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ABSTRACT

MATERNAL PERSONALITY CHARACTERISTICS, AFFECTIVE STATE,
AND PSYCHOPATHOLOGY IN RELATION TO
CHILDREN’S ATTENTION DEFICIT AND HYPERACTIVITY DISORDER
AND COMORBID SYMPTOMS
Eving, S. Giilin
Department of Psychology
Supervisor: Assoc. Prof. Dr. Tiilin Gen¢oz

November, 2004, 154 pages

This study aimed to examine the association between specific maternal
characteristics (i.e., parents’ personality, depression, anxiety, affective state, and coping
strategies) and childhood ADHD, Oppositional Defiant Disorder (ODD), and Conduct
Disorder (CD) symptoms in children with and without the diagnosis of ADHD. Method:
Data was obtained from 231 subjects including mothers of 77 children who were just
diagnosed by Child Mental Health Departments of Hacettepe University or IMGE Child
Mental Health Center and 154 children without any psychiatric diagnosis, who were
receiving education from Nebahat Keskin Elementary School. Among 154 non-
diagnosed subjects the ones who match best with the 77 ADHD group participants were
chosen, considering ages of the children, income of the family, and education of the

mother. Results and Discussion: (1) Psychometric Characteristics of the TBFI and

CARSS were examined. The internal consistency coefficients of the TBFI varied from

.51 (for Agreeableness) to .75 (for Neuroticism) and all subscales of CARSS had



moderate to high degree of internal consistencies ranging from .65 (Conduct Disorder)
to .92. (e.g., Attention Deficit). Additionally, concurrent validity of TBFI and criterion
validity of CARSS were studied. Results revealed that TBFI had sufficient internal
consistency and validity, and also revealed that CARSS was a highly reliable and valid
measure, successfully differentiating the diagnosed group from the non-diagnosed group
on each subscale. (2) Group differences on maternal characteristics were examined.
Compared to non-diagnosed children, children with ADHD had mothers with higher
Depression symptoms, higher Negative Affect, higher Neuroticism, lower Positive
Affect. (3) Regression analyses, which were conducted separately for each group and
the whole group, revealed that different maternal characteristics were associated with
symptoms of diagnosed and non-diagnosed children. In general while symptom levels of
children, who have ADHD diagnosis, was associated with higher maternal Negative and
lower Positive Affect and higher Depression and Anxiety symptoms, and lower
Extraversion scores; symptom level of Comparison children was associated more with
Conscientiousness. These differences were explained by means of the fit between
maternal characteristics and vulnerability, lower tolerance, lower adaptation, and
compensation skills of children with ADHD (when compared to Comparison group).
Results addressed the importance of maternal factors regarding its association with

presence, and the severity of ADHD and comorbid symptoms of children.

Key Words: Attention Deficit, Hyperactivity, Oppositional Defiancy Disorder, Conduct
Disorder, Mother Characteristics, Personality, Ways of Coping, Depression, Anxiety,

Positive Affect, Negative Affect.
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COCUKTAKI DIKKAT EKSIKLiGI HIPERAKTIVITE BOZUKLUGU
(DEHB) VE ESLIiK EDEN BELIRTILER iLE
ILISKILI OLARAK ANNE KiSILiK OZELLIKLERI, DUYGULANIM

DURUMU, VE PSIKOPATOLOJISIi

Eving, S. Giilin

Yiiksek Lisans, Psikoloji Boliimii

Tez Yoneticisi: Assoc. Prof. Dr. Tiilin Geng6z

Kasim, 2004, 154 sayfa

Bu ¢alismanin amaci, DEHB tanis1 alan ve almayan g¢ocuklarda belli anne
ozellikleri (anne kisiligi, duygu durumu, ve bas etme becerileri) ile ¢ocugun Dikkat
Eksikligi, Hiperaktivite, Kars1 Gelme - Kars1t Olma, ve Davranim Bozuklugu belirtileri
arasindaki iliskiyi incelemektir. Yontem: Veriler Hacettepe Universitesi Tip
Fakiiltesinin Cocuk Ruh Saghg Boliimii ve Imge Cocuk Ruh Saghigi Merkezinden
heniiz DEHB tanis1 almis 77 ve Nebahat Keskin Ilk 6gretim Okulunda egitim géren ve
psikiyatrik tanist1 olmayan 154 c¢ocuktan olusan toplam 231 c¢ocugun annesinden
toplanmistir. 154 tanisiz ¢ocuktan, 77 DEHB grubu katilimcilar: ile aile geliri, anne
egitimi, c¢ocugun yast bakimindan miimkiin oldugu kadar eslesen 77 katilimct
secilmistir. Sonuglar: (1) Tiirkge Biiyiik Besli Kisilik Envanteri’nin (TBBKE) ve Yikici
Davranim Bozukluklar1 i¢in DSM-IV’e Dayali Tarama ve Degerlendirme Olgegi’nin

(YDBTDO) psikometrik 6zelliklerine bakilmistir.  TBBKE’nin i¢ tutarliligi .51
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(Yumusak Baslilik) ile .75 (Duygusal Dengelilik) arasinda degismistir. YDBTDO tiim
alt 6lgekleri .65 (Davranim Bozuklugu) ile .92 (6rn., Dikkat Eksikligi) arasinda degisen,
orta ve yliksek diizeyde i¢ tutarlik katsayilari vermistir. Ayrica, TBBKE’nin eszamanli
gecerligine ve YDBTDO’nin o&lgiit gecerliligine bakilmistir. Sonuglar TBBKE’nin
yeterli i¢ tutarlig1 ve gecerligi oldugunu ve YDBTDO’nin i¢ tutarhi@: yiiksek, tan1 alan
ve almayan iki grubu basariyla ayirt eden yiiksek Olclide gecerli bir 6l¢ek oldugunu
gostermistir. (2) Anne 6zellikleri agisindan iki grup arasindaki farkliliklar arastirilmastir.
Tan1 alan ¢ocklarin annelerinde daha yiliksek diizeyde depresyon semptomlarina,
olumsuz duygulanima, daha diisik diizeyde olumlu duygulanima, daha sik oranda
norotik kisilik tarzina rastlanilmistir. (3) Tani alan ve almayan her iki grup igin ve tiim
grup icin ayri ayri yapilan regresyon analizleri, tan1 alan ve almayan gruplardaki
cocuklarin sergiledikleri belirti diizeylerinin farkli anne 6zellikleri ile iligkili oldugunu
gostermistir. Genel olarak tani1 alan gruptaki ¢ocuklarin belirtileri, annelerinin yiiksek
Negatif Duygulanimi, Depresyon ve Kaygi Belirtileri, dusiik Pozitif Duygulanimi,
diisiik Disa Dontikliik 6zelligi ile iliskili olurken; karsilastirma grubundaki ¢ocuklarin
belirtileri daha siklikla ve tutarli olarak annelerinin Sorumluluk 6zelliklerinin diistikligii
ile iligkili bulunmustur. Bu farklarin DEHB tanist olan g¢ocuklarin, tanisi olmayan
cocuklara oranla annelerinin bazi o6zellikleri karsisinda daha hassas olmasindan,
toleranslar1 ve telafi etme becerilerinin daha diisiik olmasindan kaynaklanabilecegi
distintilmistiir. Sonuglar DEHB ve eslik eden belirtilerle iliskisi acisindan anne
ozelliklerinin 6nemine isaret etmektedir.

Anahtar Kelimeler: Dikkat Eksiklgi, Hiperaktivite, Karst Olma Karsi Gelme
Bozuklugu, Davranim Bozuklugu, Anne Ozellikleri, Kisilik, Bas Etme Becerileri,

Depresyon, Kaygi.
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CHAPTER1

INTRODUCTION

She was sitting very upset and hopeless outside the room of the
psychologist, waiting for the termination of her son’s examination. It was the third
school that his son had changed within the last 3 months and they were still
experiencing problems even in this recent school. Since this situation had been
continuing for a very long period of time, she was about to loose her hopes, and
started to believe that it is impossible to expect that some day her son will be a
successful person, will behave in a proper way, and will spend full 45 minutes in
the class without disturbing either the teacher or the students. She, herself, also
had faced the same problems when she was at high school, however her son was
different, he was much lazier, naughtier and more uncontrollable. She did not
know what she exactly expected from the psychologists, what they could do for
such a child, but was only giving the last try. After a certain period of time during
which the treatment and the recommended parent education have been applied
would she have a different opinion about her son and begin enjoying a lot from

the improved interaction between herself and her son.

1.1. ATTENTION DEFICIT AND HYPERACTIVITY DISORDER
Attention Deficit and Hyperactivity Disorder (ADHD) is one of the most

prevalently diagnosed disorders in child mental health services (APA, 1994,



Barkley, 1997). It is reported to be the most frequent reason of the referral to the
child health services (Barkley, 1996). The high prevalence of the disorder brings
about the increasing interest in its etiology and contributions. ADHD is defined as
having difficulty in giving attention to the homework or work, and in delaying the
wish for doing something else while working on a task, as well as being
overactive which can not be considered normal at that development progress.
Diagnostic and Statistical Manual of Mental Disorders (DSM — IV; American
Psychiatric Association, 1994) denominates this disorder as ADHD and
International Statistical Classification of Disease and Related Health Problems
(ICD 10, World Health Organisation, 1993) names it as Hyperkinetic Disorder.

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

The diagnostic criteria for ADHD according to DSM-IV (APA, 1994) are,
having either inattention or hyperactivity-impulsivity symptoms that was present
before age 7 years and that have persisted for at least 6 months to a degree that is
maladaptive and inconsistent with developmental level and also exhibiting these

symptoms in two or more settings.



According to American Psychiatric Association (APA, 1994), there are three
subtypes of ADHD: Predominantly Inattentive, Predominantly Hyperactive-
Impulsive, and Combined.

PREDOMINANTLY INATTENTIVE: The symptoms of attention deficit

are dominant and enough to be diagnosed while the symptoms of hyperactivity do

not exist or are not strong (notable) enough to make the diagnosis.

PREDOMINANTLY HYPERACTIVE-IMPULSIVE: Symptoms of

hyperactivity and impulsivity are dominant. Symptoms of attention deficit may

exist but they are not diagnosed.

COMBINED: Symptoms of both hyperactivity and attention deficit exist

and are diagnosed.
Predominantly hyperactive-impulsive children, when compared to
predominantly inattentive children, are recognized in younger ages such as
preschool years, while majority of inattentive children are diagnosed in school

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

1.2. PREVALENCE AND MANIFESTATION

According to the estimates of American Psychiatry Association (1994), 3 —
5% of the school age children suffer from ADHD. The estimated female — male
ratio is approximately 1/ 4 (APA, 1994). Studies support this estimation by
indicating that ADHD is more prevalent among boys (Oktem & Sonuvar, 1993).

Kent and Cralddock (2003), have reported the frequency of ADHD as 5 — 9%



among school age children and have indicated that it was seen among boys three
times more than among girls. According to the statistical data of Ministry of
National Education, there are 16 million students receiving education in
elementary schools (Siiriicti, 2003). Depending on this data, Siirticii (2003)
estimated that there were around 1 million students suffering from ADHD in
Turkey. As Siirticii (2003) also mentions, the difference between this estimation
and the number of application to child mental health services in Turkey shows
that ADHD is not a well-known disorder and still many children having ADHD
are not recognized and are labeled as lazy or naughty.

Oktem (1993) has reported that the frequency of ADHD among the girls
of age between 4 and 12 was 4% and the same percentage among boys was 10%.
The higher ratio observed in boys may derive from genetic factors either
determining the existence of ADHD or determining the primarily exhibited,
dominant symptom. Thus, girls may tend to exhibit inattentive symptoms
primarily and may not be recognized easily. Wodushek (2003), in his study with
45 participants, could not find any relation between severity of ADHD symptoms
and age or gender but reported that education was negatively correlated with
ADHD.

ADHD is seen as a great risk for antisocial behaviors (Loeber, 1991).
Manuzza et. al. (1991) conducted a follow up study concerning 94 hyperactive
boys selected among the patients who were evaluated in a no—cost psychiatric
clinic between the years 1970 — 1977 and 78 normal controls. Their results

revealed that participants who had an ongoing ADHD diagnosis tended to develop



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

Though ADHD was thought to be a childhood disorder which ends
through adulthood, in recent years there is a growing consensus among the
researchers and clinicians about the idea that individuals keep on suffering from
ADHD in adolescence and in adulthood as well (Manuzza, Klein, Bessler,
Malloy, & La Padulla, 1998). Studies indicate that 80% of the children having
ADHD still exhibit similar symptoms in adolescence, a period of particular stress
and impairment (Weiss & Murray, 2003). Oktem (1996) has reported that the
estimated prevalence of ADHD among adults is 2%, this means that while 50% of
the adults leave their ADHD symptoms behind, other 50% continue suffering
from this disorder and this prevalence also shows some differences between
women and men (2%, and 5% for women and men respectively). Studies report
that among the ones who have a childhood history of ADHD, 50 — 80% of the
adolescents and 30 —50% of the adults go on suffering from ADHD (Barkley,
Dupaul, & McMurray, 1990). Based on these findings, the researchers try to find

the answer of how ADHD is manifested in adulthood.



Depending on the Utah adult ADHD research group’s studies, Wender
(2000) defines the adult ADHD characteristics as:

Motor hyperactivity

Attention deficits

Affective lability

Hot temper, explosive, short — lived outbursts

Emotional overactivity

Disorganization, inability to complete tasks

Impulsivity

Associated symptoms (eg. Acdemic problems — independent of IQ level,
social problems, relationship problems, marital problems, alcohol -
substance dependence)

VVVVVYVYYYYVY

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

These problems result in leaving the school, having problems in marriage,
low social abilities, lack of attention in traffic, smoking habit, insufficiency at
work, lower socio-economic status, poor planning skills, and higher risk of
distress disorders (Borland & Heckman, 1996; Gittelman, 1985; Barkley, Murphy,
& Kwasnik, 1996; Nigg et. al., 2002; Manuzza & Klein, 1999). Fones and Pollack

(2000) have found that among 85 adult participants of their study who had panic



disorder, 23.5% had had significant ADHD features in childhood, 9.4% had had
threshold ADHD problems in childhood and subthreshold ADHD problems
continued in 65% of the participants. Biederman et. al. (1994) have indicated that
ADHD predicts emergence of psychopathology in later life. Among the adults
who need therapy for ADHD symptoms the ratio of substance abuse, and
dependency is reported as 52% though it is 17-27% in normal population (Reiger
et. al., 1990, Wilens et. al. 1995, Kessler et. al., 1996). A study revealed that 52%
of the adults with ADHD had shown symptoms of antisocial personality disorder
(Levin et. al., 1998). Brieflyy, ADHD is a great risk factor for other
psychopathological symptoms such as antisocial disorder, criminal acts,
furthermore, it is a predictor of poor outcome and poor psychosocial life
conditions. However, we still lack the knowledge about the factors predisposing,

intensifying, and maintaining ADHD.

1.3. COMORBIDITY

ADHD is shown to be related to many other disorders. 2/3 of children
having ADHD have some additional symptoms (Oktem, 1996). As evidence has
been found regarding the existence of ADHD in adults, the relation of ADHD
with affective and anxiety disorders became point of interest. It has been reported
that compared to boys, while the rates of severe behavior disturbances were
lower; cognitive impairment, depression and low self-esteem were observed more
frequently among girls (Faraone, Biederman, Keenan, & Tsuang, 1991).

Biederman (1997) indicates that at least 50% of children with ADHD exhibit one



or more comorbid disorders in a life time period. A study conducted in ADHD
Research and Education Center in Canada concerning 137 ADHD children aged
between 3 — 18, indicated that 29% of ADHD children did not have any additional
diagnosis, while 35% had one, 25.5% had 2, and 8% had 3 additional diagnosis.
There was no difference between girls and boys on having an additional diagnosis
(Erman, Turgay, Oncii, & Urdavic, 1999).

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

etiology, which also affect the development of effective intervention programs.

1.3.1. OPPOSITINAL DEFIANT DISORDER (ODD)

Oppositinal Defiant Disorder (ODD) is defined as having negativistic,
hostile, or defiant acts that hinder functioning in academic, occupational, or social
domains (APA, 1994). 35-65% of children with ADHD exhibit comorbid ODD

(Oktem, 1996). Onset of this disorder is generally observed at age 8 and it



decreases after adolescence (Siirticti, 2003). The prevalence of comorbidity of
ODD and Conduct Disorder (CD) was found to be around 35% (Anderson et. al.,
1987, Biederman et. al., 1990, Faraone et. al. 1991). According to some studies,
oppositional behavior and substance abuse disorders are seen more prevalently
among people with ADHD as compared to control group (Murphy & Barkley,
1996).

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

children with ADHD who have difficulty in catching the social cues.

1.3.2. CONDUCT DISORDER (CD)

Conduct Disorder (CD) is defined as having persistent antisocial acts in
children and adolescents which can be clustered in four areas: aggression to
people and animals, destruction of property, deceitfulness and theft, and serious
violations of rules. It has two subtypes; among which the first one starts in
childhood, and second one starts in adolescence (Siirticti, 2003). 20-45% of
children with ADHD show symptoms of conduct disorder (Siirticii, 2003). In a
study, this ratio was found as 30% (Biederman, Newcorn, & Sprich, 1991).
Milberger et al. (1995) also indicated that the prevalence of CD among children

with ADHD was 30 — 50 %. In a study conducted in Turkey comorbidity between
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ADHD and CD is reported as 54% (Senol, 1997). Majority of the ADHD subjects
with comorbid CD, tended to have an additional ODD (Biederman, Faraone,
Milberger, Jetton, Chen, Mick; Greene, & Russel, 1996).

Because of the high comorbidity of CD with ADHD and the difference
between diagnostic systems; it is discussed whether they are features of a separate
category of disorder (i.e., ADHD+CD) or they are different disorders, which
occur together frequently (Taylor, 1994). Compared to ADHD children, ADHD +
CD and CD children seem to have more demographic correlates; and compared to
CD children ADHD + CD and ADHD children have more developmental delay
(Szamatri, Boyle, & Offord, 1989). Milich et al. (1982) have considered
aggression and hyperactivity as two externalizing disorders and investigated the
associations between them and supported the validity of the differentiation of
these two externalizing dimensions. Faraone et. al. (1997) indicated that ADHD
alone and ADHD + CD/ APD (Anti-Social Personalitiy Disorder) are different
disorders and though ODD and ADHD can be observed among the relatives of
participants with ADHD, CD was observed only among the relatives of
participants with CD or comorbid ADHD and CD. Lilenfeld and Waldman (1990)
reviewed many studies investigating the association between childhood ADHD
and antisocial personality disorders and reported that ADHD is associated with
APD. The results of these studies show that it is important to understand the
factors determining the prognosis of ADHD. We may summarize the possible
ways suggested to explain comorbidity and diagnostic overlap in three items: 1-

ADHD is a predisposing factor (Szamatri, Boyle, & Offord, 1989) 2- ADHD is an
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early and less severe form of CD (Biederman, Newcorn, & Sprich, 1991) 3- There
are common factors underlying the etiology of both disorders (Szamatri, Boyle, &
Offord, 1989; Biederman, Newcorn, & Sprich, 1991). Among all these, the
second one is shown to be more probable for girls while the others are shown to
be more probable for boys and it has been suggested that compared to non-ADHD
children the ratio of exhibiting CD was higher in ADHD children and compared

to ADHD girls CD was higher in ADHD boys (Szamatri, Boyle, & Offord, 1989).

1.3.3. LEARNING DISORDERS

20 - 35% of ADHD children are also diagnosed as Learning Disorders.
These children have great difficulty in reading, writing, and arithmetic although
they have no problem with their IQ (Siiriicii, 2003). Biederman et. al. (1991)
indicated that 10% of ADHD children exhibit symptoms of Learning Disorders.
Studies showed that 25 — 40% of ADHD children exhibit comorbid Reading
Disorder (Dykman & Ackerman, 1991) and 15 — 35% of RD exhibit comorbid
ADHD (Willcut & Pennington, 2000). Results of a study indicated that ADHD
was an inhibitory deficit, Reading Disorder (RD) was related with deficits on
measures of phoneme awareness and verbal working memory and the most
impaired group on phoneme awareness and executive functioning measures was
the group with comorbid RD and ADHD together (Willcut, Pennington, Boada,

Ogline, Tunick, & Chabildas, 2001).
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1.3.4. DISTRESS DISORDERS

Among people with ADHD, prevalence of mood disorders was found as
24% (Milberger, Biederman, Faraone, Murphy, & Tsuang, 1995) and prevalence
of anxiety disorder was reported as 26% (Oktem, 1996). In a study investigating
the comorbid disorders to ADHD, it was reported that 25% of people with ADHD
suffer from anxiety disorders and 15 — 75% of them suffer from mood disorders
(Biederman, Newcorn, & Sprich, 1991). A study conducted in Turkey reported
that the prevalence of comorbid depression and anxiety among Turkish ADHD
population is 7.6% and 3.8%, respectively (Senol, 1997).

In their review study Kent and Craddock (2003) have reported that 57 to
100% of children with Bipolar Disorder exhibit symptoms of ADHD defined by
DSM III -R and 11% - 22% of ADHD diagnosed children exhibit Bipolar
Symptoms (Kent & Cralddock, 2003). Biederman et. al. (Biederman, Faraone,
Milberger, Jetten, Chen, Mick, Grene, & Russel, 1996) have conducted a four
year follow up study with 128 ADHD children and 120 normal control and
indicated that there was a great increase in the prevalence of Bipolar disorder
among ADHD children. Thus, since the genetic, biological and brain related
factors do not show a great change by age it can be concluded that the increase in
the prevalence of the comorbid disorder most strongly stem from environmental
factors. Hence, there seems to be a great need to understand the environmental
factors affecting the prognosis.

Results of the same study also indicated that the risk for major depression

was higher for ODD + CD + ADHD than for ODD + ADHD but for both
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conditions the risk for Major Depression was higher than for ADHD alone.
O’Connor et. al. (1998) revealed that the antisocial behavior (which is shown to
be frequently comorbid to ADHD) and depression symptoms were correlated with
each other and 45% of the covariation could be explained by a common genetic
liability. In addition to possible shared genetic factors, the symptom overlap
(symptoms like inattention and rigidity) between these disorders may lead them to
occur frequently together or the consequences of one (such as poor interpersonal

relationships) may lead to the other.

1.3.5. TIC DISORDERS

Tic is a rapid, involuntary, sudden, recurrent, nonrythmic, stereotyped
motor movement or vocalization (APA, 1994; WHO, 1993). In Tourette’s
Disorder the criteria are the existence of multiple motor and one or more vocal
tics at some time during the illness, occurrence of tics many times a day, nearly
every day or intermittently throughout a period of more than 1 year, never having
a tic free period of more than 3 consecutive months and having onset before age
18 (DSM - IV, ICD — 10). 50 — 70 % of Tourette Disorder is reported to be
comorbid with ADHD (Siirticii, 2003).

Thus it can be concluded that the prevalence of comorbidity is very high
for ADHD and the disorders that are reported to frequently occur comorbid with
ADHD vary on a wide range. These results clearly indicate that ADHD is a great
risk factor for both the present and future psychosocial life. Therefore, it seems

very important to understand the etiology of ADHD in order to determine the
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factors underlying having ADHD diagnosis, underlying the severity of symptoms

that the child exhibits, and underlying the comorbidity.

1.4. ETIOLOGY

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

environmental contributions.

1.4.1. GENETICS - BIOLOGICAL — BRAIN RELATED FACTORS

Researchers investigating the genetic factors contributing to ADHD focus on
twin studies (e.g., Gilger, Pennington, & Defries, 1992; see Bradley & Golden,
2001 for a review). The monozygotic twins show 80% concordance, same sex
dyzygotic twins show 30%. Family studies give evidence to genetic factors
underlying this disorder, by indicating that 10-35% of family members of children
with ADHD exhibit the same disorder (Bradley & Golden, 2001).

Family genetic studies revealed that children with ADHD and their relatives
were at an increased risk for both ADHD and other psychopathologies (Milberger,
Biederman, Faraone, Murphy, Tsuang, 1995, Faraone et. al. 1991). Faraone et. al.
(1991) indicated that the risk for ADHD, Antisocial Disorders, Major Depression,
and Anxiety Disorders was higher for the relatives of the girls with ADHD than
normal comparison girls (Faraone, Biederman, Keenan, & Tsuang, 1991).

The role of dopaminergic neurotransmitter system has been extensively

studied (e.g., Swanson, et. al., 2001; Sagvolden & Sergeant, 1998) DAT1, DRD2,
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DRD3, DRD4 and DRD5 are the dopamine related genes which are thought to
have an essential role in the core symptoms of ADHD (Sagvolden & Sergeant,
1998; Muglia et al., 2000; Kirley et. al., 2002). Bradley & Golden (2001) state
that drugs like methylphenidate lessen the ADHD symptoms by increasing
synaptic dopamine and this is interpreted by Bradley and Golden (2001) as an
evidence to the hypothesis asserting that the hypodopaminergic functions and
ADHD symptoms are related to each other (Bradley & Golden, 2001).

Kirley (2002) reported studies showing evidence for the association
between the DRD4 and novelty seeking which is also a characteristic of ADHD.
Cadoret et. al. (2003) have investigated the relation between serotonin transporter-
linked promoter region and ADHD, conduct disorder, aggressivity, externalizing
behavior in adoptee and reported that variant of SHTTLPR was associated with
increased externalizing behaviors in individuals with antisocial biological
parentage and male individuals have more vulnerability to have conduct disorder
and aggresivity.

According to cognitive energetic model (van der Meere, 1996) children
with ADHD have difficulties in regulating their response organizations and motor
outputs. Converging evidence implies the existence of lesions in some areas of
brain. Studies made to detect the brain dysfunctions report abnormalities in
prefrontal, parietal, and temporal lobes, caudate nuclei, corpus collasum,
cerebellum of ADHD children and reduction in volumes of either the whole brain

or its specific areas (Tannock, 1998; Siiriicii, 2003).
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Durston et. al. (2003) have made a study with 14 right-handed children
comprising of 7 control and 7 DEHB (3 inattention, 4 incombined). They have
investigated the stratial activation pattern of these children by using fMRI under a
go/nogo task. According to their results, while performing the given task children
having normal development use a network including ventral frontostriatal regions,
on the other hand children with ADHD use a more complex network including
posterior regions of inferior pariatel lobe, posterior cingulate and dorsolateral
prefrontal regions (Durston et. al., 2003). Both children and adults with ADHD
are thought to have difficulty in inhibiting their behaviors (Nigg, 2001). Durston
et. al. (2003) have made a study using ‘event related fMRI’ with a go/nogo
paradigm. Their results show that ADHD children have more difficulty than
controls under the increasing intrusion effect of go task before a nogo task.

Whether ADHD is a disinhibitory disorder or not is an issue of debate.
Wodushek and Newmann (2003) indicate that behavioral inhibiton is a critical
cognitive variable in explaining ADHD symptoms. Researchers investigate if the
rapid and impulsive behaviors of children result from excessively strong impulse
or inefficient inhibition of the impulse (see Nigg, 2001 for a comprehensive
review). Executive functions of people with externalizing disorder is extensively
studied and found to be associated with their diagnosis (Nigg, 2001). In
accordance with these findings there is some evidence obtained about the
existence of impairment in the executive functions of ADHD people and
inhibitory problems are emphasized (Barkley, 1997). Barkley (1997) in his

comprehensive review study reports that 4 executive neuropsychological
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functions are linked with inhibition: (a) working memory, (b) self-regulation of
affect—motivation—arousal, (c¢) internalization of speech, and (d) reconstitution
(behavioral analysis and synthesis). Barkley (1997) also states that children with
ADHD, exhibit deficits most strongly on behavioral inhibition, working memory,
regulation of motivation, and motor control. Executive functions are reported to
denote an assembly or summary of psychological processes involved in
organization (Johansen et. al., 2002). Studies indicate an association between
executive functions and ADHD independently from comorbid conditions (Nigg,
Carte, Hinshaw, & Treuting, 1998). Eslinger (1996) counts the following
behaviors as the six characteristics of executive functions: limiting the behavior,
flexibility, obstacling the answers, self control, planning, and ordering which
seem to be close to the symptoms of ADHD (cited in Oner & Aysev, 1999). Oner
and Aysev (1999) report that 15 of 18 studies determined executive function
deficit in ADHD children. Understanding the associations between executive
functions and ADHD seem to be important because persistence of executive
motor inhibition deficits are associated with persistence of ADHD symptoms into
adulthood (Nigg, Buttler, Huang — Pollack & Henderson, 2002).

Symptoms of ADHD are thought to be related with lesions of prefrontal
lobe, caudate nucleus, basal ganglions, parietal lobe, and cerebellum. In a review
study, Bradley and Golden (2001) report that the data of the psychophysiological
measures are inconsistent with each other: Some indicate diminished central
nervous system in ADHD children as a result of dysfunction in the prefrontal

region, the reticular activating system and /or their interconnective fibers. Others
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indicate that children with ADHD show increased beta wave activity in the left
hemisphere as a result of those children’s being over aroused in comparison to
control subjects.

Epstein et. al. (1997) indicated that, when compared with right visual
field, children having ADHD differ from controls by showing less attention to the
objects in the left visual field and interprets this result as supportive to the
hypothesis asserting posterior right hemisphere involvement.

Despite the findings of genetic studies, in his review study, Joseph (2000)
indicated that the results of these studies, which reveal an important role for
genetic factors, can be explained by environmental factors and concluded that a
role for genetic factors is not supported and that future research should be directed
toward psychosocial causes. Even if a role for genetic factors cannot be neglected
completely it can be concluded that the results of studies about genetic, biological
and brain related factors of ADHD vary on a large scale and generally are related
to the behavioral problems in ADHD. This brings the question that; whether these
factors are related to specifically ADHD or generally to the externalizing
disorders. These factors are shown to be associated with the presence of the
behavioral problems but it is also questionable if they have a role on the symptom
severity. Another doubtful point arises from the comorbid disorders frequently
observed with ADHD: ‘are some of these genetic, biological, or brain related
factors associated with ADHD or associated with other disorders that frequently

accompany ADHD?’
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1.4.2. PSYCHOSOCIAL AND ENVIRONMENTAL FACTORS

A study made in Child Mental Health services of Hacettepe University,
Turkey, revealed that 20% of the children with ADHD were premature babies
(Oktem, 1996). The period of taking mother milk is indicated to be shorter in boys
with ADD (approximately 5.5 months), and ADHD (approximately 1 — 2 months)
compared to normal comparison group (Oktem & Sonuvar, 1993). The roles of
feeding, vitamins, and dyes containing lead are being investigated in the etiology
of ADHD. Foodstuffs are also thought to be associated with ADHD (Feingold,
1976). Some researchers suggest that children with ADHD have a tendency to
allergic disorders (McGee et. al. 1993).

Adverse family environment (low socio-economic status (SES), marital
problems or mental disorder of parents, having a criminal parent...etc) has been
shown to increase risks for child ADHD (Rutter & Quinton, 1977). Researchers
also stated that there were different interactions between the ADHD children and
their parents (Oktem, 1993) especially the interaction between hyperactive
adolescents and their parents was much worse (Barkley, et. al.,1991). Results of
some studies indicate that mothers of ADHD children were more controlling,
autharitive and punishing (Cunningham & Barkley, 1979; Hechtman, 1981,
1996). These results may be interpreted either as low parenting skills leading to
ADHD symptoms of children or as having ADHD children raising difficulties in
parenting, or both. McClearly and Ridley (1999) stated that parent education
program is one of the treatments used in order to reduce the negative sequella of

ADHD. Researchers also indicated that parents who participated in their
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intervention programs reported improved parenting skills that help them in
managing their children with ADHD. Biederman, Milberger et. al. (1995) stated
that the environmental factors predicted the poor prognosis of ADHD more than
the disorder it self. However, results of the study conducted by Pekcanlar et. al.
(1999) did not reveal any dysfunction in family factors in their sample consisting
of different age groups, except for some communication and control problems
they observed in the 9 — 14 age group.

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

of this relationship, it seems useful to examine this issue under broader topics.
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1.5. PERSONALITY AND PSYCHOPATHOLOGY

1.5.1. PERSONALITY

Personality is often defined as the consistent patterns of thoughts, feelings
and actions that people demonstrate (Maddi, 1989 cited in Digman, 1996). Allport
(1937) defines personality as a dynamic organization. According to Allport (1937)
individual is made up of psychophysical systems, which help him/ her shape his/
her relationships with environment and make his/ her unique adjustment to it.
According to Nathan (1988), characteristics of personality traits are being internal,
unique, active, enduring, causal and integrating. Ebert et. al. (2002) define
personality as stable and distinctive traits of an individual.

The concepts which are used common in different definitions of
personality are unique, active, stable, organized, enduring, consistent over time
and situations (Sherr & Trull, 1994, Watson, Clark, Harkness, 1994) with special
emphasis on stability by means of its association with psychopathology (Costa &
McCrae, 1986).

In recent years personality has been explained by a number of broad
levels. H. J. Eyesenck (1967; S. B. Eyesenck, Eyesenck, & Barret, 1985) has
suggested three factors of personality, namely extraversion, neuroticism, and
psychoticism. Later five broad levels were suggested by five-factor model, which
received higher acceptance than three-factor model (Costa & McCrae, 1992;
Goldberg, 1993). Five dimensions of the Five Factor Model are described as

follows:
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Extraversion: Deneve and Cooper (1998) define extraversion as the
quantity and intensity of relationships, energy level, positive emotionality, and
excitement seeking. According to Ebert, Tucker, and Roth (2002), extraversion
states how much a person is sociable and assertive.

Openness: Openness is a factor measuring how much a person is curious,
interested, original, imaginative, and inventive and how much s/he likes having
new experiences including high-risk behaviors. (McCrae,1996; Ebert, Tucker,
Roth, & 2002).

Neuroticism: Neuroticism is defined as the extent of having a tendency to
experience negative emotionality (Costa & McCrae, 1992; DeNeve & Cooper
1998; Ebert, Tucker, Roth, 2002).

Agreeableness: Agreeableness is defined with high relationship quality,
extent of being tender mindedness and having characteristics related to
interpersonal relations such as altruism, empathy, warmth, trust, eagerness to help,
and compliance (Costa & McCrae, 1992; DeNeve & Cooper, 1998, Ebert, Tucker,
& Roth, 2002).

Conscientiousness: It is defined as the extent of having goal directed,
control related traits; being purposeful, strong willed and determined, well
organized, responsible, performing tasks, projects and assignments in an efficient,
diligent and self controlled way (DeNeve & Cooper, 1998; Ebert, Tucker, Roth,

2002; Nigg, John, Blaskey, 2002).
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1.5.2. THE RELATIONSHIP BETWEEN PERSONALITY AND
PSYCHOPATHOLOGY

The relation between personality and psychopathology is frequently
questioned in literature. Since personality is a factor determining individual
differences and since psychopathologies are some sort of these differences,
increasing our knowledge about the association between personality and
pathology will help us to understand the diathesis and structure of pathology
(Watson, Clark, & Harkness, 1994). Researchers discussed the direction of this
relation. There are different hypothesis about how the personality and
psychopathology are related with each other.

1- Personality is a vulnerability factor for psychopathology in various ways:
(Clark, Watson, & Mineka, 1994; Sher & Trull, 1994).

a- Shaping environment (Clark, Watson, & Mineka, 1994)

b- Shaping cognitions, affects, and behavior that are the components of
psychopathology when deformed (Sher & Trull, 1994)

c- Congruency Hypothesis: Congruency hypothesis depends on diathesis — stress
interaction that is frequently studied in past decades. According to congruency
hypothesis some personality characteristics may serve as a vulnerability factor
(e.g. Robins, 1990; Blatt & Zuroff, 1992; Segal, Shaw, Vella, & Katz, 1992).
When the person engages in a matching life stress with his/her vulnerability, s/he
exhibits a psychopathology. For example, interpersonal stressors matched with
sociotropic characteristics or achievement related stressors matched with

autonomous characteristics may lead to the development of depression (Kwon &
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Whisman, 1998). Kwon and Whisman (1998) suggest that the severity of the
interpersonal stressors and achievement related stressors were equally related with
sociotropy while achievement related events had higher associations with
autonomy.

2- Personality is affected from psychopathology in various ways:

a- It may be a result of the effort people make for compensating and adapting
(Clark, Watson, & Mineka, 1994).

b- Having a psychopathology may result in some changes in personality (Clark,
Watson, & Mineka, 1994; Maher & Mabher, 1994). The study of Sher and Trull
(1994) with alcoholics seems to support this hypothesis. Their results indicated
that people score high on extraversion related traits such as gregariousness,
assertiveness before being alcoholic and they score high on introversion after
being alcoholic (Jones, 1968).

3- Both are affected from each other simultaneously (Fernandez & Kleinman,
1994). Recently somatopsychological approach, which suggests simultaneous
mind — body distress, receives more acceptance than differentiating the disorders
as organic and psychological (Kleinmann, 1988).

4- There may be some common factors underlying both psychopathology and
personality:

a- Genetic Factors: Eyesenck (1956) stated that personality traits are heritable

and represent important risk factors for psychopathology. Genetic findings
support the existence of possible association between ADHD and personality

(Nigg & Goldsmith, 1998). There are researches indicating a ratio of %30-60 for
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the role of genetic on the personality characteristics of adults (Carey & Dillalla,
1994). Many personality traits and psychopathology types are shown to be
associated with gender (Costa & McCrae, 1992; Sher & Trull, 1994). For
example, while women seem to carry on characteristics like ruminative style and
neuroticism more frequently, and have higher scores on distress disorders (Nolan,
Roberts, & Gotlib, 1998), men seem to be more impulsive and have higher scores
on ADHD, APD - CD (Dykmann & Johll, 1998).

b- Biological and Brain Related Factors: Studies made for identifying the

biological or the brain related factors underlying the psychopathology and the
personality show that there may be some common factors such as the; (1) the
brain systems hypothesized by theorists like Gray (1981) and Cloninger (1986)
(behavioral activation system, behavioral inhibition system, novelty seeking), (2)
executive functions and (3) motivational system functions (Glass & Stanislav,
1997; Nigg 2000, 2001).

c- Environmental Factors: Both personality and psychopathology may result

from the same environmental factors (Sher & Trull, 1994). Depression and
anxiety symptoms of the child are related with parental criticism, rejection,
intrusiveness, lack of warmth (Garber, Robinson, & Valentiner, 2000) and
parental inferential feedback (Alloy, Abramson, Tashman et. al. 2001). Living
with a mother having psychopathology such as depression may also be a
vulnerability factor (Kuyken & Brewin, 1999, Murray, Woolgar & Cooper, 2001).
It may result in maladaptive learning experiences and according to Garber,

Robinson, & Valentiner (2000) "maladaptive learning experiences with early
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attachment figures may lead to dysfunctional assumptions of low self worth and
blaming one’s character for negative event" both of which are observed in some

of the pathologies and personality characteristics commonly.

1.5.3. DISTRESS DISORDERS AND PERSONALITY

Distress disorders have a high comorbidity with ADHD and are prevalent in
the relatives of ADHD children. Personality is also a factor frequently indicated to
be associated with psychopathology, especially with distress disorders. Therefore,
when the aim is to understand the association between parent personality and
ADHD, the association of parental distress with both factors must be taken into
consideration. Researchers suggest that personality traits and psychological distress
and dispositions are associated (Alloy & Clements, 1998; Dykmann & Johll, 1998;
Kwon & Whissmann, 1998; Kuyken & Brewin, 1999; Finch & Graziano, 2001;
Voelz, Gencoz, Gengdz, Petit, & Joiner, 2001). Investigating this association is
considered to be important in understanding the diathesis and the construct of the
psychopathology (Watson, Clark, & Harkeness, 1994). In this regard, various
personality factors including cognitive personality factors are shown to be
associated with distress disorders; these are: hopelessness, interpersonal sensitivity,
low self esteem, autonomy — sociotropy (Kwon & Whismann, 1998; McCabe,
Blankstein, & Mills, 1999), perfectionism (Norton, Buhr, Cox, Norton, & Walker,
1999), sense of coherence (Edwards & Besseling, 2001), commitment, control,
challenge (Kosaka, 1996), five personality dimensions of the Big Five model (Costa

& McCrae, 1990).
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Among the distress disorders depression has a prevalence of 4-6% and it is
shown to shorten the women’s life at least 15 years and men’s life 11 years
(Soykan, 2001). According to the hopelessness theory -based on helplessness
theory- hopelessness, which is defined as ‘expectation that loss of highly desirable
outcome will occur and expectation that nothing is going to change this situation for
better’ is a cognitive personality type that was shown to be associated with distress
disorders (Alloy, Abramson, Metalsky, & Hartlage, 1988; Abramson, Metalsky, &
Alloy, 1989; Metalsky & Joiner, 1992). It is suggested that when the negative
attributional style interact with highly negative experiences, some individuals
become vulnerable to become hopeless and develop symptoms of distress disorders
(Metalsky & Joiner, 1992; Alloy & Clements, 1998).

Watson, Clark, and Harkness (1994) argue that there are two independent
emotional states of people; Positive Affect (PA), and Negative Affect (NA). Among
these dimensions low levels of PA (refers to active enjoyment of life) is generally
found to be specific to depression and correlated with low extraversion; NA (refers
to feelings such as stress, fear, and anger) is generally found to be a general factor
related with both depression and anxiety and positively correlated to neuroticism
(Joiner, 2000).

Low premorbid PA is shown to be a risk factor and a sign of poor prognosis
(Joiner, 2000). Clark et. al. (1994) indicated that the dimension, which they called
Negative Affect/ Neuroticism (NA/ N), could be a vulnerability factor for both

negative prognosis of the disorder and being negatively affected from the disorder.
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Sense of coherence (SOC) is a new concept, suggested by Aoron Antonovsky
(1979, 1983, 1993) and defined as ‘a stress-buffering factor, not a coping strategy
itself but the quality of choosing the best coping strategy and composed of three
dimensions: Comprehensibility, Manageability, Meaningfulness’ (Sandell,
Blomberg, & Lazar, 1998; Antonovsky & Sagy, 2001). Researchers have shown
that it played a stress-buffering role and predicted the life quality of hospitalized
patients (Edwards & Besseling, 2001; Germeno, Misajo, Cummins, 2001). SOC is
reported to have positive correlations with extraversion and general well being, and
negative correlations with neuroticism (Loon, Tishuis, Surtees, & Ormal, 2001;
Ebert, Tucker, & Roth, 2002).

Attributional style and perfectionism are also shown to be vulnerability factors
for distress disorders (Dean & Range, 1999; Norton, Buhr, Cox, Norton, & Walker,
1999; Garber, Robinson, & Valentiner, 2000). Especially attributing negative events
as internal, stable and global is found to be highly frequent in depressive or anxiotic
people (Garber, Robinson, & Valentiner, 2000).

Among three subtypes of perfectionism -self-oriented, others oriented, socially
prescribed- while socially prescribed perfectionism is consistently shown to be
positively correlated with distress disorders (Dean & Range, 1999; Norton, Buhr,
Cox, Norton, & Walker, 1999), there are contradictory results about the association
of self — oriented perfectionism and distress disorders some indicate that there is
positive association between them (Blatt, 1995) while some indicate that there is no
association (Dean & Range, 1999). In addition some others reveal that self-oriented

perfectionism negatively predicts distress disorders (Norton, Buhr, Cox, Norton, &
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Walker, 1999). Norton et. al. (1999) state that this difference between these two
subtypes may stem from a possible adaptive role of self-oriented perfectionism

(Norton, Buhr, Cox, Norton, & Walker, 1999).

The five-factor model of personality was developed through factor analysis of

personality adjectives (Digman, 1990; John et. al., 1991; Goldberg, 1993) and
shown to have strong empirical support (Costa & McCrae, 1992). Among all five
dimensions of personality, extraversion and neuroticism take the greatest interest in
recent literature (Ebert, Tucker, & Roth, 2002; Somer & Goldberg, 1999). Somer
(1998) indicated that extraversion was associated with positive emotions, good
interpersonal interactions; and neuroticism was associated with negative emotions
and poor coping.

Researchers using higher order personality traits have generally indicated
that distress disorders have positive correlations with neuroticism (Williams,
1990; Larsen, 1992; Fisher, 1993; Goodyear, 1993) and negative correlations with
extraversion (Williams, 1990; Costa & McCrae, 1990; Watson, Clark, Harkness,
1994; Saklofke, Kelly and Janzen, 1995; Finch & Graziano, 2001). Behind these
direct effects there is some evidence that there may also be some other factors,
which mediate the associations between neuroticism and extraversion. For
example, Finch and Graziano (2001), in their mediational model, reported that
negative social exchange and social support are significant mediators of
neuroticism and depression relationship, while the association between

extraversion and depression was mediated by only social support satisfaction.



30

Neuroticism is found to have indirect effects through multiple pathways
like negative social interaction and lower levels of support satisfaction, and
opposingly to this, extraversion is found to predict depression negatively through
positive support satisfaction. Another pathway between neuroticism and
depression is rumination. Ruminative response style is reported to have high
positive correlations with both neuroticism (Nolen et. al., 1998) and depression
(Nolen - Hoeksema et. al., 1994) and shown to be a mediator between them
(Nolen et. al., 1998). Nolen et. al. (1998), in their study comprising of two
sessions in ten weeks with 135 undergraduate students, have found that
neuroticism does not have a direct effect on mood but has a partial indirect effect
through cognitions. Researchers indicate that especially cognitions such as
ruminative response style mediate the association between neuroticism and

depressive symptoms (Nolen et. al., 1998).

1.5.4. THE RELATIONSHIP BETWEEN ADHD AND PERSONALITY
DISPOSITIONS

There is some evidence that ADHD is associated with personality
characteristics. Some studies associate children’s ADHD to their personality
characteristics such as negative mood lability, impulsivity, and poor self -
regulation (John, Caspi, Robings, Moffitt - Stauthamer, & Loober, 1994; Shea &
Fisher, 1996; Kochanska, Murray, & Coy, 1997). In accordance with these
studies, May and Boss (2000) examined the associations among ADHD,
personality, and comorbid symptoms with 104 subjects. According to their results,

participants, who had only ADHD, showed mild histrionic characteristics. The
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ones who have comorbid ODD were more likely to be narcistic, aggressive-
sadistic, avoidant, antisocial, negativistic, and self defeating personality features;
when any mental disorder other than ODD coexisted with ADHD, avoidant and

dependent personality types were more likely to be observed.

EXTRAVERSION - ADHD

Previously H. J. Eyesenck (1967), in his three-factor model, had taken
extraversion with the impulsivity dimension. Impulsivity includes components
such as sensation seeking and disinhibition. Eyesenck (1967) has hypothesized
that, when compared with introverts, extraverts are under-aroused under low level
of stimulation, and are over-aroused under high level of stimulation. Studies show
an association between ADHD and being under- aroused, exhibiting more
sensation seeking (Hines & Shaw, 1993) and having difficulty in inhibiting their
responses under a high level of stimulation (Nigg, 2001).

These findings lead researchers to a conclusion that ADHD and
extraversion are positively correlated. However, when we consider that the
personality models following 3—factor model (e.g., Goldberg, 1993; Costa and
McCrae, 1995) do not include impulsivity into the extraversion dimension and
that even the revised form of the three-factor model has dropped it from
extraversion dimension (S. B. Eyesenck, Eyesenck, & Barret, 1985) and also
consider that ADHD people lack in having good social contacts (Hoy, Weiss,

Minde, & Cohen, 1978) while extraverts are characterized with sociability; it’s
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not surprising that researches do not support the hypothesis asserting that ADHD

and extraversion are positively correlated (Nigg et. al., 2002).

OPENNESS TO EXPERIENCE- ADHD

Since there are few studies examining the relation between openness and
ADHD, existing studies did not reveal much data addressing this association
either. Shaw and Brawn (1991) have found that ADHD children were more
creative than people with 1Q’s of 115 or above (White, 1999). In addition, Nigg
and Hinshaw (1998) have mentioned a possibility that if sensation seeking is
considered in the scope of openness, this dimension of personality may be related
to antisocial behaviors of children. This brings about the possibility of positive
associations between openness and ADHD.

However, there are also findings indicating that school performance of
children is positively correlated with openness (John et. al., 1994) whereas
negatively correlated with ADHD (Weiss, et. al, 1979; Silver, 1981) lead to a
suspect for a possible negative association between openness and ADHD. Thus
the existing literature does not give sufficient data to obtain a consistent pattern of

findings.

AGREEABLENESS—- ADHD

There are few studies examining the association between agreeableness
and ADHD. Because of the difficulty of ADHD people in inhibiting responses
(Barkley, 1997) and poor social skills (Nigg & Hinshaw, 1998) it can be predicted

that agreeableness and ADHD would be negatively correlated. Parental hostility is
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known to be positively correlated with the antisocial development of the child
(Patterson & Dishion, 1988). Depending on this, low agreeableness in parents is
considered to be associated with comorbid ODD/ CD in children (Nigg &
Hinshaw, 1998). Nigg et. al. (2002) have found that hyperactivity — impulsivity,
oppositional childhood and adult behaviors were negatively correlated with
agreeableness. Results of the study conducted by Nigg and Hinshaw (1998)
supported these findings by showing that parents of oppositional ADHD children

tend to have low agreeableness (Nigg & Hinshaw, 1998).

CONSCIENTOUSNESS- ADHD

According to Barkley (1997), individuals with ADHD may suffer from
inattention when they are presented a self-regulated and goal directed work.
Findings of Nigg et. al. (2002) give support to this suggestion. According to their
results when conscientiousness develops in the direction of poor control, the
ADHD symptoms are the ones relevant to inattention domain. Children with
ADHD were found to have dysfunctions in planning, and organizing their
responses (Nigg, Hinshaw, Carte, Carte, & Treuting, 1998). Seidman’s (1995)
results support the existing organizational difficulties in boys with ADHD.
Ranseen et. al. (1998) have found that adults suffering from ADHD had lower
scores in conscientiousness. Nigg et. al. (2002) also found associations between
low adult conscientiousness and ADHD symptoms.

In a study, biological parents of ADHD children were observed to have

difficulty at organizing their houses and managing their children (Nigg &
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Hinshaw, 1998). Barkley (1996), defined inattention as lack of task or goal
oriented persistence. Based on this literature inattention can be expected to be

associated with conscientiousness.

NEUROTICISM — ADHD

There are some common features of ADHD and neuroticism. The traits,
which constitute neuroticism, are relevant to much pathology, such as mood,
personality and somatoform disorders (Watson, Clark, & Harkness, 1994).
Symptoms and diagnosis of ADHD are shown to have positive correlations with
higher scores in neuroticism dimension (Braaton & Rosen, 1997; Nigg, John, et.
al., 2002). There are studies suggesting that neuroticism may affect attention
adversely (Derryberry & Reed, 1994). In a review study, White (1999) has
reported that a significant ratio of ADHD children has a lifetime history of anxiety
disorder. Consistent with this, a study conducted in a two-week period, revealed
that affect of boys in grades four and five who score high on the impulsiveness
symptoms was more negative and more variable (Shea & Fisher, 1996).
Characteristics such as somatic complaints, frankness, emotionality, and
impulsiveness are frequently reported to be associated with neuroticism and also
found to be highly prevalent among criminal youngs who also scored high in
ADHD symptoms (Retz et. al., 2002). Thus neuroticism may be a different form

of ADHD in adulthood.



35

1.6. THE RELATIONSHIP OF CHILDREN’S ADHD WITH PARENTS’
PERSONALITY DISPOSITIONS AND PSYCHOPATHOLOGY

How can parents’ personality styles affect the children’s psychopathology?
Nigg and Hinshaw (1998) have suggested 3 possible ways through which parents’
personality styles affect the children’s psychopathology; these are: modeling,
genetic, and influencing parenting style. It is known that both ADHD (Yorbik,
1997) and personality dispositions (Carey & Dilalla, 1994) have high heritability.
Studies on molecular genetic also support the hypothesis about the association
between ADHD and personality traits (Nigg & Goldsmith, 1998). Besides
heritability and genetic findings, the association between parent personality
characteristics and child ADHD is also explained by modeling and parenting
styles. Some characteristics of the mother may lead to poor modeling or may have
inverse effects on parenting. Supporting this view, White (1999) has suggested
that individuals with ADHD are more likely to be less reflective.

Hyperactivity is shown to be related with heredity and unshared
environment, but the comorbidities and antisocial behavior are shown to be
related to shared house environment (Nigg & Hinshaw, 1998) and according to
Nigg and Hinshaw (1998) this is a good valid reason for trying to understand the
parents’ characteristics. Nigg and Hinshaw (1998) state that parents’ personality
dispositions are considered to play important roles in the children’s
psychopathology. Supporting this view, maternal characteristics are found to be
associated with severity of both ADHD symptoms (Anastapaulos, Guevremont,

Shelton & Dupaul, 1992) and the comorbid symptoms (Mash & Johnston, 1983a).
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Thus, it can be concluded that, investigating parents’ personality traits is
important in order to understand the etiology, the prognosis, and manifestation of
ADHD. However, as Nigg and Hinshaw (1998) mentioned there are not many
studies, examining the association between ADHD and associated problems, and
parents’ personality, furthermore, the existing studies are conducted with
Minnesota Multiphasic Personality Inventory or the Sensation Seeking Scale.

Parental neuroticism is considered to be related with the companionship of
children’s ODD or CD to ADHD (Nigg & Hinshaw, 1998). There are two
possible interactions. 1- Neurotic mothers can be unpredictable for their children,
that is why children may exhibit CD and risky behaviors. 2- Neurotic mothers can
be overprotective. When parental personality dispositions like neuroticism, low
conscientiousness, or low agreeableness accompany childhood ADHD, this results
in an increased risk for children to develop antisocial behaviors (Nigg & Hinshaw,
1998).

Parents’ antisocial personality disorder is known to be associated with
their children’s CD and comorbid CD or ODD in ADHD (Lahey et. al., 1988;
Nigg & Hinshaw, 1998). Last et. al. (1991) reported that the risk of alcohol and
drug dependence was higher among the relatives of participants with anxiety
disorder and ADHD compared to psychiatrically healthy controls. Independently
from comorbid CD or ODD, childhood ADHD history reported by parents is
associated with ADHD diagnosis of children (Faraone, Biedrman, Keenan, &
Tsuang, 1991). Patterson and Dishion (1988) have shown that parental hostility

was associated with antisocial development of child. As hostility is a
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characteristic of low Agreeableness, it is not surprising that researchers reported
associations between low parent Agreeableness and comorbidity of ODD and CD
to ADHD of child, and that low parental Conscientiousness was associated with
both ADHD and comorbid antisocial behaviors of children (Nigg & Hinshaw,
1998).

Major depressive episodes or marked anxiety symptoms in the past year
were more frequently observed among mothers of ADHD boys compared to
mothers of non-ADHD boys. Parental ADHD is shown to be a great risk factor for
child’s psychological development. In a study comparing the children of people
with and without ADHD it was found that the high-risk children exhibited more
disruptive behaviors, anxiety and depression symptoms and that, together with all
these, failure at school increased in follow up period (Faraone, Biederman,
Mennin, Gershon, & Tsuang, 1996). Another study revealed that compared to
fathers of non-ADHD boys, childhood ADHD history was more prevalent among
fathers of ADHD boys, lower Agreeableness, higher Neuroticism and the higher
probability of Generalized Anxiety Disorder were more prevalent among the
fathers of boys with ADHD+ODD/CD (Nigg & Hinshaw, 1998).

ADHD is reported to be a risk factor for mood and anxiety disorders in
both children and adults and even siblings of people with ADHD (Biederman,
Faraone, Keenan &, Tsuang, 1991; Biederman et al, 1993; Milberger, Biederman,
Faraone, Murphy, & Tsuang, 1995; Faraone, Biederman, Mennin, Garshon, &
Tsuang, 1996). ADHD was observed more frequently among the children of

people who have anxiety disorder (Sylvester, Hyde, & Reichler, 1987; McClellan
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et. al. 1990). Parents of ADHD children were reported to have higher rates of
mood and anxiety disorders, alcoholism, and hysteria (Nigg & Hinshaw, 1998). A
study indicated that Major Depression (MD), Bipolar Disorders (BD), and
Generalized Anxiety Disorder (GAD) were highly prevalent even when the
overlapping symptoms were subtracted and the prevalences were 79%, 56%, and
75%, for MD, BD, and GAD, respectively (Milberger, Biederman, Faraone,
Murphy, & Tsuang, 1995). Another study conducted with 91 children from 53
families revealed that children of parents with panic disorder or depression scored
higher on anxiety, depression and ADHD according to both self and parent reports
(Sylvester, Hyde, & Reichler, 1987). Chang et al. (2000) have met ADHD among
the 28% of parents who have Bipolar Disorders. The risk of anxiety disorders was
found to be higher among the relatives of children with ADD and ADD plus
anxiety disorders, and mothers compared to fathers, and sisters compared to
brothers, were at an increased risk for developing anxiety disorders (Walker,
Lahey, Hynd, & Frame, 1987).

Many studies examining the existence of ADHD or other disorders among
the relatives of ADHD children showed that there were differences between the
relatives of children only with ADHD and children with ADHD and comorbid
CD. For example Lahey, Christ, & Green, (1991) have found that while biological
relatives of ADHD children had more ADHD history, relatives of CD children

were found to have more CD or substance abuse history (Frick, et. al. 1991).
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1.7. THE RELATIONSHIP BETWEEN ADHD AND COPING

Another variable investigated by researchers due to its relationships with
general well being and psychopathology, and due to its buffering role, is ‘coping
strategies’ (Chiou, Potempa & Buschmann, 1997). Coping negatively predicts
unhealthy habits and lifestyle, which carries a notable risk for health (Loon,
Tijhuis, Surtees, & Ormel, 2001). Beasley et. al. (2001) have investigated the
stress-buffering role of coping style and cognitive hardiness. Results have shown
that avoidance style (i.e., emotion oriented coping) had significant direct effect on
psychological and general health problem, and also association with elevated
scores on measures of distress (Penland, Masten, Zelhat, Fournet, & Callahan,
1999; Beasley et. al., 2001). Researchers also report that task oriented coping (i.e.,
problem focused coping) was negatively associated with levels of anxiety for
males (Beasley et. al. 2001) and positively with general well being (Chiou,
Potempa, & Buschmann, 1997; Lee, Park, Choi, Nah, Abbey, & Rodin, 2000;).

Coping styles are also associated with personality traits (Gomez,
Halmberg, Bounds, Fullarton, & Gomez, 1999, Murberg & Bru, & Stephens,
2002). Murberg et al. (2002) have argued that, while extraversion had positive
correlation with problem oriented coping style, neuroticism had correlations with
passive — emotion oriented coping style.

Gomez et. al. (1999) suggested that, for both males and females, while
behavioral and cognitive coping styles were positively associated with
extraversion; neuroticism was positively associated with avoidance coping. Based

on these Gomez et. al. (1999) indicated that the interaction between neuroticism
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and extraversion predicted all three coping styles in both males and in neurotic
introverts, who experience more maladjustment than neurotic extraverts, stable
introverts, and stable extraverts.

Though the association between coping styles and general well-being,
some psychological dispositions or personality are widely studied the studies
relevant to the association between coping styles and ADHD are very few in
number. In addition to this, the ones regarding the association between parent
coping syles and child ADHD are much fewer and the existing studies are not
conducted with same coping factors. In general studies revealed that the family
contacts which may have importance on determining one’s perceived coping
resources of ADHD children’s parents were not much extended and helpful

(Cunningham, Benness, Siegel, 1988).

1.8. THE AIM OF THE PRESENT STUDY

Throughout the literature a wide interest have been focused on ADHD, and
its etiology, comorbidity, and associations with pathology in the relatives of
people with ADHD. There are very few studies about the associations between
ADHD and parental normal-range personality traits such as dimensions of Big
Five. Parental affect and coping styles are also ignored in these studies. In the
present study ADHD diagnosis and symptom scores, ODD symptom scores, and

CD symptom scores are investigated regarding their associations with parental
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personality characteristics, coping styles, and distress scores (i.e., depression and
anxiety). Thus, in the present study two questions will be investigated:

1- Are personality, coping and distress characteristics of the mothers going
to differ for the two groups of the study, namely, ADHD group and normal
comparison group?

2- Which mother characteristics will be the predictors of ADHD, ADD,
HD, ODD, and CD for the whole group, for ADHD group, and normal

comparison group?
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CHAPTERII

METHOD

2.1. SUBJECTS

The participants of this study were recruited from Child Mental Health
Department of Hacettepe University, IMGE Child Mental Health Center,
Association of Attention Deficit and Hyperactivity Disorder, and Nebahat Keskin
Elementary School. Mothers of children who had ADHD diagnosis were included
into the study. These children were diagnosed by Hacettepe University or IMGE
Child Mental Health Center by using DSM-IV diagnostic criteria. In order to
prevent the possible effect of treatment, the questionnaires were given at the time
their children were diagnosed. Both children with ADHD and comparison group
subjects were attending to elementary school classes in between first and fifth
grades. The mothers of ADHD children were invited to participate by their
psychiatrist or psychologist or by the announcements made in Association of
Attention Deficit and Hyperactivity Disorder. The comparison group consists of
the students and their parents who met the required criteria and were invited by
the teachers of Nebahat Keskin Elementary School. Data was obtained from 231

subjects including mothers of 77 children with ADHD diagnosis (i.e., ADHD
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group) and 154 children without any psychiatric diagnosis (i.e., Comparison
group). Among 154 non-diagnosed subjects the ones who match best with the 77
ADHD group participants were chosen, considering ages of the children, income
of the family, and education of the mother. The remaining 77 children were
extracted from the analyses, leaving 77 participants with ADHD diagnosis and 77
participants without any psychiatric diagnosis (i.e., Comparison Group). The
inclusion criteria for ADHD group was having an IQ higher than 80 and the
criteria for Comparison group was having no diagnosis.

The female male ratio of the subjects’ was 26: 74 % (the same ratio for the
whole group, ADHD group, and the comparison group, respectively). Among all
these subjects the ages of female children ranged from 73 months to 156 months,
(M =105.37, SD = 19.88) for the ADHD group the age range is from 73 months
to 156 months (M = 104.44, SD = 20.98), and for the Comparison Group the age
range is between 77 months and 148 months (M =106.30, SD =18.81). More
detailed information about the characteristics of different groups were presented
in Table 1. The majority of subjects were the first child of their family (57%,
60%, 53%, for whole group, ADHD group, and the comparison group,
respectively) and lived with their own family (94%, 91%, 97% for whole group,
ADHD group, and the comparison group, respectively). Among all children, the
number of the ones whose mother is not married to his/her biological father (n =
6, 4, 2 for whole group, ADHD group, comparison group, respectively) and the
number of children who has stepbrother/ sister (n = 6, 1, 5 for whole group,
ADHD group, comparison group, respectively) is inconsiderably few. The income

of the participants’ families ranged from 350,000,000 to 5,500,000,000. When all
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subjects are taken into consideration the education of subjects’ mothers vary
between the non literates and the ones who have postgraduate degree, but as can
be seen from Table 1 university graduation was the most frequent education level
with the percentage of 40.9%, 49.4%, for whole group and comparison group,
respectively; and the high school graduate was the second frequent one with the
ratio of 38.3%, 33.8% for whole group and comparison group, respectively. For
ADHD group high school graduation was the most frequent education level with
the percentage of 42.9% university graduation was the second frequent one with
the ratio of 32.5%. The ratio for the education levels lower than high school were
the least frequent one in all three groups (20.8%, 24.7%, 16.9% for whole group,

for ADHD group, comparison group, respectively).
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2.2. INSTRUMENTS

The questionnaires included seven different parts. The first part contained
questions about the socio-demographic characteristics the subjects (See Appendix
A).

The remaining parts included the inventories, which were Beck
Depression Inventory (BDI) (See Appendix B), Beck Anxiety Inventory (BAI)
(See Appendix C), Positive Affect — Negative Affect Schedule (PANAS) (See
Appendix D), Ways of Coping Inventory (WCI) (See Appendix E), Turkish Big
Five Inventory (TBFI) (See Appendix F), Childhood and Adolescent Rating and

Screening Scale (CARSS) (See Appendix G).

2.2.1. DEMOGRAPHIC INFORMATION FORM

This is a form consisted of 12 questions among which there were both
multiple choice type questions and fill in the blanks type questions. The form was
prepared by the investigator with the aim of getting information about the

demographic and family characteristics of the subjects (See Appendix A).

2.2.2. BECK DEPRESSION INVENTORY (BDI):

Beck Depression Inventory (BDI) was used for assessing the depression
symptoms of subjects. It’s a four-point response scale measuring the behavioral,
cognitive, motivational, and somatic symptoms of depression (Beck, Rush, Shaw,

& Emery, 1979). Each item is scored between 0 and 3. The maximum possible
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score is 63. All individuals are required to report how they felt in the last week,
and 21-symptom category is given with this aim.

The original form of BDI was developed by Beck et. al. (Beck, Ward,
Mendelson, Mock, & Erbaugh, 1961) and revised in 1978 (Beck, Rush, Shaw &
Emary, 1979). The 1961 form of BDI was adapted to Turkish by Tegin (1980) and
1979 form was adapted by Hisli (1988, 1989). Tegin (1980) conducted reliability
studies for the 1978 version of BDI and found .60 test-re-test reliability, .78
internal consistency in a normal sample, and .61 internal consistency in a
depressed sample.

In 1989 researchers conducted split- half reliability for BDI (Aydin &
Demir, 1989; Hisli, 1989). Hisli found .74 split-half reliability coefficient for
university samples. In order to assess the concurrent validity of BDI its correlation
with Minnesota Multiphasic Personality Inventory  Depression subscale
(MMPI_D) was examined and the correlation was found to be .63 for the
psychiatric sample, (Hisli, 1988) and .50 for the university sample (Hisli, 1989)
and according to results of Hisli, the cut of score of BDI for the Turkish sample

was .17.

2.2.3. BECK ANXIETY INVENTORY (BAI):

BAI aims to measure the symptoms of anxiety on a four point response scale
and it includes 21-symptom category. Individuals rate their anxiety between 0 and
3. The maximum possible score is 63. Higher scores imply higher anxiety

symptoms.
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BAI was originally developed by Beck, Epstein, Brown, and Steer in 1988
and standartizated by Ulusoy, Sahin and Erkman in 1996. Ulusoy et. al. (1996)
conducted reliability analysis for BAI in a psychiatric sample and found internal
consistency as .93 and test-retest reliability as .57. The item- total correlations
ranged from .45 to .72. The correlation between BAI and BDI was found to be
46, and was found to be .53 between BAI and State Anxiety Scale of State Trait
Inventory, and correlation coefficient of .45 was found between BAI and Trait
Anxiety Scale of State Trait Inventory (STAI; Spielberger et al., 1970; Turkish

adaptation: Oner & Lecompte, 1985).

2.2.4. POSITIVE — NEGATIVE AFFECT SCHEDULE (PANAS):

PANAS is a 5-point Likert Type scale measuring the existence of positive
and negative affect. Low Positive Affect predicts depression symptomatology but
does not predict anxiety symptoms, however, high negative affect predicts both
depression and anxiety symptoms (Geng6z, 2000). It has two separate sub-scales
and 10 items for Positive Affect (PA) and 10 items for Negative Affect (NA). The
score a subject can get from each affect ranges from 10 to 50. The original scale is
developed by Watson, Clark and Tellegen (1998) and was reported to have .88
internal consistency for PA and .87 internal consistency for NA.

Geng6z (2000) conducted the Turkish standardization of PANAS. The
internal consistencies of Turkish form were found as .86 for PA and .83 for NA.
Test re-test reliability coefficients were found as .40 for PA and .54 for NA.
Results of this standardization study revealed item - total correlations as ranging

from .33 to .67 for PA and between .35 and .71 for NA. In order to assess the
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validity of Turkish PANAS, its correlation with Beck Depression Inventory and
Beck Anxiety Inventory scores were studied, and while PA was found to be
negatively correlated with both (-.48 and -.22, for BDI and BAI respectively), NA
was positively correlated with these measures (.51 and .47, for BDI and BAI
respectively). Two factors were revealed by factor analytic studies (i.e., PA and
NA). There were 10 items in each factor; PA (1, 3, 5, 9, 10, 12, 14, 16, 17,
and19) and NA (2,4, 6,7, 8, 11, 13, 15, 18, and 20). Item 2 (bored), is an example

for NA items and item 3 (excited) can be given as an example of PA.

2.2.5. THE TURKISH WAYS OF COPING INVENTORY (TWCI):

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

Jenkins, 1997).
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The adaptation of the scale into Turkish, was made by Siva (1991). Siva
included 6 additional items covering superstitious beliefs and fatalism. Results of
Siva (1991) revealed a Cronbach alpha coefficient .90 and 7 factors.

Geng6z and Gengoz (2002) studied higher order dimensions of coping
styles and found that TWCI was composed of 5 primary factors (Problem Focused
Coping, Religious Coping, Seeking Social Support, Self-Blame/Helplessness,
Distancing) and three second order factors. As the second order factors,
Distancing and Religious Coping grouped under the first higher order factor and
named as ‘Emotion Focused Coping’; Self—Blame/ Helplessness (with a negative
loading) and Problem Focused Coping grouped under the second higher order
factor, and named as ‘Problem Focused Coping’; finally Seeking Social Support
emerged under the third factor and named as ‘(Seeking Social Support): Indirect
Coping Style’. In addition to the construct validity, Guttman split-half reliability
and criterion validity of these three higher order factors revealed good reliability
and validity outcomes. It was also emphasized that these 3 higher order factors

constituted independent dimensions of coping styles.

2.2.6._ TURKISH BIG FIVE IVENTORY (TBFI):

It is a 5-point Likert Type scale ranging from 1 to 5 and it measures the
existence and strength of 5 dimensions of personality which are Extraversion,
Neuroticism, Conscientiousness, Agreeableness, and Openness. Higher scores
obtained in a subscale imply the strength of that personality dimension. 44 - item
English BFI (John, Donahue, & Kentle, 1991) is a short measure, which is

economic in usage.
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Internal consistencies of the Big Five scales ranged from .80 to .90 (John &
Donahue, 1998 cited in Benet—Martinez & John, 1998). Researchers indicated that
the correlations between the BFI self report measure and reports from two peers in
a college sample was .47, and the correlations between BFI self report measure
and reports from five family members and peers in an adult community sample
was .61 (John & Donahue, 1998 cited in Benet — Martinez & John, 1998). Benet -
Martinez and John (1998), translated this scale to Spanish and found Cronbach
alpha coefficient of .87, .80, .86, .84, .86 for extraversion, agreeableness,
conscientiousness, neuroticism, and openness, in an English sample. Their results
with Spanish sample revealed similar Cronbach alpha coefficients, .84, .65, .76,
.81, and .82. for extraversion, agreeableness, conscientiousness, neuroticism, and
openness.

In this study 44 item of BFI was translated into Turkish. Initial translations
were completed by three independent people — a psychologist, and two graduate
students. Than as the second step, the three translators discussed on the items they
translated and generated different suggestions for the items. In the third step based
on different ideas generated in the second step, a questionnaire which included
different possible translations for each item was prepared. The questionnaire was
given to five independent people, consisting of two psychologists, two students of
English Teaching Department of METU, a student of Department of Political
Sciences and Administration in METU; and they were asked to mark the best
translation for the original item. On the fourth step, based on the consensus
reached on the third step the Turkish version of the BFI was produced and was

given to a psychologist for back translation. On the fifth step based on the
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differences between the original items and back translation, again, a questionnaire
which included different translations for each item was prepared. The
questionnaire was given to two students of English Teaching Department of
METU. On the final step all the translators came together and reached a consensus

for all of the items and the Turkish Big Five Inventory took its final form.

2.2.7. CHILDHOOD AND ADOLESCENT RATING AND SCREENING

SCALE (CARSS)

CARSS is developed by depending on the recent diagnostic criteria used by
DSM — IV (Turgay, 1995). It is a 4 - point response scale and it includes 3 main
and 5 subcategories, and 41 items. The score a subject can obtain from an item
ranges between 0 (absent) and 3 (severe). Higher scores indicate higher symptom
severity. Participants evaluate the behavior problems of the child.

The psychometric properties of the measure is studied by Ercan et. al.
(2001) and the Cronbach alpha coefficients are indicated as .88, .95, .89, .85 for
ADD, HD, ODD, CD, respectively.

The reason of using this measure in this study is that other measures used in
studies of ADHD are not much specific to ADHD and, as Ercan et. al. (2001)

indicate they do not exactly overlap with DSM — IV diagnose criteria.

3.3. PROCEDURE
The sample that the questionnaire was administered was consisted of ADHD
Group, and the Comparison Group. The questionnaires were given to mothers of

children with ADHD within a week in which their children were diagnosed as
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ADHD. For the Comparison Group the questionnaires were given to the teachers
and they sent questionnaires to mothers of children. Except for the cover page,
which contains the sociodemographic information, the scales were randomized in
each booklet, in order to eliminate errors due to the ordering effect. Participating

to this study was voluntary. It took about 30 min. to fill out the questionnaires.

3.4 ANALYSES

Prior to the main analysis, reliability analyses were conducted for the
Turkish Big Five Inventory (TBF) and CARSS. Than either t-test or Mixed
Design ANOVA was utilized in order to examine group differences on personality
characteristics, coping ways, depression — anxiety symptoms, and positive—
negative affect measures. Following the correlational analysis, as the main
analysis, hierarchical regression analysis were performed in order to examine the
associative values of parental depression and anxiety symptoms, negative affect —
positive affect, coping way, personality characteristics and several control
variables (which are children’s sex, age, additional diagnose, and sibling order,
moreover age of the mother, education of the mother, and the income of the
family) on problems of children. These regression analyses were performed for
three times, one for the ADHD group, one for the Comparison Group, and one for
the whole group. Only in the regression analysis conducted for the whole group,
‘Group’ which indicated the diagnostic status of the children was also entered

among the control variables.
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CHAPTER III

RESULTS

Initially data was screened for accuracy of entry, and fit between the
distributions of the variables among the subjects used in the study. Among 154
control subjects the ones who had best match with the 77 ADHD group participants
were chosen, considering ages of the children, income of the family, and education
of the mother. The remaining 77 children were extracted from the analyses, leaving
77 participants with ADHD diagnosis and 77 participants without any diagnosis (i.e.,
Comparison Group). Among 77 ADHD group participants 39% (n = 30) was found
to exhibit ADD symptoms predominantly, 7.8% (n = 6) HD symptoms
predominantly, and 53% (n = 41) exhibited combined symptoms. Among ADHD
group children, 16% (n =12) had mothers scoring equal to or higher than 17 on BDI
(n =5, 0, and 7, for predominantly inattentive, predominantly hyperactive children
and children exhibiting combined symptoms, respectively) Among Comparison
group, 9% (n = 7) of children had mothers scoring equal to or higher than 17 on BDI.

Descriptive information for the measures of the study is provided in Table 2.



Table 2. Descriptive information for the measures of the study
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WHOLE SAMPLE ADHD GROUP COMPARISON
GROUP
MEAN|SD |RANGE|MEAN|SD |RANGE|MEAN|SD |[RANGE
MATERNAL VARIABLES
BAI 10.99 [10.99]0-48 [12.65 [11.96]0-48 [9.32 [9.75 [0—40
BDI 842 1674 [0-32 1969 [6.94 [0-30 [7.16 632 [0-32
PFC 98.44 [12.50[72-141[96.22 [11.48]72—135[100.66 [13.14]78 — 141
IDC 38.71 [6.63 [18—57 [39.47 [6.17 [25-153[37.96 [7.03 [18-57
EFC 5466 [10.27]34-103]53.60 [9.75 [34—83 [55.73 [10.73]37-103
TOTAL 191.81 [17.30[144— [189.28 |15.68] 144 — [194.35 |18.54]156 —
TWCI 253 235 235
NA 19.53 [7.22 [10-43 [21.36 [7.90 [11-43 [17.70 |5.98 [10-36
PA 3327 [7.14 [13-50 [31.40 [7.06 [13—49 [35.13 [6.75 [21—50
EXTRA- 28.67 [5.61 [15-40 [27.60 [5.67 [15—-40 [29.75 [5.36 [15.40
VERSION
AGREE- 37.43 |4.54 [21-45 [37.71 |4.59 [21-45 [137.14 [4.51 |23 -45
ABLENESS
CONSCIEN- [34.78 [5.19 |[13-45 [33.79 [5.79 [13-44 |[135.78 [4.33 [26—45
TIOUSSNESS
NEURO- 2524 1630 [8—-40 [26.51 [6.18 [13—40 [23.97 [6.19 [8-38
TICISM
OPENNESS [37.31 [6.29 [19-50 [37.16 |6.67 [22-50 [37.47 |5.93 [19-50
CHILD RELATED VARIABLES

ADD 992 1693 [0-26 [14.47 [551 [4-26 [538 [4.95 [0-24
HD 825 |5.81 [0-24 1052 [541 |1-24 [597 531 [0-23
ADHD 19.45 [11.83]0-50 [26.51 [9.54 [10-50 [12.39 [9.48 [0-39
ODD 7.62 |5.14 [0-23 899 [543 |0-23 [6.26 [4.47 [0-20
CD 116 [1.85 [0—15 [1.49 [229 [0-15 0.83 [1.20 [0-6

Before the main analyses, reliability analyses were conducted for the Turkish

Big Five Inventory (TBFI) and Childhood and Adolescence Rating and Screening

Scale (CARSS). Following this procedure, ANOVA was utilized in order to observe

the group differences (i.e., ADHD vs. Comparison Group differences) on the

measures of the study. Finally as the main analyses, regression analyses were carried

out.
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3.1. Psychometric Characteristics of the Turkish Big Five Inventory (TBFI)
3.1.1. Reliability Analysis for the TBFI:

The number of items and internal consistency (alpha) coefficients of the
Neuroticism, Extraversion, Openness, Conscientiousness, and Agreeableness
measures are given in Table 3. As can be seen in Table 3, the internal consistency

coefficients of the TBFI varied from .51 (for agreeableness) to .75 (for neuroticism).

Table3. Alpha reliabilities of TBFI

Scale Number a
of items
Neuroticism 8 75
Extraversion 8 74
Openness 10 74
Conscientiousness | 9 .66
Agreeableness 9 Sl

Note. N = 154 mothers consisting of 77 comparison group mothers
and 77 ADHD group mothers.
3.1.2. Validity Analysis For TBFI
For the concurrent validity of TBFI, its correlation with the other variables
(i.e. Turkish Ways of Coping Inventory (TWCI), Beck Depression Inventory (BDI),
Beck Anxiety Inventory (BAI), and Positive Affect — Negative Affect Scale
(PANAS)) was examined. Table 4 presents Pearson Correlations among the
subscales of TBFI and other mother related variables.
As can be seen from Table 4, correlations between the subscales of TBFI and
the coping measures indicated that four subscales of TBFI, namely, Extraversion,

Agreeableness, Conscientiousness, and Openness (rs = .29, .28, .19, ps < .001, and
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r = .22, p < .01, respectively) were correlated positively with problem focused
coping, while Neuroticism (r = -.47, p < .001) was negatively correlated with
problem focused coping. The only significant correlation of indirect coping was with
Neuroticism and it was a positive correlation (r = .22, p < .01). None of the TBFI
subscales had significant correlations with emotion-focused coping.

Extraversion, Conscientiousness, and Openness were positively; neuroticism
was negatively correlated with Positive Affect (rs = .40, .36, .38, ps <.001, r = -.20,
p < .05, respectively). Neuroticism had positive correlations with Negative Affect
and BDI scores (rs = .61, .42, ps < .001, respectively) which were both negatively
correlated with Extraversion, Agreeableness, Conscientiousness, and Openness
(rs = -.36, -.37, -.26, ps < .001, r = -.22, p < .01, with negative affect respectively;
rs = -.25,-.28, ps <.001, rs = -19, p < .05, r = -.24, p <.01, with BDI respectively).
Furthermore Neuroticism was also positively correlated with BAI (r = .49, p <.001),

which had negative correlations with Agreeableness (r= -.21,p <.01).

Table 4. Correlations between TBFI scores and scores of TWCI, BDI, BAI, PA and

NA
Extraversion | Agreeable- | Neuroticism | Conscien- Openness
ness tiousness

Problem- A 28HHk - 4THEHE .19%* 22K
focused

Coping

Indirect .02 -.06 22k -23 .09
Coping

Emotion- -.10 -.05 -.02 .03 -.09
focused

Coping




Table 4. Continued
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Positive LOx*E 15 -20%* Jo%** J8FEE
Affect

Negative - 36%** - 37HE* H1FE® - 26%** - 2%*
Affect

BDI - 25%** - 28FH* ADHE® -.19* - 24%*
BAI -.09 =21k i o -.15 -.61

ik p < 001, ** p< .01, *p<.05
Note. TWCI = Turkish Ways of Coping Scale, BDI = Beck Depression Inventory,
BAI = Beck Anxiety Inventory, PA = Positive Affect, NA = Negative Affect

3.2. Psychometric Characteristics of Childhood and Adolescence Rating and

Screening Scale (CARSS)

3.2.1. Reliability Analysis:

Internal consistency coefficients were examined for each subscale of CARSS.

The number of items and alpha coefficients for each subscale of CARSS were

presented in Table 5. As can be seen from Table 5, the alpha coefficients were .92,

.87, .65, .92 and .90 for ADD, HD, ADHD, ODD, and CD respectively.

Table 5. Alpha reliability coefficients of CARSS

SCALE Number of o
items

ADD 9 .92

HD 6 .90

ADHD 15 .92

ODD 8 .87

CD 15 .65

Note. N = 154 mothers consisting of 77 comparison group mothers
and 77 ADHD group mothers
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3.2.2. Validity Analyses for CARSS

3.2.2.1. Criterion Validity of CARSS

For the criterion validity of CARSS, group differences (i.e., ADHD vs.
Comparison Group) were examined via independent samples t-test. These analyses
yielded significant group differences on all subscales of CARSS. Specifically, the
scores on ADHD (t (152) = 9.21, p < .001), ODD (t (152) = 3.40, p < .001), CD
(t (152) = 2.25, p <.05), ADD (t (152) = 10.77, p < .001), and HD (t (152) = 9.21,
p < .001) were greater in ADHD group (Ms = 26.51, 8.99, 1.49, 10.52, and 6.03
respectively) than the scores of the Comparison Group (Ms = 12.39, 6.26, 0.83, 5.97,
and 3.35 respectively). Table 6 summarizes these outcomes.

Table 6. Group differences on subscales of CARSS

t MEANS SD
10.77%* I 14.47 551
ADD 11 5.38 4.95
5.26%* I 10.52 541
HD 11 5.97 5.31
9.21%* I 26.51 9.54
ADHD 11 12.39 9.48
3.40%* I 8.99 5.43
ODD 11 6.26 447
2.25% I 1.49 2.29
CD 11 0.83 1.20

I =ADHD GROUP, Il = COMPARISON GROUP
**p <.001, *p <.05
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3.3. Correlations between Subscales of CARSS with Mother Related
Variables

Correlations between subscales of CARSS and Mother related variables,
namely, BDI, BAI, TWCI, PANAS, and TBFI were examined.
3.3.1. Correlations between Subscales of CARSS and TBFI

As can be seen in Table 7 ADHD, ODD and CD correlated negatively with
scores of extraversion; positively with Neuroticism (for Extraversion rs = -.21, -.21,
-.23, p < .01; for Neuroticism r = .24, p <.001; r = .30, p < .01; r = .20, p < .05
respectively). Only ODD and CD had significant and negative correlations with
Agreeableness (r = -.19, p < .05, r = -.25, p < .01 for ODD and CD respectively).
None of the CARSS Subscales had positive correlations with Openness or
Conscientiousness. There were negative correlations between Openness and two
subscales of CARSS; ADHD and ADD (r = -.19, p < .05, r = -21, p < .01,
respectively). Furthermore, there were significant negative correlations between all
subscales of CARSS - namely, ADHD, ODD, ADD, and HD - and
Conscientiousness (r = -.31, p <.001, r =-23,p <.01,r=-.31, p <.001, r = -.24,
p < .01, respectively) except for CD, which had no significant correlations either

with Conscientiousness or Openness.



Table 7. Correlations between subscales of CARSS and TBFI

ADD HD ADHD | ODD CD
Extraversion - 25%* 12 A ool ol Boby - D3k
Agreeable- -.07 .10 -.11 -.19%* -25%*
ness
Conscien- S 3 EEE - 24%* S 3 EEE | DFHEE -.07
tiousness
Neuroticism 25%* .18* 24%** 3Q*** 20%*
Openness - 21%* -.12 -.19* -.15 -.15
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Note. ADHD = Attention Deficit and Hyperactivity Disorder, ADD = Attention
Deficit Disorder, HD = Hyperactivity Disorder, ODD = Oppositional Defiant
Disorder, CD = Conduct Disorder
¥EX p<.001 **p<.01,*p<.05

3.3.2. Correlations Between Subscales of CARSS and Mothers’ BDI, BAI,
PANAS, and TWCI Measures
As seen in Table 8 all subscales of CARSS, namely, ADHD, ODD, CD,
ADD, and HD positively correlated with Negative Affect, BDI, BAI (correlations
with ADHD: rs = .31, .30, ps <.001, r = .24, p < .01 respectively; correlations with
ODD: rs = .32, .35, .25, ps < .001; correlations with CD: rs = .18, .18, .16, ps < .05;
correlations with ADD: rs = .33, .31, ps <.001, r =.23 p <.01; correlations with HD:
r=.22,p<.01r=.20,1r=.19, ps < .05 respectively). ADHD, ODD, ADD scores
had significant negative correlations with Problem Focused Coping and Positive
Affect (correlations with PFC: r =-23,p <.01,r=-.20,p <.05,r=-.27, p <.001;
correlations with PA: r = -27, p < .001, r = -.19, p < .05, r = -41, p < .001;
respectively). Furthermore, ADD scores were also correlated positively with indirect

coping (r = .17, p <.001) scores. ADD and ADHD scores were negatively correlated
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with Total score of Turkish Ways of Coping Inventory (r = -.18, r = -.16, ps < .05).
None of the subscales of CARSS had significant correlations with emotion-focused
coping.

Table 8. Correlations between CARSS scores and scores of TWCI, BDI, BAI,

PANAS

ADD HD ADHD | ODD CD
Negative Affect | .33*** 22%* ) Rkl 32k 18%*
Positive affect S R IR 1 S27HFER | 3kxE 04
BDI J1xEx 1 20* J0¥** ) 35%kx | 18%*
BAI 23%* 19* 24%* 26%F% 1 16
PFC S27FFE 12 -23%%* -20% -.15
IDC A7* .10 .10 .10 .06
EFC -.10 -.02 -.06 .01 .08
TWCI - 18% -.10 -.16* -.10 -.04

Note. ADHD = Attention Deficit and Hyperactivity Disorder, ADD = Attention
Deficit Disorder, HD = Hyperactivity Disorder, ODD = Oppositional Defiant
Disorder, CD = Conduct Disorder
¥R p <.001, **p<.01, *p<.05
3.4. Group Difference on the Mother Related Measures of The Study

Group differences were also examined between mothers’ of children with
ADHD (i.e., ADHD group) and mothers’ of children without ADHD (i.e.,
comparison group), on the measures of BDI, BAI, PANAS, TWCI, and TBFI.

Group differences on BDI, BAI and PANAS scores were examined by

Independent samples t-test, while the group differences on TBFI and TWCI were
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examined by Analysis of Variance with Mixed Design, due to the factorial structure
of these two measures.
3.4.1. Group Differences on BDI, BAI, and PANAS Measures

The results of independent samples t - test yielded significant group
differences on BDI (t (152) = 2.37, p <.05) and PANAS (t (152) =-3.35,t (152) =
3.24, ps <.001, for positive and negative affects, respectively) scores, but not on BAI
scores (t (152) = 1.89, ns). When compared to comparison group, mothers of ADHD
children tended to have significantly greater scores on BDI (M = 9.69, M = 7.16, for
ADHD and comparison group, respectively) and negative affect (M = 21.36, M =
17.7, for ADHD and comparison group, respectively) and lower scores on positive
affect (M = 31.40, M = 35.13, for ADHD and comparison group, respectively).
Table 9 summarizes these findings.

Table 9. Mean differences on BDI, BAI, and PANAS scores

M FOR | M FOR
Scale t ADHD | COMPARISON | p
GROUP | GROUP
BDI 2.37* 9.69 7.16 .05
BAI 1.89 12.64 932 ns.
NA 3.24%% | 21.36 17.7 001
PA 3.35%% | 31.40 35.13 001

*%p < 001, *p < .05
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3.4.2. Group Differences on the Factors of TBFI

Table 10. Analysis of Variance for Turkish Big Five Inventory

SOURCES df SS MS F
Group 1 154 154 31
Error 152 75.17 495
Turkish Big § 4 84.55 21.136 54.35%
Turkish Big 5 X 4 8.57 2.142 5.51*
Group

Error 608 236.450 .389
*p <.001

Group differences on TBFI subscores were examined by a 2 (Group = ADHD
and Comparison Groups) X 5 (TBFI Measures: Extraversion, Neuroticism,
Agreeableness, Conscientiousness, and Openness) ANOVA with repeated measures
on the last factor. For the factors of TBFI the mean scores were calculated by
dividing the total obtained score by the number of items on that factor. Thus, for all
TBFI factors, the possible scores ranged from 1 to 5. As can be seen from Table 10
this analysis yielded a significant main effect for TBFI [F (4, 608) = 54.35 p <.001].
To interpret this main effect for Big Five Factors, Tukey’s HSD was conducted at .05
significance level. These post-hoc analyses revealed that mothers tended to rate
themselves most strongly on Agreeableness (M = 4.16), followed by
Conscientiousness (M = 3.87), than Openness (M = 3.73), Extraversion (M = 3.58)
and finally on Neuroticism (M = 3.16) dimensions. All these differences were

significant from each other.




Table 11. Mean scores on dimensions of Turkish Big Five
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Extraversion | Agree- Conscien- | Neuroticism Openness
ableness tiousness
ADHD 3.45 4.20 3.76 3.31 3.72
GROUP be a b c b
COMPA- | 3.72 4.13 3.98 2.99 3.75
RISON b a ab d b
GROUP

Note.The mean scores that do not share the same subscript on the same raw or on the
same column are significantly different from each other, on .05 alpha level of Tukey’s
HSD

Group main effect [F (1, 152) = 0.31, ns] was not found to be significant.
However, there was also a significant Group X Turkish Big Five Factors interaction,
[E (4, 608) = 5.51, p < .001]. The post-hoc analysis following the ANOVA again
conducted by Tukey’s HSD at .05 alpha level revealed that, as shown in Table 11,
ADHD group received greatest scores on Agreeableness (M = 4.20) which was
significantly different than the all other TBFI factors. Neuroticism scores of ADHD
group were (M = 3.31) lower than their Agreeableness, Conscientiousness
(M = 3.76) and Openness (M = 3.72) scores but were not significantly different from
their Extraversion scores (M = 3.45). Extraversion scores of ADHD group were also
not significantly different from either Conscientiousness or Openness scores, which
did not significantly differ also from each other. Agreeableness scores of
Comparison Group (M = 4.13) were greater than Extraversion (M = 3.72),
Neuroticism (M = 3.00), and Openness (M = 3.75) scores but it was not significantly
different from Conscientiousness scores (M = 3.98). Comparison Group subjects

tended to have the lowest scores on Neuroticism compared to all other four

dimensions. However, there were no significant differences between the Extraversion
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and Openness scores of Comparison Group. Furthermore ADHD group received
greater scores on Neuroticism than Comparison Group, while there were no
significant  differences among groups on Agreeableness, Extraversion,
Conscientiousness, and Openness measures.

3.4.3. Group Differences on Ways of Coping

Table 12. Analysis of Variance for Ways of Coping Inventory

SOURCES df SS MS F
Group 1 .199 .199 .836 (ns)
Error 152 36.127 238

Coping Ways 2 72.180 36.09 155.56*
Coping Ways 2 1.67 .84 3.603*
X Group
Error 304 70.53 232
*p <.05

A 2 (Group = ADHD, Comparison Groups) X 3 (Factors of Turkish Ways of
Coping Inventory (TWCI) = Problem Focused Coping (PFC), Emotion Focused
Coping (EFC), Indirect Coping (IDC)) ANOVA with repeated measures on the last
factor was performed to reveal the group differences on TWCI measures. For the
factors of TWCI the mean scores were calculated by dividing the total obtained score
by the number of items on that factor. Thus, for TWCI factors, the possible scores
ranged from 1 to 4. As can be seen from Table 12 this analysis indicated a significant
main effect for Ways of Coping [F (2, 304) = 155.56, p < .01]. To understand the
causes of this effect for coping, Tukey’s HSD was conducted at .05 significance

level. These post-hoc analyses revealed that subjects tended to have higher scores on
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PFC (M = 3.40), than on EFC scores (M = 2.49), which were also higher than IDC

scores (M = 3.23).

Tablo 13. Mean scores on dimensions of Ways of Coping Inventory

PFC EFC IDC
ADHD Group 3.32 2.44 3.29
a b ac
Comparison 3.47 2.53 3.16
Group a b ab

Note.The mean scores that do not share the same subscript on the same raw or on the
same column are significantly different from each other, according to0.05 alpha level
of Tukey’s HSD.

Group main effect [F (1, 152) = .84, ns] was not significant. However, there
was also a significant Group X Coping interaction [F (2, 304) = 155.56, p <.01]. The
Post Hoc analysis following the ANOVA conducted by Tukey’s HSD at .05
significance level revealed that, as shown in Table 13 both ADHD and Comparison
Group received greater scores on PFC (M = 3.32, M = 3.47, for ADHD and
Comparison Groups respectively) than on EFC (M = 2.44, M = 2.53, for ADHD and
Comparison Groups respectively). Furthermore EFC scores of ADHD group were
greater than their IDC scores, and IDC scores were not significantly different from
Problem Focused Coping scores for ADHD Group. However for the Comparison
Group IDC scores were not significantly different from both EFC and PFC scores.

There were no significant differences among groups on the three subscales of TWCI.
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3.5. REGRESSION

15 separate hierarchical regression analyses were conducted for three groups
(i.e., ADHD group, Comparison group, and the whole sample) and 5 subscales of
Childhood and Adolescence Rating and Screening Scale (CARSS). In order to
control for the variance accounted for by possible extraneous variables, the control
variables that revealed significant correlations with CARSS (i.e., sex, age, additional
diagnose, sibling order, age of the mother, education of mother, and the income of
the family) were hierarchically entered into the equation in the first step. Group
variable was added into the first block only for the regression analyses conducted for
the whole group.

In the second step total BAI and BDI scores, Positive and Negative Affect
scores, TBFI subscale scores (i.e., Extraversion, Agreeableness, Conscientiousness,
Neuroticism, and Openness), total score of TWCI and its three subscales (i.e.,
problem focused coping, emotion focused coping, and indirect coping) were
hierarchically entered into the equation inorder to see the factors associated with
CARSS.

3.5.1. THE REGRESSION ANALYSES CONDUCTED WITH THE WHOLE
GROUP

3.5.1.1. The Regression Analysis of Attention Deficit And Hyperactivity
Disorder

In order to examine the associated factors of Attention Deficit and
Hyperactivity Disorder for the whole sample, a regression analysis was conducted by

using the steps given above. This regression analysis revealed that four variables
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significantly predicted and accounted for the 47% of the total variance for the
Attention Deficit and Hyperactivity. Among the control variables, Group
significantly explained 36% (F change (1, 134) = 76.86, p < .001, t (134) = -8.77,
p < .001; pr = -.60) of the total variance. Among the second step measures,
Conscientiousness by itself explained 6% (F change (1, 133) = 13.04, p < .001,
t (133) = -3.61, p < .001; pr = -.30), Openness explained 3% (F change (1, 132) =
7.05, p <.001, t (132) = -2.66, p < .01; pr = -.23), and Anxiety symptoms explained
2% (F change (1, 131) = 5.50, p < .05, t (131) = 2.34, p < .05; pr = .20) of the total
variance. On the final step the significant predictors Attention Deficit and
Hyperactivity were Conscientiousness (t (131) = -2.50, p < .05; pr = .35), Openness
(t(131) =-2.69, p <.01; pr =.35), and Anxiety Symptoms (t (131) =2.34, p <.05; pr
=.20).

Table 14. Associated Factors of Attention Deficit and Hyperactivity Disorder

Order of Entry F Change df t B Partial Corr R?
(within set)

L. Control Variables
1. Group 76.86*%= 1,134 -8.77 -.60  -.60 .36
II. Measures
2. Conscien- 13.04=* 1,133 -3.61 -24 -30 .42
tiousness
3. Openness 7.05% 1,132  -2.66 -18 -23 45
4. BAI 5.50% 1,131 2.34*% 15 .20 47

*akp <001, **p <.01, *p <.05
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3.5.1.2. The Regression Analysis of Oppositional Defiant Disorder

In order to examine the associated factors of Oppositional Defiant Disorder
for the whole sample, a regression analysis was conducted by using the steps given
above. Results revealed that two variables significantly predicted and totally
accounted for the 19% of the total variance for the oppositional defiant disorder.
Among the control variables Group significantly explained 7% (F change (1, 134) =
10.84, p < .001, t(134) = -3.29, p < .001; pr = -.27) of the total variance. When the
total Depression symptoms entered into the equation, it had a unique contribution of
12% to the explained variance (F change (1, 133) =18.92, p <.001,t (133)=4.35,p

<.001; pr=.35).

Table 15. Associated Factors of Oppositional Defiant Disorder

Order of Entry F Change df t B Partial Corr R?
(within set)

L. Control Variables

1. GROUP 10.84+ 1,134  -3.29« -27 -27 .07
II. Measures

2. BDI 1891 1.133 435+« .35 35 .19
*p <.001

3.5.1.3. The Regression Analysis of Conduct Disorder

In order to examine the associated factors of Conduct Disorder for the whole

sample, a regression analysis was conducted by using the steps given above. Results
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revealed that three variables significantly predicted and accounted for the 12% of the
total variance for the conduct disorder. Among the control variables, Income
significantly explained 4% (F change (1, 134) = 4.90, p < .05, t (134) =-2.21,p <
.05; pr = -.19) of the total variance. Among the second step measures, Agreeableness
explained 5% (F change (1, 133) = 7.64, p <.05,t (133) = -2.77, p <.01; pr = -.23),
Extraversion explained 3% (F change (1, 132) = 4.41, p < .05, t(132) = -2.10, p <
.05; pr = -.18) of the total variance. On the final step the significant predictors of
Conduct Disorder were Agreeableness (t (133) = -2.17, p < .05; pr = -.18), and

Extraversion (t (132)=-2.10, p <.05; pr =-.18).

Table 16. Associated Factors of Conduct Disorder

Order of Entry F Change df t B Partial Corr R?
(within set)

I11. Control Variables

1. INCOME 4.90* 1,134 221+ -19 -19 .04
IV. Measures

2. AGREE- 7.64%** 1.133 S2.77*% =23 -23 .09

ABLENESS

3. EXTRA- 4.41+ 1,132 -2.10  -18 -18 .12

VERSION

*tp <.01, *p <.05
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3.5.1.4. The Regression Analysis of Attention Deficit Disorder

In order to examine the associated factors of Attention Deficit Disorder for
the whole sample, a regression analysis was conducted by using the steps given
above. Results revealed that three variables significantly predicted and totally
accounted for the 52 % of the total variance for the attention deficit. Among the
control variables, Group significantly explained 44% (F change (1, 134) = 106.25, p
<.001, t (134) = -10.31, p < .001; pr = -.67) of the total variance. When Positive
Affect entered into the equation, it had a unique contribution of 5% to the explained
variance (F change (1, 133) =14.43, p <. 001, t (134) = -3.80, p<. 05; t (133) = -3.80,
pr = -.31), then, Negative Affect explained for 3% (F change (1, 132) =7.09, p < .01,
t (132) =2.66, p <.01; pr = .23) of the total variance. On the final step the significant
predictors of attention deficit were Positive Affect (t (132) =-3.38, p <.001; pr = -
.28), and Negative Affect (t (132) =2.66, p <.01; pr=.23).

Table 17. Associated Factors of Attention Deficit Disorder

Order of Entry F Change df t  Partial Corr R?
(within set)

L. Control Variables
1. GROUP 106.25*¢ 1,134 -10.31** -.67 -.67 44
II. Measures
2. PA 14.43* 1,133 -3.80* 24 -3l 49
3.NA 7.09%* 1,132 2.66* -.17 23 .52

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



3.5.1.5. The Regression Analysis of Hyperactivity Disorder
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In order to examine the associated factors of Hyperactivity Disorder for the

whole sample, a regression analysis was conducted by using the steps given above.

Results revealed that two variables significantly predicted and totally accounted for

the 20 % of the total variance for the hyperactivity. Among the control variables

Group uniquely explained for 15% of the total variance, (F change (1, 134) = 24.31,

p <.001), t (134) =-4.93, p <.001; pr = -.39). When Conscientiousness entered into

the equation, it had a unique contribution of 5% to the explained variance (F change

(1,133)=7.67,p<.01), t (133) =-2.77, p < .01; pr = .23).

Table 18. Associated Factors of Hyperactivity Disorder

(within set)

Order of Entry F Change df t B Partial Corr R?

II.

Control Variables

1. GROUP 24.31** 1,62 -4.93* -39

Measures

2. CONSCIEN- 7.67* 1,59 277« =22
TIOUSNESS

-.39 15

-23 .20

*xp <.001, **p <.01
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3.5.2. THE REGRESSION ANALYSES CONDUCTED WITH THE ADHD
GROUP

3.5.2.1. The Regression Analysis of Attention Deficit And Hyperactivity
Disorder

In order to examine the associated factors of Attention Deficit and
Hyperactivity Disorder for the ADHD group, a regression analysis was conducted by
using the steps given above. This regression analysis revealed that only one variable
significantly predicted and accounted for the 13% of the total variance for the
attention deficit and hyperactivity. None of the control variables significantly
explained the total variance. Among the second step measures, Negative Affect
explained 13% (F change (1, 62) =9.01, p <.01, 1 (62) = 3, p <.01; pr = .36) of the

total variance.

Table 19. Associated Factors of Attention Deficit and Hyperactivity Disorder

Order of Entry F Change df t B Partial Corr R?
(within set)

I. Measures

1. Negative Affect 9.01%* 1,62 3% .36 .36 13

*p < .01

3.5.2.2. The Regression Analysis of Oppositional Defiant Disorder

In order to examine the associated factors of Oppositional Defiant Disorder
for the ADHD group, a regression analysis was conducted by using the steps given

above. Results revealed that three variables significantly predicted and totally
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accounted for the 33% of the total variance for the Oppositional Defiant Disorder.
None of the control variables significantly explained the total variance. Among the
second step measures, Depression symptoms explained 22% of the total variance (F
change (1, 62) = 17.26, p < .001, t (62) = 4.16, p < .001; pr = .47), Extraversion
explained 6% (F change (1, 61) =5.09, p <.05,t(61) =-2.26, p <.05; pr =-.28), and
Anxiety symptoms further explained 6% (F change (1, 60) = 4.97, p <.05,t (60) =
2.23, p <.05; pr = .28) of the total variance. On the final step significant predictors of
the ODD were Depression symptoms (t (60) = 2.12, p <.001; pr = .26), extraversion
t (60) = -2.46, p < .05; pr = -.30), Anxiety symptoms (t (60) = 2.23, p < .05; pr =

28).

Table 20. Associated Factors of Oppositional Defiant Disorder

Order of Entry F Change df t B Partial Corr R2
(within set)

I. Measures
1. BDI 17.26** 1,62 4.16** 47 47 22
2. Extraversion 5.09* 1,61 -2.26% -26 -28 28

3. BAI 4.97* 1,60 223* 26 28 33

#%p < 001, *p < .05

3.5.2.3. The Regression Analysis of Conduct Disorder

In order to examine the associated factors of Conduct Disorder for the ADHD

group, a regression analysis was conducted by using the steps given above. Results
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revealed that only one variable significantly predicted and accounted for the 10% of
the total variance for the Conduct Disorder. None of the control variables
significantly explained the total variance. Among the second step measures,
Extraversion explained 10% (F change (1, 62) = 7.01, p <.01,t(62) =-2.65, p <.01;

pr = -.32) of the total variance.

Table 21. Associated Factors of Conduct Disorder

Order of Entry F Change df t B Partial Corr R?
(within set)

I. Measures

1. Extraversion 7.01 1,62 -2.65« -32 -32 .10

*p <.01,

3.5.2.4. The Regression Analysis of Attention Deficit Disorder

In order to examine the associated factors of Attention Deficit Disorder for
the ADHD group, a regression analysis was conducted by using the steps given
above. Results revealed that two variables significantly predicted and totally
accounted for the 17% of the total variance for the Attention Deficit Disorder. None
of the control variables significantly explained the total variance. Among the second
step measures, Positive Affect explained 8% (F change (1, 62) = 5.71, p <.05, t (62)
=-2.39, p <.05; pr = -.29) of the total variance, then, Negative Affect explained for
9% (F change (1, 61) = 6.37, p < .05, t (61) = 2.52, p <.05; pr = .31) of the total

variance. On the final step the significant predictors of attention deficit were Positive
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Affect (t (61) = -2.54, p <.05; pr = -.30) and Negative Affect (t (61) =2.52, p <.01;

pr=31).

Table 22. Associated Factors of Attention Deficit Disorder

Order of Entry F Change df t B Partial Corr R?
(within set)

I. Measures
1. PA 5.71* 1,62 -239« 29 -29 .08
2.NA 6.37* 1,61 2,52« -29 31 17
*p <.05

3.5.2.5. The Regression Analysis of Hyperactivity Disorder

In order to examine the associated factors of Hyperactivity for the ADHD
group, a regression analysis was conducted by using the steps given above. Results
revealed that four variables significantly predicted and totally accounted for the 31 %
of the total variance for the hyperactivity. Among the control variables sibling order
uniquely explained for 7% (F change (1, 62) = 4.39, p < .05, t (62) = -2.10, p < .05;
pr = -.26) and education of the mother uniquely explained for 6% (F change (1, 61) =
444, p <.05,1(62) = -2.11, p <.05; pr = -.26) of the total variance. When Anxiety
entered into the equation, it had a unique contribution of 13% to the explained
variance (F change (1, 60) = 10.39, p < .01), t (60) = 3.22, p < .01; pr = .38).
Following Anxiety symptoms Conscientiousness uniquely explained for 5% of the

total variance, (F change (1, 59) = 4.55, p <.05), t (60) = -2.13, p <.05; pr = -.27).
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On the final step the significant predictors of hyperactivity were Anxiety (t (59) =

3.14, p <.01; pr = .38) and Conscientiousness (t (59) =-2.13, p <.05; pr =-.27).

Table 23. Associated Factors of Hyperactivity Disorder

Order of Entry F Change df t B Partial Corr R?
(within set)

I. Control Variables
1. Sibling Order 439 * 1,62 -2.10* -26 -26 .07

2. Education of the 4.44* 1,61 -2.11* -26 -26 13

Mother
II. Measures
3. BAI 10.39%* 1,60  3.22%%* 36 .38 .26
4. Conscien- 4.55% 1,59 -2.13« -23 -27 31
tiousness

*xp < .01, *p <.05

3.5.3. THE REGRESSION ANALYSIS OF THE COMPARISON GROUP

3.5.3.1. The Regression Analysis of Attention Deficit and Hyperactivity Disorder

In order to examine the associated factors of Attention Deficit and
Hyperactivity for the Comparison group, a regression analysis was conducted by
using the steps given above. Results revealed that two variables significantly

predicted and accounted for the 19% of the total variance for the attention deficit and
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hyperactivity. Among the control variables income significantly explained 7% (F
change (1, 70) = 4.99, p <.05, t (70) = -2.23, p < .01; pr = -.26) of the total variance.
Among the second step measures, Conscientiousness explained 12% (F change (1,

69)=10,p <.01,1t(69)=-3.16, p <.01; pr =-.36) of the total variance.

Table 24. Associated Factors of Attention Deficit and Hyperactivity Disorder

Order of Entry F Change df t B Partial Corr R2
(within set)

1. Control Variable
1. Income 499* 1,70 -2,23* -26  -26 7
I 1. Measures

2. Conscientiousness 10 ** 1,69 -3, 16** -34 - .36 .19

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

3.5.3.2. The Regression Analysis of Oppositional Defiant Disorder

In order to examine the associated factors of Oppositional Defiant Disorder
(ODD) for the Comparison group, a regression analysis was conducted by using the
steps given above. Results revealed that only one variable significantly predicted and
accounted for the 12% of the total variance for the oppositional defiant disorder.
None of the control variables significantly explained the total variance. Among the
second step measures, Conscientiousness explained 12% of the total variance (F

change (1, 70)=9.1,p <.01,t(70) = -3.02, p <.01; pr = -.34).
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Table 25. Associated Factors of Oppositional Defiant Disorder

Order of Entry F Change df t  Partial Corr R2
(within set)

V. Measures

1. Conscien- 9.1* 1,70 -3.02*% =34 -34 12
tiousness

*p <.01

3.5.3.3. The Regression Analysis of Conduct Disorder

In order to examine the associated factors of Conduct Disorder for the
Comparison group, a regression analysis was conducted by using the steps given
above. Results revealed that three variables significantly predicted and accounted for
the 23% of the total variance for the Conduct Disorder. None of the control variables
significantly explained the total variance. Among the second step measures,
Agreeableness uniquely explained 11% (F change (1, 70) = 8,91, p < .01, t (70) = -
2.99, p <.05; pr = -.34), Openness explained 6% (F change (1, 69) = 4.46, p <.05,t
(69) = -2.11, p < .05; pr = -.25), and Positive Affect explained further 6% (F change
(1, 68) = 5.1, p < .05, t (68) = 2.26, p < .05; pr = .26) of the total variance. On the
final step the significant predictors of conduct disorder were Agreeableness (t (68) =
-3.59, p <.001; pr = -.40), Openness (t (68) = -3.06, p < .01; pr = -.35), and Positive

Affect (t (68) = 2.26, p < .05; pr = .26).
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Table 26. Associated Factors of Conduct Disorder

Order of Entry F Change df t B Partial Corr R2
(within set)
L. Control Variables
II. Measures
1. Agreeableness 891+ 1,62 -299+ -34 -34 A1
2. Openness 4.46* 1,69 -2.11* -24 -25 17
3. PA 5.1* 1,68 2.26* 30 . 26 23

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

3.5.3.4. The Regression Analysis of Attention Deficit Disorder

In order to examine the associated factors of Attention Deficit Disorder for
the Comparison group, a regression analysis was conducted by using the steps given
above. Results revealed that three variables significantly predicted and accounted for
the 24 % of the total variance for the Attention Deficit Disorder. Among the control
variables the income of the family uniquely explained for 7% of the total variance, (F
change (1, 70) = 5.44, p < .05), t (70) = -2.33, p < .05; pr = -.27). When the
Conscientiousness entered into the equation, it had a unique contribution of 12% to
the explained variance (F change (1, 69) = 10.21, p <.01, t (69) -3.20, p <.01; pr = -
.36). Then Positive Affect uniquely explained for 5% (F change (1, 68) = 3.99, p <
.05, t (68) = -2, p < .05; pr = -.24) of the total variance. On the final step the
significant predictors of attention deficit were Conscientiousness (t (68) = -2.61, p <

.05; pr = -. 30), and Positive Affect (t (68) =-2, p <.05; pr =-.24).
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Table 27. Associated Factors of Attention Deficit Disorder

Order of Entry F Change df t [ Partial Corr R2?
(within set)

I. Measures
1. Income 5.44%* 1,70 -2.33* -27 -27 .07
2. Conscien- 10.21** 1, 69  -3.20%* -35 -36 .19
tiousness
3. Positive Affect 3.99* 1, 68  -2%* =22 =24 24

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

3.5.3.5. The Regression Analysis of Hyperactivity Disorder

In order to examine the associated factors of Hyperactivity Disorder for the
Comparison group, a regression analysis was conducted by using the steps given
above. Results revealed that only one variable significantly predicted and accounted
for the 7% of the total variance for the hyperactivity. None of the control variables
significantly explained the total variance. Among the second step measures
Conscientiousness explained 7% (F change (1, 70) =4.98, p <.05,t(70) =-2.31,p <

.05; pr = -.26) of the total variance.
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Table 28. Associated Factors of Hyperactivity Disorder

Order of Entry F Change df t B Partial Corr R2
(within set)

Control Variables
I. Measures

1. Conscien- 498« 1,70 231« =26 -.26 .07
tiousness

*p <.05



3.6. SUMMARY TABLES FOR THE RESULTS

Table29. Summary of Group Differences on the Variables Used in This Study

Scale Group
Difference Significance
BDI [>11 p <.05
BAI [>11 ns
NA [>11 p <.001
PA I>1 p <.001
ADD [>11 p <.001
HD [>11 p <.001
ADHD [>11 p <.001
ODD I[>11 p <.001
CD [>11 p <.001
Problem focused ns
coping
Emotion focused ns
coping
Indirect coping ns
Extraversion ns
Agreeableness ns
Conscientiousness ns
Neuroticism [>1I p <.001
Openness ns

Group 1 = ADHD Group, Group 2 = Comparison Children



Table 30. Summary of Group Differences on the CARSS
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MEASURES | GROUP MEANS SIGNIFIC SD
DIFFE- ANCE
RENCES
I 26.51
ADHD I>11 11 1239 | p<.001 11,83
T 19.45
I 8.99
ODD I>11 11 626 | p<.001 5,14
T 7.62
I 1.49
CDD [>11 11 83 p<.001 1,85
T 1.16
I 14.47
ADD [>11 11 538 | p<.001 6,93
T 9.22
I 6.03
HD I>11 11 335 | p<.001 3,70
T 4.69

Group 1 = ADHD Group, Group 2 = Comparison Group, T = Total Group

Table 31. Summary of Correlations between TBFI scores and other mother related

variables

Extraversion | Agreeableness Neuroticism | Conscien- Openness

tiousness

2
= | Problem Problem Negative Problem Problem
2 | focused focused coping | Affect focused focused
3 | coping coping coping
= BDI
.Z | Positive Positive Positive
'z 5 affect BAI affect affect
A~ 2

Negative Negative Affect | Problem Negative Negative
o Affect focused Affect Affect
'S ks BDI coping
'S = BDI BDI BDI
oy g BAI Positive
Z 9 affect
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Table 32. Summary of Correlations between CARSS scores and scores of maternal

TBFI
ADD HD ADHD ODD CDh
Extraversion | Conscientious- | Conscientious- | Extraversion Extraversion
ness ness

Conscien- Agreeableness | Agreeableness
tiousness Neuroticism Neuroticism

Conscientious- | Neuroticism
Neuroticism Openness ness
Openness Neuroticism

Openness

Table 33. Summary of correlations between CARSS scores and scores of
TWCI, BDI, BAIL, PANAS, TBFI

ADD HD ADHD ODD CD
Negative Negative Negative Negative Negative
Affect (+) Affect (+) Affect (+) Affect+ Affect+
Positive BDI (+) Positive Positive Positive
affect (-) BAI (+) affect (-) affect (-) affect (-)
BDI (+) BDI (+) BDI (+) BDI (+)
BAI (+) BAI (+) BAI (+) BAI (+)
PFC (-) PFC (-) PFC (-)

IDC (+) TWCI (-)

TWCI (-)




Table 34. Summary of the Regression Analysis of Whole Group
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SUBSCAL | ADHD ODD CD ADD HD
ES OF
CARSS

GROUP (-) GROUP(-) | INCOME (-) | GROUP(-) | GROUP (-)
2 CONSCIEN- BDI (+) AGREEAB- | PA (-) CONSCIEN-
o TIOUSNESS(-) LENESS (-) TIOUS-
3 NA (+) NESS (-)
= OPEN- EXTRAVE
= NESS (-) R-SION (-)
=9

BAI (+)

Table 35. Summary of the Regression Analysis of Diagnosed Group

SUBSCA- | ADHD ODD CD ADD | HD
LES OF
CARSS
o, NA () | BDI(H EXTRAVER- | PA(-) | SIBLING
& SION (-) ORDER (-)
o EXTRAVER- NA (+)
S SION (-) EDUCATION
g OF THE
= BAI (+) MOTHER (-)
BAI (+)
CONSCIEN-
TIOUSNESS (-)

Table 36. Summary of the Regression Analysis of Comparison Group

SUBSCA | ADHD ODD CD ADD HD
LES OF
CARSS
INCOME (-) CONSCIEN- AGREEAB- INCOME (-) CONSCIE
TIOUS- LENESS (-) NTIOUS
2 CONSCIEN- | NESS (-) CONSCIEN- NESS (-)
@) TIOUS- OPENNESS(-) | TIOUSNESS
O | NESS() ©)
a PA (+)
o PA ()
[aW
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CHAPTER IV

DISCUSSION

This study aimed to investigate the effects of parents’ personality
characteristics, coping styles, distress symptoms in predicting ADHD, ODD and CD
symptoms. The sequence of the discussion will be as following: psychometric
characteristics of Turkish Big Five Inventory (TBFI), psychometric characteristics of
Childhood and Adolescent Rating and Screening Scale (CARSS), group differences
for the variables of this study, and the results of the main analysis, that is regression

analysis.

4.1. PSYCHOMETRIC CHACTERISTICS OF TURKISH BIG FIVE

Reliability analyses were conducted in order to examine the psychometric
characteristics of TBFI. Alpha coefficient of subscales of TBFI were found as .75,
.74, .74, .66, and .51, for Neuroticism, Extraversion, Openness, Conscientiousness,
and Agreeableness, respectively. Based on these coefficients, it can be concluded
that this measure is internally consistent. In general studies in literature indicate that
the internal consistency of Big 5 is high but also in general the alpha coefficients
given in literature are higher than the ones found in this study.

Big Five has been studied in many cultures: Tagalog, (Church & Katigbak,
1989), English (Goldberg, 1992), Japanese (Bend et al., 1975), German (Ostendorf,

1990), Dutch (Hoftsee et al., 1992), Turkish (Somer, 1998; Somer & Goldberg,
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1999; Somer, Korkmaz, & Tatar, 2002). Studies reveal convergent and discriminant,
cross instrument and observer validation for all factors (Costa & McCrae, 1995) and
indicate that the model is culture and language free (Digman & Shmelyov, 1996).
The alpha reliabilities indicated for factors of BFI by relevant studies range from .75
to .90 in Canadian and US samples and the 3-month test retest reliabilities range
from .80 to .90 with a mean of .85 (John & Donahue, 1998 cited in Benet — Martinez
& John, 1998). Alpha reliabilities of Extraversion and Neuroticism are shown to be
higher than .70 (Sheldon, Ryan, Ilardi, & Ilardi, 1997; Somer, 1998; Somer et. al.,
2002). In that sense results of the present study seem to be consistent with literature.
Because the present study indicated adequate internal consistency for Extraversion
and Neuroticism, we may conclude that findings for Extraversion and Neuroticism
are consistent with literature.

In the present study the internal consistency coefficients indicated for
Openness is .74. This result is consistent with literature because studies indicate
internal consistency coefficients ranging between .51 - .84 (John, Caspi, Robins,
Moftit, Loeber, 1994; Sheldon, Ryan, & Ilardi, 1997; Somer et. al., 2002). However,
the results indicating lower coefficients for Conscientiousness and Agreeableness are
slightly surprising when compared to coefficients of Openness, because the studies in
relevant literature indicate higher alpha coefficients for Agreeableness and
Conscientiousness than Openness (e.g., John & Donahue, 1998; Benet — Martinez &
John, 1998). Contrary to the present study, in many studies Openness is consistently
found to be the least robust dimension of the big five (Digman, 1990; John, Caspi,

Robins, Moffit, Loeber, 1994; Somer, 1998; Somer & Goldberg, 1999).
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Even though many studies also indicated that Big 5 was culture and language
free, cross situationally stable results reveal that the differences in culture, language,
and instruments used, and subject characteristics may play a role on results. We may
argue while most of the studies about Big 5 are conducted in Western Cultures a
majority of them have Christian Culture and use Indo European language (Somer &
Goldberg, 1999). Contrastingly, Turkey is an Islamic culture and uses Altaic
language (Somer & Goldberg, 1999). The results of the present study are consistent
with the results of Somer and Goldberg (1999)’s study, which gives evidence to the
presence of at least some cultural factors. Depending on the conflict experienced in
Turkey, between traditionalism and Western-like modernism lifestyles, Somer and
Goldberg (1999) revealed in their study conducted with university students that
Turkish Factor V, which is called Openness, might reflect more aspects of Openness
to experiences.

The contents of the traits measured and subject characteristics may also play
a role on different results of this study. Among all five, Conscientiousness is the
most work related trait that is shown to predict performance at school among
children (Ranseen, et. al., 1998) and performance at work among adults (Barrick &
Mount, 1991). Agreeableness is a trait which emphasizes the relationship skills and
pattern. The majority of the subjects in this study are non - working mothers while in
most of the other studies samples are chosen from university students who are
receiving education for careers and are more exposed to interpersonal relationships
when compared to non - working mothers. In addition to the reasons reported above,
while examining the differences between the findings of the present study and some

other studies in literature, it should be also noted that TBFI was the least understood
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measure of the study by the participants. In fact because of misunderstanding the
instructions of the scale, subjects made many mistakes in this measure. For this
measure subjects were required to choose one of the five points for each item. When
subjects filled the measure in a different way (for example, by marking one of the
points of the item given as an example and leaving others empty, or circling the
number of the items that they chose and not marking any point for any of the
items...etc.) they had misunderstanding scores and in many cases it was explained
for a second time and required from subjects to answer again. The ratio of
misunderstanding was high in both groups but it was higher in mothers of ADHD
group (78.57% and 21.43% for ADHD and Comparison Groups, respectively). Thus
low alpha coefficients for the last two dimensions of TBFI may stem from cultural
differences or a possible attention problem in mothers.

Concurrent validity analysis of the TBFI indicated correlations most of which
were consistent with the literature. Extraversion, Openness, and Conscientiousness
are found to be associated with Positive Affect. Four subscales of TBFI, namely
Agreeableness, Extraversion, Openness, and Conscientiousness showed positive
correlations with Problem Focused Coping and negatively related to Negative Affect
and Depression. Neuroticism was positively correlated with Negative Affect,
Depression, and Anxiety and negatively correlated with Positive Affect and Problem
Focused Coping. Neuroticism is frequently shown to be associated with distress
symptoms and disorders (e.g. Nolan, et. al. 1998). This result may be associated with
the content of Neuroticism domain. Neuroticism is a broad trait, which has some
common features with anxiety such as negative affect (Costa & McCrae, 1992,

1995). Hence, this result was consistent with literature.
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Though the associations between Big Five and Coping Ways and/ or
Positive—Negative Affect were rarely studied, consistent with the results of the
present study, in general positive coping skills and positive emotionality are
indicated to be correlated with Extraversion (Larsen, 1992, Fisher, 1993; Saklofke,
Kelly, & Janzen, 1995). Though one could expect low Anxiety to show significant
associations with Extraversion, there was no significant correlation between them. In
relevant literature, anxiety has been found to be negatively correlated with
extraversion. Extraversion is a domain expressing the extent of how much a person is
sociable (Ebert, Tucker, & Roth, 2002). Thus, when the results of the present study
are compared with literature, it can also be concluded that having good interactions
may be preventing the increases in anxiety symptoms rather than preventing the
existence of anxiety symptoms. Therefore, extraversion may be associated with the
prognosis of anxiety more than the presence of it. A second possible reason may be
explained with cultural differences. In an individualistic culture anxiety symptoms of
a person may lead a person to loneliness where as in a collectivist culture it may be a
more frequent way especially for women to express their marital, parental or other
kinds of distress and it may receive higher approval, acceptance and may even result
in having more support from environment.

There is not much result related to the association between — affective state or
coping ways. Therefore, it is difficult to compare this result with literature because
there is not much study examining the association between three dimensions of Big
Five (i.e., Openness, Conscientiousness, and Agreeableness) and distress disorders or

coping ways.
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Based on the correlations between the five dimensions of TBFI and other
maternal variables of the study it can be concluded that in general results of the

present study support concurrent validity of TBFIL.

4.2. PSYCHOMETRIC CHARACTERISTICS OF CHILDHOOD AND
ADOLESCENT RATING AND SCREENING SCALE (CARSS) MEASURE

In order to investigate the psychometric properties of CARSS, reliability
analysis was conducted, and group differences were examined as the validity study.
The study conducted by Ercan et. al., (2001), revealed high internal reliability
coefficients such as .88, .95, .89, and .85 for ADD, ODD, HD, and CD, respectively.
The results of the present study revealed similar internal reliability coefficients as
.92, .90, .87, .65, and .92 for ADD, HD, ODD, CD, and ADHD, respectively. These
results indicate that CARSS is an internally consistent measure.

Independent samples of t —test was conducted in order to examine group
differences for the criterion validity of CARSS. As expected the results revealed
significant group differences on all subscales of CARSS. Compared to the
Comparison Group, ADHD group had higher scores on all subscales of CARSS. This
result indicates that CARSS has sufficient criterion validity and it can successfully
distinguish symptoms of ADHD. This result is consistent with expectations and the

results of the study conducted by Ercan et. al. (2001).
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4. 3. GROUP DIFFERENCES FOR THE VARIABLES OF THIS STUDY

4.3.1. GROUP DIFFERENCES FOR MOTHERS AFFECTIVE STATE

Independent samples of t — test was conducted for the variables of Depression
and Anxiety symptoms, Positive and Negative Affect in order to examine group
differences.

Consistent with literature (e.g., Faraone, Biederman, Mennin, Garshon,
Tsuang, 1996) the results revealed that mothers of children with ADHD had higher
scores on Depression. The association between depression and ADHD may stem
from several reasons such as common vulnerability factors, poor parental modeling,
poor interaction between the depressive parent and child, the difficulty in managing a
child with ADHD, and possible exaggerations on self or child reports made in order
to receive help.

One of the common vulnerability factor may be the genetic factor. Both
disorders (Carey & Dillalla, 1994) and ADHD (Bradley & Golden, 2001) were
shown to be related with genetic factors and to be heritable. Biederman et. al.
(1996a) has indicated that ADHD predicts psychopathology in later life. Depression
and ADHD have some overlapping symptoms such as inattention. This leads some of
the researchers to questions regarding whether depression or some other pathologies
are the adult manifestations of ADHD.

Having a depressive mother is a vulnerability factor because depressive
people are known to provide poor modeling skills and poor interaction with their
children (Garber, Robinson, & Valentiner, 2000). Thus it can be concluded that a

child raised by a depressive mother may be disorganized (which is a symptom of
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inattention) because of poor modeling in organization and may have behavior
problems because of poor interaction.

Stable, global, and internal attribution styles are known as vulnerability
factors for depression (Norton, Buhr, Norton, & Walker, 1999; Garber, Robinson, &
Valentiner, 2000). Vulnerable mothers may also have stable, global, internal
attributions about the diagnostic status of their children, thus they feel themselves
responsible for their child’s diagnosis. Hopelessness model, a revised form of
helplessness model defined as ‘expectation that loss of highly desirable outcome will
occur and expectation that nothing is going to change this situation better’ (Metalsky
& Joiner, 1992), states that people who feel hopeless are more vulnerable to
depression (Metalsky & Joiner, 1992). In accordance with this model, we may
conclude that the managing difficulties of ADHD children may lead to parental
distress, as supported by Chronis et. al. (2003), and following some unsuccessful
trials for good interaction with their children this stress may lead to feelings of
parental helplessness as suggested by Barkley (1990) and inturn higher Depression
scores. Supporting this view, McClearly and Ridley (1999) reported that, parents of
ADHD children participating parent programs reported feelings of guilt,
incompetence, and failure. Prior to the program Schachar (1978) indicated that when
the children with ADHD received treatment, the quality of the interaction between
child and parent increased.

Considering the results for Negative and Positive Affect, it is indicated that
mothers of ADHD group experienced more Negative Affect, and less Positive Affect
than the mothers of the Comparison group. There is not much study conducted to

detect positive affect and negative affect of mothers of ADHD children. However,
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high negative affect and low positive affect are known to be associated with
depressive symptoms (Goodyear et. al., 1993), which is shown to be more prevalent
among the relatives of ADHD children (Faraone, Biederman, Keenan, & Tsuang,
1991; Faraone, Biederman, Mennin, Garshen, & Tsuang, 1996). Thus the results of
the present study for positive and negative affect scores were consistent with the
expectations.

The results did not yield group differences on Anxiety symptoms. Contrary
to the findings of the present study, literature on ADHD revealed that anxiety is
higher among the relatives of ADHD (e.g., Sylvester, Hyde, & Reichler, 1987;
Walker, Lahey & Hindframe, 1987; Biederman, Newcorn, & Sprich, 1990;
McClellan et. al. 1990) than relatives of the non-diagnosed group. Among all
relatives, mothers are shown to be the ones who exhibit anxiety symptoms most
(Walker, Lahey & Hindframe, 1987). The possible reason of this difference may be
the difference in measuring Anxiety. Though some other studies in literature
assessed Anxiety with diagnostic interviews (e.g. Nigg & Hinshaw, 1998), in this
study BAI scores were accepted as a criterion of determining Anxiety symptoms.

Another point is that higher anxiety may be related to prognosis of ADHD
(instead of predisposing it). It may be predicting the symptom severity or the
comorbidity (Biederman et. al., 1995). Podolski and Nigg (2001) found that mothers
experienced more distress due to symptom severity of inattention, Hyperactivity, or
comorbid symptoms, while the fathers’ distress increased only when ODD

accompanied ADHD.
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4.3.2. GROUP DIFFERENCES FOR MOTHER PERSONALITY TRAITS

AND COPING STYLES

Analyses of variance with repeated measures on the last factor was performed
for big five personality characteristics and coping styles in order to examine the
possible group differences. The results related to personality domains did not yield a
main effect for group but there was a significant main effect for big five personality
characteristics. Both group of mothers tended to have higher scores on
Agreeableness than Extraversion, Openness and Neuroticism. Among all five
subscales of TBFI, mothers of two groups differed from each other only on
Neuroticism scores. Results failed to support possible group difference for
Extraversion, Conscientiousness, Agreeableness, and Openness.

If we consider that ADHD is associated with personality traits in various
possible ways - such as being an early precursor of personality characteristics or
being a consequence of it -, comparing the results with literature related to adulthood
ADHD will also be helpful for understanding the association between parent
personality and child ADHD. Some studies revealed associations between low
sociability scores - which is related to Extraversion - and ADHD (Nigg et. al., 2002)
while some reveal positive associations between high Extraversion scores and
ADHD (Parker, Majeski, & Collin, 2004).

The inconsistency of the literature on Extraversion scores and ADHD
symptoms may be due to the different personality inventories or diagnostic criteria
used in these studies. Some of the researchers suggest an association between
Eyesenck’s Extraversion and sensation seeking (Bullock & Gililland) which is a

component of impulsivity dimension of ADHD (White, 1999). Another study
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(Parker, Majeski, & Collin, 2004) which found positive correlations between
Extraversion and ADHD, used NEO — FFI, which was a short version of NEO — PI —
R, in order to assess the personality.

Most of the studies finding no association between ADHD and Extraversion
(i.e., Nigg et. al., 2002) most of which were conducted with either diagnosis of
ADHD or Achenbach scores. The number of the studies made on parents is restricted
but the existing results (Nigg & Hinshaw, 1998) are consistent with the results of the
present study. This study was also conducted on children having ADHD diagnosis
and revealed no difference between a child’s diagnostic status and mothers’
Extraversion scores. The present study showed a great consistency with the studies in
literature (i.e., Parker et. al., 2004; Nigg & Hinshaw, 1998) by revealing no group
differences on Openness either.

The results of the present study indicate that the mothers of ADHD children
evaluate them selves as more neurotic compared to the mothers of the Comparison
group. As Neuroticism is defined as the extent of having a tendency to experience
negative emotionality (Costa & McCrae, 1992; DeNeve & Cooper 1998; Ebert,
Tucker, & Roth, 2002), we may conclude that this result is also consistent with
studies revealing that Anxiety is more prevalent among relatives of ADHD children
(Walker, Lahey, & Hindframe, 1987) and findings indicating that Neuroticism of the
mother is associated with child delinquency (Bourdin, Henggeler, & Pruit, 1985)
which is shown to frequently occur together with ADHD of the child (Dalteg,
Lindgren, & Levander, 1999). Again when we assume that ADHD is either a
predisposing factor or a consequence of personality characteristics, we may conclude

that findings indicating positive association between adult Neuroticism and adult
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ADHD (e.g.; Parker et. al. 2004; Nigg et. al. 2002) also support the results of the
study. This association might stem from different factors:

1- Personality characteristics are heritable (Eyesenck, 1956; Jang, Livesley,
& Vernon, 1996). Heritability may bring about the possibility that ADHD may be a
different manifestation of Neuroticism in children or Neuroticism may be a different
manifestation of ADHD in adulthood. Supporting this view, Barkley (2003) suggests
that ADHD represents an extreme of or delay in a normal trait.

2- The misdiagnosis and the overlap between some symptoms of ADHD and
characteristics of Neuroticism, for example, rigid and impulsive behaviors are
characteristics of both ADHD and Neuroticism (Costa & McCrae, 1995).

4- The lower quality and effectiveness of the relationship between mother and
child, may stem from lower parenting abilities due to the parents’ distress (Belsky,
Crinic, & Gable, 1995) resulting from the managing difficulty and may lead to
increase in ADHD symptoms of the child (Podolski & Nigg, 2001).

5- Dissatisfaction with their own parenting skills (Barkley et. al., 1992) may
result in higher negative emotions which is a characteristic of Neuroticism.

6- Exaggeration in symptom reports in order to obtain help is also possible
because mothers of ADHD children participated this study on the day their children
were diagnosed.

The findings for Agreeableness were inconsistent with literature (Nigg &
Hinshaw, 1998). This inconsistency between the findings of this study and relevant
literature might be due to the structure of 44 BFI, due to cultural differences or
sample difference. In the present study 44 BFI resulted in lower reliability when

compared with it’s adaptations to other cultures (e.g. Benet & John,1995). However,
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it should be considered that Agreeableness may be more important for a collectivist
culture compared to individualist cultures. Thus all mothers regardless of their
child’s diagnostic status, tend to exhibit a good amount of Agreeableness. Consistent
with this argument, Agreeableness was found to be the most strong personality trait
among the mothers of the present study. Unlike the results of the present study,
results of Nigg and Hinshaw (1998) revealed that conscientioussness was marginally
lower in mothers of children with ADHD diagnosis than in mothers of non-
diagnosed children. The inconsistency between the relevant studies in literature and
the present study for Conscientiousness may stem from its content; this is the
domain, which is thought to be work related (John & Srivasvata, 1999), and the
majority of the present study’s participants were non-working mothers. The
convergence may also stem from the difference between personality inventory items,
that is ‘Tends to be disorganized’ (44 BFI) and "I keep my belongings neat and
clean" (NEO Inventory, cited by Nigg & Hinshaw, 1998) may be understood
differently by the participants.

Another possible reason may be explained by fit model, according to which it
can be concluded that mothers of ADHD children may not have different
characteristics when compared to mothers of normal children. However, when
compared to normal children, children with ADHD are expected to be more
vulnerable to experience problems due to some characteristics of their mothers.

Considering the results of coping styles, results revealed that mothers scored
higher on Problem Focused Coping (PFC) than Emotion Focused (EFC) regardless
of their child’s diagnostic status. There was no difference between PFC and Indirect

Coping (IDC) scores for mothers of ADHD children, between EFC and IDC scores
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of mothers of Comparison group. According to these results both groups use Problem
Focused Coping more frequently than emotion-focused coping. However, while
mothers of ADHD children use IDC more frequently than EFC, mothers of
Comparison children used both coping styles equally.

It is difficult to compare these results with literature because the association
between coping ways and ADHD symptoms is not frequently studied. The existing
studies reveal that the family contacts which may have importance on determining
one’s perceived coping resources of ADHD children’s parents were not much
extended and helpful (Cunningham, Benness, & Siegel, 1988). In normal conditions,
having restricted family contacts may cause a person to give up expecting help from
environment. However, as mentioned before because of their increased parenting
stress, mothers of children with ADHD may more often experience parental
helplessness (Barkley, 1990), therefore, may be dissatisfied with their own coping
skills. Hence, after using all their own resources, these parents may call help from
environment more frequently than staying passive. Thus, when we consider this
explanation the results revealing that "all mothers use PFC more frequently than the
two other coping styles and while mothers of ADHD children use IDC more
frequently than EFC, mothers of Comparison children used both coping styles
equally" seems reasonable. This is also consistent with the study of Podolski and
Nigg (2001), which revealed that a higher level of maternal distress was associated

with use of community resources.
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4.4. THE MAIN ANALAYSIS

Hierarchical regression analyses were performed in order to examine the
associated factors with the sub measures of the CARSS Subscales: symptoms of
Attention Deficit and Hyperactivity Disorder, Oppositional Defiant Disorder, and
Conduct Disorder. For all of these regression analyses, sex, age of the child,
additional diagnosis, sibling order, age of the mother, incomes were entered in the
first block hierarchically in order to control for the variance accounted for by the
possible significant control variables. Group variable was added to the first block
only for the regression analyses conducted for the whole group.

In the second block, the measures of the study were entered into the equation
again hierarchically, which were total Anxiety and total Depression symptom scores,
Positive and Negative Affect scores, scores of Turkish Big Five and Ways of Coping.

These analyses will frequently be explained in the frame of fit model, which
suggests interpreting the child temperament with some aspect of the rearing
environment. The expectation in fit model is not to predict ADHD and non — ADHD
groups from the difference in their parent personality traits, rather, it is to predict
ADHD from the interaction between parent personality and child diagnostic criteria
(Nigg & Hinshaw, 1998). For example, high Anxiety symptoms or low Extraversion
may be observed in parents of many children but may increase the risk of exhibiting
behavioral disturbances (i.e., Oppositional Defiant Disorder and Conduct Disorder)
for ADHD children. Results of Nigg and Hinshaw (1998) supported this model by
indicating no group differences for mother’s Neuroticism but indicating larger

predictive role of it on antisocial behaviors for children with ADHD. Similarly
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Pekcanlar et. al. (1999) also revealed that they have not encountered problems in

family functions of ADHD children.

Associated Factors of ADHD Symptoms

The associated factors of ADHD symptoms in the total group were
having ADHD diagnosis, low Conscientiousness, low Openness, and high Anxiety
symptom scores of the mother. For the ADHD group the only associated factor of
ADHD symptoms was Negative Affect scores of the mothers, whereas for the
Comparison group the associated factors were low Income and low
Conscientiousness. These findings are partially consistent with literature. Relevant
studies in literature indicate that Negative Affect is associated with Depression
(Watson, Clark, & Harkness, 1994), and this association is shown to be stronger
among the relatives of ADHD children (Faraone, Biederman, Keenan, & Tsuang,
1991). Consistently, the literature shows that parental distress is closely related to
ADHD symptoms of the child (Nigg & Hinshaw, 1998). Parental distress may be
associated to child ADHD through two ways; it may increase the ADHD symptoms
of the child or it may stem from the diagnostic status of the child and higher
symptoms of ADHD.

Negative Affect may cause the mother to be unpredictable which may bring
out child Anxiety that has overlapping symptoms with ADHD. It’s also shown that
parents of ADHD children have low parental self-esteem and high distress (Mash &
Johnson, 1983). Thus it can be concluded that children with ADHD may be
decreasing the self esteem and increasing the Negative Affect of the mother. People

with Negative Affect are also known to have a negative view (Gen¢oz, 2000). Thus it
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can also be concluded that mothers of ADHD children may have rated the symptoms
of their children as being more severe than they actually are.

The difference between predictors of ADHD and Comparison groups seems
to be consistent with literature when evaluated in the frame of fit and vulnerability
models. In accordance with diathesis — stress (vulnerability) model, normal children
may cope with their mothers’ Negative Affect and adapt her behaviors better, while
ADHD children are vulnerable and have difficulty in coping with it.

In the Comparison group, low income was associated with ADHD symptom:s.
This is particularly consistent with literature. Low income is associated with child
pathologies (Pace & Mulins, 1999). The prevalence of ADHD is higher in low-
income populations (Barkley, 1990). There are different possible reasons of this
association. It may cause parental distress, inadequate feeding, and stimulus
deprivation. It may also cause distress on parents and both parental distress
(Anastapaulos, Guevremont, Shelton, & Dupaul, 1992) and poor environmental

factors are shown to be related with symptom scores of ADHD (Oktem, 1993).

Associated Factors of ODD Symptoms

Among the whole group, ODD was predicted by child’s ADHD diagnosis
and higher Depression symptom scores of the mother. In ADHD group, ODD
symptom scores of children were predicted by high Depression and Anxiety
symptom scores, low Extraversion scores of mothers and in the Comparison group,
only by low Conscientiousness score of mothers. The results revealing that ODD

symptoms were associated with mothers’ scores of low Extraversion, high
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Depression and Anxiety symptoms only in ADHD diagnosed group, is partly
consistent with literature.

The association between ODD symptom scores of ADHD children and
Depression and Anxiety symptom scores of their mothers may be due to possible
common genetic liability (Faraone, Keenan, & Tsuang, 1991), poor interaction
between ADHD child and depressive or anxious mother which may result in
maladaptive learning experiences (Garber, Robinson, & Valentiner, 2000), or
increase in managing difficulty, all of which were shown to be associated with
comorbid ODD symptoms.

Severity of behavior disturbances is associated with environmental factors
including parental stress (Mash & Johnston, 1983a; Biederman et. al., 1995;
McClearly & Ridley, 1999). Researchers indicated that as ODD accompanies
ADHD, parental distress scores increases (Nigg & Hinshaw, 1998). Parents of
ADHD + ODD children are shown to have higher distress as compared to parents of
children only with ADHD and normal groups (Johnston, 1996; Podolski & Nigg,
2001). Nigg and Hinshaw (1998) found that relatives of probands of children with
ADHD and ODD were more neurotic than the relatives of children only with ADHD.
This may result in poor interaction between mother and child, which may cause
inadequacy in parenting or misleading the child who is already vulnerable.
Consistently, in the present study it was found that parents of ADHD children had

higher Depression scores than parents of the Comparison group.
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The Assocition Between Extraversion and Both of Two Behavioral Disturbances
(ODD/ CD).

Extraversion is the domain, which measures the quantity and intensity of
relationships, energy level, positive emotionality, excitement seeking (DeNeve &
Cooper, 1998), and the level of a person’s sociability and assertiveness (Ebert,
Tucker, & Roth, 2002). Behavioral disorders are characterized by antisocial attitudes,
aggressive and harmful behaviors towards people and animals, having frequent
arguments with other people, destructing property, deceitfulness and theft, and
serious violations of rules. Even, the definitions of Extraversion and behavioral
disorders seem strongly contrasting to each other. It is difficult to imagine a person
who shows aggression to people and destructs property, to be sociable at the same
time. Parallel with this, we may expect to observe low Extraversion attitudes in
someone who has behavioral problems.

Results of the present study revealed that low Extraversion scores of mothers
of ADHD group, associated with both higher ODD and CD scores. Studies in
literature indicate either positive correlation with Extraversion and ADHD (White,
1999) or no correlation (e.g., Nigg & Hinshaw, 1998). Only a few studies reported
negative correlations between some characteristics of Extraversion (such as
sociability) and ADHD (Nigg, et. al., 2002). The main reason underlying these
contrasting findings is the difference of the measures used in the studies which
include impulsivity (which is also observed in CD) facet consisting of sensation
seeking and disinhibition domains while others excluded this facet. A more detailed
discussion of this issue exists under the title of ‘Extraversion — ADHD’ in Chapter 1.

The findings of the present study revealing negative correlations between
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Extraversion scores of mothers and behavioral disturbances symptom scores (i.e.,
ODD and CD) of ADHD children are particularly consistent with more recent
studies, indicating negative correlations between social skills of extravert people and
ADHD (Costa & McCrae, 1995, Nigg et. al., 2002). Considering the association of
Extraversion with social skills we may state two possible explanations for the
relevant results of this study:

1- Considering the fit model, we may argue that ADHD children already have
some social skill problems, so they need more modeling and better guiding to
prevent the development of symptoms of behavioral disturbances. Supporting this,
the positive emotion facet scale of Extraversion (in Neo-PI-R) is associated with the
item ‘perceptive of interpersonal cues’ in California Q Set (Costa & McCrae, 1995).
Normally developing children may obtain cues related to social skills from
environment. In accordance with the fit model, we may conclude that this may stem
from the adaptability and tolerance of normal children to their mothers’ low
Extraversion. A child without an ADHD diagnosis may learn social skills through
many ways like modeling father or other significant people, observing the
surrounding, even if s/he has an introvert mother. Whereas ADHD diagnosed
children may be more vulnerable and be adversely affected by poor social skills of
their mothers by means of poor modeling or poor relationship it causes. Thus
parental difficulty on these skills may increase the behavioral disturbance symptoms
of the child with ADHD.

2- Children with ADHD argue with others and give harm to environment. As
Podolski and Nigg (2001) state, parents of these children may experience social

withdrawal because of the socially disapproved behaviors of their children.
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Another factor causing that the association of low Extraversion and
behavioral disturbances may stem from shared etiology; both low Extraversion and
behavioral disturbances are shown to be associated with disinhibition (White, 1999).

A different possible explanation may be that low Extraversion may affect the
parenting styles. Extraversion includes characteristics such as warmth and empathy
(Costa & McCrae, 1995). Introvert mothers may lack these characteristics. Studies
indicated that children with CD were more likely to have Antisocial Personality
Disorder (Lahey et. al., 1988; Frick et. al., 1991) and childhood behavior problems.

Extraversion was not found to be associated with ADHD symptoms of neither
the ADHD diagnosed group nor the normal Comparison group, but it had significant
associations only when behavioral disturbances accompanied ADHD. This may
again be linked to the factors discussed above, i.e., genetic factors, increased
managing difficulties, affected parenting styles and increased compensating
difficulty of the child due to his/ her symptoms severity, or the interaction of all.

According to the ANOVA results discussed before, mothers of children with
ADHD were not different from mothers of Comparison group. In terms of these
results it may not be right to indicate that ADHD children with accompanying ODD/
CD symptoms had mothers scoring low on Extraversion but it can be concluded that
ADHD children are more vulnerable and may be affected more adversely from low

Extraversion characteristics of their mother.
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The Links Between Behavioral Disturbances and Two Characteristics of Big
Five (i.e., Agreeableness and Conscientiousness)

Among the Comparison group, consistent with the relevant studies in
literature (i.e., Nigg & Hinshaw, 1998), low mother Ageeableness and
Conscientiousness were associated with behavioral disturbances of children. Nigg
and Hinshaw (1998) argued that low Agreeableness and low Conscientiousness
could be expected to predict the comorbid behavioral disturbances of children who
had ADHD diagnosis. In the present study these qualities of the mothers were
specific to the Comparison Group. A possible reason for this difference between
these studies may stem from the sample and method differences. In the present study
there were only two groups, ADHD diagnosed and normal Comparison groups, and
only a scale measuring ODD/ CD symptoms. In the studies of Nigg and Hinshaw
(1998) there were also groups consisted of subjects with ODD/ CD diagnosis, whose
overt antisocial behaviors were observed from the sidelines of the classroom and
playground. Results may differ between ADHD diagnosed children with comorbid
ODD/ CD diagnosis and ADHD diagnosed children with comorbid ODD/ CD
symptom scores and also between the data obtained from only reports of mothers and

data supported by professional observation.

Associated Factors of CD for Whole and Comparison Groups

Among the whole group, CD was associated with low Income, low
Agreeableness, and low Extraversion scores, whereas for the Comparison group low
Agreeableness scores, high Positive Affect, and low Openness scores were

associated with symptoms of CD. Agreeable people are known to have high
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relationship quality, known to be tender minded and, to be good on interpersonal
relations (DeNeve & Cooper, 1998; Ebert, Tucker & Roth, 2002), however, as
mentioned before, CD people are not good in social skills. Therefore, these
dimensions also seem to be contrasting to each other.

When the association between parental personality and CD symptoms in the
child is considered, it may be concluded that a disagreeable mother will experience
difficulty in having a good interaction with her child is considered, being a good
model to him/ her for social skills. The low empathy, low trust dimensions of low
Agreeableness is linked to personality disorders (Watson, Clark, & Harkness, 1994).
Consistent with this, parental hostility, which is shown to be associated with low
Agreeableness of the parent, is reported to be positively correlated with the
behavioral disturbances of the child (Patterson & Dishion, 1988).

While having low Extraversion may result in not being a good model, having
low Agreeableness, which is related with hostility (Costa & McCrae, 1995) may also
result in being a bad model. Consistently with fit and vulnerability models, having a
disagreeable mother may be evaluated as a more difficult and challenging factor.

Depending on the restricted relevant literature, one could expect that CD
symptoms comorbid with ADHD diagnosis would also be predicted by low
Agreeableness (Nigg et. al. 2002; Nigg & Hinshaw, 1998). However, the results did
not indicate so. This may stem from several reasons. CD is frequently linked to
genetic factors (e.g., Frick, Lahey, Christ, & Green, 1991). If the association between
CD symptom scores and Extraversion arises from common genetic factors, it may be
possible that CD symptom score of ADHD children is not affected from

environmental factors.
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It may also stem from the possible differences in socialization process
between ADHD and developmentally normal children. In order to learn the rights
and the wrongs, all children need to be bounded by their parents (McKenzie,2000).
ADHD children, especially ones with comorbid behavioral disturbances may need
these limitations more than the ‘healthy’ children. A mother scoring low on
Agreeableness and Openness may also be restrictive. These characteristics of the
mother may be disturbing for normal controls but they may be preventing factors
from existence or increasing behavioral disturbances for ADHD diagnosed children.
A similar explanation may be made for the positive correlation between Positive
Affect and CD symptoms of Comparison children. A very happy and carefree mother
may have flexible discipline and this may result in behavioral problems of child.

This view is consistent with the results of the present study revealing that low
Openness of the mother was associated with CD symptoms of non-diagnosed
children. To my knowledge, there is not much study relevant to the association
between Openness and CD symptom scores. Another reason of the association
between low Openness of the mother and CD symptoms of the children lies in the
definition of Openness. Openness refers to the curiosity, originality of a person and
how much a person is interested, inventive, and imaginative. Depending on this
definition, we may suggest a possible explanation for the results of the present study.
Mothers scoring low on Openness may be too strict and/or too refusal to child’s
original inventive ideas and behaviors and that may lead a mother who is vulnerable
(because of the stress of raising a child with ADHD) to experience low parenting
effectiveness (O’Leary, 1995) and, inturn, may lead to aggressive and antisocial

behaviors of children.
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CD was the only dimension, on which the symptom scores were not
associated with the ‘group’ variable, among the whole group. This result indicated
that the existence of CD symptoms was not associated with the diagnostic status of
the child. Hence this result does not support the findings indicating that children with
ADHD exhibit CD symptoms more frequently than Comparison -children
(Biederman, Newcorn, & Sprich, 1991; Milberger et al., 1995). However, it seems
consistent with the study of Faraone et. al. (1997) and Taylor, (1994) both of which
revealed that ADHD alone and ADHD + CD/ APD (Anti-Social Personalitiy
Disorder) are different disorders and when compared to relatives of non-diagnosed
children or children with only ADHD, CD is more prevalent among relatives of both,
children with CD and children with ADHD+CD. It also should not be neglected that
among the whole group CD was associated with parent’s low Agreeableness,
Extraversion, and Income, either. Both low Extraversion and low Agreeableness are
shown to be associated with CD symptoms (as previously discussed), of children and
low income is associated with child pathologies (Pace & Mulins, 1999). Therefore,
when considered all together, it can also be concluded that when there are such
powerful environmental factors children -regardless of their diagnostic status- may
exhibit aggressive and antisocial behaviors.

These results altogether may be interpreted as such; the children with ADHD
are more easily affected from environmental factors and are more vulnerable. They
also have more tendency to be confused and to develop behavioral problems as a
response their mothers’ characteristics (like low Extraversion) which fit with their

diagnostic status. However, ADHD is not directly associated with CD symptoms.
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Non-diagnosed children may also develop CD symptoms against some charateristics

of their mothers and under certain environmental factors.

Associated Factors of HD

Among the whole group, having an ADHD diagnosis, and low
Conscientiousness scores predicted Hyperactivity Disorder symptom scores. The
predictors of Hyperactivity Disorder symptom scores were the being the first child,
parental low education and higher Anxiety symptom scores for only ADHD
diagnosed group, Conscientiousness for mothers of both groups.

There is no link between being the first child and Hyperactivity in literature
but parents are generally inexperienced when they are raising their first child and
may make some mistakes on him/her. They are more ready to feel distressed
following their children’s illness or different behaviors and they have a tendency to
restrict them more, to expect adult like behaviors from him/her more often than their
latter children (Yoriikoglu, 2003). Considering these features we may reach three
kinds of conclusions:

1- When the first child of a mother has an ADHD diagnosis, inexperienced
mother may experience higher distress when compared to the mothers whose second
or the latter children have ADHD diagnosis. Due to her lack of knowledge about the
normal development of a child, and higher distress stemming from the managing
difficulty she experiences, she may make more mistakes in her interaction with her

child that may result in increased Hyperactivity symptom scores.
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2- Again due to her lack of knowledge about the normal development of a
child the inexperienced mother whose first child has ADHD diagnosis may report
his/her Hyperactivity symptoms as higher than they actually are.

Another variable which is not studied much in literature regarding of it’s
association with ADHD is the education of the mother. People with ADHD are
known to have education problems and difficulty in graduating from high school
(Nigg et. al., 2002). As ADHD is shown to be frequent among the relatives of
children with ADHD (Milberger, Biederman, Faraone, Murphy, & Tsuang, 1995), it
may be possible that mothers of these children also had difficulty in continuing their
education.

Even if mothers of ADHD children do not differ on their characteristics from
mothers of normal children, it may be possible that compared to the normal child, a
child with ADHD is differently affected from the education level of the mother,
because a higher educated mother may be better in managing.

Consistent with the present study, according to the results of relevant studies,
Anxiety is also another factor associated with ADHD symptoms either in probands
or in his/her relatives (Walker, Lahey, Hynd, & Faraone, 1987). Anxiety and HD
may have some overlapping symptoms such as rigidity. The association between
Anxiety and Hyperactivity may be due to these overlapping symptoms. As parents of
children with ADHD have higher rates of childhood ADHD history (Faraone,
Biedrman, Keenan, & Tsuang, 1991), Anxiety symptom scores of the mother may be
due to her possible ADHD symptoms or the ADHD symptoms of the child may stem

from underlying Anxiety symptoms.
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Conscientiousness scores of the mother are found to be negatively associated
with Hyperactivity symptom scores of the children in both groups of mothers.
Studies reveal a high, consistent association between low Conscientiousness score of
the mother and Hyperactivity of the child (Nigg & Hinshaw, 1998; Nigg et. al.
2002). From the relevant literature, we already know that Hyperactivity symptoms
are frequently related to a disorder of executive functions, which are responsible for
organizing, planning etc. Supporting these findings, studies in literature indicated
that low Conscientiousness is associated with the same neural systems (Nigg, 2000).
Thus it can be concluded that, both HD of children and Conscientiousness score of
the mother are associated with the same kind of genetic and brain related factors.

It should also be considered that if a mother has low Conscientiousness, she
may be evaluating her child more hyperactive depending on her own deficiency in
parenting skills. On the other hand, as the symptom severity is shown to be
associated with self-esteem (McClearly & Ridley, 1999), a difficult child may
decrease the parenting self esteem of a mother and increase the parental helplessness
and may cause a mother to evaluate herself more negatively. When this association is
considered for the children with ADHD it may also stem from the coping problems
and decreased quality of interaction between a mother who has difficulty in

managing and a child who is already difficult to manage.

Associated Factors of ADD
Among the whole group, being in ADHD group, low Positive Affect, and
high Negative Affect were associated with the ADD scores. For ADHD group, the

associated factors were low PA and high NA, for normal Comparison group, the
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associated factors were low family income, low parental Conscientiousness and low
PA. To my knowledge, the association between child ADHD and parental PA or NA
was not studied before and for this reason, a comparison of findings with literature
cannot be made. The possible associations between NA and inattentive symptom
scores were discussed while discussing the predictors of ADHD. Because PA and
NA are not the opposite poles of each other but are different dimensions (Gengoz,
2000), they deserve different attention and the association of low PA can not be
described by saying ‘the same with NA’. Positive Affect is related with high energy
level. Positive Affect scores of mothers are associated with ADD symptom scores of
both groups. This may be explained by three possible factors:

1- ADD symptoms may be very tiring for mothers and the active energy level that is
indicated to be related with Positive Affect (Gengdz, 2000) of the mother decreases
as the symptomatology increases.

2- Both ADHD symptoms in the child (Milberger, Biederman, Faraone, Murphy, &
Tsuang, 1995) and low PA of the mother are associated with higher depressive
symptom scores of mothers (Watson, Clark, & Harkness, 1994). Thus Depression
may be mediating this association.

3- Low PA of the mother may be associated with a poor interaction between parent
and child.

Among the Comparison group, low family income was associated with ADD
symptom scores of the child. As stated before low income is associated with child
pathologies (Pace & Mulins, 1999). Hence this result is consistent with literature,

either.
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The Association of Conscientiousness ADHD, ODD, ADD, and HD SCORES of
Comparison Group.

When compared from the viewpoint of Conscientiousness, as mentioned
before Conscientiousness is the trait which seems be the most related one to parenting
skills. Nigg and Hinshaw (1998) have stated that individuals who lack this trait have
difficulty in organizing their home and managing their children. The normal group
may exhibit ADHD related problems - though they do not have the diagnosis — because
of interactions and leading problem of the mother. Consistently with this view, Costa
and McCrae (1995) indicated that Conscientiousness had significant negative
correlations with California Q Set items such as low consistency and dependability
(which may make the mother more unpredictable), high deceitfulness (which is also a
characteristic of CD symptoms and which may cause bad modeling), and low
manipulativeness (which may bring out increased managing difficulty). A second
reason may be the wrong evaluation of the mother. Due to the managing difficulty she
experiences with her child, a mother scoring low on Conscientiousness may perceive
the ADHD symptoms of the child higher than the real level of it.

On the other hand, depending on the same reason low Conscientiousness of
the mother would be expected to be related with these symptoms of ADHD children
as well. However results did not reveal so. In fact the results are consistent with fit
model (Nigg & Hinshaw, 1998) that while symptom severity of, for example, ADHD
is related even with NA of the mother, the ADHD of normal control group is
associated with a broader personality domain (i.e., Conscientiousness) of the mother.

Literature shows that mothers of ADHD children tend to perceive their

parenting skills lower (Mash & Johnson, 1983). Therefore it may be thought that
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regardless of the symptom severity of their children, mothers of ADHD children may
have evaluated their Conscientiousness low. This may be the reason underlying the
results indicating that Conscientiousness is associated with ADHD, ODD, ADD, and
HD symptoms of Comparison children but not of ADHD children.

None of the coping styles predicted the subscales of CARSS in any of the
groups; ADHD Group, Comparison Group, Total Group. The literature about the
child ADHD and parent coping is very restricted and the existing studies have used
different questionnaires and because they found different coping factors these studies
also revealed results about different coping styles. Parker, Endler, and Bagby (1993)
state that researchers studying with Ways of Coping Scale should conduct factor
analysis on their own samples. To make a comment about the association of parent

coping and ADHD needs further investigation.

4.5. Limitations of the Study

There are several limitations of the present study. The first one
concerns the generalization of the results. Since the study undertook an investigation
of the association between mother characteristics and ADHD and comorbid
symptoms of children diagnosed by Child Mental Health Department of Hacettepe
University and by IMGE Child Mental Health Center and children receiving
education from Nebahat Keskin Elemantary School, the results cannot be generalized
to all children and their parents. What is more, because the findings of the present
study are correlational in nature, caution must be exercised in drawing causal

conclusions.
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The findings of the present study may have some assessment problems. In
order to measure the personality, Big Five Inventory was translated to Turkish.
However, because of the limited time there was no chance of studying the test-retest
reliability of it. Thus, compared to the other measures of the study TBFI had the
highest rate of being misunderstood. Mother characteristics were measured only by
self-reports and child symptoms were measured by mothers’ reports. It would have a
valuable contribution if mother characteristics were also assessed by spouse reports

and if father and teacher ratings for ADHD symptoms of child were used.

4..6. Therapeutic Implications

According to the estimates of American Psychiatry Association (1994), 3 —
5% of the school age children suffer from ADHD. ADHD is reported to be the most
frequent reason of the referral to the child health services (Barkley, 1996). According
to results of some studies 80% of the children having ADHD still exhibit similar
symptoms in adolescence, a period of particular stress and impairment (Weiss &
Murray, 2003). Oktem (1996) has reported that the estimated prevalence of ADHD
among adults is 2%.

Childhood ADHD is shown to be associated with poor adult psychosocial life
conditions (Dalteg, Lindgren, & Levander, 1999). Some of the ways that adults
manifest their symptoms are adjustment and employment problems, relationship
difficulties, car accidents and other psychiatric complications (Manuzza & Klein,
1999). It is suggested that even the individuals who do not carry on a diagnosable
ADHD to adulthood, manifest subtreshold problems like inattention, impulsivity,

mood disorders, and other adaptation or health problems (Nigg, John, Blaskey,
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Pullock, & Willcut, 2002). ADHD is shown to be a great risk factor for other
psychopathological symptoms such as antisocial disorder and criminal acts (Levin et.
al., 1998).

In this regard it seems important to understand the factors playing role on the
manifestation of ADHD. The results of the present study indicate that affective state
of the mother has a role on predicting the comorbid ODD symptoms of the child with
ADHD and that low Extraversion of mother is associated with both ODD and CD
symptoms of the child with ADHD. In addition to this the results of the present study
support the findings indicating that Conscientiousness of the mother was associated
with parenting skills. Consequently, it may be useful to refer a mother with Negative
Affect to individual therapy, the mother with low Extraversion to programs
increasing social skills for herself and her child, the mother with low
Conscientiousness to parenting education programs.

Thus based on the results of the present study it can be concluded that in
order to understand the ADHD and comorbid symptoms of the child it seems

important to take the mother characteristics and affective state in consideration.

4.7. Suggestions for Future Research

This study investigated the association between ADHD, comorbid symptoms
and mother characteristics. Future research dealing with ADHD may include father
characteristics as well. This would enhance our understanding of ADHD and
comorbid symptoms. Since the self-reports may be biased future researches may be

conducted using both self and spouse reports.



122

In this study there were only two groups; ADHD diagnosed children and non-
diagnosed children. Future research including two more groups as ODD and CD
diagnosed children is needed to gain a better understanding of the predictive role of
parent characteristics on the prognosis of ADHD and the existence of comorbid
disorders.

In order to assess the symptom severity of children, it would be useful for
future researches to obtain ratings also from fathers and teachers. It would also have
a valuable contribution if future researches include spouse reports when assessing
parental characteristics. In order to increase our knowledge about the etiology future
researches may classifty ADHD diagnosed children such as ‘predominantly
inattentive, predominantly hyperactive, and combined’ and investigate group
differences between these three groups of children on maternal characteristics. In
addition, longitudinal studies may also enhance our knowledge about the factors
affecting the prognosis of ADHD. Thus future studies are needed to clarify further

and expand findings of the study.
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APPENDICES

APPENDIX A
DEMOGRAPHIC INFORMATION SHEET
(DEMOGRAFIK BILGI FORMU)

Bu arastirma c¢ocuklarin ve annelerin duygu, diisiince ve tutumlarini incelemek amaciyla
yapilmaktadir. Bu amagla ¢esitli gruplarda toplanan sorular1 cevaplamaniz istenmektedir. Bu sorularin
dogru ya da yanlis cevaplanmasi s6z konusu degildir. Onemli olan samimi diisiincelerinizi agiklikla
belirtmenizdir. Liitfen size verilen formlardaki agiklamalar1 dikkatlice okuyunuz ve size en uygun
gelen secenegi isaretleyiniz. Liitfen sorular1 eksiksiz cevaplaymiz. Burada vereceginiz tim bilgiler
sadece arastirma amagli kullanilacak ve kesinlikle gizli tutulacaktir. Zaman ayirdiginiz ve ¢alismaya
katkida bulundugunuz igin tesekkiir ederim.

Psikolog S.Giilin Eving

Ortadogu Teknik Universitesi
Psikoloji Boliimii

COCUGUNUZLA ILGILI BILGILER:
Degerlendirilen cocugunuzun,

Adi, Soyadt:

Cinsiyeti:

Dogum tarihi:

Bugiiniin tarihi:

Degerlendirilen ¢ocugunuz dahil tiim ¢ocuklarmizin yas ve cinsiyeti?

1. Yas: Cinsiyet: 2. Yas: Cinsiyet: 3. Yas: Cinsiyet:
4. Yas: Cinsiyet: 5. Yas: Cinsiyet: 6. Yas: Cinsiyet:

Degerlendirilen cocugunuz kaginci?
Degerlendirdiginiz ¢ocugunuzun son karnesinde toplam kag ders vardi?

Degerlendirdiginiz ¢ocugunuzun son karnesindeki dersleri ve bu derslerden aldig1 notlar1 yaziniz.

Ders Cocugunuzun aldig1 not

1-
2-
3-
4-
5-
6-
7-
8-
9-
10-
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SiZINLE iLGIiLi BILGILER:

1- Adiniz, Soyadiniz: 3- Mesleginiz:
2- Yasiniz:
4- Egitim durumunuz: 5-Medeni durumunuz?
Q Okur yazar degil Evli:
Q Okur yazar Bekar:
O ilkokul mezunu Bosanmis:
Q Ortaokul mezunu Dul:
Q Lise mezunu
QO  Yiiksek okul/ Universite mezunu
Q Diger ( belirtiniz )......ccccceeeeveneenee.

6- Ailenizin aylik ortalama geliri:
7- Su anda evliyseniz bu kagimci evliliginiz?

8- Evliyseniz, su anda degerlendirdiginiz ¢cocugunuzun babastyla mi evlisiniz?
Q Evet
Q Hayrr

9- Degerlendirdiginiz ¢ocugunuz kiminle yasiyor?

10- Su anda degerlendirdiginiz ¢cocugunuzun babastyla evli degilseniz; ¢ocugunuz ne siklikta sizde, ne
siklikta babasinda kaltyor?

Hicbir zaman bende kalmaz

Hicbir zaman babasinda kalmaz

Haftada bir giin bende kalir

Haftada bir giin babasinda kalir

Hafta i¢i her giin bende, hafta sonlar1 babasinda kalir.
Hafta i¢i her giin babasinda, hafta sonlar1 bende kalir.
Her zaman bende kalir

Her zaman babasinda kalir

Diger (belirtiniz).......cccoevevererenieieiene e

Iy

11- Cocugunuzun babasinin ya da sizin bagka eslerden ¢ocuklariniz var mi?

Q Evet
Q Hayrr

12- 11. soruya cevabiniz evet ise yas ve cinsiyetlerini yaziniz.

Sizin ¢ocuklarmizin, Babasinin ¢ocuklarimnin,
Yasi Cinsiyeti Yast Cinsiyeti
1- 1-
2- 2-
3- 3-

4- 4-
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APPENDIX B
BECK DEPRESSION INVENTORY
(BECK DEPRESYON ENVANTERI)

Asagida, kisilerin ruh durumlarini ifade ederken kullandiklari bazi ciimleler verilmistir. Her
madde, bir gesit ruh durumunu anlatmaktadir. Her maddede o duygu durumunun derecesini belirleyen
4 secenek vardir. Liitfen bu secenekleri dikkatlice okuyunuz. Son bir hafta icindeki ( su an dahil )
kendi duygu durumunuzu g6z oniinde bulundurarak , size uygun olan ifadeyi bulunuz. Daha sonra, o
madde numarasinin karsisinda, size uygun ifadeye karsilik gelen segenegi bulup isaretleyiniz.

1- A) Kendimi {izgiin hissetmiyorum.
B) Kendimi iizgiin hissediyorum.
C) Her zaman igin tizgliniim ve kendimi bu duygudan kurtaramiyorum.
D) Oylesine iizgiin ve mutsuzum ki dayanamiyorum.

2- A) Gelecekten umutsuz degilim.
B) Gelecege biraz umutsuz bakiyorum.
C) Gelecekten bekledigim higbir sey yok.

3- A) Kendimi basarisiz gérmiiyorum.
B) Cevremdeki bir ¢ok kisiden daha fazla basarisizliklarim oldu say1lir.
C) Geriye dontip baktigimda ¢ok fazla basarisizligimin oldugunu goérityorum.
D) Kendimi tiimiiyle basarisiz bir insan olarak gérityorum.

4- A) Her seyden eskisi kadar zevk alabiliyorum.
B) Her seyden eskisi kadar zevk alamiyorum.
C) Artik higbir seyden zevk alamiyorum.
D) Bana zevk veren higbir sey yok. Her sey ¢ok sikict.

5- A) Kendimi suglu hissetmiyorum.
B) Arada bir kendimi su¢lu hissettigim oluyor.
C) Kendimi ¢ogunlukla suglu hissediyorum.
D) Kendimi her an i¢in suglu hissediyorum.

6- A) Cezalandirildigimi diistinmiiyorum.
B) Bazi seyler i¢in cezalandirilabilecegimi hissediyorum.
C) Cezalandirilmay1 bekliyorum.
D)Cezalandirildigimi hissediyorum.

7- A) Kendimden hosnudum.
B) Kendimden pek hosnut degilim.
C) Kendimden hig¢ hoglanmiyorum.
D) Kendimden nefret ediyorum.

8- A) Kendimi diger insanlardan daha kétii gormiiyorum.
B) Kendimi, zayifliklarim ve hatalarim i¢in elestiriyorum.
C) Kendimi hatalarim i¢in her zaman sugluyorum.
D) Her kotii olayda kendimi sugluyorum.

9- A) Kendimi oldiirmek gibi diisiincelerim yok.
B) Bazen kendimi 6ldiirmeyi diistiniiyorum fakat bunu yapamam.
C) Kendimi oldiirebilmeyi isterdim.
D) Bir firsatini bulursam kendimi 6ldiirtirdiim.

10- A) Her zamankinden daha fazla agladigimi sanmiyorum.
B) Eskisine gore su siralar daha fazla agliyorum.
C) Su siralar her an agliyorum.
D) Eskiden aglayabilirdim ama su siralar istesem de aglayamiyorum.



11-

12-

13-

14-

15

16

A) Her zamankinden daha sinirli degilim.

B) Her zamankinden daha kolayca sinirleniyor ve kiziyorum.
C) Cogu zaman sinirliyim.

D) Eskiden sinirlendigim seylere bile artik sinirlenemiyorum.

A) Diger insanlara 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 kolay ve rahat verebiliyorum.
B) Su siralarda kararlarimi vermeyi erteliyorum.

C) Kararlarim1 vermekte oldukga giigliik cekiyorum.

D) Artik hi¢ karar veremiyorum.

A) Dis goriiniisiimiin eskisinden daha koétii oldugunu sanmiyorum.

B) Yaslandigimi ve gekiciligimi kaybettigimi diistiniiyor ve iiziilityorum.

C) Dis goriintistimde artik degistirilmesi miimkiin olmayan olumsuz degisiklikler
oldugunu hissediyorum.

D) Cok ¢irkin oldugumu diigiiniiyorum.

A) Eskisi kadar iyi ¢alisabiliyorum.

B) Bir ise baslamam icin kendimi daha fazla zorlamam gerekiyor.
C) Hangi is olursa olsun, yapabilmek i¢in kendimi ¢ok zorluyorum.
D) Higbir is yapamiyorum.

A) Eskisi kadar rahat uyuyabiliyorum.

B) Su siralar eskisi kadar rahat uyuyamiyorum.

C) Eskisine goére bir veya iki saat erken uyantyor ve tekrar uyumakta zorluk
¢ekiyorum.

D) Eskisine gore ¢ok erken uyantyor ve tekrar uyuyamiyorum.

A) Eskisine kiyasla daha ¢abuk yoruldugumu sanmiyorum.
B) Eskisinden daha ¢abuk yoruluyorum.

C) Su siralarda her sey beni yoruyor.

D) Oyle yorgunum ki higbir sey yapamiyorum.

A) Istahim eskisinden pek farkli degil.
B) Istahim eskisi kadar iyi degil.

C) Su sirlarda istahim epey kotii.

D) Artik hi¢ istahim yok.

A) Son zamanlarda pek fazla kilo kaybettigimi sanmiyorum.

B) Son zamanlarda istemedigim halde ti¢ kilodan fazla kaybettim.
C) Son zamanlarda bes kilodan fazla kaybettim.

D) Son zamanlarda yedi kilodan fazla kaybettim.

- Daha az yiyerek kilo kaybetmeye ¢alistyorum. EVET () HAYIR () —

20-

21-

A) Son zamanlarda cinsel yasantimda dikkatimi ¢eken bir sey yok.
B) Eskisine gore cinsel konularla daha az ilgileniyorum.

C) Su siralarda cinsellikle pek ilgili degilim.

D) Artik, cinsellikle hicbir ilgim kalmadi.

A) Saglhigim beni pek endiselendirmiyor.
B) Son zamanlarda agr1, s1z1, mide bozuklugu, kabizlik gibi sorunlarim var.
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C) Agri, s1z1 gibi sikintilarim beni epey endiselendirdigi i¢in baska seyleri diisiinmek zor

geliyor.
D) Bu tiir sikintilar beni 6ylesine endiselendiriyor ki , artik bagka bir sey
diistinemiyorum.
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APPENDIX C
BECK ANXIETY INVENTORY
(BECK KAYGI ENVANTERI)

Asagida insanlarin kaygili ya da endiseli olduklar1 zaman da yasadiklar1 bazi belirtiler verilmistir.
Liutfen her maddeyi dikkatle okuyunuz. Daha sonra her maddedeki belirtinin (bugiin dahil) son
bir haftadir sizi ne kadar rahatsiz ettigini asagidaki 6lcekten yararlanarak maddelerin yanindaki cevabi
yuvarlak icine alarak belirleyiniz.

0. Hi¢ 1. Hafif derecede 2. Orta derecede 3. Ciddi derecede Sizi ne kadar rahatsiz etti

1) Bedeninizin herhangi bir yerinde uyusma

veya karincalanma

2) Sicak ates basmalari

3) Bacaklarda halsizlik titreme

4) Gevseyememe

5) Cok kétii seyler olacak korkusu

6) Bas donmesi veya sersemlik

7) Kalp ¢arpintisi

8) Dengeyi kaybetme duygusu

9) Dehsete kapilma
10) Sinirlilik

11) Boguluyormus gibi olma duygusu

12) _Ellerde titreme
13) _Titreklik

14) Kontrolii kaybetme korkusu

15) Nefes almada giicliik
16) _Oliim korkusu

17) Korkuya kapilma
18) Midede hazimsizlik ya da rahatsizlik hissi
19) Baygmlik

20) _Yiiziin kizarmasi

21) Terleme

(= (=l (e A N (= =l o2 = = (= (= A (-2 =R (=l R (R (o (o A (= (=2 (=)
f—

NN N NN NN NN NN NN NN NN NN NN
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APPENDIX D
POSITIVE AND NEGATIVE AFFECT SCALE
(POZITIF VE NEGATIF DUYGULANIM OLCEGI)

Bu 6lgek farkli duygular1 tanimlayan bir takim sozciikler igermektedir. Gegtigimiz hafta nasil
hissettiginizi diisiiniip her maddeyi okuyun. Uygun cevabi her maddenin yaninda ayrilan yere
(puanlar1 daire icine alarak) isaretleyin. Cevaplarinizi verirken asagidaki puanlari kullanim.

1. Cok az veya hig
2. Biraz
3. Ortalama
4. Olduke¢a
5. Cok fazla
1. Mlgili__ 1 2 3 4 5
2. Sikintilt 1 2 3 4 5
3. Heyecanl 1 2 3 4 5
4. Mutsuz 1 2 3 4 5
5. Guglii 1 2 3 4 5
6. Suglu 1 2 3 4 5
7. Urkmiis 1 2 3 4 5
8. Diismanca 1 2 3 4 5
9. Hevesli 1 2 3 4 5
10. Gururlu 1 2 3 4 5
11. Asabi 1 2 3 4 5
12. Uyanik 1 2 3 4 5
13. Utanmig 1 2 3 4 5
14. [Thamli 1 2 3 4 5
(yaratic1 diistincelerle dolu)
15. Sinirli 1 2 3 4 5
16. Kararli 1 2 3 4 5
17. Dikkatli 1 2 3 4 5
18. Tedirgin 1 2 3 4 5
19. Aktif 1 2 3 4 5
20. Korkmusg 1 2 3 4 5
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WAYS OF COPING INVENTORY
(BASETME YOLLARI OLCEGI)
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Bir geng olarak cesitli sorunlarla karsilasiyor ve bu sorunlarla basa gikabilmek icin cesitli
duygu, diisiince ve davraniglardan yararlaniyor olabilirsiniz.

Sizden istenilen karsilastiginiz sorunlarla basa gikabilmek i¢in neler yaptiginizi g6z niinde
bulundurarak, asagidaki maddeleri cevap kagidi tizerinde isaretlemenizdir. Liitfen her bir maddeyi
dikkatle okuyunuz ve cevap formu iizerindeki ayn1t maddeye ait cevap siklarindan birini daire i¢ine
alarak cevabinizi belirtiniz. Baglamadan once 6rnek maddeyi incelemeniz yararli olacaktir.

ORNEK:

Hig Pek
uygun  uygun oldukca  ¢cok
degil degil u uygun uygun
Madde 4. Tyimser olmaya ¢alisirim. | PO 2.0, @1 ........... 4o,
Hig Pek
uygun  uygun oldukca ¢ok
degil degil uygun uygun  uygun
1. Aklimi kurcalayan seylerden kurtulmak
icin degisik islerle ugrasirmm..................ocooeiiiini | DU 2 3 4o 5
2. Bir sikintim oldugunu kimsenin
bilmesini istemem .............ccoiiiiiiiiiiii | DU 2t 3 4o 5
3. Bir mucize olmasini beklerim....................ooievnne. | U 2t B 4o 5
4. lyimser olmaya ¢aligIrim..............ocoveineiniiniinnnnin, | P 2 i 4o 5
5. “ Bunu da atlatirsam sirtim yere gelmez ”
diye dlisinlirlim............cooeviiiiiiiiiii e | P 2 i 4o 5
6. Cevremdeki insanlardan problemi ¢ozmede
bana yardimci olmalarini beklerim.......................... | BTN 2, 3 S, 5
7. Bazi seyleri bitylitmemeye tizerinde
durmamaya ¢aliSIrm..........covuviiiiiiiinieeeiienanns | DT 2 3. 4o 5
8. Sakin kafayla diistinmeye ve
ofkelenmemeye ¢aliSIrim...........ooevvviieiiniiiinninnnn. | PO 2t 3 4o 5
9. Bu sikintili donem bir an 6nce gegsin isterim............... | B 2 3 4o 5
10. Olayin degerlendirmesini yaparak
en iyi karar1 vermeye ¢aligirim. ............c.ooeveininnnen. | BT 2, 3 S 5
11. Konuyla ilgili olarak bagkalarinin
ne diistindiigiinii anlamaya ¢aligirim........................ | P 2 i 4o 5
12. Problemin kendiliginden
hallolacagna inanirim.............c.ccovvieiineninenn... | U 2 3 4o 5
13. Ne olursa olsun kendimde direnme ve
miicadele etme giicii hissederim............................ | OO 2 3 4o 5
14. Bagkalarinin rahatlamama yardimci
olmalarint beklerim...............coooiiiiiiiiniinn . | TR 2t 3 4o 5
15. Kendime kars1 hosgoriilii olmaya ¢aligirim.................. | P 2 i 4o 5
16. Olanlar1 unutmaya ¢aliSIrim. .........oevvveeenineniienenenen. | P 2 i 4o 5
17. Telagimi belli etmemeye ve sakin
olmaya ¢aliSIrIm........ouvviuininiiiiiiie e | B 2, 3 S 5
18. “ Basa gelen gekilir ” diye distiniirlim...................... | P 2 i 4o 5
19. Problemin ciddiyetini anlamaya calisirim................... | T 2t K T 4ol 5
20. Kendimi kapana sikigmig gibi hissederim................... | R 2, 3 4o 5
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Hig Pek
uygun  uygun olduk¢a ¢ok
degil degil uygun uygun uygun
21. Duygularimi paylastigim kisilerin bana hak vermesini
ISTETIM. oot e | DU 2 3 4o 5
22. Hayatta neyin énemli oldugunu kesfederim............... | 2 3 4o 5
23. “ Her iste bir hayir vardir ” diye diistiniirim............. | P 2 3 4o 5
24. Sikintili oldugumda her zamankinden fazla uyurum......1............ 2 B 4o 5
25. Iginde bulundugum kotii durumu kimsenin
bilmesini iStemem............coevvuieiiiiiiniiin e, | PO 2t 3 4o 5
26. Dua ederek Allah’tan yardim dilerim...................... | 2 3 R 5
27. Olay1 yavaglatmaya ve bdylece karari
ertelemeye caliIrm..........oooeiiiiiiiiiiiiii s | PP 2 3 4o 5
28. Olanla yetinmeye ¢aligIrim.............coveiviniinenenn.. | DU 2 K TN 4o 5
29. Olanlar1 kafama takip siirekli diisiinmekten
kendimi alamam................oooiiiiiiiiiii | DU 2t 3 4o 5
30. [gimde tutmaktansa paylasmayi tercih ederim............. | BT 2, 3 4.0l 5
31. Mutlaka bir yol bulabilecegime inanur,
bu yolda ugragirim..........ooveiiieiiiiiiiii e | DU 2 3 4., 5
32. Sanki bu bir sorun degilmis gibi davranirim................ | DU 2 3 4......... 5
33. Olanlardan kimseye sdz etmemeyi tercih ederim.......... | BTN 2 3 4. 5
34.“1Is olacagna varir ” diye diigtintirim..................... | DU 2, 3 4. 5
35. Neler olabilecegini diisiiniip ona gore
davranmaya ¢aliSIrm..........c.oeviinirineineeneiiienaanne | P 2 i 4o 5
36. Isin iginden gikamayinca “ elimden
birsey gelmiyor ” der, durumu oldugu
gibi kabullenirim................c.ocoiiiiiiii | PP 2 3 4o 5
37. ilk anda aklima gelen karar1 uygularmm..................... | P 2 i 4o 5
38. Ne yapacagima karar vermeden dnce
arkadaglarimn fikrini alirom.........................o | 2 3 4ol 5
39. Herseye yeniden baslayacak giicti bulurum................ | BEUOORON 2 3 4ol 5
40. Problemin ¢6ziimii i¢in adak adarim........................ | 2., 3 S 5
41. Olaylardan olumlu birsey ¢ikarmaya ¢alisirim............ | P 2 3 4o 5
42. Kirginhigimi belirtirsem kendimi
rahatlamis hissederim...................ooiiiiii i, | P 2 i 4o 5
43. Alin yazisina ve bunun degismeyecegine inanirim........ | B 2 3 4o 5
44. Soruna birkag farkli ¢oziim yolu ararmm..................... | U 2, 3 4o 5
45. Basima gelenlerin herkesin basina gelebilecek
seyler olduguna inanirim...............ccoeeieiiiiiinininn | BT 2, 3 4o 5
46. “ Olanlar1 keske degistirebilseydim ” derim............... | P 2 i 4o 5
47. Aile biiytiklerine danigmayi tercih ederim.................. | ORI 2 3 4o 5
48. Yasamla ilgili yeni bir inang gelistirmeye calisirim....... | PO 2 3 4o 5
49. « Herseye ragmen elde ettigim bir kazang vardir ”
diye diginlirim...........oooiiiiiiiiiiir e | U 2 3 4o 5
50. Gururumu koruyup giiclii gériinmeye ¢alisirim............ | 2 3 S 5
51. Bu isin kefaretini ( bedelini ) 6demeye ¢aligirim.......... | P 2 i 4o 5
52. Problemi adim adim ¢dzmeye ¢alisirim..................... | B 2, 3 S 5
53. Elimden hig birseyin gelmeyecegine inanirim............. | U 2t B 4o 5
54. Problemin ¢dziimii i¢in bir uzmana danismanin
en iyi yol olacagina inanirim..............c.oeueeeneninenn... | U 2t B 4o 5
55. Problemin ¢oziimil i¢in hocaya okunurum.................. | P 2 i 4o 5
56. Herseyin istedigim gibi olmayacagina inanirim........... | T 2, 3 4o 5
57. Bu dertten kurtulayim diye
fakir fukaraya sadaka veririm..................cccoevvinennn. | T 2, 3 4o 5
58. Ne yapilacagmi planlayip ona gore davranirim............ | U 2 B 4o 5
59. Miicadeleden vazgegerim............cccevvvvnvnneninnennnnns | 2, 3 4ol 5
60. Sorunun benden kaynaklandigini diistintirtim..................1... 230 LA .5



61. Olaylar karsisinda “ kaderim buymus ” derim............ | TR 2 K TR 4o 5
62. Sorunun ger¢ek nedenini anlayabilmek i¢in

baskalarina danisirim................cooeeiiiiiiiinn | P 2 3 4ol 5
63. “ Keske daha gii¢lii bir insan olsaydim ”

diye disiniiriim..........coooviiiiii e | DU 2 3 4o 5
64. Nazarlik takarak, muska tastyarak benzer

olaylarm olmamas1 igin 6nlemler alirm................. | 2 3 4o 5

65. Ne olup bittigini anlayabilmek icin sorunu enine

boyuna diiglintiriim. ............cooeviiii i, | PP 2 3 4o 5
66. “ Benim sugum ne ” diye diistintirim....................... | DO 2. 3 4ol 5
67. “ Allah’1n takdiri buymus ” diye kendimi

teselli ederim..........oooeiiiiiii i | U 2t K TP 4o 5

68. Temkinli olmaya ve yanlig yapmamaya caligirim......... | TR 2t K TN 4o 5
69. Bana destek olabilecek kisilerin varligini bilmek

beni rahatlatir..............cooooiiiii | DU 2t 3 4o 5
70. Coziim i¢in kendim birseyler yapmak istemem............ | U 2t K TR 4ol 5
71. “ Hep benim yiiziimden oldu ” diye diisiintirtim........... | BT 2, 3 4.0l 5
72. Mutlu olmak i¢in bagka yollar ararim....................... | 2 3 4ol 5
73. Hakkimi savunabilecegime inanirmm........................ | DU 2 3 4o 5
74. Bir kisi olarak iyi yonde degistigimi ve

olgunlastigimi hissederim................cooeiiiinnn | BTN 2, 3 4ol 5



151

APPENDIX F
TURKISH BIG FIVE INVENTORY
(TOURKCE BUYUK BESLi OLCEGI)

Asagida size uyan ya da uymayan pek cok kisilik 6zelligi bulunmaktadir. Liitfen her ifadenin yanina,
o ifadeye ne kadar katildiginizi belirten bir numara yaziniz.

Ornegin;
¢ Bagkalartyla isbirligi yapmay1 seven biri’ maddesinin basindaki ¢izgiye, bu maddeye kesinlikle
katilmiyorsaniz (1), biraz katilmiyorsaniz (2), ne katiliyorum ne katilmiyorum diyorsaniz (3), biraz

katiliyorsaniz (4), kesinlikle katiliyorsaniz (5) yaziniz.

Kesinlikle Biraz Ne katiltyorum
katilmiyorum katilmiyorum ne katilmiyorum
1 2 3

Kendimi ............ biri olarak goriiyorum.

1) Konugkan
2) Baskalarinda hata bulmaya egilimli

3) _ Bir isi titiz yapan

4)  Depresyonda, hiiziinlii

5) _ Yeni fikirler tireten, orijinal

6) _ Sosyal iliskilerinde yakinlagmaktan
kaginan

7) __Yardimsever ve digerlerine karsi
bencil olmayan

8)  Bazen dikkatsiz olabilen
9) _ Rahat ve stresle basa ¢ikabilen
10) Bir ¢ok farkli konuya merakli
11) _ Enerji dolu
12) Bagkalariyla kavga baglatan (kavgaci)
13) _ Giivenilir bir ¢aligan

14) Gergin olabilen
15) Zeki, derin diisiinen
16) Cevresine cosku yayan
17) Bagislayicy, affedici bir yapiya sahip
18) Daginik olmaya egilimli
19) Endiseli
20) Canli bir hayal giicii olan
21) Kolaylikla sessizlesebilen
22) Genellikle giivenilir

Biraz Kesinlikle
katiliyorum  katiliyorum
4 5

23) Tembellige egilimli
24) Duygusal olarak ¢abuk degismeyen,
kolay iiziilmeyen
25) Yaratici
26) Kendini kabul ettiren, giiclii bir
kisilige sahip
27) Soguk ve mesafeli olabilen

28) Bagladigi isi azimle, bitirene kadar
siirdiiren

29) Birden bire cani sikilabilen
30) Sanatsal ve estetik deneyimlere
deger veren
31) Bazen utangag¢ ve duygularmi pek
disa vurmayan
32) Hemen herkese karsi diistinceli
ve nazik
33)__Isleri etkili bir bigimde yapan
34) Gergin durumlarda
sakin kalabilen

35) Rutin igleri tercih eden

36) Cana yakin, sosyal

37) Bagskalarima kars1 bazen kaba
38) Planlar yapan ve onlara uyan
39) Kolayca gerginlesen

40) Fikir ytriiten ve fikirlerini

aciklamay1 seven
41) Az sayida sanatsal ilgisi olan
42) Bagkalariyla isbirligi
yapmay1 seven

43) Dikkati kolay dagilabilen
(Kolayca dikkati dagilabilen)
44) Sanat, miizik ve edebiyatta bilgili
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APPENDIX G

CHILDHOOD AND ADOLESCENT RATING AND SCREENING SCALE
(YIKICI DAVRANIM BOZUKLUKLARI ICIN DSM-IV’E DAYALI
TARAMA VE DEGERLENDIRME OLCEGI)

Asagidaki sorular su an degerlendirmesini yaptiZimz c¢ocugun/ gencin sik
rastlanan davranis sorunlarimin bazilarmi gézden gecirecek ve degerlendirecektir. Liitfen her
bir soruda size en uygun gelen secenegi isaretleyiniz.

_ o I.BOLUM
A. DIKKATSIZLIK

Sorun Sorunun derecesi
YOK BiRAZ FAZLA COK FAZLA

1- Dikkatini ayrintilara veremez ya da okul
odevlerinde, isinde ya da diger etkinliklerde
dikkatsizce hatalar yapar............cccceevvveeevennnnne. (| | 2 e 3

2- Uzerine aldig1 gérevlerde ya da oynadigi oyunlarda
dikkatini siirdiirmede zorluk ¢eker.................... Oueeeereeeeees | R 2 e e 3

3- Kendisine dogrudan hitap edildiginde
dinlemiyormus gibi goriiniir. .........cccoeeeeeenne. L | B 2 e 3

4- Yonergeleri gerektigi gibi izlemez ve
okul ddevlerini, ufak tefek isleri ya da
is yerindeki gérevlerini tamamlayamaz............ {1 SN | OO 2 3

5- Gorev ve etkinliklerini diizenlemekte giiglitk
geker....oooviiiiiiiiiiiincieiin D L 2l 3
6- Uzun siireli dikkat gerektiren islerden
( okul 6devi ev 6devi gibi ) kagmir, bunlardan
hoslanmaz ve bunlara kars1 isteksizdir............ Oueeeeeieee | R 2 s 3
7- Uzerine aldig1 gorev ya da etkinlikler igin
gerekli olan esyalar1 ( kalem, kitap, oyuncak,
arag- gereg gibi ) kaybeder................ccoeeee. | | 2 e 3
8- Dikkati kolayca dagilir. ........ccccceerenveenninene L1 ISR | 2o 3

9- Giinliik etkinliklerde unutkandir. ................... O | 2 3
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B- ASIRI HAREKETLILIK - DURTUSELLIK
ASIRI HAREKETLILIiK
Sorun Sorunun derecesi

YOK BIRAZ FAZLA COK FAZLA

10- Elleri ayaklar1 kipir kipirdir ya da

oturdugu yerde kipirdanir........................ L0 | D 2 e 3
11- Sinifta ya da oturmasi gereken diger
durumlarda yerinde oturamaz..................... L0 | D 2 3

12- Uygun olmayan durumlarda saga sola kosturur
ya da tirmanir ( genglerde ya da eriskinlerde
huzursuzluk ile sinirli olabilir). ................. L | EOPROPRRO 2 3

13- Sakince oyun oynamakta ya da bos zaman
etkinliklerine katilmakta giigliik ¢eker......... L0 | R 2 e 3

14- Hep hareket halindedir ya da sanki
motor takilmig gibi davranir.............c......... Oeeeeieeeee | ETPRTR 2 3

15- COK KONUSUL.....evereeeeeiereieiieieeieeiie e O, | DO 2 e 3

DURTUSELLIK
Sorun Sorunun derecesi

YOK  BiRAZ FAZLA COK FAZLA

16- Sorulan soru tamamlanmadan yanit verir.......... (| | I 2 3
17- Sirasimi beklemekte giigliik ¢eker...................... L O | DO 2 e 3

18- Bagkalarinin séziinii keser ya da
yaptiklarmnm arasina girer (baskalarimnin
konugmalar1 ya da oyunlarina
burnunu sokar)...........cooeiviiiiiiiiiininiin O L 2 3

II. BOLUM

Sorun Sorunun derecesi
YOK BIiRAZ FAZLA COKFAZLA

19- Kontroliinii kaybeder...........cccccecevenerennenne L T | TR 2 3
20- Erigkinlerle tartiSir........ccccccveeeevveecreeecveeennen. O | 2 e 3
21- Kurallara ve isteklere kars1 ¢ikar

yadareddeder............cooeviiiniiniiinicen O L 23
22- Bagkalarmn isteyerek rahatsiz eder.............. | IO | R 2t 3
23- Hatalar1 ya da yanlis davranislari igin

bagkalarini suglar.............cccoeeveevvereeieeen e (| | B 2 e 3
24-Alingandir ve bagkalar tarafindan kolayca

KIZAITIT e 0o | EOORR 2t e 3
25- Kizgin ve gliceniKtir. .......cccoeevererernennenne. L1 SR | EO 2t 3

26- Cogu zaman kincidir ve intikam
almak ister.....cooeenevenvvevininnnnniniie O L 2 3
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II1. Boliim
Sorun Sorunun derecesi

YOK BIRAZ FAZLA COK FAZLA

A. Insanlara ve hayvanlara kars: saldirganhk

27- Kabadayilik eder, tehdit eder ya da gézdagi verir........ (| | 2 e 3
28- Kavga doviis baglatir.........cceceeniverienienienienienenesceeneee (S | D 2 e 3

29- Baskalarina ciddi bigimde fiziksel
zarar vereceksilah ( sopa, tas, kirik sise,
bigak, tabanca vb.) kullanir.................coovvvneen O L 203

30- Insanlara fiziksel olarak acimasiz davrantr.................0.ccovee Lo 203
31- Hayvanlara fiziksel olarak acimasiz davranir..............0n..c...... e 203
32- Bagkalarmin gozii 6niinde hirsizlik

(saldirarak soygun,¢anta kapip kagma,
tehditle soyma, silahli soygun) yapar.........cccceeeeeevvene O L 203

33-Bagka birisini cinsel etkinlikte bulunmak icin
ZOrlar.....coviiiiiiiiiiinc e O L 203

B- Mala zarar verme

34- Ciddi hasar vermek amaciyla yangin ¢ikarir................. 0.eerieiiene | BT 2 3
35- Baskalarinin malina miilkiine isteyerek
zarar verir ( yangin ¢ikarma diginda)...........cceccveveennnne. O | DT 2 3

C- Dolandirieilik ya da hirsizhik
36- Baskalarmin evine, binasina

ya da aracina zorla @irer. ........c.cccevvereerieeceeeeeseesieenenns (| | EPPRRN 2 3
37-Bir sey elde etmek, bir ¢ikar saglamak ya da

sorumluluklarindan kagmak i¢in yalan

soyler ( baskalarmi

14 141 ) OO TR (1 S | 2 3
38- Hig¢ kimse gormeden degerli
seyler ¢alar (magazalardan mal ¢alma, sahtekarlk)......... O, | DT 2 3

D. Kurallari ciddi bicimde bozma

39- 13 yagindan 6ncesinden baslayarak, ailesinin

yasaklarina karsin geceyi disarida gecirir. ...........cceeeeeee. L1 SR | 2 3
40- Anne babasinin ya da onlarin yerini tutan kisilerin

evinde yasarken en az iki kez geceleyin evden

kacti (ya da uzun siireli donmemigse bir kez)................... (1 S | D 2 3
41- 13 yas oncesinden baglayarak okuldan kagcar................... (1 | IO 2ieieeeenns 3
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