of the Time Spent Together

With the aim of gathering information about the quality of the time spent together all
four groups were asked what they were doing together at the weekends. The most
frequently reported activities by all four groups were visiting relatives (39%, 53%,
20%, 36%; for mothers in the study group, children in the study group, mothers in
the control group, children in the control group respectively), going to parks or outlet
centers (39%, 37%, 48%, 36%; for mothers in the study group, children in the study
group, mothers in the control group, children in the control group respectively),
studying (together, alone) (36%, 25%, 40%, 20%; for mothers in the study group,

children in the study group, mothers in the control group, children in the control
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group respectively), watching TV or playing computer games (31%, 20%, 28%,

24%; for mothers in the study group, children in the study group, mothers in the

control group, children in the control group respectively).

In addition to these having a dinner in a restaurant, making sport together, going to

picnic together, going to cinema and theatre, watching movie at home, playing game

with parents, chatting all together, reading book together at the same time were

among the activities that were reported as done for spending joyful time together.

According to the interviews, children also frequently spent time playing with siblings

or friends, helping their mothers at house-works. Never the less 14% of the mothers

in study group, 20% of the children in the study group, 12% of the children in the

control group stated that they were not doing anything together with their

mothers/children.

Table 46. Weekend Activities of Families

Weekend Study Group | Study Group |Control Group | Control Group

activities Mothers, Children, Mothers, Children,
Percentage Percentage Percentage Percentage

Nothing 14 20 0 12

Going to parks or 39 37 48 36

outlet centers

Visiting relatives 39 53 20 36

Studying 36 25 40 20

Spending time by 31 20 28 24

watching TV or

playing computer

Other activities 66 53 76 44

Playing with 11 11 12 0

siblings, friends

Picnic 9 5 12 4

Dinner outside 6 3 8 4

Sports 3 6 4 8

Reading books 7 4 12 0

Going to cinema 8 4 16 12

or theatre

They spent time 20 7 32 8

chatting together

Playing games 17 3 36 0

together with all

the family

House works 14 12 12 16
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Weekend Activities

m Study Group Mothers, Percentage u Study Group Children, Percentage
Control Group Mothers, Percentage B Control Group Children, Percentage
76
66
; |
48 — —
4
o | TS | T =
| —_— 31
|2 gt
— 2 -
nothing goingto visiting studying spending Other
parks or relatives time by activities
outlet watching tv
centers or playing
computer

Figure 26. Weekend Activities of Families

3.8.9. Marital adjustment

In order to investigate possible marriage problems behind the mothers’ attitudes
towards verbal and physical child discipline, mothers were asked to describe and rate
their marriage between 1-5. This hypothesis was developed while study was ongoing.
For this reason it could be asked to only half of the mothers in study group. 39
mothers in study group (78%) and 21 mothers in control group (84%) expressed they
were not violated by their spouses verbally or physically. 3 mothers in the study
group (6%) and 3 mothers in the control group (12%) reported being verbally
violated. 8 mothers in the study group and 1 mother in the control group (4%)
reported being both verbally and physically abused. In the study group one of the 8
mothers who was being verbally and physically abused also reported being forced to
sexual relationship. 33 mothers in the study group evaluated their marriage as 4 and
5, 17 mothers evaluated as 3 on a 5 point scale, 10 mothers evaluated less than 3. 14
mothers in the control group evaluated their marriage as 4 and, 12 mothers evaluated

as 3 and 1 mother evaluated as less than 3 on a 5 point scale.
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Table 47. Spouse Violation

Spouse Violation |Study Group| Mothersof |Control Group| Mothersin
Mothers, | Study Group, Mothers, Control Group,

n =50 Percentage n=25 Percentage

No violation 39 78 % 21 84%

Only verbal 3 6% 3 12%

violation

Mother and 8 16% 1 4%

children are

physically and

verbally violated

by father

There is sexual 1 2% 0 0%

enforcement

Spouse Violation

H noviolation
m only verbal violation
mother and children are physically and verbally violated by father

m there is sexual enforcement

78 00%
6,00% 0
16 00% 2,00% .
SN 00% g, 00%q o
-bﬁ-
Mothers of Study Group, Mothers in Control Group,
Percentage Percentage

Figure 27. Spouse Violation
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Table 48. Marital Adjustment Rated Over 5

Marital adjustment rated 4&5 3 1&2

over 5 (very good) | (good enough) | (not good enough)
Mothers of Study Group, 35% 18% 11%
Percentage

Mothers in Control Group, 56% 36% 4%
Percentage

Marital adjustment rated over 5

m Mothers of Study Group, Percentage u Mothers in Control Group, Percentage

56%
11%

35% 36%
AN
18%
|
[

verygood (4 & 5) good enough (3) Notgood enough (1 & 2)

Figure 28. Marital Adjustment Rated Over 5
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A FIGURE OF THE MAIN POINTS OF THE THEORY DEVELOPED AND
THE RESULTS OBTAINED
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MARITAL ADJUSTMENT
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Figure 29. The Main Points of the Theory Developed and the Results Obtained —
Coding Model
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3.9. Summary Tables for Results

Table 49. Summary of the ADHD Group Differences on Demographic Variables

Control ADD HD Combined
Group Group Group Group

Family Income 2554.76 2053.67| 1618.18 1447.07
a ab Ab b
Maternal Education 11.81 9.00 8.45 8.93
a ab Ab b
Breast Feeding 12.90 12.73 18.82 10.75
ab ab A b
Relationship with 4.29 4.03 3.73 3.10
Family a a Ab b
Relationship with 4.43 3.62 3.63 3.17
Teacher a b Ab b
Relationship with 4.71 3.97 4.18 3.49
Friends a b Ab b
Academic Performance 4.48 3.33 3.73 3.10
a b Ab b
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Table 50. Summary of the ADHD Group Differences on Child and Mother Related

Variables
Control | ADD Group| HD Group Combined
Group Group
Child Related Variables

CDI 4.95 10.45 11.09 11.6

a ab ab b
Rosenberg self- 35.40 29.62 32.81 28.45
esteem scores a bc ab c
Conners teacher 11.26; 9.31;| 15.28; 14.20;| 14.73; 16.00; 16.96;
scores 6.37 11.6 13.09 16.14;12.9
For ADD, HD, CD a b b b
Conners mother 7.19; 9.14;| 11.93;9.70;| 11.91;12.36; 12.32; 12.51;
scores 7.19;14.85| 10.03; 20.5| 11.18;22.91 12.11; 25.37
For ADD, HD, a b b b
OoDD, CD

Maternal Variables

Maternal Trait 39.67 43.90 42.91 48.29
Anxiety a ab ab b
Maternal BDI 7.14 12.33 11.45 14.45

a ab ab b
Maternal ADHD 14.33 24.33 23.73 26.46
related problems a ab ab b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2. BDI: Beck Depression Inventory, Maternal problems related to ADHD: Maternal scores of
problems related to Attention Deficit Hyperactivity Scores; CDI: Scores on Child Depression
Inventory; Conners teacher scores: ratings of teacher on Conners ADHD Teacher Rating Scale;
Conners mother scores: Maternal ratings on Conners ADHD Parent Rating Scale, ADD/ Inattention
Scores: Scores on Conners ADHD Parent Rating Inattention Subscale, Hyperactivity Scores: Scores
on Conners ADHD Parent Rating Hyperactivity Subscale, Conduct Disorder Scores: Conners ADHD
Parent Rating Conduct Disorder Subscale.

Table 51. Summary of the ADHD Group Differences on Discipline Attitudes and

Practices

Control ADD Group | HD Group Combined

Group Group
Verbal discipline 5.14 5.6 8.8 7.85
apr a ab ab b
Physical discipline 1.5 2.19 7.6 2.98
apr a a b a
Verbal discipline 1.60 2.14 3.00 2.80
prc. a ab ab b
Physical discipline 1.40 3.39 3.27 4.26
prc. a ab ab b

Note 1. ADD Group: Children in ADHD Predominantly Inattentive Group, HD Group: Children in
ADHD Predominantly Hyperactive Group, Combined Group: Children in ADHD Combined Group.
Note 2. Verbal discipline apr.: Quantitative scores of mothers on approval of verbal discipline;
Physical discipline apr.: Quantitative scores of mothers on approval of physical discipline; Verbal
discipline prc.: Qualitative scores of mothers on practicing verbal discipline; Physical discipline prc.:
Qualitative scores of mothers on practicing physical discipline
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Table 52. Summary of the Predictors of Conners Scores

Conners ADD Conners HD Conners ODD Conners CD scores
scores scores scores

Maternal education |Age of saying the |Family income (-) |Paternal education
) first word (-) Maternal BDI (+) |(-)

Maternal (+) Length of using Self esteem scores | Maternal BDI (+)

perception of nipple (+) of children (-) Maternal openness
having a punitive | Maternal education |Maternal scores on |(+)

mother ) approval of verbal |Self esteem scores
Maternal ADD (+) |Maternal ADHD discipline (+) of children (-)
scores related problems (+) Maternal scores on

Rosenberg self- (+) |Maternal scores on
esteem scores approval of verbal

Maternal BDI (+)  |discipline (+)

approval of verbal
discipline (+)

Note 1. BDI: Beck Depression Inventory, Maternal ADD: Maternal Attention Deficit scores
(Inattention scores), Maternal problems related to ADHD: Maternal scores of problems related to
Attention Deficit Hyperactivity Scores.

Table 53. Summary of the Predictors of Discipline Attitudes and Practices

REMS Verbal Physical Verbal Physical
discipline atd.  |discipline atd. |discipline prc. |discipline prc.
Family income |M - perception |M-EFC (+) M- Trait M - perception
(+) of childhood M - anxiety of childhood
Number of sexual abuse (+) |neuroticism (+) |M - Openness |sexual abuse
siblings M- EFC (+) ADD scores |(+)
Maternal M- ADHD ODD scores (+) | (+) M - Trait
neuroticism (+) [related problems [CDI scores (+) anxiety (+)
(+) M -extraversion
Self-esteem M - Openness (+)
scores of (+) Child scores on
children (+) Child scores on friend
friend relationship (-)
relationship CD scores (+)
ODD scores (+)
HD scores (+)

Note 1. REMS: Maternal scores on recognition of emotional maltreatment, M- ADHD related
problems: Maternal scores of problems related to Attention Deficit Hyperactivity Scores, M- EFC:
Maternal scores on Emotion Focused Coping Style; M - Opennes: Maternal scores on openness
dimension of basic personality traits inventory, M -extraversion Maternal scores on extraversion
dimension of basic personality traits inventory; M - neuroticism: Maternal scores on neuroticism
dimension of basic personality traits inventory; M- Trait anxiety: maternal scores on trait anxiety
subscale of State-trait anxiety inventory.

Note 2. ADD/ Inattention Scores: Scores on Conners ADHD Parent Rating Inattention Subscale,
Hyperactivity Scores: Scores on Conners ADHD Parent Rating Hyperactivity Subscale, Conduct
Disorder Scores: Conners ADHD Parent Rating Conduct Disorder Subscale.
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Table 54. Summary of the Predictors of Child Outcomes

Child Rosenberg self-esteem scores

Child depression scores

Family income (+)

Maternal perception of having a
belittling/ criticizing mother (-)
Maternal depression scores (-)
Maternal recognition of emotional
maltreatment (+)

Maternal perception of having a
conditioned achievement focused father
(+)

Maternal scores on approval of physical
discipline (+)
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CHAPTER IV

DISCUSSION

4.1. Outline of the Discussion

I- The sequence of discussion will be as following;
1. Features of methodology
2. Summary of the results
3. Discussion of the results
I1- Summary and discussion of the results will follow the given outline;
1. Group differences and associations of child ADHD diagnosis and ADHD
symptoms
a) According to demographic characteristics,
b) According to child characteristics
c) According to mother characteristics
2. Precipitating and associative factors of child abusive attitudes and actual
abusive disciplinary acts.
a) Factors related to maternal characteristics
b) Factors related to child characteristics

3. Child outcomes.

4.2. Methodological Features

This study basically aimed to investigate the approval of abusive discipline attitudes
and actual discipline practices among mothers of children diagnosed with ADHD
(Study Group). With this aim, two groups of children and their mothers were
included into the study (namely; children with ADHD and their mothers, children
having no psychiatric diagnosis and their mothers). All four groups (study group a
children and their mothers, control group children and their mothers) were
interviewed and then required to fill questionnaires, in order to understand the
coherence between maternal attitudes towards disciplinary acts and actual discipline
styles — with special emphasis on abusive practices-, and also in order to reveal the
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associative or precipitating factors of abusive discipline styles. Questionnaires,
administered to parents, were related to maternal childhood experiences, maternal
psychological characteristics, maternal attitudes towards discipline, and parental
ratings of child ADHD symptoms (Conners Parent Rating Scale). Questionnaires
administered to children were related to social support perception, self-esteem and
depression scores of children. Together with these questionnaires administered to
children and parents, teachers were also required to fill Conners Teacher Rating

Scale.

When the administration of questionnaires was completed, interviews were
conducted to determine the parent child relationship on the basis of disciplinary
practices. In these interviews standard open-ended questions were asked to both
groups of children (namely; study group and control group) and both groups of
parents (namely; study group and control group). These questions examined the
amount and quality of time child and the mother spends together, the most
problematic areas between parent and children, consequences of a problem occurring
between parent and children, with a special emphasis on abusive disciplinary acts.
These were the questions asked to both children and parent groups commonly;
however, there were also questions specifically asked to mothers and questions
specifically asked to children. The questions specifically asked to mothers were
about their marital satisfaction and discord and possible domestic violence. One
specific question was asked to children to understand their own appraisal about their
mothers’ discipline styles and receive self reports of their feelings when they face
harsh verbal or physical disciplinary acts of their mothers. Answers given to the
guestionnaires of this study were analyzed with a quantitative statistic program
(SPSS 18), answers given to open-ended questions asked in semi-structured
interviews were analyzed through two different methodologies; quantitative and
qualitative analysis. To quantitatively analyze the information gathered by qualitative
methods, the information gathered about the severity of physical and verbal
disciplinary acts were converted into quantitative scores (for more detail see Chapter
[11). Together with all other open ended questions, severities of disciplinary acts were
also analyzed through qualitative strategies. Qualitative analyses were carried out

with a statistical program for qualitative analyses namely; Max QDA 10.
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4.3. Summary of the Results

4.3.1. Group differences and associations of child ADHD diagnosis and ADHD

symptoms

4.3.1.1. Group differences and associations of child ADHD diagnosis and

ADHD symptoms according to demographic characteristics

According to diagnostic status there were four groups of children in the study;
Control Group (having no psychiatric diagnosis), ADD Group (ADHD
Predominantly Inattentive Type), HD Group (ADHD Predominantly Hyperactive
Type), and Combined Group (ADHD Combined Type). These groups differed on
three demographic variables; Income, maternal education, and breastfeeding. Only
Control Group and Combined Group differed from each other on income and
maternal education. Specifically, children in Control Group had families with higher
income and mothers with higher education compared to children in combined group.
When groups were compared for the length of breast feeding results revealed that
children in HD group were breast feeded longer than other three groups, all of which

did not differ on length of breast feeding from each other.

4.3.1.2. Group differences and associations of child ADHD diagnosis and

ADHD symptoms according to child characteristics

Differences of ADHD diagnosis were examined on seven child related factors;
WISC-R scores of children, child depression scores, Rosenberg self-esteem scores,
perceived social support scores, maternal rated scores of relationship with family,
friends, and teacher, and maternal rated scores of academic performance. Groups did
not differ on WISC-R and on social support scores. On child depression scores, only
control group and combined group revealed significant difference and combined
group manifested higher depressive symptoms. Combined group had the lowest self
esteem scores, though this decrease on self esteem scores was significantly different
from the Control and HD group but not the from ADD group. Scores of Control
group on all subscales of Conners -both parent and teacher ratings- were

significantly lower than all other three diagnosis group, however three groups with
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ADHD diagnosis did not reveal significant differences on subscales of Conners.
Though the children did not report difference on their social support perception, their
mothers reported that while children in HD group were not different on the quality of
their relationship with their family, friends and teacher, the children in combined
group and ADD group had worse relationship with their friends and teachers when
compared to control group. The family relationships of children in ADD group were
similar to Control Group and better than the combined group. Mothers were also
asked to rate the academic performance of their children. As expected control group
had better academic performance than ADD and Combined Group. Interestingly,
mother ratings on academic performance for children in hyperactivity group were not

significantly different from the ratings of other groups.

4.3.1.3. Group differences and associations of child ADHD diagnosis and
ADHD symptoms according to maternal characteristics

Differences of ADHD diagnosis were studied on three domains of maternal
characteristics; maternal psychopathological symptoms, maternal personality
characteristics, and maternal coping strategies. Mothers of ADD group and HD
group did not differ either from each other or from the other groups on any of these
domains. Similarly, mothers of children in combined and control group (according to
diagnostic status) did not differ on either personality characteristics (extraversion,
openness, agreeableness, conscientiousness, neuroticism, negative valence) or coping
strategies (problem focused coping, emotion focused coping, indirect coping).
However, mothers of combined group had higher trait anxiety, depression, and

maternal ADHD related problem scores.

4.3.2. Precipitating and associative factors of child abusive attitudes and actual

abusive disciplinary acts

4.3.2.1. Predictors of Conners scores

In addition to differences of diagnosis on child and maternal characteristics, factors
associated with ADHD symptoms were also investigated. Accordingly, among

demographic variables low maternal and paternal education, low income, saying the
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first word in older ages, and using the nipple for longer times were associated with
increased Conners scores. Among the child characteristics low self esteem was the
only child related predictor of Conners HD and CD scores. Among maternal
characteristics higher maternal ADD was associated with higher Conners ADD
scores of children, higher maternal scores on depression predicted higher Conners
ODD/CD symptoms. Only one maternal personality characteristics was associated
with Conners scores; high maternal scores on Openness predicted higher CD
symptoms. Maternal approval of verbal disciplinary practices was positively

associated with all Conners HD, ODD, and CD scores.

4.3.2.2. Disciplinary attitudes and practices

Among disciplinary attitudes maternal recognition of emotional abuse did not differ
according to diagnostic groups and did not predict any of the Connors scores.
However, maternal awareness was detected to increase as self esteem scores of
children, income of the family increased, and number of siblings or neuroticism

scores of mothers decreased.

Maternal qualitative and quantitative verbal violence had a similar pattern of Manova
results. Compared to control group, mothers of combined group exhibited higher
approval scores on attitudes of verbal disciplinary acts and used these acts more
frequently as well. Scores on approval and actual practicing of physical disciplinary
acts, interestingly, manifested different results; mothers of hyperactive children
showed higher approval on physical discipline than mothers of all other three groups
which did not differ from each other, however, when it comes to practicing it only
mothers of combined group used these styles significantly more frequent than control
group. Maternal approval scores on attitudes towards verbal disciplinary acts were
predicted by maternal childhood sexual abuse, emotion focused coping, openness,
maternal ADHD related scores, friend relationship scores of children, Conners ODD
and HD scores of children. Whereas maternal actual practices of verbal discipline
scores were predicted by maternal trait anxiety, openness, and Conners ADD scores
of children. Emotion focused coping style of mother, maternal neuroticism, child
scores on Conners ODD and child depressive symptoms predicted maternal approval

scores on physical disciplinary acts, thus, maternal perception of childhood sexual
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abuse, maternal trait anxiety, extraversion as maternal personality characteristics,
child scores on the quality of family relationship, and on Conners CD predicted

higher frequency of maternal actual physical disciplinary practices.

In order to understand the possible outcomes of maternal disciplinary attitudes and
practices on children better, verbal and physical disciplinary attitudes were
investigated for their possible predictive roles. After controlling demographic factors
and maternal past experiences and current characteristics, among the disciplinary
attitudes higher recognition of emotional abuse predicted higher self esteem scores of
children and higher maternal approval scores on physical discipline predicted higher
child depression scores of children. The relationship of ODD with maternal approval
of verbal and physical disciplinary acts and the relationship of ODD with child
depression scores leaded to suspicion for mediator role of approval scores on
physical disciplinary acts. As expected the association between ODD and depression
scores of children was mediated by maternal approval scores on physical disciplinary

acts.

Qualitative analysis supported results reported above and revealed that in general
mothers approved using some physical and verbal disciplinary acts. However,
mothers of children diagnosed with ADHD reported more problematic issues in
parent child relationship, less time spent together and higher frequency of using these
maladaptive styles compared to mothers of control group. Together with these
children reported to be deeply affected from maternal disciplinary acts and this affect
was much higher when they were exposed to verbal disciplinary acts compared to

physical disciplinary acts.

4.4. Comparison of the Present Study’s Results with Literature

4.4.1. Discussion of demographic factors

This study indicated that children in control group had mothers with higher education
and families with higher income when compared to children in study group (children
in ADHD predominantly inattentive group, ADHD predominantly hyperactive

group, and ADHD combined group). In addition, these results also revealed low

133



parental education was associated with higher scores of Conners ADD and HD
scores and low income was associated with higher Conners ODD scores. These
findings are consistent with a wide a range of ADHD literature. Low income is
associated with child pathologies (Pace & Mullins, 1999). As discussed in the first
chapter, the prevalence of ADHD is higher in low-income populations (Barkley,
1990). There are different possible reasons of this association. Low income may
cause parental distress, inadequate feeding, and stimulus deprivation. It may also
cause distress on parents and both parental distress (Anastapoulos, Guevremont,
Shelton, & Dupaul, 1992) and poor environmental factors are shown to be related
with symptom scores of ADHD (Oktem, 1993).

Another explanation may be the heritability of ADHD. Studies investigating
psychopathology among the relatives of children diagnosed with ADHD, reported
that ADHD was the most common diagnosis (Faraone, Biederman, Keenan, &
Tsuang, 1991; Frick et al., 1991; Nigg & Hinshaw, 1998) and adult ADHD is shown
to be associated with poor outcomes such as low education, unemployment and low
income (Dalteg, Lindgren, & Levander, 1999; Manuzza & Klein, 1999). However,
results of this study failed to support the findings indicating shared demographic
factors. Literature suggests, discipline styles of parents having lower income were
harsher compared to ones having higher income (Pinderhughes, Dodge, & Bates,
2000; Portes, Dunham, & Williams, 1986). Yoon (1997) suggested that people with
higher educational or income levels were more likely to perceive physical
punishment as child maltreatment. The inconsistency may be related to sample, to
cultural differences, or to the severity of maltreatment. Income and maternal
education may have a predictive role on child maltreatment when there is no cultural
approval for verbal and physical discipline, no other factors increasing parental stress
or when the physical maltreatment includes physical injury. Thus, the sample of this
study manifested cultural approval of maltreatment when there is no physical injury.
This prediction is supported by Kircaeli’s results. Though, Kircaeli (2005) studied
with mothers having high education and high income, their results also pointed to
abusive disciplinary acts. It is also possible that demographic factors may predict
maltreatment through their effect on parental stress (Caliso & Milner, 1992; Coohey,
2000; Gillham et al., 1998). If this is the most realistic explanation, the inconsistency

between the scores of this study and literature may stem from the sample
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characteristics of this study. ADHD is known to be strongly associated with parents
feelings of incompetence, parental stress (Francis & Wolfe, 2008), as the majority of
the children had ADHD diagnosis in this study, as Conners scores were included in
the study and as maternal psychological characteristics were among the variables in
the analysis, the income might have lost the shared variance and become non-
significant.

4.4.2. Child characteristics differentiating the child diagnostic status and

predicting Conners scores

The results of the study revealed no significant differences on WISC-R and
perceived social support scores of children. However, mother ratings of child’s
relationships with family, with friends, and with teacher were much lower in
combined group compared to control group. Results related to the WISC-R scores
were particularly consistent with literature. There are studies reporting that WISC-R
did not differentiate the ADHD subtypes or ADHD from other psychiatric disorders
(Eving & Gengoz, 2007). However, those studies indicated that children having no
psychiatric disorder had higher WISC-R scores. Unfortunately, this was not the case
in this study. Depending on this result it may be concluded that instead of the WISC-
R scores gathered on a specific subtest, comparison of the differences between the
scores of the same subject on different subtests might be more helpful for the
decision of diagnosis. In this study rather than depending solely on WISC-R profiles,
various other sources -such as the information gathered from the parents and the
teachers, clinical interviews, K-SADS- were used for the decision of diagnosis. For
this reason the within WISC-R profiles were not included to the present study.
Contradicting results related to social support scores of children in this study is of
interest. Literature suggests children with ADHD lack of social competence, exhibit
aggressive/delinquent behaviors, experience difficulty in obtaining cues related to
social skills and in turn, lack social relationships and support (Barkley, Murphy, &
Kwasnik, 1996; Borland & Heckman, 1996; Cunningham, Benness, Siegel, 1988;
Manuzza & Kilein, 1999; Nigg et al., 2002). However, ADHD diagnosis did not
reveal significant differences on the perceived social support inventory of this study.
Interestingly, group differences were observed on maternal rated quality scores for

relationship with family, with friends, and with teacher. According to maternal
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ratings, children in combined group have difficulty on all domains of relationships
when compared to their peers in control group. The findings of the study are
contradicting within themselves and partially with literature. One possible
explanation may be related to the source which the information is taken from. The
data of previous studies relevant to the social support of children with ADHD, are
gathered from the mother, teacher or an observer in the research team, watching the
child in school ((Barkley, Murphy, & Kwasnik, 1996; Borland & Heckman, 1996;
Cunningham, Benness, Siegel, 1988; Manuzza & Klein, 1999; Nigg et al., 2002). In
this study, data was gathered from the mother and from the child. Maternal report
regarding the child’s social interaction is consistent with literature however children
reported their social support much better than expected depending on the previous
findings. It is possible that children perceived their social interactions better than the
actual; however it is also possible that due to the children’s difficult temperament

mothers develop a general negative perception of their children.

The discrepancy on the answers received from two sources, may also stem from the
different ways used for measuring. Mothers were simply asked to rate their children
on the basis of social interaction, however, children were administered a
questionnaire to rate their perceived social support. In other words mothers rated
their children’s attitudes towards others whereas; children rated other people’s
behaviors to themselves. In addition to the slight difference in the content, depending
on the developmental limitations, 6-12 year old children may have experienced
difficulty in rating a five point liker type questionnaire, which requires rating items
with points referring to words such as rarely, sometimes, and frequently. This group
of children may be better on questionnaires in which all the choices include

statements (e.g. child depression inventory) rather than abstract words.

On the depression and Conners scores; only children in control group were lower
than ADHD combined group. Child self-esteem scores were also differed according
to diagnosis of the child and only combined group had significant lower scores than
the control group. When the ADHD literature is explored in detail, the findings
seemed highly reasonable. Especially, when untreated, ADHD is frequently shown to
be highly associated with a variety of negative consequences (Biederman, 1997;

Erman, Turgay, Oncii, & Urdavic, 1999; Faraone, Biederman, Keenan, & Tsuang,
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1991). Continuously performing under the actual capacity, being exposed to critical
comments of teacher, experiencing difficulty in friendships, and receiving negative
feedbacks may result in lower self-esteem and higher depression scores of children.
This inference is widely supported by the ADHD literature. For example Faraone et
al. (1991) have shown that cognitive impairment, depression and low self-esteem
were frequently observed among girls diagnosed with ADHD (Faraone, Biederman,
Keenan, & Tsuang, 1991).

Conner's scores of children were rated by two sources; namely, mothers and teachers.
Both sources manifested a similar pattern on these scores. According to these results,
mothers and teachers were good at differentiating the children meeting ADHD
diagnosis, regardless of the subtype, from the children having no diagnosis.
However; mothers and teachers failed to estimate the subtype. According to the
results of regression analyses mother rated Conner's scores were predicted by child
characteristics, maternal characteristics and maternal use of verbal punishment; after
the demographic factors (discussed above) were controlled. Among maternal
characteristics; maternal ADD predicted Conner's ADD scores and maternal
depression predicted Conner's ODD and CD scores. The only personality
characteristic of the mothers predicting Conner's was Openness and it revealed
significant correlations with Conner's CD scores. This result will be discussed under

the title of ADHD and maternal characteristics.

Among child characteristics self-esteem scores significantly predicted all Conner's
scores except for Conner's HD scores. When interpreted together with the MANOVA
results reported above, it may be concluded that self esteem predicted inattention
scores and disruptive but not hyperactive behaviors, for this reason, children
diagnosed with combined ADHD- exhibiting both inattention and a variety of
behavioral symptoms- had lower self-esteem compared to control group and
hyperactive children. There are not many studies investigating the relationship
between self-esteem and subtypes of ADHD. However, academic problems were
reported to be associated specifically with ADHD inattentive type, oppositional
behaviors were associated with hyperactive type and disruptive behaviors were
associated with ADHD combined type (Gadow, Nolan, Litcher, Carlson, Panina,

Golovakha, Sprafkin, Bromet, 2000). It is possible that scoring below one’s own
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capacity and the other children or being criticized by most of the significant adults
surrounding the child and being isolated among peer groups is associated with lower
self esteem in a bidirectional way. Consequences of these symptoms may lead to
decrease on self esteem of children and lower self esteem may result in higher

difficulty on tasks requiring attention and may result in higher behavioral problems.

When all characteristics of mothers and children were controlled after the
demographic factors, maternal approval score on verbal discipline was a significant
predictor for Conner's scores on behavioral domains (Conner's HD, Conner's ODD,
Conner's CD). This result will be discussed under the title of ADHD and maternal

discipline attitudes.

4.4.3. Maternal characteristics and ADHD diagnosis of children

Differences of ADHD diagnosis was investigated on six characteristics of mothers
(namely; maternal depression scores, maternal state-trait anxiety scores, maternal
ADHD scores, maternal personality characteristics, maternal coping styles, and
maternal perception of social support). Among six characteristics maternal
depression, maternal trait anxiety, and maternal ADHD related problems were
differentiated according to ADHD scores of children and consistently, on entire of
these domains Combined Group scored higher. In other words, children in combined
group had mothers with higher scores on trait anxiety, higher depression, higher
ADHD related problems. As reported above, depression scores of mothers were also
found to be predictive for Conners ODD and CD scores. This reciprocal relationship
between Conners scores and the higher anxiety experienced by mothers of children
in Combined Group has enough support in literature. ADHD combined type is
characterized by symptoms of both hyperactivity and attention deficit (APA, 1994)
and shown to exhibit higher disruptive behaviors compared to predominantly in
attentive or hyperactive types (Gadow et al., 2000). Similarly, both ODD and CD are
defined with highly difficult temperaments such as; aggressive and negativistic
behaviors towards others (APA, 1994). The association between maternal depression
and disruptive behavioral symptoms of children is widely supported by literature
(Eving, 2004; Milberger, Biederman, Faraone, Murphy, & Tsuang, 1995; Nigg &

Hinshaw, 1998). Compared to the child’s hyperactive behaviors and cognitive
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difficulties, aggressive behaviors may be more distressing for the parents (Patterson
& Forgatch, 1995). Biederman et al. (Biederman, Faraone, Milberger, Jetten, Chen,
Mick, Grene, & Russel, 1996) indicated that the risk for major depression was higher
for ODD + CD + ADHD than for ODD + ADHD but for both conditions the risk for

Major Depression was higher than for ADHD alone.

In addition to increased parenting stress, the association between depression and
disruptive behaviors of children may stem from several reasons such as, common
vulnerability factors (Bradley & Golden, 2001), overlapping symptoms of ADHD,
poor parental modeling (Garber, Robinson, & Valentiner, 1997), poor interaction
between the depressive parent and child, (Schachar, 1987) the difficulty in managing
a child with ADHD, (McClearly & Ridley; 1999), possible exaggerations on self or
child reports made in order to receive help and also exaggerations resulting from the
possible generalized negative view that the parent caries about the child (Cummings
& Davies, 1999; Lang, Pelham, & Atkeson, 1999; Pelham et al., 1997).

Group differences on maternal ADHD related problems and the predictive role of
maternal ADD on Conner's ADD scores of children also seem to be consistent with
the findings of previous studies. ADHD is shown to be a heritable disorder (e.g.,
Gilger, Pennington, & Defries, 1992; see Bradley & Golden, 2001 for a review).
Parental ADHD is shown to be a great risk factor for child’s psychological
development. In a study comparing the children of people with and without ADHD it
was found that the high-risk children exhibited more disruptive behaviors, anxiety
and depression symptoms and that, together with all these, failure at school increased
in follow up period (Faraone, Biederman, Mennin, Gershon, & Tsuang, 1996).
Supporting the predictive role of maternal ADD on Conner's ADD scores of
children, Barkley (1996), defined inattention as lack of task or goal oriented
persistence. It has also been reported that, biological parents of ADHD children were
observed to have difficulty at organizing their houses and managing their children
(Nigg & Hinshaw, 1998). Similarly the association between Conner's CD scores and
maternal ADHD related problems which include impulsive and aggressive acts has a
ground in literature. It has been suggested that parental behavioral problems
specifically predict behavioral problems of children (Faraone et al., 1997). Social

learning theory suggests that children learn appropriate behaving by taking their
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parents as models (Bandura, 1989). Based on this literature, in addition to genetic
explanations, it may be suggested that inattentive people may have difficulty on the
tasks of parenting, such as; helping the child learn organizing their homework, their
rooms or their days, and also impulsive parents may have difficulty in providing a

good model for appropriate behaviors.

Though none of the personality traits were differed according to the diagnosis of
children, Openness was another maternal factor predicting Conner's CD scores of
children in this study. There is not much study investigating the associations between
big five personality dimensions of mothers and psychological symptoms of children.
However, there are a few studies suggesting that big five personality traits are
effective on parenting behaviors (Colemont, Hiel, Cornelis, 2011; Prinzie, Stams,
Belsky 2009). Openness, to some extent, was linked to impulsivity (Whiteside &
Lynam, 2001), which is a core dimension underlying aggression and disruptive
behaviors of conduct disorder (Barratt, 1993; Hollander & Stein, 1995; see Nigg,
2001 for a comprehensive review). Both shared etiology for impulsive behavior and
social learning effect (defined above) may be reasons of this relationship. However,

yet, there are not enough results to draw more clear conclusions.

4.4.4. ADHD and verbal-physical discipline styles of mothers

Maternal approval scores on attitudes towards verbal disciplinary acts were predicted
by maternal childhood sexual abuse, emotion focused coping, openness, maternal
ADHD related scores, friend relationship scores of children, Conners ODD and HD
scores of children. Whereas maternal actual practices of verbal discipline scores were
predicted by maternal trait anxiety, openness, and Conners ADD scores of children.
Emotion focused coping style of mother, maternal neuroticism, child scores on
Conners ODD and child depressive symptoms predicted maternal approval scores on
physical disciplinary acts, thus, maternal perception of childhood sexual abuse,
maternal trait anxiety, extraversion as maternal personality characteristics, child
scores on the quality of family relationship, and on Conners CD predicted higher

frequency of maternal actual physical disciplinary practices.
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In the present study maternal childhood sexual abuse was found to have predictive
roles on maternal scores of both approving verbal discipline and practicing physical
discipline. Though little, there is evidence that women, sexually abused in childhood,
have children showing poorer functioning and higher behavioral symptomatology
(Paredes, Leifer, & Kilbaneb; 2001). This relationship may be due to the problems
the mother experiences - as consequences of childhood maltreatment- on various
domains; such as psychopathology developed following the sexual abuse, difficulties
behavioral control and in intimate relationships, attachement disorders, and higher
parenting stress due to revictimization. Childhood sexual abuse has been frequently
linked to negative features of adulthood life (Kendall-Tackett & Marshall, 1998).
Long-term effects of childhood sexual abuse were reported as psychoticism,
hostility, anxiety, somatization, phobic anxiety, depression, externalizing problems
(Haj-Yahiaa & Tamish, 2001; Manly et al., 2001; Toth et al., 1992). In addition to
various psychopathologies, all kinds of childhood maltreatment were indicated to
predict insecure and disorganized attachment types (Cicchetti et al., 1994; Cicchetti
et al., 2006; Cyr et al., 2009) relational aggression both in short (Simons & Waurtele,
2010; Vittrup & Holden, 2010) and long-terms (Teisl & Cicchetti, 2008). Similarly,
series of studies suggested that sexual abuse might lead to feelings of parental
incompetence (Banyard, 1997; DiLillo & Damashek, 2003; Ruscio, 2001; Zuravin &
Fontanella, 1999). Childhood sexual abuse was related with emotion dysregulation
and emotion dysregulation was found to mediate the relationship between childhood
abusive experiences and having an aggressive relationship style, in other terms;
being an abusive parent (Alink, Cicchetti, Kim, Rogosch, 2009).

Having a psychopathology, a style of aggressive relationship and having attachment
problems with one’s own parents may disrupt the parent-child interaction. Parenting
stress was discussed above with regard to its association to approving abusive
discipline styles. In addition to the possibility of having a direct relationship, past
experiences of sexual abuse and parenting stress may be mediated by domestic
violence as well. Childhood sexual abuse is highly associated with re-victimization,
in other words being vulnerable to experience maltreatment (independent of its type)
repeatedly (Arata, 2002; Messman-Moore & Long, 2003). In a study among women
reporting childhood sexual abuse 28-5% reported physical, sexual, emotional, or

domestic violence as adults (Mazza, Dennerstein, Garamszegi, Dudley, 2001).
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Domestic violence was indicated to be associated with maternal harsh discipline
practices (Edleson, 1999) either through its traumatic, stressful consequences
(Claussen ve Crittenden, 1991; Fantuzzo et al., 1991; Kolko 1992; Salzinger,
Feldman, Hammer, ve Rosario, 1991) or through its relationship with approval of
physical violence towards others (Bower-Russa, Knutson, & Winebarger, 2001;
Durrant, Broberg & Rose-Krasnor, 1999; Holden et al., 1995, Jackson et al., 1999).

The present study revealed that maternal trait anxiety was associated with maternal
verbal discipline practices. Anxious people were suggested to expect more negative
outcomes (Butler & Mathews, 1983). Depending on this, anxious mothers may be
assumed to catastrophise the consequences of child’s misbehaviors. Consistently,
some researchers suggested that parents report higher probability for using abusive
discipline when their children engage in a dangerous behavior such as running into a
busy street, lighting matches (Catron & Masters, 1993; Socolar & Stein, 1995).

Among personality characteristics openness (Costa & McCrae, 1992) and
extraversion (Eysenck & Eysenck, 1968) were shown to be associated with
impulsivity and higher likelihood of risk taking behaviors. When a child misbehaves,
impulsive parents may experience higher difficulty in exhibiting patience and
manifesting the best disciplinary style and they may look for immediate solutions.
Researches about discipline styles indicate that abusive discipline styles are effective
for immediate compliance though ineffective in long-term due to the lack of
internalization (Gershoff, 2002). This effectiveness in the short term may be
reinforcing the abusive attitudes of parents. Results related to the neuroticism’s
predictive role on maltreatment are also consistent with the very limited literature.
Supporting the results of the present study, neurotic mothers are shown to have
negative views about their children and accordingly reported to exhibit lower warmth
to their children (Prinzie, Stams, Dekovic, Reijntjes & Belsky 2009).

The present study revealed that maternal scores on emotion focused coping were
associated with higher approval of verbal discipline. There is not much study
investigating the association of mothers coping and parenting styles. However,
limited evidence exists that when people using emotion focused coping styles meet a

conflicting situation, they prefer not reacting for a long time and afterwards giving an
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aggressive reaction (Wolfe & Manion, 1984), accordingly; abusive mothers were
shown to be using less problem solving strategies and more emotion focused coping

style than non-abusive mothers (Cantos, Neale, O’Leary, & Gaines, 1997).

ADHD group differences were observed on maternal approval and actual practicing
of verbal and physical discipline. Results of approval and actual practicing of verbal
discipline revealed same pattern. This is an important finding supporting the
literature for the role of approval on the actual practicing of an inappropriate
discipline style. The association between approval and actual practicing of
maltreatment is given in detail in the first chapter. Briefly, it has been indicated that
individuals who exhibit attitudes supporting maltreatment were shown to be more
likely to actually use abusive attitudes in their child rearing styles (Jackson et al.,
1999; Qasem, Mustafa, Kazem & Shah, 1998; Vargas, Lopez, Perez, Zuniga, Toro &
Ciocca, 1995). This interpretation can particularly be generated to the results relevant

to physical discipline.

Compared to control group, mothers of combined group exhibited higher approval
scores on attitudes of verbal disciplinary acts and used these acts more frequently as
well. Studies investigating the role of ADHD diagnosis on parents abusive attitudes
suggest that in general a child having symptoms on the wide range of ADHD
diagnosis are more prone to parental maltreatment (Briscoe-Smith & Hinshaw, 1996;
Glod & Teicher, 1996; Endo & colleagues, 2006). However, little evidence is given
about the specific symptoms or subtypes comprising greater risk for the occurrence
of maltreatment. In general studies preferred not discriminating the subtypes or even
if data has been gathered for each subtypes researchers tended to merge them when
evaluating the maltreatment (Aliazadeh et al., 2007; Briscoe-Smith & Hinshaw,
1996; Ford et al., 2000; Wozniak et al., 1999). Ford et al. (2000) have not
differentiated the subtypes of ADHD however, they compared ADHD and disruptive
behavior disorders on the basis of parental maltreatment. Their results suggested that
pure ADHD or ADHD comorbid with disruptive behavior disorders were all highly
associated, but disruptive behavior disorders had higher association with parental
maltreatment (Ford et al., 2000). As it has also been shown that ADHD combined
type was highly characterized with disruptive behaviors, results of this study seems

to be consistent with literature. However, Ford et al. (2000) studied solely physical
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abuse. Based on the lack of studies investigating the association of emotional abuse
and ADHD, the difference of this study on investigating both emotional and physical
abuse according to the subtypes of ADHD; results may be considered as extended
information. This interpretation is also eligible for the findings relevant to physical

maltreatment.

Results revealed that mothers of hyperactive children showed higher approval on
physical discipline than mothers of all other three groups, however; when it comes to
practicing, only mothers of combined group used these styles significantly more
frequently than control group. Because of the lack of the studies comparing subtypes
on parental maltreatment, it is highly difficult to compare this result with literature.
However as we have asserted before, hyperactivity was characterized with more
opposing behaviors but ADHD combined type was characterized with disruptive
behaviors. It has also been shown that parental stress was an important predictor of
parental attitudes towards maltreatment (Aliazadeh, Kimberly, Applequist, &
Coolidge, 2007; Berger, 2005; Park, 2001; MacKenzie, Nicklas, Brooks-Gunn &
Waldfogel, 2011). Parenting stress might be considered as a possible mediator
between the maternal perception of difficult child temperament and maternal abusive
behavior. Supportive findings are present for this interpretation. Higher
disruptiveness of behaviors was suggested to cause a higher risk for parental
maltreatment (Ford et al., 2000; MacKenzie, Nicklas, Brooks-Gunn & Waldfogel,
2011). Researchers suggested that the occurrence of maltreatment depended on ‘to

what degree parent perceives the child temperament difficult’ (Bugental &
Happaney, 2004).

When the most disruptive behaviors of the children and the most problematic issues
were asked to mothers and children; academic problems had highest rating among all
groups. Among both study and control groups; different from mothers, children
reported that playing computer/ watching TV (between 16% - 25%) and other issues
including eating problems (more than 40%) were reported highly. Another
interesting difference between mothers and children was about the ratios of
inattention and hyperactivity (only the restlessness symptom is included) related
problems. When mothers and children compared on ratings of disruptive effect of

this issue on parent child relationship, mothers had lower ratings than children.
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Especially mothers and children in study group had highly different ratings; mothers
did not perceive this issue much problematic (13%) whereas study group children
had perceived the disruptiveness of this issue higher than all other groups including
their mothers (25%). Following the academic problems, mothers mostly complained
about their children’s noncompliance about doing the things they are told to (more
than 30% for both groups). Interestingly children in both groups but especially in
study group reported this problem less than the mothers (15%).

When interpreted together with Manova and Regression results it may be concluded
that mothers mostly perceived the academic problems and noncompliance of children
had disruptive effect on parent child relationship. Noncompliance of children, which
is a feature of ODD/CD, predicts the mother’s approval and practicing of the
physical discipline and academic problems, a feature of inattention scores, predicts
verbal discipline practices of mothers despite their disapproval. As both academic
problems and noncompliance are features of ADHD Combined Type it seems
reasonable that ADHD combined type were more frequently exposed to abusive

discipline styles.

The discrepancy between the child and mother reports about the most disruptive,
problematic issue in their relationship is of interest. Actually, this may be another
important factor predicting the repeated abusive discipline practices especially for
children with ADHD. Mothers demand the children to show compliance on many
domains however; children perceive that their mothers were annoyed specifically
with the time they spent on computer and TV, and also annoyed with their inattention
and hyperactive-restless behaviors. These results reveal children did not have clear
ideas about their mothers concern. This is important because if the child does not
understand why, exactly, his/ her mother is angry with him/her, the punishment-no
matter which type- cannot bring a long-term positive behavioral change, even though
the immediate compliance is obtained. When the long-term behavioral change is not
obtained the possibility of the verbal and physical discipline to be repeated with
increasing frequencies and severity, seems to be high. This interpretation is also
consistent with literature suggesting that long term behavioral change requires
internalization and the child has to perceive the parental message accurately for
internalization (Gershoff, 2002; Grusec & Goodnow, 1994). Consistently a study
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conducted with children, 58% of children watching corporally punishment given to a
child in a video stated that the child in the video could forget why s/he was punished
and also stated that s/he could show compliance due to the fear of being punished.
Accordingly, verbal and physical discipline styles may not be helpful for children to
perceive the parental message accurately and may not lead to internalization. Instead
of these, studies indicate that reasoning may be more helpful for internalization and

long-term compliance (e.g., Vittrup & Holden, 2010).

Consistently, Conners scores of children on disruptive disorders predicted both
maternal approval and actual practicing of verbal discipline (ODD scores), and
maternal actual practicing of physical discipline (CD). In addition to this, verbal
discipline predicted the increase in ODD and CD symptoms. There seems a
reciprocal relationship exists between disruptive behaviors of children and abusive
discipline styles of mothers. Recent studies suggest that abusive parent perceives the
intent of the child negatively and the severity of the symptoms higher than the actual
(MacKenzie, Nicklass, Broks-Gunn, Waldfogel, 2011). Both emotion literature on
anger and abuse literature on parenting styles have researches supporting these
results (e.g., Hall & Davidson, 1996; Mash & Johnston, 1990; Wingrove & Bond,
2005). The possible link between anger and abusive parenting is discussed on the
first chapter. Briefly, anger is an emotion interrupting the person’s perceptions about
the other, and causing misinterpretations on the intent of others, exaggeration about
the event resulting in anger; itself (Wingrove & Bond, 2005). Abusive parents report
higher feelings of anger (Ateah & Durrant, 2005), this, in turn, may affect their
misinterpretations about the child’s intent and the severity of the child’s symptoms.
This may cause the child to be more aggressive and out use acting out more, as a
coping strategy. This assumption is consistent with the findings of MacKenzie et al.
(2011), which revealed that parents negative attributions about the child behaviors
result inhibitory and self regulatory problems of children (MacKenzie, Nicklass,
Broks-Gunn, Waldfogel, 2011). Parental abuse may lead to aggressive behaviors of
children also through the acceptance and approval that child develops as a
consequence of frequent exposure to maltreatment. It has been reported that younger
children and frequently spanked children show higher acceptance of hitting for
conflict resolution and advocated spanking as a consequence of misbehavior (Simons

& Waurtele, 2010). As a result these children prefer aggressive conflict resolution

146



with peers and siblings. According to Simons and Wurtele (2010) this is an
explanation of intergenerational cycle. Vittrup and Holden studied (2010) obtained
similar results with slight differences. These researchers suggested that children
being exposed to low or high exposure to maltreatment do not exhibit acceptance
however, children exposed to medium levels of maltreatment regarded the spanking
as the best disciplinary technique. Similarly younger children were shown to evaluate
spanking fair whereas; older children evaluated reasoning as fair and effective in the

long term.

In the present study, disruptive behaviors were predicted not by spanking but verbal
discipline. Though it may seem as a contradicting result to the literature, it may also
be considered that recent studies on emotional abuse provide a ground for this result.
According to the researches, all abuse types have similar consequences (Briere &
Runtz, 1988; Johnson et al., 2001; Rich, Gingerich, & Rosen, 1997; Sackett &
Saunders, 1999), because they all give harm to self, and trust to the environment
(Hart & Brassard’s, 1987). A child exposed to any type of maltreatment is assumed
to experience difficulty in intimate relationships, developing appropriate problem
solving styles in future and use aggression higher than the other children, higher risks
of psychopathology (Briere & Runtz, 1988; Harmelen, Jong, Glashouwer,
Spinhoven, Penninx, Elzinga, 2010; Mullen, Martin, Anderson, Romans, &
Herbison, 1996; Rich, Gingerich, & Rosen, 1997). This similarity aroused the
importance of emotional abuse and evoked a debate such that emotional abuse may
be the core of all types of abuse and the main reason of aversive consequences.
Spertus et al. (2003) found that emotional abuse and neglect was associated with
increased anxiety, depression, posttraumatic stress and physical symptoms. Kent,
Waller, and Dagnan (1999) investigated the effect of all three types of abuse on
eating psychopathology and indicated that their critical finding was the central
predictor role of eating psychopathology was emotional abuse. Researchers
suggested that the other forms of trauma may only appear to have an effect as a result
of their strong correlations with emotional abuse. Harmelen et al. (2010) explains the
link through the automatic negative self association. Accordingly, abused children
develop dysfunctional (self-) attitudes and low self worth (Beck, 1967, 2008). Waller
and Kent (2000), also suggested that child physical abuse was more easily viewed as

a punishment for an act (imagined or actual), whereas child emotional abuse was
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more readily interpreted as a direct attack upon the self. Consistent with quantitative
results of the present study and consistent with literature, in the qualitative step of
this research children were asked which discipline attitude of their mother upset them
more and among the study group children 52%, among the control group 32% stated
that they feel worse about the insulting words they hear from their mothers. When
the verbal discipline styles of mothers were investigated in detail consistent with
literature statement mostly included self attack. Insulting and accusing/ arousing pity
were the most frequent reported types of verbal discipline among both groups of

children with ADHD and control group.

4.4.5. Child outcomes

Conners scores were discussed as predictors and as outcomes. In addition to Conners
scores Rosenberg self-esteem and child depression scores were also investigated in
this study by means of both their predictive roles on Conners scores, on parental
discipline attitudes and practices, their role as outcome. Interestingly though self
esteem scores of control group were higher than children with ADHD inattentive
type and children with combined type however similar to children with ADHD
hyperactive type. Among Conners scores lower self esteem was associated with
lower inattention, higher oppositional and disruptive behaviors. When all results are
considered together, hyperactive-restless behavior of the children were not associated
with lower self esteem since they are not observed together with inattention or severe
oppositional-disruptive behaviors. The high scores received by hyperactive children
on self-esteem may be related to such cultural perception as hyperactivity is an
indicator of high intelligence. Among the abusive discipline attitudes of mothers,
recognition of emotional abuse was predicted with high self-esteem. Similarly self
esteem scores were also predicted by recognition of emotional abuse. Accordingly
mothers being aware of the possible emotionally abusive effect of verbal discipline
had children with higher self esteem. The self destructive effects of verbal discipline
were explained in detail above. However, the interesting part of the results related to
the self esteem is that; self-esteem was not predicted by attitudes and actual practices
of abusive discipline styles other than recognition of emotional abuse. This finding
raises a question whether there is any factor having buffering effect. Studies in

literature suggest that not all the abused children necessarily develop psychological
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problems and among the limited findings related to the buffering factors against
abusive discipline styles amount of time that the parent spends with children and
warmth of the relationship were found to decrease the possibility of both negative
outcomes occurring following abusive discipline and the mothers actual practicing of
abusive discipline. Children having warm relationship and spending enough time
with their parents were suggested to be less inversely effected (Larzelere, 2000). In
addition, the probability of practicing abusive discipline decreases when mothers
have a warm parenting style and spend more time with their children (Park, 2001).

The qualitative results of the present study also supported this interpretation
particularly. Accordingly, 68% of the children in study group and 88% of children in
the control group reported that they perceived that their mother spent enough and
satisfying time with them. On the contrary, 32% of the mothers in the study group
and 44% of the children in control group found the amount and the quality of the
time they spare for their children dissatisfying. To obtain more objective data, things
they do together were examined. Results revealed that the most frequently reported
activities by all four groups were visiting relatives, going to parks or outlet centers,
studying (together, alone), watching TV or playing computer games. These activities
generally lack parent child interaction and seem to support maternal perception. The
results suggest that children had better perceptions about the length and the quality of
the time better than the actual just like their ratings on their perceived social support.
Depending on the literature given above children’s positive perceptions about their
mothers parenting may buffer against the abusive discipline styles they are exposed

to.

However, when the predictive roles of abusive discipline styles on Conners scores
and child depression scores were considered, the warm and supporting parenting was
found to be buffering only for self esteem but not for externalizing or internalizing
symptoms of children. This finding is consistent with Gamez-Guadix et al. (2010),
suggesting that corporal punishment is a risk factor for developing antisocial acts
independently from the parental warmth and supportive style (Gamez-Guadix et al.,
2010).

Child depression scores were predicted by mothers’ perception of having a

conditional-achievement focused father and practicing physical abuse. Parenting was
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shown to be intergenerationally transmitted. Social learning theory suggests that
children learn appropriate behaving by taking their parents as models (Bandura,
1989), in turn parents learn parenting from their own parents (Bower-Russa,
Knutson, & Winebarger, 2001). People having achievement focused fathers may be
more achievement focused towards their children and this may lead to depressive
symptoms of children especially if they are diagnosed with ADHD which is shown to
be associated with poor academic performance (Hinshaw, 1992). Consistent with
literature (e.g.; Kazdin, 1985; Kent & Waller, 2000) maternal approval of physical
discipline was found to predict child depression. When evaluated all together verbal
discipline styles predicted Conners scores on behavioral dimensions and physical
discipline predicted child depression. The possible link between self-damaging effect
of verbal discipline and aggressive relationship styles of children were given above.
Whereas studies linked physical abuse to difficulties on emotional regulation (Alink,
Cicchetti, Kim, Rogosch, 2009) which in turn, leads to internalizing problems of
children (Teisl & Cicchetti, 2008).

As oppositional defiant disorder scores of children predicted child physical discipline
and child physical discipline predicted child depression scores a possible mediation
effect was investigated. The results revealed significant mediation effect of child
physical discipline between oppositional defiant disorder scores and child depression
scores. This result is particularly consistent with the results of Ford et al. (2000).
Ford et al. (2000), suggested that children with ODD were more exposed to physical
discipline and were more prone to develop PTSD. Both results indicate that children
with ODD are more prone to be physically disciplined and develop internalizing
problems as a consequence. Ford et al. (2000) debates whether ADHD symptoms are
due to PTSD of children as a consequence of physical discipline however the present
study suggests that ADHD symptoms are predicted by verbal discipline but not
physical discipline, rather, physical discipline is predicted by child behavior
problems. The mediation effect supports the link as such; behavioral symptoms
related to externalizing problems increase the possibility and frequency of physical
discipline and physical discipline leads to internalizing symptoms.
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4.5. Limitations of the Study

The present study included mothers and children however fathers were not taken into
study. The importance of marital satisfaction on child rearing styles was revealed by
previous studies (e.g.; Edleson, 1999). However; the present study did not reveal
effect of marital discord. The discrepancy may be due to the measuring method. In
this study, mothers were asked to rate their marriage over a five point scale and to
tell whether there is domestic violence in the marriage. It might have been more
difficult to talk about their marriages face to face. Administering a questionnaire
about marital satisfaction and violence could reveal more objective results. In order
to better understand the association with maternal disciplinary attitudes and ADHD
diagnosis of children, healthy siblings could be another control group however;
Whitmore & Kramer (2002) suggested that there were no differences on the
frequency and severity of the corporal punishment between children with ADHD and
their siblings. Having a child with ADHD diagnosis may increase the parental stress
and parents with higher stress may behave similarly to all of their children.
Depending on this it may also be concluded that a healthy control group other than
siblings of children with ADHD diagnosis might revealed more objective results.

4.6. The Implications of the Study

There are very few studies comparing the children with and without ADHD on the
abusive discipline styles they are exposed to. In addition to comparing the mothers’
attitudes the present study also examined the children’s perceptions about their
mothers discipline practices. Studies in literature generally have examined the
association between exposure to maltreatment and ADHD regardless of the subtype.
Together with comparing children diagnosed as ADHD and children having no
diagnosis, the present study examined the group differences among the subtypes of
ADHD. In the present study diagnosis and ADHD symptoms were studied together
which is also very rare in literature. In other words, to explore and interpret the
findings of the present study in detail, each of ADHD symptoms scores on Conner's

were also studied.
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Another important point is the variability on data gathering methods and the
variability on the information sources. Data was gathered by structured and semi-
structured interviews and also by questionnaires. Four different sources were used to
gather information; mothers, children, teachers, and clinicians. Specifically, the
information about the quality of the parent child relationship and about the discipline
styles of the mother was gathered from both mother and children and the decision of
diagnosis was made depending on the information taken from mother, child, and
teacher. WISC-R scores and clinical interviews were also helpful for the decision of
diagnosis. Another strength of the present study was examination of both attitudes
and practices of discipline styles together.

The present study pointed to the cultural approval of abusive discipline styles and
factors leading to the approving and practicing the abusive discipline styles are given
in a cultural context. Results also showed that approval of abusive discipline styles
were transferred into practice when children have difficult temperament such as
ADHD. In addition to this results emphasized the bidirectional relationship between
behavioral problems and abusive discipline styles. Negative consequences of abusive
child rearing styles were also manifested.

Depending on these results it may be suggested that parenting programs about
appropriate discipline styles must become prevalent. Families of children diagnosed
with ADHD should be examined for their disciplinary attitudes and caution must be
derived on the high possibility of maltreatment in this population. Particularly
children with disruptive behaviors are at higher risk for physical discipline and the
possible association between behavioral problems and abusive discipline styles must
not be overlooked in this population. Attention must be given to the results about the
verbal discipline. Contrary to the general perception, it had much higher effect on
behavioral problems of the children. It should also be noticed that abusive discipline
styles were also observed in control group. Even the children with ADHD were
indicated to be at higher risk, it seems that public based parenting programs must be
conducted frequently. These results are important for their contributions to
recognizing child maltreatment and conducting preventive strategies, preventive

programs for the public.
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4.7. Suggestions for Future Researches

This study compared children with ADHD and their mothers to children without any
psychiatric disorders and their mothers. Future research dealing with parental abusive
discipline styles may include father characteristics as well. This would enhance our
understanding of abusive discipline and associated factors particularly; ADHD and
comorbid symptoms. Since the mothers may give biased information about their
marriages in face to face interviews marital satisfaction may be measured by a

questionnaire.

In this study there were two groups of children and their mothers; ADHD diagnosed
children and non-diagnosed children and mothers of both groups. Future research
including siblings of children diagnosed with ADHD is needed to gain a better
understanding of the predictive role of parent characteristics on practicing abusive
discipline styles. In addition, longitudinal studies may also enhance our knowledge
about the factors affecting the abusive discipline styles and predicting the prognosis
of children exposed to abusive discipline styles. Thus future studies are needed to
clarify further and expand findings of the study.
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APPENDICES
APPENDIX A

DEMOGRAFIK BiLGi FORMU

Cocugunuzun Adi, Soyadi: Cocugunuzun Cinsiyeti:
Cocugunuzun Dogum Tarihi: Sizin Adiniz, Soyadiniz:
Yasiniz: Kag¢ ¢ocugunuz var?

Bu formu kaginci gocugunuz i¢in dolduruyorsunuz?
Ailenizin ortalama aylik gelirini belirtiniz

Annenin en son bitirdigi okul:
Annenin Medeni durumu? Evli Bekar Bosanmis Dul

Babanin en son bitirdigi okul:
Babanin Medeni durumu? Evli Bekar Bosanmis Dul

Aile yapisi: a- gekirdek  b- genis c- anne baba bosanmig d- anne baba evli
ama ayri yagiyor e- diger (aciklayiniz):

Sizin anne babalarinizda ayrilik-alkol, madde kullanimi var mi, aciklayiniz?

Cocugunuz anne sutlu aldi mi/ ne kadar sure? Anne suttyle ilgili bir problem
yasandiysa belirtiniz.

Cocugunuz biberon kullandi mi - ne kadar sure?

Cocugunuz emzik kullandi mi - ne kadar sure?

Cocugunuz kag aylikken/ yasindayken yurada?

Cocugunuz kag aylikken/ yasindayken ilk kelimesini séyledi?

Asaqidaki sorulari 1 ile 5 arasinda puanlayarak degerlendiriniz:

Cok kétii Kotii Orta iyi Cok iyi
1 2 3 4 5

Ders basarisi nasildi?

Arkadas uyumu nasildir?
Ogretmenleriyle uyumu nasildir?
Aile i¢ci uyumu nasildir?
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APPENDIX B-1

Open-ended Questions for Children (A¢ik U¢lu Cocuk Sorulari):

1-

2-

Sana evde en ¢ok kim karisiyor?

Annen sana en ¢ok hangi konularda karisir? En ¢ok hangi konularda annenle
sorun yasarsin?

Annenin ihtiyaglarin1 karsilagini diistiniiyor musun (yiyecek, hijyen, okul...
gibi ihtiyaglar tek tek arastirilir)?

Annenin sana yeterince zaman ayirdigini diisiiniiyor musun? Annenle
yaptiginiz eglenceli aktiviteler var m1? Cumartesi-Pazar neler yapiyorsunuz?

Bazen yetigkinler ¢ocuklarini kontrol etmekte zorlanirlar sanirim sen de ¢ok
hareketli olabiliyor bazen kurallar1 zorlayabiliyorsun. Boyle durumlarda senin
annen/ baban (6gretmenin?) ne yaptyor?

5a- Evinizde cezalar var m1? Sana genelde ne tiir cezalar verilir?

5b- Annen sana kizdig1 zaman neler sdyler?
5C- Annen sana ¢ok kizdig1 zaman neler yapar?

Annenin sana vurmasi m1 sdyledigi sozler mi, hangisi daha ¢ok incitiyor,
tiziiyor seni?
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APPENDIX B-2
Open-ended Questions for Mothers (A¢ik Uglu Anne Sorulari):

1-Cumartesi pazarlar1 ne yaparsiniz? Cocugunuza yeterince zaman ayirdiginizi onun
ihtiyaclarini karsiladiginizi diistiniiyor musunuz?

2- Cocugunuz sizi en ¢ok hangi konularda zorluyor? En ¢ok hangi alanlarda
¢ocucugunuzla problem yasiyorsunuz?

3-Cocuklar bazen kurallara uymakta giicliik ¢ceker ve kontrol edilmeleri zor hale
gelirler. Bu nedenle bazen 6fke uyandirabilirler. Boyle durumlarda siz ne
yaptyorsunuz? Nasil durduruyorsunuz? Ne tiir cezalar veriyorsunuz?

4-Kontrol edemediginiz zaman baska ne tiir yontemlere bagvuruyorsunuz?
4a-Kizginlik aninda neler sdylersiniz? Bazen anneler ¢ok sinirlendiklerinde
istemedikleri s6zler s6yleyebiyorlar sizin bu tiir sézleriniz var mi?
Nelerdir?

4b-Soziin bittigi yerde ne oluyor, sdyledikleriniz ise yaramayinca ne oluyor?

5-Esinizle iliskiniz nasildir anlatir misiniz (3-4 ciimle)? Esinizle iliskinize 5
tizerinden puan verebilir misiniz?

6- Esinizle aranizdaki anlasmazliklar genelde nasil ¢oziiliir (sozel ve fiziksel siddeti
arastirilir) ? Bazen ciftler anlagmazliklar1 ¢6zemediginde birbirlerine seslerini
yiikseltebiliyor ya da fiziksel gii¢lerini kullanabiliyorlar sizin evinizde bdyle seyler
oluyor mu?
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APPENDIX C

ROSENBERG SELF-ESTEEM INVENTORY

Asagida, genel olarak kendinizle ilgili duygu ve dusuncelerinize yonelik 10 cumle
verilmigtir. Lutfen her bir cimleyi dikkatlice okuyarak, sizin igin ne kadar dogru
oldugunu yandaki secenekler Uzerinde isaretleyiniz.

1. Kendimi en az Cok Dogru Dogru Yanlig Cok Yanlis
diger insanlar
kadar degerli « ) () ( ) ()
bulurum.

2. Bazi olumlu Cok Dogru Dogru Yanlis Cok Yanlis
Ozelliklerimin

oldugunu « ) () C ) ¢ )
distndyorum.

3.Genelde Cok Dogru Dogru Yanlig Cok Yanlis
kendimi basarisiz
bir () () () ()
kisi olarak goérme
egilimindeyim.

4. Ben de diger Cok Dogru Dogru Yanlis Cok Yanlig
insanlarin
birgogunun () () () ()
yapabilecegi
kadar bir

seyler yapabilirim.

5. Kendimde Cok Dogru Dogru Yanlig Cok Yanlig
gurur duyacak

fazla C ) () ¢ ) « )
bir sey
bulamiyorum.

6. Kendime karsi Cok Dogru Dogru Yanlig Cok Yanlig
olumlu bir tutum
icindeyim. C ) () C ) C )

7. Genel olarak Cok Dogru Dogru Yanlig Cok Yanlig
kendimden
memnunum. () () () ()

8. Kendime karsi Cok Dogru Dogru Yanlis Cok Yanlig
daha fazla saygi

duyabilmeyi «( ) () () «( )
isterdim.

9. Bazen Cok Dogru Dogru Yanlis Cok Yanlig
kendimin
kesinlikle bir ise () () () ()
yaramadigini

distindyorum.

10. Bazen Cok Dogru Dogru Yanlis Cok Yanlig
kendimin hi¢ de
yeterli C ) () ¢ ) C )
bir insan
olmadigini
distndyorum.
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Appendix D: Children’s Depression Inventory

Asagida gruplar halinde bazi ciimleler yazilidir. Her gruptaki ciimleleri dikkatlice
okuyunuz. Her grup i¢in, bugiin, dahil son iki hafta iginde size en uygun olun
climlenin yanindaki numarayi daire i¢ine aliniz.
Tesekkiirler
A) 1- Kendimi arada sirada iizgiin hissederim.
2- Kendimi sik sik {izgiin hissederim.
3- Kendimi her zaman iizgiin hissederim.

B)  1-Islerim hi¢ bir zaman yolunda gitmeyecek.
2- Elerimin yolunda gidip gitmeyeceginden emin degilim.
3- Islerim yolunda gidecek.

C)  1-Islerimin gogunu dogru yaparim.
2- Islerimin ¢ogunu yanlis yaparim.
3- Hepsini yanlig yaparim.

D) 1- Bir¢ok seyden hoslanirim.
2- Baz1 seylerden hoslanirim.
3- Higbir seyden hoslanmam.

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

F) 1- Arada sirada basima kotii birseylerin gelecegini diisiintiriim.
2- Sik sik basima kotii birgeylerin geleceginden endiselenirim.
3- Bagima ¢ok kotii seyler geleceginden eminim.

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

H) 1- Biitiin koti seyler benim hatam.
2- Kotii seylerin bazilart benim hatam.
3- Kotii seyler genellikle benim hatam degil.

1) 1- Kendimi 6ldiirmeyi diistinmem.
2- Kendimi 6ldiirmeyi diisiinlirim ama yapmam.
3- Kendimi 6ldiirmeyi diisiiniiyorum.

) 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.
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K)

L)

M)

N)

0)

0)

P)

R)

S)

S)

)

U)

9)

1- Insanlarla beraber olmaktan hoslanirim.
2- Cogu zaman insanlarla birlikte olmaktan hoglanmam.
3- Higbir zaman insanlarla birlikte olmaktan hoslanmam.

1- Herhangi birsey hakkinda karar veremem.
2- Herhangi birsey hakkinda karar vermek zor gelir.
3- Herhangi birsey hakkinda kolayca karar veririm.

1- Giizel/yakisiklr sayilirim.
2- Giizel/yakisikli olmayan yanlarim var.
3- Cirkinim.

1- Okul 6devlerimi yapmak i¢in herzaman kendimi zorlarim.
2- Okul 6devlerimi yapmak i¢in ¢ogu zaman kendimi zorlarim.

3- Okul 6devlerimi yapmak sorun degil.

1- Her gece uyumakta zorluk ¢ekerim.
2- Bir ¢cok gece uyumakta zorluk ¢ekerim.
3- Oldukga iyi uyurum.

1- Arada sirada kendimi yorgun hissederim.
2- Bir ¢ok giin kendimi yorgun hissederim.
3- Her zaman kendimi yorgun hissederim.

1- Hemen herglin canim yemek yemek istemez.
2- Cogu giin canim yemek yemek istemez.
3- Oldukga iyi yemek yerim.

1- Agn ve si1zilardan endise etmem.
2- Cogu zaman agr1 ve sizilardan endise ederim.
3- Herzaman agr1 ve sizilardan endise ederim.

1-Kendimi yaliz hissetmem.
2- Cogu zaman kendimi yalniz hissederim.
3- Herzaman kendimi yalniz hissederim.

1- Okuldan hi¢ hoslanmam.
2- Arada sirada okuldan hoslanirim.
3- Cogu zaman okuldan hoslanirim.

1- Birgok arkadasim var.
2- Bir¢ok arkadasim var ama daha fazla olmasini isterdim.
3- Hig arkadasim yok.

[-Okul basarim iyi.
2- Okul basarim eskisi kadar iyi degil.
3- Eskiden iyi oldugum derslerde ¢ok basarisizim.

1- Higbir zaman diger ¢ocuklar kadar 1yi olamiyorum.
2- Eger istersem diger ¢ocuklar kadar iyi olurum.
3- Diger cocuklar kadar iyiyim.
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V)

Y)

Z)

1- Kimse beni sevmez.
2- Beni seven insanlarin olup olmadigindan emin degilim.
3- Beni seven insanlarin oldugundan eminim.

1- Bana soyleneni genellikle yaparim.
2- Bana sdyleneni cogu zaman yaparim.
3- Bana sdyleneni hi¢gbir zaman yapmam.

1- Insanlarla iyi geginirim.

2- Insanlarla sik sik kavga ederim.
3- Insanlarla her zaman kavga ederim.
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APPENDIX E

Social Support Appraisals Scale for Children (APP)

Asagida gocuk ve genglerin arkadaslari, aileleri ve 6gretmenleriyle iligkileri hakkinda sorular
bulunmaktadir. Asagidaki sorulari dikkatlice okuyup, her bir soru igin “her zaman”, “gcogu
zaman”, “bazen”, “nadiren”, “hi¢cbir zaman” segeneklerinden hangisi senin igin dogruysa, o
secenegi isaretle. Lutfen hi¢ bir soruyu bos birakma. Tesekkdrler...

1. Bazi gocuklar arkadaslan tarafindan dislandiklarini hissederler, ama bazi gocuklar
bdyle hissetmezler. Sen, arkadaslarin tarafindan dislandigini hisseder misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

2. Bazi ¢ocuklar arkadaslan tarafindan ¢ok sevilir, ama bazi gocuklar o kadar
sevilmezler. Sen, arkadaslarin tarafindan sevilir misin?

Her zaman

¢ )

Cogu zaman

()

Bazen

()

Nadiren (gok ender
olarak)

()

Hicbir zaman

()

3. Bazi ¢ocuklarin arkadaslar onlara satasir ya da takilir, ama bazi gocuklarin
arkadaslari boyle yapmaz. Senin arkadaslarin sana satasir ya da takilirlar mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

¢ )

4. Bazi gcocuklarin arkadaglari, onlarla alay eder, ama bazi ¢gocuklarin arkadaslari boéyle
yapmaz. Senin arkadaslarin, seninle alay ederler mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

5. Bazi gocuklarin arkadaslari, onlarin diisiincelerini dinlemekten hoslanirlar; ama bazi
cocuklarin arkadaslari bundan hoslanmaz. Arkadaslarin, senin disiincelerini

dinlemekten hoslanirlar mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Higbir zaman

()

6. Bazi ¢cocuklar ve arkadaslari, birbirleri igin pek ¢ok sey yaparlar; ama bazi ¢ocuklar
ve arkadaslar bunu yapmazlar. Sen ve arkadaslarin birbiriniz i¢in ¢ok sey yapar

misiniz?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Higbir zaman

()

7. Bazi ¢cocuklar kendilerini arkadaglarina ¢ok yakin hissederler; ama bazi ¢ocuklar

boyle hissetmez. Sen kendini arkadaslarina ¢ok yakin hisseder misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Higbir zaman

« )
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8. Bazi ¢ocuklar, sorunlari oldugunda yardim ya da oneri almak igin arkadaslarina
glivenebilir; ama bazi ¢ocuklar arkadaslarina giivenemez. Sen, sorunlarin oldugunda
yardim ya da 6neri almak arkadaslarina giivenebilir misin?

Her zaman

()

Cogdu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

()

Hicbir zaman

()

9. Bazi ¢ocuklar arkadaslarinin, kendilerine gergekten 6nem verdigi diisiiniirler; ama
bazi ¢cocuklar boyle diisiinmezler. Sence, arkadaslarin sana 6nem verir mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

10. Arkadaslari, bazi gcocuklarin kendilerini kotii hissetmelerine neden olur; ama bazi
cocuklanin arkadaslari bunu yapmaz. Senin arkadaslarin, kendini koétii hissetmene

neden olur mu?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

11. Bazi ¢ocuklar, sorunlari oldugunda yardim ya da oneri almak igin ailelerine
glivenebilir; ama bazi ¢ocuklar ailelerine giivenemez. Sen, sorunlarin oldugunda
yardim ya da oneri almak igin ailene giivenebilir misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

12. Bazi ¢ocuklar ve aileleri, birbirleri i¢in pek ¢gok sey yaparlar ama bazi ¢ocuklar ve
aileleri bunu yapmazlar. Sen ve ailen birbiriniz i¢in gok sey yapar misiniz?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

13. Aileleri, bazi gcocuklarin kendilerini kéti hissetmelerine neden olur; ama bazi
¢ocuklarin aileleri bunu yapmaz. Senin ailen, kendini kétii hissetmene neden olur mu?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

()

Hicbir zaman

¢ )

14. Bazi ¢ocuklar, aileleriyle ¢ok sey paylasirlar; ama bazi gocuklar paylasmazlar. Sen

ailenle ¢ok sey paylasir misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Higbir zaman

()

15. Bazi ¢ocuklar, aileleriyle konusmakta zorluk ¢ekerler; ama bazi ¢ocuklar zorluk
cekmez. Sen, ailenle konusmakta zorluk geker misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (gok ender
olarak)

)

Hicbir zaman

()
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16. Bazi ¢ocuklar, ihtiyaglar oldugunda, ailelerinin onlarin yaninda oldugunu
hissederler; ama bazi ¢ocuklar boyle hissetmez. Sen, onlara ihtiyacin oldugunda,

ailenin senin yaninda oldugunu hisseder misin?

Her zaman

()

Cogdu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

()

Hicbir zaman

()

17. Bazi ¢ocuklar, aileleri tarafindan dislandiklarini hissederler; ama bazi ¢ocuklar

boyle hissetmez. Sen, ailen tarafindan dislandigini hisseder misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

18. Bazi aileler, ¢ocuklarinin diisiincelerini gérmezden gelirler; ama bazi aileler boyle
yapmaz. Ailen, senin diisiincelerini gérmezden gelir mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

19. Bazi ¢ocuklar aileleri icinde 6nemli bir yere sahiptir; ama bazi ¢cocuklar boyle
degildir. Sen, kendi ailen igcinde 6nemli bir yere sahip misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

20. Bazi gocuklar, ailelerinin kendilerine gergekten 6nem verdigini diisiiniirler; ama
bazi cocuklar, ailelerinin kendilerine gergekten 6nem vermedigini dustiniir. Sence,
ailen sana é6nem verir mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (gok ender
olarak)

()

Hicbir zaman

¢ )

21. Bazi ¢ocuklar, kendilerini ailelerinin bir pargasi gibi hissederler; ama bazi ¢gocuklar
kendilerini ailelerinin bir pargasi gibi hissetmezler. Sen kendini ailenin bir pargasi gibi

hisseder misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (gok ender
olarak)

()

Hicbir zaman

¢ )

22. Bazi ¢ocuklar ailelerinin kendilerine kétii davrandidini diisiiniirler; ama bazi
c¢ocuklar boyle diisiinmez. Sen, ailenin sana kétii davrandigini disiiniir miisiin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (gok ender
olarak)

)

Hicbir zaman

()

23. Bazi ¢ocuklar, kendilerini siniflarinin bir pargasi gibi hissederler; ama bazi
c¢ocuklar kendilerini siniflarinin bir pargasi gibi hissetmezler. Sen kendini sinifinin bir

parcgasi gibi hissediyor musun?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (gok ender
olarak)

()

Hicbir zaman

()
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24. Bazi ¢ocuklar, siniflari tarafindan dislandiklarini hissederler; ama bazi ¢cocuklar

boyle hissetmez. Sen, sinifin tarafindan dislandidini hisseder misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

25. Bazi ¢ocuklar, siniflarinda hi¢ kimsenin, kendilerine deder vermedigini hissederler;
ama bazi ¢ocuklar boyle hissetmez. Sen, sinifinda hi¢ kimsenin sana deger

vermedigini hisseder misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

()

Hicbir zaman

()

26. Bazi gocuklar, sinif arkadaslar tarafindan ¢ok sevilir; ama bazi cocuklar o kadar
sevilmez. Sen, sinif arkadaslarin tarafindan ¢ok sevilir misin?

Her zaman

()

Cogdu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

()

Hicbir zaman

()

27. Bazi siniflarda, ¢ocuklar, birbirleri igin pek ¢cok sey yaparlar; ama bazi siniflarda

boyle olmaz. Senin sinifinda, gocuklar birbirleri igin gok sey yaparlar mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

28. Bazi ¢ocuklarin sinif arkadaglari onlarla alay eder; ama bazi gocuklarin sinif
arkadaslari béyle yapmaz. Senin sinif arkadaslarin, seninle alay ederler mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

¢ )

29. Bazi ¢ocuklarin sinif arkadaslari, sorunlari oldugunda onlara yardim ederler; ama
bazi ¢cocuklarin sinif arkadaslari etmez. Senin sinif arkadaslarin, sorunlarin oldugunda
sana yardim ederler mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

30. Bazi gocuklarin sinif arkadaslari, onlara satasir ya da takilir; ama bazi ¢gocuklarin
sinif arkadaslari boyle yapmaz. Senin sinif arkadaslarin sana satasir ya da takilirlar

mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (gok ender
olarak)

()

Hicbir zaman

¢ )

31. Sinif arkadaslari, bazi ¢ocuklarin kendilerini kétii hissetmelerine neden olur; ama
bazi gcocuklarin sinif arkadaslari bunu yapmaz. Senin sinif arkadaslarin, kendini kotii

hissetmene neden olur mu?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

()

Higbir zaman

()
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32. Bazi ¢ocuklar kendilerini 6gretmenlerine ¢ok yakin hissederler; ama bazi gocuklar

boyle hissetmez. Sen kendini 6gretmenine ¢ok yakin hisseder misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

33. Bazi 6Jretmenler, ¢ocuklarin kendilerini yetersiz hissetmelerine neden olur; ama
bazi 6gretmenler buna neden olmaz. Senin 6gretmenlerin, kendini yetersiz hissetmene

neden olur mu?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

¢ )

34. Bazi ¢ocuklar, 6gretmenleriyle konusmakta zorluk ¢ekerler; ama bazi ¢gocuklar

zorluk gekmez. Sen, 6gretmenlerinle konusmakta zorluk geker misin?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

()

Hicbir zaman

()

35. Bazi ¢ocuklar, 6gretmenlerinin kendilerine gergekten 6nem verdigini diisiiniirler;
ama bazi ¢ocuklar, 6gretmenlerinin kendilerine gergekten 6nem vermedigini diisiiniir.
Sence, 6Jretmenlerin sana 6nem verir mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

36. Bazi1 6gretmenlerden, herhangi bir sorun hakkinda rahatlikla yardim ya da oneri
istenebilir; ama bazi 6gretmenlerden istenmez. Senin 6gretmenlerinden, herhangi bir
sorun oldugunda, rahatlikla yardim ya da oneri istenebilir mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()

37. Bazi ¢gocuklarin 6gretmenleri, onlara koétii davranir; ama bazi ¢ocuklarin
ogretmenleri boyle davranmaz. Senin 6gretmenlerin sana karsi kétii davranir mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (gok ender
olarak)

()

Hicbir zaman

¢ )

38. Bazi1 6gretmenler, 6drencilerine kendilerini 6nemli hissettirir; ama bazi 6gretmenler
bdyle hissettirmez. Senin 6Jretmenlerin, sana kendini 6nemli hissettirir mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Higbir zaman

¢ )

39. Bazi 6gretmenler, 6grencilerin kendilerini kétii hissetmesine neden olur; ama bazi
ogretmenler buna neden olmaz. Senin 6Jretmenlerin, senin kendini koéti hissetmene

neden olur mu?

Her zaman

()

Cogu zaman

()

Bazen

Nadiren (gok ender
olarak)

()

Hicbir zaman

()
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40. Bazi 6gretmenler, 6grencilerine 6zel gorevler verirler; ama bazi 6gretmenler bunu
yapmaz. Senin 6gretmenlerin, sana 6zel gorevler verirler mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

¢ )

41. Bazi 6gretmenler, 6drencilerin kendilerini tedirgin (huzursuz) hissetmelerine neden
olur; ama bazi 6gretmenler buna neden olmaz. Senin 63retmenlerin, senin kendini
tedirgin (huzursuz) hissetmene neden olurlar mi?

Her zaman

()

Cogu zaman

()

Bazen

()

Nadiren (¢ok ender
olarak)

)

Hicbir zaman

()
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APPENDIX F

Recognition of Emotional Maltreatment Scale (REMS)

Asagida, ¢ocuk egitimi ve disiplini ile ilgili Oykiiler yer almaktadir. Sizden, her bir dykiide belirtilen
ana ya da baba davramisim1 degerlendirmeniz beklenmektedir. Oykiide belirtilen ana-baba
davraniginin, ¢ocugun ruhsal gelisimi agisindan yararli sonuglar saglayabilecegini diisiiniiyorsaniz
“uygun” ya da “kesinlikle uygun” segeneklerinden birini isaretleyiniz. Buna karsin, ana-baba
davranisinin  ¢ocugun ruhsal gelisimi acisindan ise yaramayacagini ya da c¢ocuga zarar
verebilecegini diisiiniiyorsaniz “uygun degil” ya da “kesinlikle uygun degil” seceneklerinden birini

isaretleyiniz.

Kesinlikle | Uygun | Uygun | Kesinlikle
uygun degil uygun
degil

1 |Ug vyasindaki Ayse annesinin soziinii dinlemeyip
kosunca diistii. Aglayarak annesine sarilmak istedi.
Annesi ders olsun diye Ayse’nin kendisine sarilmasina 1 2 3 4
izin vermedi ve kizginligini belli etti. Koltukta oturup
yanlis hareketini diiglinmesini sdyledi.

2 |Mehtap 10 yasindaydi ve 6 yasindaki kardesini ¢ok
kiskaniyordu. Kardesi onu kizdirdiginda “salak sisko”
diye bagirdi. Tartigma biiyiiyiince babalart “Benim 1 2 3 4
kafam sisti. Igeriye gidin, kozunuzu orada paylasin,
kavganiz bitince ¢ikarsiniz” diyerek ikisini birden
odalarina gonderdi.

3 | Sekiz yasindaki Ali top oynamaya ¢ok diiskiindii. Annes
hava kararmadan eve gelmesini sOylemisti. Havy
karardig1 halde Ali eve gelmeyince annesi ¢ok meral 1 2 3 4
etti. Eve bir saat ge¢ gelen Ali’ye kiistii, konusmadi
Daha sonra eve gelen esine durumu anlatirken “Hak
etmisti” dedi.

4 |1ki yasindaki Filiz istahsizd1 ve yemek yememek icin
inatlasiyordu. Annesi dogru diiriist beslenmezse
hastalanacagindan korkuyordu. Agzina verilen kasig 1 2 3 4
reddettigi zaman annesi “Yemezsen giderim bak!”
dediginde Filiz’in o lokmay kabul ettigini gordii.

5 | Yedi yasindaki Ozge, annesi-babasi ve akrabalariyla
piknige gittiginde agaca ¢ikan diger ¢ocuklara 6zenip
kendisi de tirmanmak istedi. Babasi ise, diiseceginden 1 2 3 4
korkup “diisersen bacagin kirilir, hastanede igne
yaparlar, piknikte top oynanir” diyerek izin vermedi.

6 |Can iki yasina geldiginde yemegini kendisi yemek
istedi. Yeterince beslenemedigi ve dokiip sactigi i¢in
annesi onu kendisi doyurmayi tercih etti. 1 2 3 4
7 |Batuhan 8 yasindaydi ve bahgede oynamayir c¢ok
severdi. Tuvaleti geldiginde oyunu birakip tuvalete
gitmek istemedi. Cisini kagirdiginda annesi pek 1 2 3 4
iizerinde durmadi ve “Gelecek sefere tuvalete
yetismeye calis” diyerek iistiinii degistirdi.
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Kesinlikle

uygun
degil

Uygun
degil

Uygun

Kesinlikle
uygun

On iki yagsindaki Sedat’m dersleri iyi gitmiyordu.
Babasi, ders caligmasini saglamak igin ona aileyi
gecindirmek i¢in c¢ektigi sikintilart anlatti. Sonra
sakince, ondan beklenen tek seyin ders caligmak
oldugunu ve bunca Ozveriye layik olabilmesi igin
notlarini diizeltmesi gerektigini sdyledi.

On ii¢ yasindaki Merve matematik dersinde sinav
notunu 2’den 4’e¢ c¢ikardiginda annesi pek memnun
olmus goriinmedi. Annesi Merve’nin istese daha iyisini
yapabilecegini biliyordu ve 4’ yeterli gdrmesini
istemedi. Annesine gore dersini tam &grenmek
Merve’nin goreviydi zaten.

10

Nilsu 3 yasina basmasina ragmen, artik iyice eskimis-
yipranmis olan bebegini gittigi her yere tasiyordu.
Babast Nilsu’nun eski-pliskii  bebegini her yere
taginmasina izin verdi.

11

Mehmet, 10 yasindaydi. Yasiti olan kuzeni Can ¢ok
sakin ve sz dinleyen bir ¢cocuktu. Annesi ve babasi,
hasar1 Mehmet’in kendilerini utandiran davranislari
kargisinda iglerinden “Keske Can gibi davranabilse
bazen...” diye gegirdiler. Bu duygularint Mehmet’e hi¢
belli etmedilerse de, bazen Can’it ona Ornek
gosterdikleri oldu.

12

Babasi 4 yasindaki Fatih’e vurmazdi. Cok hareketli bir
¢ocuk olan Fatih ¢ok kizdirdiginda onu “bacaklarini
kirmak” ya da “kulaklarindan tavana asmak” ile tehdit
ettigi oldu ama Fatih bunlar1 hi¢ ciddiye almadi.

13

Alt1  yasindaki Aydin’in annesiyle babast kavga
ediyorlardi. Bir ara annesi aniden pencereyi agti ve
babasmna “Daha fazla iizerime gelirsen atarim
kendimi!” diye bagirdu.

14

Annesi 5 yasindaki Selin’i doktora gotiirecekti. Evden
¢tkmadan Once onunla konusarak, muayene sirasinda
sakin ve sessiz olmasi, hi¢ aglamamasi ve doktor ne
derse yapmasi gerektigini anlatti.

15

On iki yasindaki Cihan araba kullanmaya c¢ok
hevesliydi. Bu konuda yetenekli oldugunu diisiinen
babasi, yolda kimse yokken Cihan’in arabayi
kullanmasina izin verdi.

16

Annesi ve babasi, 9 yasindaki Murat’in ¢ekingen bir
¢ocuk olmasina iiziiliiyorlardi. Arkadaglar1 tarafindan
ezilmesini istemedikleri icin, eve hirpalanarak
geldiginde ona “Bir daha o ¢ocuk sana vurursa, sen de
ona vur.” diyerek kendini savunmasini dnerdiler.

17

Asir1 hareketli bir cocuk olan 2 yasindaki Alper, gittigi
her yerde c¢evresindekilerin olumsuz elestirilerine
maruz kaltyordu. Bu nedenle annesi, Alper’i uzun siire
sakin kalmasi beklenen ortamlara gotiirmedi.
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Kesinlikle

uygun
degil

Uygun
degil

Uygun

Kesinlikle
uygun

18

Uc yasindaki Sevgi’nin babasi eve geldiginde cok
yorgundu. Biraz televizyon izlemek ve gazetesini
okumak istiyordu. Yemekten sonra Sevgi iizerine
tirmanip oynamak istediginde “Biraz = kendini
oyalamayr  Ogrensin.  Siirekli  birilerinden  ilgi
beklemesin.” diye diislinerek onun davraniglarina tepki
vermedi.

19

Anil oldukca basarili 7. sinif 6grencisiydi. Bundan
gurur duyan anne ve babasi Anadolu Lisesine girmesini
cok istiyorlardi. Okul sonrast ve hafta sonlari
dershaneye giden Anil’in evde test ¢ozebilmesi igin
simava kadar arkadaglariyla futbol oynamamasina karar
verdiler.

20

Bartu 4 yasindayken her seyi abartarak anlatmay1 ¢ok
severdi. Bir giin yine oynadigi macta 30 gol attigini
sOylediginde, annesi “Arkadasglarinla ne giizel
oynuyorsun” dedi ve dogruyu sdylemesi igin O’nu
uyarmadi.

21

Seda 2 yasindayken kardesi dogdu. Annesi c¢ok
mesguldii ve c¢abuk yoruluyordu. Seda’yr saglik
kontrollerine goétiiremedigi i¢in asilari eksik kaldi.

22

Tolga 13 yasinda okul basarisizligi olan bir ¢ocuktu.
[Ikogretimi bitirdiginde ailesi parasal giigliikleri de
oldugu icin Tolga’nin liseye devam etmeyip bir ise
girmesini sagladilar.

23

Sekiz yasindaki Tahir’in annesi ve babasi sik sik kavga
ederlerdi. Bir tartigma sirasinda odasma gonderilen
Tahir annesine bir zarar geleceginden korktugu igin
odasindan ¢ikip annesiyle babasini ayirmaya calisti.
Tartigma alevlenince babasi bazen dayanamayip
annesine vurdu, sonra da oziir diledi.

24

Ferah 4 yasindayken bazen oyuna dalip kakasini
tutuyor, sonra da dayanamayip kagirtyordu. Camasir
yikamaktan bikan annesi, Ferah kakasini ka¢irdiginda
bir daha tekrarlamasin diye poposuna vurdu.

25

Ertan 9 yasinda, ¢ok hareketli ve sakar bir g¢ocuktu.
Laftan sdzden anlamadigi ic¢in yaramazliklarini
durdurmak amaciyla babasi bir giin onu terlikle dovdii.

26

Tiilay 7 yasinda, olduk¢a mizmiz bir gocuktu.
Isteklerini aglayarak elde etmeye calisirdi. Annesinin
cabalari  Tilay’t bu huyundan vazgecirmeye
yetmemigti. Oldukca sessiz ve sabirli bir kigi olan
babas1 bagirdi ve Tiilay ancak o zaman aglamasini
durdurabildi.
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APPENDIX G
Adult ADD/ADHD DSM-1V based diagnostic screening and rating scale

Adiniz, Soyadiniz:

Tarth:

Yaginiz:

Cinsiyetiniz:

Halen kullandiinz ilaglar:
Daha énce aldiginiz to:lar:

Yukandaki balomo tamamladiktan sonra, asagidaki cmleleri dikkatle okuyun ve su anki durumunuzu en iyi ifode eden
rakami isaretleyin. Dikkatli ve dirist yonitlariniziu ieghisinizii govenilirligi artacak ve sorunlannizin siddeti ve dogasi
hakkinda temel verileri elde edecegiz

Anlamadiginiz sorular olursa size bu soru formunu veren hekime danigabilirsiniz.

Bu soru formu ayni zamanda tedavinin sonuglan ve gidisi hakkinda nesnel karsilagirma yapma olanag: sunacoktir.

Ishirliginiz igin tesekkar ederiz.

Bu formun kullanim haklan Entegratif Terapi Enstitist (ITl)" ne aittir. Yazarin ya da enstitindn yozih izni olmadan
kulianilomaz.

Kullanim izni iin : Dr. Afilla Turgay,Clinical Director, Scarborough General Hospital ADHD Clinic, Department of Mental
Health Services, 3040 Lawrence East, Scarborough, Ontario, Kanada M1P 2V5.

.5OLOM
Sorun Sorunun siddeti ve sikhgu
Hemen Biraz ya
Hie 35 boss Sikhiklo Gok sik
1. Aynnhlara dikkat etmekte zorluk yc da okul, is ve diger 0 ) 2 3
etkinliklerde dikkatsizce hatalar yapma ’
2. Dikkat gerektiren gérevier ya da iglerde dikkati surdirme 0 1 2 3
guglugo .
3. Birisiyle ydzyize konusurken dinlemede giglik gekme ) 0 1 2 & 3

4. Okul 6devlerini ya da ig yerinde verilen gérevleri bifirmekte
zorlanma, verilen ydnergeleri izlemekte zorluk gekme (ydnergeleri 0 1 2 3
cnlama gugligone ya da inatlesmaya bagl degildir) ’

5. Gérevleri ve etkinlikleri dizenleme/ organize etme gugligi 0 1 2 3
6. Uzun zihinsel aba gerektiren iglerden kaginma, bu iglerden 0 ) Ca 3
hoslanmama ya da bu islere korg: isteksizlik :

7. Gérev ve etkinlikler igin gereken esyalan kaybetme (Grnegin: . 0 1 2 3
oyuncak, okul &devleri, kalem, kitap yo da arag gereg) :

8. Dikkatin kolayca dagiimasi -0 .. 1 2 3
9. Gunlok etkinliklerde unutkanlik 0 2 ; 3

Klinisyenin yanitlayacag balom -
1.b&lomde kargilanan kriter sayst:
1. balimden elde edilen DEHB puani:
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Sorunun siddeti ve sikhign

HT:::” dBcirEézy;n Siklikia Cok sik

1. El ve ayaklarin kipir kipir olmast, oturdugu yerde duramama 0 1 2 3
2. Oturulmasi gereken durumlarda yerinden kalkma 0 1 2 3
3. Kosusturup durma ya da huzursuzluk hissi 0 1 2 3
4. Bog zaman faaliyetlerini sessizce yopmakto giglik 0 1 2 3
5. Surekli hareket halinde olma ya da sanki motor takiliymig gibi

hareket etme 0 1 2 2
6. Cok konugma 0 1 2 3
b) Dirtusellik

7. Sorulan soru tamamlanmadan yanit verme 0 1 2 3
8. Sira beklemekie zorluk gekme 0 1 2 3
9. Bagkalarinin igire kangma ya do konugmalann: bélme 0 1 2 3

Klinisyenin yaniflayacagn balom
2.bslumde kargilanan kriter sayisi:

2. bslimden elde edilen DEHB puani (Agin hareketlilik/dortisellik):

1. ve 2.bélumlerde kargilanan kriter sayisi:
1.ve 2.bslumlerde elde edilen toplam DEHB puan::

3. BOLUM
DEB/DEHB ile iliskili dzellikler

Sorun

Hemen hig

Sorunun siddeti ve siklign

Biraz ya
dg bgzan

Siklikla

Gok sik

1. Hedeflerine ulagamama ve bagansizlik hissi

0

1

2

3

2. Baglanan bir isi bitirememe ya da ise baglama gogligu

0

1

2

3

3. Ayn: anda pek gok isle/projeyle ugrasma; bu isleri takipte ve
tamamlamakta guglok

o

nN

w

4, Zamani ve yeri uygun olmasa da aklina geleni o anda séyleme egilimi

5. Sik sik boyok heyecenlar pesinde kogma

6. Stkilmaya tahammél edememe

7. Herkez tarafindan izlenen yollan ve kurallan uygulamamak

8. Sabirsizlik; engellenme egiginin disuk olmasi

9. Dirtusellik (dUginmeden hareket etme)

Wlwlwlilw!lw]|w

10. Kendini givensiz hissetme

w

11. Duygu durumda sik gérilen oynomalar

w

12. Aniden parlama, tepki gésterme

13. Dogik benlik degeri

w | w

14. Parmaklarla tempo tutma, ayak sallame ya da ayak vurma

w

15. Sik sik is degigtirme

olc|lo|jo|lo|lojo|jo}lo|ojo|©O

il oI INININ IS
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14 Strese kargi ugin duyarlilik, doyanamama 0 1 2 3
17. Zamani ayarlomokta giglik 0 i Z 3
18. Lnutkaik 0 i 2 3
19. Sézel saldirganlik o] 1 2 3
20. Fiziksel saldirganlik 0 1 2 3
21. Alkol kullanimi \ 0 1 2 2
22 Modde kullanim: B 0 H 2 3
23. Yasal giigluk ve sorunlar 0 . 1 2 3
24. Cokkunluk (depresyon) 0 1 2 3
25. Kendine zarar verecek davraniglarda bulvnma 0 1 2 3
26. Sebepsiz yere sinirli ve gergin clma (kaygi) 0 1 2 3
27. Isinden zevk alamame o} ! z 3
28. Hayal kinkligi ve cesoretsizlik hissi 0 1 2 3
29. Uzun siredir devam eden mutsuzluk hissi 0 1 2 3

0 1 2 3

30. Kapasitesiyle uyumlu bir dizeye ulcsamoma

Klinisyenin yanitlayacagi bolom:

3.bslimde kargilanan kriter sayisi:
3. balumden elde edilen DEHS puan: {Asin hareketlilik/diirtusellik):

1. ve 2.bslomlerde karsilanan kriter sayisi+ 3. bélimdeki pozitit semptom say:si:

1., 2.ve 3. bdlumlerden elde edilen topiam DEHB puani:
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APPENDIX H

CONNER'S PARENT RATING FORM

Hicbir Nadiren Sikhikla Her

Zaman Zaman
1. Eli bos durmaz, siirekli birseylerle oynar. (Tirnak, parmak, giysi gibi) () () () ()
2. Biiyiiklere arsiz ve kiistah davranir. () () () ()
3. Arkadaslik kurmada ve siirdiirmede zorlanr. () () () ()
4. Cabuk heyecanlanir, ataktir. () () () ()
5. Herseye karigir ve yonetmek ister. () () () ()
6. Birseyler cigner veya emer (parmak, giysi, ortii gibi) () () () ()
7. Sik sik ve kolayca aglar. () () () ()
8. Her an satagmaya hazirdir. () () () ()
9. Hayallere dalar. () () () ()
10. Zor 6grenir. () () () ()
11. Kipir kipirdir, tez canlidir. () () () ()
12. Urkektir (yeni durum, insan ve yerlerden) () () () ()
13. Yerinde duramaz, her an harekete hazirdr. () () () ()
14. Zarar verir. () () () ()
15. Yalan sdyler, masallar uydurur. () () () ()
16. Utangactir. () () () ()
17. Yasitlarindan daha stk basim derde sokar. () () () ()
18. Yasitlarindan farkli konusur (¢ocuksu konusma, kekeleme, zor anlagilma () () () ()

gibi)
19. Hatalarim1 kabullenmez, baskalarini suglar.
20. Kavgacidir.

21. Somurtkan ve asik suratlidir.

22. Calma huyu vardir.

23. S6z dinlemez ya da isteksiz ve zorla dinler.

24. Bagkalarina gore endiselidir (Yalniz kalma, hastalanma, 6liim konusunda)
25. Bagladig1 isin sonunu getiremez.

26. Hassastir, kolay incinir.

27. Kabadayilik taslar, bagkalarini rahatsiz eder.
28. Tekrarlayici, durduramadi8: hareketleri vardir.
29. Kaba ve acimasizdir.

30. Yasina gore daha ¢ocuksudur.

31. Dikkati kolay dagilir ya da uzun siire dikkatini toplayamaz.
32. Bag agrilari olur.

33. Ruh halinde ani ve goze batan degisiklikler olur.

34. Kurallar ve kisitlamalardan hoslanmaz ve uymaz.

35. Siirekli kavga eder.

36. Kardegsleriyle iyi geginemez.

37. Zora gelemez.

38. Diger ¢ocuklari rahatsiz eder.

39. Genelde hosnutsuz bir ¢ocuktur.

40. Yeme sorunlar vardir (istahsizdir, yemek sirasinda sofradan sik sik kalkar)

41. Karin agrilari olur.

~~~~ [~ NN~~~
L I N [N N N B N N NN
~~~ [~~~ NN~~~
L I [ N N N ) N RN N
~—~~ "~~~ AAAAAA~AAaA~
R I I N N L N N N
~~~ [~ NN~~~
L I N [N N N N N N NN NN

42. Uyku sorunlar1 vardir (uykuya kolay dalamaz, geceleri kalkar, ¢ok erken
uyanir)

43. Cesitli agr1 ve sancilari olur. () () () ()
44. Bulant1 kusmalari olur. () () () ()
45. Aile iginde daha az kayrildigini diisiindir. () () () ()
46. Oviiniir, bobiirlenir. () () () ()
47. tilip kakilmaya miisaittir. () () () ()
48. Diskilagsma sorunlar1 vardir (sik ishaller, kabizlik ve diizensiz tuvalet () () () ()

aligkanlig1 gibi).
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APPENDIX |

Survey of Standarts for Discipline (Disiplin Stilleri Anketi)

Asagidaki durumlar igin diisiindiigiiniizii anlatan bir sikki belirtiniz.
1. disiplin olarak kabul ediyorum.
2. disiplin olarak kabul etmiyorum,
3. disiplin olarak kabul etmiyorum. Bu davranis, ¢ocuk istismari olarak yetkililere

Disiplin olarak kabul | Disiplin olarak kabul Disiplin olarak kabul
ediyorum etmiyorum etmiyorum. Bu davranis, ¢ocuk
istismari olarak yetkililere
bildirilmelidir.
iz birakmayacak 1 @ 3
sekilde........... vurmak
bildirilmelidir.
Ornek:
Disiplin olarak kabul | Disiplin olarak kabul Disiplin olarak kabul
ediyorum etmiyorum etmiyorum. Bu davranis, ¢ocuk
istismari olarak yetkililere
bildirilmelidir.
1. Sosyal aktiviteleri 1 2 3
yasaklamak.
2. Iz kalmayacak sekilde 1 2 3
poposuna kemerle birkag
kez vurmak
3. Aydinlik bir odada 15 1 2 3
dakika kapal1 ( kilitli)
tutmak.
4. Vurup kemiklerini 1 2 3
kirmak.
5. Yiiziinde kizariklik 1 2 3
birakacak sekilde tokat
atmak.
6. 1z birakacak sekilde popoya 1 2 3
birkag kez kemerle vurmak.
7. Kizariklik olugturacak 1 2 3
kadar yakmak (su veya
sicak bir cisimle),.
8. Popoya, iz kalmayacak 1 2 3
sekilde birkag kez el ile
vurmak.
9. Popoya, kizariklik 1 2 3
olusturacak siddette
birkag kez el ile vurmak.
10. Tekmelemek. 1 2 3
11. Popoya bir kag kez 1 2 3
belirgin kirmizilik
birakacak sekilde
kemerle vurmak
12. Aydinlik odada 1 saat 1 2 3
siireyle kilitli tutmak
13. Morluk birakacak 1 2 3
sekilde kemer diginda
baska bir seyle poposuna
birkag kez vurmak

202




Disiplin olarak

Disiplin olarak kabul

Disiplin olarak kabul

kabul ediyorum etmiyorum etmiyorum. Bu davranis, cocuk

istismar olarak yetkililere
bildirilmelidir.

14. Kizarklik kalmayacak 1 2 3

sekilde yiiziine, tokat atmak.

15. Biling kayb1 ve yara-bere 1 2 3

olusturacak sekilde kafaya

vurmak.

16. Cocugu baglayarak 1 2 3

hareketlerini kisitlamaya

caligmak.

17. Aydinlik bir odada tiim 1 2 3

giin kapali tutmak.

18. Yumrukla vurmak 1 2 3

19. Sigara yakmak 1 2 3

20. Aksam yemegini 1 2 3

vermeden yataga gondermek

21. Kolunu acitacak sekilde 1 2 3

stkmak

22. Bereler birakacak gekilde 1 2 3

poposuna birkag kez agik elle

vurmak.

23. Cocugu birkag kez 1 2 3

kollarindan tutarak sarsmak.

24. Eline, gegici kizariklik 1 2 3

birakacak sekilde birkag kez

elle vurmak.

25. Eline, ezikler bereler 1 2 3

birakacak sekilde birkag kez

elle vurmak.

26. Eline gecici kizariklik 1 2 3

birakacak sekilde birkag

kez bir cisimle vurmak

27. Eline ezikler bereler 1 2 3

birakacak sekilde birkag kez

bir cisimle vurmak

28. Bes dakika kosede ayakta 1 2 3

tutmak.

29. Okul sonras1 1 2 3

aktivitelere izin

vermemek.

30. TV seyretmesine izin 1 2 3

vermemek

31. Cocuga bagirmamak 1 2 3

32. Cocuga lanet etmek, beddua 1 2 3

etmek, hakaret etmek.

33. Karanlik odaya kilitlemek 1 2 3

34. Elinden yiyecegini almak, 1 2 3

yemeklerden uzak tutmak.

35. Bir saat boyunca eve 1 2 3

almamak

36. Basit ev isleri vermek 1 2 3
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Disiplin olarak kabul Disiplin olarak Disiplin olarak kabul etmiyorum. Bu
ediyorum kabul etmiyorum davranis, cocuk istismari olarak
yetkililere bildirilmelidir.

37. Elinden sekerini veya 1 2 3

sevdigi bir seyi almak

38. Para cezasi vermek. 1 2 3

39. Bir kag saat kosede ayakta 1 2 3

tutmak.

40. Agir ev isleri vermek. 1 2 3

41. Eline, iz birakmayacak 1 2 3

sekilde elle vurmak

42. Cocugu duvara dogru 1 2 3

itmek, ¢arpmak

43. Cocugu ¢cimdiklemek 1 2 3
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APPENDIX J-1
State -Trait Anxiety Inventory-Trait Form

Asagida Kkisilerin kendilerine ait duygularini anlatmada kullandiklar: bir takim
ifadeler verilmistir. Her ifadeyi dikkatlice okuyun, sonra da 0 anda nasil
hissettiginizi, ifadelerin sag tarafindaki rakamlardan uygun olanim isaretlemek
suretiyle belirtin. Dogru yada yanhs cevap yoktur. Herhangi bir ifadenin
iizerinde fazla zaman sarf etmeksizin, su anda nasil hissettiginizi gosteren cevabi
isaretleyin.

Hig Biraz Cok Tamamiyle
1. Su anda sakinim. 1 2 3 4
2. Kendimi emniyette hissediyorum. 1 2 3 4
3. Su anda sinirlerim gergin. 1 2 3 4
4. Pismanhk duygusu icindeyim. 1 2 3 4
5. Su anda huzur icindeyim. 1 2 3 4
6. Su anda hi¢ keyfim yok. 1 2 3 4
7. Basima geleceklerden endise 1 2 3 4
ediyorum.
8. Kendimi dinlenmis hissediyorum. 1 2 3 4
9. Su anda kaygiliyim. 1 2 3 4
10. Kendimi rahat hissediyorum. 1 2 3 4
11. Kendime giivenim var. 1 2 3 4
12. Su anda asabim bozuk. 1 2 3 4
13. Cok sinirliyim. 1 2 3 4
14. Sinirlerimin ¢ok gergin oldugunu 1 2 3 4
hissediyorum.
15. Kendimi rahatlamis hissediyorum. 1 2 3 4
16. Su anda halimden memnunum. 1 2 3 4
17. Su anda endiseliyim. 1 2 3 4
18. Heyecandan kendimi saskina 1 2 3 4
donmiis hissediyorum.
19. Su anda seving¢liyim. 1 2 3 4
20. Su anda keyfim yerinde. 1 2 3 4
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APPENDIX J-2

State -Trait Anxiety Inventory-Trait Form

Asagida kisilerin kendilerine ait duygularini anlatmada kullandiklar1 bir takim
ifadeler verilmistir. Her ifadeyi dikkatlice okuyun, sonra da genel olarak nasil
hissettiginizi, ifadelerin sag tarafindaki rakamlardan uygun olanini igsaretlemek
suretiyle belirtin. Dogru yada yanlis cevap yoktur. Herhangi bir ifadenin iizerinde
fazla zaman sarf etmeksizin, genel olarak nasil hissettiginizi gosteren cevabi
isaretleyin.

Hig Biraz Cok Tamamiyle
1. Genellikle keyfim yerindedir. 1 2 3 4
2. Genellikle ¢abuk yorulurum. 1 2 3 4
3. Genellikle kolay aglarim. 1 2 3 4
4. Bagkalar1 kadar mutlu olmak 1 2 3 4
isterim.
5. Cabuk karar veremedigim 1 2 3 4
i¢in firsatlar1 kagiririm.
6. Kendimi dinlenmis 1 2 3 4
hissederim.
7. Genellikle sakin, kendime 1 2 3 4
hakim ve sogukkanliyim.
8. Giicliiklerin yenemeyecegim 1 2 3 4
kadar biriktigini hissederim.
9.0nemsiz seyler hakkinda 1 2 3 4
endiselenirim.
10. Genellikle mutluyum. 1 2 3 4
11. Her seyi ciddiye alir ve 1 2 3 4
etkilenirim.
12. Genellikle kendime giivenim | 1 2 3 4
yoktur.
13. Genellikle kendimi 1 2 3 4
emniyette hissederim.
14. Sikintili ve gili¢ durumlarla 1 2 3 4
karsilagmaktan kaginirim.
15. Genellikle kendimi hiiziinlii 1 2 3 4
hissederim.
16. Genellikle hayatimdan 1 2 3 4
memnunumum.
17. Olur olmaz diisiinceler beni 1 2 3 4
rahatsiz eder.
18. Hayal kirikliklarini 6ylesine 1 2 3 4
ciddiye alirim ki hi¢ unutmam.
19. Akl baginda ve kararli bir 1 2 3 4
insanim.
20. Son zamanlarda kafama 1 2 3 4
takilan konular beni tedirgin
eder.
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APPENDIX K

BECK DEPRESSION INVENTORY

Asagida kisilerin ruh durumlarini ifade ederken kullandiklari bazi cimleler verilmistir.
Her madde, bir ¢esit ruh durumunu anlatmaktadir. Her maddeye o ruh durumunun derecesini
belirleyen 4 segenek vardir. Litfen bu segenekleri dikkatle okuyunuz. Son iki hafta igindeki (su
an dahil) kendi ruh durumunuzu géz éninde bulundurarak, size en uygun olan ifadeyi
bulunuz. Daha sonra, o maddenin yanindaki harfi igaretleyiniz.

1.

(a) Kendimi Uzgun hissetmiyorum.

(b) Kendimi tizgln hissediyorum.

(c) Her zaman igin Gizginim ve kendimi bu duygudan kurtaramiyorum.
(d) Oylesine tizgun ve mutsuzum ki dayanamiyorum.

(a) Gelecekten umutsuz degilim.

(b) Geleceg@e biraz umutsuz bakiyorum.

(c) Gelecekten bekledigim hichirsey yok.

(d) Benim igin bir gelecek yok ve bu durum diizelmeyecek.

(a) Kendimi basarisiz gérmiyorum.

(b) Cevremdeki birgok kisiden daha fazla basarisizliklarim oldu sayilir.

(c) Geriye donlp baktigimda, gok fazla basarisizligimin oldugunu goriyorum.
(d) Kendimi tlimiyle basarisiz bir insan olarak goriiyorum.

(a) Herseyden eskisi kadar zevk alabiliyorum.

(b) Herseyden eskisi kadar zevk alamiyorum.

(c) Artik hicbirseyden gergek bir zevk alamiyorum.
(d) Bana zevk veren hicbirsey yok. Hersey ¢ok sikici.

(a) Kendimi suglu hissetmiyorum.

(b) Arada bir kendimi suglu hissettigim oluyor.
(c) Kendimi gogunlukla suglu hissediyorum.
(d) Kendimi her an igin suclu hissediyorum.

(a) Cezalandirildigimi dlgtinmuyorum.

(b) Bazi seyler icin cezalandirilabilecegimi hissediyorum.
(c) Cezalandiriimay bekliyorum.

(d) Cezalandirildigimi hissediyorum.

(a) Kendimden hognutum.

(b) Kendimden pek hosnut degilim.
(c) Kendimden hi¢ hoslanmiyorum.
(d) Kendimden nefret ediyorum.

) Kendimi diger insanlardan daha kotu gérmayorum.
) Kendimi zayifliklarim ve hatalarim igin elestiriyorum.
) Kendimi hatalarim igin gogu zaman sugluyorum.
) Her kotl olayda kendimi sugluyorum.

207



10.

1.

12.

13.

14.

15.

16.

17.

(a) Kendimi dldirmek gibi dlistincelerim yok.

(b) Bazen kendimi éldirmeyi dlsuniyorum, fakat bunu yapamam.
(c) Kendimi oldUrebilmeyi isterdim.

(d) Bir firsatini bulsam kendimi lddrirdim.

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.

Py

(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.

(a) Diger insanlara karsi ilgimi kaybetmedim.

(b) Eskisine gore insanlarla daha az ilgiliyim.

(c) Diger insanlara kars! ilgimin cogunu kaybettim.
(d) Diger insanlara karsi hig ilgim kalmadi.

(a) Kararlarimi eskisi kadar kolay ve rahat verebiliyorum.
(b) Su siralarda kararlarimi vermeyi erteliyorum.

(c) Kararlarimi vermekte oldukga gucluk gekiyorum.

(d) Artik hic karar veremiyorum.

(a) Dig gorunustimin eskisinden daha kotl oldugunu sanmiyorum.

(b) Yaslandigimi ve gekiciligimi kaybettigimi diistiniyor ve tziliyorum.

(c) Dis gortintisimde artik degistiriimesi mimkiin olmayan olumsuz degisiklikler
oldugunu hissediyorum.

(d) Cok cirkin oldugumu distndyorum.

(a) Eskisi kadar iyi galigabiliyorum.

(b) Bir ise baslayabilmek icin eskisine gore kendimi daha fazla zorlamam
gerekiyor.

(c) Hangi is olursa olsun, yapabilmek igin kendimi gok zorluyorum.

(d) Higbir is yapamiyorum.

(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
cekiyorum.

(d) Eskisine gore gok erken uyaniyor ve tekrar uyuyamiyorum.

(a) Eskisine kiyasla daha ¢abuk yoruldugumu sanmiyorum.
(b) Eskisinden daha gabuk yoruluyorum.

(c) Qu siralarda neredeyse hersey beni yoruyor.

(d) Oyle yorgunum ki higbirsey yapamiyorum.
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18. (a) !gtahlm eskisinden pek farkli degil.
(b) Istahim eskisi kadar iyi degil.
(c) Su siralarda istahim epey kot.
(d) Artik hic istahim yok.
19. (a) Son zamanlarda pek fazla kilo kaybettigimi sanmiyorum.

Son zamanlarda istemedigim halde bes kilodan fazla kaybettim.
Son zamanlarda istemedigim halde yedi kilodan fazla kaybettim.
- Daha az yemeye calisarak kilo kaybetmeye calisiyor musunuz? EVET () HAYIR ()

. (a)
(b) Son zamanlarda istemedigim halde (g kilodan fazla kaybettim.
(c)
(d)

20. (a) Saghgim beni pek endiselendirmiyor.
(b) Son zamanlarda agri, sizi, mide bozuklugu, kabizlik gibi sorunlarim var.
(c) Agr1, sizi gibi bu sikintilarim beni epey endiselendirdigi icin baska seyleri
dustnmek zor geliyor.
(d) Bu tir sikintilar beni dylesine endiselendiriyor ki, artik baska hicbirsey
dustnemiyorum.
21. (a) Son zamanlarda cinsel yasantimda dikkatimi ceken birsey yok.
(b) Eskisine oranla cinsel konularda daha az ilgiliyim.
(c) Su siralarda cinsellikle pek ilgili degilim.
(d) Artik, cinsellikle hicbir ilgim kalmadi.
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APPENDIX L

TURKISH WAYS OF COPING INVENTORY

ACIKLAMA

Bir geng olarak ¢esitli sorunlarla karsilasiyor ve bu sorunlarla basa ¢ikabilmek i¢in ¢esitli duygu, diigiince
ve davraniglardan yararlaniyor olabilirsiniz. Sizden istenilen karsilastiginiz sorunlarla basa ¢ikabilmek i¢in neler
yaptiginizi goz oniinde bulundurarak, asagidaki maddeleri cevap kagidi tizerinde isaretlemenizdir. Liitfen her bir
maddeyi dikkatle okuyunuz ve cevap formu iizerindeki ayn1 maddeye ait cevap siklarindan birini daire igine
alarak cevabinizi belirtiniz. Baglamadan 6nce 6rnek maddeyi incelemeniz yararli olacaktir.

ORNEK:
Madde 4. Iyimser olmaya galigirim.
Hi¢ uygun Pek uygun
degil degil  uygun olduk¢a uygun ¢ok uygun
Madde 4. 12@45

Hig Pek
uygun uygun olduk¢a ¢ok
degil degil uygun uygun uygun

1. Aklimu kurcalayan seylerden kurtulmak i¢in degisik islerle ugragirim... 1........... 2 3. 4o 5
2. Bir sikintim oldugunu kimsenin bilmesini istemem ......................... | PRI 2 3 4. 5
3. Bir mucize olmasini beKlerim...............ooeiiiiiiiiiiiiiiiii Lo, 2iiiin 3. 4. 5
4. Tyimser olmaya GalISIrTm. ...............oieiiiiiieieiii e, Tooiis 2t 3o 4. 5
5. “ Bunu da atlatirsam sirtim yere gelmez ” diye diigtiniiriim.................. Tooiis 2t 3o 4. 5
6. Cevremdeki insanlardan problemi ¢6zmede bana yardimci

olmalarint beklerim............... Toiinns 2 3 4. 5
7. Baz1 seyleri bilyiitmemeye iizerinde durmamaya galigirim................... | P 2t 3 4o 5
8. Sakin kafayla diisinmeye ve dfkelenmemeye ¢aligirim....................... | U 2 3. 4. 5
9. Bu sikintili donem bir an 6nce gegsin iSterim.........ovvvevvveeinenninennnnn. | U 2 3. 4. 5
10. Olayin degerlendirmesini yaparak en iyi karar1 vermeye caligirim.......... | 2t 3 4o 5
11. Konuyla ilgili olarak baskalarinin ne diisiindiigiinii anlamaya ¢alisirim...1........... 2 3. 4. 5
12. Problemin kendiliginden hallolacagma inanirim...................c.ooeneee. | DU 2 3o 4. 5
13. Ne olursa olsun kendimde direnme ve miicadele etme giicii hissederim 1 L2030 4lS
14. Bagkalarinin rahatlamama yardime1 olmalarini beklerim.................... T 20304005
15. Kendime kars1 hosgoriilii olmaya caligirim................ooooiiiiiiin 1o, 2 3. 4o, 5
16. Olanlart unutmaya ¢alISITML. .......ouveiriiee ettt eeeeaeeeeenas T 2000.30....4.......5
17. Telagimi belli etmemeye ve sakin olmaya caligirim........................ Lo 20000300405
18. “ Basa gelen cekilir ” diye diisinlrim............ccoeeiiveniiinniniinnnnnn.. looooon20....30....4.......5
19. Problemin ciddiyetini anlamaya ¢aliSirim. ..............ovviiiiiinnennnn | U 2 3. 4. 5
20. Kendimi kapana sikigmig gibi hissederim...............c.oooeiiiiiiiinnn Tooiis 2 3 4o 5
21. Duygularimi paylastigim kisilerin bana hak vermesini isterim.............. Tooiis 2t 3 4o 5
22. Hayatta neyin 6nemli oldugunu kesfederim....................oooiiiinie T 2030004005
23. “ Her iste bir hayir vardir ” diye diisiniirim..................ccoooeiiein T 20300400005
24. Sikintili oldugumda her zamankinden fazla uyurum.......................... Loovin. 2iiiin 3o 4. 5
25. Iginde bulundugum kétii durumu kimsenin bilmesini istemem........... Lo 200030004005
26. Dua ederek Allah’tan yardim dilerim.................c.co Lo 20030004005
27. Olay1 yavaglatmaya ve bdylece karari ertelemeye ¢aligirim................ Lo 20030040005
28. Olanla yetinmeye ¢aligirime. ... .....c.oiuiiiiiiiiiiiiiiiieeaaes T 20300004005
29. Olanlar1 kafama takip siirekli diistinmekten kendimi alamam.............. T 20300004005
30. igimde tutmaktansa paylasmayi tercih ederim................................ Tooiis 2t 3 4o 5
31. Mutlaka bir yol bulabilecegime inanir, bu yolda ugrasirim................. T 20300004005
32. Sanki bu bir sorun degilmis gibi davranirim....................oooeiiiin. Lo 20030004005
33. Olanlardan kimseye s6z etmemeyi tercih ederim............................. Lo 20030004005
34. “Is olacagma varr ” diye dilsiniiriim......................coooeeeiiiinnn... | 2t 3. 4o 5
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Hig Pek

uygun uygun olduk¢a ¢ok
degil degil uygun uygun uygun

35. Neler olabilecegini diisiiniip ona gore davranmaya ¢aligirim............... Lo 20003000405
36. Isin iginden gikamayinca “ elimden birsey gelmiyor ” der,

durumu oldugu gibi kabullenirim...............cooviiiiiiiiiiiiiiin e, | U 2t 3 4. 5
37. ilk anda aklima gelen karari uygularim. ..................cccoooveeineeiinnn.n | 2 3o 4. 5
38. Ne yapacagima karar vermeden 6nce arkadaslarimin fikrini alirim........ T 2030045
39. Herseye yeniden baglayacak giicti bulurum........................oo, Tooiins 2 3o 4o 5
40. Problemin ¢6ziimii igin adak adarim.................ccocoviiiiiiiniiinn Tooon20..30.0.4........5
41. Olaylardan olumlu birsey ¢ikarmaya ¢aligirim..................oooeeeinn. T 20..3.0..4.......5
42. Kirgimligimu belirtirsem kendimi rahatlamig hissederim..................... | TR 2t 3 4. 5
43. Alin yazisma ve bunun degismeyecegine inanirim. .......................... Lo 20003000405
44. Soruna birkag farkli ¢6ziim yolu ararim................cooeveiiiiiiinnnnn... | U 2 3. 4o, 5
45. Basima gelenlerin herkesin basina gelebilecek seyler olduguna inanirim
46. “ Olanlar keske degistirebilseydim ” derim................cooevevviiinninnnnn, | U 2t 3o 4. 5
47. Aile biiyiiklerine danigmayi tercih ederim...................ooia. T 2030045
48. Yasamla ilgili yeni bir inang gelistirmeye galigirim....................c.....e 1o, 2 3. 4o, 5
49. “ Herseye ragmen elde ettigim bir kazang vardir ” diye diigtiniirim....... T 20030040005
50. Gururumu koruyup giiglii gériinmeye caligirim................cooeoeiinn.. T 2030400005
51. Bu isin kefaretini ( bedelini ) 6demeye ¢aligirim.................coevennnn. | U 2 3 4. 5
52. Problemi adim adim ¢6zmeye ¢aligirim. ...........cooevvvinenniinnininnnnn. Lo 200.30...4.......5
53. Elimden hig birseyin gelmeyecegine inanirim................oeveeeeenennnn. Lo 200003000405
54. Problemin ¢dziimii i¢in bir uzmana danismanin en iyi yol olacagina

F1E: 1111410 D RPN T 2030040005
55. Problemin ¢6ziimii i¢in hocaya okunurum................c.oooeiiiiiinn. Tooo20..30..4........5
56. Herseyin istedigim gibi olmayacagina inanirim...................cocoenenn.. T 203040005
57. Bu dertten kurtulayim diye fakir fukaraya sadaka veririm.................. T 203040005
58. Ne yapilacagini planlayip ona gbre davranirim...............ccoeevenennnn... Lo 2000030405
59. Miicadeleden Vazgegerim.........ouvueerenineirinineeteaneeneneneaeeaneananns Lo 20003000405
60. Sorunun benden kaynaklandigini digtintirim.......................o.eeene. Lo 20003000405
61. Olaylar karsisinda “ kaderim buymus ” derim......................ooeeene. Lo 20003000405
62. Sorunun ger¢ek nedenini anlayabilmek i¢in bagkalarina danigirim........ Tooo20..30...4.......5
63. “ Keske daha giiclii bir insan olsaydim ” diye diislinirim.................. T 2030004005
64. Nazarlik takarak, muska tastyarak benzer olaylarin olmamasi

igin Onlemler alirim. ... ...ooiii e Tooo20.30...4........5
65. Ne olup bittigini anlayabilmek i¢in sorunu enine boyuna diigtiniiriim..... 1...........2.......3......4.......5
66. “ Benim sugum ne ” diye dislintiriim..............cooeveiiiiiiniiinnnnenn.. T 2000.30....4.......5
67. < Allah’m takdiri buymus ” diye kendimi teselli ederim..................... Lo 20000300405
68. Temkinli olmaya ve yanlis yapmamaya ¢aliirim................c.oeuennn.. Lo 200030405
69. Bana destek olabilecek kisilerin varligini bilmek beni rahatlatir........... T 20300400005
70. Coziim i¢in kendim birseyler yapmak istemem...............ccceoeieininen. T 20304005
71. “ Hep benim yiliziimden oldu ” diye diisliniirim....................c.ocoeni Toooins 2t 3 4. 5
72. Mutlu olmak igin bagka yollar ararim.................cooooviiiiinnnn... 1o, 2 3. 4o 5
73. Hakkimi savunabilecegime inanirim. ............ocoevueinneninennenenennnnn. | U 2 3. 4. 5
74. Bir kisi olarak iyi yonde degistigimi ve olgunlastigimi hissederim........ | U 2 3. 4. 5
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APPENDIX M
YOUNG PARENTING INVENTORY (YPI)

Asagida anne ve babanizi tarif etmekte kullanabileceginiz tanimlamalar verilmistir. Liitfen her
tanimlamay1 dikkatle okuyun ve ebeveynlerinize ne kadar uyduguna karar verin. 1 ile 6 arasinda,
cocuklugunuz sirasinda annenizi ve babanizi tanimlayan en yiiksek dereceyi se¢in. Eger sizi anne veya
babaniz yerine bagka insanlar biiyiittii ise onlar1 da ayni sekilde derecelendirin. Eger anne veya
babanizdan biri hi¢ olmadi ise o siitunu bos birakin.

1 - Tamamu ile yanlis 2 - Cogunlukla yanlis 3 - Uyan tarafi daha fazla 4 - Orta derecede dogru

5 - Cogunlukla dogru 6 - Ona tamamu ile uyuyor

Anne Baba

1. __ __ Benisevdive bana 6zel birisi gibi davrandi.

2. __ __ Banavaktini ayirdi ve 6zen gosterdi.

3. ___ ___ Banayol gosterdi ve olumlu yénlendirdi.

4. _ __ Benidinledi, anladi ve duygularimizi karsilikli paylastik.
5. Banakars sicakti ve fiziksel olarak sefkatliydi.

6. __ __ Bencocukken 6ldi veya evi terk etti.

7. ___ __ Dengesizdi, ne yapacagdi belli olmazdi veya alkolikti.

8. __ __ Kardesg(ler)imi bana tercih etti.

9. __ __ Uzun sureler boyunca beni terk etti veya yalniz birakti.

10. __ __ Banayalan sodyledi, beni kandirdi veya bana ihanet etti.

11. _ __ Benidodvdi, duygusal veya cinsel olarak taciz etti.

12. _ __ Benikendi amaglar icin kullandi.

13. ___ insanlarin canini yakmaktan hoslanird.

14. _ __ Biryerimiincitecegim diye ¢ok endiselenirdi.

15. _ __ Hasta olacagim diye ¢ok endiselenirdi.

16. __ __ Evhamh veya fobik/korkak bir insandi.

17. _  __ Beniasirn korurdu.

18. _  __ Kendikararlarima veya yargilarima guvenememe neden oldu

19. _ __ lsleri kendi bagima yapmama firsat vermeden ¢ogu isimi o yapti.
20. __ __ Bana hep daha gocukmusum gibi davrandi.

21. _ __ Benicok elegtirirdi.

22. __ __ Banakendimi sevilmeye layik olmayan veya diglanmis bir gibi hissettirdi.
23. __ ___ Banahep bende yanlis bir sey varmis gibi davrandi.

24. _ __ Onemli konularda kendimden utanmama neden oldu.

25. _ __ Okulda basarili olmam igin gereken disiplini bana kazandirmadi.
26. __ __ Banasalakmisim veya beceriksizmisim gibi davrandi.

27. __ __ Basanl olmami gergekten istemedi.

28. ____ Hayatta basarisiz olacagima inandi.

29. _ __ Benim fikrim veya isteklerim 6énemsizmis gibi davrandi.

30. _ __ Benimihtiyaglarimi gdzetmeden kendisi ne isterse onu yapti.

31. __ __ Hayatimi o kadar ¢ok kontrol altinda tuttu ki ok az se¢gme 6zgirligim oldu.
32. _ __ Herseyonun kurallarina uymaliydi.

33. _____ Aileigin kendi isteklerini feda etti.

34. _ __ Gunlik sorumluluklarinin pek cogunu yerine getiremiyordu ve ben her zaman

kendi payima disenden fazlasini yapmak zorunda kaldim.
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35.
36.
37.
38.
39.

40.
41.
42.
43.

Anne

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.

Baba

____Hep mutsuzdu; destek ve anlayis icin hep bana dayandi.

__ Bana giglu oldugumu ve dider insanlara yardim etmem gerektigini hissettirdi.

__ Kendisinden beklentisi hep ¢ok yuksekti ve bunlar igin kendini ¢ok zorlardi.

__ Benden her zaman en iyisini yapmami bekledi.

__ Pek cok alanda mikemmeliyetciydi; ona gére her sey olmasi gerektigi gibi
olmaliydi.

__ Yaptigim higbir seyin yeterli olmadigini hissetmeme sebep oldu.

__ Neyin dogru neyin yanlis oldugu hakkinda kesin ve kati kurallari vardi.

__ Eger isler dizgun ve yeterince hizli yapilmazsa sabirsizlanirdi.

____glerin tam ve iyi olarak yapilmasina, eglenme veya dinlenmekten daha fazla
6nem verdi.

__ Beni pek ¢ok konuda simartti veya asiri hosgorull davrandi.

__ Diger insanlardan daha 6nemli ve daha iyi oldugumu hissettirdi.

__ Cok talepkardi; her seyin onun istedigi gibi olmasini isterdi.

__ Diger insanlara karsi sorumluluklarimin oldugunu bana égretmedi.

__ Bana ¢ok az disiplin veya terbiye verdi.

__ Bana ¢ok az kural koydu veya sorumluluk verdi.

__Agiri sinilenmeme veya kontrolUmu kaybetmeme izin verirdi.

___ Disiplinsiz bir insand1.

___ Birbirimizi ¢ok iyi anlayacak kadar yakindik.

__ Ondan tam olarak ayri bir birey oldugumu hissedemedim veya bireyselligimi
yeterince yagsayamadim.

__ Onun ¢ok gugli bir insan olmasindan dolayi biyiirken kendi yonimi
belirleyemiyordum.

____ gimizden birinin uzaga gitmesi durumunda, birbirimizi (izebilecegimizi
hissederdim.

__Ailemizin ekonomik sorunlari ile ilgili cok endiseli idi.

__ Kuguk bir hata bile yapsam kétu sonuglarin ortaya ¢ikacagini hissettirirdi.

_____ Kotumser bir bakisi agisi vardi, hep en kétlsunu beklerdi.

___Hayatin kétu yanlar veya kot giden seyler Gzerine odaklanirdi.

__ Her sey onun kontrolu altinda olmaliydi.

__ Duygularini ifade etmekten rahatsiz olurdu.

__ Hep dlzenli ve tertipliydi; degisiklik yerine bilineni tercih ederdi.

_ Kizginhgini ¢ok nadir belli ederdi.

__ Kapal birisiydi; duygularini ¢cok nadir acardi.

__Yanhs bir sey yaptigimda kizardi veya sert bir sekilde elestirdigi olurdu.

__ Yanhs bir sey yaptigimda beni cezalandirdidi olurdu.

__ Yanhs yaptigimda bana aptal veya salak gibi kelimelerle hitap ettidi olurdu.

__ gler kétii gittiginde baskalarini suglardi.

___ Sosyal statli ve gériinime énem verirdi.

___ Basari ve rekabete ¢ok 6nem verirdi.

___Bagkalarinin géziinde benim davraniglarimin onu ne duruma dusurecegi ile cok
ilgiliydi.

__ Basarili oldugum zaman beni daha ¢ok sever veya bana daha ¢ok 6zen
gOsterirdi.
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Basic Personality Traits Inventory (BPTI)

APPENDIX N

(Tiirk Kiiltiiriinde Gelistirilmis Temel Kisilik Ozellikleri Olcegi)

YONERGE:

Asagida size uyan ya da uymayan pek ¢ok kisilik 6zelligi bulunmaktadir. Bu
ozelliklerden her birinin sizin icin ne kadar uygun oldugunu ilgili rakami daire icine

alarak belirtiniz.

Ornegin;

Kendimi........... biri olarak goriiyorum.

Hic uygun degil Uygun degil

1

O~NOoO Ok, OODN -~

N NDNDN-2 A A@AAaAaAaAaaQaaaa
WN-_2 0000 ~NOOOPDWN-0O©

Aceleci
Yapmacik
Duyarli
Konugkan

Kendine givenen

Soguk
Utangac
Paylasimci
Genis /rahat
Cesur

Agresif
Caliskan

icten pazarlikli
Girigken

lyi niyetli

icten
Kendinden emin
Huysuz
Yardimsever
Kabiliyetli
Usengeg
Sorumsuz
Sevecen

Hig¢ uygun degil

NMNNONNRNNONNOMNNOMNMNNNMNNNOMNNOMNNOMNNOMNNNNOMNNOMNNOMNNNNDN Uygundegil

JEE L N NI (U (UL (L UL (U (UL (UL UL U (UK. (L (UL WU (U (L (UL UL (I (L

WWWWWWWWWWwWwWwWwwWwwwwwwwwwow KararSIZlm

B O SO NG N ORI NI NG O G U R N NG N N N O N N NG O NI S Uygun
SIS, IS IS, WS, WS, WS, IS, IS, IS, IS, WS, WS, IS, IS, IS, WS, WS, IS, IS, IS, IS, W4, Cokuygun

Kararsizim

®

24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
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Pasif
Disiplinli
Acgozlu
Sinirli
Cana yakin
Kizgin
Sabit fikirli
Gorgusiz
Durgun
Kaygili
Terbiyesiz
Sabirsiz
Yaratici
Kaprisli
icine kapanik
Cekingen
Alingan
Hosgorill
Duzenli
Titiz
Tedbirli
Azimli

Hig¢ uygun degil
Uygun degil

WWWWWWWWWWWWWWWwwwwwww KararSIZlm

UL G U U\ U G\ U (U U U L U P UL UK U (I (I G

NDNDNDNPNDNDNDNDNDNDNDNDNDNDNDNDNDNDDNDNDNNDNDNDNDDNDDND

AABRABRABPRAARABBRAAERABMAMSSS Uygun
oo aaaaaaaaaa Cokuygun



APPENDIX O

Childhood Trauma Questionnaire

(Cocukluk Orselenme Yasantilart Olgegi)

ACIKLAMA: Asagida 18 yas oncesi ¢ocukluk ve genclik yasantilarinizla ilgili
climleler vardir. Her ciimleyi dikkatle okuyup, st tarafindaki yazilar arasindan sizi
en iyi tanimlayani segerek tizerine (X) isareti koyunuz.

Higbirzam
falal
Nadiren
Bazen
Siklikla
Cok sik

1. Ben ¢ocukken, ailemde birileri bana vurur ya da beni doverdi.

N

. Ben ¢ocukken, hi¢ kimse benimle ilgilenmedigi i¢in, kendi
bakimimi kendimin daha iyi yaptigini hissederdim.

w

. Ben ¢ocukken, ailemdeki kisiler birbirleriyle tartigir, kavga ederdi.

S

. Ben ¢ocukken, ailemde benimle ilgilenen ve beni koruyan birinin
oldugunu bilirdim.

5. Ben cocukken, ailemde bana bagirip-¢agiran biri vardi.

[o2]

. Ben ¢ocukken, annemi yada kardeslerimi doviiliirken ya da
onlara vurulurken gordiim.

~

. Ben ¢ocukken, gereksinimim olan sevgi ve ilgiyi gérdiim.

0]

. Ben ¢ocukken, ailemde kendimi 6nemli ya da 6zel hissetmemi
saglayan biri vardi.

9. Ben ¢ocukken, ailemde kendimi doviiserek, ona vurarak, ya da
ondan kagarak korumak zorunda kaldigim biri vardi.

10. Ben ¢ocukken, ailemde, basarili biri olmamu isteyen, bir kisinin
varhigim hissederdim.

11. Ben ¢ocukken, degisik zamanlarda degisik kisilerin yaninda
yasadim (degisik yakinlarimla ya da evlatlik verildigim ailelerle).

12. Ben ¢ocukken, sevildigimi hissederdim.

13. Ben ¢ocukken, annem ve babam, bana ve kardeslerime esit
davranmaya ¢aligirlardi.

14. Ben ¢ocukken, ailemdeki kisilerden, bir doktora ya da hastaneye
gitmek zorunda kalacak denli dayak yedigim oldu.

15. Ben ¢ocukken, ailemde, beni basimin belaya girmesinden
koruyan birileri vardi.

16. Ben g¢ocukken, ailemdekiler, beni bir yerlerim ¢iiriiyecek ya da iz
kalacak denli doverdi.

17. Ben ¢ocukken, bir eriskinle ya da benden en az bes yas biiyiik
birisiyle cinsel iligkim oldu.

18. Ben ¢ocukken, kemer, sopa, oklava ya da benzeri sert cisimlerle
doviilerek cezalandirildim.

19. Ben ¢ocukken, ailemizin iiyeleri birbirlerini gozetirlerdi.

20. Ben ¢ocukken, annemle babam ayri yasardi ya da bosanmusti.

21. Ben ¢ocukken, fiziksel olarak istismar edildigime inanryorum.

22. Ben ¢ocukken, ailemdeki kisiler beni kotii etkilerden korumaya
caligtilar.
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Higbirzaman

Nadiren

Bazen

Siklikla

Cok sik

23.

Ben ¢ocukken, evde bana bakan ve benim sorumlulugumu
iistlenen bir kisi vardi.

24,

Ben ¢ocukken, 6gretmen, komsu ya da doktor gibi kisilerin
dikkatini ¢ekecek denli kotii dayak yerdim.

25.

Ben ¢ocukken, ailemde denetimsiz davraniglart olan kisiler vardi.

26.

Ben ¢ocukken, ailemdeki kisiler beni okula devam etmem ve
egitimimi siirdirmem i¢in yireklendirdi.

27.

Ben ¢ocukken, bana verilen cezalar ¢ok katiydi.

28.

Ben ¢ocukken, ailemdeki kisiler birbirlerine yakindilar.

29.

Ben ¢ocukken, birisi bana cinsel amagla dokunmay1 ya da
kendisine dokundurtmayi denedi.

30.

Ben ¢ocukken, ailemdeki kisiler beni itip-kakti.

31.

Ben ¢ocukken, birisi, kendisiyle cinsel iliskim olmazsa beni
incitmekle ve hakkimda yalanlar sdylemekle tehdit etti.

32.

Ben ¢ocukken, ¢ocuklugum mitkemmeldi.

33.

Ben ¢ocukken, ailemde incitilmekle korkutuldum.

34.

Ben ¢ocukken, birisi benimle cinsel igerikli davraniglara girmeyi
ya da bana cinsellikle ilgili seyler izlettirmeyi denedi.

35.

Ben ¢ocukken, ailemde bana giivenen biri vardi.

36.

Ben ¢ocukken, duygusal olarak istismar edildigime inantyorum.

37.

Ben ¢ocukken, ailemdeki kisiler ne yaptigimla ilgilenir gibi
goziikmezler ya da ne yaptigimi bilmezlerdi.

38.

Ben ¢ocukken, diinyadaki en iyi aileye sahiptim.

39.

Ben ¢ocukken, cinsel olarak istismar edildigime inaniyorum.

40.

Ben ¢ocukken, ailem gii¢ ve destek kaynagimdi.

Litfen, Arka sayfay1 da doldurunuz
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APPENDIX P

Perceived Social Support Scale (PSS)

Asagida on iki climle ve her birinde de cevaplariniz1 isaretlemeniz i¢in 1 den 7 ye kadar rakamlar
verilmistir. Her climlede sdylenenin sizin i¢in ne kadar ¢ok dogru oldugunu veya olmadigini belirtmek
icin o ciimle altindaki rakamlardan yalniz bir tanesini daire i¢ine alarak isaretleyiniz. Bu sekilde on iki
climlenin her birinde bir isaret koyarak cevaplarinizi veriniz.

1. Ailem ve arkadaslarim disinda olan ve ihtiyacim oldugunda yanimda olan bir insane
(6rnegin, flort, nisanli, sozlii, akraba, komsu, doktor) var.

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle Bazen Genellikle Cogunlukla | Kesinlikle
Hayir hayir hayir hayir - evet evet Evet
bazen
evet
2. Ailem ve arkadaslarim disinda olan ve seving ve kederlerimi paylasabilecegim bir insane

(6rnegin, flort, nisanli, s6z1ii, akraba, komsu, doktor) var.

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle Bazen Genellikle Cogunlukla | Kesinlikle
Hayir hayir hayir hayir - evet evet Evet
bazen
evet
3. Ailem (0rnegin, annem, babam, esim, ¢ocuklarim, kardeslerim) bana ger¢ekten yardimei

olmaya ¢alisir.

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle Bazen Genellikle Cogunlukla | Kesinlikle
Hay1r hayir hayir hayir - evet evet Evet
bazen
evet
4, Ihtiyacim olan duygusal yardimi ve destegi ailemden (6rnegin, annem, babam, esim,

¢ocuklarim, kardeslerimden) alirim.

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle Bazen Genellikle Cogunlukla | Kesinlikle
Hayir hayir hayir hayir - evet evet Evet
bazen
evet
5. Ailem ve arkadaslarim disinda olan ve beni gergekten rahatlatan bir insan (6rnegin, flort,

nisanh, sozlii, akraba, komsu, doktor) var.

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle Bazen Genellikle Cogunlukla | Kesinlikle
Hayir hayir hayir hayir - evet evet Evet
bazen
evet
6. Arkadaslarim bana ger¢ekten yardimci olmaya c¢alisirlar.
1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle | Bazen hayir — | Genellikle | Cogunlukla | Kesinlikle
Hayir hayir hayir bazen evet evet evet Evet
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7. Isler kotii gittiginde arkadaslarima giivenebilirim.

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle | Bazen hayir — | Genellikle | Cogunlukla | Kesinlikle
Hayir hayir hayir bazen evet evet evet Evet

8. Sorunlarimi ailemle (6rnegin, annem, babam, esim, ¢ocuklarim, kardeslerimle)
konusabilirim..

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle | Bazen hayir— | Genellikle | Cogunlukla | Kesinlikle
Hayir hayir hayir bazen evet evet evet Evet

9. Seving ve kederlerimi paylasabilecegim arkadaglarim var.

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle | Bazen hayir— | Genellikle | Cogunlukla | Kesinlikle
Hayir hayir hayir bazen evet evet evet Evet

10. Ailem ve arkadaslarim disinda olan ve duygularima 6nem veren bir insan (6rnegin, flort,
nisanli, s6zlii, akraba, komsu, doktor) var

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle | Bazen hayir — | Genellikle | Cogunlukla | Kesinlikle
Hayir hayir hayir bazen evet evet evet Evet

11. Kararlarimi vermede ailem (6rnegin, annem, babam, esim, gocuklarim, kardeslerim) bana
yardimc1 olmaya isteklidir

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle | Bazen hayir— | Genellikle | Cogunlukla | Kesinlikle
Hay1r hayir hayir bazen evet evet evet Evet

12. Sorunlarimi arkadaslarimla konusabilirim.

1 2 3 4 5 6 7
Kesinlikle Cogunlukla | Genellikle | Bazen hayir — | Genellikle | Cogunlukla | Kesinlikle
Hayir hayir hayir bazen evet evet evet Evet
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APPENDIX R

CONNER'S TEACHER RATING FORM

Ogretmenin Ad1 Soyadi:
Sinifi:
Tarih:

Hicbir Nadiren Sikhikla Her

Zaman Zaman
1. Kupir kipirdir, yerinde duramaz. () () () ()
2. Zamansiz ve uyumsuz sesler ¢ikarir. () () () ()
3. Istekleri hemen yerine getirilmelidir. () () () ()
4. Bilmis tavirlar1 vardi. Bilgiclik taslar. () () () ()
5. Aniden parlar, ne yapacag belli olmaz. () () () ()
6. Elestiriyi kaldiramaz. () () () ()
7. Dikkati daginiktir, uzun siirmez. () () () ()
8. Diger ¢ocuklari rahatsiz eder. () () () ()
9. Hayallere dalar. () () () ()
10. Somurtur, surat asar. () () () ()
11. Bir am bir anin1 tutmaz, duygular1 ¢abuk degisir. () () () ()
12. Kavgacidr. () () () ()
13. Biiyiiklerin sdziinden ¢ikmaz. () () () ()
14. Hareketlidir, durmak oturmak bilmez. () () () ()
15. Heyecana kapilip, diisiinmeden hareket eder. () () () ()
16. Ogretmenin ilgisi hep iizerinde olsun ister. () () () ()
17. Gériindiigii kadariyla arkadas grubuna alimuyor. () () () ()
18. Gériindiigii kadariyla baska gocuklar tarafindan () () () ()

kolaylikla yonlendiriliyor.

19. Oyun kurallarina uymaz, mizikgidir. () () () ()
20. Goriindiigii kadartyla liderlik 6zelliginden yoksundur. () () () ()
21. Basladig1 isin sonunu getiremez. () () () ()
22. Oldugundan daha kiigiikmiis gibi davranir. () () () ()
23. Hatalarin1 Kabul etmez, sucu baskalarinin {izerine atar. () () () ()
24. Diger gocuklarla iyi gecinemez. () () () ()
25. Simf arkadaglariyla yardimlasmaz. () () () ()
26. Zorluklardan hemen yilar. () () () ()
27. Ogretmenle isbirligine girmez. () () () ()
28. Zor dgrenir. () () () ()
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APPENDIX S

TURKISH SUMMARY
DEHB OLAN VE OLMAYAN COCUKLARDA COCUK iSTiSMARI VE
SONUCLARIYLA ILSKILi ETKENLER: KARSILASTIRMALI BiR
CALISMA — SOZUN BiTTiGi YERDE...-

Yazin Bilgisi

Dikkat Eksikligi Hiperaktivite Bozuklugu’nun Tanimi, Sikhig1 ve Etiolojisi

Dikkat Eksikligi Hiperaktivite Bozuklugu (DEHB) ¢ocuk ruh sagligi boliimlerinde
en ¢ok konulan tanilardan biridir (Amerikan Psikiyatrik Birligi; APA, 1994; Barkley,
1997). DEHB, gelisim diizeyine gore normal dist olan, yapilan 6dev ya da goreve
dikkati odaklamada, herhangi bir seyi yapma istegini ertelemede giicliik ve asirt
hareketlilikle tanimlanan bir bozukluktur. Mental Bozukluklarin Tanisal ve Sayimsal
El Kitabi1 (DSM 1V; APA, 1994) bu bozuklugu Dikkat Eksikligi Hiperaktivite
Bozuklugu (DEHB) olarak, Hastaliklar ve Saglik Problemlerinin Istatistiksel
Siniflandiriimasi (ICD 10, Diinya Saglik Orgiitii; DSO, 1993).

DSM-1V’e gore (APA 1994) DEHB tani kriterini karsilamak i¢in ¢ocugun dikkat ya
da hiperaktivite problemlerinin 7 yasindan 6nce baslamasi, en az 6 ay silirmesi,
gelisim diizeyiyle uyumsuz olmasi, birden ¢ok ortamda gdzlemlenilmesi
gerekmektedir. Amerikan Psikiyatri Birligi'ne gére DEHB’nun  {i¢ alt tipi
bulunmaktadir: Dikkat eksikligi 6nde giden tip, hareketliligi 6nde giden tip, birlesik
tip (APA 1994). APA (1994) bu bozuklugun sikligimi % 3-5, kiz ve erkeklerde
goriilme oranimi % olarak bildirmistir. Onceden sadece bir ¢ocukluk ¢ag1 gelisimsel
bozuklugu olarak tanimlanirken son yillarda yapilan calismalar DEHB’nun
eriskinlikte de cesitli sekillerde siirdiigiinii ortaya koymustur (Manuzza, Klein,
Bessler, Malloy, ve La Padulla, 1998). Cocuklukta DEHB tanis1 alanlarin %50’sinde
eriskinlikte de DEHB belirtlerinin oldugu bildirilmektedir (Barkley, Dupaul, Murray,
1990; Oktem, 1996). Yasam boyu goriilen DEHB na ¢ocuklukta ve eriskinlikte
baska bozukluk ya da problemlerin eslik ettigi bilinmektedir. Biederman (1997),
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DEHB tanisi konulan ¢ocuklarin %50’sinin hayatlarinin bir doneminde bir ya da
daha fazla eslik eden bir bozukluk sergilediklerini ileri slirmiistiir. Cocukluk
doneminde kars1 olma karsi gelme bozuklugu ve davranim bozuklugu DEHB’na en
sik eslik eden bozukluklar arasindadir (Anderson et al., 1987; Milberger ve ark.,
1995; Volk ve ark., 2005).

Yapilan ¢alismalar DEHB’nun etiolojisinde genetik (e.g.; Bradley ve Golden, 2001),
biolojik-norolojik (6rn.; Swanson et.a 1, 2001), ¢evresel ve psikolojik pek ¢ok farkli
etkenin rol oynadigmi gostermistir (Biederman, Milberger ve ark., 1995; Oktem,
1996). DEHB kisa dénemde ¢ocuklarin diisiik okul basarisina, arkadas iliskilerinde
sikint1 yasamalarina bunalara bagh olarak i¢selestirme ve digsallastirma problemleri
gelistirmelerine yol agabilir (Hinshaw, 1987; Jensen, Martin, ve Cantwell, 1997).
Uzun donemde ise diisiik sosyo ekonomik diizey, alkol ya da sigara bagimliligi,
uyum problemleri, igsizlik, araba kazalari, yakin iliskilerde problemler yaganmasina

neden olabilir (Borland ve Heckeman, 1996; Manuzza ve Klein 1999).

Cocuk Thmal ve Istismar

Cocuk ihmal ve istismari, genel olarak ¢ocugun optimal gelisimini engellyen,
yavaglatan fiziksel, duygusal, cinsel kotiiye kullanim igeren herhangi bir eylem ya da
eylemsizlik seklinde tanimlanabilir. Cocuk thmal ve istismari1 ¢ok genis bir ¢ergeveye
sahip oldugu i¢in farkli ¢alismalarda farkli bicimlerde tanimlanabilmektedir. Buna
bagli olarak g¢ocuk ihmal ve istismarimin sikligina iliskin bildirilen oranlar da
caligmalarda esas alinan tanimlara gore degismektedir. Bununla birlikte 1 ila 14
yaglar arasinda 40 milyon g¢ocugin istismar edilmekte oldugu Ongoriilmektedir

(Johnson, 1996).

Cocugun duygusal ihmal ve istismari

Duygusal ithmal ya da istismar ¢cocugun psikolojik gelisimini engelliyen, bastiran bir
kotiiye kullanim tiiriidiir. Barrnett, Manly, ve Cicchetti (1993) duygusal olarak
kotiiye kullanilan bir ¢ocugun kendini psikolojik olarak giivenli, kabul goéren, ve
yasinin gerektirdigi diizeyde otonomi gelistirmek icin yeterli diizeyde desteklenen

biri olarak hissetmedigini bildirmektedir. Duygusal istismarin alt1 temel goriilme
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bi¢imi oldugu bildirilmektedir (Galser, 2002; Garbarino ve Garbarino, 1994);
reddetme, asagilama, korkutma, duygusal karsilik vermeme, ve kendi ¢ikarlari i¢in

cocugu kullanma.

Cocugun cinsel istismari

Bir erigkin ya da yasca biiyiik bir ¢cocuk tarafindan yasal olarak eriskin sayilmayan
bir ¢ocukla yapilan herhangi bir cinsel eyleme cinsel istismar denilir (Green, 1996).
Bu eylemler, oral-genital, genital-genital, genital-rektal, el-genital, veya el-gogiis
temasi, cinsel anatominin zorla gdsterilmesi, pornografi izletilmesi ya da ¢ocugun
pornografi tiretiminde kullanilmas1 seklinde olabilir. Bu eylemler aralarinda 4 yastan
az fark olan cocuklar tarafindan gerceklestirildiginde ve isin icinde zorlama
olmadiginda cinsel oyun olarak adlandirilirlar (Johnson, 2001). Wurtule ve Miller-
Perrin (1992) cinsel istismarin arastirmaci tarafindan nasil tanimlandigina ve hangi
grupta arastirildigina gore goriilme sikliginin kadinlarda %7-62, erkeklerde %3-16
arasinda degistigini ileri siirmiistiir. Finkelhor (1994) bu oranlarin kadinlar i¢in %7-

36, erkekler i¢in %3-29 oldugunu bildirmistir.

Cocugun fiziksel ihmal ve istismari

Fiziksel istismar beslenme, giyim ve hijyen yetersizligi nedeni ile ¢ocugun fiziksel
problemler yasamasina yol agmaktir (Kaplan, Pelcovitz, Labruna, 1999). Fiziksel
istismar 18 yasinin altindaki bir ¢ocuga kendinden biiylik biri tarafindan bilerek
verilen fiziksel zarardir. Bu zarar1 verenler genelde anne-babalar ya da ¢ocugun
bakimindan sorumlu diger kisilerdir (Kaplan, 1996). Istismarci, ¢ocuga siddet iceren
fiziksel bir ceza verir ya da ¢ocugun fiziksel ac1 ¢ekmesine yol agacak bir davranista
bulunur (Widom, 1989). Genel olarak fiziksel ithmal ve istismarin tim kiiltiirlerde
yaygin oldugu bildirilmektedir (Hunter, Jain, Sadowski, 2000; Jones ve McCurdy,
1992) ancak diger istismar tiirlerinde oldugu gibi fiziksel istismarin sikligi da
arastirmada kullanilan tanimina ve arastirmanin hangi kiiltiirde yapildigina gore
degismektedir. Fiziksel istismarin bir disiplin stili olarak goriildiigi kiiltiirlerde
sikligi artmakla birlikte bu davranislarin istismar olarak nitelendirilme orani
diismektedir. Tim bu etkenler fiziksel istismarin oranimi belirlemeyi

giiclestirmektedir. Amerika’da yapilan bir ¢aismada fiziksel ihmal %29, istismar
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%17, Hindistan’da yapilan bir ¢alismada fiziksel istismar %40, Hon-Kong’da yapilan
bir ¢alismada ise %95 olarak bildirilmistir. Tiirkiye’de bu alanda fazla ¢alisma
bulunmamaktadir ancak bir ¢alismada bes yasin altindaki g¢ocuklarin %36sinin

fiziksel istismara ugradigi 6ne siirtilmistiir (Bilir, Ar1, Dénmez, 1986).

Cocuga kars: fiziksel ve duygusal kotii muamele i¢in risk etkenleri

Cocuk ihmal ve istismarinda risk etkenlerini tanimlamak ¢ocuk ihmal ve istismarina
yol agan bazi faktorlerin olabilecegi diisiincesine yol acabilme ihtimali nedeni ile
biraz riskli goriinmektedir. Cocuk ihmal ve istismarindan s6z ederken higbir seyin
cocuk istismarinin hakli ve gecerli sebebi olmayacagi kabul edilmelidir. Ancak
ebeveynlere, cocuga ya da cevreye iliskin baz1 etkenler cocuga kotli muamele
uygulanma olasiligini arttirabilir. En uygun ve etkin miidaheleyi belirlemek icin

cocuga kars1 kotii muamelenin altinda yatan etkenleri arastirmakta fayda vardir.

Istismarcinin, istismar edilenin ve istismarin gergeklestigi ortami &zelliklerini daha
1yl anlamak i¢in arastirmacilar ¢esitli kategorizasyonlar yapmislardir. Brown ve ark.
(1998) risk etkenlerini ¢ocuk ve yetiskin ozellikleri, aile islevselligi (6rn.; evlilik
doyumu, aile i¢i siddet), toplumsal diizey (6rn.; sosyo ekonomik diizey, ailenin
komsuluk iligkileri), sosyo-kiiltiirel diizey (6rn.; kiiltiirel olarak kabul goren ¢ocuk
yetistirme stilleri) olarak siniflandirmistir. Benzer sekilde, Bronfenbrenner risk
etkenlerini dort diizeyde tanimlamistir; mikro sistem (i¢inde bulunulan ortam),
mezosistem (ortamlar arasi iliskiler), ekzo sistem (daha genis sosyal sistem), ve
makro sistem (ideolojik ve kurumsal sistemler). Mikro sistem, ¢ocuk, ebeveyn, aile
ve iclerinde bulunduklar1 kosullari, mezosistem mikrosistem de sayilan ¢ocuk, aile,
ebeveyn faktorlerinin birbiryle iligkisini, ekzosistem iginde bulunulan toplumun
kosullarin1 ve toplumsal etkenleri, makrosistem kabul edilen ideoloji ve kiiltiirel
etkenleri icerir. Belsky (1980), Bronfenbrenner’in siniflandirmasina ontogenik
gelisimi eklemistir. Bu kategoride ebeveynin ge¢mis yasantilart ve varolan ortama
aktarimlari bulunmaktadir. Genel olarak gbézden gecirildiginde risk etkenlerinin
cocuk oOzellikleri, ebeveyn ozellikleri (gegmis ve siiregiden yasantilarini da
kapsayarak), kiiltiirel etkenler ve kiiltlirel olarak kabul edilen disiplin tutumlariyla

iliskili oldugu sonucuna varilabilir.
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Cocukla iligkili risk etkenleri

Cocuklarin bazi 6zellikleri duygusal ve fiziksel olarak kotlii muamele gorme
risklerini artirmaktadir (Ammerman, 1990). Daha kiigiik c¢ocuklarin ve erkek
cocuklarin istismar edilme risklerinin daha yiiksek oldugu bildirilmektedir (Berger,
2005; Ross, 1996; Straus, 1994). Zor mizagl ¢ocuklarin (Frodi, 1981; O’Keefe,
1995), agresif, saldirgan davraniglari olan (Baldry; 2007), gelisimsel geriligi-
bozuklugu olan (Ammerman, Hersen, Van Hasselt, McGonigle, ve Lubetsky, 1989),
fiziksel engeli bulunan (Goldson, 1998; Oates, 1996) ¢ocuklarin daha yiliksek oranda
kotii muamele gordiikleri bildirilmektedir. Davranis sorunlari ile istismara ugrama
riski arasindaki iligki ¢ift yonlii olarak diisiiniilebilinir. Davranig sorunlar1 ve
agresyon istismari tetikleyebilecegi gibi istismarin sonucu olarak da ortaya ¢ikabilir.
Belsky’nin (1980) belirttigi gibi ¢cocugun ozellikleri sadece ebeveynin bu yondeki

tutumuyla eslestigi zaman istismari yordar.

Ebeveyne iliskin risk etkenleri

Cocuk istismarinin yordayicilarini arastiran ¢alismalar ebeveyn 6zelliklerinin fiziksel
cezalandirma ve ¢ocuk istismarinin dnemli rol oynadigini gostermektedir. Daha geng
ebevceynlerin (Lealman, Haigh, Phillips, Stone, ve Ord-Smith, 1985; Olds et al.,
1986; Straus, 1994; Wolfe, Edwards, Manion, ve Koverola, 1988), daha diisiik
ebeveyn egitiminin (Bowker et al., 1988; Margolin ve Larson, 1988; Zuravin ve
DiBlasio, 1992), diisiik gelirin (Bowker et al., 1988; Caliso ve Milner, 1992;
Cicchetti ve Rizley, 1981; Coohey, 2000; Gillham et al., 1998; Sedlak ve Broadhurst,
1996; Straus ve Smith, 1990), ergen yasta anne olmanin (De Pa’Ul ve Domenech,
2000), ebeveynin zihinsel ve fiziksel saglik problemlerinin (Cicchetti ve Rizley,
1981; Margolin ve Larson, 1988), ebeveynin empati kurma becerisinin diisiik
olmasmin (McElroy ve Rodriguez, 2008) ¢ocuguna karsi istismar igeren

davraniglarda bulunmasini yordadig bildirilmektedir.

Calismalar gozden gegirildiginde ebeveynin yiiksek 6fkesi ve diisiik empati yapma
becerisi birbiriyle ve ¢ocuk istismariyla iliskili iki etken olarak goriilebilir. Empati
karsidakinin duygusunu anlama, bakis acist alabilme, tepkiye karar verebilmeyi

iceren bilissel bir fonksiyondur (Marshall, Hudson, Jones, ve Fernandez, 1995). Ofke
224



ise karsidaki kisinin duygularini ve niyetini yanlis yordamaya yol agan bir duygudur
(Hall ve Davidson, 1996; van Honk, Tuiten, de Haan, VVan den Hout, ve Stem, 2001,
Wingrove ve Bond, 2005). istismara yatkin ebeveynlerin ¢ocuklarindan gergekgi
olmayan ve gelisimsel diizeyleriyle uyumsuz beklentilere sahip olduklar
bildirilmektedir (Azar, 1997; Azar ve Siegel, 1990). Bununla birlikte, istismara
egilimli ebeveynlerin empati yapmakta giiglikk c¢ektigi ve istedikleri yerine
gelmediginde, icinde bulunulan durumu, ¢ocugun niyetini ve olaym sonuglarini
dogru yorumlayamadiklar1 buna bagli olarak da daha kolay ve hizli bigimde
ofkelenebildikleri ortaya konulmustur (Hall ve Davidson, 1996; Mash ve Johnston,
1990). Sonug¢ olarak, ebeveynin diisiik empati becerisi ve yiiksek 6fkesi ¢ocuk

istismarina yatkinligini belirleyen etkenler iginde yer almaktadir (Ateah ve Durrant,
2005).

Ebeveynlerin 6zellikle empati yapmaya iligkin bilissel becerileri ¢ocuga kars1 kot
muameleyle iligkilendirilse de (Feshbach, 1964; Feshbach ve Feshbach, 19609;
Feshbach, Feshbach, Fauvre, ve Ballard-Campbell, 1983; Mehrabian ve Epstein,
1972) ve babalarin empati yapma becerilerinin annelere gore diisiik oldugu bildirilse
de (Perez-Albeniz ve Paul 2004), ¢alismalar annelerin babalara gore daha siklikla
fiziksel/ bedensel cezalandirmayr diger bir deyisle fiziksel kotli muameleyi bir
disiplin stili olarak kabul ettiklerini gostermektedir. Genel olarak ¢ocukla daha fazla
vakit gegirmesi, ¢ocugun egitiminden ve disiplininden babalara oranla daha fazla
sorumlu olmasi1 bu farki agiklayabilecek etkenlerden biridir (Park, 2000). Cocuk
istismarini yordayan ebeveyn ozellikleri icinde ebeveynin depresyonu (Whipple ve
Webster-Stratton, 1991), madde kullanimi, travma sonrasi stres bozuklugu (TSSB;
Famularo, Kinscherff, ve Fenton, 1992; Kelleher, Chaffin, Hollenberg, ve Fischer,
1994; Murphy et al., 1991; Whipple ve Webster-Stratton, 1991), yiiksek ebeveynlik
stresi, (Francis ve Wolfe, 2008) algilanan diisiik sosyal destek yer almaktadir
(Lesnik-Oberstein vh., 1995).

Disiplin ve Cocuga Karsi Fiziksel — Duygusal Kotii Muamele

Insanlarin toplum iginde uymas1 gereken pek ¢ok kural bulunmaktadir. Disiplin bu
kurallarin baglangicta digsal kaynaklar tarafindan ¢ocuga verilmesini ve zamanla

cocuk tarafindan igsellestirilmesini igeren bir siirectir (Hart, DeWolf, Wozniak, ve
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Burts, 1992; Michels, Pianta, ve Reeve, 1993; Smith ve Brooks-Gunn, 1997,
Strassberg, Dodge, Pettit, ve Bates, 1994). Disiplinin amaci ¢ocugun kendini kontrol
ve disiplinize etmesine yardimci olmaktir (Howard, 1991, p. 1352). Ebeveynler
cocuklarii disiplinize etmek isterken bazen fiziksel/ bedensel cezalandirma
yontemleri kullanmaktadir. Bedensel cezalandirma ebeveynin c¢ocuga disiplin
vermek amaciyla fiziksel acit ¢ekmesine yol agacak fakat yaralanmaya neden
olmayacak sekilde fiziksel gii¢ kullanmasidir (Holden, 2002; American Academy of
Pediatrics, Committee on Psychosocial Aspects on Child and Family Health, 1998;
Straus, 2001). Ogrenme psikolojisi alaninda yapilan ¢alismalar genel olarak cezanin
0zel olarak da bedensel cezalandirmanin uzun donemde etkili olmadigim
gostermektedir (Thorndike, 1898; Vittrup ve Holden, 2010). Calismalar ¢ocuklarin
bedensel cezalandirmanin nedenini dogru yordayamadigini ya da hatirlayamadigini,
tistelik bedensel ve duygusal olarak cezalandirilan ¢ocuklarin, ebeveynlerini model
aldiklar1 yas doneminde olduklari igin, iligskilerde sorun ¢6zme yontemi olarak
fiziksel siddet kullanmaya basladiklarin1 gostermektedir (Ateah ve Durrant, 2003;
Vittrup ve Holden, 2010). Sonug olarak, bedensel ve duygusal cezalandirmanin
islevsiz, uzun dénemde etkisiz ve hem kisa hem uzun donemde zararli oldugu

caligmalarca ortaya konulmaktadir.

Bunlarla birlikte, disiplin ortaya ¢iktig1 baglam gbz ardi edilerek ele alimamaz.
Disiplini anlamak ve daha 1y1 yorumlamak i¢in ¢ocukla, ebeveynle, ve sosyo-kiiltiirel
kosullarla ilgili etkenlerin yeterli diizeyde bilinmesi gerekmektedir. Bir davranisin
istismar olup olmadigina karar verirken kiiltiirel etkenlerin gz Oniine alinmasi
onemlidir (Collier ve ark., 1999). Siddet igeren bir davramis ardindaki niyete,
siddetine, kiiltrel olarak kabul gérme oranmna gore sadece bedensel- duygusal
cezalandirma olarak nitelendirilebilir, cocuga kotli muamele olarak siniflandirlabilir
ya da cocuk istismart olarak tanimlanabilir (Elliott, Tong, ve Tan 1997). Timi
uygunsuz olan bu ii¢ kavramin icerdigi davranis bicimleri birbiriyle iliskilidir,
dolayistyla bu kavramlar ger¢ek yasamda birbiriyle igicedir ancak risk etkenlerini
anlamak agisindan teorik olarak bu ayirimi yapmak énemli goriinmektedir (Whipple

ve Richey, 1997).

Kiiltiirel olarak duygusal ve bedensel cezalandirmanin kabulii ¢ocuk istismari

acisindan risk etkenidir. Calismalar ebevynlerin fiziksel cezanin etkinligine
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inandiklarin1 ve fiziksel cezay1 onaylayan ebeveynlerin bunu kullanma olasiliklarinin
daha yiiksek oldugunu gostermektedir (Jackson, Thompson, Christiansen, Colman,
Wilcox ve Peterson, 1999; Qasem, Mustafa, Kazem ve Shah, 1998; Vargas, Lopez,
Perez, Zuniga, Toro ve Ciocca, 1995). Bunun ¢ocuk istismari agisindan risk
olusturdugu bilinmektedir, nitekim arastirmalar duygusal ve fiziksel cezanin zamanla
daha az etkili olmaya basladigin1 ve etkinligini yitirdikge siddetinin arttigini
gostermektedir (Hemenway, Solnick, ve Carter, 1994). Istismarin kiiltiirel olarak
kabul gordigii bir toplumda istismar igeren cezaya maruz kalmak fiziksel ve
duygusal istismart normalize etmeye ve bir disiplin stili olarak kabul etmeye
dolayistyla istismara yatkin bir ebeveyn olmaya yol agabilir, ve bu durum nesiller
aras1 aktarimi ve kiiltiirel kabulii destekler (Rodriguez ve Sutherland, 1999). Kiiltiirel
kabul ve nesiller aras1 aktarim arasindaki ¢ift yonlii iligki bir toplumda ¢ocuk istimari
oranlarin1 yiikseltebilir (Bower-Russa, Knutson, ve Winebarger, 2001; Durrant,
Broberg ve Rose-Krasnor, 1999; Holden et al. 1995, Jackson et al., 1999). Yapilan
calismalarda c¢ocukluk istismar Oykiisli istismarct bir ebeveyn olmakla iligkili
bulunmaktadir (Buntain-Ricklefs, Kemper, Bell, ve Babonis, 1994; Graziano,
Hamblen, ve Plante, 1996; Holden ve Zambarano, 1992; Jackson, et al., 1999;
Rodriquez ve Sutherland, 1999; Socolar ve Stein, 1995; Straus, 1990).

Cocuk Istismar1 ve DEHB

Son calismalar DEHB ve fiziksel istismara ugrama oraninin birbiriyle iliskili
oldugunu gostermektedir (Margolin ve Gordis, 2000). Fiziksel ya da duygusal olarak
istismar edilen ¢ocuklarin %14 ila %46’sinin DEHB tanis1 aldiklari bildirilmektedir
(Briscoe-Smith ve Hinshaw, 1996; Endo ve ark., 2006; Glod ve Teicher, 1996).
DEHB’na yikici1 davranig bozukluklar eslik ettiginde istismar riski artmaktadir (Ford
et al., 2000). Ford ve ark. (2000) saf DEHB i¢in fiziksel istismar riskinin %25
oldugunu ancak DEHB’na Karst Olma Kars1t Gelme Bozuklugu eslik ettiginde bu
oranin %43 ila %75’e kadar ¢iktigini gdstermislerdir. Istismarla DEHB arasindaki
bu iliski her ikisinde de benzer sosyo-ekonomik kosullarin, benzer ebeveyn
ozelliklerinin, benzer ebeveyn psikopatolojilerinin goriilmesinden kaynaklanabilir.
DEHB olan ¢ocuklarin ailelerinin daha diisiik sosyo-ekonomik diizeye sahip oldugu
(Rutter ve Quinton, 1977) ve sosyal destek diizeylerinin daha diisiik oldugu
bildirilmektedir (Cunningham, Benness, ve Siegel, 1988). Buna ek olarak, diisiik
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sosyo-ekonomik diizeye sahip ebeveynlerin daha sert fiziksel disiplin yontemleri
kullandiklar1 (Portes, Dunham, ve Williams, 1986; Pinderhughes, Dodge, ve Bates,
2000), dustik sosyo-ekonomik diizey ve diisiik sosyal destegin duygusal ve fiziksel
cocuk istismari ile iliskili oldugu gosterilmistir (Caliso ve Milner 1992; Coohey,
2000; Gillham et al., 1998). Hem DEHB, hem c¢ocuk istismar1 yiiksek ebeveynlik
stresi ile iligkili bulunmaktadir (Caliso ve Milner, 1992; Coohey, 2000; Gillham et
al., 1998), dolayisi ile diisiik sosyo-ckonomik diizeye ve diisiik sosyal destege sahip
olan ailelerin ¢ocuklarinda daha siklikla DEHB oldugu ve bu durumun ebevenlerin
streslerini artirdigi, yiikksek ebeveynlik stresinin de ¢ocuk istismari igin risk etkeni

oldugu ileri siiriilebilir.

Psikopatoloji sikligt da hem DEHB olan g¢ocuklarin ebeveynlerinde (Rutter ve
Quinton, 1977) hem de istismara yatkin olan ebeveynlerde (Whipple ve Webster-
Stratton, 1991) daha yiiksek goriilmektedir. Diger bir deyisle, depresyon (DEHB
icin: Biederman ve ark. 2004, Milberger, Biederman, Faraone, Murphy, ve Tsuang,
1995; Eving, 2004; istismara yatkin ebeveynlik i¢in: Whipple ve Webster-Stratton,
1991), bipolar bozukluk (DEHB i¢in: Hirshfeld-Becker ve ark., 2006; istismara
yatkin ebeveynlik i¢in: Cengel-Kiiltiir ve. ark., 2007), alkol bagimliligi (DEHB igin:
Milberger, Biederman, Faraone, Murphy, ve Tsuang, 1995; istismara yatkin
ebeveynlik igin: Berger, 2005; Merrill ve ark., 1996; Whipple ve Richey 1997),
antisosyal ve smir kisilik bozukluklar1 (Bland ve Orn, 1986; Gordon ve ark., 1989;
Susman, Trickett, lannotti, Hollenbeck, ve Zahn-Waxler, 1985; Whipple, Fitzgerald,
ve Zucker, 1995) hem DEHB olan cocuklarin annelerinde, hem istismara yatkin

ebeveynlerde daha sik bildirilmektedir.

Cocuk istismarinin Sonuclari

Istismar edilen cocuklar duygusal ve davranissal sorunlar agisindan risk altindadur.
Cocuga kars1 kotii muamelenin sonuglar1 kisa ya da uzun donemde goriilebilir
(Kendall-Tackett ve Marshall, 1998). Cocuk istismar1 bir ¢ocugun erigkinlikte de
stirdiirecegi duygusal ve davranigsal problemler gelistirmesine yol agabilecek bir
stres etkenidir. Istismar edilen cocuklarin bazilarmnm olumsuz sonuglar agisindan
daha zayif bazilar1 daha dayaniklidir (Luthar ve ark., 2000). Destekleyici bir

¢evrenin, 1yl anne-baba iliskisinin, iyi baglanma yasantisinin varhigi koruyucu
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etkenler arasinda bildirilmektedir bununla birlikte bunlarin olmamasi ise risk etkeni
olarak goriilmektedir (Alink, Cicchetti, Kim, ve Rogosoh, 2009; Cyr ve ark., 2009).
Cocuk istismar1 ¢cocugun kendisi, etrafindaki kisiler ve diinya hakkindaki algisim
bozan ve basetme becerilerini olumsuz etkileyen bir travmatik yasantidir (Ehlers,
Mayou, ve Bryant, 2003). Dolayisi ile kotli muamele goren ¢ocuklar kendilerini daha
degersiz, daha caresiz, daha yetersiz hissedebilir, diger insanlar1 daha kizgin, daha
kotii niyetli, diinyayr daha tehlikeli algilayabilir. Bunun sonucu olarak da istismar
edilen c¢ocuklar daha diisiik benlik saygisi, daha yiiksek Ogrenilmis c¢aresizlik,
depresyon ve intihar egilimi sergilemektedir (Kazdin, 1985; Kent ve Waller, 2000).
Istismarin sonuglarmin istismar tiiriinden bagimsiz oldugu (Briere ve Runtz, 1988;
Johnson ve ark., 2001; Rich, Gingerich, ve Rosen, 1997; Sackett ve Saunders, 1999),
ve tlim istismar tiirlerinin, birbirleriyle benzer sekilde, sosyal iliskiden kaginmaya,
yakin iligkilerde giiclik ¢cekmeye, sosyal ipuclarmi algilamada zorluk yasamaya,
agresif davranislar sergilemeye, bilissel alanda problemlere sahip olmaya (Margolin
ve Gordis, 2000; Osofsky, 2003; Widom, 1997) yol actig1 gosterilmektedir. Bunlarla
birlikte somatizasyon (Felitti, 1991; Haj-Yahiaa ve Tamish, 2001), yeme
bozukluklar1 (Kent ve Waller, 2000), kisilik bozukluklar1 (Moeller, Bachmann ve
Moeller, 1993; Yehuda, Spertus, ve Golier, 2001), istismarci olma ve yeniden kurban
olma davranis1 (Yehuda, Spertus, ve Golier, 2001), depresyon ve kaygi bozukluklari
(Cengel-Kiiltiir, Cuhadaroglu-Cetin, ve Gokler, 2007; Endo & colleagues, 2006; Haj-
Yahia & Tamish, 2001), travma sonrasi stres bozuklugu (Broman-Fulks et al. 2007)

gibi uzun donemli sonuglar1 oldugu bildirilmektedir.

Bu calismanin amaci ve hipotezler

Bu calismada DEHB olan ve olmayan cocuklarin annelerinin disiplin yontemleri
acisindan birbirleriyle karsilastirilmasi ve istismar igeren disiplin yontemlerinin
yordayicilar1 ve sonuglarinin arastirilmasi hedeflenmistir. Bu amaglarla annelerin
geemis yasantilari, erigkinlikte sahip oldugu oOzellikler, disiplin tutumlar
incelenecektir. Cocuklarin ise davranis sorunlari, benlik saygilari, depresyon belirti
diizeyleri maruz kaldiklar1 kotii muamele ile iligkisi acisindan incelenecektir. Bu
calismanin bir diger hedefi yazindan farkli olarak annelerin hem disiplin tutumlarinin
hem de uyguladiklar1 disiplin yontemlerin arastirilmasidir. Disiplin tutumlari

0zbildirim olgekleri ile, disiplin uygulamalar1 hem anne hem ¢ocukla yapilan yari
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yapilandirilmis goriismelerle degerlendirilecektir. Veriler hem nitel hem nicel
yontemlerle toplanacak ve hem nitel hem nicel yontemlerle degerlendirilecektir.
Yine yazindan farkli olarak bu calismada annelerin disiplin tutumlari DEHB alt
tipleri de dahil edilerek, taniyla c¢alisilarak, normal kontrollerle karsilastirilarak
calisilacaktir. Taniyla c¢alismanin yaninda, Conners Ebeveyn Derecelendirme
formuna gore cocuklarin belirti siddetinin annelerin kotii muamele/ istismar igeren
disiplin davranisi ile iligkisine bakilacaktir. Arastirmanin hipotezleri sdyledir:

1- DEHB olan ¢ocuklarin anneleri istismar i¢eren disiplin stillerini daha yiiksek
oranda kabul etmekte ve daha sik kullanmaktadir. Diger bir deyisle DEHB
olan cocuklar daha sik ve siddetli bir bi¢imde istismar iceren disiplin
yontemlerine maruz kalmaktadir. Istismar iceren disipline maruz kalma
acisindan DEHB’nun allttipleri de birbirinden farklilagsmaktadir ve davranis
sorunlart igeren alttiplerde annelerin daha sert, istismar igeren disiplin
yontemlerine bagvurma olasilig1 ve sikligi artmaktadir.

2- Annelerin ge¢mis ve simdiki 6zellikleri, ¢cocuklarin Conners DEHB, Kars1
Olma Kars1 Gelme Bozuklugu, ve Davraniy Bozuklugu puanlarini
yordamaktadir.

3- Annelerin gegmis ve simdiki 6zellikleri, annelerin sert ve istismar edici
disiplin stillerini onaylamasini ve uygulamasini yordamaktadir.

4- Conners DEHB Kars1 Olma Kars1 Gelme Bozuklugu, ve Davranis Bozuklugu
puanlart ile ¢ocuga kars1 kotii muamele arasinda ¢ift yonlii karsilikli bir iligki
vardir.

5- Kotli muamele/ istismar igeren disiplin stillerine maruz kalmak c¢ocugun

kendilik degeri ve depresyon puanlarini yordamaktadir.

Yontem

Bu calismada, annelerin disiplin tutum ve uygulamalarinin anlagilmasi amactyla 100
DEHB olan ve 25 herhangi bir psikopatolojisi olmayan ¢ocuk ve annesinden bilgi
toplanmistir. Nicel analizlerde DEHB olan c¢ocuklar kendi iglerinde iic gruba
ayrilmistir; dikkat eksikligi 6nde olan DEHB grubu, hiperaktivitesi 6nde olan DEHB
grubu, birlesik tip DEHB grubu. Cocuklarin psikopatolojileri yar1 yapilandirilmis bir
gdriisme tiirii olan Okul Cag1 Cocuklar I¢in Duygulanim Bozukluklari ve Sizofreni

Goriisme Cizelgesi (K-SADS) ile degerlendirilmistir. Zeka diizeyleri ise
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yapilandirilmis bir goriisme olan Wechsler ¢ocuklar icin zeka dlgegi (WCOZ) ile
Ol¢lilmiis ve tiim zeka bolimlerinde 80 altinda zeka diizeyine sahip olan ¢ocuklar ve
anneleri ¢alisma disinda tutulmustur. Bunlara ek olarak, ndrolojik hastaliga sahip

olmak da ¢alismanin digslama kriterleri arasindadir.

K-SADS ve WCOZ gériismelerinin ardindan tiim ¢ocuk ve annelerle evlerindeki
disiplin stillerinin, aralarindaki iliskinin kalitesinin ac¢ik uglu standart sorularla
soruldugu goriismeler yapilmistir. Anneler bu goriismeye ek olarak disiplin
konusundaki tutumlarini, ne tiir davraniglart disiplin olarak kabul edip etmediklerini
derecelendirdikleri ‘Disiplin Stilleri Anketi’ni doldurmuslardir. Bu anketle birlikte
annelere, depresyon belirtileri, kaygi belirtileri, sosyal destek algilari, kisilik
ozellikleri, basetme becerileri, kendi ebeveynleriyle ilgili algilari, kendi
cocukluklarinda ugradiklar1 Orselenme yasantilari, duygusal Orslenmeyle ilgili
farkindaliklar1 ve ¢ocuklariin DEHB belirtileri hakkinda bilgi toplamak igin
Olgekler de verilmistir. Cocuklardan ise kendilik degeri, depresyon belirtileri, sosyal
destek algilariyla ilgili 6lgekler doldurmuslardir. Nesnel bilgi edinmek amaciyla
ogretmenlerden de cocuklarin DEHB belirtiler1 hakkinda 6l¢cek doldurmalari
istenmistir. Nicel veriler SPSS 18 ile, a¢ik uclu sorular yolu ile toplanan nitel veriler

ise MAX QDA 10 ile degerlendirilmistir.

Sonuclar

DEHB bilesik tip olan c¢ocuklar ve kontrol grubu ¢ocuklar demografik
degiskenlerden ailelerinin gelir diizeyi ve anne egitimi agisindan birbirlerinden
farklilasmislardir. DEHB bilesik alt tipi olan ¢ocuklarin ailelerinin gelir diizeyi ve
annelerinin egitim diizeyi kontrol grubundaki ¢ocuklarin ailelerinin gelir diizeyi ve
annelerinin egitim diizeyinden anlamli oranda diisiik ¢ikmistir. Hiperaktivitesi onde
olan ¢ocuklarin ise tiim diger gruplardaki ¢ocuklardan daha uzun siire emzirildigi

bulunmustur.

Cocuk ozelliklerine bakinca DEHB bilesik tipi olan ¢ocuklar kontrol grubundaki
cocuklara kiyasla anlamli olarak daha yiiksek depresyona, daha diisiik kendilik
degerine, daha diisiik akademik basariya, daha olumsuz aile, 6gretmen ve arkadas

iliskilerine sahip bulunmuslardir. Hem 6gretmen hem anne formlarinda ii¢c DEHB
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grubunun Conners punlar1 kendi iglerinde farklilasmazken kontrol grubundan
anlamli oranda yiiksek ¢ikmistir. Diger bir deyisle anneler ve 6gretmenler sorunun
hangi alanlarda oldugunu net ayirt edemese de DEHB’yla iligkili bir sorunun
varhigini yiiksek oranda dogru ayirt etmislerdir. Gruplar, zeka puanlari, ¢ocuklarin

sosyal destek algis1 agisindan birbirlerinden farklilagmamastir.

Anne Ozelliklerine bakildiginda, DEHB bilesik tipi olan ¢ocuklarin anneleri, kontrol
grubu c¢ocuklarinin annelerinden siirekli kaygi, depresyon, ve eriskin DEHB
Olceginde DEHB ile iliskili sorun puanlar iizerinde farklilasmis ve hepsinde daha
yiikksek ortalamalara sahip bulunmustur. Gruplar bagetme becerileri ve kisilik

Ozellikleri lizerinde farklilasmamuistir.

Sonuglar, DEHB bilesik tip olan g¢ocuklarin annelerinin kontrol grubu annelerine
kiyasla istismar igeren sozel ve fiziksel cezayi disiplin stili olarak kabul etmeye daha
egilimli olduklarini, ayni sekilde, bu ¢cocuklarin daha fazla s6zel ve fiziksel istismara
ugradiklarin1 gostermistir. Annelerin disiplin tutumlarinin yordayicilarinin neler
oldugu ve c¢ocuklarin duygusal-davranigsal 06zelliklerinin annelerinin disiplin
tutumlaryla iliskisi incelendiginde, annenin s6zel istismart disiplin stili olarak kabul
etmesinin ¢ocugun davranis sorunlarindaki artisi, gocugun davranis sorunlarindaki
artisin ise annenin fiziksel istismara bagvurma olasiligini, sikligini, ve bu istismar
tiirliniin siddetini yordadagi bulunmustur. Annenin, kendi ¢ocukluk cinsel istismar
Oykiisliniin, duygu odakl1 basetme stilinin, kisilik 6zelliklerinin, istismar igeren ceza
tiirlerini disiplin stili olarak kabul etmesini ve uygulamasini yordadigi sonucu elde
edilmistir. Bununla birlikte, bu ¢alismanin sonuglarina goére, annenin fiziksel cezay1
disiplin stili olarak kabul etmesi ¢ocugun depresyon puani iizerindeki artis1 yordamis
ve ¢ocugun davranis sorunlari ve depresyon puani arasinda araci degisken (mediator)

islevi gérmiistiir.

Tiim annelere ve ¢ocuklara birlikte yeterince vakit gecirip gecirmedikleri ve
birlikteyken neler yaptiklari sorulmustur. Hem DEHB olan g¢ocuklarin hem de
kontrol grubundaki ¢ocuklarin anneleri ¢ogunlukla cocuklariyla gecirdikleri siireyi
yetersiz ve kalitesiz bulduklarini aktarmislardir. Bu oran DEHB olan ¢ocuklarin
anneleri i¢in (%69) kontrol grubu annelerine (%56) kiyasla daha yiiksek

bulunmustur. ilging olarak ¢ocuklar anneleriyle gegirdikleri siireden memnun
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olduklarii belirtmislerdir. Gergekei bir degerlendirme icin ve bu siirenin ne kadar
kaliteli gecirildiginin anlasilmasi i¢in birlikte neler yaptiklart arastirilmistir. Ders
calisma, tv izleme ve bilgisayar oynama, akrabag ziyaretleri birlikte olunan siirede en
sik yapilan aktiviteler arasinda ¢ikmistir. Hem annelere hem ¢ocuklara aralarinda en
cok ne konuda sorun c¢iktigi sorulmus ve her iki gruptaki anneler ve kontrol
grubundaki cocuklar ders basarisin1 ve s6z dinlememeyi en sorunlu alanlar olarak
tanimlamistir. DEHB olan c¢ocuklar ise ders basarisindan hemen sonraki problemli
alanlar i¢inde hareketlilik ve dikkat problemlerini ve tv-bilgisayar basinda
gecirdikleri siireyi gostermislerdir. Yine cocuklara ve annelere aralarindaki problemi
nasil ¢ozdiikleri sorulunca ¢alisma grubundaki annelerin %50°si, ¢ocuklarin %57°si;
kontrol grubunda annelerin %92’si, cocuklarin %84’i evlerinde siddet igermeyen bir
ceza tilirli olmadiginmi aktarmistir. Siddet iceren cezalandirma yontemleri sorgulaninca
annelerin vurma, sarsma-sikma, sa¢ ¢ekme, cimcikleme gibi fiziksel cezalar
kullandiklart ve bu tiirlerin igerisinde en sik vurma-tokat atmanin gorildigi
anlasilmistir. DEHB olan grupta (anneler ig¢in %81, ¢ocuklar i¢in %71) vurma orani
kontrol gruba (anneler i¢in %60, cocuklar i¢cin %36) gore oldukca yiiksektir. S6zel
siddet tiirleri igerisinde ise asagilama en sik basvurulan yontemdir. Genel olarak,
anneler, ¢cocuklara gore asagilamaya basvurma oranlarini daha yiiksek bildirmislerdir
(DEHB grubu annelerinde %59, ¢ocuklarinda %33; kontrol grubu annelerinde %60,
cocuklarinda %38). Kontrol grubundan farkli olarak DEHB grubunda acindirma
(DEHB grubu annelerinde %57, ¢ocuklarinda %20, kontrol grubu annelerinde %36,
cocuklarinda %?20) ve karsilastirma (DEHB grubu annelerinde %47, ¢ocuklarinda
%17, kontrol grubu annelerinde %8, cocuklarinda %?20) da yiiksek oranda
bildirilmistir. Cocuklara annelerinin soyledikleri sdzlerin mi yoksa vurmasinin mi
onlari daha ¢ok incittigi sorulmustur. Calisma grubundaki cocuklarin %52°si
annelerinin sozlerini, %38’ vurmasini daha incitici bulduklarini, %7°si her ikisine
esit derecede incindiklerini, %2’si hi¢birini incitici algilamadiklarini aktarmistir.
Kontrol grubunda, %68 bu tiir davranislart sik yasamadiklarii bu nedenle
incinmediklerini, %20 annelerinin sdzlerinin vurmasindan daha incitici oldugunu,

%4 her iki davranis tiiriine esit incindigini belirtmistir.

233



Tartisma

Demografik 6zellikler iizerindeki grup farklar1 yazinla tutarlidir. DEHB olan
cocuklarin ailelerinde gelir diizeyi ve anne egitim diizeyi yazinda da diisiik olarak
bildirilmektedir. Ancak bu fark genelde kontrol grubu ve DEHB olan c¢ocuklar
arasinda arastirllmistir DEHB alttipleri arasinda yapilan yeterli sayida g¢alisma
yoktur. Sonuglar kontrol grubundaki ¢ocuklarin DEHB bilesik alt tipi olan ¢ocuklara
kiyasla daha diisiik depresyon ve kendilik degeri puanlarina sahip bulunmuslardir.
Yapilan ¢aligmalar bu bulguyu destekler niteliktedir. DEHB kisa ve uzun déenmeli
pek ¢ok olumsuz sonug ile iliskilendirilmektedir. Siirekli ger¢cek kapasitesinin altinda
performans sergilemek, aile, 6gretmen ve arkadaslarin elestrisine maruz kalmak bir
cocugun kendine giivenini disiirebilir ve daha yiiksek oranda depresif belirtilere
sahip olmasina yol agabilir. Bununla tutarli olarak Faraone ve ark. (1991) DEHB
tanist alan kizlarin daha yiliksek depresyon ve biligsel problemleri, daha diisiik
kendine giivenleri oldugunu bulmustur. Cocuklarin DEHB belirti diizeyleri hem
anneler, hem Ogretmenleri tarafindan conners lizerinde degerlendirilmistir. Her iki
kaynaktan alinan bilgi benzer Oriintii sergilemektedir. Bu sonuglara gére anneler ve
ogretmenler cocuklarin DEHB belirtileri bulunup bulunmadigini dogru bi¢imde ayirt

ediyorlar ancak tan1 olarak hangi alt tipte olduklarin1 tahmin edemiyorlar.

DEHB olan ¢ocuklarin annelerinin ¢alismada arastirilan alti 6zellikleri igersinde
depresyonlar1, siirekli kaygilari, DEHB’yla iliskili sorunlar1 ¢ocuklarin DEHB
tanisina gore farklilagsmistir. Biitlin bu alanlarda DEHB bilesik tip grubundaki
cocuklarin anneleri daha yliksek puan almislardir. Bununla birlikte, regresyon
analizlerinde, annelerin depresyonu cocuklarin Conners olgegindeki Karsi Olma
Kars1 Gelme Bozuklugu ve Davranim Bozuklugu puanlarini yordamistir. Yazina
bakildiginda, DEHB bilesik tipin hem dikkat eksikligi, hem hareketliligi icerdigi
bilinmektedir (APA, 1994) ve yine yazinda DEHB bilesik tipe yikic1 davranislarin
eslik etme orami daha yiiksek olarak bildirilmektedir. Benzer sekilde Karsi Olma
Kars1 Gelme Bozuklugu ve Davranim Bozuklugu cevreye karsi agresif ve
negativistik davraniglarla tanimlanmaktadir (APA, 1994). Cocuklarin yikici
davraniglariyla annelerinin depresyonu arasindaki iligskinin yazinda destegi vardir
(Eving, 2004; Milberger, Biederman, Faraone, Murphy, ve Tsuang, 1995; Nigg ve
Hinshaw, 1998). Cocuklarin dikkat ve hareketlilik sorunlarina kiyasla yikici
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davraniglar1 ebeveyn icin daha biiyiik bir stres etkeni olabilir (Patterson ve Forgatch,
1995). Biederman ve ark. (1995), yikici davraniglarin DEHB’na eklendigi kosulda
annenin major depresyon riskinin daha yiiksek oldugunu bildirmistir. Cocuklarin
yikict davraniglart ve annelerin duygudurumu arasindaki iligki, ortak yatkinlik
etkenleri (Bradley ve Golden, 2001), olumsuz ebeveyn modeli (Garber, Robinson, ve
Valentiner, 1997), depresif anneyle cocugu arasinda zayif iliskinin olmasi (Schachar,
1987), DEHB olan ¢ocugu idare etmenin, yonlendirmenin giigliigii (McClearly ve
Ridley; 1999), depresyondaki ebeveynin gelecek, kendisi, ve ¢ocugunu da igeren
tiim ¢evresi ile ilgili genel bir olumsuz goriisiiniin olmas1 ve yardim ¢agrist i¢inde
sorunlarin abartilarak rapor edilmesi gibi etkenlerden kaynaklanabilir (Cummings ve
Davies, 1999; Lang, Pelham, ve Atkeson, 1999; Pelham ve ark., 1997). Annelerin
DEHB ile ilgili sorunlar1 DEHB bilesik tip tanist alan ¢ocuklarin annelerinde daha
yiksek c¢ikmistir. DEHB’nun kalitimsal bir bozukluk oldugu (6rn., Gilger,
Pennington, ve Defries, 1992; gozden gecirme igin; Bradley ve Golden, 2001) ve
ayn1 zamanda ebeveynin DEHB’nun ¢ocugun psikolojik sorunlarina spesifik olarak
da davranis problemlerine yol agabildigi gosterilmistir (Faraone, Biederman,

Mennin, Gershon, ve Tsuang, 1996).

Bununla birlikte bu ¢alismadaki nitel bulgular ¢ocuklar ve anneleri arasindaki en
problemli alanin tiim grupta akademik basari oldugunu ortaya koymustur. Ikinci
siradaki problem anne ve cocuk raporlarinda farklidir. Hem c¢alisma hem kontrol
grubu gocuklari tv-bilgisayar basinda gegirdikleri siireyi ikinci siraya koymuslardir.
Calisma grubu, ayrica, dikkat ve hareketlilik problemlerini de ikinci sirada
degerlendirmistir. Oysa anneler ¢ok daha genel olarak sézlerinin ¢ocuklari tarafindan
dinlenmemesi, yani, ¢ocuklarin annelerin sdylediklerini yerine getirmemesini ikinci
problem olarak degerlendirmistir. Bu fark ¢alisma grubunda daha yiiksektir ki, bu
durum calisma grubu cocuklarinin daha yiiksek istismar riski tagimasmin bir
aciklamasi olabilir. Calismalar uzun dénemli olarak kurallara uymasi i¢in ¢ocugun
disiplini igsellestirebilmesinin (Hart, DeWolf, Wozniak, ve Burts, 1992; Michels,
Pianta, ve Reeve, 1993; Smith ve Brooks-Gunn, 1997; Strassberg, Dodge, Pettit, ve
Bates, 1994) ve bunun i¢in de ebeveynin mesajin1 dogru algilamasinin gerektigini
gostermektedir (e.g., Vittrup ve Holden, 2010). Aksi kosullarda, ¢cocugun yanlis
davranig1 tekrarlama olasiligt ve bu durumun anneler tarfindan ¢ocugun soz

dinlelememesi olarak algilanip istismara yol agma riski yiiksek gériinmektedir.
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Sonuglar, DEHB bilesik tip olan gocuklarin annelerinin kontrol grubu annelerine
kiyasla istismar igeren sdzel ve fiziksel cezayi disiplin stili olarak kabul etmeye daha
egilimli olduklarini, aym sekilde, bu ¢ocuklarin daha fazla sozel ve fiziksel istismara
ugradiklarimi gdstermistir. Onceki calismalarda da DEHB tanisi alan ¢ocuklarm sdzel
ve fiziksel kotiiye kullanima maruz kalma agisindan saglikli ¢ocuklara kiyasla daha
yiiksek altinda oldugu gosterilmektedir (Briscoe-Smith ve Hinshaw, 1996; Endo ve
ark., 2006; Glod ve Teicher, 1996). Ancak DEHB alt tiplerini istismar orani
acisindan karsilagtiran ¢ok az sayida ¢alisma vardir. Genel olarak ¢alismalar istismari
aragtirirken tiim DEHB alt tiplerini bir arada degerlendirme egilimi sergilemektedir
(Aliazadeh ve ark., 2007; Briscoe-Smith ve Hinshaw, 1996; Ford ve ark., 2000;
Gahnizadeh ve ark., 2009; Wozniak ve ark., 1999). Bununla birlikte, artan
ebeveynlik stresinin ¢ocuga kotlii muamele igin bir risk etkeni olduguna isaret eden
(Ford ve ark., 2000; MacKenzie, Nicklas, Brooks-Gunn ve Waldfogel, 2011) ve
cocuk istismarinin ortaya ¢ikma olasiliginin ebeveynin ¢ocugu ne Olgiide zor
algiladigiyla iliskili oldugunu (Bugental ve Happaney, 2004) ortaya koyan calismalar
bu ¢alismanin sonuglarini destekler goriinmektedir. Regresyon analizlerinde annenin
kendi ¢ocuklugunda cinsel istismara ugradigina iliskin algis1 ¢cocuklarina kars1 s6zel
ve fiziksel istismar iceren disiplin tutumlarini yordamistir. Yazinda ¢ocukken cinsel
istismara ugrayan kisilerin eriskinlikte cesitli olumsuz 6zelliklere sahip olabilecegi
(Kendall-Tackett ve Marshall, 1998), baglanma bozukluklar1 (Cicchetti ve ark.,
2006; Cyr ve ark., 2009) ve psikopatoloji gelistirebilecegi (6rn.; Haj-Yahiaa ve
Tamish, 2001; Manly ve ark., 2001; Tooth ve ark., 1992), daha agresif olabilecegi
bildirilmektedir (Teisl ve Cicchetti, 2008). Bunlarla birlikte sosyal dgrenme teorisine
dayanarak insanlarin ebeveyn olmayr kendi ebeveynlerini model alarak 6grendigi
sOylenebilir (Bandura, 1989; Bower-Russa, Knutson, ve Winebarger, 2001). Bu
durum g6z Oniinde tutlursa, cinsel istismarin saldirgan bir davranis oldugu ve bu
istismara maruz kalan cocuklarin saldirgan ebeveynlik tarzini model alabilecegi

sonucuna varilabilir.

Bu calismanin bir diger sonucuna gore, annenin fiziksel istismar iceren disiplin
tutumlarini1 onaylamasi ¢ocuklarin depresyon puanlarmni yordamaktadir. Biitlinliik
icinde degerlendirildiginde sozel istismar igeren disiplin tutumlari Conners

Olcegindeki davranig sorunlarini, fiziksel istismarin ebeveyn tarafindan onaylanmasi
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ise ¢cocugun depresyon puanini artirmaktadir. Sozel disipline iliskin bu ¢alismanin
bulgularina bakildiginda, istismar tiirlerinin sonuglarinin birbiri ile benzer oldugunu,
olumsuz sonuglara yol acan temel seyin bireyin kendilik algisinin sarsilmasi
oldugunu (Schneider, 2005) ve fiziksel istismar ceza olarak algilanabilirken sozel
istismarin kendilige saldir1 olarak algilandigini gosteren ¢aligmalarla tutarli oldugu
goriilmektedir (Waller ve Kent. 2000). Bu sonuglar bu ¢alismada ¢ocuklarin
annelerinin sOyledikleri sézleri vurmalarindan daha incitici bulmasi ile de tutarhidir.
Fiziksel disiplinin ise duygu regulasyonu problemlerine yol agtigi bilinmektedir
(Alink, Cicchetti, Kim, Rogosch, 2009). Fiziksel istismarin yikici davranis sorunlari
ile ¢ocugun depresyon puani arasinda olast araci degisken rolii (mediator)
arastirilmis ve bulunmustur. Yazinda birebir destegi olmasa da Ford ve ark (2000),
yikic1 davranis sorunlart olan cocuklarin daha yiliksek oranda fiziksel istismara
ugradiklarin1 ve PTSD gelistirdiklerini bulmustur. Sonug olarak bu ¢alisma ve Ford
ve ark. (2000) yaptigi ¢alisma yikicit davranis sorunlart olan g¢ocuklarin fiziksel
istismar igeren disipline maruz kalma ve sonrasinda igsellestirme bozukluklar

gelistirme agisindan risk altinda oldugunu gdstermektedir.

Bu calisma, ¢ocuklarin davranig sorunlar1 ve ¢ocuk istismar1 arasindaki iligkiye ve
bunun olas1 sonuglarina dikkat ¢cekmesi, bu iliskide anneye ve ¢ocuga iliskin bazi risk
etkenlerinin roliinii gdstermesi agisindan 6nemlidir. Hem tani hem belirtiyle, hem
cocuk hem anneyle, hem nicel hem nitel yolla ¢alisilmasi arastirmanin giiclii yanlar
igerisindedir. Bununla birlikte calismaya babalarin dahil edilmemis olmasi bir
kisitliliktir. Bundan sonraki g¢alismalarda babalarin tutumlarinin da arastirilmasi

Onerilir.
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