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ABSTRACT

THE PREDICTIVE ROLES OF PERCEIVED SOCIAL SUPPORT, EARLY
MALADAPTIVE SCHEMAS, PARENTING STYLES, AND SCHEMA COPING
PROCESSES IN WELL-BEING AND BURNOUT LEVELS OF PRIMARY
CAREGIVERS OF DEMENTIA PATIENTS

Ayranci, Elgin
M.S., Department of Psychology
Supervisor: Assoc. Prof. Ozlem Bozo

January 2015, 166 pages

The main purpose of the current study was to investigate the predictive roles of
perceived social support, early maladaptive schemas, parenting styles, and schema
coping processes in well-being and burnout levels of primary caregivers of dementia
patients.Ninety-nine adult children as the primary caregivers of dementia patients
completed the measures of Young Schema Questionnaires (YSQ), Young Parenting
Inventory (YPI), Young Compensation Inventory (YCI), Young Rygh Avoidance
Inventory (YRAI), Maslach Burnout Inventory (MBI), Caregiver Well-Being Scale,
Beck Depression Inventory (BDI), and Perceived Social Support (PSS). Results
indicated the mediator role of early maladaptive schemas between parenting styles
and caregiver well-being-basic needs, depression, and burnout relations. However,
the results did not support the mediator role of early maladaptive schemas on the
association of parenting styles with caregiver well-being activity of living relation. In

addition, the moderator role of perceived social support and perceived social support



from significant others were found in the relation between early maladaptive
schemas and caregiver well-being basic needs. Schema coping processes, namely,
schema coping processes of avoidance and compensation, did not moderate any of
the relations tested. Findings highlighted the buffering role of perceived social
support especially from significant others in the caregiving processes. Strengths,
limitations, and the findings of the current study were discussed in the light of the
related literature; and suggestions for future studies, as well as the clinical

implications of the findings, were presented.

Keywords: Caregiving, Early Maladaptive Schemas, Parenting Styles, Perceived
Social Support, Caregiver Well-Being.



0z

DEMANS HASTASINA TEMEL BAKIM VEREN BIREYLERDE ALGILANAN
SOSYAL DESTEGIN, ERKEN DONEM UYUMSUZ SEMALARIN,
EBEVEYNLIK STILLERININ VE SEMA BAS ETME BICIMLERININ IYILIK
HALI VE TUKENMISLIK SEVIYELERI UZERINDEKI YORDAYICI ROLU

Ayranci, Elgin
Yiiksek Lisans, Psikoloji Boliimii

Tez Yéneticisi: Dog. Dr. Ozlem Bozo

Ocak 2015, 166 sayfa

Bu arastirmanin temel amaci demans hastasina temel bakim veren bireylerde
algilanan sosyal destegin, erken donem uyumsuz semalarin, ebeveynlik stillerinin ve
sema bas etme bi¢imlerinin iyilik hali ve tiikenmislik seviyeleri iizerindeki yordayici
roliinii incelemektir. Doksan-dokuz demans hastasina temel bakim veren yetiskin
cocuklarma Young Sema Olgegi, Young Ebeveynlik Olgegi, Young Telafi Olcegi,
Young Kaginma Olgegi, Maslach Tiikenmislik Olgegi, Bakici lyilik Olgegi, Beck
Depresyon Envanteri ve Cok Yo6nlii Algilanan Sosyal Destek Envanteri
uygulanmistir. Sonuglar erken donem uyumsuz semalarin, ebeveynlik stilleri ve
bakici 1yilik hali-temel ihtiyaglar, depresyon ve tiikkenmislik iligskisinde araci role
sahip oldugunu gostermistir. Fakat bu araci rol, bakici iyilik hali-yasamsal faaliyetler
alt 6lcegi icin desteklenmemistir. Buna ek olarak, algilanan sosyal destegin ve 6zel

Kisiden algilanan sosyal destegin, erken donem uyumsuz semalari ve bakici iyilik

Vi



hali-temel ihtiyaglar iliskisinde moderator roliiniin oldugu goriilmiistiir. Sema bas
etme bi¢imlerinin, yani telafi ve kaginma sema bas etme bigimlerinin test edilen
herhangi bir iliskide moderator rolii bulunamamistir. Bulgular, bakim verme
stirecinde algilanan sosyal destegin, 6zellikle de 6zel kisiden algilanan sosyal
destegin koruyucu roliinli vurgulamistir. Aragtirmanin gii¢lii yanlari, sinirhiliklar: ve
bulgular ilgili literature 1s181nda tartisilmistir. Bunlarla beraber arastirmanin klinik

gostergeleri ve gelecek calismalar i¢in 6neriler de sunulmustur.

Anahtar Kelimeler: Bakim vermek, Erken Dénem Uyumsuz Semalari, Ebeveynlik

Stilleri, Algilanan Sosyal Destek, Bakici Iyilik Hali.
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CHAPTER 1

INTRODUCTION

The proportion of the population older than 65 years of age is growing rapidly
and this growth will accelerate over the next 25 yearsin the USA (Older Americans
2000: Key Indicators of Well-Being, 2000). The number of dementia patients also
increase as a result of changing demographic profile. According to World Alzheimer
Report (2010), 36 million people have dementia, and this number is assumed to rise
to 115.4 million by 2050 (as cited in Boots, de Vugt, van Knippenberg, Kempen, &
Verhey, 2014). In other words, a large proportion of aging population worldwide is
affected by dementia (World Health Organization, 2012). Dementia is a syndrome
that arises from a brain disease, has a progressive and chronic nature, and disturbs
multiple higher cortical functions such as memory, thinking, orientation,
comprehension, calculation, learning capacity, language, and judgment. These
disturbances accompany disturbances in emotional control, social behavior, or
motivation according to the ICD-10 Classification of Mental and Behavioral
Disorders (World Health Organization, 1992). According to Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), in order to
receive the diagnosis of dementia , a person must experience a decline in memory
and also a decline in at least one of the following cognitive abilities: * ability to
generate coherent speech or understand spoken or written language”, “ability to
recognize or identify objects, assuming intact sensory function”, « ability to execute
motor activities, assuming intact motor abilities, sensory function, and
comprehension of the required task”, and “ability to think abstractly, make sound
judgments, and plan and carry out complex tasks” (APA, 2000). After DSM-IV,
DSM-V was released (APA, 2013b). In DSM-V, the DSM-1V diagnoses of dementia
and amnestic disorder were categorized under major neurocognitive disorder (NCD)
(APA, 2013c) instead of separate diagnosis of dementia and amnestic disorder . For

this reason, DSM-1V criteria were used to explain characteristics of dementia. In



addition to the criteria mentioned above, another criterion of dementia in DSM-1V is
that the decline in these cognitive abilities should interfere with daily life of the
person (APA, 2000). Because of the interference with daily life, 69% (Rosa et al.,
2010) to 72% (Diehl-Schmid et al., 2013) of the dementia patients live with a
caregiver. According to Zarit and Edwards (1999), caregiving is “interactions in
which one family member is helping another on a regular basis with tasks that are
necessary for independent living” (as cited in Oyebode, 2003). Caregivers of
dementia patients were spouses (61%) (Heru & Ryan, 2006), children (29%), or
other relatives and friends (Heru, Ryan, & Igbal, 2004). Therefore, not only patients,
but also their families and friends were affected on personal, emotional, financial,
and social levels by dementia (Wimo & Prince, 2010). Ballard (1989) explained
dementia as the “funeral that never ends”, because caregivers face many losses over
the course of the illness instead of one final loss (as cited in Perren, Schmid,
Herrmann, & Wettstein, 2007). This supported the claim that dementia caregivers are
affected more negatively than other patients’ caregivers (Pinquart & Sorensen,
2003b).

Caregivers provide their patients undemanding and demanding services,
which vary between driving the person to an appointment, bathing, and dressing
(Rosa et al., 2010). According to Ricci, Tolve, Bonati, Pinelli, and Neri (2003),
dementia caregivers spend 75% of their daytime for responding to the patients’
needs; the amount of time increases as the illness worsens (as cited in Di Matteli,
Prunas, Novella, Cappa, & Sarno, 2008). Another study found that, at least 46 hours
per week are spent by half of the caregivers for activities of daily living. Because of
the care providing activities, half of the caregivers end or reduce employment
(Schulz et al., 2003). After looking at the tasks carried out by the caregivers and time
spend for these activities, it is not surprising that caregivers experience burden
(Wang, Xiao, He, & De Bellis, 2014). According to George and Gwyther (1986),
caregiver burden is “the physical, psychological or emotional, social, and financial
problems that can be experienced by family members caring for impaired older
adults.” (as cited in McCurry, Logsdon, Teri, & Vitiello, 2007). “Burden” and
“strain” terms are used interchangeably in caregiving literature (Donaldson, Tarrier,

& Burns, 1997). Both burden and strain are associated with care-related issues, such



as physical impairment (Kim, Chang, Rose, & Kim, 2012; Schulz et al., 2003),
patient behavioral problems (Coen, Swanwick, O’Boyle, & Coakley, 1997; Schulz et
al., 2003; Uei, Sung, & Yang, 2013), and the need for supervision and care (Kim,
Chang, Rose, & Kim, 2012; Schulz et al., 2003; Uei, Sung, & Yang, 2013), which
are all related to psychological well-being of the caregiver (Diehl-Schmid et al.,
2013; Gallant & Connell, 1997;Lawton, Moss, Kleban, Glicksman, & Rovine, 1991).

In addition to the caregiver burden and strain, caregivers of dementia patients
also reported higher levels of stress (Andrén & Elmstahl, 2007; Bertrand, Fredman,
& Saczynski, 2006; Le vesque, Ducharme, & Lachance, 1999; Pinquard & Sorensen,
2003; Vedhara et al., 1999). For spouses, sources of stress were being older and
physical or financial problems of caregiver as a result of being older, while
conflicting responsibilities were sources of stress for adult children (Oyebode, 2003).
The relationship among distress, stress and caregiver physical and psychological
health was investigated in many studies. For example, Alzheimer disease’s
caregivers reported chronic stress which turned to distress, and then distress turned to
metabolic syndrome, an ultimate predictor of coronary heart disease. In other words,
level of psychological distress mediated the relationship between caregiving stress
and physical health problems (Vitaliano et al., 2002). Due tochronic exposure to
stress, caregivers of dementia patients have negative health outcomes (Di Mattei et
al., 2008; Mausbach et al., 2012; Mausbach, Patterson, Rabinowitz, Grant, & Schulz,
2007), such as coronary heart disease (Vitaliano et al., 2002), cardiovascular disease
(Mausbach et al., 2010), hypertension (Shaw et al., 2003), blood pressure (Shaw et
al., 1999), impaired immune functioning (Kiecolt-Glaser, Glaser, Gravenstein,
Malarkey, & Sheridan, 1996; Mills et al., 1997; Mills et al., 2004; Mills, Yu,
Ziegler,Patterson, & Grant, 1999), anxiety (Coope et al., 1995), and depression
(Coope et al., 1995; Fauth & Gibbons, 2014; Leggett, Zarit, Kim, Almeida, & Klein,
2014;Simpson, & Carter, 2013).

Brodaty and Donkin (2009) asserted that caregivers were “the invisible
second patient” (as cited in Boots, Vugt, Knippenberg, Kempen, & Verhey, 2014).
This was supported by the finding that caregivers of dementia patients reported
higher levels of physical and emotional morbidity (Takai et al., 2009; Ulstein,
Wyller, & Engedal, 2007). According to a study by Schulz, O’Brien, Bookwala, and



Fleissner (1995), physical morbidity was related to patient problem behaviors and
cognitive impairment, perceived social support, and caregiver’s depression and
anxiety, whereas psychiatric morbidity in caregivers was associated with patient
problem behaviors, income, self-rated health, perceived stress, life satisfaction,
caregiver depression, anxiety, perceived social support, and cognitive deterioration.
By using brief self-administered sociodemographic questionnaire, suffering
from some emotional morbidity was found in more than half of the dementia
caregivers and the most reported emotional symptom was anxiety, followed by
depression (Covinsky et al., 2003; Mahoney, Regan, Katona, & Livingston, 2005).
As reasons for the anxiety and depression; caregivers’ poor health, poor relationship
between caregiver and care-receiver, and care-receiver irritability contributed
depression, whereas deterioration of care-receiver daily activities, living with the
care-receiver, having poor relationship between caregiver and care receiver, poor
health reported by the caregiver predicted anxiety disorder (Mahoney, Regan,
Katona, & Livingston, 2005). Alzheimer caregivers reported higher levels of
depressive symptoms (Diehl-Schmid et al., 2013; Kiecolt-Glaser, Dura, Speicher,
Trask, & Glaser, 1991; Mausbach, Patterson, & Grant, 2008; Papastavrou,
Kalokerinou, Papacostas, Tsangari, & Sourtzi, 2007) as compared to non-caregiver
spouses (Beeson, 2003; Cuijpers, 2005; Fuller-Jonap & Haley, 1995; Mahoney,
Regan, Katona, & Livingston, 2005), and non-dementia caregivers such as
Parkinson’s disease (Hooker, Monahan, Bowman, Frazier, & Shifren, 1998). As
expected, nearly 23% of the caregivers mentioned the use of psychotropic drug,
especially benzodiazepines (48.8%), antidepressants (32.6%), herbal supplements
(14%), and mood stabilizers (4.6%) (Truzzi et al., 2012). In terms of physical
morbidity, caregiving increased the risk of physical health problems, such as lower
response levels for antibodies, higher levels of stress hormones (Vitaliano, Zhang, &
Scanlan, 2003), impaired cardiovascular health (Lee, Colditz, Berkman, & Kawachi,
2003; Mausbach, Patterson, Rabinowitz, Grant, & Schulz, 2007; von Kanel et al.,
2008), hyperlipidemia (Vitaliano, Russo, & Niaura, 1995), hyperglycemia and
hyperinsulinemia (Vitaliano, Scanlan, Krenz, & Fujimoto, 1996), poorer immune
functioning (Kiecolt-Glaser, Dura, Speicher, Trask, & Glaser, 1991), and
hypertension (Grant et al., 2002; Roepke et al., 2011; Shaw et al., 1999; von Kanel et



al., 2008). Physical and psychological healths of the caregivers were also found to
be associated. Elevated depressive symptoms were associated with increased
negative health outcomes (Piercy et al., 2013), especially cardiovascular disease
(Mausbach, Patterson, Rabinowitz, Grant, & Schulz, 2007). In short, caregiving
affects both psychological and physical health of the caregivers dramatically.

Caregivers do not have enough time to do positive health activities, such as
adherence to proper nutritional regimen, doing routine exercise, and getting
sufficient sleep (Gallant & Connell, 1997). Caregivers of Alzheimer’s disease
patients reported more sleep problem and less sleep time (Simpson & Carter, 2013),
which resulted in more functional impairment than non-caregivers (McKibbin et al.,
2005). Sleep deficiency was highlighted to be associated with obesity and diabetes
(Knutson, Spiegel, Penev, & van Cauter, 2007), increased cardiovascular risk (Mills
et al., 2009), increased mortality (Grandner, Hale, Moore, & Patel, 2010), increased
level of depression (Simpson, & Carter, 2013; Wilcox, & King, 1998), and stress
(Wilcox, & King, 1998), all of which were indicators of decreased well-being.
According to Lawton, Moss, Kleban, Glicksman, and Rovine (1991), psychological
well-being is defined as “a subjective state that results from many long-standing
factors as well as situation specific stressors related to caregiving, and it is an
important outcome measure” (as cited in Lawrance, Tennstedt, & Assman, 1998).
Accordingly, well-being was used as an outcome measure in this study.

The strongest predictors of caregiver well-being were related to patients’
cognitive and functional impairment (Ornstein et al., 2013), and behavioral problems
(Hooker et al., 2002; Pinquart & Sorensen, 2003a) such as apathy, forgetfulness,
restlessness or agitation, incontinence, aimlessness, lack of cooperation,
aggressiveness, and inappropriate sexual behaviors (Uei, Sung, & Yang, 2013) of the
patients. More specifically, caregiver’s depressive symptoms were related to
patient’s agitation/aggression (Ornstein et al., 2013; Diehl-Schmid et al., 2013),
egocentric behavior, and reduced sleep (Diehl-Schmid et al., 2013).

According to Mace and Robins (1999), caring for a person with Alzheimer’s
disease is living a 36-hour day, and this leads to physical, emotional, and mental
exhaustion. To put it differently, caregivers of dementia patients have a tendency to
burnout. Burnout can be defined as extreme physical and mental fatigue, emotional



exhaustion, decreased work motivation, and lack of empathy towards others
(Maslach, 1982). Emotional exhaustion (EE), depersonalization (DP), and reduced
personal accomplishment (RPA) are three symptoms of burnout. EE means lack of
energy and enthusiasm, and the draining of one's emotional resources. The
development of an indifferent, impersonal or cynical attitude between oneself and the
service recipient refers to DP. Finally, RPA refers to a tendency to perceive one's
work negatively or as ineffective (Maslach, Schaufeli, & Leiter, 2001). Studies in
different countries and with different samples suggested that these three dimensions
are separate but clearly related (Midkikangas, Hatinen, Kinnunen, & Pekkonen,
2011;Schutte, Toppinen, Kalimo, & Schaufeli, 2000; Taris, Schreurs, & Schaufeli,
1999). For example, among these three dimensions of burnout, the highest
correlation was asserted to be between emotional exhaustion and depersonalization,
which shows that these three dimensions are not dependent (Truzzi et al., 2012).

Although early burnout studies were conducted with workers in services
related to social and healthcare occupations, there are also few studies related to
burnout among familial caregivers of patients with dementia. The view that dementia
patients’ familial caregivers may suffer from burnout was supported by a growing
body of data (Almberg, Grafstrom, & Winblad, 1997; Takai et al., 2009; Truzzi et
al., 2008). Strong predictors of burnout are limitations in one’s social life, poor
health indicators, and lack of a positive outlook in caregiving (Almberg, Grofstrom,
& Winblad, 1997).

As one of the dimensions of burnout, 42.1% of the caregivers reported
emotional exhaustion (Truzzi et al., 2012). In other words, familial caregivers of
dementia patients have higher levels of emotional exhaustion (Matsuda, 2001), and
having higher levels of emotional exhaustion was closely associated with functional
level of the care recipient (Y1lmaz, Turan, & Gundogar, 2009), caregivers’
psychological well-being such as anxiety (Truzzi et al., 2012; Yilmaz, Turan,
&Gundogar, 2009), depression (Takai et al., 2009; Truzzi et al., 2012), and “wish to
die” thoughts (Truzzi et al., 2012). Moreover, caregivers having physical and
emotional symptoms such as sadness, anxiety, insomnia, irritability, and fatigue
reported higher emotional exhaustion scores than caregivers who do not have any
physical symptoms (Truzzi et al., 2012). In addition to emotional exhaustion, other



dimensions of burnout were also examined in relation to several factors. Thirty-eight
percent of the caregivers of dementia patients reported reduced personal
accomplishment (Truzzi et. al., 2012), which was associated with caregivers’ lower
level of education and caring for a male patient (Y1lmaz, Turan, & Gundogar, 2009).
In addition, reduced personal accomplishment was related to sadness, insomnia, and
fatique (Truzzi et. al., 2012). Depersonalization was found to be present in 22.8% of
the caregivers (Truzzi et. al., 2012), and related to caregiver depression (Y1lmaz,
Turan, & Gundogar, 2009). Thus, although there are only limited number of studies
on caregiver burnout, they all indicated negative outcomes .High burnout was also
associated with poor physical health (Melamed, Shirom, Toker, Berliner, & Shapira,
2006). Similarly, high burnout was found to increase the risk of psychiatric
morbidity (Willcock, Daly, Tennant, & Allard, 2004); such as depression (Thomas,
2004; Truzzi et al., 2008), anxiety symptoms (Truzzi et al., 2008), and somatic
complaints (Melamed, Kushnir, & Shirom, 1992), stress (Koeske & Koeske, 1991,
Watson, Deary, Thompson, & Li, 2008).

As mentioned above, caregiving affects both psychological and physical well-
being of the caregiver. One of the psychological variables in this process can be early
childhood experiences. Because, early childhood experiences with significant others
determine organized thoughts, and feelings about self, others, and the world, they
shape individual’s perception and response to new experiences (Segal, 1988). These
organized thoughts, behaviors, and feelings are schemas. Early maladaptive schemas
(EMS) are defined as “a broad pervasive theme or pattern; comprised of memories,
emotions, cognitions, and bodily sensations; regarding one’s self and one’s
relationship with others; developed during childhood or adolescence; elaborated
through one’s life time; dysfunctional to some degree” (Young, Kolosko, &
Weishaar, 2003, p. 7). EMSs, which are self-defeating emotional and cognitive
patterns, are evident in community samples (Reeves & Taylor, 2007).Everyone has
at least one of EMSs which are beginning in early development and repeats
throughout life. In adulthood, life events trigger schemas, in which these events are
perceived unconsciously as similar to the traumatic experiences of their childhood.
When one of those schemas is triggered, experiencing a strong negative emotion,
such as grief, shame, fear, or rage occurs. Though not all schemas have trauma at



their origin, all EMSsare destructive, and most schemas are caused by noxious
experiences that are repeated on a regular basis throughout childhood and
adolescence. These experiences are cumulative and they cause emergence of a full-
blown schema regarded as a priori truths, so that these schemas influence the
processing of later experiences as well (Young, Kolosko, & Weishaar, 2003).
Schemas develop as a result of unmet core emotional needs in childhood, which are
secure attachment to others including safety, stability, nurturance, and acceptance;
autonomy, competence, and a sense of identity; freedom to express valid needs and
emotions; spontaneity and play; and lastly, realistic limits and self-control. These
needs are believed to be universal and some individuals have stronger needs than
others (Young, Kolosko, & Weishaar, 2003).

Toxic childhood experiences are considered primary origin of early
maladaptive schemas. These schemas develop earliest and are strongest, and
typically originate in the nuclear family (Young, Kolosko, & Weishaar, 2003).
Acquisitions of schemas are fostered by four types of early life experiences. The first
one is toxic frustration of needs, which occurs when the child experiences too little of
a good thing and this results in schemas such as emotional deprivation or
abandonment through deficits in the early environment. These deficits can be
stability, understanding, or love. The second acquisition is traumatization or
victimization. The child who is harmed or victimized may develop schemas such as
mistrust/abuse, defectiveness/shame, or vulnerability to harm. In the third type, the
child experiences too much of a good thing, is coddled or indulged, develops
schemas such as dependence/incompetence or entitlement/grandiosity. Autonomy
and realistic limits, which are child’s core emotional needs, are not met. Therefore,
parents may overprotect a child, or may be overly involved in the life of the child, or
may give the child an excessive degree of freedom and autonomy without any limits.
The last type is selective internalization or identification with significant others. The
child selectively identifies with and internalizes the parent’s thoughts, feelings,
experiences, and behaviors. Children do not identify with or internalize everything
their parents do; rather, they selectively identify with and internalize certain aspects

of significant others. Some of these identifications and internalizations become



schemas, and some become coping styles or modes (Young, Kolosko, & Weishaar,
2003).

Table 1.1.

Early Maladaptive Schemas with Associated Schema Domains

Disconnection  Impaired Impaired  Other Overvigilance
Schema & Rejection Autonomy &  Limits Directedness & Inhibition
Domain Performance

Abandonment/ Dependence Entitlement/ Subjugation Negativity/

Instability Incompetence  Grandiosity Pessimism
Mistrust/ Vulnerability  Insufficient Self- Emotional
Abuse to Harm or Self-Control/  Sacrifice Inhibition
IlIness Self-
Discipline
Emotional Enmeshment/ Approval  Unrelenting
Deprivation Undeveloped Seeking/  Standards/
Early Self Recogniti- Hypercritical-
Maladap- on Seeking ness
tive
Schemas
Defectiveness/  Failure Punitiveness
Shame
Social
Isolation/
Alienation

Adapted from Young, Weishaar, and Kolosko (2003)

According to Young, Kolosko, and Weishaar (2003), there are 18 different
EMSs under five broad categories of unmet emotional needs. These categories are
called schema domains; namely, “disconnection and rejection” , “impaired autonomy

and performance”, “impaired limits”, “other directedness”, and “overvigilance and

inhibition” (See Table 1.1).



People with disconnection and rejection domain are more likely to feel
insecure about others, and believe that they are not expected to be meet their needs
for stability, safety, nurturance, love, and belonging. Unstable
(abandonment/instability), abusive (mistrust/abuse), cold (emotional deprivation),
rejecting (defectiveness/shame), or isolated from the outside world (social
isolation/alienation) are typical families of origin. Disconnection and rejection
domain schemas refer to people who are the most hurt. People with
abandonment/instability schema have sense that their connection to significant others
are unstable. People with this schema believe that important others will be absent
because of their unpredictability, they will die, they will abandon the patient for
someone better, or they are only present erratically. People with mistrust/abuse
schema believe that other people will take advantage on them for their own selfish
reasons if they have opportunity. The emotional deprivation schema is the
expectation that one’s emotional connection desire will not be met adequately. These
deprivations are related to affection or caring, listening or understanding, and
guidance from others. Feelings that one is worthless and inferior, unlovable, and
being ashamed of one’s perceived defects refer to the defectiveness/shame schema.
Finally, the social isolation/alienation schema is about the feeling of being different
from others and larger social world and related isolation from any group or
community (Young, Kolosko, & Weishaar, 2003).

The second domain is impaired autonomy and performance. This domain
indicates the characteristics of people who are less likely to function independently,
to differentiate themselves from parent figures, to form their own identity and to live
their own life. Their parents had overprotective behaviors and did everything for
them without allowing their children to finish things by themselves; or, at the
opposite extreme, not interested in their children when they were in need. As a result,
they do not have specific goals or skills. In terms of competence, for instance, they
stay with their children even when they became adults. In this domain, there are four
schemas. The first one is dependence/incompetence schema, which is based on
characteristics of people who have feeling that one is incapable of completing their
everyday responsibilities without the help of someone else. The second one is
vulnerability to harm or illness schema. People with this schema have fear of
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medical catastrophes such as heart attacks, AIDS; emotional catastrophes like going
crazy, losing control; and external catastrophes such as accidents, crime, and natural
disasters. It is believed that these can happen any moment and one will not be able to
prevent them because of inefficient coping skills. The third schema in this domain is
enmeshment/undeveloped self. Overly involving in one or more significant others
(often parents) at the cost of individuation and social development is the feature of
this schema. The last one is the failure schema, which is the conviction that one will
fail and is inadequate in the areas of achievement compared to one’s peers (Young,
Kolosko, & Weishaar, 2003).

The third domain is impaired limits, in which schemas are related to
inadequate internal limits in terms of reciprocity or self-discipline. They have
difficulties including respecting the rights of others, cooperation, keeping
commitments, or fulfilling long-term goals. As children, they typically grew up in
overly permissive and indulgent families and they did not need to follow general
rules or limits associated with others’ rights and their self-control. In their adulthood,
they have no ability to postpone fulfillment and control their impulses for future
benefits. Assuming that one is superior to others and therefore merit special rights
and privileges without caring the rights of others refer to the entitlement/grandiosity
schema. People with the insufficient self-control/self-discipline schema cannot or
will not practice sufficient self-control and tolerate frustration while achieving their
personal goals. In addition, they do not put good order of the emotional expression
and their impulses (Young, Kolosko, & Weishaar, 2003).

The fourth domain is other-directedness, which is related to disregarding
one’s own needs and focusing on fulfilling the needs of others to be approved by,
and connected emotionally with others. They have a tendency to concentrate on
responses of the other person rather than on their own needs when communicating
with others. In other words, they are directed externally, give importance to desires
of others, and also they are not aware of their own anger and preferences. As
children, their parents gave importance to social appearances or their own emotional
needs more than that of child’s, and give conditional acceptance; that is to say, child
must keep in check the important aspects of themselves for obtaining love or
approval. In this domain, there are three schemas. The subjugation schema is
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exaggerated comply with others to avoid anger, retaliation, or abandonment, and
conviction that their needs and emotions are unimportant or invalid. Thus, needs and
emotions are subjugated. Subjugation causes maladaptive anger manifestation, such
as behaving in a passive-aggressive way, uncontrolled tempter outbursts, or
psychosomatic symptoms. People with the self-sacrifice schema have a tendency to
fulfill the needs of others rather than their own to have self-esteem, avoid guilt and
be connected with them. Other schema in this domain is approval-
seeking/recognition-seeking related to obtaining approval or recognition from others,
whose reactions are more important determinants of self-esteem, at the expense of
developing a secure and genuine sense of self (Young, Kolosko, & Weishaar, 2003).

The fifth and last schema domain is overvigilance and inhibition, which refers
to suppressing spontaneity and making an effort for meeting rigid, internalized rules
about their own performance in the cost of being happy, expressing oneself, having
close relationships, or being healthy. In their childhood, they were encouraged to be
in self-control and self-denial over spontaneity and joy. The first schema in this
domain is negativity/pessimism. People with this schema expect that everything goes
wrong in a wide range of situation and they ignore positive aspects of situation with
focusing on negative aspects of life. People with emotional inhibition schema restrict
their spontaneous emotions (e.g., anger), communication, and actions for not being
criticized or losing their impulse control. It is difficult for them to express
vulnerability, so they focus on rationality while ignoring their emotions. The
unrelenting standards/hypercriticalness schema is related to the belief that one must
make effort to fulfill very high internalized standards to be approved. They are
hypercritical, perfectionist, have rigid rules, and are preoccupied with time and
efficiency. The final schema in this domain is punitiveness, which is based on the
belief that people should be harshly punished for making mistakes. They do not have
tolerance for not fulfilling standards, and in this case, they tend to be angry (Young,
Kolosko, & Weishaar, 2003). The summary of the 18 early maladaptive schemas was
presented in Table 1.2,
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Table 1. 2.
18 Early Maladaptive Schemas

Early Maladaptive Schemas

Brief Description

1. Abandonment
2. Mistrust/ Abuse

3. Emotional Deprivation

e

Defectiveness/Shame
Social Isolation/Alienation
Dependence/Incompetence

Sl

7. Vulnerability to Harm or IlIness
8. Enmeshment/Undeveloped Self
9. Failure

10. Entitlement/Grandiosity
11. Insufficient Self-Control/ Self-Discipline

12. Subjugation

13. Self-Sacrifice
14. Approval Seeking/Recognition Seeking

15. Negativity/Pessimism
16. Emotional Inhibition

17. Unrelenting Standards/Hypercriticalness

18. Punitiveness

The belief that important others will leave
The belief that other people will take
advantage on them

The expectation that one’s emotional
support is not adequate

The feeling that one is worthless or inferior
The feeling of being different from others
The feeling that one is incapable of taking
care of oneself

The belief that catastrophes can happen any
time

The involving of oneself with significant
other

The conviction that one is inadequate
compared to others

The assumption that one is superior to others
The belief that one cannot control emotions
or impulses

The conviction that one’s needs and
emotions are unimportant

The priority is fulfilling the needs of others
The heightened need for
approval/recognition from others

The expectation that everything goes wrong
The restriction of one’s own spontaneous
emotions

The belief that one must fulfill very high
internalized and approved standards

The belief that mistakes should be harshly
punished

Adapted from Young, Kolosko, and Weishaar, (2003)

According to Young and his colleagues’ framework, as given above, there

were 18 Early Maladaptive Schemas under 5 schema domains (Young, Kolosko, &

Weishaar, 2003). However, the number and the name of schemas are different in

different studies with clinical and community samples. For example, presence of all

15 schemas which are assessed by Young Schema Questionnaire Long Form was

supported in clinical sample (Lee, Taylor, & Dunn, 1999). On the contrary, not all

schemas have been supported in each study. In Baranoff, Oei, Cho, and Kwon’s

(2006) study with students, there were 13 schemas excluding the subjugation and the



dependence/incompetence schemas. According to Saritas and Geng6z’s study
(2011), there are three schema domains namely, impaired limits/exaggerated
standards schema domain including EMSs of entitlement, approval seeking,
unrelenting standards, pessimism, insufficient self-control, punitiveness;
disconnection/rejection schema domain containing EMSs of emotional deprivation,
social isolation, defectiveness/shame, emotional inhibition, mistrust/abuse, failure;
impaired autonomy/other directedness schema domain including EMSs of
subjugation, dependency/incompetence, enmeshment, vulnerability to harm,
abandonment/instability, and self-sacrifice. According to Soygiit, Karaosmanoglu,
and Cakir’s (2009) adaptation of Young Schema Questionnaire Short Form-3, there
are 14 early maladaptive schemas under 5 different schema domains. In the present
study, Soygiit, Karaosmanoglu, and Cakir’s (2009) questionnaire was used.
Therefore, suggested schema domains by Soygiit, Karaosmanoglu, and Cakir (2009)
were used (See Table 1. 3.).

Table 1. 3.
Listing of Early Maladaptive Schemas

Schema Impaired Disconnection Unrelenting Impaired Other-
Domain Autonomy Standards Limits Directedness
Enmeshment/ Emotional Unrelenting  Entitlement/  Self-
Dependence Deprivation Standards Insufficient  Sacrifice
Self-Control
Abandonment Emotional Approval- Punitiveness
Inhibition Seeking
Failure Social Isolation/
Mistrust
Pessimism Defectiveness

Vulnerability to
Harm

Adapted from Soygiit, Karaosmanoglu, and Cakir (2003)
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After giving brief information onEMSs, now the relationship between EMSs
and psychological symptoms will be addressed. In general, early maladaptive
schemas are important in the development and maintenance of psychiatric symptoms
(Welburn, Coristine, Dagg, Pontefract, & Jordan, 2002). More specifically,
psychological symptoms were predicted by early maladaptive schemas of emotional
isolation, impaired limits, insufficiency, and fair-responsible-anxious (Kapg1 &
Hamamci, 2010), defectiveness and failure schema, emotional deprivation,
abandonment, dependence, enmeshment, self-sacrifice, entitlement, and insufficient
self-control (Bidadian, Bahramizadeh, & Poursharifi, 2011). However, different
schemas can result in the same Axis | diagnosis in different individuals. Thus, almost
all the schemas can be manifested in depression, anxiety, substance abuse,
psychosomatic symptoms, or sexual dysfunction (Young, Kolosko, & Weishaar,
2003).

The relationship between early maladaptive schemas and psychological well-
being has been investigated by many researchers. Some studies have found a
relationship between a certain psychopathology and certain EMSs. Although in this
introduction it was stated that there is an association between schemas and well-
being, specific schemas were not mentioned. In the following paragraphs a brief
literature about this relation will be given.

EMSs were closely associated with mood disorders. There are several studies
that found a relationship between early maladaptive schemas and depression
(Calvete, Orue, & Hankin, 2013; Halvorsen, Wang, Eisemann, & Waterloo, 2010;
Harris & Curtin, 2002; Muris, 2006; Renner, Lobbestael, Peeters, Arntz, & Huibers,
2012; Roelofs, Lee, Ruijten, & Lobbastael, 2011). Although studies related to the
relationship between bipolar disorder and early maladaptive schemas were not
ample, bipolar disorder was highligted to be associated with early maladaptive
schemas (Hawke & Provencher, 2012; Hawke, Provencher, & Arntz, 2011).

There were also studies investigating the association of EMSs with anxiety
disorders (e.g., Muris, 2006).In this line, panic and obsessive-compulsive disorders
(Kim, Lee, & Lee, 2014; Pinto-Gouveia, Castillo, Galhardo, & Cunha, 2006), social
phobia (Calvete, Orue, & Hankin, 2013; Diez, Zurnalde, & Sola, 2012;Kim, Lee, &
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Lee, 2014) and posttraumatic stress disorder (Cockram, Drummond, & Lee, 2010)
were closely associated with EMSs.

Like depressive disorders and anxiety disorders, patients with eating disorders
have more EMSs than healthy controls in general(Waller, Ohanian, Meyer, &
Osman, 2000). Eating problems (Muris, 2006), such as bulimia nervosa disorder and
binge eating disorder were found to be related to early maladaptive schemas (Waller,
Ohanian, Meyer, & Osman, 2000).1n addition, sexual dysfunction disorder (Oliveira
& Nobre, 2013), schizophrenia (Bortolon, Capdevielle, Boulenger, Gely-Nargeot, &
Raffard, 2013), chronic pain disorder (Saariaho, Saariaho, Karila, & Joukamaa,
2010), alcohol dependence (Brotchie, Meyer, Copello, Kidney, & Waller, 2004;
Roper, Dickson, Tinwell, Booth, & McGuire, 2010; Young, Kolosko, & Weishaar,
2003), opiate dependence, combined alcohol and opiate dependence (Brotchie,
Meyer, Copello, Kidney, & Waller, 2004), substance abuse disorder (Muris, 2006;
Shorey, Stuart, & Anderson, 2013), psychological distress (Schmidt, Joiner, Young,
& Telch, 1995), and personality disorder symptoms (Lawrance, Allen, & Chanen,
2011; Lee, Taylor, & Dunn, 1999;Schmidt, Joiner, Young, & Telch, 1995; Young,
Kolosko, & Weishaar, 2003) were related to early maladaptive schemas. Based on
the literature above, it can be suggested that there is a relationship between Early
Maladaptive Schemas and well-being. However, there was no study investigating the
association between early maladaptive schemas and caregiver well-being.

For adapting schemas’ intense and overwhelming emotions, people develop
certain coping strategies in their early childhood. These strategies can be adaptive at
the early years of life, but then it becomes maladaptive by generalizing them to other
people and events. So, these are labeled as “maladaptive coping styles” which
prevent people from intense, overwhelming emotions related to schemas, and help to
avoid a schema; however, they also block change, and do not heal the schema
(Young, 1999; Young, Kolosko, & Weishaar, 2003). The majority of coping
responses are behavioral, cognitive, and emotive. Schema and coping styles are
different from each other, because everyone uses different coping styles in different
situations at different stages of their lives for coping with the same schema. Schema
remains stable for an individual over time, whereas the coping styles for a given
schema do not (Young, Kolosko, & Weishaar, 2003).
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There are three schema coping styles; namely, overcompensation, avoidance,
and surrender (Young, Kolosko, & Weishaar, 2003). Schema surrender is acting in a
way that schemas are accurate. By this way, people repeat schema-driven patterns, so
they experience the childhood experiences that create the current schema again
(Young, Kolosko, & Weishaar, 2003). Schema avoidance is related to avoiding
situations, and suppressing feelings associated with those schemas. Therefore, the
schema is never activated (Young, Kolosko, & Weishaar, 2003). There were few
research related to the relationship between psychopathology and schema avoidance.
For example, schema coping style of avoidance was related to psychopathological
symptoms (Gok, 2012), such as alcohol abuse (Brotchie, Hanes, Wendon, & Waller,
2006), bulimia (Spranger, Waller, & Bryant-Waugh, 2001), and social anxiety (Diez,
Zurnalde, & Sola, 2012). Additionally, in terms of the relationship between schema
coping and schema domain, it was highlighted that avoidance schema coping style
was associated with disconnection/rejection and impaired limits/exaggerated
standards schema domains (Go6k, 2012). Schema overcompensation means fighting
with the schema by thinking, feeling, behaving, and relating as if the opposite of the
schema were true. They behave as different as possible from the time when the
schema was acquired. By this way, the schema is perpetuated rather than healed.
They typically engaged in counterattacking; behave in an excessive, insensitive, or
unproductive way (Young, Kolosko, & Weishaar, 2003). Compensation coping style
was related to impaired limits/exaggerated standards and impaired autonomy/other
directedness schema domains (Gok, 2012). In terms of the association with
psychopathology, schema compensation mediated the association between eating
pathology and perceptions of parenting (Sheffield, Waller, Emanuelli, Murray,
&Meyer, 2009), and moderated the relationship between emotional deprivation
schema and social anxiety (Diez, Zumalde, & Sola, 2012).

Early maladaptive schemas were related to early experiences with parents.
More specifically, it was highlighted that perceptions of parenting were associated
with the EMSs of defectiveness/shame, insufficient self-control, vulnerability, and
incompetence/inferiority (Harris & Curtin, 2002). Similarly, higher levels of schema
domains were related to negative parenting experiences with both parents (Gok,

2012), such as high levels of rejection, control and anxious rearing, and low levels of
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emotional warmth (Muris, 2006). Thus, parenting styles were associated with early
maladaptive schemas, which are also related to psychopathology. According to these
relationships, it can be stated that early maladaptive schemas mediate the relationship
between parenting styles and psychopathology (Gok, 2012; Young, Kolosko, &
Weishaar, 2003). For example, it was found that early maladaptive schemas
mediated the association between recalled parental rearing behaviors and symptoms
of personality disorder (Thimm, 2010). In addition, disconnection-rejection schema
domain mediated the relationship between maternal rejection and psychological
distress (Saritas, 2007). Similarly, in a non-clinical sample, there was a significant
relationship between avoidant personality disorder and abandonment, subjugation,
and emotional inhibition schemas. These schemas, in turn, mediated the association
between retrospectively reported childhood experiences and avoidant personality
disorder symptoms (Carr & Francis, 2010). Moreover, it was asserted that only the
emotional isolation subscale of the Young Schema Questionnaire served as a
mediator variable between the family dysfunction and psychological
symptomatology (Kap¢1 & Hamamci, 2010). In terms of eating disorders, it has been
found that eating psychopathology predicted paternal rejection and overprotection. In
addition, father-daughter relationship and eating symptomatology relationship was
mediated by early maladaptive schemas of abandonment, defectiveness/shame, and
vulnerability to harm (Jones, Leung, & Harris, 2006). What is more, the association
between parental bonding and eating disorder symptoms was mediated by
defectiveness/shame, and dependence/incompetence schemas (Turner, Rose, &
Cooper, 2005). For depression, on the other hand, abusive and neglectful parenting
was found to be associated with depression and this association was mediated by
early maladaptive schemas (McGinn, Cukor, & Sanderson, 2005). Parental
perceptions and depressive symptomatology association was mediated by
defectiveness/shame, insufficient self-control, vulnerability, and
incompetence/inferiority schemas (Harris & Curtin, 2002). So, according to these
examples, it can be stated that early maladaptive schemas mediated the relationship
between parenting styles and psychopathology.

Negative parenting styles were associated with psychopathology such as
depression (Anl & Karsli, 2010; Fentz, Arendt, O’Toole, Rosenberg, & Hougaard,
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2011; Oakley-Browne, Joyce, Wells, Bushnell, & Hornblow, 1995; Rapee, 1997),
suicidality (Heider et al., 2007; Sheffield, Waller, Emanuelli, & Murray, 2006),
anxiety disorder (Alonso et al., 2004; Anli & Karsli, 2010; Bogels, Oosten, Muris, &
Smulders, 2001; Cockram, Drummond, & Lee, 2010; Duchesne, Larose, Vitaro, &
Tremblay, 2010;Gastel, Legerstee, & Ferdinand, 2009; Griiner, Muris, &
Merckelbach, 1999; Hale, Engels, & Meeus, 2006; Hummel & Gross, 2001,
McLeod, Wood, & Weisz, 2007; Rapee, 1997;Spokas & Heimberg, 2009), eating
disorder (Enten & Golan, 2009; Haycraft & Blissett, 2010; Leung, Thomas, &
Waller, 2000; Sheffield, Waller, Emanuelli, Murray, & Meyer, 2009), alcohol
addiction (Cheng, Anthony, & Huang, 2010; de Rick & Vanheule, 2006), drug
addiction (Benchaya, Bisch, Moreira, Ferigolo, & Barros, 2011), somatization
(Janssens, Oldehinkel, & Rosmalen, 2009; Sheffield, Waller, Emanuelli, & Murray,
2006), and even schizophrenia (Wu, Li, Zhu, & Zheng, 2005).

This pattern between negative parenting and psychopathology can be
decreased in severity by social support. Social support is defined as “information
leading the subject to believe that he (or she) is cared for and loved, esteemed, and a
member of a network of mutual obligations.” (Cobb, 1976, p. 300). In addition to this
definition, according to Cohen and McKay, social support means that interpersonal
relationship buffers one against stressful environment (1984). As an example,
support from family members buffers one against burnout (Baruch-Feldman,
Brondolo, Ben-Dayan, & Schwarz, 2002). According to stress-buffer hypothesis,
psychosocial stress does negatively affect physical and/or psychological well-being
of a person with little or no social support. However, strong social support decreases
or eliminates this effect (Cohen & Willis, 1985). As an example, social support was
found to be associated with psychological well-being (Ownsworth, Henderson, &
Chambers, 2010), such as less depressive symptoms (Lu, 2011), and reduced risk of
mortality after 20 years (Shirom, Toker, Alkaly, Jacobson, & Balicer, 2011). In terms
of the dementia caregivers, effective social support was considered as stress
modifier, which in turn related to better caregiver health and more positive caregiver
health outcomes over time (Goode, Haley, Roth, & Ford, 1998). As a main effect,

informal social support is also strongly correlated with psychological well-being of
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dementia caregivers(Au et al., 2009). Thus, social support has both direct and
indirect effects on psychological well-being of dementia caregivers.

According to Lahey and Cohen (2000), there are two types of social support:
received social support and perceived social support. Received social support was
suggested that the real amount and frequency of social support received by others,
while perceived social support was based on individuals’ perceptions about available
social support from social environment (as cited in Mackinnon, 2012, p.4). Most
researchers used perceived social support rather than received social support as a
target of the investigation (Thoits, 1995), because, in terms of prediction about
adjustment to life stress, perceived support is more important than received support
(Wethington & Kessler, 1986). Accordingly, perceived social support was used in
this study.

There are many studies investigating the relationship between perceived
social support and psychological and physical well-being. In investigations with
cancer patients indicated that lower degrees of feelings of loneliness and
hopelessness are related to higher perceived social support from family members
(Pehlivan, Ovayolu, Ovayolu, Seving, & Camci, 2012). Similarly, it was highlighted
that a higher level of perceived social support was associated with lower
psychological distress as compared to cancer patients who perceived less social
support (Ozpolat, Ayaz, Konag, & Ozkan, 2014). In terms of the caregivers,
perceived social support was highlighted to be negatively related to depression in
caregivers of mentally ill patients (Yen & Lundeen, 2006), caregivers of cancer
patients (Kuscu et al., 2009), mothers of deaf children (Sipal & Sayin, 2013), and
caregivers of leukemia children (Bozo, Anahar, Ates, & Etel, 2010). Moreover,
perceived social support was also found to be related to caregiver strain in caregivers
of children with Tourette’s Disorder (Schoeder & Remer, 2007).

According to the relationship between dementia caregiver well-being and
perceived social support, psychological well-being (Chappell & Reid, 2002) and
physical morbidity (Schulz, O’Brien, Bookwala, & Fleissner, 1995) of dementia
caregivers were found to be strongly correlated with perceived social support.
However, giving care to a patient with dementia takes enormous amount of time,

which decreases the available time for social interaction of those caregivers.
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Accordingly, having less time for social interaction and progressive loss of a loved
one worsen perceptions of social support (Bergman-Evans, 1994). Hence, caregiving
worsened the perceptions of social support (Brummett et al., 2006).

In addition to the relationship between caregiver well-being and perceived
social support, perceived social support has been found to have a moderator role in
other studies. Moderator variable affects the direction and strength of a relationship
between independent and dependent variables, as a third variable (Baron & Kenny,
1986). For example, according to the study with caregivers of children with
leukemia, it was stated that caregivers who perceive higher levels of social support
report lower levels of psychological symptoms if they fulfill their own needs and
continue their daily activities (Demirtepe-Saygili & Bozo, 2011). Similarly, in a
study using a sample of Alzheimer patients' caregivers, perceived social support
moderated the relation between stress and resilience (Wilks & Croom, 2008). In
conclusion, social support is crucial for physical and psychological well-being of
caregivers.

As it is suggested in the literature, negative parenting styles are related to
psychopathology with the mediator role of early maladaptive schemas in this
relationship. In addition, caring dementia patients, using maladaptive schema coping
processes, and having lower levels of perceived social support increase the risk of
having psychological problems. Caring dementia patients does also increase the
likelihood of experiencing burnout. However, there is no study examining the
association of negative parenting styles with well-being and burnout with the
mediator role of early maladaptive schemas in the sample of caregivers of dementia
patients, along with the effects of schema coping processes, and the moderator role
of perceived social support in this relationship. Therefore, the aims of the current
study are:

1. To investigate gender, marital status, having child or not, having a
physical illness or not, working status, level of education, and having
psychological disorder or not differences in terms of the measures of the
study (i.e., caregiver well-being, parenting styles, perceived social
support, depression, schema coping strategies, burnout, early maladaptive
schemas).
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2. To investigate the discrepancies in different levels of dementia in terms of
the measures of the study (i.e., caregiver well-being, parenting styles,
perceived social support, depression, schema coping strategies, burnout,
early maladaptive schemas).

3. To determine interrelationships among the measures of the study.

4. To examine the mediator role of early maladaptive schemas in the
relationship of parenting styles with caregiver well-being, burnout, and
depression.

5. To determine the moderator role of perceived social support in the
relationship of early maladaptive schemas with caregiver well-being,
depression, and burnout.

6. To investigate the moderator role of schema coping processes of
avoidance on the relationship between early maladaptive schemas and
caregiver well-being, depression, and burnout.

7. To examine the moderator role of schema coping processes of
compensation on the relationship between early maladaptive schemas and

caregiver well-being, depression, and burnout.

Hence, hypotheses of the current study are as follows:
1. Early maladaptive schemas will mediate the the relationship between
parenting styles and outcome variables:
I. Early maladaptive schemas will mediate the the relationship between
parenting styles and caregiver well-being.
I1. Early maladaptive schemas will mediate the the relationship between
parenting styles and depression.
I11. Early maladaptive schemas will mediate the the relationship between
parenting styles and burnout.
2. Perceived social support will moderate the relationship between early
maladaptive schemas and outcome variables:
I. Perceived social support will moderate the relationship between early

maladaptive schemas and caregiver well-being.
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I1. Perceived social support will moderate the relationship between early
maladaptive schemas and depression.

I11. Perceived social support will moderate the relationship between early
maladaptive schemas and burnout.

3. Schema coping processes (avoidance and compensation) will moderate
the association between early maladaptive schemas and outcome variables:

I.  Schema coping processes of avoidance will moderate the association
between early maladaptive schemas and caregiver well-being.

I1. Schema coping processes of avoidance will moderate the association
between early maladaptive schemas and depression.

I11. Schema coping processes of avoidance will moderate the association
between early maladaptive schemas and burnout.

IV. Schema coping processes of compensation will moderate the
association between early maladaptive schemas and caregiver well-
being.

V. Schema coping processes of compensation will moderate the
association between early maladaptive schemas and depression.

V1. Schema coping processes of compensation will moderate the

association between early maladaptive schemas and burnout.
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CHAPTER 2

METHOD

2.1. Participants

Ninety-nine adult children as the primary caregivers of the dementia patients,
78 (78.8%) of which were female, and 21 (21.2%) of which were male, participated
in this study. The inclusion criterion, being the primary caregiver of an dementia
patient, can be defined as the person responsible for helping the patient in his/her
daily needs and providing supervision to the person in need.

The participants were between the ages of 25 and 64 (M = 51.20, SD = 7.57).
In terms of their marital status, 67 (67.7%) participants were married, 12 (12.1%)
were single, 14 (14.1%)were divorced, and 6 (6.1%) were widowed. Out of 99
participants, 21 (21.2% )participants’ highest degree was primary school, and 29
(29.3%) of them were high school graduates. On the other hand, 39(% 39.4) of them
graduated from university, while 10 (10.1%) of them had either master's ordoctoral
degree. While the majority of the participants were not working at the time of data
collection 63.6% (n = 63), the rest of them were working36.4% (n = 36). Only 17
(17%) participants did not have a child; while, 24 (24.2%) of them had one child, 53
(53.5%) of them had two children, and the remaining 5 (5.1%) participants had three
children.

According to place they spend most of their life, 83 (83.8%) of them spent
most of their life in a metropolis, 12 (12.1%) of them in a city, 3 (3%) of themin a
town, and 1 (1%) of them in a village. As for the socioeconomic status, 9 (9.1%)
participants defined their economic status as low, 86 (86.9%) of them middle, and 4
(4%) of them high. Participants’ having a physical or psychological disorder
scattered as follows; 17 (17.2%) participants had a psychological disorder, while 29
(29.3%) of them had a physical illness. In addition, 18 (18.2%) of them were
received psychological treatment, whereas 26 (26.3%) of them received physical

treatment.
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Table 2.1.

Demographic Characteristics of Participants

Variables N % M SD
Gender

Female 78 78.8

Male 21 21.2
Age 51.20 7.57
Marital Status

Single 12 121

Married 67 67.7

Divorced 14 14.1

Widowed 6 6.1
Education Level

Primary School 21 21.2

High School 29 29.3

University 39 39.4

Master's/Doctorate 10 10.1
Working

Yes 36 36.4

No 63 63.6
Number of Children

0 17 17.2

1 24 24.2

2 53 53.5

3 5 5.1
Residence

Metropolis 83 83.8

City 12 12.1

Town 3 3

Village 1 1
Economic Status

Low 9 9.1

Middle 86 86.9

High 4 4
Psychological Disorder

Yes 17 17.2

No 82 82.8
Physical Disorder

Yes 29 29.3

No 70 70.7
Psychological Treatment

Yes 18 18.2

No 81 81.8
Physical Treatment

Yes 26 26.3

No 73 73.7
Level of the Dementia of the care-receiver

Mild 24 24.2

Moderate 50 50.5

Severe 25 25.3
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Lastly, 24 (24.2%) participants were giving care to mildly demented patients,
50 (50.5%) of them to moderately demented patients, and 25 (25.3%) of them to
severelydemented patients (See Table 2.1. for details).

2.2. Measures

At first, demographic information form was given to the participants to gather
demographic information of the participants. It was formed by the researcher, and
included questions about age, sex, marital status, educational level of the
participants, workingstatus, job, number of children, the place they spend most of
their life, economic status, the existence of psychological and physical disorders and
their treatment history, and finally the dementia level of the patients (see Appendix
B). The dementia levels of the patients were taken from patients’ medical report. In
other words, data on the dementia level in this study based on the objective criteria.In
addition to the demographic information form, the questionnaire set included Young
Schema Questionnaire (see Appendix C) to evaluate participants' early maladaptive
schemas, Young Parenting Inventory (see Appendix D) to evaluate parenting styles
of the participants' demented parents, Young Compensation Inventory (see Appendix
E) and Young Avoidance Inventory (see Appendix F) in order to evaluate
participants’ schema coping processes, Beck Depression Inventory (see Appendix
G), Caregiver Well-Being Scale (see Appendix H), and Maslach Burnout Inventory
(see Appendix 1) to examine caregiver well-being, and Multidimensional Scale of
Perceived Social Support (see Appendix J) in order to examine participants’
perception about the social support by family, friends, and a significant other.

2.2.1. Young Schema Questionnaire-Short Form 3 (YSQ-SF3):

Young Schema Questionnaire Long Form was developed for investigating the
presence and the degree of 16 primary schemas with 205 items. It is a self-report
questionnaire rated on a 6-point Likert type scale (Young & Brown, 1990, 2001).
This form was found to be reliable and valid (Schmidt, Joiner, Young, & Telch,
1995). After that, Young (1998) developed 75-item short form of the questionnaire
(as cited in Wellburn, Coristine, Dagg, Pontefract, & Jordan, 2002). This form also
measured 15 early maladaptive schemas, namely,emotional deprivation,
abandonment, mistrust/ abuse, social alienation, defectiveness, incompetence,

dependency, vulnerability to harm, enmeshment, subjugation of needs, self-sacrifice,
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emotional inhibition, unrelenting standards, entitlement, and sufficient self-control
(Schmidt, Joiner, Young, & Telch, 1995; Welburn, Coristine, Dagg, Pontefract, &
Jordan, 2002). These two versions of the Young Schema Questionnaire had similar
psychometric proporties (Waller, Meyer, & Ohanian, 2001). Lastly, Young Schema
Questionnaire-Short Form 3 was developed to evaluate early maladaptive schemas
with 90 items measuring 18 different maladaptive schemas on five domains:
disconnection/rejection, impaired autonomy and performance, impaired limits, other-
directedness, and overvigilance and inhibition (Young, 2006). This form is also a 6-
point Likert-type scale (1 = completely untrue of me; 2 = mostly untrue of me; 3 =
slightly more true than untrue; 4 = moderately true of me; 5 = mostly true of me; 6 =
describes me perfectly), and higher scores on the schemas indicates a greater
possibility of the presence of the schema (Young, 2006). Soygiit, Karaosmanoglu,
and Cakir (2009) adapted the questionnaire to Turkish. It has acceptable reliability
and validity values. The study showed 14 different schemas on 5 schema domains.
These schema domains are impaired autonomy, disconnection, unrelenting standards,
other-directedness, and impaired limits. The first domain included
enmeshment/dependence, abandonment, failure, pessimism, and vulnerability to
harm, the second included emotional deprivation, emotional inhibition,
social/isolation/mistrust, and defectiveness, the third one included unrelenting
standards, and approval-seeking, the third domain included entitlement/insufficient
self control, whereas the last one included self-sacrifice, and punitiveness. Turkish
version of the scale was found to be reliable and valid. Reliability analyses was done
via test-retest and internal consistency, while validity was confirmed via convergent
validity and discriminant validity(Soygiit, Karaosmanoglu, & Cakir, 2009). The
internal consistency reliability of the inventory for the present sample was.93.

2.2.2.  Young Parenting Inventory (YPI):

The Young Parenting Inventory was developed to measure parenting styles
that underly EMSs. It is a 72-item inventory, and has two forms (one for mothers,
and one for fathers). It is rated on a 6-point Likert type scale indicating how well the
items reflect participants’ mother or father. Higher scores on this inventory mean
negative parenting styles that may result in EMSs (Young, 1994). The scale has
acceptable levels of reliability and validity for both total scale and 9 different
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parenting styles: emotionally depriving, oveprotective, belittling, perfectionist,
pessimistic/fearful, controlling, emotionally inhibited, punitive, and
conditional/narcissistic (Sheffield, Waller, Emanuelli, Murray, & Meyer, 2005).
Turkish adaptation of the inventory was made by Soygiit, Cakir, and Karaosmanoglu
(2008). Adequate levels of reliability and validity of Turkish version was confirmed
via test-retest reliability, internal consistency analysis, convergent validity, and
discriminant validity. This adaptation was similar to the original form with the
addition of overpermissive/boundless and exploitative/abusive parenting but with the
removal of perfectionist parenting (Soygiit, Cakir, & Karaosmanoglu, 2008). The
internal consistency reliability of the inventory for the present sample was .94.

2.2.3.  Young Compensation Inventory (YCI):

Young Compensation Inventory is a 48-item self-report questionnaire
developed to assess compensation coping styles in schema coping processes. The
inventory is rated on a 6-point Likert type scale. Higher scores indicate general
pattern of compensation schema coping(Young, 1995). Karaosmanoglu, Soygiit, and
Kabul (2013) adapted Young Compensation Inventory in Turkish. The scale had
seven dimensions including status seeking, control, rebellion, counterdependency,
manipulation, intolerance to criticism, and egocentrism. Cronbach’s alpha
coefficients of the subscales ranged from .60 to .81, and split half reliability of
overall inventory was .88, which indicates acceptable levels of internal consistency.
In addition, the scale has good convergent validity with depression, anxiety,
obsessive-compulsive symptomatology, and Young Schema Questionnaire
(correlation coefficients ranging between r = .12 - .60, p< .05) (Karaosmanoglu,
Soygiit, & Kabul, 2013). The internal consistency reliability of the inventory for the
present sample was .88.

2.2.4.  Young Rygh Avoidance Inventory (YRAI):

Young Avoidance Inventory (YRAI) measures the presence and degree of
avoidance strategies. It is a self report inventory and has 40 items related to
emotional, cognitive, behavioral, and somatic avoidance. The Inventory is 6-point
Likert type scale, and higher scores indicate more use of avoidance coping strategies
(Young & Rygh, 1994). It has an acceptable level of internal consistency for the two

subscales (behavioral/somatic avoidance (a =.65), and cognitive/emotional
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avoidance (« =.78), and for total inventory (a = .79) (Spranger, Waller, & Bryant-
Waugh, 2001). YRAI is being adapted to Turkish by Karaosmanoglu, Soygiit,
Tuncer, Derindz, and Yeroham (in progress, as cited in Karaosmanoglu, Soygiit,
Tuncer, Derindz, & Yeroham, 2005). Turkish version of the inventory was found to
have six dimensions. The psychometric investigation of the scale was done by
Soygiit (2007) and scale was found reliable via internal consistency and split half
reliability analyses. In addition, validity was confirmed by convergent validity. The
internal consistency reliability of the inventory for the present sample was .74.
2.2.5. Maslach Burnout Inventory (MBI):

Maslach Burnout Inventory (MBI) was developed to measure burnout with
22-items. The inventory has three subscales, namely, emotional exhaustion,
depersonalization, and reduced personal accomplishment (Maslach & Jackson,
1981). Emotional exhaustion is measured with 9 items, whereas depersonalization -
an unfeeling and impersonal response toward recipients of one’s care or service- IS
measured with 5 items (Maslach & Jackson, 1981, p. 3). Higher scores on these
subscales mean higher burnout. On the other hand, personal accomplishment
subscale evaluates “feelings of competence and successful achievement in one’s
work with people” with 8 items (Maslach & Jackson, 1981, p. 3). However, in this
scale, lower scores means higher burnout. The inventory was found to be reliable and
valid (Maslach & Jackson, 1981). Ergin (1992) adapted scale in Turkish with the
same three subscales and 22 items measured on a 5-point Likert type scale. This
scale was originally developed for a large spectrum of human service workers
(Maslach & Jackson, 1981). However, in this study, participants were caregivers of
the dementia patients. Therefore, the scale was adapted for the caregivers. For the
present sample, the internal consistency reliabilities of the total inventory and
emotional exhaustion, reduced personal accomplishment, and depersonalization
subscales were .85, .87, .84, .60, respectively.

2.2.6. Caregiver Well-Being Scale:

The Caregiver Well-Being Scale was developed by Tebb (1995), and it had
two subscales that are basic needs and activity of living. These subscales measure
how much the caregivers meet their basic needs and the level of their satisfaction
with activities of daily living from a strengths based perspective.In addition to
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physical needs such as sleep and nutrition, basic needs subscale measures expression
of emotions, relaxation, and personal growth.However, activity of living subscale
measures activities done in everyday life and spare time activities, such as enjoying a
hobby. The scale was found to be valid and reliable via internal consistency
reliability, construct validity, and criterion related validity (Berg-Weger, Rubio, &
Tebb, 2000). The internal consistency reliability of these subscales are 0.91, and
0.81, respectively (Berg-Weger, Rubio, & Tebb, 2000). Demirtepe and Bozo (2009)
adapted scale to Turkish culture with satisfactory reliability and validity. Reliability
and validity were determined through internal consistency reliability, test-retest
reliability, discriminantvalidity, and convergent validity analyses. For the present
sample, the internal consistency reliability coefficients were found as .89 for basic
needs subscale and .85 for activity of living subscale.

2.2.7. Beck Depression Inventory (BDI):

Beck Depression Inventory (Beck, Rush, Shaw, & Emery, 1979) is a self
report measure to assess the severity of depressive symptomatology in terms of
cognitive, behavioural, affective, and somatic components of depression with 21
items. The items are measured on a 4-point scale ranging between 0 and 3, and rated
according to the severity of the symptom mentioned in the item. The total score is
obtained by summing the all of the responses, and higher scores mean more severe
depression. In terms of the psychometric proporties of the scale, BDI was found
reliable and valid (Beck, Steer, & Carbin, 1988). Reliability was confirmed through
split-half reliability and item-total correlation analyses. Moreover, BDI scores of the
participants were found to be highly correlated with another measure of depression,
which indicated high validity of the scale (Beck, Steer, & Brown, 1996). Hisli (1988)
adapted scale in Turkish with strong psychometric properties (Hisli, 1988; 1989).
The internal consistency reliability of the inventory for the present sample was .84.
2.2.8. Multidimensional Scale of Perceived Social Support (MSPSS):

The Multidimensional Scale of Perceived Social Support (MSPSS) was
developed to measure perceived social support from three different sources, family,
friends, and significant other. MSPSS is a 12-item, 7-point Likert-type scale (1 =
very strongly disagree, 7 = very strongly agree). Higher scores on this scale means
higher levels of perceived social support. The scale indicated good internal and test-
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retest reliability and moderate construct validity. High levels of perceived social
support were found to be related to low levels of the symptoms of depression and
anxiety (Zimet, Dahlem, Zimet, & Farley, 1988). Turkish version of the scale was
adapted to Turkish by Eker and Arkar (1995). After adaptation, the form was
revisited. The Cronbach’s alpha reliability of the Turkish revised version ranged
between .80 and .95, and it had construct validity (Eker, Arkar, & Yaldiz, 2001).
According to this study, internal reliability coefficients were found as .87 for
perceived social support from family, .92 for perceived social support from friends,
.93 for perceived social support from significant others, and .90 for the total scale.
2.3. Procedure

The data was collected from Neurology Departments of hospitals in izmir and
Ankara, and the Alzheimer Association. Ethical approvals were obtained from
ethical committees of Middle East Technical University, hospitals, from the head of
Neurology Departments, and Alzheimer Associations before the data collection.
After the aim of the study was explained to the participants, informed consent form
(see Appendix A) was obtained. Afterwards, the questionnaire sets were
administered to the participants orally. It took the researcher approximately 1 hour on
average to administer a questionnaire.
2.4. Design & Statistical Analysis

Statistical Package for Social Sciences (SPSS), version 20 for Windows, was
used in the current study for statistical analyses. At first, descriptive statistics of the
measures of the study and demographic variables were conducted. For investigating
demographic differences in terms of the measures of the study, seperate t-tests
analyses were conducted. In addition, for investigating the effect of the level of
dementia of the care-receiver on the measures of the study, Analysis of Variance
(ANOVA) was conducted. By this way, it was determined whether dementia level
will be controlled or not in further analyses. After that, zero-order correlations were
conducted to investigate intercorrelations among all of the measures of the study.
Later, the mediator role of early maladaptive schemas between parenting styles and
caregiver well-being, burnout, and depression were investigated via regression
analyses. Finally, 15 hierarchical regression analyses were performed. In the first 4
regression analyses the moderator role of perceived social support on the relationship
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between early maladaptive schemas and caregiver well-being, burnout, and
depression were investigated. In the second fourth regression analyses, the moderator
role of schema coping processes of avoidance on the relationship between early
maladaptive schemas and caregiver well-being, burnout, and depression were
investigated. And in the third 4 regression analyses, the moderator role of schema
coping processes of compensation on the relationship between early maladaptive
schemas and caregiver well-being, burnout, and depression were investigated. Lastly,
in 3 hierarchical regression analyses, the moderator role of perceived social support
from family, perceived social support from friends and perceived social support from
significant others on the association between early maladaptive schemas and

caregiver well-being were examined.
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CHAPTER 3

RESULTS

I.  Preliminary Analyses
3.1. Descriptive Statistics for the Measures of the Study

In order to see descriptive characteristics of the measures of the study, means,
standard deviations, minimum-maximum score ranges, and Cronbach’s alpha
coefficients for internal consistency were computed for Young Schema
Questionnaire (YSQ); schema domains of the Young Schema Questionnaire, namely,
impaired autonomy (l1A), disconnection (D), unrelenting standards (US), impaired
limits (IL), other-directedness (OD); Young Parenting Inventory (YPI); Young
Compensation Inventory (YCI); Young-Rygh Avoidance Inventory (YRAI);
Multidimensional Scale of Perceived Social Support (MSPSS); sources of the
perceived social support, specifically, perceived social support from family (PSSFA),
perceived social support from friends (PSSFR), perceived social support from
significant others (PSSSO); Beck Depression Inventory (BDI); two subscales of the
Caregiver Well-Being Scale (CWBS), basic needs (BN), and activity of living (AL);
and Maslach Burnout Inventory (MBI); dimensions of Maslach Burnout Inventory,
including emotional exhaustion (EE), reduced personal accomplishment (RPA),
depersonalization (DP). Results of the descriptive analyses are presented in Table
3.1.
3.2.  Differences among the levels of Demographic Variables on the Measures
of the Study

Separate t-tests and analysis of variance (ANOVA) were conducted to
examine the differences among the levels of demographic variables on the measures
(i.e., Well-Being, Parenting Styles, Schema Coping Strategies, Perceived Social
Support, and Burnout) of the study. Demographic variables were categorized into
different groups. These categorizations are shown in Table 3.2. For these t-test
analyses, only significant differences were reported.
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Table 3.1.
Descriptive Characteristics of the Measures

Measures N Mean SD Range Cronbach’s
(Min-Max) alpha

Young Schema

Questionnaire

YSQ total 99 211.95 44.38 111-327 .93
1A 99 57.08 17.39 30-120 .88
D 99 40.90 12.71 23-78 .84
us 99 28.23 7.64 13-47 75
IL 99 21.24 6.36 7-39 .65
oD 99 40.35 9.02 21-63 74
Young Parenting

Inventory

YPI total 99 174.09 46.80 102-308 .94
Schema Coping

Strategies

YCI 99 151.60 26.24 79-210 .88
YRAI 99 127.74 17.41 88-163 74
Perceived Social

Support

MSPSS total 99 65.08 16.03 30-84 .90
PSSFA 99 24.68 4.72 4-28 87
PSSFR 99 21.40 7.21 4-28 .92
PSSSO 99 19.00 8.24 4-28 .93

Caregiver Well-

Being

BN 99 81.94 13.49 42-107 .89
AL 99 77.17 13.24 47-101 .85
BDI total 99 10.81 7.32 0-31 .84
Maslach Burnout

Inventory

MBI total 99 50.30 11.14 26-82 .85
EE 99 22.87 6.91 11-41 .87
RPA 99 19.53 5.90 8-37 .84
DP 99 7.90 2.75 5-17 .60

Note. YSQ = Young Schema Questionnaire, IA = Impaired Autonomy, D = Disconnection, US =
Unrelenting Standards, IL = Impaired Limits, OD = Other-Directedness, YPI = Young Parenting
Inventory, YCI = Young Compensation Inventory, YRAI = Young Rygh Avoidance Inventory,
MSPSS = Multidimensional Scale of Perceived Social Support, PSSFA = Perceived Social Support
from Family, PSSFR = Perceived Social Support from Friends, PSSSO = Perceived Social Support
from Significant Others, BN = Caregiver Well-Being Scale-Basic Needs, AL = Caregiver Well-Being
Scale- Activity of Living, BDI = Beck Depression Inventory, MBI = Maslach Burnout Inventory, EE
= Emotional Exhaustion, RPA = Reduced Personal Accomplishment, DP = Depersonalization.
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Table 3.2.
Categorization of the Demographic Variables

Variables n %
Gender

Female 78 78.8
Male 21 21.2
Marital Status

Married 67 67.7
Unmarried 32 32.3
Education

At most highschool degree 50 50.5
At least university degree 49 49.5
Working Status

Working 36 36.4
Not working 63 63.6
Having Children or not

Having children 82 82.8
Childless 17 17.2
Having a Physical IlIness or not

Yes 29 29.3
No 70 70.7
Having a Psychological Disorder or not

Yes 17 17.2
No 82 82.8
Level of the Dementia of the Care-Receiver

Mild 24 24.2
Moderate 50 50.5
Severe 25 25.3

3.2.1.  Differences among the levels of Demographic Variables on Caregiver
Well-Being

To investigate possible differences of these categorized demographic
variables on Caregiver Well-Being (i.e., basic needs, and activity of living), separate
t-tests were conducted with basic needs, and activity of living subscales of the
Caregiver Well-Being Scale as the dependent variables.
3.2.1.1.  Gender Differences on Caregiver Well-Being

In order to investigate possible gender differences on caregiver well-being-
activity of living, t-test was conducted with caregiver well-being-activity of living as

the dependent variable. There was a significant difference between females (m =
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78.94, sd = 12.98), and males [m = 70.63, sd = 12.41; t(97) = 2.63, p< .05]. In other

words, women scored higher on caregiver well-being-activity of living than men.

Table 3.3.
Gender Differences on Caregiver Well-Being

Males Females

m sd m sd t(97)
Caregiver Well-Being
Activity of Living 70.63 1241 78.94 12.98 2.63"

Note. "p< . 05

3.2.1.2.  Differences between the levels of Marital Status on Caregiver Well-
Being

A t-test was conducted with caregiver well-being-basic needsas dependent
variables, to compare married and unmarried participants on the measures of
caregiver well-being-basic needs. The results indicated that marital status has a
significant effect on the caregiver well-being-basic needs [t(97) = - 3.57, p <.01]. In
other words, there was a significant difference in the scores of married (m = 85.10, sd
= 11.56), and unmarried (m = 75.31, sd = 14.96) participants. This result suggested
that married participants had higher level of well-being than unmarried participants

in terms of meeting their basic needs.

36



Table 3.4.
Differences between the levels of Marital Status on Caregiver Well-Being

Married Unmarried

m sd m sd t(97)
Caregiver Well-Being
Basic Needs 85.10 11.56 75.31 14.96 -3.57"

Note. “p< .01

3.2.1.3.  Differences due to Having Children or not on Caregiver Well-Being-
Basic Needs

The effects of having children on the measures of caregiver well-being-basic
needs were investigated through t-test with caregiver well-being-basic needs as
dependent variable. There was a significant difference in the scores for participants
with children (m = 83.19, sd = 12.82), and without children [m = 75.88, sd = 15.36;
t(97) = -2.07, p< .05]. Participants who have children were found to have higher

scores on caregiver well-being-basic needs than participants without children.

Table 3.5.

Differences due to Having Children or not on Caregiver Well-Being-Basic Needs

Having Children Childless
m sd m sd t(97)
Caregiver Well-Being
Basic Needs 83.19 12.82 75.88  15.36 -2.07

Note. “p<. 05

37



3.2.2.  Differences among the levels of Demographic Variables on Parenting
Styles

In order to investigate the possible differences among the levels of
demographic variables on Parenting Styles, separate t-tests were conducted with
Parenting Styles as the dependent variables.
3.2.2.1.  Gender Differences on Parenting Styles

At-test was conducted to examine gender differences on the parenting styles.
The results yielded significant results for gender [t(97) = 2.03, p< .05]. Specifically,
female participants (m = 178.96, sd = 49.27) were found to be exposed to worse

parenting styles than male participants (m = 155.99, sd = 30.82).

Table 3.6.
Gender Differences in terms of Parenting Styles

Female Male
m sd m sd t(97)
Parenting Styles 178.96 49.27 155.99 30.82 2.03"

Note. “p<. 05

3.2.2.2.  Differences between the levels of Having a Physical IlIness or not in
terms of Parenting Styles

At-test was conducted to compare parenting styles of participants who had
physical illness, and participants who had no physical illness. There was a significant
difference in the scores of participants with physical illness (m = 192.21, sd = 54.38),
and without a physical illness (m = 166.59, sd = 41.42); t(97) = -2.55, p <
.05.Accordingly, participants with physical illness had higher scores on Young

Parenting Inventory than participants without physical illness. In other words,
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participants with physical illness were found to be exposed to worse parenting style

than participants without physical illness.

Table 3.7.

Differences of Having a Physical IlIness or not on Parenting Styles

Having a Physical IlIness No Iliness
m sd m sd t (97)
Parenting Styles 19221  54.38 166.59 41.42 -2.55

Note. “p< . 05.

3.2.2.3.  Differences between the levels of Working Status in terms of
Parenting Styles

A t-test was conducted to investigate whether there was a difference between
the levels of working status in terms of parenting style.The result of the analysis was
significant [t(97) = 2.51, p< .05]. In other words, the scores of parenting style were
lower for working participants (m = 158.88, sd = 43.99) than participants not
working (m = 182.78, sd = 46.45).

Table 3.8.

Differences between the levels of Working Status in terms of Parenting Styles

Working Not Working
m sd m sd t(97)
Parenting Style 158.88  43.99 182.78  46.45 251"

Note. "p< . 05
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3.2.3.  Differences among the levels of Demographic Variables on Perceived
Social Support

Demaographic variables were categorized as can be seen from Table 3.2. To
investigate possible differences among these categorized demographic variables on
Perceived Social Support (i.e., total perceived social support, perceived social
support from family, friends, and significant others), separate t-test analyses were
conducted.
3.2.3.1. Differences of Marital Status on Perceived Social Support

To investigate the possible differences between the levels of marital status in
terms of perceived social support, separate t-test analyses were conducted with the
total score of perceived social support, perceived social support from family,
perceived social support from friends, and perceived social support from significant
others as the dependent variables. There was a significant differences between
married (m = 68.17, sd = 14.69) and unmarried (m = 58.62, sd = 17.00) participants;
[t(97) = -2.87, p<.05] in terms of total perceived social support.

Table 3.9.
Differences between the levels of Marital Status on Perceived Social Support

Married Unmarried

m sd m sd t (97)
Perceived Social Support
PSS-Total 68.17 14.69 58.62 17.00 -2.87"
PSS-Family 25.72 3.21 22.50 6.43 -3.337
PSS- Significant Others 20.31 7.91 16.28 8.36 -2.33"

Note. “p< . 05,"p< .01

There was a significant differences between married (m = 25.72, sd = 3.21),
and unmarried (m = 22.50, sd = 6.43) participants; [t(97) = -3.33, p< .01] in terms of

perceived social support from family, too. Married (m = 20.31, sd = 7.91), and
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unmarried (m = 16.28, sd = 8.36) participants were also significantly different from
each other in terms ofperceived social support from significant others [t(97) = -2.33,
p< .05]. Results indicated that married participants perceived higher levels of total
social support, social support from family, and from significant other single
participants.
3.2.3.2. Differences between the levels of having Children or not on Perceived
Social Support

Separate t-tests analyses were conducted to compare levels of having children
on perceived social support. There was a significant difference between
participantswho have children (m = 66.57, sd = 15.31) and who do not have children
(m=57.93, sd = 17.92)[t(97) = -2.06, p< .05] in terms of total perceived social
support. There was also a significant difference between people who have children
(m = 25.23, sd = 3.98) and who do not have children (m = 22.00, sd = 6.87)[t(97) = -
2.65, p< .01] in terms of perceived social support from family. Participants who have
children had higher total perceived social support and perceived social support from
family scores than participants who do not have children.

Table 3.10.

Differences between Having Children or not in terms of Perceived Social Support

Having Children Childless

m sd m sd t(97)
Perceived Social Support
PSS-total 66.57 15.31 57.93 17.92 -2.06"
PSS-Family 25.23 3.98 22.00 6.87 -2.65"

Note. “p< .05,"p< .01
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3.2.3.3.  Differences between Having a Physical IlIness or not in terms of
Perceived Social Support

A t-test was conducted with perceived social support from friends as
dependent variables to investigate the differences between participants having
physical illness and participants with no illness on the measure of perceived social
support from friends. The result showed that there was a significant difference
between participants with physical illness (m = 19.10, sd = 7.63), and without
physical illness (m = 22.35, sd = 6.87) [t(97) = 2.07, p< .05] on the measure of
perceived social support from friends.In other words, participants who have physical
illness perceived friends’ social support lower than participants who have no physical

illness.

Table 3.11.

Differences between Having a Physical Iliness or not in terms of Perceived Social
Support from Friends

Having a Physical IlInesss Having No Physical Iliness
m sd m sd t (97)
Perceived Social Support
PSS-friends 19.10 7.63 2235 6.87 2.07

Note. "p< . 05

3.2.4.  Differences between the levels of Demographic Variables in terms of
Depression

In order to investigate possible differences between the levels of demographic
variables on depression, separate t-test analyses were conducted with depression as
the dependent variable.
3.2.4.1.  Differences between the levels of Education in terms of Depression

In order to find out the level of education differences on the measure of

depression, a t-test was conducted with depression as the dependent variable. There
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was a significant difference between people graduated at most from high school (m =
12.34, sd = 7.60) and at least from university (m = 9.24, sd = 6.74)[t(97) = 2.15, p<
.05] in terms of depression. The result suggested that participants with higher

education reported lower scores on depression than low educated participants.

Table 3.12.

Differences between the levels of Education in terms of Depression

At most High School Degree At least University Degree

m sd m sd t (97)

Depression 12.34 7.60 9.24 6.74 2.15

Note. "p<. 05

3.2.4.2.  Differences between the levels of Working Status in terms of
Depression

The differences between the levels of working status on depression were
examined via t-test. There was a significant difference in the scores for working
people (m = 8.14, sd = 6.73) and people who were not working (m = 12.34, sd =
7.25) [t(97) = 2.84, p< .01]. Accordingly, working participants had lower scores on

depression than participants who were not working.

Table 3.13.

Differences between the levels of Working Status in terms of Depression

Working Not Working
m sd m sd t (97)
Depression 8.14 6.73 1234 7.25 2.84™

Note. “p< .01
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3.2.4.3.  Differences between Having a Psychological Disorder or not in terms
of Depression

A t-test was conducted to compare participants with psychological disorder
and without psychological disorder on the measure of depression. There was a
significant differencebetween participant with psychological disorder (m = 15.29, sd
= 9.16), and without psychological disorder (m = 9.88, sd = 6.57)[t(97) = -2.88, p<
.01] in terms of depression. In other words, participants with psychological disorder
had higher scores on depression than participants without psychological disorder.

Table 3.14.

Differences between Having a Psychological Disorder or not in terms of Depression

Having a Psychological Disorder Not Havinga Psychological Disorder

m sd m sd t (97)

Depression 15.29 9.16 9.88 6.57 -2.88™

Note. p< .01

3.2.5.  Differences between the levels of Demographic Variables in terms of
Schema Coping Strategies

The differences between the levels of demographic variables were examined
through separate t-tests with schema coping strategies as the dependent variable.
Significant results of these analyses are presented below.
3.25.1. Differences between the levels of Working Status on Schema Coping
Strategies of Avoidance

In order to investigate differences between the levels of working status on the
schema coping strategies of avoidance, a t-test was conducted with schema coping
strategies of avoidance as the dependent variable. There was a significant difference
in the scores for working participants (m = 122.92, sd = 16.37) and participants who
were not working (m = 130.50, sd = 17.51)[t(97) = 2.17, p< .05]. Working
participants had higher scores on avoidance than participants not working.
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Table 3.15.
Differences between the levels of Working Status in terms of Schema Coping
Strategies of Avoidance

Working Not Working
m sd m sd t (97)
Schema Coping Processes
Avoidance 122.92 16.37 130.50 17.51 217

Note. “p< . 05

3.2.6.  Differences between the levels of Demographic Variables on Burnout
The differences between the levels of demographic variables were examined
through separate t-tests with burnout as the dependent variable. Significant results of
these analyses are presented below.
3.2.6.1. Differences between the levels of WorkingStatus in terms of Burnout
A t-test was conducted to compare the levels of working status on burnout.
There was a significant difference in the scores of working participants(m = 47.14, sd
= 9.60) and participants who were not working [m = 52.11, sd = 11.62; t(97) = 2.17,
p< .05]. The result yielded that working participants had lower scores on burnout

than participants not working.

Table 3.16.

Differences between the levels of Working Status in terms of Burnout

Working Not Working
m sd m sd t (97)
Burnout-total 47.14 9.60 5211  11.62 217"

Note. "p <. 05
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3.2.7.  Differences among the Levels of Dementia on Schema Coping
Strategies, Burnout, Perceived Social Support, and Caregiver Well-Being

In order to explore how three levels of dementia (mild, moderate, and severe)
differ on the measures of the study (i.e., schema coping strategies of avoidance,
schema coping strategies of compensation, total perceived social support, perceived
social support from family, perceived social support from friends, perceived social
support from significant others, caregiver well-being-basic needs, caregiver well-
being-activity of living, depression, and burnout), 10 separate analyses of variance
(ANOVA) were conducted. However, results of the ANOVA analysis showed that
there were no significant differences among the levels of dementia in terms of the
measures of the study. Therefore, the level of dementia was not controlled
throughout the analyses.

3.3.  Intercorrelations among the Measures of the Study

In order to reveal the associations among the measures of the study, Pearson’s
correlation coefficients were calculated for early maladaptive schemas, parenting
styles, depression, and for other measures of the study, namely caregiver well-being,
perceived social support, schema coping strategies, and burnout. The results of these
analyses are presented in the Table 3.17, and only the strong correlation coefficients
greater than .25 were presented.

Results yielded that early maladaptive schemas were significantly and
positively correlated with depression (r = .48, p< .01), indicating that higher schema
scores was related to higher level of depression. However, early maladaptive
schemas were significantly and negatively correlated with basic needs subscale of
Caregiver Well-Being scale (r = -.28, p< .01), which refers higher schema scores
were related to meeting the basic needs less.In addition, early maladaptive schemas
were negatively related to total perceived social support (r = -.25, p<.05), and more
specifically perceived social support from friends (r = -.25, p<.05), which means that
participants having higher schema scores tend to perceive lower total social support
and social support from friends. Furthermore, early maladaptive schemas had
correlations with schema coping strategies of compensation (r = .52, p<.01) and
avoidance (r = .32, p< .01), indicating that participants with higher schema scores
tended to used more schema coping strategies. In addition, early maladaptive
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schemas were significantly and positively correlated with parenting styles (r = .45,
p< .01), indicating more negative parenting styles were related to higher schema
scores; burnout (r = .28, p< .01), indicating that participants with higher schema
scores had higher levels of burnout.

Depression was negatively correlated with caregiver well-being in terms of
meeting of basic needs (r = -.50, p< .01), and performing activities (r = -.36, p<.01),
total perceived social support (r = -.28, p< .01), perceived social support from friends
(r =-.29, p< .01), indicating that participants with higher depression scores had
lower scores on caregiver well-being and perceived social support. Additionally,
depression had positive correlations with schema coping strategies of avoidance (r =
.33, p< .01), burnout (r = .33, p<.01), and parenting styles (r = .33, p< .01), which
means higher levels of depression was associated with higher levels of schema
coping strategies of avoidance, higher levels of burnout, and worse parenting styles.

Regarding caregiver well-being-basic needs, significant results were yielded
with caregiver well-being-activity of living (r = .67, p< .01), indicating that higher
meeting basic needs more was related to higher performance on activities of living;
total perceived social support (r = .49, p< .01), perceived social support from
significant other (r = .36, p<.01), perceived social support from family (r = .42, p<
.01), perceived social support from friends (r= .41, p< .01), meaning that participants
meeting their basic needs more perceived more social support, including from
significant other, family, and friend and experienced less burnout (r = -.27, p< .01).

Caregiver well-being-activity of living was found to be associated with total
perceived social support (r = .34, p< .01), perceived social support from significant
other (r = .25, p< .05), perceived social support from family (r = .26, p< .05), and
perceived social support from friends (r = .30, p< .01), indicating that higher
performance on activities of living was associated with higher levels of perceived
social support.

Total perceived social support had significant associations with perceived
social support from significant other (r = .90, p< .01), perceived social support from
family (r = .53, p<.01), perceived social support from friends (r = .85, p<.01),
indicating that higher total perceived social support was related to higher scores on

the different sources of perceived social support; burnout (r = -.32, p< .01), which
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means that participants who perceived higher social support experienced less
burnout; and parenting styles (r = -.25, p< .05), meaning that participants who

perceived higher social support exposed to better parenting styles.

Table 3.17.
Pearson’s Correlations among the Measures of the Study

Variables YSQ BDI BN AL MSPSS PSSFA PSSFR PSSSO YCI YRAI YPI MBI

YSQ 1

BDI 487 1

BN -287 -50™ 1

AL -18 -367 677 1

MSPSS -25" -28" 49™ 34" 1
PSSFA -18 -22° 427 26" 53 1

*%

PSSFR -25" -29".41™ 307 .85" .21 1

PSSSO -16 -17 .36~ .25° 907 .28 .67 1

Fk

YClI 527 11 .06 .01 -07 .06 -.05 -12 1

YRAlI 32" 337-17 -15-14  -09 -.09 -13 347 1

YPI 457 337 22" -13 -25" -16 -287 -15 23" 24" 1

MBI 28" .337-277-20"-32" -23° -327 -21" 267 07 447 1

Note 1. “p<.05,"p< .01

Note 2. YSQ = Young Schema Questionnaire, BDI = Beck Depression Inventory, BN = Caregiver
Well-Being Scale-Basic Needs, AL = Caregiver Well-Being Scale- Activity of Living, MSPSS =
Multidimensional Scale of Perceived Social Support, PSSFA = Perceived Social Support from
Family, PSSFR = Perceived Social Support from Friends, PSSSO = Perceived Social Support from
Significant Others, YCI = Young Compensation Inventory, YRAI = Young Rygh Avoidance
Inventory, YPI = Young Parenting Inventory, MBI = Maslach Burnout Inventory.

In addition, perceived social support from significant others was found to be
associated with perceived social support from family (r = .28, p< .01); and perceived
social support from friends (r = .67, p< .01). Perceived social support from
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friends,also had a significant association with parenting styles (r = -.28, p< .01),
indicating higher levels of perceived social support from friends were related to
lower negative parenting styles.

Regarding burnout, significant results were revealed with perceived social
support from friends (r = -.32, p < .01), indicating that higher levels of burnout were
associated with lower perception of social support from friends; schema coping
strategies-compensation (r = .26, p< .01), meaning that participants reported higher
levels of burnout were more likely to use schema coping strategies-compensation;
and parenting styles (r = .44, p< .01), indicating higher levels of burnout were related
to worse parenting styles.

Finally, schema coping strategies-compensation was found to be associated
with schema coping strategies-avoidance (r = .35, p<.01), which means that higher
levels of compensation were associated with higher levels of avoidance.

Il.  Analyses for Testing the Hypotheses
3.4. Mediation Analyses

In order to examine the mediating factors between parenting styles as
predictor variable, and respectively caregiver well-being-basic needs, caregiver well-
being-activity of living, burnout, and depression as outcome variables; four separate
mediation analyses were conducted by following the steps proposed by Baron and
Kenny (1986). As for the first mediation analysis; the mediator role of early
maladaptive schemas on the relationship between parenting styles and caregiver
well-being-basic needs was examined. As for the second mediation analysis; the
mediator role of early maladaptive schemas on the relationship between parenting
styles and caregiver well-being-activity of living was investigated. In the third
model; the mediator role of early maladaptive schemas on the relationship between
parenting styles and burnout was examined. Finally, the mediator role of early
maladaptive schemas on the relationship between parenting styles and depression
was investigated.

Before the analyses, zero-order correlations among the predictor, mediator,
and outcome variables were examined (see Table 3.17). Following conditions should
be satisfied to call a variable a “mediator” according to “causal steps” approach.

First, predictor variable should significantly predict the outcome variable. Second,
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the mediator variable should significantly predict the outcome variableafter
controlling for the predictor. In addition, the association between the predictor
variable and outcome variable should become non-significant or decrease
significantly when the mediator effect is controlled. In addition, predictor variable
should significantly predict the mediator variable (Baron & Kenny, 1986).

3.4.1. The Mediator Role of Early Maladaptive Schemas between Parenting
Styles and Caregiver Well-Being-Basic Needs Relation

In order to test the mediator role of early maladaptive schemas between
parenting styles and caregiver well-being-basic needs, separate regression analyses
were performed. Correspondingly, in the first step of the first analysis, parenting
styles was entered into the regression equation as the predictor of caregiver well-
being-basic needs [pr =-.22, f =-.22, 1(97) = -2.18, p< .05] and it explained 5% of
the variance [F(1, 97) = 4.73, p< .05]. After that, as the second step, early
maladaptive schemas was entered into the regression as the predictor of caregiver
well-being-basic needs [pr = -.28, p = -.28, t(97) = -2.84, p< .01] and it explained 8%
of the variance [F(1, 97) = 8.09, p< .01]. After controlling for early maladaptive
schemas, previously observed relationship between parenting styles and caregiver
well-being-basic needs decreased its strength [pr = -.22, p = -.11, t(96) = -1.04,
p=.30] and the observed decrease was confirmed to be significant by the Sobel test (z
= -2.44, p< .05).

Finally, in order to complete the mediation analysis, parenting styles should
have a significant relationship with early maladaptive schemas. For this reason,
another regression analysis was conducted to investigate the association of parenting
styles with early maladaptive schemas. Parenting styles was entered into equation [pr
= .45, f=.45,1(97) = 4.96, p< .001] and it explained 20% of variance in early
maladaptive schemas [F(1, 97) = 24.61, p< .001].

The two regression analyses with further support of Sobel test showed that
early maladaptive schemas mediated the relationship between parenting styles and

caregiver well-being-basic needs.
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Table 3.18.
The Summary of the Mediation Analysis for Parenting Styles and Caregiver Well-

Being-Basic Needs

Outcome Variable Predictor S t df F pr

Basic Needs 1. Parenting -22 -218° 197 473 -22 .05
Styles

2. Early -28 -2.84" 197 809" -28 .08
Maladaptive
Schemas

(Parenting Styles) -11  -1.04 - - -.22 -

EMS 1.Parenting 45 496" 1,97 24617 45 .20
Styles

Note. "p < .05, ™p< .01, ""p<.001

Parenting Styles 22" (-.11™) _ Caregiver Well-Being-Basic Needs

*kk *%

45 -.28

Early Maladaptive Schemas

Note. "=non-significant, "p<.05, ™p <. 01, ""p< .001

Figure 3.1.
The Mediator Role of Early Maladaptive Schemas between Parenting Styles and

Caregiver Well-Being-Basic Needs
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3.4.2.  The Mediator Role of Early Maladaptive Schemas between Parenting
Styles and Caregiver Well-Being-Activity of Living Relation

In order to test the mediator role of early maladaptive schemas between
parenting styles and caregiver well-being activity of living, separate regression
analyses were run. Correspondingly, in the first step of the first analysis, parenting
styles was entered into the regression equation as the predictor of caregiver well-
being activity of living [pr =-.13, p =-.13, t(97) = -1.25, p=.21] and it explained 2%
of the variance [F(1, 97) = 1.57, p=.21]. After that as the second step, early
maladaptive schemas was entered into the regression as the predictor of caregiver
well-being activity of living [pr = -.18, = -.18, t(97) = -1.76, p=.08] and it
explained 3% of the variance [F(1, 97) = 3.08, p=.08]. After controlling for early
maladaptive schemas, previously observed relationship between parenting styles and
caregiver well-being did not decrease its strength [pr =-.18, g = -.15, t(96) = -1.33,

p=.19]. Therefore, the Sobel test was not run.

Table 3.109.
The Summary of the Mediation Analysis for Parenting Styles and Caregiver Well-

Being-Activity of Living

Outcome Variable Predictor S t df F pr
Activity of Living 1. Parenting -13 -1.25™ 197 157" -13 .02
Styles
2. EMS -18 -1.76™ 1,97 3.08® -.18 .03
(Parenting Styles) -.15 -1.33" - - -.18 -
EMS 1. Parenting 45 4967 1,97 24617 45 .20
Styles

Note 1."=non-significant,” p< .001

Note 2. EMS = Early Maladaptive Schemas
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Parenting Styles -.13™ (-.15") Caregiver Well-Being-Activity
e of Living

*k*k

45 -.18™

Early Maladaptive Schemas

Note. "=non-significant, "p< .001

Figure 3.2.

The Mediator Role of Early Maladaptive Schemas between Parenting Styles and

Caregiver Well-Being-Activity of Living

For mediation, parenting styles should have a significant association with
early maladaptive schemas. Therefore, another regression analysis was conducted to
examine the relationship between parenting styles and early maladaptive schemas.
Parenting styles was entered into the equation [pr=.45, f=.45, t(97) = 4.96, p<.001]
and it explained 20% of variance in early maladaptive schemas [F(1, 97) =24.61, p<
.001]. The analysis was not suitable for Baron and Kenny’s (1986) “casual steps”
approach in testing mediation. Therefore, it can be said that early maladaptive
schemas did not mediate the relation between parenting styles and caregiver well-
being-activity of living.

3.4.3. The Mediator Role of Early Maladaptive Schemas between Parenting
Styles and Burnout Relation

In order to test the mediator role of early maladaptive schemas between
parenting styles and burnout, separate regression analyses were performed.

Correspondingly, in the first step of the first analysis, total parenting styles
score was entered into the regression equation as the predictor of burnout [pr = .44,
= .44, 1(97) = 4.84, p< .001] and it explained 20% of the variance [F(1, 97) = 23.45,

p< .001]. As the second step, early maladaptive schemas were entered into the

53



regression equation as the predictor of burnout [pr = .28, = .28, t(97) = 2.84, p<
.01] and it explained 8% of the variance [F(1, 97) = 8.08, p< .01]. After controlling
for early maladaptive schemas, previously observed relation between parenting styles
and burnout decreased [pr = .44, = .40, t(97) = 3.89, p< .001] and the observed
decrease was significant according to the Sobel test (z = 2.52, p< .05). To complete
the mediation analysis, there should be a relationship between parenting stylesand
early maladaptive schemas. For this reason, another regression analysis was
conducted to investigate the association between parenting styles and early
maladaptive schemas. Parenting styles was entered into equation [pr = .45, § = .45,
t(96) = 4.96, p< .001] and it explained 20% of variance in early maladaptive schemas
[F(1, 97) = 24.61, p< .001].These two regression analyses supported by Sobel test
showed that early maladaptive schemas mediated the relationship between parenting
styles and burnout. In addition, early maladaptive schemas accounted for 20% of the

variance in the relation between parenting styles and burnout.

Table 3.20.

The Summary of the Mediation Analysis for Parenting Styles and Burnout

Outcome Variable  Predictor B t df F pr
Burnout 1. Parenting A4 4.84™" 1,97 2345 44 20
Styles
2. EMS .28 2.847 1,97 8.08" .28 .08
(Parenting Styles) .40  3.89™" - - 44 -
EMS 1.Parenting 45 496" 1,97 24617 .45 20
Styles

Note 1. ™p <.01,""p< .001

Note 2. EMS = Early Maladaptive Schemas
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*kk Sk

Parenting Styles 4477 (407) _ Burnout

*%

4577 28

Early Maladaptive Schemas

Note. "p<.01, ""p<.001

Figure 3.3.
The Mediator Role of Early Maladaptive Schemas between Parenting Styles and

Burnout

3.4.4. The Mediator Role of Early Maladaptive Schemas between Parenting
Styles and Depression Relation

In order to test the mediator role of early maladaptive schemas between
parenting styles and depression, separate regression analyses were
conducted.Accordingly, in the first step of the first analysis, parenting styles was
entered into the regression equation as the predictor of depression [pr = .33, f = .33,
t(97) = 3.43, p< .01] and it explained 11% of the variance [F(1, 97) = 11.76, p< .01].
Then, early maladaptive schemas was entered into the regression equation as the
predictor of depression [pr = .48, f = .48, t(97) = 5.36, p< .001] and it explained 23%
of the variance [F(1, 97) = 28.70, p< .001]. After controlling for early maladaptive
schemas, previously observed relationship between parenting styles and
depressiondecreased [pr = .33, f = .14, t(96) = 1.44, p=.15] and the observed
decrease was significant as illustrated by the Sobel test (z = 3.61, p< .001).
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Table 3.21.
The Summary of the Mediation Analysis for Parenting Styles and Depression

Outcome Variable  Predictor s t df F pr
Depression 1. Parenting 33 3437 197 11767 33 .11
Styles
2. EMS 48 53677 1,97 28.70™" .48 .23
(Parenting Styles) A4 1.44™ - - .33 -
EMS 1. Parenting 45 4967 1,97 24.617" .45 .20
Styles

Note 1."=non-significant, “p<.01, ""p<.001
Note 2. EMS = Early Maladaptive Schemas

Parenting Styles 337 (.14") Depression

v

45" 48

Early Maladaptive Schemas

Figure 3.4.
The Mediator Role of Early Maladaptive Schemas between Parenting Styles and

Depression

To complete the mediation analysis, parenting styles should have a significant
association with early maladaptive schemas. Therefore, another regression analysis
was also conducted to examine the relationship between parenting styles and early
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maladaptive schemas. Parenting styles was entered into equation [pr = .45, § = .45,
t(97) = 4.96, p< .001] and it explained 20% of variance in early maladaptive schemas
[F(1, 97) = 24.61, p< .001].

These two regression analyses that were supported by the Sobel test showed
that early maladaptive schemas mediated the relationship between parenting styles

and depression.

Table 3.22.
The Results of the Mediation Analyses

v Mediator DV Mediation Sobel
Parenting Styles EMS Basic Needs Yes Significant
Parenting Styles EMS Activity of Living No
Parenting Styles EMS Burnout Yes Significant
Parenting Styles EMS Depression Yes Significant

Note. EMS = Early Maladaptive Schemas

3.5. Moderation Analyses

Before running the regression analyses, the predictors were linearly
transformed by subtracting the respective sample mean from each predictor in order
to center the variables. Then, as Aiken and West (1991) suggested, variableswere
multiplied for the interaction term. After the examination of zero-order correlations,4
sets of moderation analyses were conducted. In the first three sets, moderating roles
of perceived social support, schema coping process of avoidance, and schema coping
processes of compensation were investigated. In each of these sets, there were 4
moderation analyses regressing on caregiver well-being basic needs, caregiver well-
being activity of living, depression, and burnout were conducted. The moderating
role of perceived social support, schema coping processes of avoidance, and schema
coping processes of compensation on the association between early maladaptive

schemas and caregiver well-being-basic needs, caregiver well-being activity of
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living, depression, and burnout were examined. On the other hand, in the fourth set
of moderation analyses, the moderating role of perceived social support from family,
perceived social support from friends, and perceived social support from significant
others were investigated. The moderating role of these different sources of perceived
social support on the relationship between early maladaptive schemas and caregiver

well-being-basic needs were examined.

Table 3.23.

The Summary of the Set of Moderation Analyses

Predictor Moderator Outcome Moderation Significant
1 Moderation EMS PSS BN Yes
2" Moderation EMS PSS AL No
3" Moderation EMS PSS Depression No
4™ Moderation EMS PSS Burnout No
1% Moderation EMS Avoidance BN No
2" Moderation EMS Avoidance AL No
3" Moderation EMS Avoidance Depression No
4™ Moderation EMS Avoidance Burnout No
1% Moderation EMS Compensation BN No
2" Moderation EMS Compensation AL No
3" Moderation EMS Compensation Depression No
4™ Moderation EMS Compensation Burnout No
1% Moderation EMS PSS-from Family BN No
2" Moderation EMS PSS-from Friends BN No
3" Moderation EMS PSS-from S.O. BN Yes

Note. EMS=Early Maladaptive Schemas, PSS=Perceived Social Support, PSS-from S.O.=Perceived
Social Support from Significant Others, AL=Caregiver Well-Being-Activity of Living, BN=Caregiver
Well-Being-Basic Needs.
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3.5.1. Moderating Role of Perceived Social Support

In this set of analyses, the moderating role of perceived social support was
examined with four hierarchical regression analyses. Caregiver well-being-basic
needs, caregiver well-being-activity of living, depression, and burnout were
sequentially used as the dependent variables in the regression equations. After the
examination of zero-order correlations, hierarchical multiple regression analysis
regressing the caregiver well-being basic needs, caregiver well-being activity of
living, depression, and burnout to perceived social support and early maladaptive
schemas was conducted. As Aiken and West (1991) suggested, before running the
regression analyses, all variables were centered.
3.5.1.1. Moderating Role of Perceived Social Support on the Relationship
between Early Maladaptive Schemas and Caregiver Well-Being-Basic Needs

In order to test the moderating role of perceived social support between
caregiver well-being-basic needs and early maladaptive schemas, two steps of
multiple regressions were generated using the procedure suggested by Baron and
Kenny (1986). In the first regression analysis, early maladaptive schemas and
perceived social support were entered in the first step and in the second step, the
interaction terms was entered.

According to the result of hierarchical multiple regression analysis presented
in Table 3.24, there were main effects of early maladaptive schemas (5 = -.18, t(96)=
-2.04, p< .05), and perceived social support (5 =.41, t(96)= 4.52, p< .001). That is,
early maladaptive schemas and perceived social support were significantly associated
with the caregiver well-being-basic needs (F(2,96) = 17.64, p< .001). In the second
step, the interaction of perceived social support and early maladaptive schemas did
also reveal a significant relationship with caregiver well-being-basic needs (5 = .18,
t(95)=2.06, p< .05, 4R?= .03), (Fchange(1,95) = 4.25, p< .05) that is, perceived social
support moderated the relationship between early maladaptive schemas and caregiver
well-being-basic needs. The corresponding B, Standard Error of B, 8, R°change and

F change values; and d.f. values for the F change scores are presented in Table 3.24.
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Table 3.24.
Regression Models Predicting Caregiver Well-Being-Basic Needs with Early
Maladaptive Schemas and Perceived Social Support

Caregiver Well-Being-Basic Needs

Variable B SEB p t AR? AF df
Step 1 27 17.64™ 2,96
EMS -06 .03 -18" -2.04 96
PSS 35 .08 4174527 96
Step 2 .03 4.25" 1,95
PSS X EMS 00 .00 .18" 2.06 95

Note 1. "p< .05, ™p<.001

Note 2. PSS = Perceived Social Support, EMS = Early Maladaptive Schemas

Figure 3.5. shows the interaction effect of perceived social support and early
maladaptive schemas on caregiver well-being-basic needs. Using procedures
recommended by Cohen, Cohen, West, and Aiken (2002), the simple regression of
caregiver well-being-basic needs on early maladaptive schemas was computed for
high (16.03) and low (-16.03) levels of perceived social support (i.e., M + SD).
Next, the slope of each regression line was tested in order to see whether they were
statistically significant (Aiken & West, 1991). This analysis revealed that the positive
regression of caregiver well-being-basic needs on early maladaptive schemas
occurred when perceived social support is low (8 = -.35, t(95) = -2.78, p< .01) but
not when perceived social support is high (5 = -.02, t(95) = -.14, p = .89).

Accordingly, when perceived social support is high, there was no significant
difference between high and low early maladaptive schemas when predicting
caregiver well-being-basic needs. In other words, if caregivers of dementia patients
perceived higher levels of social support, having high or low schema scores did not

make a difference in terms of caregiver well-being. However, when perceived social
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support is low, there was a difference between high and low early maladaptive
schemas when predicting caregiver well-being basic needs. That is, caregivers of
dementia patients who had high schema scores had lower caregiver well-being as
compared to caregivers with low schema scores if they perceived low social support.
Thus, perceived social support can be a protective factor for caregivers of dementia

patients with higher schema scores in terms of caregiver well-being.

8,00 -

6,00 - —
4,00 -
2,00 - —>
0.00 - High PSS
-2,00 -
BN -4,00 - Low PSS
-6,00 -
-8,00 -
-10,00 -

-12,00 -

Low High
Early Maladaptive Schemas

Note. PSS=Perceived Social Support, BN=Caregiver Well-Being-Basic Needs

Figure 3.5.
Interaction effect of perceived social support and early maladaptive schemas

3.5.1.2. Moderating Role of Perceived Social Support on the Relationship
between Early Maladaptive Schema and Caregiver Well-Being-Activity of
Living

In order to test the moderating role of perceived social support between
caregiver well-being-activity of living and early maladaptive schemas, two steps of

multiple regressions were generated using the procedure suggested by Baron and
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Kenny (1986). In the first regression analysis, early maladaptive schemas and
perceived social support were entered in the first step and in the second step, the

interaction terms was entered.

Table 3.25.
Regression Models Predicting Caregiver Well-Being-Activity of Living with Early

Maladaptive Schemas and Perceived Social Support

Caregiver Well-Being-Activity of Living

Variable B SEB B t  AR? AF df
Step 1 12 6.76" 2,96
EMS -03 .03  -10™ -1.02™ 96
PSS 25 .08 317 3.017 96
Step 2 00 13" 1,95
PSS X EMS 00 .00 047 36™ 95

Note 1. ™= non-significant, “p< .01

Note 2. PSS = Perceived Social Support, EMS = Early Maladaptive Schemas

According to the results of hierarchical multiple regression analysis presented
in Table 3.25, early maladaptive schemas was not significantly associated with
caregiver well-being-activity of living (8 = -.10, t(96) = -1.02, p = .31), (F(2,96) =
6.76, p< .01). On the other hand, perceived social support was significantly and
positively associated with caregiver well-being-activity of living (5 = .31, t(96)=3.01,
p<.01). The interaction of perceived social support and early maladaptive schemas
revealed no significant association with caregiver well-being-activity of living
(8=.04, 1(95)=.36, p= .72, 4R?>= .00), (Fchange(1,95)=.13, p=.72). In other words,
perceived social support did not moderate the relationship between early maladaptive
schemas and caregiver well-being-activity of living. The corresponding B, Standard
Error of B, B, R? change and F change values; and d.f. values for the F change scores
are presented in Table 3.25.
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3.5.1.3.  Moderating Role of Perceived Social Support on the Relationship
between Early Maladaptive Schemas and Depression

In order to test the moderating role of perceived social support between
depression and early maladaptive schemas, two steps of multiple regressions were
generated using the procedure suggested by Baron and Kenny (1986). In the first
regression analysis, early maladaptive schemas and perceived social support were
entered in the first step and in the second step, the interaction terms was entered.
According to the result of hierarchical multiple regression analysis presented in
Table 3.26, early maladaptive schemas was significantly and positively associated
with depression (f = .44, t(96)=4.88, p< .001), (F(2,96) = 16.66, p< .001). On the
other hand, perceived social support was not significantly associated with depression
(6 =-.15, 1(96) = -1.64, p = .10). The interaction of perceived social support and
early maladaptive schemas was also not significant (5 = -.11, t(95) =-1.18, p = .24,
AR?=.01), (Fchange(1,95) = 1.40, p = .24). In other words, perceived social support
did not moderate the relationship between early maladaptive schemas and
depression. The corresponding B, Standard Error of B, 3, R? change and F change

values; and d.f. values for the F change scores are presented in Table 3.26.

Table 3.26.
Regression Models Predicting Depression with Early Maladaptive Schemas and

Perceived Social Support

Depression
Variable B SEB B t AR? AF df
Step 1 .26 16.66"" 2,96
EMS .07 .02 447" 488 96
PSS -.07 .04 -15™  -1.64™ 96
Step 2 .01 1.40™ 1,95
PSS X EMS -.00 .00 =11 -1.18™ 95

Note 1. ™= nonsignificant *"p < .001

Note 2. PSS = Perceived Social Support, EMS = Early Maladaptive Schemas
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3.5.1.4. Moderating Role of Perceived Social Support on the Relationship
between Early Maladaptive Schemas and Burnout

In order to test the moderating role of perceived social support between
burnout and early maladaptive schemas, two steps of multiple regressions were
generated using the procedure suggested by Baron and Kenny (1986). In the first
regression analysis, early maladaptive schemas and perceived social support were
entered in the first step and in the second step, the interaction terms was entered.
According to the result of hierarchical multiple regression analysis presented in
Table 3.27, there were main effects early maladaptive schemas (5 = .21, t(96)=2.12,
p < .05) and perceived social support (8 = -.27, t(96) = -2.73, p< .01). That is, early
maladaptive schemas and perceived social support were significantly related to
burnout (F(2,96) = 7.90, p< .01). On the contrary, the interaction of perceived social
support and early maladaptive schemas was not significant in predicting burnout (5 =
.05, t(95) = .55, p = .59, 4R? = .00), (Fchange(1,95) = .30, p = .59). In other words,
perceived social support did not moderate the relationship between early maladaptive
schemas and burnout. The corresponding B, Standard Error of B, 8, R*change and F

change values; and d.f. values for the F change scores are presented in Table 3.27.

Table 3.27.
Regression Models Predicting Burnout with Early Maladaptive Schemas and

Perceived Social Support

Burnout
Variable B SEB p t AR? AF df
Step 1 14 7.90” 2,96
EMS.05 .03 21 2127 96
PSS -19 07 -277 2737 96
Step 2 .00 .30™ 1,95
PSS X EMS .00 .00 .05"™ .55™ 95

Note 1. ™=non-significant, “p< .05, "p< .01

Note 2. PSS = Perceived Social Support, EMS = Early Maladaptive Schemas
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3.5.2.  Moderating Role of Schema Coping Processes of Avoidance

In this set of analyses, moderating role of schema coping processes of avoidance
was examined with four hierarchical regression analyses. Caregiver well-being-basic
needs, caregiver well-being-activity of living, depression, and burnout were
sequentially used as dependent variables in the regression equations. After
examination of the zero-order correlations, hierarchical multiple regression analysis
regressing the caregiver well-being-basic needs, caregiver well-being activity of
living, depression, and burnout to schema coping processes of avoidance and early
maladaptive schemas was conducted. As Aiken and West (1991) suggested, before
running the regression analyses, all variables were centered.
3.5.2.1. Moderating Role of Schema Coping Processes of Avoidance on the
Relationship between Early Maladaptive Schemas and Caregiver Well-Being
Basic Needs

In order to test the moderating role of schema coping processes of avoidance
between caregiver well-being-basic needs and early maladaptive schemas, two steps
of multiple regressions were generated using the procedure suggested by Baron and
Kenny (1986). In the first regression analysis, early maladaptive schemas and
schema coping processes of avoidance were entered in the first step and in the
second step, the interaction terms was entered.

According to the result of hierarchical multiple regression analysis presented
in Table 3.28, early maladaptive schemas was significantly and negatively associated
with caregiver well-being-basic needs (f = -.26, t(96)= -2.43, p< .05), (F(2,96) =
4.46, p< .05). On the other hand, schema coping processes of avoidance was not
significantly associated with caregiver well-being-basic needs (5 = -.09, t(96) = -.84,
p = .41). The interaction of schema coping processes of avoidance and early
maladaptive schemas was also not significant (8 = .05, t(95) = .50, p = .62, 4R? =
.00), (Fchange(1,95) = .25, p = .62). That is, schema coping processes of avoidance did
not moderate the relationship between early maladaptive schemas and caregiver
well-being-basic needs. The corresponding B, Standard Error of B, 8, R?change and

F change values; and d.f. values for the Fchange scores are presented in Table 3.28.
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Table 3.28.
Regression Models Predicting Caregiver Well-Being-Basic Needs with Early

Maladaptive Schemas and Schema Coping Processes of Avoidance

Caregiver Well-Being-Basic Needs

Variable B SEB p t AR? AF df
Step 1 .09 4.46 2,96
EMS -08 .03 -26 -2.43" 96
Avoidance -07 .08 -.09™  -84™ 96
Step 2 .00 .25™ 1,95
Avoidance X EMS 00 .00 .05™ .50™ 95

Note 1. ™=non-significant, "p< .05

Note 2. EMS = Early Maladaptive Schemas

3.5.2.2. Moderating Role of Schema Coping Processes of Avoidance on the
Relationship between Early Maladaptive Schemas and Caregiver Well-Being-

Activity of Living

In order to test the moderating role of schema coping processes of avoidance
between caregiver well-being-activity of living and early maladaptive schemas, two
steps of multiple regressions were generated using the procedure suggested by Baron
and Kenny (1986). In the first regression analysis, early maladaptive schemas and
schema coping processes of avoidance were entered in the first step and in the
second step, the interaction terms was entered. According to the result of hierarchical
multiple regression analysis presented in Table 3.29, early maladaptive schemas was
not revealed a significant association with caregiver well-being-activity of living (6 =
-.14, 1(96) = -1.35, p = .18), (F(2,96) = 2.08, p = .13). In addition, schema coping
processes of avoidance was not significantly associated with caregiver well-being-
activity of living (8 = -.11, t(96) = -.99, p = .33). The interaction of schema coping

processes of avoidance and early maladaptive schemas was also not significant (5 =
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.02, 1(95) = .24, p = .81, 4R?=.00), (Fchange(1,95) = .06, p = .81), that is, schema
coping processes of avoidance did not moderate the relationship between early
maladaptive schemas and caregiver well-being-activity of living. The corresponding
B, Standard Error of B, 8, R’change and F change values; and d.f. values for the F

change scores are presented in Table 3.29.

Table 3.29.

Regression Models Predicting Caregiver Well-Being-Activity of Living with Early
Maladaptive Schemas and Schema Coping Processes of Avoidance

Caregiver Well-Being-Activity of Living

Variable B SEB § t AR? AF df
Step 1 .04 2.08™ 2,96
EMS -.04 .03 -14"™  -1.35™ 96
Avoidance -08 .08 -11™ -99™ 96
Step 2 .00 .06"™ 1,95
Avoidance X EMS .00 .00 027 24" 95

Note 1. ™=non-significant

Note 2. EMS = Early Maladaptive Schemas

3.5.2.3. Moderating Role ofSchema Coping Processes of Avoidance on the

Relationship between Early Maladaptive Schemas and Depression

In order to test the moderating role of schema coping processes of avoidance
between depression and early maladaptive schemas, two steps of multiple regressions
were generated using the procedure suggested by Baron and Kenny (1986). In the
first regression analysis, early maladaptive schemas and schema coping processes of
avoidance were entered in the first step and in the second step, the interaction terms

was entered. According to the results of hierarchical multiple regression analysis
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presented in Table 3.30, there were main effects of early maladaptive schemas (5 =
40, t1(96) = 4.25, p< .001) and schema coping processes of avoidance (f = .22, t(96)
= 2.34, p< .05). That is, early maladaptive schemas and schema coping processes of
avoidance were significantly associated with depression (F(2,96) = 17.29, p< .001).
However, the interaction of schema coping processes of avoidance and early
maladaptive schemas was not significant (8 = .11, t(95) = 1.24, p = .22, 4R?= .01),
(Fchange(1,95) = 1.54, p = .22), that is, schema coping processes of avoidance did not
moderate the relationship between early maladaptive schemas and depression. The
corresponding B, Standard Error of B, A, R°change and F change values; and d.f.

values for the F change scores are presented in Table 3.30.

Table 3.30.
Regression Models Predicting Depression with Early Maladaptive Schemas and

Schema Coping Processes of Avoidance

Depression
Variable B SEB p t AR? AF df
Step 1 27 17297 2,96
EMS 07 .02 407 4257 96
Avoidance 09 04 220 234 96
Step 2 .01 1.54"™ 1,95
Avoidance X EMS .00 .00 .11™ @ 1.24™ 95

Note 1. ™=nonsignificant, "p< .05, ™"p < .001

Note 2. EMS = Early Maladaptive Schemas
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3.5.2.4. Moderating Role of Schema Coping Processes of Avoidance on the
Relationship between Early Maladaptive Schemas and Burnout

In order to test the moderating role of schema coping processes of avoidance
between burnout and early maladaptive schemas, two steps of multiple regressions
were generated using the procedure suggested by Baron and Kenny (1986). In the
first regression analysis, early maladaptive schemas and schema coping processes of
avoidance were entered in the first step and in the second step, the interaction terms

was entered.

Table 3.31.
Regression Models Predicting Burnout with Early Maladaptive Schemas and Schema
Coping Processes of Avoidance

Burnout
Variable B SEB g t  AR? AF df
Step 1 08 402" 29
EMS 08 .03 .31 3.007 96
Avoidance -03 .07 -.05™ .05™ 96
Step 2 .03 3.09™ 195
Avoidance X EMS -00 .00 -17" -1.76™ 95

Note 1. ™=non-significant, "p< .05, “p< .01

Note 2. EMS = Early Maladaptive Schemas

According to the result of hierarchical multiple regression analysis presented
in Table 3.31, early maladaptive schemas was significantly associated with burnout
(6 =.31,t(96) = 3.00, p< .01), (F(2,96) = 4.02, p< .05). However, schema coping
processes of avoidance was not significantly associated with burnout (5 = -.05, t(96)
=-.05, p = .66). In addition, the interaction of schema coping processes of avoidance

and early maladaptive schemas was not significant (8 = -.17, t(95) = -1.76, p = .08,
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AR? = .03), (Fehange(1,95) = 3.09, p = .08), that is, schema coping processes of
avoidance did not moderate the relationship between early maladaptive schemas and
burnout. The corresponding B, Standard Error of B, A, R’change and F change
values; and d.f. values for the F change scores are presented in Table 3.31.

3.5.3.  Moderating Role of Schema Coping Processes of Compensation

In this set of analyses, moderating role of schema coping processes of compensation
was examined with four hierarchical regression analyses. Caregiver well-being-basic
needs, caregiver well-being-activity of living, depression, and burnout were
sequentially used as dependent variables in the regression equations. After
examination of the zero-order correlations, hierarchical multiple regression analysis
regressing the caregiver well-being-basic needs, caregiver well-being-activity of
living, depression, and burnout to schema coping processes of compensation and
early maladaptive schemas was conducted. As Aiken and West (1991) suggested,

before running the regression analyses, all variables were centered.

3.5.3.1. Moderating Role of Schema Coping Processes of Compensation on
the Relationship between Early Maladaptive Schemas and Caregiver Well-

Being-Basic Needs

In order to test the moderating role of schema coping processes of
compensation between caregiver well-being-basic needs and early maladaptive
schemas, two steps of multiple regressions were generated using the procedure
suggested by Baron and Kenny (1986). In the first regression analysis, early
maladaptive schemas and schema coping processes of compensation were entered in
the first step and in the second step, the interaction terms was entered. According to
the result of hierarchical multiple regression analysis presented in Table 3.32, early
maladaptive schemas was significantly associated with caregiver well-being-basic
needs (4 = -.45, t(96) = -3.97, p<.001), (F(2,96) = 7.40, p< .01). Schema coping
processes of compensation was also significantly associated with caregiver well-
being-basic needs (5 = .29, t(96) = 2.63, p< .05). However, the interaction of schema
coping processes of compensation and early maladaptive schemas was not significant
(B =.12,1(95) = 1.22, p = .23, 4R? = .01), (Fchange(1,95) = 1.49, p = .23), that is,
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schema coping processes of compensation did not moderate the relationship between
early maladaptive schemas and caregiver well-being-basic needs. The corresponding
B, Standard Error of B, §, R2change and F change values; and d.f. values for the F
change scores are presented in Table 3.32.

Table 3.32.
Regression Models Predicting Caregiver Well-Being-Basic Needs with Early

Maladaptive Schemas and Schema Coping Processes of Compensation

Caregiver Well-Being-Basic Needs

Variable B SEB § t AR? AF df
Step 1 A3 7.40" 2,96
EMS -14 03 -457 3977 96
Compensation 15 .06 .29 2.63" 96
Step 2 .01 1.49™ 1,95
Compensation X EMS .00 .00 A2 1.22™ 95

Note 1. ™=non-significant, “p< .05, “p< .01, ""p<.001

Note 2. EMS = Early Maladaptive Schemas

3.5.3.2. Moderating Role of Schema Coping Processes of
Compensation on the Relationship between Early Maladaptive Schemas and
Caregiver Well-Being-Activity of Living

In order to test the moderating role of schema coping processes of
compensation between caregiver well-being-activity of living and early maladaptive
schemas, two steps of multiple regressions were generated using the procedure
suggested by Baron and Kenny (1986). In the first regression analysis, early
maladaptive schemas and schema coping processes of compensation were entered in

the first step and in the second step, the interaction terms was entered.According to
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the results of hierarchical multiple regression analysis presented in Table 3.33, early
maladaptive schemas was significantly associated with caregiver well-being-activity
of living (B = -.27, t(96) = -2.31, p< .05), (F(2,96) = 2.19, p = .12). However, schema
coping processes of compensation was not significantly associated with caregiver
well-being-activity of living (8 = -.15, t(96) = 1.26, p = .21). The interaction of
schema coping processes of compensation and early maladaptive schemas was also
not significant (8 = .12, t(95) = 1.21, p = .23, 4R%>= .02), (Fchange(1,95) = 1.46, p =
.23), that is, schema coping processes of compensation did not moderate the
relationship between early maladaptive schemas and caregiver well-being-activity of
living. The corresponding B, Standard Error of B, 8, R>change and F change values;

and d.f. values for the F change scores are presented in Table 3.33.

Table 3.33.
Regression Models Predicting Caregiver Well-Being-Activity of Living with Early

Maladaptive Schemas and Schema Coping Processes of Compensation

Caregiver Well-Being-Activity of Living

Variable B SEB § t AR? AF df
Step 1 .04 2.19™ 2,96
EMS -.08 .03 =277 -2.317 96
Compensation .07 .06 5™ 1.26™ 96
Step 2 .02 1.46™ 1,95
Compensation X EMS .00 .00 Jg2m 121 95

Note 1. ™=non-significant, “p< .05

Note 2. EMS = Early Maladaptive Schemas
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3.5.3.3.  Moderating Role of Schema Coping Processes of Compensation on
the Relationship between Early Maladaptive Schemas and Depression

In order to test the moderating role of schema coping processes of
compensation between depression and early maladaptive schemas, two steps of
multiple regressions were generated using the procedure suggested by Baron and
Kenny (1986). In the first regression analysis, early maladaptive schemas and
schema coping processes of compensation were entered in the first step and in the

second step, the interaction terms was entered.

Table 3.34.
Regression Models Predicting Depression with Early Maladaptive Schemas and

Schema Coping Processes of Compensation

Depression
Variable B SEB B t AR? AF df
Step 1 .25 16.317 2,96
EMS 10 .02 59" 5577 96
Compensation -05 .03 -19® -1.86™ 96
Step 2 .00 44" 1,95
Compensation X EMS .00 .00 -.06™ .66™ 95

Note 1. ™=non-significant, ""p< .001

Note 2. EMS = Early Maladaptive Schemas

According to the results of hierarchical multiple regression analysis
presented in Table 3.34, early maladaptive schemas was significantly associated with
depression (5 = .59, t(96) = 5.57, p<.001), (F(2,96) = 16.31, p< .001). On the
contrary, schema coping processes of compensation was not significantly associated
with depression (f = -.19, t(96) = -1.86, p = .07). The interaction of schema coping
processes of compensation and early maladaptive schemas was also not significant (4

73



= -.06, t(95) = -.66, p = .51, 4R?=.00), (Fchange(1,95) = .44, p = .51), that is, schema
coping processes of compensation did not moderate the relationship between early
maladaptive schemas and depression. The corresponding B, Standard Error of B, g,
R? change and F change values, and d.f. values for the F change scores are presented
in Table 3.34.

3.5.3.4. Moderating Role of Schema Coping Processes of Compensation on
the Relationship between Early Maladaptive Schemas and Burnout

In order to test the moderating role of schema coping processes of compensation
between burnout and early maladaptive schemas, two steps of multiple regressions
were generated using the procedure suggested by Baron and Kenny (1986). In the
first regression analysis, early maladaptive schemas and schema coping processes of
compensation were entered in the first step and in the second step, the interaction

terms was entered.

Table 3.35.
Regression Models Predicting Burnout with Early Maladaptive Schemas and Schema

Coping Processes of Compensation

Burnout
Variable B SEB Vi t AR AF df
Step 1 10 505" 2,96
EMS .05 .03 21" 1.80™ 96
Compensation 06 .05 5™ 1.32™ 96
Step 2 00 32® 195
Compensation X EMS -00 .00 -.06™ -56"™ 95

Note 1. ™=non-significant, “p< .01

Note 2. EMS = Early Maladaptive Schemas
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According to the results of hierarchical multiple regression analysis
presented in Table 3.35, there were no main effects of early maladaptive schemas (5
=.21, 1(96) = 1.80, p = .07) and schema coping processes of compensation (5 = .15,
t(96) = 1.32, p = 19) on burnout. In other words, early maladaptive schemas and
schema coping processes of compensation were not significantly associated with
burnout (F(2,96) = 5.05, p< .01). Similarly, the interaction of schema coping
processes of compensation and early maladaptive schema was not significant (5 = -
.06, t(95) =-.56, p = .57, 4R? = .00), (Fchange(1,95) = .32, p = .57), that is, schema
coping processes of compensation did not moderate the relationship between early
maladaptive schemas and burnout. The corresponding B, Standard Error of B, p,
R?change and F change values; and d.f. values for the F change scores are presented
in Table 3.35.

3.5.4.  Moderating Role of Perceived Social Support from Family, Perceived
Social Support from Friends, and Perceived Social Support from Significant
Others on the Relationship between Early Maladaptive Schemas and Caregiver
Well-Being-Basic Needs

In this set of analyses, moderating role of perceived social support from
family, perceived social support from friends, and perceived social support from
significant others were examined with three hierarchical regression
analyses.Caregiver well-being-basic needs was used as the dependent variable
throughout the analyses. Because only the moderator role of perceived social support
on the association between early maladaptive schemas and caregiver well-being—
basic needs was confirmed by the analyses, the analyses were repeated for different
sources of social support to determine which one really buffers for the negative
effects of early maladaptive schemas. After examination of the zero-order
correlations, hierarchical multiple regression analysis regressing the caregiver well-
being-basic needs to perceived social support from family, perceived social support
from friends, and perceived social support from significant others and early
maladaptive schemas was conducted. As Aiken and West (1991) suggested, before

running the regression analyses, all variables were centered.
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3.5.4.1. Moderating Role of Perceived Social Support from Family on the
Relationship between Early Maladaptive Schemas and Caregiver Well-Being-
Basic Needs

In order to test the moderating role of perceived social support from family
between caregiver well-being-basic needs and early maladaptive schemas, two steps
of multiple regressions were generated using the procedure suggested by Baron and
Kenny (1986). In the first regression analysis, early maladaptive schemas and
perceived social support from family were entered in the first step and in the second

step, the interaction terms was entered.

Table 3.36.
Regression Models Predicting Caregiver Well-Being-Basic Needs with Early

Maladaptive Schemas and Perceived Social Supportfrom Family

Caregiver Well-Being-Basic Needs

Variable B SEB § t AR?  AF df
Step 1 22 13207 2,96
EMS -06 .03 -21° 221 96
PSSFA 110 .28 397 3.93™ 96
Step 2 .00 .04™ 1,95
PSSFA X EMS -.00 .00 -.02™ -.19™ 95

Note 1. ™=non-significant, "p< .05, ""p< .001

Note 2. PSSFA = Perceived Social Support from Family, EMS = Early Maladaptive Schemas

According to the result of hierarchical multiple regression analysis presented
in Table 3.36, early maladaptive schemas was significantly and negatively associated
with caregiver well-being-basic needs (5 = -.21, t(96) = -2.21, p< .05), (F(2,96) =
13.20, p< .001). Perceived social support from family revealed a significant
relationship with caregiver well-being-basic needs (5 = .39, t(96) = 3.93, p< .001),
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too. However, the interaction of perceived social support from family and early
maladaptive schemas was not significant (8 = -.02, t(95) = -.19, p = .85, 4R? = .00),
(Fchange(1,95) = .04, p = .85), that is, perceived social support from family did not
moderate the relationship between early maladaptive schemas and caregiver well-
being-basic needs. The corresponding B, Standard Error of B, 8, R>*change and F
change values; and d.f. values for the F change scores are presented in Table 3.36.
3.5.4.2. Moderating Role of Perceived Social Support from Friends on the
Relationship between Early Maladaptive Schemas and Caregiver Well-Being-
Basic Needs

In order to test the moderating role of perceived social support from friends
between caregiver well-being-basic needs and early maladaptive schemas, two steps
of multiple regressions were generated using the procedure suggested by Baron and
Kenny (1986).

Table 3.37.
Regression Models Predicting Caregiver Well-Being-Basic Needs with Early

Maladaptive Schemas and Perceived Social Support from Friends

Caregiver Well-Being-Basic Needs

Variable B SEB p t AR? AF df
Step 1 .20 11.96™ 2,96
EMS -06 .03 -19° -2.01° 96
PSSFR 59 .18 327 3.297 96
Step 2 .03 3.70™ 1,95
PSSFR X EMS .01 .00 8™ 1.92™ 95

Note 1. ™=non-significant, *p< .05, **p< .01, ***p< .001

Note 2. PSSFR = Perceived Social Support from Friends, EMS = Early Maladaptive Schemas
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In the first regression analysis, early maladaptive schemas and perceived
social support from friends were entered in the first step and in the second step, the
interaction terms was entered. According to the results of hierarchical multiple
regression analysis presented in Table 3.37, there were main effects of early
maladaptive schemas (8 = -.19, t(96)= -2.01, p< .05), (F(2,96) = 11.97, p< .001) and
perceived social support from friends (5 = .32, t(96) = 3.29, p< .01). That is, early
maladaptive schemas, and perceived social support from friends were significantly
associated with caregiver well-being-basic needs. However, there was no significant
moderation effect of perceived social support from friends (8 = .18, t(95) = 1.92, p =
.06, 4R? = .03), (Fchange(1,95) = 3.70, p = .06) on the relationship between early
maladaptive schemas and caregiver well-being-basic needs. The corresponding B,
Standard Error of B, 8, R? change and F change values; and d.f. values for the F
change scores are presented in Table 3.37.
3.5.4.3. Moderating Role of Perceived Social Support from Significant Others
on the Relationship between Early Maladaptive Schemas and Caregiver Well-
Being-Basic Needs

In order to test the moderating role of perceived social support from
significant others between caregiver well-being-basic needs and early maladaptive
schemas, two steps of multiple regressions were generated using the procedure
suggested by Baron and Kenny (1986). In the first regression analysis, early
maladaptive schemas and perceived social support from significant others were
entered in the first step and in the second step, the interaction terms was entered.
According to the result of hierarchical multiple regression analysis presented in
Table 3.38, early maladaptive schemas was significantly and negatively associated
with caregiver well-being-basic needs (6 = -.24, 1(96) = -2.70, p< .01), (F(2,96) =
10.63, p< .001). On the other hand, perceived social support from significant others
was significantly and positively associated with caregiver well-being-basic needs (5
=.32,t(96) = 3.51, p< .01). In addition, the interaction of perceived social support
from significant others and early maladaptive schemas was significant (5 = .26, t(95)
=2.88, p< .01, 4R? = .07), (Fchange(1,95) = 8.29, p < .01), that is, perceived social
support from significant others did moderate the relationship between early
maladaptive schemas and caregiver well-being-basic needs. The corresponding B,
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Standard Error of B, A, R’change and F change values; and d.f. values for the F

change scores are presented in Table 3.38.

Table 3.38.
Regression Models Predicting Caregiver Well-Being-Basic Needs with Early
Maladaptive Schemas and Perceived Social Supportfrom Significant Others

Caregiver Well-Being-Basic Needs

Variable B SEB g t AR*  AF df
Step 1 18  10.63™ 2,96
EMS -.07 03 -24" -2.70" 96
PSSSO .52 A5 327 3517 96
Step 2 07 829" 195
PSSSO X EMS 01 .00 267 288" 95

Note 1. “p< .01, ""p<.001

Note 2. PSSSO = Perceived Social Support from Significant Others, EMS = Early Maladaptive
Schemas

Figure 3.6. shows the interaction effect of perceived social support from
significant others and early maladaptive schemas on caregiver well-being-basic
needs. Using procedures recommended by Cohen, Cohen, West, and Aiken (2002),
the simple regression of caregiver well-being-basic needs on early maladaptive
schemas was computed for high (8.24) and low (-8.24) levels of perceived social
support from significant others (i.e., M + SD). Next, the slope of each regression line
was tested in order to see whether they were statistically significant (Aiken & West,
1991).
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Figure 3.6.
Interaction effect of perceived social support from significant others and early

maladaptive schemas

This analysis revealed that the positive regression of caregiver well-being-
basic needs on early maladaptive schemas occurred when perceived social support
from significant others is low (5 = -.50, t(95) = -3.82, p< .001) but not when
perceived social support is high (8 = .01, t(95) = .09, p = .93).

Accordingly, when perceived social support from significant other was high,
there was no significant difference between high and low early maladaptive schemas
when predicting caregiver well-being-basic needs. In other words, if caregivers of
dementia patients perceived higher levels of social support from significant others,
having higher or lower schema scores did not make a difference in terms of caregiver

well-being. However, when perceived social support from significant other was low,
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there was a difference between high and low early maladaptive schemas when
predicting caregiver well-being basic needs. That is, caregivers of dementia patients
who had higher schema scores was expected to have lower caregiver well-being as
compared to caregivers with lower schema scores if they perceived low social
support from significant others. Thus, perceived social support from significant
others can be a protective factor for caregivers of dementia patients with higher

schema scores in terms of caregiver well-being.
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CHAPTER 4

DISCUSSION

To the purposes of the present study, initially, to investigate the differences
among the levels of demographic variables on the measures of the study (i.e.,
caregiver well-being, depression, and burnout) were examined. Secondly,
intercorrelations among all the measures of the study were calculated. Lastly,
mediating and moderating factors were determined through several different sets of
hierarchical regression analyses. In this chapter, the results of these analyses were
discussed in the light of the related literature. After that, strenghts and limitations of
the present study were addressed. At last, clinical implications of the present study
and recommendations for future research were presented.

4.1. Findings Related to Differences among the Levels of Demographic
Variables on the Measures of the Study

One of the main aims of the present study was to investigate differences
among the levels of demographic variables on the measures of the study. In this part,
differences among the levels of demographic variables namely gender, marital status,
having children or not, having a physical illness or not, working status, level of
education, having psychological disorder or not on all of the measures of the study
(i.e., caregiver well-being, parenting styles, perceived social support, depression,
schema coping strategies, and burnout) were discussed.

4.1.1. Findings Related to Differences among the levels of Demographic
Variables on Caregiver Well-Being

The results of the present study showed that levels of demographic variables
significantly differentiated on caregiver well-being (i.e., activity of living and basic
needs). In this part, results related to differences among the levels of demographic
variables on caregiver well-being were discussed. These demographic variables were

gender, marital status, and having children or not. In other words, gender, marital
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status, and having children or not had brought out significant differences on
caregiver well-being.

Firstly, regarding to gender, females had higher scores on satisfaction with
performing activity of living than males. This finding seems to be inconsistent with
the previous studies indicating that female caregivers were found to have lower well-
being scores than male caregivers (Larson et al., 2008; Ruppanner & Bostean, 2014).
However, this inconsistency can be because of the items in caregiver well-being
activity of living subscale. Items like “ buying food”, “preparing meals”, and
“cleaning house” might be seen as tasks for female in Turkish culture. Therefore,
females may give higher points to these items, and thus, the score of females can be
higher than males.

Secondly, the result of the analysis regarding marital status, differences on
basic needs subscale of caregiver well-being revealed that unmarried participants had
lower scores on meeting their basic needs as compared to those who were married.
This finding is comparable to the results of the previous studies showing that married
participants highlighted to have higher psychological well-being than single
participants (Reneflot & Mamelund, 2012; Stack & Eshleman, 1998; Verbakel,
2012). The reason why married participants scored higher on this dimension might
be because of having higher social and physical support in their marriage. This might
give married participants the opportunity to live their daily life just as before
caregiver role. In studies, the benefit of social support from marital relationship was
supported (e.g., Jackson, 1992). Social support explanation can also be valid for the
result that having children posed significant differences in basic needs subscale of
caregiver well-being. Participants who have children were found to have higher
scores on meeting their basic needs than participants without children, parallel to the
literature. For instance, the study referring to the relationship between having
children and well-being showed a similar finding (Deaton & Stone, 2014).

4.1.2. Findings Related to Differences among the levels of Demographic
Variables on Parenting Styles

According to the results of the present study, demographic variables (i.e.,
gender, having a physical illness or not, and working status) revealed significant
differences on parenting styles. In this part, these results were discussed.
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First of all, regarding to gender, females reported higher scores on parenting
styles than males. In other words, females reported to be exposed to have worse
parenting styles than males when they were asked to retrospectively recall their early
childhood experiences with their parents. One explanation to this finding can be that
females gave more importance to interpersonal interactions as compared to males
(Wagner & Compas, 1990). Another explanation can be related to emotion
expression, and the type of emotion. In recent studies, it was found that females
expressed their emotions more freely than males (Fabes & Martin, 1991; Kring &
Gordon, 1998). In addition, emotions, such as sadness, considered to be the
characteristics of females more than males (Kelly & Hutson-Comeaux, 1999). And,
females reported more negative events as compared to males (Eaton & Bradley,
2008). By these, it may be comprehensible that females expressed negative parenting
styles more freely than males.

Secondly, the levels of having a physical illness differed in parenting styles.
Participants with physical illness reported to be exposed worse parenting practices as
compared to participants without physical illness. This finding is reasonable in the
light of the finding indicating that parent-child relationship was asserted to be less
positive if a child had a chronic physical illness (Pinquart, 2013). Another
explanation to this finding can be that those who were exposed to worse parenting
may also become more vulnerable to illness. Therefore, it is not surprising that
participants with physical illnesses reported to be exposed to have a worse parenting
styles than participants without physical illness.

Thirdly, working participants reported to be raised with better parenting
practices than participants who were not working. Working status can be associated
with higher school achievement, which might be related to parenting styles
indirectly. In other words, this difference can be the result of the negative association
between school achievement and parenting styles (Stright & Yeo, 2014).

4.1.3. Findings Related to Differences among the levels of Demographic
Variables on Perceived Social Support

In this part, results related to differences among the levels of demographic
variables on perceived social support (i.e., total perceived social support, perceived
social support from family, friends, and significant others) were discussed. In this
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respect, marital status, having children or not, and having a physical illness or not
had brought out significant differences on perceived social support.

Firstly, marital status posed significant differences in perceived social
support. In other words, married participants perceived higher levels of total social
support, social support from family, and from significant others as compared to
unmarried participants. This finding is consistent with previous studies indicating
that marital status was found as predictors of perceived social support (Cunningham
& Knoester, 2007; Forouzan et al., 2013; Rambod& Rafihii, 2010). Secondly,
participants having children reported higher total perceived social support, and
perceived social support from family than participants without children. One possible
explanation for this finding would be that being married and having children might
increase people’s social network, and this also may increase the level of perceived
social support. In the literature, similar to this finding, involuntary childless women
reported more dissatisfaction with the social support they receive as compared to
women in general population (Lechner, Bolman, & van Dalen, 2007).

Thirdly, having a physical illness or not differed in terms of perceived social
support, that is, participants who had physical illness perceived friends’ social
support lower than the ones without physical illness.The relationship between social
support and physical illness has been well established in several studies (Cohen &
Wills, 1985; Danhauer, Crawford, Farmer, & Avis, 2009; Rambod, & Rafihii, 2010).
4.1.4. Findings Related to Differences between the levels of Demographic
Variables in terms of Depression

The results of the present study, which indicated that the level of education,
working status, and having a psychological disorder or not, have revealed significant
differences on depression. In this respect, the results related to differences between
the levels of demographic variables on depression were discussed in this part.

First of all, regarding to the level of education, it was found that participants
with higher education level had lower scores on depression as compared to low
educated participants,which is parallel to the literature (Kuscu et al., 2009; Yadav et
al., 2013). In addition, working status differentiated on depression. That is, working
participants reported lower scores on depression than participants who were not
working. This finding was also found to be consistent with the literature (Burr,
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Rauch, Rose, Tisch, & Tophoven, 2014; Castillo, Archuleta, & van Landingham,
2006; Demirtepe, 2008; Lorant et al., 2007; Pacheco, Page, & Webber, 2014). The
level of education and working status were discussed together, because of their
relationship with each other. One reason for this finding is psychological distress.
Psychological distress was found to be higher for the unemployed as compared with
the employed ones (Jackson, Stafford, Banks, & Warr, 1983). And distress was
highlighted to be associated with depression (Coope et al., 1995; Fauth & Gibbons,
2014; Leggett, Zarit, Kim, Almeida, & Klein, 2014; Simpson, & Carter, 2013).
Another reason why working status differentiated on depression is that working
status can be considered as a protective factor, because it increases persons’
resources (Kim, Baker, Spillers, & Wellisch, 2006).

In the literature, whether depression is cause or effect is still unclear (Olesen,
Butterworth, Leach, Kelaher, & Pirkis, 2013). For example, depressed people
reported more new unemployment circumstances. In other words, depression was
found as a cause of unemployment (Biiltmann et al., 2006; Lerner et al., 2004). On
the other hand, depression was seen most commonly among unemployed people
(Yadav et al., 2013). In this case, depression is an effect of unemployment. Although
being cause or effect is unclear in the literature, it is obvious that working status and
depression areclosely associated.

Thirdly, the levels of having a psychological disorder differentiated
significantlyon depression. In other words, participants with a psychological disorder
had higher scores on depression than participants without psychological disorder.
The reason of this difference might be that 20% of the population had mental
disorder at one time or another in their lives, and depression is one of the most
common mental disorders (The British Psychological Society [BPS], 2013). And,
this similar finding regarding the commonality of depression was seen in dementia
caregivers (Covinsky et al., 2003; Mahoney, Regan, Katona, & Livingston, 2005).
4.1.5. Findings Related to Differences between the levels of Demographic
Variables in terms of Schema Coping Strategies

In this part, results related to differences between the levels of demographic
variables on schema coping strategies (i.e., schema coping strategies of avoidance
and schema coping strategies of compensation) were discussed. The levels of

86



working status revealed significant differences in schema coping strategies of
avoidance.

Only schema coping strategies that differed with working status was schema
coping strategies of avoidance, with higher scores of unemployed participants. This
can be explained through the relationship between working status and
psychopathology (Burr, Rauch, Rose, Tisch, & Tophoven, 2014; Castillo, Archuleta,
& van Landingham, 2006; Lorant et al., 2007; Milner, Spittal, Page, LaMontagne,
2014; Olesen, Butterworth, Leach, Kelaher, & Pirkis, 2013; Pacheco, Page, &
Webber, 2014;), which is, in turn, associated with schema coping strategies of
avoidance (Brotchie, Hanes, Wendon, & Waller, 2006; Diez, Zurnalde, & Sola,
2012; Gok, 2012; Spranger, Waller, & Bryant-Waugh, 2000;). From this
relationship, it can be inferred that the relationship between working status and
schema coping strategies might have occurred through psychopathology.

4.1.6. Findings Related to Differences between the levels of Demographic
Variables on Burnout

According to the results of the study, only the levels of working status
brought out significant differences on burnout. In this part, results related to
differences between the levels of demographic variables on burnout were discussed.

In the present study, it was found that working participantshad lower scores
on burnout than participants not working. In other words, employed participants have
lower tendency to experience burnout as compared to unemployed participants. This
finding is surprising because caregiving affects the work life of the caregiver who
spends at least 15 hours per week for caregiving(Mendes, 2011). As a result of this,
caregiving may lead to work-life imbalance. Work life imbalance is defined as “the
dilemma of managing work obligations and personal/family responsibilities”
(Lockwood, 2003, p. 3), and related to burnout (Hammig, Brauchli, & Bauer, 2012;
Wilkinson, 2008), which may result in ending or reducing employment because of
care providing activities (Schulz et al., 2003). In other words, the finding of this
study can be explained that burnout can cause unemployment. Another explanation
to this finding can be that lower responsibility should be given to working
participants by sharing responsibility in family itself. This can also help decrease
burnout level of working caregiver. In addition, if it is accepted that working people
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are highly educated, these people can have the advantage of searching information
about diseases, by which they can accept dementia and this might bring
understanding of the patient, and may result in lower burnout. Moreover, highly
educated people can support more and cope with the situation better (Gage-
Bouchard, Devine, & Heckler, 2013) to avoid burnout. On the contrary, this finding
can be understood with the explanation that those who are not working are probably
working at home. That’s probably why those who are working have lower burnout.
4.1.7. Findings Related to Differences among the Levels of Dementia on
Schema Coping Strategies, Burnout, Perceived Social Support, Depression, and
Caregiver Well-Being

In this part, results related to differences among the levels of dementia on the
measures of the study (i.e., schema coping strategies of avoidance, schema coping
strategies of compensation, total perceived social support, perceived social support
from family, perceived social support from friends, perceived social support from
significant others, caregiver well-being basic needs, caregiver well-being activity of
living, depression, and burnout) were discussed. As for the level of the dementia
differences on the measures of the study, the result of the study revealed that there
were no significant differences among the levels of dementia on the measures of the
study. In other words, it may be summarized that the scores of participants on the
measures of the study were not affected by level of dementia. Although this result
seems to be inconsistent with the fact that as the illness progress, patients require
greater level of care, and depend on caregiver more for their daily living (Alzheimer
Association, 2014). On the other hand, it is highly possible that every level has some
difficulties. For example, in the first level, caregivers might have some difficulties in
accepting the diagnosis, and they may accuse patients because of their new
behavioral pattern due to dementia. On the contrary, as the illness progresses,
caregivers’ knowledge on disease and specifically progression of the disease may
increase. And this increases caregivers’ preparation for the future challenges, reduces
the level of the frustration of the caregiver and the expectations from patients
(Robinson, Wayne, & Segal, 2014). In addition, in a severe dementia case, caregiver
may receive more help for caregiving activities (Alzheimer Association, 2014).
These facts might have a considerable effect on the finding that care giving to
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patients with different levels of the dementia did not make a difference on the
measures of the study.
4.2. Findings Related to Intercorrelations amongthe Measures of the Study

Correlation analyses among all measures of the present study (i.e., early
maladaptive schemas, parenting styles, depression, caregiver well-being, perceived
social support, schema coping strategies, and burnout) indicated several significant
results. In this part, these correlation analyses were discussed.

As for the relationship with early maladaptive schemas (EMSs), all the
relationships found between EMSs and other measures of the study were consistent
with the previous studies. Firstly, it was figured out that EMSs were positively
correlated with depression. This finding is consistent with the previous studies in
which a relationship between early maladaptive schemas and depression was found
(Calvete, Orue, & Hankin, 2013; Halvorsen, Wang, Eisemann, & Waterloo, 2010;
Harris & Curtin, 2002; Muris, 2006; Renner, Lobbestael, Peeters, Arntz, & Huibers,
2012; Roelofs, Lee, Ruijten, & Lobbastael, 2011). The association might be the
result of the importance of schemas in the development and maintenance of
psychiatric symptoms (Welburn, Coristine, Dagg, Pontefract, & Jordan, 2002).
Similarly, EMSs were found to be negatively correlated with basic needs subscale of
caregiver well-being, parallel to the relationship between EMSs and well-being
found in the literature (Bidadian, Bahramizadeh, & Poursharifi, 2011; Kap¢1 &
Hamameci1, 2010; Muris, 2006; Welburn, Coristine, Dagg, Pontefract, & Jordan,
2002). Besides the relationship between EMSs and caregiver well-being, correlation
analyses revealed significant positive association of EMSs with burnout as it was the
case in the previous studies (Bamber, & McMahon, 2008; Grebot, Berjot, Lesage, &
Dovero, 2011). Moreover, negative correlations were found between EMSs and total
perceived social support, and perceived social support from friends, as similar to
Unal’s study (2012). This relationship is not surprising. Since EMSs can be
considered as people’s perception and response to world, they might change people’s
perception related to social support. On the contrary, a positive correlation between
EMSs and schema coping strategies namely schema coping strategies of
compensation, and avoidance was found parallel to other findings (Gok, 2012).

Lastly, since EMSs develop during childhood or adolescence, the importance of
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parenting styles seems to be certain. In the present study, EMSs revealed significant
and positive correlation with parenting styles as in other studies (Gok, 2012; Muris,
2006; Unal, 2012).

Besides the relationship between EMSs and measures of the study, correlation
analyses revealed significant associations of depression with the measures of the
study as well. According to the results, individuals who scored higher on depression
were more likely to have lower scores on caregiver well-being basic need, and
caregiver well-being activity of living. The same association was also found in the
adaptation of Caregiver Well-Being scale to Turkish (Demirtepe & Bozo, 2009), and
other studies (Grant, Guille, & Sen, 2013). This finding is in line with expectation,
because depression is used as a measure of well-being (van Hemert, van de Vijver,
&Poortinga, 2002). In fact, WHO Wellbeing Index was supported to be used using in
the depression research (Krieger et al., 2014). Furthermore, depression was found to
be negatively associated with total perceived social support, and perceived social
support from friends as expected based on the relevant literature (Erdem & Apay,
2014; Ferrajao, & Oliveira, 2014; Greco et al., 2014; Sipal & Sayin, 2013; Stewart,
Umar, Tomenson, & Creed, 2014; Zhou, Zhu, Zhang, Cai, 2013). The relationship
between depression and perceived social support was supported with the claim that
social support is important in terms of development, maintenance, and treatment of
depression (Au et al., 2009; Lu, 2011). On the other hand, participants who have
higher levels of depression were more likely to use schema coping strategies of
avoidance. This finding was supported by a study indicating that schema coping
strategies of avoidance is associated with psychopathological symptoms, which in
turn, was found to be related with depressive symptomatology (Gok, 2012). In other
words, this finding might be reasonable through the psychopathology pathway. In
addition, depression was positively associated with burnout as it was the case in
previous studies (Chang et al., 2013; Shin, Noh, Jang, Park, & Lee, 2013). Lastly,
there was a positive correlation between parenting styles and depression. This
finding is comparable to the results of previous studies showing that negative
parenting styles were highlighted to be associated with depression (Anli & Karsli,
2010; Fentz, Arendt, O’Toole, Rosenberg, & Hougaard, 2011; Oakley-Browne,
Joyce, Wells, Bushnell, & Hornblow, 1995; Rapee, 1997).
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There was found significant association between caregiver well-being basic
needs and other measures of the study. According to the relationship with caregiver
well-being basic needs, it was figured out that caregiver well-being basic needs was
positively correlated with caregiver well-being activity of living. This correlation
(Berg-Weger, Rubio, & Tebb, 2000) is not surprising because they are two subscales
of the same scale. The similar association was found between schema coping
strategies of compensation, and schema coping strategies of avoidance with the same
reason, they are also two strategies of schema coping. This finding was also
supported by research (Gok, 2012). In addition, total perceived social support,
perceived social support from significant other, perceived social support from family,
and perceived social support from friend were found to be positively correlated with
basic needs subscale of caregiver well-being, indicating that higher perception of
support by caregivers was associated with meeting their basic needs more. This
finding was also supported by the Chappell and Reid’s study (2002). On the contrary,
in terms of the relationship between caregiver well-being basic needs and burnout,
correlation analyses revealed significant negative association, as it was the case in
the literature (Melamed, Kushnir, & Shirom, 1992; Takai et al., 2009; Thomas, 2004;
Truzzi et al., 2008;Truzzi et al., 2012; Willcock, Daly, Tennant, & Allard, 2004;
Yilmaz, Turan, & Gundogar, 2009).

Regarding total perceived social support, total perceived social support
showed significant negative association with burnout. The level of burnout
symptoms was highlighted to be related to perceived social support parallel to the
literature (Ariapooran, 2014; Boren, 2014; Fradelos et al., 2014; Rzeszutek & Schier,
2014; Tuna & Olgun, 2010). The reason of this association might be that participants
with higher burnout level, most probably have higher responsibility in terms of
caring. Higher responsibility may be the reason of not having support from others
and this may result in lower perception of social support from others. Another
finding regarding total perceived social support was that participants who scored
higher on parenting styles were more likely to report lower total perceived social
support. This finding is consistent with previous studies (Lagace-Sequin &
DeLeavey, 2011). One possible explanation for this finding would be that early
childhood experiences with significant others determined organized thoughts, and
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feelings about self, others, and the world which shaped individual’s perception and
response to new experiences (Segal, 1988). Therefore, early childhood experiences
might affect individual’s perception of social support, as well.
4.3. Findings Related to Mediation Analyses

In this part, the mediator role of early maladaptive schemas (EMSSs) in the
relationships between parenting styles and caregiver well-being basic needs,
caregiver well-being activity of living, depression, and burnout were discussed.
4.3.1. Findings Related to the Mediator Role of Early Maladaptive Schemas
between Parenting Styles and Caregiver Well-Being-Basic Needs, Caregiver
Well-Being-Activity of Living, Depression, and Burnout

The effects of parenting styles on caregiver well-being basic needs and
depression were mediated by early maladaptive schemas. That is, the increment in
negative parenting caused an increase in schema scores, which resulted in decrease in
caregiver well-being basic needs and increase in depression. The outcome variables,
caregiver well-being and depression were different but interrelated. For example,
depression is used as a measure of well-being (van Hemert, van de Vijver, &
Poortinga, 2002). In addition, researchers were encouraged to use WHO Wellbeing
Index as a measure of depression (Krieger et al., 2014). Actually, the mediator role
of EMSs between parenting styles and well-being, and depression has been well
established in several studies (Gok, 2012; Harris & Curtin, 2002; Kap¢1 & Hamamci,
2010; McGinn, Cukor, & Sanderson, 2005;Saritas, 2007;Young, Kolosko, &
Weishaar, 2003). This association might seem plausible according to the explanation
that parenting styles were associated with early maladaptive schemas (Gok, 2012;
Harris, & Curtin, 2002; Muris, 2006), which is also related to psychopathology (Anli
& Karsli, 2010; Fentz, Arendt, O’Toole, Rosenberg, & Hougaard, 2011; Oakley-
Browne, Joyce, Wells, Bushnell, & Hornblow, 1995; Rapee, 1997). In addition, the
relationship between parenting styles and burnout was mediated by early
maladaptive schemas. Increment in negative parenting caused higher early
maladaptive schemas scores, a condition which resulted in an increased burnout. This
finding can be plausible with the explanation that caregivers who were raised with
negative parenting styles were obliged to take care of their parents, this leads to more
burden as compared to caregivers exposed to better parenting styles; and this
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condition is associated with lower well-being (Diehl-Schmid et al., 2013; Gallant &
Connell, 1997;Lawton, Moss, Kleban, Glicksman, & Rovine, 1991). The explanation
related to mediator role of EMSs in the relationship between parenting styles and
depression can also be valid for burnout, because burnout was positively associated
with depression in previous studies (Chang et al., 2013; Shin, Noh, Jang, Park, &
Lee, 2013). In other words, the mediator role of EMSs in the relationship between
parenting styles and burnout can be explained through psychopathology pathway; in
literature, there was no study found to investigate the mediator role of EMSs on the
relationship between parenting styles and burnout. Therefore, to our knowledge, the
present study is the first one to investigate this subject. Thus, this study provided
empirical confirmation for caregiver studies having early maladaptive schemas as a
mediator between parenting styles and outcome variables (i.e., caregiver well-being
basic needs, depression, and burnout).

The mediator role of early maladaptive schemas on the association between
parenting styles and caregiver well-being activity of living was not verified by the
analyses. It is surprising in the light of findings indicating that a caregiver well-being
basic need was positively correlated with caregiver well-being activity of living
(Berg-Weger, Rubio, & Tebb, 2000). In addition, caregiver well-being activity of
living was found to be correlated with depression and general well-being. This
finding can be the reason of the fact that the concept of activity of living might be
more than absence of psychopathology. For example, caregiver well-being activity of
living was found to have 4 factors, namely time for self and leisure activities,
household maintenance, support, and self-care (Demirtepe & Bozo, 2009).

4.4. Findings Related to Moderation Analyses

In this part, the moderator role of perceived social support, schema coping
strategies of avoidance, schema coping strategies of compensation, and different
sources of perceived social support were discussed.

4.4.1. Findings Related to Moderating Role of Perceived Social Support

In this part, the moderating role of perceived social support on the
relationship of early maladaptive schemas with other measures of the study (i.e.,
caregiver well-being basic needs, caregiver well-being activity of living, depression,
and burnout) was discussed. The moderator role of perceived social support on the
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relationship between early maladaptive schemas and other measures of the study was
only supported for caregiver well-being basic needs. That is, perceived social support
did not moderate the early maladaptive schemas-caregiver well-being activity of
living, depression, and burnout relations in adult child caregivers of dementia
patients. As Baron and Kenny stated, moderator variable affects the direction and
strength of a relationship between independent and dependent variables as a third
variable (1986). In other words, the strength of the relationship between early
maladaptive schemas and caregiver well-being-basic needs was affected by the
degree of social support perceived by the caregivers. Accordingly, when perceived
social support was high, but not when it was low, a higher schema scores was
associated with better caregiver well-being. Thus, perceived social support can be a
protective factor for caregivers of dementia patients with higher schema scores in
terms of caregiver well-being. This finding is parallel to the stress-buffering
hypothesis of Cohen and Willis (1985). In terms of the dementia caregivers, effective
social support was considered as a stress modifier, which is, in turn, related to better
caregiver health and more positive caregiver health outcomes over time (Goode,
Haley, Roth, & Ford, 1998). Only one source of perceived social support, namely,
perceived social support from significant other, moderated the early maladaptive
schemas-caregiver well-being basic needs relation. Similar to total perceived social
support, when perceived social support from significant other was high, but not when
it was low, a higher schema scores was associated with better caregiver well-being.
That is to say, high perceived social support buffered the negative effects of high
schema scores, and caregivers had higher well-being. This might be explained by
spousal support for the caregivers of the dementia patients. The reason of the
importance of spousal support in caregiver well-being can be explained by Bowlby
(1988), who asserted that people have a tendency to seek and enjoy closeness in
times of need. Parallel to this, when people face with a threat, their partners can be
considered as a primary source of comfort and safety. As other studies in the
literature (Giese-Davis, Hermanson, Koopman, Weibel, & Spiegel, 2000; Jackson,
1992; Manne et al., 2004b) suggested, spousal support is particularly important for
psychological well-being. Thus, it can be stated that some behaviors are perceived as
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supportive when they come from a particular source but not from others. In other
words, support does partially depend on the source (Dakof & Taylor, 1990).

The moderating role of perceived social support on the early maladaptive
schemas and caregiver well-being activity of living, depression, and burnout
relationships was not supported. This was surprising, because in earlier studies
activity of living, depression, and burnout were significantly associatedcaregiver
well-being (Demirtepe & Bozo, 2009; Grant, Guille, & Sen, 2013; Melamed,
Kushnir, & Shirom, 1992;Takai et al., 2009; Thomas, 2004; Truzzi et al., 2008;
Truzzi et al., 2012;Willcock, Daly, Tennant, & Allard, 2004; Yilmaz, Turan, &
Gundogar, 2009). In addition, perceived social support was found to be associated
with depression (Bozo, Anahar, Ates, & Etel, 2010; Erdem & Apay, 2014;Ferrajao,
& Oliveira, 2014; Greco et al., 2014;Kuscu et al., 2009; Sipal & Sayin, 2013;
Stewart, Umar, Tomenson, & Creed, 2014; Yen & Lundeen, 2006;Zhou, Zhu, Zhang,
& Cai, 2013), and burnout (Ariapooran, 2014; Boren, 2014; Fradelos et al., 2014;
Rzeszutek & Schier, 2014; Tuna & Olgun, 2010). According to caregiver well-being
activity of living, the finding is surprising and difficult to interpret,because this scale
is also subscale of caregiver well-being. In addition, the items in this scale seem to be
related to social support more than basic needs subscale. For example, the items like
attending social events, allocating time for activities done with family or friends to
have good time, asking for support from family or friends, and getting support from
family or friends. In addition, in the literature, as opposed to the finding of the
present study, there was a study which supported moderating role of perceived social
support on caregiver well-being activity of living and psychological symptom
relation (Demirtepe-Saygili & Bozo, 2011).

4.4.2. Finding Related to Moderating Role of Schema Coping Strategies

In this part, the moderating role of schema coping strategies, namely
avoidance and compensation in the relationships between early maladaptive schemas
and other measures of the study (i.e., caregiver well-being basic needs, caregiver
well-being activity of living, depression, and burnout) were discussed.

Schema coping strategies, both avoidance and compensation did not moderate
the relationship between early maladaptive schemas and caregiver well-being-basic
needs, caregiver well-being activity of living, depression, and burnout. In other
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words, schema coping strategies did not have any buffering (positive or negative)
effect on these relations. This finding is also surprising, in the light of the
explanation that coping strategies develop as a result of adapting schemas’ intense
and overwhelming emotions. The schema coping processes might affect expression
of early maladaptive schemas and relationship of the early maladaptive schemas with
other measures. For example, in the Diez, Zurnalde, and Sola’s study (2012), schema
coping processes of compensation was found to be as a moderator on the relationship
between emotional deprivation of schema and social anxiety. However, this was not
supported in the present study. This finding is difficult to interpret; one reason can be
that schema coping processes can be related to self-awareness, or easy to cover.
Therefore, participants could hide or was unaware of their schema coping strategies.
4.5. Strengths of the Study

Despite the growth of informal caregiver population in the world, almost
nothing is known about the effect of early maladaptive schemas, schema coping
processes, and parenting styles on caregiving processes. To address this gap in the
literature, this study focused on the association of early maladaptive schemas and
parenting styles with caregiver’s well-being and burnout experience, and the
moderating role of perceived social support, and schema coping processes on these
associations. In other words, this study addressed a subject about which, to the best
of our knowledge, nothing has been published.

Studies related to early maladaptive schemas are increasing; however, studies
related to schema coping processes are very scarce. According to Karaosmanoglu,
Soygiit, and Kabul, understanding schema coping processes was important for better
understanding of psychopathology (2013). However, current study is the first study,
in terms of investigating schema coping processes and caregiver well-being. In
addition, present study expands the knowledge that early maladaptive schemas’
mediator role on the association between parenting styles and well-being to the
caregiver population. In addition, this study examined other associated factors, such
as perceived social support.

In Turkey, formal care is limited, and informal caregiving is much more
burdensome and stressful than expected. Therefore, studying in this area, and
applying research to clinical settings can be beneficial.

96



4.6. Limitations of the Study

The present study has several limitations. Firstly, gender distribution of the
sample was unequal; the number of male participants was unproportionately low.
Thus, this might led to problems in terms of the evaluation of gender differences on
the measures of the study. The reason of this problem was that the participants who
brought their parents to the appointments with physicians or to Alzheimer
Association were mostly daughters. Although some patients came to the hospital
with their sons, these male caregivers reported their sisters as the primary caregivers.
However, when the caregiver literature stating that caregivers are mostly women
(Heru & Ryan, 2006; Heru, Ryan, & Igbal, 2004) is taken into account, the unequal
gender ratio in the present study may not be considered as a limitation.

It is difficult to find dementia caregivers to fill out the questionnaires, this may be
because of their higher responsibility, or higher level of distress related to caregiving.
This is a common problem in caregiver studies (e.g., Barrera et al., 2004; Coope et
al., 1995; de Vugt et al., 2003; Kazak et al., 1997). Therefore, the present study
revealed the results of the caregivers who are eager to take part in the research and
have time to participate in the study.

In the current study, all measures relied on self-reports of the participants. For
example, parenting styles scale relied on retrospective recall, and schemas may be
covered by avoidance and overcompensation (Young, Kolosko, & Weishaar, 2003).
Individuals might report lower levels of schemas than they actually have. As a result,
parenting styles and schemas cannot be detected by self-reports. These inventories
are generally used in therapies for awareness. Therefore, other data collecting
techniques such as interviews can be used for more accurate results.

In the present study, sample size was small, so it limits generalizability and
statistical power of the results. This sample is heterogeneous in terms of caregivers’
demographic characteristics (i.e., gender, age, marital status, educational status).
Moreover, the current study is cross-sectional, and thus, it is impossible to draw
cause-effect relationship and observe the changes on measures in a time course.

Current study did not examine the variables related to dementia patients; only
level of the disorder was taken into account. However, the characteristics of the

patients and the level of the disease interferring with caregivers’ life were not
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considered. In addition, whether caregivers ask and get help from others or not, and
how many hours they spend as a caregiver should be taken into account.

Although the present study has some limitations, the study related to
caregivers of dementia patients are scarce;and parenting styles, early maladaptive
schemas, and schema coping processes have not been studied before. This research is
one of the earliest studies related to dementia caregivers’ early maladaptive schemas,
parenting styles, and schema coping processes.

4.7. Clinical Implications and Future Directions

In Schema Therapy, understanding parenting experiences takes high
importance in terms of its associations with early maladaptive schemas and
psychopathology (Young et al., 2003). In a similar manner, the results of the current
study supported the important role of parenting styles on early maladaptive schemas
and psychopathology for dementia caregivers. Overall, as for clinical implications,
the findings of this study may help to understand the importance of early experiences
on the caregiving processes. Therefore, including early experiences with parents and
early maladaptive schemas to the treatment related to psychological problems of
dementia caregivers might be important for better outcome. This notion may be a
support for those applications in Schema Therapy.

Perceived social support, especially perceived social support from significant
others moderated the relationship between early maladaptive schemas and caregiver
well-being. The results of this study revealed that perceived social support can be
important as a protective factor for caregivers even after experiencing negative
parenting as cause of EMSs. Therefore, the results of this study provides suggestions
about dealing with maladaptive cognitions might not be sufficient to increase well-
being but it is also important to help individuals seek and get higher levels of social
support, especially from significant others Briefly, intervention programs that aim to
increase individuals’ perceived social support may be helpful for caregivers’” well-
being and this benefit can be more than expected because many caregivers do not ask
for support (Burton, Haley, & Small, 2006).

In terms of the clinical implications of the present study, the most important
one was to develop intervention programs related to negative parenting, early

maladaptive schemas, and perceived social support to increase well-being of the
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caregivers. The difficulties related to caregiving a stressful (Andrén & Elmstahl,
2007; Bertrand, Fredman, & Saczynski, 2006; Le vesque, Ducharme, & Lachance,
1999; Pinquard & Sorensen, 2003; Vedhara et al., 1999) and demanding (Rosa et al.,
2010) condition may increase the necessities and benefits of the intervention
programs.

In this study, the importance of parenting styles on EMSs was supported. In
the future studies, some longitudinal studies can be done for better understanding of
the association between early maladaptive schemas and parenting styles. With the
help of these longitudinal studies, some prevention strategies can be done in
adolescence and young adults for early maladaptive schemas before they become
more stable and permanent.

As suggestions for future researchers; the gender difference and sameness
between care receiver and caregiver can be searched. The effect of this on well-
being, parenting styles, and depression can be examined. This and the whole study
can be compared with samples other than caregivers or samples from different
cultures. In addition, in this study, total early maladaptive schemas, parenting, and
schema coping scores were used. In future studies, factors of these measures can be
handled to see the bigger picture with more detail. Moreover, in future studies, to
obtain more accurate results, and eliminate limitations related to self-report
questionnaires, different data collection techniques such as interviews can be used.

There are a lot of studies related to early maladaptive schemas, however, the
role of schema coping strategies for better understanding of psychopathology has
been neglected (Karaosmanoglu, Soygiit, & Kabul, 2013). In this study, schema
coping strategies are taken into account. However, there was found no moderator
role of schema coping strategies on the association between early maladaptive
schemas and caregiver well-being, depression, and burnout. In future studies, studies
related to the importance of schema coping strategies can be replicated both in
community and clinical samples.

The scales (i.e., Young Parenting Inventory, Young Schema Questionnaire,
Young Compensation Inventory, and Young Rygh Avoidance Inventory) used in the
present study comes from the same theoretical background, which gives opportunity
for model testing with structural equation model. In future studies, model testing can
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be performedon bigger samples to determine risk and protective factors caregiver
well-being.
4.8. Conclusion

The current study aimed attesting the predictive roles of perceived social
support, early maladaptive schemas, parenting styles, and schema coping processes
in well-being and burnout levels of primary caregivers of dementia patients. For this
purpose, 99 adult children of dementia patients participated in the study. The current
study sought to extend the previous work to caregiver population by providing a
clearer picture of the relationships amongperceived social support, early maladaptive
schemas, parenting styles, and schema coping processes in well-being and burnout
levels. It was found that early maladaptive schemas mediated the relationship
between parenting styles and caregiver well-being basic needs, depression, and
burnout. However, the mediator role of early maladaptive schemas on the association
between parenting styles and caregiver well-being activity of living was not
supported. That is, the increment in negative parenting caused an increase in schema
scores, which resulted in decrease in caregiver well-being basic needs and increase in
depression and burnout. Actually, the mediator role of EMSs between parenting
styles and well-being and depression has been well established in several studies
(GOk, 2012; Harris & Curtin, 2002; Kap¢1 & Hamamci, 2010; McGinn, Cukor, &
Sanderson, 2005; Saritas, 2007; Young, Kolosko, & Weishaar, 2003). In terms of
burnout, caregivers who were raised with negative parenting styles were obliged to
take care of their parents, and this might led to more burden as compared to
caregivers raised with better parenting styles. According to caregiver well-being
activity of living, this finding seems to be suprising. However, this finding can be the
reason of the fact that the concept of activity of living might be more than absence of
psychopathology (Demirtepe & Bozo, 2009). In addition to the mediation analyses,
several regression analyses investigating the moderator role of perceived social
supportand schema coping processes in early maladaptive schemas and caregiver
well-being/burnout relations were investigated. The moderator role of perceived
social support, especially perceived social support from significant others, on the
relationship between early maladaptive schemas and caregiver well-being basic
needs was supported. Thus, perceived social support (from significant other, in
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particular) can be a protective factor for caregivers of dementia patients with higher
schema scores in terms of caregiver well-being basic needs. This finding is parallel
to the stress-buffering hypothesis of Cohen and Wills (1985). The significant finding
related to perceived social support from significant others indicated the importance
of spousal support on the stressful situation (Bowlby, 1988; Giese-Davis,
Hermanson, Koopman, Weibel, & Spiegel, 2000; Jackson, 1992; Manne et al.,
2004b). However, the moderator role of schema coping processes was not supported.
This finding is difficult to interpret; one reason can be that schema coping processes
can be related to self-awareness, or easy to cover.

The present study is first in the literature examining the early maladaptive
schemas, parenting styles, and schema coping processes on the caregiving processes.
However, the sample represents only the participants who are eager to take part in
the research and have time to participate in the study. Moreover, the collected data
relied on self-report instruments. These factors and small sample size limitedthe
generalizability of the findings.

In terms of the clinical implications, intervention programs related to negative
parenting, early maladaptive schemas, and perceived social support to increase
caregivers’ well-being can be developed. In future researches, longitudinal and
comparative data collected from bigger samples and analyzed with model testing can
provide a better insight in the well-being of dementia caregivers.

101



REFERENCES

Aiken, L. S., & West, S. G. (1991). Multiple regression: Testing and interpreting
interactions. Los Angeles, CA: SAGE.

Almberg, B., Grafstrom, M., & Winblad, B. (1997). Caring for a demented elderly
person burden and burnout among caregiving relatives. Journal of Advance
Nursing, 25, 109-116.

Alonso, P., Menchon, J. M., Mataix—Cols, D., Pifarre, J., Urretavizcaya, M., Crespo,
J. M., G., ...Vallejo, J. (2004). Perceived parental rearing style in obsessive—
compulsive disorder: relation to symptom dimensions. Psychiatry Research,
127, 267-278.

Alzheimer’s Association (2014). Stages and behaviors. Retrieved in November, 25,
2014, from http://www.alz.org/care/alzheimers—dementia—stages—
behaviors.asp.

American Psychiatric Association. (2000). Diagnostic and statistical manual of
mental disorders (4th text revision ed.). Washington, DC: Author

American Psychological Association (2010). Publication manual of the American
Psychological Association(6th edition). Washington, DC: Author.

American Psychiatric Association. (2013). Diagnostic and Statistical Manual of
Mental Disorders (5th ed.). Washington, DC: Author.

American Psychiatric Association. (2013). Highlights of changes from DSM—IV-TR
to DSM-V. Retrieved in December 5, 2014, from
http://www.dsm5.org/Documents/Forms/Allltems.aspx.

Andren, S., & Elmstahl, S. (2007). Relationships between income, subjective health
and caregiver burden in caregivers of people with dementia in group living
care: a cross—sectional community—based study. International Journal of
Nursing Studies, 44(3), 435-446.

102


http://www.alz.org/care/alzheimers-dementia-stages-%09behaviors.asp
http://www.alz.org/care/alzheimers-dementia-stages-%09behaviors.asp

Anli, I., & Karsli, T. A. (2010). Perceived parenting style, depression and anxiety
levels in a Turkish late—adolescent population. Procedia Social and
Behavioral Science, 2, 724-727.

Ariapooran, S. (2014). Compassion fatique and burnout in Iranian nurses: The role of
perceived social support. Iranian Journal of Nursing and Midwifery
Research, 19(3), 279-284.

Au, A, Lau, K. M., Koo, S., Cheung, G., Pan, P. C., & Wong, M. K. (2009). The
effects of informal social support on depressive symptoms and life
satisfaction in dementia caregivers in Hong Kong. Hong Kong Journal of
Psychiatry, 19, 57-64.

Bamber, M., & McMahon, R. (2008). Danger—early maladaptive schemas at work!:
the role of early maladaptive schemas in career choice and the development
of occupational stress in health workers. Clinical Psycholgy and
Psychotherapy, 15, 96-112.

Baron, R. M., & Kenny, D. A. (1986). The moderator — mediator variable distinction
in social psychological research: Conceptual, strategic, and statistical
considerations. Journal of Personality and Social Psychology 51(6), 1173—
1182.

Baranoff, J., Oei, T. P. S., Cho, S. H., & Kwon, S. M. (2006). Factor structure and
internal consistency of the Young schema questionnaire (short form) in
Korean and Australian samples. Journal of Affective Disorders, 93, 133-140.

Barrera, M., D’agostino, N. M., Gibson, J., Gilbert, T., Weksberg, R., & Malkin, D.
(2004). Predictors and mediators of psychological adjustment in mothers of
children newly diagnosed with cancer. Psycho—Oncology, 13, 630-641.

Baruch—Feldman, C., Brondolo, E., Ben—-Dayan, D., & Schwartz, J. (2002). Sources
of social support and burnout, job satisfaction, and productivity. Journal of
Occupational Health Psychology, 7(1), 84-93.

Beck, A.T., Rush, A.J., Shaw, B.F, & Emery, G. (1979). Cognitive Therapy of
Depression. New York: Guilford.

103



Beck, A. T., Steer, R.A., Carbin, M. G. (1988). Psychometric proporties of the Beck
Depression Inventory: Twenty—five years of evaluation. Clinical Psychology
Review, 8(1), 77-100.

Beeson, R. A. (2003). Loneliness and depression in spousal caregivers of those with
alzheimer’s disease versus non—caregiving spouse. Archives of Psychiatric
Nursing, 17(3), 135-143.

Benchaya, M. C., Bisch, N. K., Moreira, T. C., Ferigolo, M., & Barros, H. M. T.
(2011). Non—authoritative parents and impact on drug use: The perception of
adolescent children. Jornal de Pediatria, 87(3), 238-244.

Bergman—Evans, B. F. (1994). Alzheimer’s and related disorders: loneliness,
depression, and social support of spousal caregivers. Journal of
Gerontological Nursing, 20(3), 6-16.

Berg-Weger, M., Rubio, D. M., & Tebb, S. S. (2000). The caregiver well-being
scale revisited. Health & Social Work, 25(4), 255-263.

Bertrand, R. M., Fredman, L., & Saczynski, J. (2006). Are all caregivers created
equal? Stress in caregivers to adults with and without dementia. Journal of
Aging Health, 18(4), 534-551.

Bidadian, M., Bahramizadeh, H., & Poursharifi, H. (2011). Obesity and quality of
life: the role of early maladaptive schemas. Social and Behavioral Sciences,
30, 993-998.

Boots, L. M. M., de Vugt, M. E., van Knippenberg, R. J. M., Kempen, G. I. J. M., &
Verhey, F. R. J. (2014). A systematic review of Internet—based supportive
interventions for caregivers of patients with dementia. International Journal
of Geriatric Psychiatry, 29, 331-344.

Boren, J. P. (2014). The relationship between co—rumination, social support, stres,
and burnout among working adults. Management Communication Quarterly,
28(1), 3-25.

Bortolon, C., Capdevielle, D., Boulenger, J. P., Gely—Nargeot, M. C., & Raffard, S.
(2013). Early maladaptive schemas predict positive symptomatology in
schizophrenia: A cross—sectional study. Psychiatry Research, 209, 361-166.

104



Bowlby, J. A. (1988). Secure base: Clinical applications of attachment theory.
London: Tavistock/Routledge.

Bozo, O., Anahar, S., Ates, G., & Etel, E. (2010). Effects of 1llness representation,
perceived quality of information provided by the health—care professional,
and perceived social support on depressive symptoms of the caregivers of
children with leukemia. Journal of Clinical Psychology in Medical Settings,
17(1), 23-30.

Bogels, S. M., van Oosten, A., Muris, P., & Smulders, D. (2001). Familial correlates
of social anxiety in children and adolescents. Behaviour Research and
Therapy, 39, 273-287.

Brotchie, J., Hanes, J., Wendon, P., & Waller, G. (2006). Emotional avoidance
among alcohol and opiate abusers: The role of schema—level cognitive
processes. Behavioral and Cognitive Psychotherapy, 35, 231-236.

Brotchie, J., Meyer, C., Copello, A., Kidney, R., & Waller, G. (2004). Cognitive
representations in alcohol and opiate abuse: The role of core beliefs. British
Journal of Clinical Psychology, 43, 337-342.

Brummett, B. H., Babyak, M. A., Siegler, I. C., Vitaliano, P. P., Ballard, E. L.,
Gwyther, L. P., & Williams, R. B. (2006). associations among perceptions
of social support, negative affect, and quality of sleep in caregivers and
noncaregivers. Health Psychology, 25(2), 220-225.

Burr, H., Rauch, A., Rose, U., Tisch, A., & Tophoven, S. (2014). Employment status,
working conditions and depressive symptoms among German employees
born in 1959 and 1965. International Archives of Occupational and
Environmental Health, 1-11. doi: 10.1007/s00420-014-0999-5

Burton, A. M., Haley, W. E., & Small, B. J. (2006). Bereavement after caregiving or
unexpected death: effects on elderly spouses. Aging & Mental Health, 10(3),
319-326.

Biiltmann, U., Rugulies, R., Lund, T., Christensen, K. B., Labriola, M., & Burr, H.
(2006). Depressive symptoms and the risk of long—term sickness absence: a
prospective study among 4747 employees in Denmark. Social Psychiatry and
Psychiatric Epidemiology, 41(11), 875-880.

105



Calvete, E., Orue, 1., & Hankin, B. L. (2013). Transactional relationships among
cognitive vulnerabilities, stressors, and depressive symptoms in adolescence.
Journal of Abnormal Child Psychology, 41, 399-410. doi:
http://dx.doi.org/10.1007/s10802—012-9691-y

Calvete, E., Orue, 1., & Hankin, B. L. (2013). Early maladaptive schemas and social
anxiety in adolescents: The mediating role of anxious automatic thought.
Journal of Anxiety Disorders, 27, 278-288.

Carr, S. N., & Francis, A. J. P. (2010). Do early maladaptive schemas mediate the
relationship between childhood experiences and avoidant personality disorder
features? A preliminary in a non—clinical sample. Cognitive Therapy and
Research, 34, 343-358.

Castillo, L. G., Archuleta, D. J., & van Landingham, A. (2006). The influence of
employment status on depressive symptomatology of U.S.—born Mexican
American women. Journal of Rural Community Psychology, E9(1), n.p.

Chang, R., Fitzgerald, P. C., Almeida, M. D., Castro-Alves, L. S., Ahmad, S., &
McCarthy, R. J. (2013). The prevalence of burnout and depression and their
association with adherence to safety and practice standards: a survey of
United States anesthesiology trainees. Anesthesia and Analgesia, 117(1),
182-193.

Chappell, N., & Reid, R. (2002). Burden and well-being among caregivers:
Examining the distinction. The Gerontologist, 42, 772—780.

Cheng, H. G., Anthony, J. C., & Huang, Y. (2010). Harsh physical punishment as a
specific childhood adversity linked to adult drinking consequences: Evidence
from China. Addiction, 105(12), 2097-2105.

Cobb, S. (1976). Social support as a moderator of life stress. Psychosomatic
Medicine, 38(5), 300-314.

Cockram, D. M., Drummond, P. D., & Lee, C. W. (2010). Role and treatment of
early maladaptive schemas in Vietnam veterans with PTSD. Clinical
Psychology and Psychotherapy, 17, 165-182.

106


http://dx.doi.org/10.1007/s10802-012-

Coen, R. F., Swanwick, G. R. J., O’Boyle, C. A., & Coakley, D. (1997). Behavioral
disturbance and other predictors of carer burden in Alzheimer’s disease.
International Journal of Geriatric Psychiatry, 12(3), 331-336.

Cohen, J., Cohen, P., West, S. G., & Aiken, L. S. (2002). Applied multiple
regression/correlation analysis for the behavioral sciences. Mahwah, NJ:
LEA.

Cohen, S., & Wills, T. A. (1985). Stress, social support, and the buffering hypothesis.
Psychological Bulletin, 98(2), 310-357.

Coope, B., Ballard, C., Saad, K., Patel, A., Bentham, P., Bannister, C., ... Wilcock,
G. (1995). The prevalence of depression in the carers of dementia sufferers.
International Journal of Geriatric Psychiatry, 10, 237-242.

Covinsky, K., Newcomer, R., Fox, P., Wood, J., Sands, L., Dane, K., & Yaffe, K.
(2003). Patient and caregiver characteristics associated with depression in
caregivers of patients with dementia. Journal of General Internal Medicine,
18, 1006-1014.

Cuijpers, P. (2005). Depressive disorders in caregivers of dementia patients: A
systematic review. Aging & Mental Health, 9(4), 325-330.

Cunningham, A., & Knoester, C. (2007). Marital status, gender, and parents’
psychological well-being. Sociological Inquiry, 77(2), 264-287.
doi:10.1111/j.1475-682X.2007.00190.x.

Dakof, G. A., & Taylor, S. E. (1990). Victims’ perceptions of social support: What is
helpful from whom? Journal of Personality and Social Psychology, 58, 80—
89.

Danhauer, S. C., Crawford, S. L., Farmer, D. F., & Avis, N. E. (2009). A longitudinal
investigation of coping strategies and quality of life among younger women
with breast cancer. Journal of Behavioral Medicine, 32(4), 371-379.

Deaton, A., & Stone, A. A. (2014). Evaluative and hedonic wellbeing among those
with and without children at home. Proceedings of the National Academy of
Sciences of the United Status of America, 111(4), 1328-1333.

107



Demirtepe, D. (2008). Testing the Caregiver Stress Model with the Caregivers of
Children with Leukemia. Unpublished master’s thesis, Middle East
Technical University, Ankara, Turkey.

Demirtepe, D., & Bozo, O. (2009). Bakici iyilik dl¢egi’nin uyarlama, giivenirlik ve
gegerlik ¢alismasi, Tiirk Psikoloji Yazilari, 12(23), 28-37.

Demirtepe—Saygili, D., & Bozo, O. (2011). Perceived social support as a moderator
of the relationship between caregiver well-being indicators and
psychological symptoms. Journal of Health Psychology, 16(7), 1091-1100.

de Rick, A., & Vanheule, S. (2006). The relationship between perceived parenting,
adult attachment style and alexithymia in alcoholic inpatients. Addictive
Behaviors, 31, 1265-1270.

de Vugt, M. E., Stevens, F., Aalten, P., Lousberg, R., Jaspers, N., Winkens, .,
...Verhey, R. J. (2003). Behavioral disturbances in dementia patients and
quality of the marital relationship. International Journal of Geriatric
Psychiatry, 18, 149-154.

Diehl-Schmid, J., Schmidt, E., Nunnemann, S., Riedl, L., Kurz, A., Forstl, H.,
...Cramer, B. (2013). Caregiver Burden and Needs in Frontotemporal
Dementia. Journal of Geriatric Psychiatry and Neurology, 26(4), 221-229.

Diez, Z. G., Zumalde, E. C., & Sola, I. O. (2012, March). Early maladaptive schemas
and social anxiety: the moderating effect of avoidant vs. overcompensation
coping. Poster presentation, 20. European Congress of Psychiatry, Prague,
Czech Republic.

Di Mattei, V. E., Prunas, A., Novella, L., Marcone, A., Cappa, S. F., & Sarno, L.
(2008). The burden of distress in caregivers of elderly demented patients and
its relationship with coping strategies. Neurological Sciences, 29, 383-389.

Donaldson, C., Tarrier, N., Burns, A. (1997). The impact of the symptoms of
dementia on caregivers. British Journal of Psychiatry, 170, 62—68.

Duchesne, S., Larose, S., Vitaro, F., & Tremblay, R. E. (2010). Trajectories of
anxiety in a population sample of children: Clarifying the role of children's

108



behavioral characteristics and maternal parenting. Development and
Psychopathology, 22(2), 361-373.

Dyrbye, L. N., Thomas, M. R., Massie, F. S., Power, D. V., Eacker, A., Harper, W.,

...Shanafelt, T. D. (2008). Burnout and suicidal ideation among U.S. medical
students. Annals of Internal Medicine, 149(5), 334-341.

Eaton, R. J., & Bradley, G. (2008). The role of gender and negative affectivity in

stressor appraisal and coping selection. International Journal of Stress
Management, 15(1), 94-115.

Eker, D., & Arkar, H. (1995). Perceived social support: psychometric proporties of

the MSPSS in normal and pathological groups in a developing country. Social
Psychiatry and Psychiatric Epidemiology, 30, 121-126.

Eker, D., Arkar, H., & Yaldiz, H. (2001). Cok boyutlu algilanan sosyal destek
Olcegi’nin gozden gecirilmis formunun faktor yapisi, gecerlilik ve giivenirligi.
Tiirk Psikiyatri Dergisi, 12(1), 17-25.

Enten, R. S., & Golan, M. (2009). Parenting styles and eating disorder pathology.
Appetite, 52, 784-787.

Erdem, K., & Apay, S. A. (2014). A sectional study: the relationship between
perceived social support and depression in turkish infertile women.
International Journal of Fertility and Sterility, 8(3), 303-314.

Ergin, C. (1992). Doktor ve hemsirelerde tilkkenmislik ve Maslach Tiikenmiglik
Olgeginin uyarlanmasi. VII. Ulusal Psikoloji Kongresi Bilimsel Calismalart,
22-25 Eyliil 1992, Hacettepe Universitesi, VII.Ulusal Psikoloji Kongresi
Diizenleme Kurulu ve Tiirk Psikologlar Dernegi Yaymni, Ankara.

Fabes, R. A., & Martin, C. L. (1991). Gender and Age Stereotypes of Emotionality.
Personality and Social Psychology Bulletin, 17(5), 532-540.

Fauth, E. B., & Gibbons, A. (2014). Which behavioral and psychological symptoms
of dementia are the most problematic? Variability by prevalence, intensity,
distress ratings, and associations with caregiver depressive symptoms.
International Journal of Geriatry Psychiatry, 29, 263-271.

109



Fentz, H. N., Arendt, M., O’Toole, M. S., Rosenberg, N. K., & Hougaard, E. (2011).
The role of depression in perceived parenting style among patients with
anxiety disorders. Journal of Anxiety Disorders, 25, 1095-1101.

Ferrajao, P. C., & Oliveira, R. A. (2014). Self—awareness of mental states, self—
integration of personal schemas, perceived social support, posttraumatic and
depression levels, and moral injury: A mixed—method study among
Portuguese war veterans. Traumatology, 20(4), 277-285.
d0i:10.1037/trm0000016

Forouzan, A. S., Mahmoodi, A., Shushtari, Z. J., Salimi, Y., Sajjadi, H., &
Mahmoodi, Z. (2013). Perceived social support among people with physical
disability. Iranian Red Crescent Medical Journal, 15(8), 663-667.

Fradelos, E., Mpelegrinos, S., Mparo, Ch., Vaailopoulou, Ch., Argyrou, P., Tsironi,
M., ...Theofilou, P. (2014). Burnout syndrome impacts on quality of life in
nursing professionals: The contribution of perceived social support. Progress
in Health Sciences, 4(1), 102-109.

Fuller—Jonap, F., & Haley, W. E. (1995). Mental and physical health of male
caregivers of a spouse with Alzheimer’s disease. Journal of Aging and
Health, 7(1), 99-118.

Gage—Bouchard, E. A., Devine, K. A, & Heckler, C. E. (2013). The relationship
between socio—demographic characteristics, family environment, and
caregiver coping in families of children with cancer. Journal of Clinical
Psychology in Medical Settings, 20(4), 478-487.

Gallant, M. P., & Connell, C. M. (1997). Predictors of decreased self—care among
spouse caregivers of older adults with dementing 1illnesses. Journal of
Aging Health, 9(3), 373-395.

Goode, K. T., Haley, W. E., Roth, D. L., & Ford, G. R. (1998). Predicting
longitudinal changes in caregiver physical and mental health: A stress
process model. Health Psychology, 17(2), 190-198.

Gok, A. (2012). Associated factors of psychological well-being: Early maladaptive
schemas, schema coping processes, and parenting styles. Unpublished
master’s thesis, Middle East Technical University, Ankara, Turkey.

110



Grandner, M. A., Hale, L., Moore, M., & Patel, N. P. (2010). Mortality associated
with short sleep duration: The evidence, the possible mechanisms, and the
future. Sleep Medicine Reviews, 14, 191-203.

Grant, F., Guille, C., & Sen, S. (2013). Well-being and the risk of depression under
stress. Plos One, 8(7), 1-6.

Grant, 1., Adler, K. A,, Patterson, T. L., Dimsdale, J. E., Ziegler, M. G., & Irwin, M.
R. (2002). Health consequences of Alzheimer’s caregiving transitions: Effects
of placement and bereavement. Psychosomatic Medicine, 64(3), 477-486.

Grebot, E., Berjot, S., Lesage, F. X., & Dovero, M. (2011). Early maladaptive
schema, workaholism and burnout of medical residents. Journal de Therapie
Comportementale et Cognitive, 21(2), 43-52.

Greco, A., Steca, P., Pozzi, R., Monzani, D., D’Addario, M., Villani, A., ...Parati, G.
(2014). Predicting depression from illness severity in cardiovascular disease
patients: self—efficacy beliefs, illness perception, and perceived social support
as mediators. International Journal of Behavioral Medicine, 21(2), 221-229.

Griiner, K., Muris, P., & Merckelbach, H. (1999). The relationship between anxious
rearing behaviours and anxiety disorders symptomatology in normal children.
Journal of Behavior Therapy and Experimantal Psychiatry, 30, 27-35.

Hale, W. W., Engels, R., & Meeus, W. (2006). Adolescent’s perceptions of parenting
behaviours and its relationship to adolescent Generalized Anxiety Disorder
symptoms. Journal of Adolescence, 29, 407-417.

Halvorsen, M., Wang, C.E., Eisemann, M., & Waterloo, K. (2010). Dysfunctional
attitudes and early maladaptive schemas as predictors of depression: A 9-year
follow—up study. Cognitive Therapy and Research, 34, 368-379.

Hammig, O., Brauchli, R., & Bauer, G. F. (2012). Effort-reward and work-life
imbalance, general stres and burnout among employees of a large public
hospital in Switzerland. Swiss Medical Weekly, 142,111, doi:
10.4414/smw.2012.13577.

111



Harris, A.E., & Curtin, L. (2002). Parental perceptions, early maladaptive schemas,
and depressive symptoms in young adults. Cognitive Therapy and Research,
26, 405-416.

Hawke, L. S., & Provencher, M. D. (2012). Early maladaptive schemas among
patients diagnosed with bipolar disorder. Journal of Affective Disorders, 136,
803-811.

Hawke, L. D., Provencher, M. D., & Arntz, A. (2011). Early maladaptive schemas in
the risk for bipolar spectrum disorders. Journal of Affective Disorders, 133,
428-436.

Haycraft, E., & Blissett, J. (2010). Eating disorder symptoms and parenting styles.
Appetite, 54, 221-224.

Heider, D., Bernert, S., Matschinger, H., Haro, J. M., Alonso, J., & Angermeyer, M.
C. (2007). Parental bonding and suicidality in adulthood. Australian and New
Zealand Journal of Psychiatry, 41, 66—73.

Heru, A. M., & Ryan, C. E. (2006). Family functioning in the caregivers of patients
with dementia: one—year follow—up. Bulletin of the Menninger Clinic, 70(3),
222-231.

Heru, A. M., Ryan, C. E., Igbal, A. (2004). Family functioning in the caregivers of
patients with dementia. International Journal of Geriatric Psychiatry, 19,
533-537.

Hisli, N. (1988). Beck depresyon envanterinin gecerligi lizerine bir ¢alisma. Psikoloji
Dergisi, 6(22), 118-122.

Hisli, N. (1989). Beck depresyon envanterinin tiniversite 6grencileri i¢in gegerligi,
giivenirligi. Psikoloji Dergisi, 7(23), 8-13.

Hooker, K., Bowman, S. R., Coehlo, D. P., Lim, S. R., Kaye, J., Guariglia, R., & Li,
F. (2002). Behavioral change in persons with dementia: relationships with
mental and physical health of caregivers. The Journals of Gerontology, 57(5),
453-460.

112



Hooker, K., Monahan, D.J., Bowman, S. R., Frazier, L.D., & Shifren, K. (1998).
Personality counts for a lot: predictors of mental and physical health of
spouse caregivers in two disease groups. Journal of Gerontology, 53(2), 73—
85.

Hummel, R. M., & Gross, A. M. (2001). Socially anxious children: An observational
study of parent—child interaction. Child & Family Behavior Therapy, 23(3),
19-40.

Jackson, P. B. (1992). Specifying the buffering hypothesis: Support, strain, and
depression. Social Psychology Quarterly, 55(4), 363-378.
d0i:10.2307/2786953.

Jackson, P. R., Stafford, E. M., Banks, M. H., & Warr, P. B. (1983). Unemployment
and psychological distress in young people: The moderating role of
employment commitment. Journal of Applied Psychology, 68(3), 525-535.

Janssens, K. A. M., Oldehinkel, A. J., & Rosmalen, J. G. M. (2009). Parental
overprotection predicts the development of functional somatic symptoms in
young adolescents. The Journal of Pediatrics, 918-923.

Jones, C.J., Leung, N., & Harris, G. (2006). Father—daugher relationship and eating
psychopathology: the mediating role of core beliefs. British Journal of
Clinical Psychology, 45, 319-330.

Kapei, E. G., & Hamamci, Z. (2010). Aile islevi ile psikolojik belirtiler arasindaki
iliski: Erken donem uyum bozucu semalarin araci rolii. Klinik Psikiyatri, 13,
127-136.

Karaosmanoglu, H. A., Soygiit, G. and Kabul, A. (2013), Psychometric properties of
the Turkish young compensation mnventory. Clinical Psychology &
Psychotherapy, 20(2), 171-179. doi: 10.1002/cpp.787

Karaosmanoglu, A., Soygiit, G., Tuncer, E., Derindz, Z., & Yeroham, R. (2005).
Dance of the Schemas: Relations between parenting, schema
overcompensation and avoidance. Therapy Symposium I, Thessaloniki.
Retrieved in December 13, 2013, from
http://www.psikonet.com/thessaloniki2005/dance_of the schemas_web_files
[frame.htm

113


http://www.psikonet.com/thessaloniki2005/dance_of_the_schemas_web_files
http://www.psikonet.com/thessaloniki2005/dance_of_the_schemas_web_files

Kazak, A. E., Barakat, L.P., Meeske, K., Christakis, D., Meadows, A. T., Casey, R.,
...Stuber, M. L. (1997). Posttraumatic stress, family functioning, and social
support in survivors of childhood leukemia and their mothers and fathers.
Journal of Consulting and Clinical Psychology, 65(1),120-129.

Kelly, J. R., & Hutson—Comeaux, S. L. (1999). Gender—emotion stereotypes are
context specific. Sex Roles, 40, 107-120.

Kiecolt-Glaser, J. K., Dura, J. R., Speicher, C. E., Trask, O. J., & Glaser, R. (1991).
spousal caregivers of dementia victims: longitudinal changes in immunity
and health. Psychosomatic Medicine, 53, 345-362.

Kiecolt-Glaser, J. K., Glaser, R., Gravenstein, S., Malarkey, W. B., & Sheridan, J.
(1996). Chronic stress alters the immune response to influenza virus vaccine
in older adults. Proceedings of the National Academy of Sciences of the
United States of America, 93, 3043-3047.

Kim, Y., Baker, F., Spillers, R. L. & Wellisch, D. K. (2006). Psychological
adjustment of cancer caregivers with multiple roles. Psycho—oncology, 15,
795-804.

Kim, H., Chang, M., Rose, K., & Kim, S. (2012). Predictors of caregiver burden
in caregivers of individuals with dementia. Journal of Advanced Nursing
68(4), 846-855. doi: 10.1111/j.1365-2648.2011.05787.x

Kim, J. E., Lee, S. W., & Lee, S. J. (2014). Relationship between early maladaptive
schemas and symptom dimensions in patients with obsessive—compulsive
disorder. Psychiatry Research, 215, 134-140.

Knutson, K., Spiegel, K., Penev, P., & van Cauter, E. (2007). The metabolic
consequences of sleep deprivation. Sleep Medicine Reviews, 11, 163-178.

Koeske, G. F., & Koeske, R. D. (1991) Student “burnout” as a mediator of the
stress— outcome relationship. Research in Higher Education, 32, 415-431.

Krieger, T., Zimmerman, J., Huffziger, S., Ubl, B., Diener, C., Kuehner, C, &
Holtforth, M. G. (2014). Measuring depression with a well-being index:
Further evidence for the validity of the WHO Well-Being Index (WHO-5) as

114



a measure of the severity of depression. Journal of Affective Disorders, 156,
240-244.

Kring, A. M., & Gordon, A. H. (1998). Sex differences in emotion: expression,
experience, and physiology. Journal of Personality and Social Psychology,
74(3), 686-703.

Kuscu, M. K., Dural, U., Onen, P., Yasa, Y., Yayla, M., Basaran, G., ...Bekiroglu,
N. (2009). The association between individual attachment patterns, the
perceived social support, and the psychological well-being of Turkish
informal caregivers. Psycho—Oncology, 18, 927-935.

Lagace—Seguin, D. G., & DeLeavey, A. E. (2011). Memories of adolescence: can
perceptions of social supports be predicted from Baumrind’s traditional
parenting typologies? International Journal of Adolescence and Youth, 16(3),
245-264.

Larson, J., Franzen—Dahlin, A., Billing, E., von Arbin, M., Murray, V., & Wredling,
R. (2008). The impact of gender regarding psychological well-being and
general life situation among spouses of stroke patients during the first year
after the patients’ stroke event: A longitudinal study. International Journal of
Nursing Studies, 45, 257—-265.

Lawrance, K. A., Allen, J. S., & Chanen, A. M. (2011). A study of maladaptive
schemas and borderline personality disorder in young people. Cognitive
Therapy and Research, 35, 30-39.

Lawrance, R. H., Tennstedt, S. L., & Assmann, S. F. (1998). quality of the
caregiver—care recipient relationship: does 1t offset negative
consequences of caregiving for family caregivers? Psychology and Aging,
13(1), 150-158.

Lawton, M. P., Moss, M., Kleban, M. H., Glicksman, A., & Rovine, M. (1991). A
two—factor model of caregiving appraisal and psychological well-being.
Journals of Gerontology, 46(4), 181-189.

Lechner, L., Bolman, C., & van Dalen, A. (2007). Definite involuntary childlessness:
associations between coping, social support and psychological distress.
Human Reproduction, 22(1), 288-294.

115



Lee, C. W, Taylor, G., & Dunn, J. (1999). Factor structure of the schema
questionnaire in a large clinical sample. Cognitive Therapy and Research,
23(4), 441-451.

Lee, S., Colditz, G., Berkman, L., & Kawachi, I. (2003). Caregiving and risk of
coronary heart disease in U.S. women: A prospective study. American
Journal of Preventive Medicine, 24(2), 113-119.

Leggett, A. N., Zarit, S. H., Kim, K., Almeida, D. M., & Klein, L. C. (2014).
Depressive mood, anger, and daily cortisol of caregivers on high—and
low-stress days. The Journals of Gerontology, 69(4), n.p. doi:
10.1093/geronb/gbu070

Lerner, D., Adler, D. A., Chang, H., Lapitsky, L., Hood, M. Y., Perissinotto, C., ...
Rogers, W. H. (2004). Unemployment, job retention, and productivity loss
among employees with depression. Psychiatric Services, 55(12), 1371-1378.

Le’vesque, L., Ducharme, F., & Lachance, L. (1999). Is there a difference between
family caregiving of institutionalized elders with or without dementia?
Western Journal of Nursing Research, 21, 472—-497.

Leung, N., Thomas, G., & Waller, G. (2000). The relationship between parental
bonding and core beliefs in anorexic and bulimic women. British Journal of
Clinical Psychology, 39, 205-213.

Lockwood, N. R. (2003). Work/life balance: Challenges and Solutions. Society for
Human Resource Management. Retrieved in November 25,2014, from
http://www.ispi.org/pdf/suggestedReading/11_Lockwood_WorkLifeBalance.
pdf.

Lorant, V., Croux, C., Weich, S., Deliege, D., Mackenbach, J., & Ansseau, M.
(2007). Depression and socio—economic risk factors: 7 year longitudinal
population study. The British Journal of Psychiatry, 190, 293-298.

Lu, L. (2011). Leisure and depression in midlife: A Taiwanese national survey of
middle—aged adults. Journal of Health Psychology 16(1), 137-147.

Mace, N., & Robins, P. (1999). The 36-Hours Day (3rd ed.). Baltimore: Johns
Hopkins University Press.

116


http://www.ispi.org/pdf/suggestedReading/11_Lockwood_WorkLifeBalance.%09pdf
http://www.ispi.org/pdf/suggestedReading/11_Lockwood_WorkLifeBalance.%09pdf

Mackinnon, S. P. (2012). Perceived social support and academic achievement:
Cross—lagged panel and bivariate growth curve analyses. Journal of Youth
and Adolescence, 41, 474-485.

Mahoney, R., Regan, C., Katona, C., & Livingston, G. (2005). Anxiety and
depression in family caregivers of people with Alzheimer’s disease — the
LASER-AD study. American Journal of Geriatric Psychiatry, 13(9), 795—
801.

Maikikangas, A., Hitinen, M., Kinnunen, U., & Pekkonen, M. (2011). Longitudinal
factorial invariance of the Maslach Burnout Inventory—General Survey
among employees with job—related psychological health problems. Stress and
Health,27, 347-352. doi:10.1002/smi.1381

Manne, S., Ostroff, J., Winkel, G., Goldstein, L., Fox, K., & Grana, G. (2004).
Posttraumatic growth after breast cancer: patient, partner, and couple
perspectives. Psychosomatic Medicine, 66(3), 442-54.

Maslach, C. (1982). Burn—out—The Cost of Caring. Englewood Cliffs, NJ: Prentice—
Hall.

Maslach, C., & Jackson, S. E. (1981). The measurement of experienced burnout.
Journal of Occupational Behaviour, 2, 99-113.

Maslach, C., Schaufeli, W. B., & Leiter, M. P. (2001). Job burnout. Annual Review
of Psychology, 52, 397-422.

Matsuda, N. (2001). For the betterment of the family care for the aged with
dementia. KobeJournal of Medical Sciences, 47, 123-9.

Mausbach, BT., Chattillion, E., Roepke, SK., Ziegler, MG., Milic, M., von Kanel, R.,
...Grant, I. (2012). A longitudinal analysis of the relations among stress,
depressive symptoms, leisure satisfaction, and endothelial function in
caregivers. Journal of Health Psychology, 31(4), 433-40.

Mausbach, B. T., Patterson, T. L., & Grant, 1. (2008). Is depression in Alzheimer’s
caregivers really due to activity restriction? A preliminary mediational test of
the Activity Restriction Model. Journal of Behavior Therapy and
Experimental Psychiatry, 39, 459-466.

117



Mausbach, B. T., Patterson, T. L., Rabinowitz, Y. G., Grant, I., & Schulz, R. (2007).
Depression and distress predict time to cardiovascular disease in dementia
caregivers. Health Psychology, 26(5), 539-544.

Mausbach, B. T., Roepke, S. K., Ziegler, M. G., Milic, M., von Kanel, R., Dimsdale,
J. E., ... Grant, 1. (2010). Association Between Chronic Caregiving Stress and
Impaired Endothelial Function in the Eldery. Journal of American College of
Cardiology, 55(23), 2599-2606.

McCurry, S. M., Logsdon, R. G., Teri, L., & Vitiello, M. V. (2007). Sleep
disturbances in caregivers of persons with dementia: Contributing factors and
treatment implications. Sleep Medicine Reviews, 11, 143-153.

McGinn, L. K., Cukor, D., & Sanderson, W. C. (2005). The relationship between
parenting style, cognitive style, and anxiety and depression: Does increased
early adversity influence symptom severity through the mediating role of
cognitive style? Cognitive Therapy and Research, 29(2), 219-242.

McKibbin, C. L., Ancoli-Israel, S., Dimsdale, J., Archuleta, C., von Kanel, R., Mills,
P., ...Grant, L. (2005). Sleep in spousal caregivers of people with Alzheimer’s
disease. American Academy of Sleep Medicine, 28(10), 1245-1250.

McLeod, B. D., Wood, J. J., & Weisz, J. R. (2007). Examining the association
between parenting and childhood anxiety: A meta—analysis. Clinical
Psychology Review, 27, 155-172.

Melamed S., Kushnir T., & Shirom, A. (1992). Burnout and risk factors for
cardiovascular diseases. Behaviour Medicine, 18(2), 53-60. doi:
10.1080/08964289.1992.9935172

Melamed, S., Shirom, A., Toker, S., Berliner, S., & Shapira, I. (2006). Burnout and
risk of cardiovascular disease: Evidence, possible causal paths, and
promising research directions. Psychological Bulletin, 132, 327-353.
doi:10.1037/0033-2909.132.3.327

Mendes, E. (2011, July 28). Most caregivers look after elderly parent; invest a lot of
time. Retrived in November, 25, 2014, from
http://www.gallup.com/poll/148682/caregivers—look—elderly—parent—
invest—lot—time.aspx#

118


http://www.gallup.com/poll/148682/caregivers-look-elderly-parent-invest-lot-
http://www.gallup.com/poll/148682/caregivers-look-elderly-parent-invest-lot-

Milner, A., Spittal, M. J., Page, A., & LaMontagne, A. D. (2014). The effect of
leaving employment on mental health: testing “adaptation” versus “sensation”
in a cohort of working—age Australians. Occupational and Environmental
Medicine, 71(3), 167-174.

Mills, P. J., Adler, K. A., Dimsdale, J. E., Perez, C. J., Ziegler, M. G., Ancoli—Israel,
S., ...Grant, I. (2004). Vulnerable caregivers of Alzheimer disease patients
have a deficit in beta 2—adrenergic receptor sensivity and density. The
American Journal of Geriatric Psychiatry, 12(3), 281-286.

Mills, P. J., Ancoli-lIsrael, S., von Kanel, R., Mausbach, B. T., Aschbacher, K.,
Patterson, T. L., ...Grant, 1. (2009). Effects of gender and dementia severity
on Alzheimer’s disease caregivers’ sleep and biomarkers of coagulation and
inflammation. Brain, Behavior, and Immunity, 23, 605-610.

Mills, P. J., Yu, H., Ziegler, M. G., Patterson, T., & Grant, I. (1999). Vulnerable
caregivers of patients with Alzheimer’s disease have a deficit in circulating
CD62L- T lymphocytes. Psychosomatic Medicine, 61(2), 168-174.

Mills, P. J., Ziegler, M. G., Patterson, T., Dimsdale, J. E., Hauger, R., Irwin, M., &
Grant, 1. (1997). Plasma catecholamine and lymphocyte beta 2—-adrenergic
receptor alterations in elderly Alzheimer caregivers under stress.
Psychosomatic Medicine, 59(3), 251-256.

Muris, P. (2006). Maladaptive schemas in non—clinical adolescents: relations to
perceived parental rearing parental rearing behaviours, big five personality
factors and psychopathological symptoms. Clinical Psychology
Psychotherapy, 13, 405-413.

Oakley—-Browne, M. A., Joyce, P. R., Wells, J. E., Bushnell, J. A., & Hornblow, A.
R. (1995). Adverse parenting and other childhood experience as risk factors
for depression in women aged 18-44 years. Journal of Affective Disorders,
34(1), 13-23.

Olesen, S. C., Butterworth, P., Leach, L. S., Kelaher, M., & Pirkis, J. (2013). Mental
health affects future employment as job loss affects mental health: findings
from a longitudinal population study. Biomedical Psychiatry, 13(144), 1-9.

119



Oliveira, C., & Nobre, P. J. (2013). Cognitive structures in women with sexual
dysfunction: the role of early maladaptive schemas. International Society for
Sexual Medicine, 10, 1755-1763.

Older Americans 2000: Key Indicators of Well-Being. (2000). Federal Interagency
Forum on Aging Related Statistic. Retrieved in July 3, 2014, from
http://www.agingstats.gov/agingstatsdotnet/Main_Site/Data/2000_Docume
nts/entire_report.pdf

Ornstein, K. A., Gaugler, J. E., Devanand, D. P. Scarmeas, N., Zhu, C. W., & Stern,
Y. (2013). Are there sensitive time periods for dementia caregivers? The
occurrence of behavioral and psychological symptoms in the early stages of
dementia. International Psychogeriatrics, 25(9), 1453-1462.

Ownsworth, T., Henderson, L., & Chambers, S. K. (2010). Social support buffers the
impact of functional impairments on caregiver psychological well-being in
the context of brain tumor and other cancers. Psychooncology, 19(10), 1116—
1122. doi: 10.1002/pon. 1663.

Oyebode, J. (2003). Assessment of carers’ psychological needs. Journal of
Continuing Professional Development, 9, 45-53.

Ozpolat, A. G. Y., Ayaz, T., Konag, O., Ozkan, A. (2014). Attachment style and
perceived social support as predictors of biopsychosocial adjustment to
cancer. Turkish Journal of Medical Sciences, 44, 24-30. doi:10.3906/sag—
1210-28

Pacheco, G., Page, D., & Webber, D. J. (2014). Mental and physical health: re—
assessing the relationship with employment propensity. Work Employment &
Society, 28(3), 407-429.

Papastavrou, E., Kalokerinou, A., Papacostas, S. S., Tsangari, H., & Sourtzi, P.
(2007). Caring for a relative with dementia: family caregiver burden. Journal
of Advanced Nursing, 58(5), 446-457.

Pehlivan, S., Ovayolu, O., Ovayolu, N., Sevinc, A., & Camci, C. (2012).
Relationship between hopelessness, loneliness, and perceived social support
from family in Turkish patients with cancer. Support Care Cancer, 20, 733—
739.

120


http://www.agingstats.gov/agingstatsdotnet/Main_Site/Data/2000_Docume%09nts
http://www.agingstats.gov/agingstatsdotnet/Main_Site/Data/2000_Docume%09nts

Perren, S., Schmid, R., Herrmann, S., & Wettstein, A. (2007). The impact of
attachment on dementia—related problem behavior and spousal caregivers’
well-being. Attachment & Human Development, 9, 163-178.

Piercy, K. W., Fauth, E. B., Norton, M. C., Pfister, R., Corcoran, C. D., Rabins, P.
V., ...Tschanz, J. T. (2013). Predictors of dementia caregiver depressive
symptoms in a population: the cahce county dementia progression study.
Journal of Gerontology, 68(6), 921-926.

Pinquart, M. (2013). Do the parent—child relationship and parenting behaviours differ
between families with a child with and without chronic illness? A meta—
analysis. Journal of Pediatric Psychology, 38(7), 708—721.

Pinquart, M., & Sorensen, S. (2003a). Associations of stressors and uplifts of
caregiving with caregiver burden and depressive mood: A meta—analysis.
Journal of Gerontology: Psychological Sciences, 58B(2), 112-128.

Pinquart, M., & Sorensen, S. (2003b). Differences between caregivers and non—
caregivers in psychological health and physical health: A meta—analysis.
Psychology and Aging, 18(2), 250-267.

Pinto—Gouveia, J., Castilho, P., Galhardo, A., & Cunha, M. (2006). Early schemas
and social phobia. Cognitive Therapy Research, 30, 571-584.

Rambod, M., & Rafii, F. (2010). Perceived social support and quality of life in
Iranian Hemodialysis Patients. Journal of Nursing Scholarship, 42(3), 242—
249.

Rapee, R. M. (1997). Potential role of childrearing practices in the development of
anxiety and depression. Clinical Psychology Review, 17(1), 47-67.

Reeves, M., & Taylor, J. (2007). Specific relationships between core beliefs and
personality disorder symptoms in a non— clinical sample. Clinical Psychology
and Psychotherapy, 14, 96-104.

Reneflot, A., & Mamelund, S. E. (2012). The association between marital status and
psychological well-being in norway. European Sociological Review, 28,(3),
355-365.

121



Renner, F., Lobbestael, J., Peeters, F., Arntz, A., & Huibers, M. (2012). Early
maladaptive schemas in depressed patients: Stability and relation with
depressive symptoms over the course of treatment. Journal of Affective
Disorder, 136, 581-590.

Robinson, L., Wayne, M. S., & Segal, J. (November, 2014). Support for Alzheimer’s
and dementia caregivers. Retrieved in November 25, 2014, from
http://www.helpguide.org/articles/caregiving/support—for—alzheimers—and-
dementia—caregivers.htm

Roelofs, J., Lee, C., Ruijten, T., & Lobbestael, J. (2011). The mediating role of early
maladaptive schemas in the relation between quality of attachment
relationships and symptoms of depression in adolescents. Behavioural and
Cognitive Psychotherapy, 39, 471-479.

Roepke, S. K., Mausbach, B. T., Patterson, T. L., von Kanel, R., Ancoli-lIsrael, S.,
Harmell, A. L., ... Grant, I. (2011). Effects of Alzheimer caregiving on
allostatic load. Journal of Health Psychology, 16(1), 58-69.

Roper, L., Dickson, J. M., Tinwell, C., Booth, P. G., & McGuire, J. (2010).
Maladaptive cognitive schemas in alcohol dependence: Changes associated
with a brief residential abstinence program. Cognitive Therapy and Research,
34, 207-215.

Rosa, E., Lussignoli, G., Sabbatini, F., Chiappa, A., Di Cesare, S., Lamanna, L., &
Zanetti, O. (2010). Needs of caregivers of patients with dementia. Archieves
of Gerontology and Geriatrics, 51, 54-58.

Ruppanner, L., & Bostean, G. (2014). Who cares? Caregiver Well-being in Europe.
European Sociological Review, 30(5), 655-669.

Rzeszutek, M., & Schier, K. (2014). Temperament traits, social support, and burnout
symptoms in a sample of therapists. Psychotherapy, 51(4), 574-579. doi:
10.1037/a0036020

Saariaho, T. H. J., Saariaho, A. S. I, Karila, I. A., & Joukamaa, M. 1. (2010). Early
maladaptive schemas in Finnish adult chronic male and female pain patients.
Scandinavian Journal of Pain, 1, 196-202.

122


http://www.helpguide.org/articles/caregiving/support-for-alzheimers-and-%09dementia-caregivers.htm
http://www.helpguide.org/articles/caregiving/support-for-alzheimers-and-%09dementia-caregivers.htm

Saritas, D. (2007). The effects of maternal acceptance-rejection on psychological
distress of adolescents: The mediator roles of early maladaptive schemas.
Unpublished master’s thesis, Middle East Technical University, Ankara,
Turkey.

Saritas, D., & Gengoz, T. (2011). Psychometric properties of “Young Schema
Questionnaire—Short Form 3” in a Turkish adolescent sample. Journal of
Cognitive and Behavioral Psychotherapies, 11(1), 83-96.

Schmidt, N. B., Joiner, T. E., Young, J. E., & Telch, M. J. (1995). The schema
questionnaire: Investigation of psychometric properties and the hierarchical
structure of a.measure of maladaptive schemas. Cognitive Therapy and
Research, 19(3), 295-321.

Schoeder, C. E., & Remer, R. (2007). Perceived social support and caregiver strain in
caregivers of children with Tourette’s Disorder. Journal of Child and Family
Studies, 16, 888-901.

Schulz, R., Mendelsohn, A. B., Haley, W. E., Mahoney, D., Allen, R. S., Zhang, S.,
Thompson, L., & Belle, S. H. (2003). End—of-life care and the effects of
bereavement on family caregivers of persons with dementia. The New
England Journal of Medicine, 349(20), 1936-1942.

Schulz, R., O’Brien, A. T., Bookwala, J., & Fleissner, K. (1995). Psychiatric and
physical morbidity effects of dementia caregiving: Prevalence, correlates and
causes. The Gerontologist, 35(6), 771-791.

Schutte, N., Toppinen, S., Kalimo, R., & Schaufeli, W. B. (2000). The factorial
validity of the Maslach Burnout Inventory—General Survey (MBI-GS) across
occupational groups and nations. Journal of Occupational and
Organizational Psychology, 73, 53-66. doi: 10.1348/096317900166877

Segal, Z. (1988). Appraisal of the self-schema: Construct in cognitive models of
depression. Psychological Bulletin, 103, 147-162.

Shaw, W. S., Patterson, T. L., Semple, S. J., Dimsdale, J. E., Ziegler, M. G., & Grant,
I. (2003). Emotional expressiveness, hostility and blood pressure in a
longitudinal cohort of Alzheimer caregivers. Journal of Psychosomatic
Research, 54, 293-302.

123



Shaw, W. S., Patterson, T. L., Ziegler, M. G., Dimsdale, J. E., Semple, S. J., & Grant,
I. (1999). Accelerated risk of hypertensive blood pressure recordings among
Alzheimer caregivers. Journal of Psychosomatic Research, 46(3), 215-227.

Sheffield, A., Waller, G., Emanuelli, F., & Murray, J. (2006). Is comorbidity in the
eating disorders related to perceptions of parenting? Criterion validity of the
revised Young Parenting Inventory. Eating Behaviors, 7(1), 37-45.

Sheffield, A., Waller, G., Emanuelli, F., Murray, J., & Meyer, C. (2005). Links
between parenting and core beliefs: preliminary psychometric validation of
the young parenting inventory. Cognitive Therapy and Research, 29(6), 787—
802.

Sheffield, A., Waller, G., Emanuelli, F., Murray, J., & Meyer, C. (2009). Do schema
processes mediate links between parenting and eating pathology?.European
Eating Disorders Review, 17, 290-300. doi: 10.1002/erv.922

Shin, H., Noh, H., Jang, Y., Park, Y. M., & Lee, S. M. (2013). A longitudinal
examination of the relationship between teacher burnout and depression.
Journal of Employment Counseling, 50, 124-137.

Shirom, A., Toker, S., Alkaly, Y., Jacobson, O., & Balicer, R. (2011). Work—based
predictors of morality: A 20—year follow—up of healthy employees. Health
Psychology, 30, 268-275. doi:10.1037/a0023138

Shorey, R. C., Stuart, G. L., & Anderson, S. (2013). Early maladaptive schemas
among young adult male substance abusers: A comparison with a non-
clinical group. Journal of Substance Abuse Treatment, 44, 522-527.

Simpson, C., & Carter, P. (2013). Dementia behavioral and psychiatric symptoms:
effect on caregiver’s sleep. Journal of Clinical Nursing, 22, 3042—-3052.

Sipal, R. F., & Sayin, U. (2013). Impact of perceived social support and depression
on the parental attitudes of mothers of children who are deaf. Journal of
Child and Family Studies, 22, 1103-1111. doi: 10.1007/s10826-012-9672-3

Soygut, G., Cakir, Z., & Karaosmanoglu, A. (2008). Assessment of parenting styles:
A psychometric study of the Turkish young parenting mventory. Turkish
Psychological Reviews, 11(22), 17-30.

124



Soygut, G., Karaosmanoglu, A., & Cakir, Z. (2009). Assessment of early
maladaptive schemas: A psychometric study of the Turkish young schema
questionnaire—short form-3. Turkish Journal of Psychiatry, 20(1), 75-84.

Spokas, M., & Heimberg, R. G. (2009). Overprotective parenting, social anxiety, and
external locus of control: Cross—sectional and longitudinal relationships.
Cognitive Therapy and Research, 33, 543-551.

Spranger, S. C., Waller, G., & Bryant-Waugh, R. (2001), Schema avoidance in
bulimic and non—eating—disordered women. International Journal of Eating
Disorders, 29, 302-306. doi: 10.1002/eat.1022

Stack, S., & Eshleman, J. R. (1998). Marital status and happiness: a 17—nation study.
Journal of Marriage and Family, 60(2), 527-536.

Stewart, R. C., Umar, E., Tomenson, B., & Creed, F. (2014). Validation of the multi—
dimensional scale of perceived social support (MSPSS) and the relationship
between social support, intimate partner violence and antenatal depression in
Malawi. Biomedical Central Journal, 14(180), 1-11. doi:10.1186/1471—
244X~ 14-180.

Stright, A. D., & Yeo, K. L. (2014). Maternal parenting styles, school involvement
and children’s school achievement and conduct in Singapore. Journal Of
Educational Psychology, 106(1), 301-314.

Takai, M., Takahashi, M., lwamitsu, Y., Ando, N., Okazaki, S., Nakajima, K.,
...Miyaoka, H. (2009). The experience of burnout among home caregivers
of patients with dementia: relations to depression and quality of life.
Archives of Gerontology and Geriatrics, 49, 1-5.

Taris, T. W., Le Blanc, P.M., Schaufeli,W. B., & Schreurs, P. J. G. (2005). Are there
causal relationships between the dimensions of the Maslach burnout
inventory? A review and two longitudinal tests. Work and Stress, 19, 238—
255.

Taris, T., Schreurs, P., & Schaufeli, W. (1999). Construct validity of the Maslach
burnout mnventory—general survey: A two-sample examination of its factor
structure and correlates. Work & Stress, 13, 223-237.
doi:10.1080/026783799296039

125



Tebb, S. S. (1995). An aid to empowerment: A caregiver well-being scale. Health &
Social Work, 20, 87-92.

The British Psychological Society (2013, May 15). Unemployment and mental
disorder. Retrieved in November 24, 2014, from
http://www.bps.org.uk/news/unemployment—key—mental-disorder—trigger.

Thimm, J. C. (2010). Mediation of early maladaptive schemas between perceptions
of parental rearing style and personality disorder symptoms. Journal of
Behavior Therapy and Experimental Psychiatry, 41, 52-59.

Thoits, P. A. (1995). Stress, coping and social support processes: Where are we?
what next? Journal of Health and Social Behavior, 35(Extra Issue), 53—79.

Thomas, N.K. (2004). Resident burnout. Journal of the American Medical
Association, 292, 2880-2889.

Truzzi, A., Souza, W., Bucasio, E., Berger, W., Figueira, I., Engelhardt, E., & Laks,
J. (2008). Burnout in a sample of Alzheimer's disease caregivers in Brazil.
European Journal of Psychiatry, 22, 151-60.

Truzzi, A., Valente, L., Ulstein, I., Engelhardt, E., Laks, J., & Engedal, K. (2012).
Burnout in familial caregivers of patients with dementia. Revista Brasileira
de Psiquiatria, 34, 405-412.

Tuna, M., & Olgun, N. (2010). The role of perceived social support on stroke
patients’ caregivers who have the burnout syndrome. Hacettepe University
Faculty of Health Sciences Nursing Journal, 41-52.

Turner, H. M., Rosg, K. S., & Cooper, M. J. (2005). Parental bonding and eating
disorder symptoms in adolescents: the mediating role of core beliefs. Eating
Behaviors, 6, 113-118.

Uei, S. L., Sung, H. C., & Yang, M. S. (2013). Caregivers’ self—efficacy and burden
of managing behavioral problems in Taiwanese aged 65 and over with
dementia. Social Behavior and Personality, 41(9), 1487-1496.

126


http://www.bps.org.uk/news/unemployment-key-mental-disorder-trigger

Ulstein, 1., Wyller, T., & Engedal, K. (2007). High scores on the relative stress
scale, a marker of possible psychiatric disorder in family carers of patients
with dementia. International Journal of Geriatric Psychiatry, 22(3), 195-202.

Unal, B. (2012). Early maladaptive schemas and well-being: importance of
parenting styles and other psychological resources. Unpublished master’s
thesis, Middle East Technical University, Ankara, Turkey.

van Gastel, W., Legerstee, J. S., & Ferdinand, R. F. (2009). The role of perceived
parenting in familial aggregation of anxiety disorders in children. Journal of
Anxiety Disorders, 23, 46-53.

van Hemert, D. A., van de Vijver, F. J. R., & Poortinga, Y. H. (2002). The Beck
Depression Inventory as a measure of subjective well-being: a cross—national
study. Journal of Happiness Studies, 3, 257-286.

von Kanel, R., Mausbach, B. T., Patterson, T. L., Dimsdale, J. E., Aschbacher, K.,
Mills, P. J., ...Grant, 1. (2008). Increased Framingham Coronary Heart
Disease Risk Score in dementia caregivers relative to non—caregiving
controls. Gerontology, 54(3), 131-137.

Vedhara, K., Cox, N. K. M., Wilcock, G. K., Perks, P., Hunt, M., Anderson, S.,
...Shanks, N. M. (1999). Chronic stress in elderly carers of dementia
patients and antibody response to influenza vaccination. The Lancet, 353,
627-631.

Verbakel, E. (2012). Subjective well-being by partnership status and its dependence
on the normative climate. European Journal of Population, 28, 205-232.

Vitaliano, P. P., Russo, J., & Niaura, R. (1995). Plasma lipids and their
relationships with psychosocial factors in older adults. The Journals of
Gerontology, 50B(1), 18-24.

Vitaliano, P. P., Scanlan, J. M., Krenz, C., & Fujimoto, W. (1996). Insulin and
glucose: relationships with hassles, anger, and hostility in nondiabetic older
adults. Psychosomatic Medicine, 58(5), 489-499.

127



Vitaliano, P.P, Scanlan, J. M., Zhang, J., Savage, M. V., Hirsch, I. B., & Siegler, I. C.
(2002). A path model of chronic stress, the metabolic syndrome, and coronary
heart disease. Journal of Psychosomatic Medicine, 64(3), 418-435.

Vitaliano, P.P., Zhang, J., & Scanlan, J.M. (2003). Is caregiving hazardous to one’s
physical health? A metaanalysis. Psychological Bulletin, 129, 946-972.

Wagner, B. M., & Compas, B. E. (1990). Gender, instrumentality, and expressivity:
Moderators of the relation between stress and psychological symptoms during
adolescence. American Journal of Community Psychology, 18, 383-406.

Waller, G., Meyer, C., & Ohanian, V. (2001). Psycometric proporties of the long and
short versions of the young schema questionnaire: Core beliefs among
bulimic and comparison women. Cognitive Therapy and Research, 25(2),
137-147.

Waller, G., Ohanian, V., Meyer, C., & Osman, S. (2000). Cognitive content among
bulimic women: The role of core beliefs. International Journal of Eating
Disorders, 28, 235 — 241.

Wang, J,, Xiao, L. D., He, G., & De Bellis, A. (2014). Family caregiver challenges in
dementia care in a country with undeveloped dementia services. Journal of
Advanced Nursing, 70(6), 1369-1380. doi: 10.1111/jan.12299

Watson, R., Deary, I., Thompson, D., & Li, G. (2008) A study of stress and burnout
in nursing students in Hong Kong: a questionnaire survey. International
Journal of Nursing Studies, 45(10), 1534-1542. doi:
10.1016/j.ijnurstu.2007.11.003.

Welburn, K., Coristine, M., Dagg, P., Pontefract, A., & Jordan, S. (2002). The
schema questionnaire—short form: factor analysis and relationship between
schemas and symptoms. Cognitive Therapy and Research, 26(4), 519-530.

Wethington, E., & Kessler, R. (1986). Perceived support, received support, and
adjustment to stressful life events. Journal of Health and Social Behavior,
27, 78-89.

Wilcox, S., & King, A. C. (1998). Sleep complaints in older women who are
family caregivers. The Journals of Gerontology, 54B(3), 189-198.

128



Wilks, S. E., & Croom, B. (2008). Perceived stres and resilience in Alzheimer’s
disease caregivers: Testing moderation and mediation models of social
support. Aging and Mental Health, 12(3), 357-365.

Willcock, S.M., Daly, M.G., Tennant, C.C., & Allard, B.J. (2004). Burnout and
psychiatric morbidity in new medical graduates. Medical Journal of
Australia, 181, 357-360.

Wilkinson, S. (2008). Work-life balance in the Australian and New Zealand
surveying profession. Structural Survey Volume, 26(2), 120-130.

Wimo, A., & Prince, M. (2010). Alzheimer’s disease international: World Alzheimer
report 2010. the global economic impact of dementia. Retrieved from
http://www.alz.co.uk/research/files/WorldAlzheimerReport2010.pdf

World Health Organization. (1992). The international classification of mental and
behavioural disorders ICD-10. Geneva: World Health Organisation.

World Health Organization. (2012). Dementia fact sheet. Retrieved from
http://www.who.int/mediacentre/factsheets/fs362/en/index.html

Wu, F. X., Li, L. Y., Zhu, H. B., & Zheng, Y. H. (2005). Characteristics of parental
rearing styles in patients with schizophrenia. Chinese Journal of Clinical
Rehabilitation, 9(20), 42-43.

Yadav, S. P., Doibale, M. K., Aswar, N. R., Inamdar, I. F., Sonkar, V. K., &
Gadekar, R. D. (2013). Assessment of socio—demographic correlates of
depression among the elderly in an urban area in Maharashtra. Journal of
Evolution of Medical and Dental Sciences, 2(51), 9895-9896.

Yen, W. J., & Lundeen, S. (2006). The association between meaning of caregiving,
perceived social support and level of depression of Taiwanese caregivers of
mentally ill patients. The International Journal of Psychiatric Nursing
Research, 12(1), 1378-1392.

Yilmaz, A., Turan, E., & Gundogar, D. (2009). Predictors of burnout in the family
caregivers of Alzheimer's disease: Evidence from Turkey. Australian Journal
on Ageing, 28, 16-21.

129


http://www.who.int/

Young, J. E. (1994). The Young— Rygh Avoidance Inventory. Retrived December 13,
2013, from http://www.hupal.hacettepe.edu.tr/scales.html

Young, J.E. (1995). The Young Compensation Inventory. New York, NY: Cognitive
Therapy Centre of New York.

Young, J. E. (1999). Cognitive therapy for personality disorders: a schema—
focused approach. Sarasota: Professional Resource Press.

Young, J. E. (2006). Schema therapy in applications in borderline and narcissistic
personality disorders. Schema Therapy Symposium Il: Istanbul

Young, J. E., & Brown, G. (1990). Young Schema Questionnaire. New York:
Cognitive Therapy Center of New York.

Young, J. E., & Brown, G. (2001). Young Schema Questionnaire: Special Edition.
New York: Schema Therapy Institute.

Young, J. E., Klosko, J. S., & Weishaar, M. E. (2003). Schema therapy: a
practitioner’s guide. New York: The Guilford Press.

Young, J. E., & Rygh, J. (1994). Young—Rygh Avoidance Inventory (YRAI). New
York: Cognitive Therapy Center of New York.

Zhou, X., Zhu, H., Zhang, B., &Cali, T. (2013). Perceived social support as
moderator of perfectionism, depression, and anxiety in college students.
Social Behavior and Personality, 41(7), 1141-1152.

Zimet, G. D., Dahlem, N. W., Zimet, S. G., & Farley, G. K. (1988). The
multidimensional scale of perceived social support. Journal of Personality
Assessment, 52(1), 30-41.

130


http://www.hupal.hacettepe.edu.tr/scales.html

APPENDICES

APPENDIX A. Informed Consent Form

(Goniillii Katihm Formu)

Sayin Katilimet;

Bu calisma Dog. Dr. Ozlem Bozo danismanliginda, ODTU Klinik Psikoloji
Yiiksek Lisans Programi 6grencisi El¢in Ayranci tarafindan, demans hastalarina
bakim veren ¢ocuklarin erken dénem yasantilar1 ve simdiki psikolojik durumlari
arasindaki iligkiyi saptamak amaciyla, yiiksek lisans tezi kapsaminda
ylriitiilmektedir.

Bu ¢aligma kapsaminda vereceginiz tiim bilgiler tamamen gizli kalacaktir.
Calismanin higbir boliimiinde isminiz ve kimliginizi ortaya ¢ikaran herhangi bir soru
sorulmamaktadir. Caligmanin objektif olmasi ve elde edilecek sonuglarin giivenirligi
bakimindan anket uygulamalarinda igtenlikle duygu ve diisiincelerinizi yansitacak
sekilde yanitlar vermeniz 6nemlidir. Calismaya katilim tamamiyla goniilliiliik esasina
dayanmaktadir. Anketler 45 dakika stirmektedir ve genel olarak, kisisel rahatsizlik
verecek sorular icermemektedir. Ancak, katilim sirasinda herhangi bir nedenden
otiirii kendinizi rahatsiz hissederseniz, cevaplama isini istediginiz anda birakmakta
serbestsiniz. Verdiginiz bilgiler gizli tutulacak ve sadece arastirmacilar tarafindan
degerlendirilecektir; elde edilecek bilgiler bilimsel yayinlarda kullanilacaktir.
Katiliminiz i¢in simdiden tesekkiir ederiz.

Calisma hakkinda daha fazla bilgi almak icin ODTU Klinik Psikoloji Yiiksek
Lisans Programi 6grencisi El¢in Ayranci (E-posta: elcinayranci@gmail.com) ile
iletisim kurabilirsiniz.

Bu caligmaya tamamen goniillii olarak katiliyorum ve istedigim zaman yarida
kesip ¢ikabilecegimi biliyorum. Verdigim bilgilerin bilimsel amacl yayimlarda
kullanilmasini kabul ediyorum. (Formu doldurup imzaladiktan sonra uygulayictya
geri veriniz).

Ad Soyad Tarih Imza
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APPENDIX B. Demographic Information Form
(Demografik Bilgi Formu)

Yasimiz:
Cinsiyet:
Medeni haliniz:
1. Bekar 2. Evli
3. Bosanmis 4. Dul

Egitim durumunuz:
1. [kogretim 2. Lise
3. Universite 4. Yiiksek Lisans/ Doktora
Calistyor musunuz?: Evet Hayir
Evet ise mesleginiz:
Cocugunuz var mi1?: Evet Hayir

Evet ise kag tane?
Yasaminizin ¢ogunun gectigi yer:
1. Metropol (istanbul, Ankara, izmir) 2. Sehir
3. Kasaba 4. Koy
Ekonomik durumunuzu en iyi hangi se¢enek yansitiyor?
Diisiik
Orta
Yiiksek
Herhangi bir fiziksel hastaliginiz var mi1?

Varsa nedir?
Su anda herhangi bir tedavi goriiyor musunuz? Evet

Evet ise nedir?
Herhangi bir psikolojik hastaliginiz var m1?

Varsa nedir?
Su anda herhangi bir tedavi goriiyor musunuz? Evet

Evet ise nedir?
Bakim verdiginiz hastanizin demans diizeyi:

Hafif

Orta

Agir
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APPENDIX C. Young Schema Questionnaire Short Form

(Young Sema Olcegi)

Yonerge: Asagida, kisilerin kendilerini tanimlarken kullandiklar1 ifadeler
stralanmustir. Liitfen her bir ifadeyi okuyun ve sizi ne kadar iyi tanimladigina karar
verin. Emin olamadiginiz sorularda neyin dogru olabileceginden ¢ok, sizin duygusal
olarak ne hissettiginize dayanarak cevap verin.

Bir kag soru, anne babanizla iliskiniz hakkindadir. Eger biri veya her ikisi su
anda yagamiyorlarsa, bu sorulari o veya onlar hayatta iken iliskinizi goz oniine alarak
cevaplandirin.

1 den 6’ya kadar olan segeneklerden sizi tanimlayan en yliksek sikki segerek
her sorudan 6nce yer alan bosluga yazin.

Derecelendirme:

1- Benim i¢in tamamiyla yanlis

2- Benim i¢in biiyiik 6l¢iide yanlig

3- Bana uyan tarafi uymayan tarafindan biraz fazla
4- Benim igin orta derecede dogru

5- Benim i¢in ¢ogunlukla dogru

6- Beni milkemmel sekilde tanimliyor

1. Bana bakan, benimle zaman gegiren, basima gelen olaylarla gergekten
ilgilenen kimsem olmadi.

2. Beni terkedeceklerinden korktugum i¢in yakin oldugum insanlarin pesini
birakmam.

3. Insanlarin beni kullandiklarini hissediyorum

4, Uyumsuzum.

5. Begendigim higbir erkek/kadin, kusurlarimi goriirse beni sevmez.

6. Is (veya okul) hayatimda neredeyse hicbir seyi diger insanlar kadar iyi
yapamiyorum

7. Giinliik yasamimi tek basima idare edebilme becerisine sahip oldugumu
hissetmiyorum.

8. Koti bir sey olacagi duygusundan kurtulamiyorum.

9. Anne babamdan ayrilmayi, bagimsiz hareket edebilmeyi, yasitlarim kadar,
basaramadim.

10. Eger istedigimi yaparsam, basimi derde sokarim diye diigiiniirim.

11. Genellikle yakinlarima ilgi gosteren ve bakan ben olurum.

12. Olumlu duygularimi digerlerine gostermekten utanirim (sevdigimi,
Oonemsedigimi gostermek gibi).

13. Yaptigim ¢cogu seyde en iyi olmaliyim; ikinci olmay1 kabullenemem.
14. Diger insanlardan bir seyler istedigimde bana “hayir” denilmesini ¢ok zor
kabullenirim.

15. Kendimi siradan ve sikici isleri yapmaya zorlayamam.

16. Paramin olmasi ve 6nemli insanlar tantyor olmak beni degerli yapar.

17. Her sey yolunda gidiyor goriinse bile, bunun bozulacagini hissederim.
18. Eger bir yanlis yaparsam, cezalandirilmay1 hak ederim.
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19. Cevremde bana sicaklik, koruma ve duygusal yakinlik gésteren kimsem
yok.

20. Diger insanlara o kadar muhtacim ki onlar1 kaybedecegim diye ¢ok
endiseleniyorum.

21. Insanlara kars1 tedbiri elden birakamam yoksa bana kasitl olarak zarar
vereceklerini hissederim.

22. Temel olarak diger insanlardan farkliyim.

23. Gergek beni tanirlarsa begendigim hi¢ kimse bana yakin olmak istemez.
24, Isleri halletmede son derece yetersizim.

25. Glindelik iglerde kendimi bagkalarina bagimli biri olarak goriiyorum.
26. Her an bir felaket (dogal, adli, mali veya tibbi) olabilir diye hissediyorum.
27. Annem, babam ve ben birbirimizin hayati1 ve sorunlartyla asir1 ilgili
olmaya egilimliyiz.

28. Diger insanlarin isteklerine uymaktan bagka yolum yokmus gibi

hissediyorum; eger boyle yapmazsam bir sekilde beni reddederler veya intikam
alirlar.

29. Baskalarin1 kendimden daha fazla diisiindiigiim i¢in ben iyi bir insanim.
30. Duygularimi digerlerine agmay1 utang verici bulurum.

31. En iyisini yapmaliyim, “yeterince iyi” ile yetinemem.

32. Ben 6zel biriyim ve diger insanlar i¢in konulmus olan kisitlamalar1 veya
sinirlar1 kabul etmek zorunda degilim.

33. Egerhedefime ulagamazsam kolaylikla yilginliga diiser ve vazgegerim.
34. Baskalarinin da farkinda oldugu basarilar benim i¢in en degerlisidir.

35. Iyi bir sey olursa, bunu kétii bir seyin izleyeceginden endise ederim.

36. Eger yanlis yaparsam, bunun 6zrii yoktur.

37. Birisi i¢in 6zel oldugumu hi¢ hissetmedim.

38. Yakinlarimin beni terk edecegi ya da ayrilacagindan endise duyarim

39. Herhangi bir anda birileri beni aldatmaya kalkisabilir.

40. Bir yere ait degilim, yalnizim.

41. Bagkalarinin sevgisine, ilgisine ve saygisina deger bir insan degilim.

42. Is ve basar1 alanlarinda bir¢ok insan benden daha yeterli.

43. Dogru ile yanlis1 birbirinden ayirmakta zorlanirim.

44. Fiziksel bir saldirtya ugramaktan endise duyarim.

45. Annem, babam ve ben 6zel hayatimiz birbirimizden saklarsak, birbirimizi
aldatmis hisseder veya sugluluk duyariz

46. [liskilerimde, diger kisinin ydnlendirici olmasina izin veririm.

47. Yakinlarimla o kadar mesguliim ki kendime ¢ok az zaman kaliyor.

48. Insanlarla beraberken icten ve cana yakin olmak benim icin zordur.

49. Tiim sorumluluklarimi yerine getirmek zorundayim.

50. Istedigimi yapmaktan alikonulmaktan veya kisitlanmaktan nefret ederim.
51. Uzun vadeli amaglara ulasabilmek i¢in su andaki zevklerimden fedakarlik
etmekte zorlanirim

52. Bagkalarindan yogun bir ilgi gérmezsem kendimi daha az 6nemli
hissederim.

53. Yeterince dikkatli olmazsaniz, neredeyse her zaman bir seyler ters gider.
54. Eger isimi dogru yapmazsam sonuglara katlanmam gerekir.

55. Beni gercekten dinleyen, anlayan veya benim gergek ihtiyaclarim ve

duygularimi 6nemseyen kimsem olmadi.
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56. Onem verdigim birisinin benden uzaklastigim sezersem ¢ok kotii
hissederim.

57. Diger insanlarin niyetleriyle ilgili olduk¢a stipheciyimdir.

58. Kendimi diger insanlara uzak veya kopmus hissediyorum.

59. Kendimi sevilebilecek biri gibi hissetmiyorum.

60. Is (okul) hayatimda diger insanlar kadar yetenekli degilim.

61. Giindelik isler i¢in benim kararlarima giivenilemez.

62. Tiim parami1 kaybedip cok fakir veya zavalli duruma diismekten endise
duyarim.

63. Cogunlukla annem ve babamin benimle i¢ ige yasadigini hissediyorum-
Benim kendime ait bir hayatim yok.

64. Kendim i¢in ne istedigimi bilmedigim i¢in daima benim adima diger
insanlarin karar vermesine izin veririm.

65. Ben hep bagkalarinin sorunlarini dinleyen kisi oldum.

66. Kendimi o kadar kontrol ederim ki insanlar beni duygusuz veya hissiz
bulurlar.

67. Basarmak ve bir seyler yapmak i¢in siirekli bir bask1 altindayim.

68. Diger insanlarin uydugu kurallara ve geleneklere uymak zorunda
olmadigimi hissediyorum.

69. Benim yararima oldugunu bilsem bile hosuma gitmeyen seyleri yapmaya
kendimi zorlayamam.

70. Bir toplantida fikrimi sdyledigimde veya bir topluluga tanitildigimda
onaylanmay1 ve takdir gormeyi isterim.

71. Ne kadar ¢ok ¢alisirsam ¢alisayim, maddi olarak iflas edecegimden ve
neredeyse her seyimi kaybedecegimden endise ederim.

72. Neden yanlis yaptigimin 6nemi yoktur; eger hata yaptiysam sonucuna da
katlanmam gerekir.

73. Hayatimda ne yapacagimi bilmedigim zamanlarda uygun bir dneride
bulunacak veya beni yonlendirecek kimsem olmadi.

74. Insanlarin beni terk edecegi endisesiyle bazen onlar1 kendimden
uzaklastiririm.

75. Genellikle insanlarin asil veya art niyetlerini aragtiririm.

76. Kendimi hep gruplarin disinda hissederim.

77. Kabul edilemeyecek pek ¢ok 6zelligim yiiziinden insanlara kendimi
acamiyorum veya beni tam olarak tanimalarina izin vermiyorum.

78. Is (okul) hayatimda diger insanlar kadar zeki degilim.

79. Ortaya c¢ikan giindelik sorunlar1 ¢6zebilme konusunda kendime
giivenmiyorum.

80. Bir doktor tarafindan herhangi bir ciddi hastalik bulunmamasina ragmen
bende ciddi bir hastaligin gelismekte oldugu endigesine kapiliyorum.

81. Sik sik annemden babamdan ya da esimden ayr1 bir kimligimin
olmadigini hissediyorum.

82. Haklarima saygi duyulmasini ve duygularimin hesaba katilmasini
istemekte ¢ok zorlantyorum.

83. Baskalar1 beni, digerleri i¢in ¢ok, kendim i¢in az sey yapan biri olarak
goriiyorlar.

84. Digerleri beni duygusal olarak soguk bulurlar.
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85. Kendimi sorumluluktan kolayca styiramiyorum veya hatalarim igin
gerekge bulamiyorum.

86. Benim yaptiklarimin, diger insanlarin katkilarindan daha 6nemli
oldugunu hissediyorum.

87. Kararlarima nadiren sadik kalabilirim.

88. Bir dolu 6vgii ve iltifat almam kendimi degerli birisi olarak hissetmemi
saglar.

89. Yanlis bir kararin bir felakete yol agabileceginden endise ederim.

90. Ben cezalandirilmay1 hakeden kétii bir insanim.
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APPENDIX D. Young Parenting Inventory

(Young Ebeveynlik Olcegi)

Asagida anne ve babaniz tarif etmekte kullanabileceginiz tanimlamalar
verilmigtir. 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 hig olmadi ise o siitunu bos birakin.

1 - Tamamu ile yanlig

2 - Cogunlukla yanlig

3 - Uyan tarafi daha fazla
4 - Orta derecede dogru

5 - Cogunlukla dogru

6 - Ona tamamu ile uyuyor.

Anne Baba
1. ___ Beni sevdi ve bana 6zel birisi gibi davrandi.
2. ___ Banavaktini ayird1 ve 6zen gosterdi.
3. _______ Banayol gosterdi ve olumlu yénlendirdi.
4. _____ Benidinledi, anlad1 ve duygularimiz1 karsilikli paylastik.
5. ____ Banakars1 sicakt1 ve fiziksel olarak sefkatliydi.
6. ____ Bencocukken 6ldii veya evi terk etti.
7. ___ Dengesizdi, ne yapacag belli olmazdi veya alkolikti.
8. ___ Kardeg(ler)imi bana tercih etti.
9. ~__ Uzun siireler boyunca beni terk etti veya yalniz birakti.
10  _ Banayalan sdyledi, beni kandird1 veya bana ihanet etti.
11. Beni dovdi, duygusal veya cinsel olarak taciz etti.
12. Beni kendi amaglari i¢in kullandu.
13.  _ Insanlarin canin1 yakmaktan hoslanirds.
14,  _ _ Bir yerimi incitecegim diye ¢ok endiselenirdi.
15, Hasta olacagim diye ¢ok endiselenirdi.
16.  Evhaml veya fobik/korkak bir insandi.
17. _  Beni agirt korurdu.
18.  Kendi kararlarima veya yargilarima glivenememe neden oldu
19.  Isleri kendi basima yapmama firsat vermeden ¢ogu isimi o yapti.
200 Bana hep daha ¢ocukmusum gibi davrandi.
21. _ Beni ¢ok elestirirdi.
22, Banakendimi sevilmeye layik olmayan veya dislanmis bir gibi
hissettirdi.
23. _____ Banahep bende yanlis bir sey varmis gibi davrandi.
24. _ Onemli konularda kendimden utanmama neden oldu.
25. Okulda basarili olmam i¢in gereken disiplini banakazandirmadi.
26, __ Banasalakmisim veya beceriksizmisim gibi davrandi.
27.  ___ Basarili olmam ger¢ekten istemedi.
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28. Hayatta basarisiz olacagima inandi.

29. Benim fikrim veya isteklerim 6nemsizmis gibi davrandi.

30. __ __ Benim ihtiyaclarimi gézetmeden kendisi ne isterse onu yapti.
31. ____Hayatim1 o kadar ¢ok kontrol altinda tuttu ki ¢ok az segme
Ozgiirliigiim oldu.

32. _ Hersey onun kurallarina uymaliydi.

33. _ Aileigin kendi isteklerini feda etti.

34, Glinlik sorumluluklarinin pek cogunu yerine getiremiyordu ve
ben her zaman kendi payima diisenden fazlasini yapmak zorunda kaldim.

35.  __ _ Hep mutsuzdu; destek ve anlayis i¢in hep bana dayandi.

36.  Bana giiclii oldugumu ve diger insanlara yardim etmem
gerektigini hissettirdi.

37. ____Kendisinden beklentisi hep ¢ok yiiksekti ve bunlar i¢in kendini
¢ok zorlardi.

38.  Benden her zaman en iyisini yapmami bekledi.

39.  Pek¢ok alanda milkemmeliyetciydi; ona gore her sey olmasi
gerektigi gibi olmaliydi.

40.  Yaptigim hicbir seyin yeterli olmadigin1 hissetmeme sebep oldu.
41.  Neyin dogru neyin yanls oldugu hakkinda kesin ve kat1 kurallar1
vardi.

42.  Egerisler diizgiin ve yeterince hizl1 yapilmazsa sabirsizlanirdi.
43.  Islerin tam ve iyi olarak yapilmasina, eglenme veya
dinlenmekten daha fazla 6nem verdi.

44,  Beni pek ¢ok konuda simartt1 veya asir1 hosgoriilii davrandi.
45.  __  Diger insanlardan daha 6nemli ve daha iyi oldugumu hissettirdi.
46.  Cok talepkards; her seyin onun istedigi gibi olmasini isterdi.
47. _____ Diger insanlara kars1 sorumluluklarimin oldugunu bana
Ogretmedi.

48.  Bana¢ok az disiplin veya terbiye verdi.

49.  Banac¢ok az kural koydu veya sorumluluk verdi.

50.  Asin sinirlenmeme veya kontroliimii kaybetmeme izin verirdi.
51.  Disiplinsiz bir insandi.

52, Birbirimizi ¢ok iyi anlayacak kadar yakindik.

53. _____ Ondan tam olarak ayr1 bir birey oldugumu hissedemedim veya
bireyselligimi yeterince yasayamadim.

54.  Onun ¢ok gii¢lii bir insan olmasindan dolay1 biiyiirken kendi
yoniimii belirleyemiyordum.

55. ____ Icimizden birinin uzaga gitmesi durumunda, birbirimizi
tizebilecegimizi hissederdim.

56. _Ailemizin ekonomik sorunlari ile ilgili ¢ok endiseli idi.
57. Kiigiik bir hata bile yapsam kotii sonuglarin ortaya ¢ikacagini
hissettirirdi.

58.  Kotiimser bir bakisi agisi vardi, hep en kotiistinii beklerdi.

59. Hayatin kétii yanlar1 veya kotii giden seyler iizerine odaklanirdu.
60.  Her sey onun kontrolii altinda olmaliydi.

61.  Duygularm ifade etmekten rahatsiz olurdu.

62.  Hep diizenli ve tertipliydi; degisiklik yerine bilineni tercih
ederdi.
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63. Kizgmligimi ¢ok nadir belli ederdi.

64.  Kapali birisiydi; duygularini ¢ok nadir agardu.

65.  Yanls bir sey yaptigimda kizard1 veya sert bir sekilde elestirdigi
olurdu.

66.  Yanls bir sey yaptigimda beni cezalandirdigi olurdu.

67. ____Yanlis yaptigimda bana aptal veya salak gibi kelimelerle hitap
ettigi olurdu.

68. _ Isler kotii gittiginde baskalarmi suglardi.

69.  Sosyal statii ve goriiniime 6nem verirdi.

70.  Basar ve rekabete cok dnem verirdi.

71. _____ Bagskalarinin géziinde benim davranislarimin onu ne duruma
diistirecegi ile ¢ok ilgiliydi.

72.  __ Basarili oldugum zaman beni daha ¢ok sever veya bana daha ¢ok

0zen gosterirdi.

139



APPENDIX E. Young Compensation Inventory

(Young Telafi Olgegi)

Asagida kisilerin kendilerini tanimlarken kullandiklar1 ifadeler siralanmistir.
Liitfen her bir ifadeyi okuyun ve sizi ne kadar iyi tanimladigina karar verin. Daha
sonra 1 den 6 ya kadar olan se¢eneklerden sizi tanimlayan en yiiksek dereceyi
secerek her sorudan Once yer alan bosluga yazin.

1- Benim i¢in tamamiyla yanlis

2- Benim i¢in biiyiik dl¢iide yanlig

3- Bana uyan tarafi uymayan tarafindan biraz fazla
4- Benim i¢in orta derecede dogru

5- Benim i¢in ¢gogunlukla dogru

6- Beni miikemmel sekilde tanimliyor

1. _ Kiunldigimi ¢evremdeki insanlara belli ederim.

2. _ Isler kotii gittiginde siklikla baskalarini suglarim.

3. ___ Insanlar beni hayal kirikligina ugrattiginda veya ihanet ettiginde ok
fazla 6fkelenir ve bunu gosteririm.

4. ___ Intikam almadan 6fkem dinmez.

5. ____ Elestirildigimde savunmaya gegerim.

6. ___ Basarilarimi veya galibiyetimi bagkalarinin taktir etmesi 6nemlidir.

7. ____Pahali araba, elbiseler, ev gibi basariin goriiniir ifadeleri benim i¢in
onemlidir.

8. ____Eniyi ve en basarili olmak i¢in ¢ok calisirim.

9. ____ Tanmmis olmak benim i¢in 6nemlidir.

10. _ Basari, lin, zenginlik, gili¢ veya popiilarite kazanma ile ilgili hayaller
kurarim.

11. _ Tlgi odag1 olmak hosuma gider.

12._ Diger insanlardan daha cilveli / bastan ¢ikarici bir insanimdir.

13.  _ Hayatimda diizen olmasina ¢ok dnem veririm (Organizasyon, diizenlilik,
planlama, giindelik isler).

14.  Isler kétii gitmesin diye ¢ok ¢aba harcarim.

15. Hata yapmamak i¢in karar verirken kili kirk yararim.

16. _ Cevremdeki insanlarin yaptiklarini fazlastyla kontrol ederim.

17. Cevremdeki insanlar lizerinde denetim veya otorite sahibi olabildigim
ortamlardan hoslanirim.

18. _ Hayatimla ilgili bir sey sdyleyen, bana karisan insanlardan hoslanmam.
19.  Uzlagmakta veya kabullenmekte ¢cok zorlanirim.

20. _ Kimseye bagimli olmak istemem.

21. _ Kendi kararlarim1 almak ve kendime yeterli olmak benim i¢in hayati
Onem tasir.

22. __ Birinsana bagli kalmakta veya yerlesik bir diizen kurmakta giigliik
cekerim.

23. _ Istedigimi yapma 6zgiirliigiim olmas igin “bagimsiz biri” olmay1 tercih
ederim.
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24.  Kendimi sadece bir is veya kariyerle sinirlamakta zorlanirim, hep baska
se¢eneklerim olmalidir.

25. ____Genellikle kendi ihtiya¢larimi bagkalarininkinden 6nde tutarim.

26. _ Insanlara sik sik ne yapmalar1 gerektigini sdylerim. Her seyin dogru bir
sekilde yapilmasini isterim.

27. __ Diger insanlar gibi dnce kendimi diisiiniiriim.

28. __ Bulundugum ortamin rahat olmasi benim i¢in ¢ok dnemlidir ( 6rn: 1s1,
151k, mobilya).

29. __ Kendimi asi biri olarak goriiriim ve genellikle otoriteye karsi koyarim.
30.  Kurallardan hoslanmam ve onlar1 ¢ignemekten mutlu olurum.

31. ____Hos karsilanmasa veya bana uymasa da alisilmisin disinda olmay1
severim.

32. ____Toplumun standartlarinda basarili olmak i¢in ugrasmam.

33.  __ Cevremdekilerden hep farkli oldum.

34.  Kendimden bahsetmeyi sevmem ve insanlarin 6zel yasamimi veya
hislerimi bilmelerinden hoslanmam.

35. _ Kendimden emin olmasam da veya kendimi kirilmis hissetsem de
baskalarina hep giiclii gériinmeye caligirim.

36.  Deger verdigim insana yakin dururum ve sahiplenirim.

37. __ Hedeflerime ulagsmak i¢in sik sik ¢ikarlarim dogrultusunda ydnlendirici
davraniglarda bulunurum.

38.  Istedigimi elde etmek igin acik¢a sdylemektense dolayli yollara
bagvururum

39. _ insanlarla aramda mesafe birakirim; bu sayede benim izin verdigim kadar
beni tanirlar.

40.  Cok elestiririm.

41. _ Standartlarimi korumak ve sorumluluklarimi yerine getirmek i¢in
kendimi yogun bir baski altinda hissederim.

42. _ Kendimi ifade ederken siklikla patavatsiz veya duyarsizimdir.

43.  Hep iyimser olmaya ¢aligirim; olumsuzluklara odaklanmama izin
vermem.

44.  Ne hissettigime aldirmadan ¢evremdekilere giiler yiiz gdstermem
gerektigine inanirim.

45.  Bagskalar1 benden daha basarili veya daha fazla ilgi odagi oldugunda
kiskanirim veya koti hissederim.

46. _ Hakkim olan1 aldigimdan ve aldatiimadigimdan emin olmak i¢in ¢ok ileri
gidebilirim.

47. __ Insanlar gerektiginde sasirtip alt edebilmek igin yollar ararim, dolayis
ile benden faydalanamazlar veya bana kotiiliik yapamazlar.

48. __ Insanlarin benden hoslanmasi i¢in nasil davranacagimi veya ne

sOyleyecegimi bilirim.
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APPENDIX F. Young- Rygh Avoidance Inventory

(Young Kacinma Olcegi)

Asagida kisilerin kendilerini tanimlarken kullandiklar1 ifadeler siralanmistir.
Liitfen her bir ifadeyi okuyun ve sizi ne kadar iyi tanimladigina karar verin. Daha
sonra 1 den 6 ya kadar olan se¢eneklerden sizi tanimlayan en yiiksek dereceyi
secerek her sorudan Once yer alan bosluga yazin.

1- Benim i¢in tamamiyla yanlis

2- Benim i¢in biiyiik dl¢iide yanlig

3- Bana uyan tarafi uymayan tarafindan biraz fazla
4- Benim i¢in orta derecede dogru

5- Benim i¢in ¢gogunlukla dogru

6- Beni miikemmel sekilde tanimliyor

1. ___ Beni iizen konular hakkinda diistinmemeye ¢aligirim.

2. ____Sakinlesmek i¢in alkol alirim.

3. _ Cogu zaman mutluyumdur.

4, ____ Cok nadiren iizgiin veya hiiziinlii hissederim.

5. Akl duygulara {istiin tutarim.

6. ____Hoslanmadigim insanlara bile kizmamam gerektigine inanirim.
7. ___lyi hissetmek i¢in uyusturucu kullanirim.

8. ___ Cocuklugumu hatirladigimda pek bir sey hissetmem.

9. _ Sikildigimda sigara igerim.

10. __ Sindirim sistemim ile ilgili sikAyetlerim var (Orn: hazimsizlik, iilser,
bagirsak bozulmasi).

11.  _ Kendimi uyusmus hissederim.

12._ Sik sik bag bagim agrir.

13.  _ Kizgmken insanlardan uzak dururum.

14.  Yasitlarim kadar enerjim yok.

15.  Kas agrnsi sikayetlerim var.

16. Yalmizken oldukga fazla TV seyrederim.

17. ___ Insamn duygularmi kontrol altinda tutmak i¢in aklini kullanmasi
gerektigine inanirim.

18. _ Hic kimseden agir1 nefret edemem.

19.  Bir seyler ters gittigindeki felsefem, olanlar1 bir an 6nce geride birakip
yola devam etmektir.

20. _ Kinldigim zaman insanlarin yanindan uzaklagirim.

21. _ Cocukluk yillarimi pek hatirlamam.

22. __ Qinicinde sik sik sekerleme yaparim veya uyurum.

23. __ Dolagirken veya yolculuk yaparken ¢ok mutlu olurum.

24. _ Kendimi 6niimdeki ise vererek sikinti hissetmekten kurtulurum.
25.  Zamanimin ¢ogunu hayal kurarak geciririm.

26.  Sikintili oldugumda iyi hissetmek i¢in bir seyler yerim.

27. _ Gecmisimle ilgili sikintilt anilar diiginmemeye caligirim.
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28.  Kendimi siirekli bir seylerle mesgul edip diislinmeye zaman ayirmazsam
daha iyi hissederim.

29. ___ Cok mutlu bir cocuklugum oldu.

30. _ Uzgiinken insanlardan uzak dururum.

31. _ Insanlar kafam siirekli kuma gémdiigiimii sdylerler;baska bir deyisle,
hos olmayan diisiinceleri gormezden gelirim.

32. __ Hayal kirikliklar1 ve kayiplar iizerine fazla diisiinmemeye egilimliyim.
33.  _ Cogu zaman, i¢inde bulundugum durum gii¢lii duygular hissetmemi
gerektirse de bir sey hissetmem.

34.  Bodylesine iyi ana-babam oldugu i¢in ¢ok sansliyim.

35.  _ Cogu zaman duygusal olarak tarafsiz/ n6tr kalmaya calisirim.

36. _lyi hissetmek icin, kendimi ihtiyacim olmayan seyler alirken bulurum.
37. ___ Beni zorlayacak veya rahatimi kaciracak durumlara girmemeye caligirim.
38. _ lsler benim icin iyi gitmiyorsa hastalanirim.

39.  Insanlar beni terk ederse veya dliirse ¢cok fazla iiziilmem.

40.  Baskalarinin benim hakkimda ne diisiindiikleri beni ilgilendirmez.
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APPENDIX G. Beck Depression Inventory

(Beck Depresyon Envanteri)

Asagida, kisilerin ruh durumlarini ifade ederken kullandiklar1 bazi ciimleler
verilmigstir. Her madde, bir ¢esit ruh durumunu anlatmaktadir. Her maddede o duygu
durumunun derecesini belirleyen 4 secenek vardir. Liitfen bu segenekleri dikkatlice
okuyunuz. Son bir hafta i¢indeki (su an dahil) kendi duygu durumunuzu g6z 6niinde
bulundurarak, size uygun olan ifadeyi bulunuz. Daha sonra, o madde numarasinin
karsisinda, size uygun ifadeye karsilik gelen secenegi bulup isaretleyiniz.

1.

a) Kendimi {izgiin hissetmiyorum.

b) Kendimi {lizgiin hissediyorum.

¢) Her zaman i¢in {izgiiniim ve kendimi bu duygudan kurtaramryorum.
d) Oylesine iizgiin ve mutsuzum ki dayanamryorum.

a) Gelecekten umutsuz degilim.

b) Gelecege biraz umutsuz bakiyorum.

c) Gelecekten bekledigim higbir sey yok.

d) Benim i¢in gelecek yok ve bu durum diizelmeyecek.

a) Kendimi basarisiz gérmiiyorum.

b) Cevremdeki bir¢ok kisiden daha fazla basarisizliklarim oldu sayilir.
¢) Geriye doniip baktigimda, ¢ok fazla basarisizligimin oldugunu
gorilyorum.

d) Kendimi tiimiiyle basarisiz bir insan olarak goriiyorum.

a) Her seyden eskisi kadar zevk alabiliyorum.

b) Her seyden eskisi kadar zevk alamiyorum.

¢) Artik higbir seyden gergek bir zevk alamiyorum.

d) Bana zevk veren higbir sey yok. Her sey ¢ok sikici.

a) Kendimi suglu hissetmiyorum.

b) Arada bir kendimi suglu hissettigim oluyor.
¢) Kendimi ¢ogunlukla suclu hissediyorum.
d) Kendimi her an i¢in suglu hissediyorum.

a) Cezalandirildigimi diistinmiiyorum.

b) Baz1 seyler i¢in cezalandirilabilecegimi hissediyorum.
c¢) Cezalandirilmay1 bekliyorum.

d) Cezalandirildigimi hissediyorum.

a) Kendimden hosnutum.

b) Kendimden pek hosnut degilim.
¢) Kendimden hi¢ hoslanmiyorum.
d) Kendimden nefret ediyorum.
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10.

11.

12.

13.

14.

15.

16.

a) Kendimi diger insanlardan daha kotii gérmiiyorum.

b) Kendimi zayifliklarim ve hatalarim i¢in elestiriyorum.
¢) Kendimi hatalarim i¢in her zaman su¢luyorum.

d) Her kotii olayda kendimi sugluyorum.

a) Kendimi 6ldiirmek gibi diisiincelerim yok.

b) Bazen kendimi 6ldiirmeyi diisiiniiyorum fakat bunu yapamam.
¢) Kendimi 6ldiirebilmeyi isterdim.

d) Bir firsatin1 bulursam kendimi 6ldiirtirdiim.

a) Her zamankinden daha fazla agladigimi sanmiyorum.
b) Eskisine gore su siralarda daha fazla agliyorum.

¢) Su siralar her an agliyorum.

d) Eskiden aglayabilirdim, ama su siralarda istesem de
aglayamiyorum.

a) Her zamankinden daha sinirli degilim.

b) Her zamankinden daha kolayca sinirleniyor ve kiziyorum.
¢) Cogu zaman sinirliyim.

d) Eskiden sinirlendigim seylere bile artik sinirlenemiyorum.

a) Diger insanlara kars1 ilgimi kaybetmedim.

b) Eskisine gore insanlarla daha az ilgiliyim.

c¢) Diger insanlara kars1 ilgimin ¢ogunu kaybettim.
d) Diger insanlara kars1 hi¢ ilgim kalmadi.

a) Kararlarimi eskisi kadar rahat verebiliyorum.

b) Su siralarda kararlarimi vermeyi erteliyorum.

¢) Kararlarimi1 vermekte oldukea giicliik ¢ekiyorum.
d) Artik hi¢ karar veremiyorum.

a) D1 goriiniisiimiin eskisinden daha kotii oldugunu sanmiyorum.
b) Yaslandigimi ve ¢ekiciligimi kaybettigimi diisiiniiyor ve
tizlliiyorum.

¢) D1s goriiniistimde artik degistirilmesi miimkiin olmayan olumsuz
degisiklikler oldugunu hissediyorum.

d) Cok ¢irkin oldugumu diisiiniiyorum.

a) Eskisi kadar iyi ¢aligabiliyorum.

b) Bir ise baglayabilmek i¢in eskisine gore kendimi daha fazla
zorlamam gerekiyor.

c¢) Hangi is olursa olsun, yapabilmek i¢in kendimi ¢ok zorluyorum.
d) Higbir i yapamiyorum.

a) Eskisi kadar rahat uyuyabiliyorum.

b) Su siralar eskisi kadar rahat uyuyamiyorum.
c) Eskisine gore 1 veya 2 saat erken uyaniyor ve tekrar uyumakta
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zorluk ¢ekiyorum.
d) Eskisine gore ¢ok erken uyaniyor ve tekrar uyuyamiyorum.

17.  a) Eskisine kiyasla daha ¢abuk yoruldugumu sanmiyorum.
b) Eskisinden daha ¢abuk yoruluyorum.
¢) Su siralarda neredeyse her sey beni yoruyor.
d) Oyle yorgunum ki hicbir sey yapamiyorum.

18.  a) Istahim eskisinden pek farkli degil.
b) Istahim eskisi kadar iyi degil.
¢) Su siralar istahim epey kotii.
d) Artik hi¢ istahim yok.

19.  a) Son zamanlarda pek fazla kilo kaybettigimisanmiyorum.
b) Son zamanlarda istemedigim halde ii¢ kilodan fazla kaybettim.
¢) Son zamanlarda bes kilodan fazla kaybettim.
d) Son zamanlarda yedi kilodan fazla kaybettim.

- Daha az yiyerek kilo kaybetmeye calistiyorum. EVET () HAYIR ()

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

21.  a) Son zamanlarda cinsel yagantimda dikkatimi ¢eken bir sey yok.
b) Eskisine gore cinsel konularla daha az ilgileniyorum.
¢) Su siralarda cinsellikle pek ilgili degilim.
d) Artik, cinsellikle higbir ilgim kalmadi.
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APPENDIX H. Caregiver Well-Being Scale

(Bakia Iyilik Olcegi)

Asagida bazi temel ihtiyaglar siralanmistir. Her bir ihtiyag i¢in hayatinizin
son 3 ayini diisiiniin. Bu siire i¢inde her bir ihtiyacin ne dl¢lide karsilandigini
belirtiniz. Asagida bulunan 6l¢egi kullanarak sizin i¢in uygun sayiy1 yuvarlak i¢ine
aliniz.

1 higbir zaman
2 nadiren

3 ara sira

4 sik sik

5 her zaman

1. Yeterli paraya sahip olmak

2. Dengeli beslenmek

3. Yeterince uyumak

4. Fiziksel sagliginiza dikkat etmek
(doktora, dis hekimine gitmek vs. )
5. Kendinize vakit ayirmak

6. Sevildigini hissetmek

7. Sevginizi ifade etmek

8. Ofkenizi ifade etmek

9. Nesenizi ve keyfinizi ifade etmek
10. Uziintiiniizii ifade etmek

11. Cinsellikten keyif almak

12. Yeni beceriler 6grenmek

13. Kendini degerli hissetmek

14. Bagkalar tarafindan takdir edildigini
hissetmek

15. Ailenizden hosnut olmak

16. Kendinizden hosnut olmak

17. Gelecekle ilgili kendinizi glivende
hissetmek

18. Yakin arkadaglara sahip olmak
19. Bir eve sahip olmak

20. Gelecekle ilgili planlar yapmak
21. Sizi diistinen birilerinin olmasi
22. Hayatinizin bir anlami1 olmast
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Asagida her birimizin yaptig1 ya da birilerinin bizim i¢in yaptig1 bazi
yasamsal faaliyetler siralanmistir. Her bir faaliyet i¢in yasaminizin son 3 ayini
diistiniin. Bu siire i¢inde her bir faaliyetin ne dl¢lide karsilandigini diisiiniiyorsunuz?
Asagida bulunan 6lgegi kullanarak sizin i¢in uygun sayiy1 yuvarlak i¢ine aliniz.

1 higbir zaman

147



2 nadiren

3 ara sira

4 sik sik

5 her zaman

1. Yiyecek satin almak

2. Yemek hazirlamak

3. Evi temizlemek

4. Evin ¢ekip ¢evrilmesiyle ilgilenmek

5. Ulasim kolayligina sahip olmak

6. Kiyafet aligverisi yapmak

7. Kiyafetleri yikamak ve giydiklerine 6zen
gostermek

8. Gevsemek/rahatlamak

9. Egzersiz/spor yapmak

10. Bir hobiden keyif almak

11. Yeni bir ilgi alan1 ya da hobi edinmek
12. Sosyal etkinliklere katilmak

13. Herhangi bir konu hakkinda derinlemesine
diisiinmek i¢in zaman ayirmak

14. Manevi ve ilham verici faaliyetlere
zaman ayirmak

15. Cevrenizdeki giizelliklerin farkina varmak
16. Arkadaslar ya da aileden destek istemek
17. Arkadaslar ya da aileden destek almak
18. Giilmek/Kahkaha atmak

19. Kendinize iyi davranmak veya kendinizi
odiillendirmek

20. Kariyerinize/isinize devam etmek

21. Kisisel temizlik ve dis goriiniisiiniize
zaman ayirmak

22. Aile ya da arkadaslarla hosga vakit ge¢irmek

i¢cin zaman ayirmak
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APPENDIX I. Maslach Burnout Inventory

(Maslach Tiikenmislik Olgegi)

Asagida 22 ciimle ve her bir climle yaninda da cevaplarinizi isaretlemeniz
icin 0’dan 4’e kadar rakamlar verilmistir. Her ciimlede sOylenen ifadeye ne kadar
katildiginiz1 ya da katilmadiginizi belirtmek i¢in rakamlardan yalniz bir tanesini
daire i¢ine alarak isaretleyiniz.

0 Kesinlikle katilmryorum

1 Katilmiyorum

2 Ne katiliyorum ne de katilmiyorum
3 Katiliyorum

4 Tamamen katiliyorum

[EY
N
w

1. Hasta bakimindan sogudugumu hissediyorum. 0
2. Hasta baktigim giiniin sonunda kendimi ruhen 0 1 2 3
tilkenmis hissediyorum.

3. Sabah kalktigimda bir giin daha hasta bakimin1 0 1 2 3 4
kaldiramayacagimi diisiinliyorum.

4. Baktigim hastanin ne hissettigini hemen anlarim.
5. Baktigim hastaya o sanki insan degilmis gibi
davrandigimi hissediyorum.

6. Biitiin giin hasta bakmak benim i¢in gerg¢ekten 0 1 2 3 4

A DS

o O
=
N

w w

A~ b

yipratici

7. Baktigim hastanin sorunlarina en uygun ¢ézim 0 1 2 3 4
yollarint bulurum.

8. Hasta bakmaktan tiikkendigimi hissediyorum. 0 1 2 3 4
9. Hasta bakarak insanlarin yasamina katkida 0 1 2 3 4

bulunduguma inanityorum.
10. Hasta bakmaya bagladigimdan beri insanlara 0 1 2 3 4
kars1 sertlestim.

11. Hasta bakmanin beni giderek katilagtirmasindan 0 1 2 3 4
korkuyorum.

12. Cok seyler yapabilecek glicteyim.

13. Hasta bakmanin beni kisitladigini hissediyorum.
14. Hasta bakma konusunda cok fazla ¢alistigimi 0 1 2 3
hissediyorum.

15. Baktigim hastaya ne oldugu umrumda degil.

oo
e
NN
w w

D

o
[ERY
N
w
EE

16. Dogrudan dogruya bir hastayla ilgilenmek 0 1 2 3

bende ¢ok fazla stress yaratiyor.

17. Baktigim hastayla aramda rahat bir hava 0 1 2 3 4
yaratirim.

18. Baktigim hastayla ilgilendikten sonra 0 1 2 3 4
kendimi canlanmis hissederim.

19. Hasta bakim1 konusunda basariliyimdir. 0 1 2 3 4
20. Yolun sonuna geldigimi hissediyorum. 0 1 2 3 4
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21. Hasta bakimindaki duygusal sorunlara
serinkanlilikla yaklagirim.

22. Baktigim hastanin bazi problemlerini sanki
benyaratmisim gibi davrandigini hissediyorum.
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APPENDIX J. Multidimensional Scale of Perceived Social Support

(Cok Yonlii Algilanan Sosyal Destek Envanteri)

Asagida 12 ciimle ve her bir climle altinda da cevaplarinizi isaretlemeniz i¢in
1’den 7’ye kadar rakamlar verilmistir. Her ciimlede sOylenenin sizin i¢in ne kadar
¢ok dogru oldugunu veya olmadigini belirtmek i¢in o ciimle altindaki rakamlardan
yalniz bir tanesini daire i¢ine alarak isaretleyiniz. Bu sekilde 12 ciimlenin her birine
bir isaret koyarak cevaplarinizi veriniz. Liitfen hi¢bir climleyi cevapsiz birakmayiniz.
Sizce dogruya en yakin olan rakamu isaretleyiniz.

1. Ailem ve arkadaglarim diginda olan ve ihtiyacim oldugunda yanimda olan bir
insan (6rnegin, flort, nisanl, sozlii, akraba, komsu, doktor) var.

Kesinlikle hayir 1, 2, 3, 4, 5, 6, 7 kesinlikle evet

2. Ailem ve arkadaglarim disinda olan ve seving ve kederlerimi paylasabilecegim bir
insan (O6rnegin, flort, nisanli,sozlii, akraba, komsu, doktor) var.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

3. Ailem (6rnegin, annem, babam, esim, ¢ocuklarim, kardeslerim) bana gercekten
yardimc1 olmaya galigir.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

4. Thtiyacim olan duygusal yardimi ve destegi ailemden (6rnegin, annemden,
babamdan, esimden, ¢ocuklarimdan, kardeslerimden) alirim.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

5. Ailem ve arkadaglarim diginda olan ve beni gercekten rahatlatan bir insan
(6rnegin, flort, nisanli, sozlii, akraba, komsu, doktor) var.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

6. Arkadaslarim bana gergekten yardimci olmaya calisirlar.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

7. Isler kétii gittiginde arkadaslarima giivenebilirim.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

8. Sorunlarimi ailemle (6rnegin, annemle, babamla, esimle, ¢cocuklarimla,
kardeslerimle) konusabilirim.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

9. Seving ve kederlerimi paylasabilecegim arkadaslarim var.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

10. Ailem ve arkadaglarim disinda olan ve duygularima énem veren bir insan
(6rnegin, flort, nisanli, sozlii, akraba, komsu, doktor) var.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

11. Kararlarimi vermede ailem (6rnegin, annem, babam, esim, ¢cocuklarim,
kardeslerim) bana yardimci olmaya isteklidir.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet

12. Sorunlarimi arkadaslarimla konusabilirim.

Kesinlikle hayir 1,2,3,4,5,6,7 kesinlikle evet
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Appendix K: Turkish Summary

(Tezin Tiirkce Ozeti)

GIRIS

Altmis bes yas iizeri niifusun orani hizli bir sekilde artmaktadir (Older
Americans 2000: Key Indicators of Well-Being, 2000). Degisen bu niifus orani
demans hastalarinin da artmasina neden olmaktadir. Diinya Alzheimer Raporu’na
gore 36 milyon kisi demans hastasidir ve bu sayinin 2050°de 115 milyona ulagmast
beklenmektedir (akt. Boots, de Vugt, van Knippenberg, Kempen, ve Verhey, 2014).
DSM IV ‘de demans i¢in baz1 kriterler belirlenmistir. Bu kriterlere ek olarak bir
kisinin demans hastas1 sayilabilmesi i¢in biligsel becerilerdeki diisiisiin kisinin
giinliik hayatin1 engellemesi de gerekmektedir (APA, 2000). Giinliik hayatlar1
engellendigi i¢in demans hastalarinin biiyiik bir kism1 bakim veren kisiyle beraber
yasamaktadirlar (6rn: Rosa ve ark., 2010; Diehl-Schmid ve ark., 2013). Zarit ve
Edwards’a (1999) gore bakim vermek “bir aile liyesinin digerine bagimsiz yasamasi
icin gerekli olan islerde diizenli olarak yardim etmesi sonucunda olusan etkilesim”
dir (akt. Oyebode, 2003). Demans hastalarina bakim verenler, esler (%61) (Heru ve
Ryan, 2006), cocuklar (%29) ya da baska akrabalar veya arkadaslardir (Heru, Ryan,
ve Igbal, 2004). Bu sebeple, demanstan sadece hasta degil, aileleri ve arkadaslar1 da
kisisel, duygusal, ekonomik ve sosyal agidan etkilenmektedirler (Wimo ve Prince,
2010).

Brodaty ve Donkin (2009) bakim verenleri “gériinmeyen ikinci hastalar”
olarak tanimlamistir (akt. Boots, Vugt, Knippenberg, Kempen, ve Verhey, 2014). Bu
tanim, demans hastalarina bakim verenlerde goriilen yiiksek psikolojik ve fiziksel
hastalik durumlarini destekler niteliktedir (Ulstein, Wyller, ve Engedal, 2007; Takai
ve ark., 2009; Schulz, O’Brien, Bookwala, ve Fleissner, 1995). Demans hastalarina

bakim veren kisilerde koroner kalp rahatsizliklari (Vitaliano ve ark., 2002),
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kardiyovaskiiler rahatsizliklar (Mausbach ve ark., 2010), yiiksek tansiyon (Shaw ve
ark., 2003; Shaw ve ark., 1999; Grant ve ark., 2002; Roepke ve ark., 2011; von Kanel
ve ark., 2008), bagisiklik sisteminin zayiflamasi (Kiecolt-Glaser, Glaser,
Gravenstein, Malarkey, ve Sheridan, 1996; Mills ve ark., 2004; Mills, Yu,
Ziegler,Patterson, ve Grant, 1999; Mills ve ark., 1997; Kiecolt-Glaser, Dura,
Speicher, Trask, ve Glaser, 1991 ) gibi fiziksel rahatsizliklar goriilmektedir.

Fiziksel rahatsizliklarin yani sira, demans hastalarina bakim veren kisiler
ylksek stres seviyeleri (Bertrand, Fredman, ve Saczynski, 2006; Le vesque,
Ducharme, ve Lachance, 1999; Pinquard ve Sérensen, 2003; Andrén ve Elmstahl,
2007; Vedhara ve ark., 1999; Vitaliano, Zhang, ve Scanlan, 2003), yiiksek seviyede
depresyon (Mausbach, Patterson, ve Grant, 2008; Kiecolt-Glaser, Dura, Speicher,
Trask, ve Glaser, 1991; Papastavrou, Kalokerinou, Papacostas, Tsangari, ve Sourtzi,
2007; Diehl-Schmid ve ark., 2013; Beeson, 2003; Fuller-Jonap ve Haley, 1995;
Cuijpers, 2005; Mahoney, Regan, Katona, ve Livingston, 2005; Simpson, ve Carter,
2013; Coope ve ark., 1995; Fauth ve Gibbons, 2014; Leggett, Zarit, Kim, Almeida,
ve Klein, 2014) ve anksiyete (Covinsky ve ark., 2003; Mahoney, Regan, Katona, ve
Livingston, 2005; Coope ve ark., 1995) rapor etmislerdir. Yani, kisaca bakim
vermek, bakim veren kisinin psikolojik ve fiziksel sagligini etkilemektedir.

Mace ve Robins (1999) Alzheimer hastasina bakim vermenin giinii 36 saat
olarak yasamak oldugunu, bu durumun fiziksel, duygusal ve zihinsel tiilkenmeye
neden oldugunu belirtmistir. Bir baska deyisle, demans hastalarina bakim verenlerin
tiikenmiglik yasamaya yatkinliklar1 vardir. Tikenmislik fiziksel ve zihinsel olarak
asirt yorgunluk, duygusal tiikenmiglik, diisiik is motivasyonu ve bagkalarina karsi
empati eksikligi olarak tanimlanmaktadir (Maslach, 1982). Tiikenmisligin ii¢
semptomu, duygusal tiikenme, duyarsizlasma ve diisiik kisisel basaridir (Maslach,
Schaufeli, ve Leiter, 2001). Demans hastalarina bakim veren aile iiyelerinin
tilkenmislik yasadiklar bir ¢ok ¢alisma tarafindan desteklenmistir (6rn. Almberg,
Grafstrom, ve Winblad, 1997; Truzzi ve ark., 2008; Takai ve ark., 2009; Truzzi ve
ark., 2012; Matsuda, 2001). Tiikenmisligin belirleyicileri ise, bireyin sosyal hayatinin
kisitlanmasi, kotii saglik ve bakim vermeyi olumlu bir durum olarak gérmemektir

(Almberg, Grofstrom, ve Winblad, 1997).
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Bakim vermek, bakim verenin hem psikolojik hem de fiziksel iyilik halini
etkilemektedir. Bu siirecte, bakim verenin iyilik haline etki eden bir diger degisken
erken donem ¢ocukluk yasantilar olabilir, ¢iinkii erken donemde 6nemli kisilerle
yasanan deneyimler organize diisiinceleri, kendiligi, diinya ve baskalar1 hakkindaki
duygular belirlemekte, bireyin yeni deneyimleri algilamasini ve verdigi tepkiyi
sekillendirmektedir (Segal, 1988). Bu belirlemeyi ve sekillendirmeyi yapan organize
diisiinceler, davranislar ve duygular semalardir. Erken donem uyumsuz semalari,
“kisinin ¢ocukluk ve ergenlik doneminde kendilige ve digerlerine dair gelistirdigi,
uzun vadede ise bireyin psikolojik uyumunu bozan genel yaygin biligsel temalardir.
Bununla birlikte, bu semalar sadece biligsel diizeyde gelismekle kalmayip; anilar,
duygular ve bedensel duyumlardan da olusur. Kisinin yasami boyunca gittik¢e
karmasiklasir ve 6nemli bir dereceye kadar islev bozucudur “ (Young, Klosko ve
Weishaar, 2003).

Sema terapi, ¢cocukluk déneminde karsilanmasi gereken temel duygusal
ihtiya¢larin karsilanmamasi, engellenmesi ya da asir1 karsilanmasi gibi durumlarda
erken donem uyum bozucu semalarin gelistigini belirtmektedir. Bu ihtiyaglar
baskalarina giivenli baglanma (giivenlik, istikrar, bakim ve benimsenme), 6zerklik,
yetenek ve olumlu kimlik algisi; duygu ve ihtiyaglari ifade etme 6zgiirligii;
kendiligindelik ve oyun; gergekei sinirlar ve 6zdenetim olarak tanimlanmistir.
Semalarin kazanilmasi dort sekilde olmaktadir. Bunlar, ihtiyaglarin karsilanmamast,
travmatize edilme ya da kurbanlastirilma, ihtiyaglarin gerektiginden fazla
karsilanmaya caligilmasi ve segici i¢sellestirme/6nemli digeriyle 6zdeslesmedir
(Young ve ark., 2003).

Sema Terapi modelinde 18 erken donem uyumsuz sema vardir ve bu semalar
bes sema alani altinda toplanmistir. Bu sema alanlar1 ayrilma/reddedilme, zedelenmis
ozerklik ve performans, zedelenmis sinirlar, bagkalarina yonelimlik ve asir1 tetikte
olma ve baskilamadir. Ayrilma ve reddedilme alanindan semalara sahip olan kisilerin
genellikle digerlerine giivenli baglanma konusunda sorunlar1 vardir ve genellikle
istismarci, tutarsiz, reddedici, duygusal agidan soguk, dis diinyadan yalitilmis aileleri
oldugu ifade edilmektedir. Bu sema alaninda yer alan semalar ise
terkedilme/istikrarsizlik, giivensizlik/suistimal edilme, duygusal yoksunluk,

kusurluluk/utang ve sosyal izolasyon/yabancilasmadir. ikinci alan olan zedelenmis
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ozerklik ve performans dort farkli semay1 igermektedir. Bagimlilik/yetersizlik,
hastaliklar-tehditler karsisinda dayaniksizlik, i¢ i¢ce gegme/gelismemis benlik,
basarisizlik bu alanda yer alan semalardir. Bu alandaki semaya sahip kisiler,
bagimsiz hareket edebilme, kendilerini ebeveyn figiirlerinden farklilagtirma, kendi
kimliklerini olusturma ve kendi hayatlarin1 yasama konusunda sorun yasarlar. Bu
kisilerin ebeveynlerinin asir1 koruyucu davraniglari oldugu, ¢ocuklarinin bir seyleri
kendi baglarina bitirmelerine izin vermeden ¢ocuklari i¢in her seyi yaptiklari, ya da
bunun tam tersi ¢ocuklarinin ihtiyaclar1 oldugunda ¢ocuklariyla ilgilenmedikleri
belirtilmistir. Zedelenmis sinirlar alani, karsiliklilik ve 6z disiplinle ilgili igsel
siirlardan yoksun olmakla ilgili olan {igiincli sema alanidir. Bu alandaki semalar ise
hak gorme/biiylikliik ve yetersiz 6zdenetimdir. Bu alanda semalar1 olanlar
digerlerinin haklarina saygi duymakta, igbirligi yapmakta, soziinde durmakta ya da
uzun vadeli planlara uymakta zorluk ¢ekerler. Bu sema alanindan semalara sahip
olanlarin yetistirilme tarzlarina bakildiginda asir1 izin verici ve yonlendirici olmayan
ebeveynlik tarzlar ile karsilagilmistir. Dordiincii sema alani ise 6teki yonelimliliktir.
Bu sema alanindaki semalar boyun egicilik, kendini feda, onay arayiciliktir. Bu sema
alanindaki kisiler, onaylanma ve bag kurma ihtiyacindadirlar ve bu sebeple kendi
ihtiyaglar1 yerine baska insanlarin ihtiyaglarini karsilamak adina asir1 ¢caba harcarlar.
Bu kisilerin ebeveynleri kendi duygusal ihtiyaglarina ve sosyal goriiniimlerine
odaklidirlar ve ¢ocuklarin sarth kabul gordiigii aile ortamlarinda yetismislerdir.
Besinci ve son sema alani ise asir tetikte olma ve bastirilmislik alanidir. Bu alanda
karamsarlik, duygular1 bastirma, yliksek standartlar/asir1 elestiricilik ve
cezalandirilma semalar1 vardir. Bu alandaki semalar bireyin duygu ve diirtiilerini
ifade etmeyip bastirmasina neden olur. Bu bireyler, cocukluk yillarinda oyun ve
mutlulugun pesinden gitmesi yerine, kontrollii olmalar1 tesvik edilir. Tipik olarak
kuralct ve sert olan, 6zdenetim ve 6zverinin kendiligindenlik ve memnuniyetten
iistiin tutuldugu ebeveynlik cocugun bu alandan semalar gelistirmesine zemin
hazirlar (Young ve ark., 2003).

Young, Kolosko ve Weishaar (2003), bes sema alani altinda 18 sema
belirlemislerdir. Fakat, semalarin sayilar1 ve isimleri calismadan ¢alismaya
degismektedir (Lee, Taylor, ve Dunn, 1999; Baranoff, Oei, Cho, ve Kwon, 2006;

Saritas ve Gengoz, 2011). Bu ¢alismada kullanilan 6l¢egin adaptasyonunun Soygiit,
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Karaosmanoglu ve Cakir (2009) tarafindan yapilmasindan dolayi, Soygiit,
Karaosmanoglu ve Cakir’in (2009) sema alanlar1 ve sema sayilar1 kullanilmastir.
Yani, bu ¢aligmada bes sema alaninin altinda 14 erken donem uyumsuz semasinin
oldugu bilgisinden yararlanilmistir.

Erken donem uyumsuz semalar, psikiyatrik semptomlarin baglamasinda ve
devam etmesinde 6dnemlidirler (Welburn, Coristine, Dagg, Pontefract, ve Jordan,
2002). Semalarin psikopatoloji ile iligkisi literatiirde 6nemli bir yere sahiptir.
Ornegin, depresyon (Roelofs, Lee, Ruijten, ve Lobbastael, 2011; Harris ve Curtin,
2002; Calvete, Orue, ve Hankin, 2013; Muris, 2006; Renner, Lobbestael, Peeters,
Arntz, ve Huibers, 2012; Halvorsen, Wang, Eisemann, ve Waterloo, 2010), anksiyete
(Muris, 2006; Pinto-Gouveia, Castillo, Galhardo, ve Cunha, 2006; Kim, Lee, ve Lee,
2014; Diez, Zurnalde, ve Sola, 2012; Calvete, Orue, ve Hankin, 2013; Cockram,
Drummond, ve Lee, 2010), yeme bozukluklar1 (Muris, 2006; Waller, Ohanian,
Meyer, ve Osman, 2000) gibi pek ¢ok psikolojik rahatsizlik ile sema iliskisi
bulunmustur. Fakat yazarin bildigi kadartyla, bakim verenin iyilik hali ve sema
arasindaki iliskiyi inceleyen bir ¢alisma yoktur.

Semalarin ortaya ¢ikardigi yogun duygulara uyum saglamak icin, bireyler
cocukluk donemlerinde basa ¢ikma stratejileri gelistirirler. Bu stratejiler erken
donemde uyumlu olabilir, fakat diger olaylara ve kisilere genellendiginde uyumsuz
olurlar. Semaya teslim olma, sema kaginmasi ve sema asir1 telafisi i uyumsuz sema
bas etme bicimidir. Bireyler semaya teslim olduklarinda semanin dogru oldugunu
kabul ederler. Sema kaginmasi ise, durumdan kaginma ve sema ile iliskili
hissedilenleri bastirmakla alakalidir. Bu sebeple sema hig¢ aktive olmamaktadir
(Young ve ark., 2003). Sema kaginmasi ve psikopatoloji iligkisini inceleyen bir gok
calisma vardir (Gok, 2012; Brotchie, Hanes, Wendon, ve Waller, 2006; Spranger,
Waller, ve Bryant-Waugh, 2001; Diez, Zurnalde, ve Sola, 2012). Sema asir1
telafisinde ise, birey sema ile semanin zitt1 dogruymus gibi diisiinerek, hissederek ve
hareket ederek sema ile savasir. Bu durum da semanin diizelmesi yerine tekrar
etmesine yol agar (Young ve ark., 2003). Sema asir1 telafi bas etme bigiminin de
psikopatoloji ile iligkili oldugu sonucuna ulasan ¢aligmalar vardir (Sheffield, Waller,

Emanuelli, Murray, ve Meyer, 2009; Diez, Zumalde, ve Sola, 2012).
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Erken donem uyumsuz semalar1 ebeveynlik stilleri ile iligkili bulunmustur
(Harris ve Curtin, 2002, Gok, 2012; Muris, 2006). Ebeveynlik stilleri erken donem
uyumsuz semalart ile iligkili, erken donem uyumsuz semalar1 da psikopatoloji ile
iligkilidir. Bu iligkiye bakilarak, erken donem uyumsuz semalarin ebeveynlik stilleri
ve psikopatoloji arasinda araci rolii oldugu sylenebilir (Young ve ark., 2003; Gok,
2012). Bu iligki farkli psikopatolojiler ile de bulunmustur (Thimm, 2010; Saritas,
2007; Carr ve Francis, 2010; Kap¢1 ve Hamamci, 2010; Jones, Leung, ve Harris,
2006; Turner, Rose, ve Cooper, 2005; McGinn, Cukor, ve Sanderson, 2005).

Olumsuz ebeveynlik stilleri ve psikolojik rahatsizliklar arasinda da iliski
bulunmustur. Bu psikolojik rahatsizliklara da depresyon (Fentz, Arendt, O’Toole,
Rosenberg, ve Hougaard, 2011; Oakley-Browne, Joyce, Wells, Bushnell, ve
Hornblow, 1995; Anli ve Karsli, 2010; Rapee, 1997), anksiyete (Griiner, Muris, ve
Merckelbach, 1999; McLeod, Wood, ve Weisz, 2007; Gastel, Legerstee, ve
Ferdinand, 2009; Griiner, Muris, ve Merckelbach, 1999; Duchesne, Larose, Vitaro,
ve Tremblay, 2010; Bogels, Oosten, Muris, ve Smulders, 2001; Spokas ve Heimberg,
2009; Hummel ve Gross, 2001; Alonso ve ark., 2004; Cockram, Drummond, ve Lee,
2010; Hale, Engels, ve Meeus, 2006; Anl1 ve Karsli, 2010; Rapee, 1997), yeme
bozukluklari (Enten ve Golan, 2009; Haycraft ve Blissett, 2010; Sheffield, Waller,
Emanuelli, Murray, ve Meyer, 2009; Leung, Thomas, ve Waller, 2000) ve alkol ve
madde bagimliliklar1 (de Rick ve Vanheule, 2006; Cheng, Anthony, ve Huang, 2010;
Benchaya, Bisch, Moreira, Ferigolo, ve Barros, 2011) 6rnek verilebilir.

Olumsuz ebeveynlik ve psikopatoloji arasindaki iliskinin siddeti sosyal
destekle azaltilabilir. Cohen ve McKay’in 1984 yilinda yaptig1 tanima gore sosyal
destek kisiyi stresli durumlar karsisinda koruyan kisiler arasi iligkidir. Stres-tampon
hipotezine gore, psikososyal stres, az ya da hi¢ sosyal destegi olmayan bireyin
fiziksel ve psikolojik iyilik halini olumsuz etkilerken, giiclii sosyal destek bu etkiyi
azaltmakta ya da ortadan kaldirmaktadir (Cohen ve Willis, 1985).

Algilanan sosyal destek ve fiziksel ve psikolojik iyilik hali ile yapilan
caligmalar, algilanan sosyal destegin olumlu roliine isaret etmektedir (Pehlivan,
Ovayolu, Ovayolu, Seving, ve Camci, 2012; Ozpolat, Ayaz, Konag, ve Ozkan, 2014;
Yen ve Lundeen, 2006; Kuscu ve ark., 2009; Sipal ve Sayin, 2013; Bozo, Anahar,
Ates, ve Etel, 2010; Schoeder ve Remer, 2007; Chappell ve Reid, 2002; Schulz,
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O’Brien, Bookwala, ve Fleissner, 1995). Algilanan sosyal destegin bakim veren
kisinin iyilik halindeki olumlu roliiniin yan1 sira, algilanan sosyal destek baska
caligmalarda moderator roli listlenmistir (Demirtepe-Saygili ve Bozo, 2011; Wilks
ve Croom, 2008).
Yukarida bahsedilen literatiir bulgular1 dogrultusunda ¢alismanin amaglar:
1. Cinsiyet, medeni hal, ¢ocuga sahibi olup olmamak, fiziksel ya da psikolojik bir
rahatsizligin olmasi, is durumu, egitim diizeyi gibi demografik degiskenlerin
arastirmanin degiskenleri (6rn: bakici iyilik hali, ebeveynlik stilleri, algilanan sosyal
destek, depresyon, sema bas etme stilleri, tiikenmislik ve erken donem uyumsuz
semalar1) acisindan farklarini incelemek
2. Demans seviyesinin (hafif, orta, agir) arastirmanin degiskenleri agisindan
farklarini incelemek
3. Calismanin degiskenleri arasindaki iliskileri incelemek
4. Erken donem uyumsuz semalarinin, ebeveynlik stilleri ile bakim verenin iyilik
hali, depresyon ve tiikkenmislik arasindaki iligskide araci roliinii incelemek
5. Algilanan sosyal destegin, erken donem uyumsuz semalari ile bakim verenin iyilik
hali, depresyon ve tiikenmislik arasindaki iliskide bigimleyici roliinii incelemek
6. Kacinma sema bas etme stratejisinin, erken donem uyumsuz semalari ile bakim
veren iyilik hali, depresyon ve tiikkenmislik arasindaki iligkide bigimleyici roliinii
incelemek
7. Asir1 telafi sema bas etme stratejisinin, erken donem uyumsuz semalari ile bakim
veren 1yilik hali, depresyon ve tiikkenmislik arasindaki iligkide bigimleyici roliini
incelemek
Sonug olarak, bu ¢alismanin hipotezleri:
1. Erken dénem uyumsuz semalari, ebeveynlik stilleri ve arastirmanin degiskenleri
arasindaki iligskide araci role sahiptir.

I. Erken donem uyumsuz semalari, ebeveynlik stilleri ve bakicr iyilik

hali arasindaki iligkide araci role sahiptir.
I. Erken donem uyumsuz semalari, ebeveynlik stilleri ve depresyon
arasindaki iliskide arac1 role sahiptir.
I1l. Erken donem uyumsuz semalari, ebeveynlik stilleri ve tilkenmislik

arasindaki iliskide araci role sahiptir.
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2. Algilanan sosyal destek, erken donem uyumsuz semalari ve arastirmanin
degiskenleri arasindaki iliskide bigimleyici role sahiptir.
I. Algilanan sosyal destek, erken donem uyumsuz semalar1 ve bakici
iyilik hali arasindaki iligskide bigimleyici role sahiptir.
I. Algilanan sosyal destek, erken donem uyumsuz semalar1 ve depresyon
arasindaki iliskide bigimleyici role sahiptir.
I11. Algilanan sosyal destek, erken donem uyumsuz semalar1 ve
tilkenmislik arasindaki iliskide bi¢cimleyici role sahiptir.
3. Ka¢inma ve asir1 telafi sema bas etme stilleri,erken donem uyumsuz semalar1 ve
arastirmanin degiskenleri arasindaki iliskide bigimleyici role sahiptir.
I. Kagmma sema bas etme stili, erken dénem uyumsuz semalar1 ve
bakici 1yilik hali arasindaki iligkide bicimleyici role sahiptir.
II. Kaginma sema bas etme stili, erken donem uyumsuz semalar1 ve
depresyon arasindaki iliskide bigimleyici role sahiptir.
I11. Kaginma sema bas etme stili, erken donem uyumsuz semalar1 ve
tilkenmislik arasindaki iliskide bi¢cimleyici role sahiptir.
IV. Asir1 telafi sema bas etme stili, erken donem uyumsuz semalari ve
bakici iyilik hali arasindaki iligkide bigimleyici role sahiptir.
V. Asir telafi sema bas etme stili, erken donem uyumsuz semalari ve
depresyon arasindaki iliskide bi¢imleyici role sahiptir.
VI. Telafi sema bas etme stili erken dénem uyumsuz semalar1 ve
tiikenmislik arasindaki iligskide bigimleyici role sahiptir.
YONTEM
Katihmcilar
Calismaya 25 ve 64 yaslar1 arasinda olan demans hastalarina birincil bakim
veren 99 yetiskin evlat katilmistir. Bu katilimcilarin 78’1 kadin iken (%78.8), 21’1
erkektir (%21.2). Demans hastasinin birincil bakim vereni olma kriteri olarak,
hastaya giinliik ihtiyaglarinda yardim etmek ve ihtiyaci oldugu durumlarda gézetim
ve denetim saglamak alinmistir. Katilimeilarin demografik 6zellikleri Tablo 2.1°de

gosterilmistir.
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Veri Toplama Araclar

Arastirmada veri toplama araglari olarak, arastirmaci tarafindan gelistirilen,
katilimcilarin yas, cinsiyet, medeni hali, egitim durumlar1 gibi demografik
ozelliklerini belirlemek amaciyla demografik bilgi formu kullanilmistir. Bu forma ek
olarak, katilimcilarin erken dénem uyumsuz semalarini belirlemek amaciyla 90
maddeden olusan Young Sema Olgegi (Young, 2006), ebeveynlik stillerini
belirlemek amaciyla 72 maddeden olusan Young Ebeveynlik Olcegi (Young, 1994),
sema bas etme bigimlerini belirlemek amaciyla 48 maddeden olusan Young Telafi
Olgegi (Young, 1995) ve 40 maddelik Young Kaginma Olgegi (Young & Rygh,
1994) kullanilmistir. Bu 6lgekler 6’11 Likert tipi 6l¢eklerdir. Tiikenmisligi 6lgmek
amaciyla 5’li Likert tipi olan 22 maddelik Maslach Tiikenmislik Envanteri (Maslach
ve Jackson, 1981) kullanilmistir. Bakim verenlerin iyilik hallerini tespit etmek
amaciyla 5°1i Likert tipi 44 maddelik Bakici lyilik Olgegi (Tebb, 1995), algiladiklar
sosyal destegi belirlemek amaciyla 7’11 Likert tipi 12 maddelik Cok Yonlii Algilanan
Sosyal Destek Envanteri (Zimet, Dahlem, Zimet, ve Farley, 1988) ve depresif
semptomlarin seviyesini belirlemek amaciyla 21 maddelik Beck Depresyon
Envanteri (Beck, Rush, Shaw, ve Emery, 1979) kullanilmustir.
Prosediir

ODTU Uygulamal1 Etik Arastirma Merkezi’nden, hastanelerden, noroloji
béliim baskanliklarindan ve Alzheimer Dernegi’nden alinan izinlerden sonra, Izmir
ve Ankara’daki hastanelerin ndroloji boliimlerinden ve Alzheimer Dernegi’nden
katilimcilara ulagilmistir. Katilimeilara aragtirmanin amaci anlatildiktan sonra,
calismaya goniillii olarak katildiklarinin onayimi almak amaciyla goniilli katilim
formu verilmistir. Daha sonra 6lgekler arastirmaci tarafindan katilimcilara okunmus
ve cevaplar1 kaydedilmistir. Anketlerin doldurulmasi yaklagik 1 saat stirmiistiir.
Istatistiksel Analizler

Arastirmadan elde edilen verilerin analizi i¢in SPSS 20.0 paket programi
kullanilmustir. I1k olarak, demografik degiskenlerin farkli seviyelerinin ¢calismanin
degiskenleri agisindan nasil farklilastigin1 6lcmek amaciyla bagimsiz t-test tek yonli
ANOVA analizleri yapilmistir. Daha sonra ana degiskenlerin birbirleri ile olan

iligkilerini belirlemek i¢in Pearson korelasyon analizleri uygulanmistir. Korelasyon
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analizlerinden sonra aragtirmanin amaglarinda yer alan araci ve bigimleyici rolleri
arastirmak amaciyla bir dizi regresyon analizi yapilmistir.

BULGULAR

Regresyon Analizleri

Erken donem uyumsuz semalarinin ebeveynlik stilleri ve arastirmanin sonug
degiskenleri iligskisindeki araci roliinii belirlemek amaciyla dort regresyon analizi
yapilmistir. Bu analizlerin sonuglarina gore, erken donem uyumsuz semalar,
ebeveynlik stilleri ile bakici iyilik 6lgeginin alt 6lgegi olan temel ihtiyaglarin
karsilanmasi, depresyon ve tiikkenmislik arasindaki iliskide araci role sahiptir. Bakici
tyilik hali 6lgeginde alt Slgek olarak yer alan yasamsal faaliyetler alt 6lgeginin ise
ebeveynlik stilleri ile olan iligkisinde erken donem uyumsuz semalarinin araci roliinii
desteklememektedir.

Araci rolii tespit etmek i¢in yapilan analizlerin yaninda, algilanan sosyal
destegin ve sema bas etme bi¢imlerinin bi¢imleyici rolii dort farkli set regresyon
analizi ile arastirilmistir. Birinci sette, algilanan sosyal destegin, erken donem
uyumsuz semalar1 ve ¢alismanin sonug degiskenleri arasindaki iliskilerinde
bigimleyici roliine bakilmistir. Algilanan sosyal destegin sadece erken donem
uyumsuz semalar ve bakici iyilik hali-temel ihtiyaglarin karsilanmasi iligkisinde
bicimleyici role sahip oldugu bulunmustur. Bu nedenle bu iliskide algilanan sosyal
destegin farkli kaynaklar1 da ikinci sette incelenmistir. Sonuglara gore sadece 6zel
kisiden alinan sosyal destek erken donem uyumsuz semalar1 ve bakici iyilik hali-
temel ihtiyaclarin karsilanmasi iligkisinde bigimleyici role sahiptir. Bunlara ek
olarak, sema bas etme bigimlerinden hem kaginmanin hem de telafinin yapilan iki set
regresyon analizinde, erken donem uyumsuz semalari ve ¢alismanin sonug
degiskenleri iliskisinde bigimleyici rolleri olmadigi bulunmustur.

TARTISMA
Regresyon Analizleri

Bu arastirmada demans hastalarimin birincil bakim veren yetigkin evlatlarinda
algilanan sosyal destegin, erken donem uyumsuz semalarin, ebeveynlik stillerinin ve
sema bas etme bicimlerinin iyilik hali ve tiikenmislik seviyeleri iizerindeki yordayict

rolii incelenmistir.
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Araci rol analizlerine bakildiginda, erken donem uyumsuz semalarinin,
ebeveynlik stilleri ile temel ihtiyaclarin karsilanmasi ve depresyon iligkilerinde aract
roliiniin oldugu bulunmustur. Bulgulara gore negatif ebeveynlik stillerinin artmasi,
erken donem uyumsuz semalarinda bir artisa, o da temel ihtiyaglarin kargilanmasinda
bir diisiise ve depresyon seviyesinin de artmasina neden olmaktadir. Bu bulgu
literatiirle (Young ve ark., 2003; Gok, 2012; Saritas, 2007; Kapg¢1 ve Hamameci, 2010;
McGinn, Cukor, ve Sanderson, 2005; Harris ve Curtin, 2002) ve iyilik hali ve
depresyon iligkisi (van Hemert, van de Vijver, ve Poortinga, 2002) ile uyumludur.
Bunlara ek olarak, erken donem uyumsuz semalarinin, ebeveynlik stilleri ve
titkenmislik iliskisinde de araci role sahip oldugu bulunmustur. Baska bir deyisle,
negatif ebeveynlik stillerine maruz kalmak erken déonem uyumsuz semalarin
artmasina, bu durum da tiikenmisligin artmasina neden oldugu sonucuna ulasilmistir.
Bu c¢alisma, bakim veren ¢alismalarinda, erken donem uyumsuz semalarinin
ebeveynlik stilleri ile temel ihtiyaglarin karsilanmasi, depresyon ve tiikkenmislik
iligkilerindeki araci roliinii destekler niteliktedir. Fakat ayni sonuca yasamsal
faaliyetlerin karsilanmasi agisindan ulasilamamuistir. Yani erken donem uyumsuz
semalar1, ebeveynlik stilleri ile yasamsal faaliyetlerin iliskisinde araci role sahip
degildir. Bu bulgu erken donem uyumsuz semalarinin ebeveynlik stilleri ile temel
ihtiyaglar iligkisinde araci role sahipken, yasamsal faaliyetler iligkisinde araci
roliiniin olmamas1 yasamsal faaliyetler ile temel ihtiyaclarin karsilanmasi iligkisine
de ters diismektedir (Berg-Weger, Rubio, ve Tebb, 2000).

Big¢imleyici rol analizlerine bakildiginda, algilanan sosyal destek, erken
donem uyumsuz semalar1 ve temel ihtiyaglarin karsilanmast iliskisinde bigimleyici
role sahiptir. Yiiksek erken donem uyumsuz semalarina sahip katilimcilarin eger
algiladiklar1 sosyal destekleri yiiksekse algiladiklar1 sosyal destegi diisiik olanlara
gore temel ihtiyaclarin1 daha fazla karsiladiklar1 bulunmustur. Bu durum algilanan
sosyal destegin yiiksek erken donem uyumsuz semalara sahip demans hastasina
bakim veren bireyler i¢in koruyucu role sahip oldugunu gostermektedir. Bu bulgu
stres-tampon hipotezi (Cohen ve Wills, 1985) ile uyumludur. Yiiksek sosyal destegin
demans hastasina bakim veren bireyler i¢in stres diizenleyici rolii oldugu ve bu roliin
zaman icerisinde bakim veren kisinin saglig1 agisindan daha olumlu sonuglari oldugu

baska arastirmalarca da desteklenmistir (Goode, Haley, Roth, ve Ford, 1998).
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Algilanan sosyal destegin bu iliskideki bigimleyici roliiniin bulunmasinin ardindan,
bu iligki algilanan sosyal destegin kaynaklar1 a¢isindan da incelenmistir. Aile,
arkadas ve 6zel kisiden algilanan sosyal destegin erken donem uyumsuz semalari ve
temel ihtiyaglarin karsilanmasi iliskisindeki bi¢imleyici roliiniin incelenmesi
sonucunda, sadece 6zel kisiden algilanan sosyal destegin bu iliskideki bigimleyici
rolii bulunmustur. Ozel kisiden algilanan sosyal destek de yiiksek erken donem
uyumsuz semalar1 olan demans hastalarina bakim veren bireyler i¢in koruyucu role
sahiptir. Bu bulgu Bowlby’nin (1988) ihtiya¢ durumlarinda kisilerin yakinlik
istedikleri ve bu yakinliktan keyif aldiklari, bir tehdit ile karsilasildiginda partnerlerin
bu anlamdaki temel kaynak oldugunu ifade ettigi agiklamasi ile uyumludur. Eslerden
alian destegin psikolojik iyilik halinde 6nemli oldugu literatiir tarafindan
desteklenmektedir (Giese-Davis, Hermanson, Koopman, Weibel, ve Spiegel, 2000;
Manne ve ark., 2004b; Jackson, 1992). Bu bulgu da bazi1 davranislarin belirli bir
kaynaktan geldiginde destekleyici olarak algilanmasini, yani destegin gelen kaynaga
bagli oldugunu akla getirmektedir (Dakof ve Taylor, 1990). Calismanin diger
degiskenleri agisindan algilanan sosyal destegin bigimleyici roliiniin bulunmamasi
calismanin degiskenlerinin birbirleri ile olan iligkileri ag¢isindan beklenmedik bir
durumdur. Algilanan sosyal destegin bicimleyici roliine ek olarak, sema bas etme
bicimlerinin de erken donem uyumsuz semalari ile ¢aligmanin degiskenleri
arasindaki iligskideki bigimleyici rolii incelenmistir. Fakat sema bas etme stilleri
agisindan bigimleyici rol bulunamamistir. Bu durum sema bas etme bigimlerinin,
semalarin yarattig1 yogun duygularla bas etmek i¢in gelistirildigi (Young ve ark.,
2003) bilgisi ile ¢elismektedir.
Calismanin Giiclii Yonleri

Resmi olmayan bakim verenlerin diinyadaki sayilar1 artmasina ragmen, bu
alanda erken donem uyumsuz semalarin, sema bas etme bicimlerinin ve ebeveynlik
stillerinin bakim verme siirecindeki etkilerine dair neredeyse hicbir sey
bilinmemektedir. Literatiirdeki bu boslugu doldurmak i¢in bu ¢alisma neredeyse
hicbir seyin yaymlanmadigi bu konulara odaklanmistir.

Erken donem uyumsuz semalari ile yapilan ¢alismalarin artmasina ragmen
sema bas etme bicimleri ile ilgili calismalar ¢ok azdir. Karaosmanoglu, Soygiit ve

Kabul (2013)’e gore sema bas etme bi¢imlerini anlamak psikopatolojiyi daha iyi
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anlamak ag¢isindan onemlidir. Bu ¢alisma bakim verenlerin iyilik hali ve sema bag
etme bicimlerini inceleyen ilk ¢alismadir. Ayni zamanda erken donem uyumsuz
semalarinin ebeveynlik bi¢imleri ve iyilik hali iligskisindeki araci roliiniin bakim
veren popiilasyonuna genellenebilirligi agisindan da 6nemlidir. Bunlara ek olarak, bu
calisma algilanan sosyal destegi de incelemistir.

Tiirkiye’de resmi bakim vermenin sinirli olmasi, resmi olmayan bakim
vermenin beklenenden daha zahmetli ve daha stresli olmasina neden olmaktadir. Bu
nedenle bu alanda calismak, arastirmalari klinik alana uyarlamak yararl olabilir.
Calismamin Simirhiliklar

Arastirmadaki cinsiyet dagiliminin esit olmamasi analiz agisindan bir
siurlilik gibi gdriinse de bakim veren evreninin de bu sekilde dagiliyor olmasi bu
durumu sinirlilik kategorisinden ¢ikarabilir.

Demans hastasina bakim veren yetiskin ¢ocuklara ulasmak, diger bakim
veren ¢aligsmalarinda oldugu gibi (Kazak ve ark., 1997; Barrera ve ark., 2004; de
Vugt ve ark., 2003; Coope ve ark., 1995) kolay olmamustir. Bu nedenle, 6rneklem
calismaya katilmaya istekli ve zamani olan kisileri kapsamaktadir.

Bu ¢alismada kullanilan biitiin 6l¢ekler katilimcilarin beyanina dayalidir.
[leriki calismalarda daha farkli veri toplama teknikleri, 6rnegin miilakat teknigi
kullanilabilir. Buna ek olarak, 6rneklemin kiigiik olmasi, ¢aligmanin
genellenebilirligini ve istatistiksel gliclinli sinirlandirmaktadir. Ayrica bu ¢alismanin
kesitsel ¢alisma olmasi neden-sonug iliskisinden bahsetmeyi imkansiz hale
getirmektedir. Bu ¢aligmada bakim verenin 6zellikleri alinmasi ragmen, bakim alan
demans hastasi ile ilgili demansinin seviyesi haricinde bir bilgi alinmamigtir. Bu
siirliliklara ragmen, bakim verenle ilgili ¢alismalar azdir ve erken donem uyumsuz
semalar, sema bag etme bigimleri ve ebeveynlik stilleri daha 6nce ¢alisiilmamistir. Bu
calisma bakim verenlerin erken donem uyumsuz semalarini, ebeveynlik stillerini ve
sema bag etme stillerini inceleyen ilk ¢caligmadir.

Calhismanin Katkilar: ve Gelecek Calismalar icin Oneriler

Bu ¢alisma Sema Terapi’de oldugu gibi erken donem yasantilarin 6nemini

bakim veren evreninde gostermektedir. Demans hastalarina bakim verenlerin

psikolojik problemlerinin tedavi edilmesinde ebeveynleriyle olan erken donem
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yasantilarinin ve semalarinin tedaviye dahil edilmesi daha iyi sonuglar almak i¢in
Oonemlidir.

Bu aragtirmada algilanan sosyal destegin koruyucu rolii gdsterilmistir.
Algilanan sosyal destegin arttirilmasina yonelik yapilacak miidahale programlari
bakim verenlerin 1yilik halleri ag¢isindan yararl olabilir.

Gelecek ¢alismalarda neden-sonug iligkilerini ortaya koymak i¢in boylamsal
caligsmalar yapilabilir. Bakim veren ve bakim alan kisinin cinsiyetinin ayni olmasi ya
da farkli olmasi ¢caligmanin sonug degiskenleri agisindan incelenebilir. Bu inceleme
ve bu ¢aligmanin tiimii farkli 6rneklemlerle veya farkl kiiltiirlerle de yapilabilir.
Buna ek olarak, bu calismada erken donem uyumsuz semalari, ebeveynlik stilleri ve
sema bas etme bicimleri toplam puan olarak kullanilmistir. flerleyen calismalarda
faktor yapilarinin incelenmesi daha detayli bir tablo verebilir. Detayli bir tablonun
yaninda, miilakat gibi daha farkli 6l¢gme tekniklerinin kullanilmas1 daha net sonuglar
da saglayabilir.

Bu calismada sema bag etme bigimlerinin herhangi bir bigimleyici roli
bulunmamistir. Gelecek caligmalarda bu bicimleyici rol daha farkli 6rneklemlerle
aragtirilabilir. Ayrica, kullanilan 6l¢eklerin ayni kuramsal gegmise sahip olmasi
model test edebilme imkani saglamaktadir. Gelecek ¢alismalarda daha kalabalik bir
orneklem grubuyla model test edilip, 6nleme ¢aligsmalari i¢in risk ve koruyucu

faktorler belirlenebilir.
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Appendix L: Thesis Photocopying Permission Form

TEZ FOTOKOPISI iZIN FORMU

ENSTITU

Fen Bilimleri Enstitisu

Sosyal Bilimler Enstitiisii

Uygulamali Matematik Enstitiisti

Enformatik Enstitiisti

Deniz Bilimleri Enstitist

YAZARIN

Soyadi: AYRANCI
Adi : ELCIN
Béliimii: PSIKOLOJI

TEZIN ADI (ingilizce): The Predictive Roles of Perceived Social Support, Early
Maladaptive Schemas, Parenting Styles, and Schema Coping Processes in Well-

Being and Burnout Levels of Primary Caregivers of Dementia Patients

X

TEZIN TURU: Yiiksek Lisans Doktora

1. Tezimin tamamindan kaynak gosterilmek sartiyla fotokopi ahnabilir.

2. Tezimin i¢indekiler sayfasi, 6zet, indeks sayfalarindan ve/veya bir

boliimiinden kaynak gosterilmek sartiyla fotokopi alinabilir.

3. Tezimden bir bir (1) yil siireyle fotokopi alinamaz.

TEZIN KUTUPHANEYE TESLIM TARIHI:
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